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Executive Summary

Conditions of child survival have been improving in Cambodia. In the past 6 years, infant and child mortality rates have declined but the prevalence of chronic malnutrition has declined very little. Thirty seven percent of children under five are stunted (CDHS 2005-06). More children are surviving, but surviving through a life of deprivation.

Poor feeding practices and illness are the immediate causes of malnutrition. The objective of this qualitative research is to broaden the understanding of the attitudes, beliefs and practices of caregivers with children born in the past two years about giving water, feeding through illness and recognition and treatment of child illness.  This study took place in Phnom Penh, Prey Veng and Mondul Kiri provinces. Nine interviewers collected data from 30 interviews and focus group discussions from mothers, fathers and grandmothers of children born in the past two years.
The Twelve Key Family Practices for Health (12 KFP) as part of Community-Integrated Management of Childhood Illness (IMCI) are low cost or no cost healthy behaviours and preventive interventions identified to improve child survival, growth and development. To implement the 12 KFP, family and community members need knowledge, skills, motivation and support to start and or maintain the recommended behaviours. 
Many respondents reported that it is necessary to give water to infants less than six months of age. While the prevalence of exclusive breastfeeding has increased dramatically in the past five years, many caregivers believe that their children need to be given water for reasons such as to quench thirst, to help the child learn how to breastfeed, to stop gagging, to cool the child’s insides or to sooth the throat. All the reasons given are incorrect and increase the risk of illness and malnutrition. The numerous responses that infants less than six months need water create concern that the breastfeeding practices are not as optimal as reported.

On the other hand, many responses demonstrated that caregivers have learned that infants need to be exclusively breastfeed for six months. Many respondents who understood exclusive breastfeeding, thought it is necessary to give water to children starting at six months of age. This misunderstanding could lead to caregivers providing water to their young child and damaging his or her health.  

Many factors were identified that constrain breastfeeding including illness of mother and/or child, the incorrect recommendations of health workers and the working demands on young mothers. A large proportion of young women in the capital city and surrounding provinces work in garment factories. After giving birth, these women often return to work quickly and cannot exclusively breastfeed their child.  Due to their number and value as income earners, they could become possible trend leaders. It is important for health promotion efforts to counter this likely trend by enabling working women to breastfeed and educating caregivers about the dangers of formula feeding.

Continued feeding during illness is important for the nutrition of infants and small children. Many respondents noted that their children would not eat when sick but would continue to breastfeed. Breastmilk provides antibodies to fight the illness, nutrients to sustain the child and liquids to prevent dehydration, thus is critical to maintain the health of the child. Mothers who have stopped breastfeeding do not have this resource to help fight illness and prevent malnutrition.

Many caregivers give water to their sick child. For children over six months old giving water can replace more nutritious feeds and/or cause diarrhoea while withholding liquids can cause dehydration. Many caregivers stated that they often gave water when their child was sick with diarrhoea and fever. Other respondents did not give any liquids when their child was ill, which can be dangerous. Caregivers need to clearly know not to give unsafe liquids and when to give safe liquids to prevent dehydration. 

Continuing to feed during and after the child illness is an important practice to prevent malnutrition and the reoccurrence of child illness. This practice is often poorly understood by caregivers. Children need more food and safe fluids during illness to prevent malnutrition and dehydration. Energy requirements in children increase during illness, but nutrient and energy intakes are often reduced when children due to anorexia, vomiting, or poor intestinal absorption related to diarrhoea. 
Several respondents reported that they stopped feeding or gave less quantity of foods while their child was sick. Caregivers gave less food because they were afraid it would cause a stomach ache, provoke more diarrhoea or make the child sicker. Some respondents reported that they stopped breastfeeding when the mother was ill as she did not want her illness to worsen the condition of her child. This is particularly dangerous if the child does not get other liquids. 

A few caregivers reported reducing the portion sizes but actively encouraging their child to eat during illness and increasing the number of times the child was fed per day. These respondents appeared to understand that the strength of their child was dependent on food intake, and would persuade their child to eat more often. 

Many respondents reported changing their child’s diet when sick. Often caregivers would give a smaller variety of foods because they believe that the limited diet helps quicker recovery from illness. These decisions are likely affected by what foods caregivers consider appetizing for sick children. Several respondents said that they give plain rice porridge to their sick children and one noted that she only fed instant noodles when her child was ill. These limited diets provide fewer nutrients when children are sick and can delay recovery from illness or increase the risk of relapse into illness later.
Correct home based care for sick children can stop infections, reduce the duration or severity of disease and decrease the risk of malnutrition. Incorrect treatment can lead to worsening illness and damaging the health and nutrition of the young child. Many respondents did not know what correct home based care was for their sick child. Their most common response was to buy medicines from the local drug vendor/shop and treat the child by themselves. Some respondents treated their children with herbal remedies for diarrhoea or used ice to cool a child’s fever. Sometimes traditional beliefs interfered with correct home based care and other times, they did not. Other respondents knew about correct home based care communicated clearly on the topic, but it was obvious that more health promotion is needed for caregivers to successfully provide home based care to their young sick children. 

Most infections in children do not need to be treated by health professionals until they become severe. Caregivers need to know and be able to recognize danger signs of child illness. A minority of respondents did not know or could not communicate clearly about danger signs of child illness. Some respondents reported that the condition of tongue related directly to degree of child illness while others spoke about the stickiness of the skin or the demeanour of the child. 

Most respondents could communicate clearly about danger signs of child illness but did not always correctly list the conditions. Fever convulsions were often mentioned but are not considered to be a danger sign. The most common correctly reported danger signs of child illness were when the child does not want to eat or breastfeed, blood in the stools and dehydration. Further work is necessary to raise awareness about danger signs of child illness to improve health seeking behaviour of caregivers with young children.  

