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Executive Summary

About 33,400 children under five die per year in Cambodia. This is almost 100 children dying every day from malnutrition, neonatal causes and common childhood illnesses (Black et al, 2003). Over half of these children die of illnesses that are treatable or preventable. Among the children that survive, over one-third are chronically malnourished (CDHS 2005-06 preliminary report). This stunted growth affects children both physically and mentally. These limits to individual growth restrict educational and economic development negatively affecting the individual, the household and the society. 

Health centres cannot simply expand services to address the causes of malnutrition and child mortality. A majority of children die before their caregivers ever seek care (WHO, 2004). To address the root causes of child illness and mortality, the family and community members need to improve their awareness and practices concerning both child illness and well-being. As awareness improves, household and community members can strengthen their collaboration with health care providers to increase healthy practices and preventive health interventions. 

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. They need to know how healthy children grow and develop and what to do when children are not healthy or developing. They need skills to provide appropriate care and to solve problems. They need to be motivated to try and to sustain new practices. They need social and material support from the community. Finally families need support from the health system with accessible clinics, responsive services, and health workers give appropriate advice, drugs and more complex treatments when needed. 
This survey collected baseline project data on 12 KFP from respondents in five project provinces and one control group of provinces. The questionnaire was designed to collect information from mothers who gave birth to children in the past two years on each of the 12 KFP and media use. The questionnaire and methods were reviewed the National Centre for Health Promotion (NCHP), WHO, UNICEF and involved NGOs in a lengthy review process and in a one day consultative meeting on the Twelve Key Practices Research. The questionnaire was field tested for one day with the 8 interviewer teams (48 persons). Data collection took place in the rainy season from the 17th of July to the 20th of September. The completed survey contained data on 3,054 children from 3,048 households. Data reported below is from the control provinces unless specifically noted. 

Using 15 basic indicators to represent the 12 KFP, this research found that mothers and children practice an average of 6 of the 15 basic practices and interventions. This means currently mothers and children take advantage of only 40 percent of the Twelve Key Family Practices for Health. Effective behaviour change is needed in Cambodia to increase the proportion of mothers and children benefit from these services and practices. Governments and societies have a responsibility to enable families to provide the best possible care to their children. The challenge to promote the 12 KFP has been taken up by the NCHP with support from European Commission and UNICEF. This five-year Behavior Change Communication (BCC) Project will promote the 12 KFP to improve maternal and child health. The NCHP will implement the 12 KFP in coordination with the child survival technical working group and all institutions and organizations implementing IMCI for the promotion of the full range of child survival interventions and health practices. 
In Cambodia, household television ownership is surprisingly high. This survey shows in 2006, 51 percent of households had a working television having increased from 33 percent household TV ownership in 2000 (CDHS 2000). Radio ownership was lower at 43 percent of all households. Other more personal methods of communication were less common. Ownership and use of cellphones was found in one-fifth of all households and use of email on the internet was non-existent.
The media reach to the participant households (with children born in the past two years) is 64 percent with television and 40 percent with radio. Health promotion activities have been effectively conducted through television and radio in Cambodia, but 36 percent of respondents reported never watching television and 60 percent of respondents never listen to the radio. In provinces such as Mondul Kiri and Stung Treng where the television signal is weaker, the percentage of respondents who never watch television is much higher (91 percent and 83 percent, respectively). For health promotion it is critical to determine the most appropriate methods to reach the households both with and without contact to mass media. 

About one-third of mothers not using mass media received counselling on breastfeeding, nutrition education or knew someone to consult on child illness. The mothers most commonly received breastfeeding counselling from midwives (44 percent) One-third of respondents reported “Local Doctor” gave breastfeeding counselling. This answer translated from “Peet Phum” represents often medics with some or no formal training, but practical experience and trust in the community. Community Health Volunteers (CHV) were not reported to be a source of breastfeeding counselling. The most common sources of nutrition education were local doctors (33 percent), midwives and CHV (both 25 percent). The CHV were mostly commonly consulted for child illness (45 percent) but the results varied widely by province. The findings show that community members such as local doctors, midwives, CHVs and others are relied upon for advice on child health and nutrition. These persons need to be included in the health promotion activities to help guide and support family members to consistently increase the practice of the 12 KFP. 
A wealth index calculated with World Bank methodology (Gwatkin, 2000) was used to analyse the relation between socio-economic status and child health and welfare. Analysis of outcomes by socio-economic status show:

· Children of the most poor were 50 percent more likely to have diarrhoea and 60 percent more likely to have acute respiratory illness (ARI) than children of the least poor. 
· Mothers and children of the least poor were almost twice as likely to receive the average number of interventions and practice the recommended behaviours as the most poor. 
This means that the poorest Cambodian households who are the most in need receive the fewest number of child survival interventions. Victora et al (2005) conducted a similar analysis including only eight variables from the CDHS 2000 data and found a similar ratio of inequity. The coverage of basic health interventions and practices has improved in the past five years (comparing the CDHS 2000 with the CDHS 2005/06 preliminary report) but the inequities have not changed. 
The analysis showed that members of the poorest households practice fewer KFP, have higher exposure to disease and often have less access to health care. Improved coverage in an inequitable system does not appropriately target those who suffer from high rates mortality and malnutrition. Special effort must be made to reach out to the poor or child survival indicators will stagnate. 

Most child survival interventions are targeted to the mother of the child, assuming that the mother is the caregiver of the child. Mothers of living children were found to be the primary caregivers in about 90 percent of interviews conducted. The rate was found to be considerably lower was in Kampong Speu where 18 percent of mothers reported that their child was primarily cared for by someone else either in or outside of the household.

Mothers were asked if they left their child with a secondary caregiver. The lowest rate of having a secondary caregiver was in Mondul Kiri (13 percent) and the highest rates were in Kampong Speu and Svay Rieng (about 60 percent). About 40 percent of mothers in other provinces reported their children were left with secondary caregivers. This person was three times out of four a female and most commonly in their twenties or forty years old or older. 

For the majority of respondents, secondary caregivers minded the child for 2 hours a day or less, but 8 percent of children with secondary caregivers spent 7 or more hours a day with the secondary caregiver. This data shows the importance to include primary and secondary caregivers of all ages and sex in health promotion activities in order to improve conditions for Cambodian children.
Key Family Practice #1: Exclusively breastfeed infants for the first six months of life
In Cambodia, some mothers squeeze away the colostrum depriving the child of its immune boosting benefits. Twelve percent of mothers responded that they did squeeze away the first milk. Mondul Kiri had the highest percent of women squeezing away colostrum (23 percent) and Prey Veng the lowest (4 percent). Mothers often have another lactating woman wet nurse their child when they do not give colostrum or breastfeed. About 10 percent of women in Kampong Speu, Mondul Kiri and Svay Rieng answered that their last child was wet nursed. Wet nursing was less common in the control provinces, Prey Veng and Stung Treng (5 percent or less).  

The standard indicator for exclusive breastfeeding shows about three quarters of mothers in exclusively breastfeeding their infant (in the past 24 hours). This is 15 percentage points higher than exclusive breastfeeding rate reported in the CDHS 2005-06 preliminary report. These higher exclusive breastfeeding rates may be more representative of an improvement in knowledge rather than improvements in practice. 
The rate of infants under six months fed breastmilk substitutes, a nutritionally inferior and potentially dangerous food is high (12 percent). The most commonly reported reason for using a breastmilk substitute was that the mother was not producing enough milk. Reducing suckling by offering breastmilk substitutes decreases breastmilk production. Bottle feeding is an easy way to give children diarrhoea or other infections. The rate of bottle feeding in children less than six months of age (11 percent) is exactly the same as what was recorded in the CDHS 2005-06 Preliminary Report. 

Key Family Practice #2: Starting at six months of age, feed children freshly prepared energy and nutrient rich complementary foods, while continuing to breastfeed until age 2 years or longer.

The timing of the start of complementary feeding is important for child health. Early initiation of poor quality complementary foods can easily fill a child’s small stomach and limit the amount of calories absorbed from breastmilk. At the age of 3 to 5 months, between 10 and 20 percent of breastfed children in all provinces were fed complementary foods. At the age of 6 to 7 months, children need extra energy and nutrients beyond those from breastmilk to maintain healthy growth. The rate of complementary feeding with continued breastfeeding at 6 to 7 months was 81 percent. By the age of 8 to 11 months, over 90 percent of children were complementary fed and breastfeeding. 

Mothers were asked if their child ate any solid, semi-solids foods or snacks in the day prior to the interview. The two most common food items given to young children were borbor (rice porridge) and rice (close to 85 percent). The third most common food item was snack foods like crackers, cookies, cakes, shrimp chips or other snack foods (between 50 to 60 percent in all provinces). The common fried banana or fried dough was mentioned as the child’s snack by 20 percent of respondents. 
Correct complementary feeding involves complex behaviours including counting the age of the child, feeding nutritious foods an adequate number of times a day while continuing to breastfeed. Data on feeding practices were reduced into one variable with quantity represented by frequency of feeding and with dietary variety representing quality. At 6 to 7 months, the composite indicator showed that only 20 percent were appropriately fed. By 8 to 11 months of age, when almost all children have started to complementary feed still only 43 percent were appropriately fed. In the second year of life, the rate of appropriate feeding goes up to only about 40 percent in most provinces. These low levels help to explain the high rates of malnutrition in Cambodia. 

Key Family Practice #3: Ensure that children receive adequate amounts of micronutrients (vitamin A, iron and zinc in particular), either in their diet or through supplementation. 

Cambodian children have documented vitamin A deficiency (CNMS 2000). Vitamin A supplementation in deficient populations has been shown to reduce under-five mortality by 23 percent (Beaton et al., 1993). The highest rate of vitamin A supplementation was found in the control provinces (43 percent). The data on vitamin A supplementation came from maternal recall as information on vitamin A was recorded on the yellow card in less than 5 percent of all cases. Over one-third of mothers received a post-partum dose of vitamin A and about one-quarter received post-partum iron supplementation. 

Key Family Practice #4: Dispose of faeces, including children’s faeces, safely and wash hands after defecation, before preparing meals and before feeding children. 

Poor sanitation, lack of clean water and poor personal hygiene are associated with diarrhoea, intestinal parasites and eye infections. Diarrhoea is the second most serious cause of under-five mortality in the world, causing 13 percent of child deaths in developing countries (WHO, 2002). Diarrhoea also represents a major portion of child morbidity contributing to poor growth and development. It is estimated that 90 percent of child diarrhoea is caused by poor sanitation
In all provinces surveyed, it is most common for household members not to use a latrine but to dispose of human excreta in the field or forest. About two-thirds of mothers reported that their families used no toilet/field/forest. Correct disposal of child excreta is also critical for the health of the child and other household members. Burial was the most commonly reported disposal method, with about one-third of mothers reporting to do so. Throwing the faeces outside the yard and leaving the faeces out in the open were also common reported actions. It is obvious that more health education is needed to improve proper disposal methods of child’s waste. 

Respondents were asked when during the day do they wash their hands with soap or ash. The minimum recommended practices are to wash hands after defecation, after cleaning child who defecated, before preparing food and before feeding the child. The most common answer from the respondents was ‘before eating’ (about 60 percent). The answers ‘before feeding child’ and ‘before preparing food’ were recorded from 10 to 25 percent of respondents in all provinces. Washing hands after cleaning a child who defecated was lower (11 percent). The percent of respondents who said that they did not wash their hands with soap or ash was surprising (over 15 percent). Public health campaigns to promote handwashing have begun but it is evident that the knowledge and practice still need a lot of improvement. 

Key Family Practice #5: Take children as scheduled to complete a full course of immunizations including at least Bacille Calmette-Guerin (BCG), diphtheria-tetanus-pertussis (DPT), oral polio vaccine (OPV) and measles before they reach one year of age. 

Children should get a full course of all childhood immunizations starting a few days after birth and these vaccinations should be recorded on the yellow card. Between 60 to 80 percent of respondents had a yellow card for their child that they could show to the interviewer. Over 83 percent of children in all provinces received a Polio 1 vaccination. The percentage of children who received a measles injection ranged from 49 percent in Mondul Kiri to 72 percent in Kampong Speu. Only 8 percent of children overall did not receive any vaccinations. 
Key Family Practice #6: Protect children in malaria endemic areas, by ensuring that they sleep under insecticide-treated bednets. 
Malaria is responsible for about 10 percent of under-five deaths worldwide and 90 percent of those malaria related deaths occur in sub-Saharan Africa. Research from international experts estimate that malaria is responsible for about 1 percent of child deaths in Cambodia (Black et al, 2003). No mortality estimates caused by malaria were reported in the Cambodia Malaria Baseline Survey (CMBS) 2004. The CMBS showed only 3 percent of children under five who lived less than 2 km from forest had a slide positive for malaria. The sampling did not cover areas of low risk of local transmission so it is difficult to calculate national estimates of malarial morbidity. 