Mothers, fathers, grandmothers (and sometimes grandfathers) of children born in the past two years were interviewed. Mothers were not found to report better understanding and/or practices of the specific key family practices than fathers or grandmothers and vice versa.  Both correct and incorrect health practices were identified in all of the three provinces where respondents were interviewed. The data did not demonstrate any significant differences in knowledge and practices between any of the provinces. 
Introduction

The National Centre for Health Promotion (NCHP) with support from European Commission and UNICEF are undertaking a five-year Health Behavior Change Communication (BCC) Project to improve maternal and child health by promoting the Twelve Key Family Practices for Health. A survey was used to collect baseline measures for impact assessment along with the qualitative research presented here to provide in-depth information on feeding and care behaviors. These data will give context to the help create effective behavior change communication programs and messages. This research by the National Centre for Health Promotion is a contribution to the ongoing work of National Child Survival Program and the National Nutrition Program.
The Twelve Key Family Practices for Health (12 KFP) as part of Community-Integrated Management of Childhood Illness (IMCI) are low cost or no cost healthy behaviours and preventive interventions identified to improve child survival, growth and development. These interventions have the potential to make a substantial contribution to the reduction in mortality, morbidity, and improvement in child development. To implement the 12 KFP, family and community members need knowledge, skills, motivation and support to start and or maintain the recommended behaviours.
The qualitative methodology was developed and reviewed internally by the NCHP. To have a more comprehensive review, it was presented externally on the 5th June 2006 at a Consultative Meeting on the Twelve Key Practices Research to government and NGO counterparts. 
Conditions of child survival have been improving in Cambodia. In the past 6 years, infant and child mortality rates have declined and the proportion of children who are exclusively breastfed has increased dramatically.  Meanwhile the prevalence of chronic malnutrition as measured by stunting has declined very little. Children are still quickly becoming malnourished after they reach six months of age. 
Children are surviving, but surviving through a life of deprivation. The causes for malnutrition are clearly known, but it is not clear what Cambodian caregivers are doing that helps or hinders the child’s growth and development. Are their improved care practices that can prevent stunting and give the children a chance to develop to their real potential?  This qualitative research attempts to investigate the variety of practices that caregivers have and how they relate to the Key Family Practices for Health. 
Objectives of the research:
The main objective of the study was to deepen the understanding of the knowledge, attitudes, practices, and beliefs of caregivers about giving water, feeding through illness and recognition and treatment of child illness.  The hypotheses that we tested with the research are as follows: 
Hypothesis 1: It is necessary to give water or other liquids to children when they are less than six months of age. 
Hypothesis 2: Children breastfeed less than normal when they are sick.
Hypothesis 3: Caregivers give their children more water than normal when they are sick
Hypothesis 4: Caregivers feed their children less complementary food (Quantity) than normal when they are sick.
Hypothesis 5: Caregivers feed their children less nutritious complementary food (Quality) than normal when they are sick.
Hypothesis 6: Caregivers know about appropriate home based care for their children when they are sick (Diarrhoea and/or Fever).
Hypothesis 7: Caregivers know the danger signs for diarrhoea or fever and treat or seek treatment for their children appropriately. 
Research

Findings
The analysis was organized by hypotheses on child health and nutrition in Cambodia. The first hypothesis is about the necessity to give water to infants. The following four concern breastfeeding, giving liquids and complementary feeding during illness, while the last two are about recognition of severity and home based treatment of child illness. 

The first recommended Key Family Practice is to exclusively breastfeed infants for the first six months of life. Breastfeeding is very common in Cambodia and breastfeeding after birth is almost universal. This is impressive, but there are several practices related to breastfeeding that can be improved in Cambodia. These improvements can lead to gains in infant and young child health. The Child Survival Study Group of the WHO estimated that optimal breastfeeding in the first year of life can save the lives of 13 percent of deaths of children under-five worldwide (Jones et al 2003). 
Water and the health of infants and young children
The practice of giving water and other liquids such as teas, sugar water, and juices to breastfed infants in the first months is widespread throughout the world. This practice often begins in the first month or even day of life. Giving water to an infant is often considered spiritually or culturally important, despite the fact that it can increase the risk of malnutrition and water-borne illness. The first Key Family Practice for Health makes it clear that breastmilk is the only liquid that infants under six months of age need. Older infants may need more liquids than breastmilk, but these should be provided from safe sources such as in porridge, prepared fruits, vegetables, juices or other appropriate liquids. 
Hypothesis 1: It is necessary to give water or other liquids to children when they are less than six months of age. 
A number of mothers, fathers and grandmothers from all provinces visited were found to agree that it is necessary to give water to children under six months of age. The reasons for giving water varied but are examples of incorrect and potentially dangerous behaviours for the child. 
“If the child is thirsty, I give warm water.”   (Grandmother from Prey Veng)
Some mothers did not know how long the child should be exclusively breastfed and had started complementary feeding before the age of six months. In this case water was used after feeding complementary foods. 

“It is necessary for the child to drink water after eating something.”   (Mother from Prey Veng)        
As documented in many other cultures, the act of giving water is considered by many to have some power to enable the child to start or carry out actions such as breastfeeding, preventing spitting up, and protecting the throat from illness. 
“I trained my child with a few drops of water, so she can suck the breast.”   (Member of focus group discussion in Phnom Penh)          
“I gave some water to make her throat not sticky. After the child breastfeeds, if I don’t give water, her throat was sticky and she will get fever.”   (Mother from Prey Veng)
“I give some water to my child so there is liquid inside the child’s body, he stops crying, and won’t gag on food.”   (Mother from Mondul Kiri)
Some caregivers feed their child with types of milk that are dangerous to the child’s health. Condensed milk is sometimes fed to children in a bottle after being thinned with water. This milk will lead to malnutrition in child as it does not have the necessary nutrients contained in breastmilk and can cause problems in the kidneys  as the solute load is most often higher than what the urinary tract of an infant can tolerate. In the case below, the caregivers also bottle feed the child with water, which also will endanger the child’s health. 
 “If we give cow milk to child under 6 months, we always give water a little bit after milk because milk is condensed. After drinking milk, we give nipple bottle with water to suck water.”   (Member of focus group discussion in Phnom Penh)
Some liquids are considered to be safe for an infant by caregivers and other liquids are not. Below the mother realizes that normal water can cause illness, but does not know that rice water is unnecessary for a child under six months of age. 
“I give some rice water. Just not plain water.”  (Mother from Prey Veng)
Many mothers and grandmothers spoke about their knowledge and practices around breastfeeding and giving water to infants showing their awareness of healthy practices.


“I think breastfeeding is easier (than bottle feeding). I am afraid that infant formula will make the child’s stomach ache. Formula is not like mother’s milk.”   (Grandmother in Phnom Penh)
“I never give even a drop (of liquid to my youngest child). With my other children I gave some drops (of liquid) but with this one I never gave any.”  (Mother in focus group discussion in Prey Veng)          

“I breastfed until he was six months old then I gave some water.”   (Member of focus group discussion in Prey Veng)          
Despite the fact that many caregivers knew that it was important only to exclusively breastfeed their young infant, there was some confusion on exactly how long to exclusively breastfeed. 