The correct use of insecticide treated nets (ITN) is the most recommended intervention for prevention of malaria. The effectiveness of this intervention depends on high coverage and effective utilization. Over three quarters of children under five years of age slept under a non-treated bednet the night before the interview. Only about 20 percent of children of all ages in Mondul Kiri and Stung Treng provinces slept under an ITN the night before the interview. Two percent or less of children slept under a treated bednet in other provinces.

Key Family Practice #7: Promote mental and social development by responding to a child’s need for care, and through talk, playing and providing a stimulating environment.
There is no data on the prevalence of developmental delays in children in Cambodia, but 37 percent of children are chronically malnourished (CDHS 2005-06 preliminary report). This is a strong risk factor for disadvantaged environments and developmental delays in children (Grantham-McGregor et al, 1999). Research has shown that early childhood development (ECD) interventions are effective in malnourished populations and can improve both growth and developmental outcomes. 
Mothers were asked if they could stimulate their child to learn how to walk and talk. Almost one-third of mothers responded no. For mothers who reported that they could stimulate their child to learn, it was evident that mothers realized that they could stimulate their child to walk as their child grew older. About 30 percent of mothers responded that they could help teach their child to walk when their child was less than 6 months in Prey Veng, Stung Treng and Mondul Kiri. About 55 to 65 percent of mothers responded that they could stimulate their child to walk when he/she was 12 months or older in these provinces. The same questions were asked to the mother about stimulation to learn to speak and the same trend was found as the children grew older. 

Mothers were asked what parents could do in the first two years of the child’s life to make their child smarter. “Don’t know” was the most common answer (25 to 35 percent) in all provinces. These data demonstrate a lack of knowledge on child development issues or lack of capacity to communicate about the issue. To address these issues, ECD information should be provided to household members through the media and community resources through the 12 KFP project. 
Key Family Practice #8: Continue to feed and offer more fluids, including breastmilk to children when they are sick. 

Children are different from adults when it comes to eating during illness. For adults it is often more comforting not to eat during diarrhoea or other illnesses. Adults normally have enough nutrient and energy stores to not eat and endure the illness without any negative consequences. For infants and young children, most often nutrients or energy is dedicated to growth and there are no excesses to build stores. During illness, children need more food and fluids to prevent malnutrition and dehydration.
Children often reject foods when sick but it is important for caregivers to continue to offer foods and liquids. Mothers were asked how much their child was offered to drink (including breastmilk) when he/she was sick. Close to two-thirds of mothers offered more liquids when the child had diarrhoea and half when the child had during fever and/or acute respiratory illness (ARI). Concerning dangerous behaviours, about 10 percent of mothers gave less or no liquids when the child had diarrhoea and 15 percent gave less or no liquids when the child was feverish or with ARI. 
Sick children older than 6 months should be fed nutritionally complete diets made from locally available foods. Caregivers should not change the child’s diet when he/she is sick. Fifty-five percent of mothers offered more foods when the child had diarrhoea and 40 percent reported offering the same amount of food when the child had fever and/or ARI. About one-third of all mothers reported giving less or no foods was reported when the child had diarrhoea or fever and/or ARI. 

Key Family Practice #9: Give sick children appropriate home treatment for infections. 

Not all sick children need to be treated by health professionals. Uncomplicated diarrhoea can be managed at home with oral rehydration therapy, continuing to feed and giving zinc tablets. In malarious areas, all fevers should be treated at home with antimalarials (TDR, 2000). In areas where malaria is not a threat, uncomplicated fever can be treated with a child’s dose of paracetamol, sponging the body with tepid water and continued feeding. 

When caregivers recognize diarrhoea, they should begin to treat it straight away at home with ORS or recommended home fluids. The percent given any oral rehydration therapy from the CDHS 2005-06 preliminary report (59 percent) is similar to that from the 12 KFP Survey (52 percent). These low percentages of correct treatment of children with diarrhoea show opportunity for improvement. 

Other treatments for diarrhoea were common, such as tablets or syrup (60 percent), injections (10 percent), traditional medicine (7 percent) and intravenous drip-IV (3 percent). The majority of these treatments for uncomplicated diarrhoea are inappropriate or even dangerous. These data show that many behaviours of home care of diarrhoea can improve. 

Treatment of fever with paracetamol was fairly common (42 percent). The highest reported use of paracetamol was in Mondul Kiri (70 percent) and Stung Treng (60 percent). When drugs are given to caregivers, they should have information written on the outside of the container or plastic bag. Even if caregivers cannot read, they can ask someone to read the information. The highest reported percent treatment of fever with amoxycillin was twice as high in Mondul Kiri and Stung Treng (over 20 percent) then in other provinces (10 percent or less). Giving medicine to treat fever but not knowing the name was common in Kampong Speu and the control provinces (over 40 percent). 

After two days of high fever, caregivers are recommended to get treatment for their child. Only fifteen percent of caregivers waited longer than 2 days after onset of illness to seek treatment in all provinces, showing that timing of care seeking for fever is not a major problem. 

Key Family Practice #10: Recognize when sick children need treatment outside the home and seek care from appropriate providers. 

Correct care seeking for sick children involves several processes. The caregivers must recognize the need for special care, the timing for special care and then take the child to an appropriate health provider. Uncomplicated illnesses can be cared for in the home but severe illnesses should be recognized and treated by a health professional. 

Two-thirds of caregivers of children with diarrhoea and related danger signs took their child for advice or treatment in the first day after the diarrhoea began. Over half of mothers reported going to a public or private health provider while one-third of caregivers sought treatment from a drug vendor or shop. There was a significant amount of missing data for providers in most all provinces, especially in the two provinces with the highest prevalence of diarrhoeal dangers signs (about 50 percent) complicating the analysis. 

Children with fever and any danger sign should be taken to an appropriate health provider as soon as possible. About 60 percent of children with a fever danger sign were taken for advice or treatment on the first day.  For those who were taken for treatment, between 40 to 50 percent were taken to either public or private trained health providers and 30 percent sought care from a drug vendor/shop. Missing data accounted for between 20 to 40 percent of the responses in all provinces complicating the analysis on source of treatment. 

Key Family Practice #11 Follow health worker’s advice on treatment, follow-up and referral after seeking medical attention from a trained health professional  

The most common childhood illnesses can be effectively treated and evidence based guidelines for treatment, follow-up and referral are available in the IMCI implementation materials. Parents and caregivers need to know and feel assured that their sick children will recover more quickly and completely when they follow appropriate advice from trained health workers. 

Not adhering to drug treatment regimens and referral instructions can lead to incomplete treatment, therapy failure, drug resistance and misuse of leftover medicines can cause unnecessary morbidity and mortality. Treatment of fever/cough with antibiotics was low in most provinces (about 8 percent). Examining adherence to the antibiotic treatment regimen was complicated by the low numbers of cases in most provinces. 

Mothers who sought medical attention were asked if they had to return for a follow-up visit. A majority of mothers were told to come for a follow-up visit after the initial treatment (70 percent). The percentage of caregivers who returned with their child to the follow-up visit was about 75 percent in most all provinces. The most common reason for not returning for the follow-up visit was that the child’s health already improved. Further information on client satisfaction and cost of health care is included in the appropriate chapter below. 

Key Family Practice #12: Ensure that every pregnant woman has adequate antenatal care, including four antenatal care visits with an appropriate health care provider and receiving the recommended dose of tetanus toxoid vaccination
Antenatal care visits are supposed to reduce both maternal and infant mortality and morbidity by health providers delivering appropriate pregnancy related care. Recommended antenatal care should be given by a trained health provider. The most common ANC provider was the midwife (50 percent). The level of training of midwives delivering ANC varies greatly across the country.  Reported provision of ANC by doctor/medical assistant or nurse was less 2 percent in almost all provinces. 

Considering the number of ANC visits that pregnant women received, there was not much variation between the different provinces. Thirteen percent of pregnant women did not receive one ANC check. About 45 percent of pregnant women received four ANC checks. In Mondul Kiri only 30 percent of pregnant women received four ANC checks. Tetanus toxoid vaccinations are given in during ANC or outreach visits. About 70 percent of women have the correct number of tetanus toxoid doses to be protected. 

Almost half of all Cambodian women suffer from anaemia (CDHS 2005-06 preliminary report). Anaemia is one of the world’s leading causes of disability and most common health problems. It is caused by poor nutrition, iron and micronutrient deficiencies, malaria, hookworm, diseases such as HIV and haemoglobinopathies. Anaemia during pregnancy is associated with greater risk of maternal death, increased stillbirths, perinatal deaths, low birth weight babies and premature births (WHO, 2005). The Ministry of Health recommends that all pregnant women take at least 90 iron folate tablets during pregnancy in order to address iron deficiency anaemia and prevent birth defects associated with folate deficiency. Only about one-quarter of women took 90 tablet or more. Mondul Kiri had the lowest rate with 13 percent. Reports of “don’t know” how many tablets taken were also high in several provinces ranging from 4 to 14 percent, complicating interpretation.   

After careful WHO and UNICEF review of child survival interventions Twelve Key Family Practices for Health were selected as the most appropriate and effective for promotion of good health and wellbeing. Within each of the twelve practices, there are many components that are within themselves complex behaviours or practices. From the data analysis included in the report, the recommended points to begin health promotion on the 12 KFP are as follows. 

Breastfeeding

-Practice exclusive breastfeeding for the first six months of life. 


-Continued to breastfeed until the child is 2 years old or more. 

-Do not give water in bottles with nipple to children. 


-Do not formula feed your child. 

Complementary feeding

-Feed your child some foods from animal sources every day. 


-Give a variety of micronutrient rich foods to your child to promote good nutrition.

Micronutrients

-Ensure your child receives vitamin A supplementation once every six months after six months of age. 

-Ensure your child receives mebendazole for treatment of intestinal parasites once every six months only after turning twelve months of age or older.
Hygiene
-Wash your hands with soap or ash before preparing food, feeding the child and after defecation or cleaning child’s waste. Wash child’s hand also when necessary. 

-Dispose of your child’s faeces carefully and correctly to help prevent disease. 

Continued feeding through illness

-When your child is sick, continue to give the same amount or more liquids to prevent dehydration.

-When your child is sick and older than six months of age, continue to feed the child a healthy normal diet without changing diet to more bland less varied foods.

Appropriate home treatment for child illness 
-When your child has diarrhoea, give oral rehydration salts or recommended home fluids and ten days of child dose zinc supplements. 

Recognition of danger signs of child illness
-Raise awareness of caregivers on all danger signs related to diarrhoea, fever and other child illnesses.
Antenatal Care

-Counsel pregnant women with appropriate information nutrition, health and danger signs during ANC visits. 

These are just a few points from the complex behaviours and practices that make up the Twelve Key Family Practices for Health. The careful promotion of all twelve points will aid greatly to improve the health and wellbeing of children and their families in Cambodia. 

Introduction
The latest measure determined that the under-five mortality rate for Cambodia is 83 per 1,000 (CDHS 2005-06 preliminary report). To put this into more clear language about 33,400 children under five die per year. This is almost 100 children dying every day from malnutrition, neonatal causes and common childhood illnesses (Black et al, 2003). Over half of these children die of illnesses that are treatable or preventable. The interventions are cheap and easily available, but health professionals cannot simply step out of their clinics to stop these deaths. A great many of these deaths occur before the family decides to seek health care. The family and community have to improve their awareness of child illness to recognize and address the conditions that are the root causes of mortality.
Among the children that survive, 37 percent are chronically malnourished (CDHS 2005-06 preliminary report). This deprivation condemns them to a life where they will never reach their physical, educational or economic potential. Again the health centre can play a role to address malnutrition, but significant change must begin in the household and the community to prevent not only infant and young child mortality but also the damage caused by malnutrition. 
UNICEF and WHO collaborated to create the three main components of the IMCI strategy: improvement of case management of child illness, improvements in the health system, and improvements in family and community practices. The Twelve Key Family Practices for Health are part of Community IMCI and are the practices and interventions identified to improve child survival, growth and development. To implement the 12 KFP, communities need to be strengthened and families supported to provide the necessary care to improve child survival, growth and development. 
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Twelve Key Family

Practices for Health

1. Exclusively Breastfeed your child for the first six months
(180 days)

2. Begin complementary feeding at six months of age (after
180 days).

w

Eat foads from animal sources, vegetables and fruits.
everyday. Use only iodized salt. Give a vitamin A drop to
children every six months.