“I give water and rice porridge when child turned 5 months old.”    (Member of focus group discussion in Mondul Kiri)

“I breastfed only until my child was 7 months old then I started to give water.” (Member of focus group discussion in Prey Veng)          
“(Mothers) should breastfeed only until the child is 8 months old.”  (Grandmother in Mondul Kiri)
Some Cambodians have said that it is Khmer culture to give water to infants making exclusive breastfeeding impossible. This belief needs to be strongly refuted by all health promotion activities. Breastmilk is the only liquid that a child under six months of age needs and unsafe water should never be given to children of any age. 
Many of the parents and other caregivers who know that children should be exclusively breastfed for six months also believe that it is necessary to give water after the period of exclusive breastfeeding. Some respondents do not understand that they should start to feed the child complementary foods, not water that after the child becomes 6 months old. Giving water instead of nutritious foods or breastmilk provides the child no nutrition, fills the child’s stomach limiting consumption of more nutritious food and very often introduces pathogens causing the child to become sick. 
“We did not give water to the child when he was less than 6 months old. We started giving water from 6 months old on.” (Mother in Mondul Kiri)
“I heard from others that it is not good for child under 6-month old but it can be good for child from above 6-month old.”   (Mother in Prey Veng)
The local doctor advised (that I should) give water after 6 months old.”  (Mother in focus group discussion in Phnom Penh)
The recommendations for six months of exclusive breastfeeding are very clear (WHO-UNICEF, 2004). The international guidelines for giving water to an infant older than six months are less clear than for the first half of infancy. At six months complementary given in addition to breastmilk are needed to meet an infant’s increased nutrient requirements. For the most part, the water requirements of infants 6–11 months can be met through breastmilk. Additional liquids can be provided through fruits, vegetables or small amounts of fruit juices or boiled/safe water offered after a meal (WHO, 1997).

There were several factors identified in the research that constrain exclusive breastfeeding. These are the expected conditions such as mothers returning to work, illness among children and mothers and less expected conditions such as recommendations of health workers. 
Many young Cambodians move from their home province to Phnom Penh looking for work. Garment factories have been moving further outside of the capital city providing jobs for people living in the surrounding areas. There were an estimated 265,000 garment workers in 2004 (Cambodia Daily, 2004) and this number is expected to have expanded to over 300,000 in 2006. Most garment factory workers are young women. These women like most marry and have children.  After they give birth, they must make a choice to exclusively breastfeed their child or return to work where it is not possible to breastfeed. Many mothers with families dependent on their incomes chose to return to work. 
“His mother goes to work at garment factory and the baby cries if I do not give anything. If we do not mix with infant formula with breastfeeding, I am afraid he will not drink milk once we stop breastfeeding. I just let him learn to drink (formula) from now on.”  (Grandmother from Prey Veng)
“After the child was 5 months old, I fed my child with formula from the big can, rice, and porridge because I am busy at work.”  (Mother from Prey Veng)
While formula/bottle feeding was not found to be common in rural areas, it is important to note that not only factory workers are beginning to formula feed. Women from other professions such as working in the fields purchase and use the nutritionally inferior and often unhygienically prepared formula to feed their infants. 
“It is difficult (to breastfeed) because we can not come from the rice field on time. There is no time to breastfeed my child.”  (Mother from Prey Veng)
The incorrect advice of health workers can negatively affect the practice of exclusive breastfeeding. In the case below, the local doctor recommended to give water to cool the breastfeeding infant instead of the more appropriate action of wiping the child down with a wet cloth. 
“The local doctor advised to give the child a little water so it can cool down.”  (Mother from Phnom Penh)
Some respondents noted that when the mother is ill, breastfeeding is not considered healthy. This idea seems to come from the belief that the mother will pass her illness directly to the child. The actual conditions where the mother develops antibodies to the illness and passes those to the infant through the breastmilk does not appear to be known or understood. 
“If I have enough money, I give only cow milk (infant formula) because mother is not healthy.”  (Father in Mondul Kiri)
“It is difficult when I get fever. I do not breastfeed because I am afraid that my child will get fever from me.”   (Mother from Prey Veng)
“I am not breastfeeding because I am afraid that my breast milk is hot. I do not know what I ate to make it hot.”  (Mother in focus group discussion in Phnom Penh)
“Sometimes I take medicine to make my breastmilk cool. My breast milk is affected and my child is as well.”  (Mother from Phnom Penh)
For some caregivers when the child is sick they are told or believe that they need to interrupt exclusive breastfeeding to improve the health of the child. Two mothers in Phnom Penh gave water to their children soon after birth because they were hot or perceived to be sick by not urinating. 
“The local doctor said inside child’s body was a bit hot. So I gave water since child was 2-3 days old.”   (Mother from Phnom Penh)
“My child did not urinate soon after he was born, so I gave him water.”  (Mother from Phnom Penh)
Several factors were identified that promoted exclusive breastfeeding. The first of these factors is appropriate knowledge on the subject. 

“I believe in only exclusive breastfeeding for the first six months, my child is healthy, does not have diarrhoea, grows very fast and is smart.”  Mother from Prey Veng
Some caregivers clearly understood that breastfeeding has a protective effect against illness. They expressed their concern about doing the best for their children to prevent illness.