>

Wash hands with soap or ash before cooking, eating,
feeding your child and after defecating. Do the same for
Your child.

@

. Get your child fully immunized i the first year of lfe .

o

Protect children and pregnant women from biting mos-
quitoes and use treated bednets to prevent malaria.

N

Protect, love and interact with your child to develop his or
her early learning and social skills.

8. Give as much food as normal or more to children when
they are sick and in the week after illness.

9. Give ORS, sugar-salt-water soluti
boiled rice water to children with
tion.

n, coconut water or
rrhoea or dehydra-

10. Seek treatment from a trained health worker when chik
dren show danger signs of common childhood illnesses.

11. Follow trained health worker’s advice on treatment, fol-
low-up and referral of health care for childhaod illnesses.

12. Ensure pregnant women go to antenatal care four times.
‘and follow all recommendations for a healthy pregnancy.

unicef @





                    Poster of the Twelve Key Family Practices for Health for use with the NCHP and PHPUs

The challenge to create change has been taken on by the National Centre for Health Promotion (NCHP). The NCHP with support from European Commission and UNICEF are undertaking a five-year Health Behavior Change Communication (BCC) Project to promote the Twelve Key Family Practices for Health detailed in the poster above. 

The importance of each of the 12 Key Family Practices for Health has been extensively documented (WHO, 2004).  These interventions have the potential to make a substantial contribution to the reduction in mortality, morbidity, and improvement in child development. 

The quantity of evidence demonstrating the effectiveness of each of the interventions varies.  For example, immunization coverage and promotion of ORS are extremely successful in terms of child survival. On the other hand, strong evidence is lacking to demonstrate the effectiveness of interventions to improve recognition of when sick children need treatment outside the home – Key Family Practice (KFP) 10, and the evidence on improving adherence to health workers advice (KFP 11). 

The impact that can be achieved through interventions to improve a key practice depends on how closely the inadequate behaviour is related to child mortality. It also depends on the current prevalence of the key practice and the feasibility of available interventions to increase the proportion of successful practice within the appropriate population. The potential impact will therefore vary considerably not only between countries, but also within countries.

Each one of the Twelve Key Family Practices for Health are complex, involve several different behaviours, and the majority are age-specific. Successful interventions must recognize these points and use a combination of different strategies to achieve coverage and support the families in making these changes.

Behaviour change interventions must tackle barriers not just proclaim benefits. The interventions also need to take into account how people live and their access to resources. Many households, even in conditions of poverty have the resources to perform the Twelve Key Family Practices for Health, but lack knowledge and skills to begin their practice. Others more impoverished households will require further assistance, such as the provision of nutrient supplements for their children or food during periods of scarcity.

To succeed in improving child health and livelihood requires more than available and appropriate health services. It also requires a range of associated key practices at the family and community level to prevent child mortality and to ensure that children reach their full physical and mental potential. To achieve the goals of the Twelve Key Family Practices for Health requires collaborative efforts in the family, in the community and from health workers.

This survey collected baseline measures for impact assessment of the NCHP program. These data will help to design effective behavior change communication programs and messages. This research will contribute to the ongoing work of National Child Survival Program, National Nutrition Program and the National Centre for Health Promotion.
The data collection was conducted by NCHP and PHPU staff with prior experience in surveys. A two stage random sample design was used to select a sample size of 3,000 households from about 42 villages from each selected province. The data is representative of the five NCHP BCC target provinces (Kampong Speu, Prey Veng, Svay Rieng, Mondul Kiri and Stung Treng) and a group of provinces serving as a control group. The respondents were mothers who gave birth in the past 2 years irrespective of if the child is living or dead and community health volunteers (village health volunteers or village health support groups) The results from the community health volunteers is reported in a separate report. 

The five year behaviour change project started in 2005. The project has a monitoring and evaluation component that in development. Included in the monitoring and evaluation is a baseline and follow-up surveys on the 12 KFP. The baseline survey was conducted in 2006 due to complications getting the project underway. The baseline survey is not implemented too late as no behaviour change activities took place in the first year of the project. 
Survey Implementation

The design questionnaire was done in coordination with NCHP. As this was an opportunity to collect in-depth information on child survival issues, discussions were held with representatives from UNICEF, WHO the Child Survival and Infant and Young Child Feeding working groups.  To raise awareness and promote use of the survey data, the survey questionnaires and methods were discussed in a broader forum on the 5th June 2006 at a consultative meeting on the Twelve Key Practices Research to government and NGO counterparts. Representatives from NCHP, WHO, UNICEF and the NGOs NOMAD and Partners for Development attended. 

The woman’s questionnaire was pre-tested by the trained interviewers on one day in Takeo province in villages outside the survey sample. The data collection took place from the 17th of July to the 20th of September. The completed survey contained data on 3,054 children, of whom 2,988 were living at the time of interview. The children were from 3,052 mother respondents from 3,048 households. Data was double entered with Epi-Data V3.1. All mis-matched data were corrected before data review and analysis using SPSS V13.0. A further explanation of methods is given in the appendices. 
Table  AUTONUM  \* Arabic  Completed interviews of the survey sample by domain, 12 KFP Survey, 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Result of interviews

Completed

99.6

55.9

100.0

66.4

100.0

100.0

Interview stopped by 

respondent

0.4

0.1

0.0

0.1

0.0

0.0

Not collected

0.0

44.0

0.0

33.4

0.0

0.0

Total number

521

863

548

751

522

484

3689

Re-interviews

Percent of completed sample

8.7

8.7

8.2

8.2

8.4

8.5

Number of re-interviews

45

42

45

41

44

41

258


Table 1 shows the percent of questionnaires completed in each domain. For four of the six domains, the percent of interviews completed was close to or at 100 percent. In the provinces of Stung Treng and Mondul Kiri, the percentages of interviews completed were 66 and 56, respectively. Access to villages in these two remote provinces during the rainy season complicated completion of the sample selection. A second selection of random villages was added to the sample to allow interviewer teams to collect the originally planned number of interviews from 42 villages in each province. The results from these two provinces are questionable due to the high non-completion rates. For all following tables in the report, the missing data are not included in table counts. 