“The breastfed child is strong and does not have diarrhoea. My child was not given any water because I am afraid that he will have a stomach ache or indigestion. That is why I breastfeed only.”  (Mother in focus group discussion in Prey Veng)
“The child was breastfed, and did not get sick or have indigestion often.” (Mother in Phnom Penh)
“If you give water, the child’s stomach could become swollen.” (Mother in focus group discussion in Mondul Kiri)
Some mothers did not forget to state the most obvious point about breastfeeding, the immediate availability on demand day or night, no need for extra materials, and ease of practice. 
“Breastfeeding is not difficult. It is normal.”  (Mother from Prey Veng)
“Breastfeeding is easy as usual. Giving cow’s milk (formula or canned milk) is difficult.”  (Member of focus group discussion in Prey Veng)
Hypothesis 2: Children breastfeed less than normal when they are sick.
During the qualitative data collection, mothers were asked to speak about how often and how much their children would breastfeed when they are sick. Several mothers stated that their children breastfed less when they were ill. 
“When my child was not so well, he did not breastfeed much.”  (Mother from Prey Veng)
“My child got sick and she took less water and breastmilk.” (Mother in Mondul Kiri)
Other mothers stated that their child breastfed more often when sick or that they encouraged the child to feed more often. This is important as breastfeeding will continue to nourish the child and prevent dehydration. 
“When my child was sick, she breastfeeds more often”. (Mother in focus group discussion in Prey Veng)
“When child is sick, giving more breast milk is better. If I give less breast milk, the child becomes weak and loses weight.”  (Mother in focus group discussion in Mondul Kiri)
“When the child is sick, he is not hungry. We try to breastfeed as much as possible little by little. Illness causes the child to suck less at the breast. But I try to continue breastfeeding the child.” (Mother in Prey Veng)
Often illness can make the child anorexic and not want to eat. Sometimes the child does not eat or drink, but often caregivers find that the child will continue to breastfeed when he or she will not eat or drink any other foods. Breastfeeding and continued breastfeeding during illness is critical to help prevent malnutrition especially when the child cannot or will not eat or drink other foods or liquids. 
“The child does not eat when she is not well. The child can only drink breastmilk.” 
(Mother of an 8 month old girl in Prey Veng)
“When the child gets sick and does not want to eat. The child wants to take the breast instead.”  (Member of focus group discussion in Phnom Penh)
“The child cannot swallow, but the child will breastfeed.”  (Member of focus group discussion in Phnom Penh)
Hypothesis 3: Caregivers give their children more water than normal when they are sick.
As mentioned above, caregivers have many reasons for giving water to infant and young children. The eighth Key Family Practice for Health urges caregivers not to change the diet or introduce other liquids but to continue to feed and offer more fluids, including breastmilk to children when they are sick. Continuing to feed the child will help to prevent malnutrition and dehydration. It is important that caregivers know what liquids are recommended for their children at what age and what liquids never should be given to their children. 
Diarrhoea is the one of the most common causes of dehydration. To prevent dehydration when a child has diarrhoea, oral rehydration salts (ORS) with safe water or recommended home fluids such as coconut water or rice water. Unsafe water is never recommended. ORS and/or recommended home fluids were given to just over half of all children who had diarrhoea in the two weeks before the quantitative survey (12 KFP Baseline Report). 

Many caregivers give water to their sick child. The type of illness was not mentioned in several cases. 
“I think it is right that we need to give more drinking water to the child when the child is sick.”   (Mother in Prey Veng)
“When the child is sick, I give as much water as possible. I also give ORS more often.”  (Mother in Mondul Kiri)
“When my child was sick, I give more water. I force him to swallow till mouth is closed. He was not thirsty but I forced him to swallow.”  (Mother in focus group discussion in Prey Veng)
Some caregivers reported that their children had diarrhoea and were given water. It was not clear if safe or unsafe water was given but it is common that water is not treated in any way to make it safe for consumption (12 KFP 2006). 
“When my child got diarrhoea we gave water to protect his skin from drying. When he had severe diarrhoea, his skin dried out.”  (Mother in Phnom Penh)
“When he has diarrhoea, we give water because it is hot inside his body. So the child needs water.”  (Mother in focus group discussion in Mondul Kiri)
Caregivers also reported giving the child water when he or she has fever.
“The child was hot and had an inflamed throat. The child had fever. So we try to give some water to the child.” (Mother in focus group discussion in Phnom Penh)
“When child got sick give more water because child has high temperature.” (Father in focus group discussion in Prey Veng)
“The child has hiccups. The child still cries. Then I give water so that the child stops hiccups. The child got hiccups because of fever. Give water then the child stops hiccups. (Member of focus group discussion in Phnom Penh)
Other caregivers responded that they did not give their child more water than normal when their child was sick with fever or diarrhoea.  
“When child had fever, we do not give water because we were afraid that water would get into the lung.” (Member of focus group discussion in Phnom Penh)
“When my child has diarrhoea or fever, I give less water.” (Mother in Mondul Kiri)
“When child gets sick with diarrhoea, I do not give water.” (Member of focus group discussion in Mondul Kiri) 
In the two cases above where the caregivers gave less or no water, it was not clear if any other liquids were given to protect against dehydration. Some caregivers understood that they should only give safe water to their child and explained this clearly. 
“When my child gets sick I give boiled water. No other water.”   (Mother in Prey Veng)
Feeding during illness

Hypothesis 4: Caregivers feed their children less complementary food (Quantity) than normal when they are sick.
The eighth Key Family Practice recommends continuing to feed and offer more fluids, including breastmilk to children when they are sick. Children differ from adults considering eating during illness. For adults not eating during bouts of diarrhoea or other illnesses is often more comforting than eating. Adults normally have nutrient and energy stores to draw upon when they are sick. Infants and young children most often do not have nutrient or energy stores. They normally dedicate their entire nutrient intake to their rapid rate of growth. Children need more food and fluids during illness to prevent malnutrition and dehydration. Energy requirements in children increase during illness. An increase of body temperature, such as with fever can increase energy needs by 10 to 15 percent. Often during child illness nutrient and energy intakes are reduced due to the following conditions:

· anorexia caused by anaemia, malnutrition, diarrhoea or other causes

· caregivers decisions not to give food or breastmilk

· loss of nutrients and energy from vomiting

· poor gastrointestinal function and impaired absorption due to diarrhoea (WHO, 2004). 

For these reasons, it is critical to continue to feed and give liquids such as breastmilk to the child when he or she is sick. Some caregivers do not understand or follow this recommended practice. 
“When the child got sick, I just gave a small portion of food. Don’t give too much.” (Member of focus group discussion in Prey Veng)
We reduce (the number of times that we give food). If usually we give 3 times a day.  When my child got sick we give only once a day because we are afraid that the food makes the illness worse.” (Mother in Prey Veng)
“I did not give any food, because I was afraid that the child will get more diarrhoea.”  (Mother in Phnom Penh)
“Giving too much food when my child is sick causes a stomach ache. Sometimes I gave too much food and the child vomited.”  (Member of focus group discussion in Prey Veng)
Other caregivers understand more clearly the nutrient needs of their small children and follow the feeding recommendations more closely. 
These caregivers practice active feeding, which means encouraging their children to take nourishment even if they do not want to when they are illness or distraction.
“When my child is sick, I give him food 4 to 5 times a day for as long as he can eat.  Sometimes it is only one spoon or a half of a spoon. Sometime he eats and sometimes he doesn’t.”  (Member of focus group discussion in Prey Veng)
“Usually my child eats 4 or 5 times a day. When my child got diarrhoea I gave food 10 times a day. I gave much more.”  (Mother in Phnom Penh)
“Usually when my child got serious sick, she doesn’t eat. That’s why I just coax her to eat little and little. I frighten her by saying that she will have to get an injection unless she eats.”  (Member of focus group discussion in Prey Veng)
Hypothesis 5: Caregivers feed their children less nutritious complementary food (Quality) than normal when they are sick.
Some caregivers change the type of foods that they give to their children when they are sick. The can give food that is less nutritious for their child or give food that the child rejects because he or she is not accustomed to the taste or texture. To ensure that the child does not become dehydrated or malnourished during the illness it is important to continue as much as possible feeding a normal diet including a variety of foods and continued breastfeeding. 

Some caregivers reduced the variety of foods offered because they believed that the other would be better for their sick child. Often lack of understanding about child feeding and hygiene leads to food taboos during illness.

“I gave only coconut juice. Coconut juice contains a lot of sugar.”  (Mother in Prey Veng)
“When child got diarrhoea, I did not give much variety of food. I was afraid to give anything to eat that could cause diarrhoea.”   (Mother in Phnom Penh)
“I gave porridge. I did not give meat because we are afraid it makes the diarrhoea worse.”   (Mother in Phnom Penh)
Other caregivers tried to continue to feed their sick children with normal foods that they consider nutritious and appetizing for the sick child. 

“I fed my child pork with salt and rice whenever he hungry. If he does not want it is up to him.” (Member of focus group discussion in Prey Veng)
Sometimes the respondent did not have a very clear understanding about what exactly is nutritious food for the young child. Giving water with sugar and coconut juice are good examples of this. The mother gave a variety of nutritious foods and did not change the diet for the sick child, which follows the recommendation of the Key Family Practice. 
“I give food that contains nutrients such as cookies, meat, fish, water mixed with sugar, coconut juice and rice porridge.”  (Mother in focus group discussion in Mondul Kiri)
Other caregivers changed the diet for their sick child as described in the text box below. The names have been changed to protect the privacy of respondent. 
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Home based care and danger signs of child illness



Hypothesis 6: Caregivers know about appropriate home based care for their children when they are sick (Diarrhoea and/or Fever).
The ninth Key Family Practice recommends giving sick children appropriate home treatment for infections. Not all infections in children need to be treated by health professionals. Uncomplicated diarrhoea can be managed with oral rehydration therapy, continuing to feed and giving zinc tablets. In areas where malaria is not a threat, uncomplicated fever can be treated with a child’s dose of paracetamol and sponging the body with tepid water. 
Appropriate home care of illness includes:
· early recognition of the illness

· prompt and correct acquiring and employing of relevant treatments

· Avoidance of ineffective or harmful treatments

· Continuing feeding

· Taking the child to a health facility if his/her health does not improve (take child for health care after two days of high fever). 

Many caregivers purchase medicines from neighbourhood shops or market stands. The drug vendor often does not have any training and does not know correct treatments or dosages for ages of children. Drug vendors also respond to the demand of caregivers, often selling types or quantities of medicines that are not necessary and/or unsafe. Research in sub-Saharan Africa has shown training of drug vendors to make little to no change in correct treatment of child illness. Child caregivers need to know what appropriate treatments and safe dosages are so they can demand improved health care for infants and young children. 

The data from the analysis matrices show that many caregivers do not know or could not say clearly what was appropriate home based care for their sick child.

Many caregivers stated in the interviews that they know what is the best home based care or treatment for their sick child. This may be partially due to the way the interviewer approached the subject. Unfortunately caregivers did not know or did not practice appropriate home based care with their children. Instead, they often go to the pharmacist/local drug vendor to diagnose and medicate the child. Respondents commonly stated they knew what was needed to treat the child but no information was included about the type of child illness or how to treat it.
“Yes, we treat (the sick child) by ourselves. We buy medicine from local doctor.” (Grandmother in Prey Veng)
“Get ice and put on his stomach.”  (Mother in Prey Veng)
“(When my child is sick) I take medicine for myself … to cure the child because the medicine goes through the breastmilk into the child.”  (Mother in Prey Veng)
Interesting that the mother is most likely correct that the medicine will pass to the child, but it is very unlikely she will take any medicine that would be beneficial for the sick child.
Some caregivers spoke clearly about what they do when their child or grandchild has diarrhoea. Below are examples of incorrect home based care. 
“If he (the child) has diarrhoea, I just buy medicine and mix it with breastmilk.” (Member of focus group discussion in Prey Veng)
“We use traditional herbs (to treat diarrhoea). For example, when the child has diarrhoea, I just get some Pang grass and squeeze to make and infusion to give to the child.”  (Grandmother in Mondul Kiri)
“I heard about ORS (oral rehydration salts). I have never bought it to treat my child’s diarrhoea.”  (Mother in Prey Veng)
For more serious illnesses, sometimes caregivers ask for spiritual guidance to heal the child. This should be considered positive as long as it does not delay or interrupt the optimal home based care or proper treatment by a health professional. 
“When my child got sick, I had to offer rice and other things to the ancestors. The spirit asked for chicken, duck, pig, cow or buffalo and directed me to seek the Kru Khmer (a spiritual healer).”  (Mother in Mondul Kiri)
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Several caregivers were able to communicate clearly about an illness that their child recently had and what sort of care they provided during that time. The caregivers below provided correct home based care. 
“When my child has a (high) temperature, I often wipe down her body with a wet towel and give para(cetamol) at home.”  (Mother in Prey Veng)
“When my child gets diarrhoea, I just give boiled water with ORS.”  (Mother in Phnom Penh)
Sometimes the caregivers know the correct home based care, but go a trained health care provider who does not treat the sick child with the appropriate treatment. Trained health providers will often give unnecessary treatments to increase the cost of the health visit or to satisfy the parent’s desire to see something being done for their child.
“When my child was ill, I wiped him down with damp towel until morning. Then I took him to the hospital where he got two IV drips.” (Member of focus group discussion in Prey Veng)
Hypothesis 7: Caregivers know the danger signs for diarrhoea or fever and treat or seek treatment for their children appropriately. 

The tenth Key Family Practice states that caregivers should recognize when sick children need treatment outside the home and seek care from appropriate providers. 