Table  AUTONUM  \* Arabic  Percentage of rural/urban residence by domain, 12 KFP Survey, 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Rural/urban from 12 KFP Survey, 2006

Urban

9.2

29.9

6.6

31.1

2.3

12.4

Rural

90.8

70.1

93.4

68.9

97.7

87.6

Total number

519

482

548

499

522

484

3054

Rural/urban from CIPS 2004 sample frame

Urban

6.4

20.1

5.9

30.4

4.1

14.4

Rural

93.6

79.9

94.1

69.6

95.9

85.6
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The 12 KFP survey sample was designed following the sample frame for the CIPS 2004 survey, which was the most up-to-date sample frame available for Cambodia. The rural/urban percentages for the completed 12 KFP survey data should match those of the CIPS 2004 survey (Table 2). In five domains there is no statistical difference and very little real difference between the rural urban percentages of the current survey and sample frame. Only in Mondul Kiri was a difference due to an over-sampling of urban villages. Stung Treng and Mondul Kiri have unexpected high urban percentages when they are known to be rural provinces. These were double-checked and found to be correct at the time of sample selection. This unexpected situation is due to the rural-urban definitions used in the 1998 Census. These issues lead to reclassification of urban areas in Cambodia (NIS, 2004) and are currently being updated to the national sample frame. 
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Note:The percentage estimates are based on number of children with fever (N=1245), which was 35 percent in the under two child population. 

The majority (86 percent) of the population in Cambodia still lives in rural areas like the village in the map (CIPS, 2004). It is important to remember this when targeting interventions to women and children. Access to healthcare, education and information is often greatly affected by the conditions in their village. Work on the community level can improve knowledge about health practices and increase awareness of available health services.  
Basic socio-demographic data

In order to assess the quality of the data collection the socio-demographic conditions from the survey data are reviewed. The mean number of household members was from 4.8 in Svay Rieng to 5.4 in Mondul Kiri and the control provinces (Table 3). The sample of 12 KFP survey only included households with women who birthed a child in the past two years. This is different than the CDHS 2000, which represents the general population, but the mean number of household members was the same (5.4 in the control provinces and CDHS 2000). 
Table  AUTONUM  \* Arabic  Mean number of persons per household and standard deviations by domain, 12 KFP Survey, 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Mean number of household 

members

5.1

5.4

4.9

5.3

4.8

5.4

Standard deviation

1.9

2.1

1.7

2.1

1.7

2.0

Total number

519

482

547

494

522

484

3048


Cambodian households are predominately headed by males (Table 4). The highest percent of male headed households were in Mondul Kiri (89 percent) and the lowest were in Svay Rieng (65 percent). The high rate of female headed households could be due to economically active men working outside the village as more wage labour becomes available. In the control provinces, the estimate 78 percent was close to the CDHS 2000 (75 percent). 
Table  AUTONUM  \* Arabic  Percent distribution of sex of head of household by domain, 12 KFP Survey, 2006 
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Male

81.5

89.2

79.7

84.0

65.3

77.7

Female

17.3

10.4

19.4

13.8

34.5

21.5

Missing

1.2

0.4

0.9

2.2

0.2

0.8

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

519

482

547

494

522

484

3048


The mean age for women interviewed was almost identical across the six domains (27 years of age). This shows that the women populations interviewed are similar and it is viable to compare conditions of mothers and children in the different provinces. The standard deviations ranged from 6 to 7 years showing a spread of ages in the sample of women of reproductive age (Table 5). 

Table  AUTONUM  \* Arabic  Mean and standard deviation of mother’s age in years by domain, 12 KFP Survey, 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Mean age

27.2

27.8

27.2

27.4

27.7

27.4

Standard deviation

6.4

7.1

5.9

6.3

6.5

6.5

Total number

519

482

548

495

522

484

3050


Education is important as women often adopt more healthy practices when they better educated. The education levels of mothers were compared and little differences were found except for in Mondul Kiri and Stung Treng provinces (Table 6). Mondul Kiri had the highest rate of mothers not attending any school (55 percent) followed by Stung Treng (25 percent). Around 10 percent of mothers attended to school to lower secondary meaning 7 years or more in all provinces except Svay Rieng (18 percent). The amount of missing data in Kampong Speu, Prey Veng, Stung Treng and the control provinces makes the data less representative of the true education levels of mothers. 
Table  AUTONUM  \* Arabic  Percent distribution of education level of mother by domain, 12 KFP Survey, 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

No schooling

19.1

55.0

17.2

25.1

17.2

15.1

Lower primary

17.7

13.3

23.9

23.0

24.9

15.9

Upper primary

22.9

14.1

27.0

29.9

34.1

19.6

Lower secondary

10.2

10.0

12.4

8.7

18.2

13.4

Upper secondary

1.2

2.3

1.1

2.0

1.1

2.1

missing

28.9

5.4

18.4

11.3

4.4

33.9

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

519

482

548

495

522

484

3050


Mothers were asked about the number of other children besides the most recent birth that she had who were living and who have died (Table 7). The mean number of living children was just over 2 with the highest found in Mondul Kiri (2.8) and the lowest in Prey Veng (2.0). The mean number of children born alive but since died was much lower. The lowest was in Prey Veng (0.22) and the highest as expected in Mondul Kiri (0.31). 
Table  AUTONUM  \* Arabic  Number of children born to the mother now living and dead by domain, 12 KFP Survey, 2006 
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Mean number of living 

children

2.5

2.8

2.0

2.4

2.3

2.3

Mean number of children born 

alive but now dead

0.25

0.31

0.22

0.28

0.28

0.24

Total number

519

482

548

495

522

484

3050


The child’s age was critical to this study as the majority of twelve key family practices for health are age specific. Careful training was given to the interviewers to ensure that they would pay close attention to recording the correct birth date. The mean age of the children in the survey were similar ranging from 10 months in the control provinces to 11.4 in Mondul Kiri (Table 8). The standard deviation of age did not vary much (from 6.6 to 6.9). The similar mean age and standard deviations show that it is appropriate to make comparisons across provinces even when examining age specific conditions or interventions.
Table  AUTONUM  \* Arabic  Mean of child’s age in months and standard deviation by domain, 12 KFP Survey, 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Mean age in months

10.7

11.4

11.2

11.0

11.2

10.0

Standard deviation

6.8

6.9

6.6

6.8

6.5

6.6

Total number

519

482

548

499

522

484

3054


The frequency of children’s age in months is show below (Figure 1). More mothers of children less than one year old were identified and interviewed, which follows patterns of infant mortality in the first year of life. There are 100 children or more in all months of age until 19 months. There are still 80 children or more in the last five months before turning two years of age showing that there are sufficient numbers for analysis by age in months. 
[image: image147.jpg]


           Figure 1. The distribution of child’s age in months in the total sample, 12 KFP Survey 2006 
The distribution of sex of children under two years of age was as expected with close to half male and half female (Table 9). Mothers of females were slightly more commonly interviewed in Kampong Speu and Mondul Kiri, while mothers of male children were slightly more commonly interviewed in Prey Veng, Stung Treng, Svay Rieng and the control provinces. 

Table  AUTONUM  \* Arabic  Percent distribution of sex of child under two years of age by domain, 12 KFP Survey, 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Male

47.8

49.8

54.8

54.4

52.2

52.3

Female

52.2

50.2

45.2

45.6

47.8

47.7

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

519

482

548

499

522

484

3054


It is commonly assumed in surveys on child health that the mother is the primary caregiver. To test this assumption, the questionnaire included questions on primary and secondary caregivers for mothers of living children. Mothers were found to be the primary caregivers in about 90 percent of interviews conducted (Table 10). The only rate found to be considerably lower was in Kampong Speu where 18 percent of mothers reported that their child was primarily cared for by someone else either in or outside of the household.
Table  AUTONUM  \* Arabic  Percent distribution of primary caregiver of child by domain, 12 KFP Survey 2006 
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Mother

81.6

92.2

87.5

90.0

92.7

90.0

Other person in household

17.1

7.4

12.3

9.2

5.7

9.3

Someone outside of HH

0.8

0.2

0.0

0.0

1.6

0.2

Missing

0.6

0.2

0.2

0.8

0.0

0.4

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

510

472

536

491

508

471

2988


Mothers were asked if they left their child with a secondary caregiver (Table 11). The lowest rate of having a secondary caregiver was in Mondul Kiri (13 percent) and the highest rates were in Kampong Speu and Svay Rieng (about 60 percent). It was commonly reported in Prey Veng, Stung Treng and the control provinces (about 40 percent). The secondary caregiver was three times out of four a female. Lower rates of female secondary caregivers were reported in Mondul Kiri (65 percent) and the highest were reported in Svay Rieng (83 percent).  The age of the secondary caregiver varied a great deal. The provinces that reported the most caregivers under ten years were Mondul Kiri (8 percent) and Stung Treng (9 percent).  Secondary caregivers from 20 to 29 years old were more commonly reported in Kampong Speu and Mondul Kiri (about 24 percent). In the remaining provinces, it was more common to have caregivers from 40 to 69 years old. Missing data for age was only found to be a problem in Mondul Kiri and Prey Veng. 
Table  AUTONUM  \* Arabic  Percent distribution of children with a secondary caregiver, sex and age of secondary caregiver by domain, 12 KFP Survey 2006 
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Yes

59.8

13.3

42.2

38.1

62.0

37.6

No

38.8

86.0

57.6

61.1

37.8

61.1

Missing

1.4

0.6

0.2

0.8

0.2

1.3

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

510

472

536

491

508

471

2988

Sex of secondary caregiver

Male

25.9

27.0

11.9

22.5

15.9

18.6

Female

69.8

65.1

75.7

74.3

83.2

76.8

Missing

4.3

7.9

12.4

3.2

1.0

4.5

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

305

63

226

187

315

177

1273

Age of secondary caregiver in years

less than 10

4.9

7.9

2.2

9.1

3.2

1.7

10-19

24.6

23.8

9.3

18.7

14.9

17.5

20-29

9.5

7.9

4.9

8.0

7.0

8.5

30-39

8.9

7.9

5.8

7.5

7.6

6.2

40-49

13.1

7.9

15.9

16.0

19.0

16.9

50-59

15.4

9.5

27.0

17.1

23.2

19.8

60-69

12.5

15.9

15.0

13.9

15.9

15.8

70-79

5.2

4.8

4.9

4.8

6.3

6.2

80-89

0.7

0.0

1.8

0.5

1.0

2.3

Missing

5.2

14.3

13.3

4.3

1.9

5.1

100.0

100.0

100.0

100.0

100.0

100.0

Total

305

63

226

187

315

177

1273


To determine how much influence the secondary caregiver has on the child, the mother was asked how many hours a day and how many times a week the child was under the care of another. The answers were converted into hours a day assuming care every day of the week for comparison purposes (Table 12). The most common answer was one hour per day (from 28 to 39 percent). About half of all children with secondary caregivers were away from their primary caregiver for only 2 hours a day or less. It is surprising that between 10 to 15 percent of children with secondary caregivers spend 7 or more hours a day with the secondary caregiver. This data shows that primary and secondary caregivers of all ages and sex need to be included in health promotion activities to improve conditions for Cambodian children. 
Table  AUTONUM  \* Arabic  Percent distribution of hours a day child receives care from secondary caregiver by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

1 hour a day

39.3

38.1

28.3

29.4

35.2

37.9

2 hours a day

16.7

15.9

15.9

22.5

17.1

19.8

3 hours a day

10.5

12.7

9.3

12.8

14.3

13.0

4 hours a day

13.1

11.1

14.6

10.7

7.0

10.7

5 hours a day

7.9

1.6

8.8

9.1

6.3

6.8

6 hours a day

2.6

3.2

6.6

2.7

5.4

3.4

7 or more hours a day

9.5

15.9

15.5

11.8

14.0

7.9

missing

0.3

1.6

0.9

1.1

0.6

0.6

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

305

63

226

187

315

177

1273
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          Infant with secondary caregiver in Mondul Kiri

Twelve Key Family Practices for Health
1. Exclusive Breastfeeding 

Key Family Practice #1: Exclusively breastfeed infants for the first six months of life.