Getting correct health care for sick children involves several steps in a decision making process. Caregivers must recognize the need for special care, the timing for special care and then take the child to an appropriate health provider. Severe illnesses are marked by danger signs that infant and young children demonstrate. These signs need to be recognized by caregivers before seeking treatment from a health professional. 

Poor health care seeking behaviours contribute greatly to child morbidity and mortality. Many of children die before ever being taken to a health centre. In other cases, delays in care seeking allow the severity of infection to increase to the point where the child’s life is threatened. 

The danger signs for diarrhoea are:

Diarrhoea and

· child cannot eat, 

· child cannot drink or breastfeed,  

· child has blood in stools.

The danger signs for fever are:

Fever and 

· child cannot drink or breastfeed

· child has worsening health despite attentive home care

· child has fever for two days 

· child has fast or difficult breathing

· child has bleeding in gums, nose or vomit (signs of dengue). 

When caregivers identify these danger signs in their children, they need to seek attention as soon as possible. 

All respondents were familiar with the common childhood illnesses of fever and diarrhoea. Some of the children of the respondents were so young that they had never experienced these illnesses. Several respondents could not correctly describe danger signs for diarrhoea and fever, such as in the statements below.  
“(The child is) pale and the skin is sticky.”  (Mother in Prey Veng)
“I will look at the tongue. If the tongue is thick, I need to take him to the local doctor. If the tongue is normal, I don’t have to go.”   (Member of focus group discussion in Phnom Penh)
“(The child is) sad and always cries.”  (Mother in Prey Veng)
Convulsions associated with fever in small children are frightening to caregivers. A short occurrence of fever convulsions is not considered a proper danger sign for caregivers to seek treatment immediately. Many caregivers responded that convulsions were a danger sign for child illness. Respondents from Prey Veng and Phnom Penh described the convulsions below. 
“(My child) was vomiting and his body was twisting. His eyes went up and he had a twisted mouth.”  (Mother in Prey Veng)
“(The child had) strong fever, when the eyes went straight and the head back.”  (Member of focus group discussion in Phnom Penh)
There were many caregivers who correctly recognized and could describe danger signs. One of the most common signs that caregivers quickly recognize is when their children stop eating. 
“When the child was severely sick, he did not play or eat anything at all.”  
(Mother in Phnom Penh)
It is a much more dangerous sign of child illness when children stop breastfeeding. Several caregivers reported this along with fever, diarrhoea and general illness. 

“(Child had a) hot forehead. She did not breastfeed, only kept crying.”  (Mother in Prey Veng)
“He had diarrhoea with watery stools. He did not suck the breast, but he was very thirsty.”   (Mother in Prey Veng) 
“My child was exhausted… and did not breastfeed at all.” (Member of focus group discussion in Prey Veng)
Acute respiratory illness is considered to be responsible for a large proportion of deaths of children under two years of age. A fever with high temperature that does not decrease over two days is also considered a danger sign. Many respondents mentioned that their children had fever, but none reported that continued high fever was a danger sign. In contrast, diarrhoea, dysentery and dehydration were commonly reported to be danger signs. The clearest descriptions of dehydration danger signs were from caregivers in Phnom Penh. 
“Blood in stool is a reason to go to the health centre.”   (Mother in Prey Veng)
“Sagging skin with strong diarrhoea is a sign of danger.” (Member of focus group discussion in Phnom Penh)
“Dried skin, sunken eye and fontanel are all danger signs of diarrhoea.”  (Member of focus group discussion in Phnom Penh)
Caregivers know several types of child illness danger signs, especially those of dehydration. It is only recently since the under five (year old) mortality rate dropped below 100 per 1,000 (CDHS 2005).   Care givers need to be able to recognize all danger signs and effective health promotion can help to realize these goals. Recognition and prompt action on danger signs accompanied with timely and appropriate treatment for health centres can help to reduce the infant and young child mortality rate. 
Conclusions
To implement the 12 KFP, family and community members need knowledge, skills, motivation and support to start and or maintain the recommended behaviours. It is important to understand what family members know or believe about these practices to do effective health promotion. 

Many respondents from Phnom Penh, Prey Veng and Mondul Kiri reported that it is necessary to give water to infants less than six months of age. While the prevalence of exclusive breastfeeding has increased dramatically in the past five years, the level of knowledge about infant’s need for water in the interviewed population is still less than satisfactory. 

Many respondents reported that water is necessary for infants under six months of age to quench the child’s thirst, to help the child learn how to breastfeed, to stop the child from gagging, to cool the insides of the child or to sooth the throat. All these reasons for giving water are examples of incorrect and potentially dangerous behaviours for the child. The numerous responses that infants less than six months need water give concern that actual breastfeeding practices may not be accurately represented by reports in surveys.

On the other hand, there were responses demonstrating that mothers, fathers and grandmothers have learned that infants need to be exclusively breastfeed for six months. There were even some mothers who stated that they have adopted exclusive breastfeeding practices for their last baby when they did not do so with earlier children. 

Many respondents who understood that infants need to be exclusively breastfed, thought that water is good or necessary for children starting at six months of age. This misunderstanding could lead to caregivers providing water to their young child and increasing the risk of malnutrition and illness.  

Many factors that support exclusive breastfeeding were identified such as appropriate knowledge, family support, immediate availability and ease. On the other hand, several respondents noted the factors that constrain exclusive breastfeeding of infants. These included working demands on young mothers, illness of mother and child and the recommendations of health workers. 

The reported working demands on young women came mostly from respondents who worked or had daughters working in garment factories. A large proportion of young women in the capital city and surrounding provinces work in garment factories. After giving birth to their child, they often return to work quickly and cannot exclusively breastfeed their child. As these women are young and earning incomes for their families, they can easily become possible trend leaders. It is important for health promotion efforts to try to counter the likely trend of working women in Cambodia formula feeding and not exclusively breastfeeding their children.

Continued feeding during illness is important for the nutrition of infants and small children, especially considering breastfeeding. Many respondents noted that their children would not eat when sick. This type of anorexia is common, but most of these children continue to breastfeed through the illness. Breastmilk provides antibodies to fight the illness, nutrients to sustain the child and liquids to prevent dehydration, thus is critical to maintain the health of the child. Mothers who have stopped breastfeeding do not have this resource to help fight illness and prevent malnutrition.

Many caregivers give water to their sick child. This is a complicated issue in children over six months of age as giving too much or unsafe water replaces normal feedings and/or causes diarrhoea while not giving liquids can lead to dehydration. Caregivers often gave water when their child was sick with diarrhoea and fever. In other cases caregivers did not give any liquids when their child was ill, which also can be dangerous. Caregivers need to clearly know not to give unsafe water and when to give safe liquids such as breastmilk or boiled water with ORS to prevent dehydration. 

Continuing to feed during and after the child illness is an important behaviour to prevent malnutrition and reoccurrence of child illness. This practice is often poorly understood by caregivers, likely due to the great differences between nutrition needs of infants and young children compared to adults. Children need more food and fluids during illness to prevent malnutrition and dehydration. Energy requirements in children increase during illness, but nutrient and energy intakes are often reduced when children due to anorexia, vomiting, or poor intestinal absorption related to diarrhoea. 
Several respondents reported that they stopped or gave less quantity of foods while their child was sick. The reasons given for reducing the amounts of food were that they were afraid the food would cause a stomach ache, provoke more diarrhoea or generally make the child sicker. Some respondents reported that they stopped breastfeeding when the mother was ill as she did not want her illness to worsen the condition of her child. This is particularly dangerous if the child was not getting other liquids. 

Other caregivers reported that they reduced portion sizes but they actively encouraged their child to feed during illness and increased the number of times that they fed the child per day. These respondents appeared to understand that the strength of their child was dependent on food intake, and pushed their child to eat more often. 

Many respondents stated that that they changed their child’s diet when he or she was sick. Often caregivers restricted the diet giving less variety of foods to the child. While they believed that a more limited diet would help the child recover from illness, the diet was often less nutritious. These decisions are likely affected by what foods caregivers consider appetizing for sick children. Several respondents said that they give plain rice porridge to their sick children and one noted that she only fed instant noodles when her child was ill. These limited diets provide less variety of nutrients when children are sick and can delay recovery from illness or increase the risk of relapse into illness later

Correct home based care for sick children can stop infections, reduce the duration or severity of disease and decrease the risk of malnutrition. Not all infections in children need to be treated by health professionals. Uncomplicated diarrhoea can be managed with ORS, zinc and continuing to feed. In non-malarious areas, uncomplicated fever can be treated with a child’s dose of paracetamol and sponging the body with tepid water. Incorrect treatment can lead to worsening illness and damaging the health and nutrition of the young child. 

Many respondents did not know what the correct home based care was for the sick child. Many stated that they knew clearly but when asked to describe the care, they responded that they would go to buy medicines from the local drug vendor/shop and treat the child by themselves. Some respondents treated their children with herbal remedies for diarrhoea or used ice to cool a child’s fever. Sometimes traditional beliefs interfered with correct home based care and other times, they did not. Other respondents did know about correct home based care and did communicate clearly on the topic, but it was evident that more health promotion is needed for caregivers to successfully provide home based care to their young sick children. 

Along with home based care, caregivers need to know and be able to recognize danger signs of child illness. A minority of respondents did not know or could not communicate clearly about danger signs of child illness. Some respondents reported that the condition of tongue related directly to degree of child illness while others spoke about the stickiness of the skin or the demeanour of the child. 

The majority of respondents could communicate clearly about danger signs of child illness but were not always correct with their list of conditions. Fever convulsions were often mentioned but are not always considered to be a danger sign. The most common correctly reported danger signs of child illness were when the child does not want to eat or breastfeed, blood in the stools and dehydration. Further work is necessary to raise awareness about danger signs of child illness to improve health seeking behaviour of caregivers with young children.  

The research was designed to investigate hypotheses about certain health behaviours. To prove or disprove the given hypotheses in the research would mean that all respondents are reporting and/or practicing safe healthy behaviours (the key family practices) or all are not practicing these behaviours. No such clear answers can be drawn from the data. There is a variety of different healthy and unhealthy practises and reasons/beliefs to explain those behaviours for each of the hypotheses. 

Mothers, fathers, grandmothers (and sometimes grandfathers) of children born in the past two years were interviewed in order to collect information on child feeding and care practices. Mothers were not found to report better understanding and/or practices of the specific key family practices than fathers or grandmothers and vice versa.  Both correct and incorrect health practices were identified in all of the three provinces where respondents were interviewed. The data did not demonstrate any significant differences in knowledge and practices between any of the provinces visited. 
Research Methods
The research was completed by the Research Team of the National Centre for Health Promotion: 

Dr. Sin Sovann

Dr. Touch Chanty

Dr. Kim Viratey

Dr. Pen Rotha

Dr. Ray Rany

Dr. Hou Pheng

Dr. Thanavuth

Mr. Sreng

Mr. Boromei

Research Consultants: 

Robert Johnston

Meach Yady

The qualitative research focused on early initiation of breastfeeding, complementary feeding and home based care (correct treatment of illness and proper feeding during and after illness). The study was conducted in Phnom Penh, Prey Veng and Mondul Kiri provinces. Three teams of three persons a piece collected qualitative data on breastfeeding, complementary feeding and feeding during illness from five villages per province. The villages were purposively selected to be both representative and accessible. Key informant interviews and focus group discussions were used to collect data. 
The respondents were mothers, fathers and grandmothers of children born in the past two years chosen to represent caregivers of infants and young children. Each day of fieldwork two interviews were scheduled. 
Table 1. Qualitative Research Schedule in Each Province

	
	Day 1
	Day 2
	Day 3
	Day 4
	Day 5

	In-depth

Interviews
	
	Mother of child
	Mother of child
	Mother of child
	Mother of child

	Focus Group Discussions
	Mothers

of children
	Grand-mothers
	
	
	Fathers 

	Other Key Respondent Interviews
	Father
	
	Grand-mother
	Father
	


 Data was most often collected with one interviewer leading the discussion and the other tape recording and making notes to aid with transcription of data. The interviews took on average two hours to complete and were to be transcribed as quickly as possible after completion, preferably on the same day. A total of 9 focus group discussions and 21 in-depth and key informant interviews were conducted in the study divided equally in the three selected provinces. After the six days of field work, five days were spent filling the analysis matrix for facilitation of analysis.
Data Quality:

One week of half day trainings were held on qualitative research techniques to prepare the qualitative researchers for data collection. The training followed a manual created expressing for the qualitative research and was led by two researchers experienced in doing qualitative research in Cambodia. Nine out of the ten interviewers attended the training and a majority of interviewers had prior experience with qualitative research. 
In the training, non-leading questioning skills and developing rapport with the respondent were practiced. Training also included how to use the question guides, use of tape recorders during the discussion and conduct analysis with the help of the analysis matrices. 
In order to compensate the respondents for the time spent in long interviews they were given a gift. Giving gifts for participation can affect data quality by changing the respondent, or having the respondent change their answers to please the interviewer (in order to ensure receipt of gift). In order to prevent this, the gift was given only when the interview is completed. 

Research Implementation

The training was conducted on 26th to 29th of September. The field test where interviewers practiced conducting focus group discussions and interviews occurred on the 30th of September in a village in Takeo Province. Qualitative data collection took place in the three provinces from the 2nd to 6th of October. Transcription into Khmer language of all taped interviews occurred during the week of the 9th to 13th of October. Daily meetings with interviewers were held from the 16th to 20th of October to aid and monitor the work of correctly filling in analysis matrices with the appropriate data. 

All interviews were included in the analysis. In the analysis, triangulation of the views of mothers, fathers and grandmothers on the same questions allowed the researchers to have a clearer view of the actual knowledge, attitudes and practices of infant and child feeding in Cambodia. The Analysis Matrices were organized by hypotheses on child health and nutrition. This qualitative research cannot prove or disprove these hypotheses but can offer information on the variety of behaviours that exist around these topics. 
The research design was reviewed by a number of Khmer and expatriate experts in research in child survival. Extensive discussions were also held in training in order to ensure that the research was well organized and could be completed as designed. Despite this fact, limitations of the design were discovered after completing the research. The limitations are discussed below. 
The number of research hypotheses to cover in the two hour interview were too extensive. This limited the chance for interviewers to go more in-depth into one topic. While all topics were closely related to child health and nutrition, the data did not provide the same amount of detail for each of the seven hypotheses. 
The interviewers focused only on the first few hypotheses in the interview guide. In training they were requested to start interviews at different points if they noticed there was inadequate amount of data on the later hypotheses. All interviewers did not discuss or record data on the later hypotheses producing less data then expected. 
The training for interviewers included a significant amount of discussion of child health and nutrition conditions and knowledge on child survival. The training did not include enough practice of interviewing and prompting methods. More in class training would have let the interviewers be more comfortable and effective with leading discussions and eliciting information on the hypotheses. 
Interviewers were trained to write a complete paragraph on the most interesting and relevant point for each interview or focus group discussion. Only four of 30 of these points were recorded and most often they were completed weeks after the interview leaving very little information to include in the analysis. 

Each interview or focus group discussion was to be labelled with a simple numbering system covered in training. Basic numbering errors complicated analysis. There was little to no review or editing of analysis matrices and transcripts to correct mistakes. This lack of supervision of the work from the three teams meant many simple mistakes were included in the transcripts. 

Interviewers were trained to record who conducted each task. This was to ensure that the same interviewer led the interview, transcribed the data and entered it into the analysis matrix. Interviewers did not always do the analysis on their own data and this was not clearly recorded. When some interviewers were too busy to complete their assignments, they delegated the work to others. A great amount of contextual information was lost each time work was delegated. 

Most interviewers do not have good English skills. While some have exceptional skills for writing and communicating in Khmer, other interviewers did not. Poor skills in recording information was a limitation to this research and most likely with all qualitative research in Cambodia. It is recommended to conduct all research in Khmer with a translation of the report or work with Khmer researchers who can read, speak and write fluently in Khmer and the other working language, such as French or English. 
The interviewers completed the interviews quickly, but did not immediately write up their notes until one week or more after data collection. Another week was given to allow the completion of the analysis matrix. A great amount of detail was lost in the amount of time taken to complete required work. The research would be much more accurate if interviewers dedicated themselves to the work fulltime while the research was underway. 

All interviewers involved in the qualitative research have been involved in the Twelve Key Family Practices for Health project over the past two years. It was evident during the qualitative training that interviewers have a variety of attitudes about health practices that support and contradict the recommended health behaviours. Health systems in other countries use a process of periodic evaluation and recertification of health credentials to avoid these situations. A similar process in Cambodia could help strengthen the health system by protecting those at all levels from transmitting misinformation about health practices. 
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   Garment Jobs Grow, Buyers Talk Rights 

By Erik Wasson 

The Cambodia Daily

Commerce Ministry Secretary of State Mao Thura said Wednesday that new data shows that as of November there were 279,000 Cambodians employed as garment workers, compared to 270,000 in November 2004.

Feeding during illness





Sarouen is 52 years old and lives in Phnom Penh. He has 2 grandchildren. The youngest, named Sitha stopped breastfeeding at 2 weeks of age when his mother returned to work at the garment factory. The child began to drink powdered milk from that age. Their living conditions are poor. The mother works to earn income for the family while Sarouen cares for his grandchildren. 





When Sitha turned 8 months old, his grandfather began to give him complementary food along with powdered milk. He encouraged Sitha to eat more rice porridge because he thought that drinking milk made his grandchild urinate much more than children who are breastfed. He decided to give two portions of porridge for each one serving of milk. Sitha became ill with persistent diarrhoea. He only fed Sitha porridge with salt or soy sauce. He thinks that if Sitha eats porridge with meat when he has diarrhoea, his excrement smells very bad. If he gives porridge with salt, the excrement does not smell as bad, which is healthier. Sadly, these beliefs and feeding practices have caused Sitha to have frequent diarrhoea and appear malnourished. 








Traditional Beliefs and Modern Health Care





Many people in rural areas have traditional beliefs about healing or illness especially when they cannot find other solutions to their health problems. The following was taken from further questioning on health seeking behaviours.  A grandmother in Prey Veng with a grandchild less than 1 year old described what she did to treat her sick grandchild. 





She recognized that her grandchild was sick during the night. The grandchild was constantly on the edge of vomiting. The available medicine in the house could not cure the child. The grandchild still was crying excessively in the morning. The grandmother knew that the child was still sick so she asked her nieces to call on members of the pagoda committee. They told her that it is because she walked over a ghost with no head in the north of the village. The traditional healer told the grandmother to make “Per” to resolve the spiritual disturbance. She made the “Per” as suggested She felt a sense of support from practicing the traditional belief. 





The grandmother also admitted that she went to visit the local doctor and her grandchild was given an injection. When the grandchild recovered, she did not know which treatment was effective in curing the illness in her grandchild. It is not important as long as the child was treated timely and appropriately by a trained health care provider. 
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