Close to 99 percent of women in Cambodia breastfeed their child after birth. This is among the highest rates of ever breastfeeding in the world. This is a good practice, but there are several aspects about breastfeeding that can be improved in Cambodia. Improvements in breastfeeding practices can lead to gains in infant and young child health. The Child Survival Study Group of the WHO estimated that exclusive breastfeeding for 6 months and continued breastfeeding until one year is estimated to be able to save the lives of 13 percent of deaths of children under-five worldwide (Jones et al 2003). 
There was no significant variation in the percentage of children ever breastfed over the different domains of the survey (Table 13). Colostrum is the thick first milk rich in protein, vitamin A rich and antibodies that is tailored for the child’s digestion. Colostrum slowly changes to mature milk within the first two weeks after delivery. In Cambodia, some mothers believe or are told that colostrum was not good for their child and would squeeze away the colostrum depriving the child of the benefits of colostrum. Mothers were asked if they squeezed away colostrum. In control provinces, 12 percent of mothers responded that they did squeeze away the first milk. Mondul Kiri had the highest percent of women squeezing away colostrum (23 percent) and Prey Veng the lowest (4 percent). 
Mothers often have another lactating woman wet nurse their child when they do not feed the child during colostrum. About 10 percent of women in Kampong Speu, Mondul Kiri and Svay Rieng answered that their last born child was wet nursed after birth. Wet nursing was less common in the control provinces, Prey Veng and Stung Treng (5 percent or less).  
Table  AUTONUM  \* Arabic  Percentage of infants ever breastfed, mothers who squeezed away colostrum and infants who were wet nursed, 12 KFP 2006 Survey
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Ever breastfeed the child

99.6

99.2

98.4

96.8

99.4

98.6

Total number

519

482

548

499

522

484

3054

Squeeze away any colostrum

13.7

22.8

4.1

9.1

6.2

12.4

Total number

517

478

539

483

519

477

3013

Wet nursed baby after birth

9.9

10.5

4.1

3.1

10.6

5.0

Total number

517

478

539

483

519

477

3013


Timely initiation of breastfeeding is important for the health of the newborn child not only for taking colostrum. Exclusive breastfeeding helps to regulate the temperature of the newborn and prevents giving liquids that are not nutritious and/or possibly damaging to the health of the infant. Promotion of early initiation of breastfeeding has been shown to reduce neonatal mortality. An estimated 16 percent of neonatal deaths could be saved if all infants were breastfed from day 1 and 22 percent if breastfeeding started within the first hour (Edmond et al, 2006). Breastfeeding promotion programs need to emphasize early initiation as well as exclusive breastfeeding. 

Table 14 shows that only 33 percent of mother in the control provinces started to breastfeed in the first hour after delivery. In Stung Treng, Svay Rieng and Kampong just over 25 percent of mothers initiated breastfeeding in the first hour. Mondul Kiri had the lowest rate of breastfeeding initiation in the first hour (17 percent) and Stung Treng the highest (65 percent).  All children were included in this table even those who had died by the time of the interview. 

Table  AUTONUM  \* Arabic  Percent distribution of timing breastfeeding initiation of after birth, 12 KFP 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Less than one hour

25.3

16.9

27.5

65.2

27.4

32.7

1-23 hours

56.3

45.0

53.2

25.3

59.2

41.9

More than 24 hours

18.4

38.1

19.3

9.3

13.5

25.4

Don't know

0.0

0.0

0.2

0.2

0.0

0.0

Total percent

100.0

100.0

100.2

100.0

100.0

100.0

Total number

517

478

539

483

519

477

3013


Mothers who have not explicitly decided to exclusively breastfeed or do not know the benefits of breastfeeding, often give pre-lacteal feeds in the first few days of the infant’s life. These liquids are not nutritious and often damaging to the health of the infant. A newborn's intestines are very permeable. Colostrum seals the holes by covering the gastrointestinal tract with a barrier preventing most foreign substances from entering into the intestines preventing gastrointestinal distress in the early days of the infant’s life. Children who do not receive colostrum are often giving pre-lacteal feeds. These feeds usually are contaminated water that delivers pathogens directly to the gastrointestinal tract making the child sick. 
 [image: image17.jpg]



                                    Mother with newborn

About 20 percent or more of children in five of the six domains were given pre-lacteal feeds in the first three days after birth (15). Only in Stung Treng, did fewer women report to give pre-lacteal feeds (7 percent).  The most common pre-lacteal feed was water in all provinces except Mondul Kiri and Prey Veng. In these two provinces, sugar or honey plus water were more commonly given. Herbal teas were given in 14 percent of the infants in Prey Veng and infant formula was given in 12 percent of infants in the control provinces. 

Table  AUTONUM  \* Arabic  Percentage of infants given pre-lacteal feeds in first three days after birth and percent type of pre-lacteal feeds given to child by domain, 12 KFP 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Given pre-lacteal feeds

25.3

20.3

19.9

6.6

18.3

20.8

Total number

517

478

539

483

519

477

3013

Type of pre-lacteal feed given

Plain Water

84.0

43.3

34.6

68.8

58.9

53.5

Sugar or Honey Water

4.6

49.5

44.9

28.1

31.6

33.3

Water with Sugar And Salt

0.0

2.1

4.7

0.0

3.2

0.0

Herbal Tea

0.0

0.0

14.0

0.0

5.3

0.0

Juice/Coconut Water

1.5

1.0

0.0

0.0

0.0

4.0

Milk (not Breastmilk)

5.3

6.2

3.7

3.1

5.3

4.0

Infant Formula

5.3

4.1

1.9

0.0

2.1

12.1

Total number

131

97

107

32

95

99

561


The international standard indicator to measure exclusive breastfeeding is based on 24 hour recall data from the mother. In order to try to collect more accurate data on exclusive breastfeeding, additional questions were included in the questionnaire following the Greiner method (Aarts, 2000), which asks if any liquids or foods were given since birth and if so, how often. The standard indicator shows about three quarters of mothers in all provinces report exclusively breastfeeding their infant (Table 16). This is higher than the 60 percent exclusive breastfeeding rate reported on the national level in the CDHS 2005-06 preliminary report.  The stricter Greiner exclusive breastfeeding indicator shows the exclusive breastfeeding rates are below 2 and 13 percent lower in the different domains. The Greiner exclusive breastfeeding rate is about 60 percent in Kampong Speu, Mondul Kiri, Prey Veng and Svay Rieng. It is closer to the standard indicator (about 70 percent) in Stung Treng and the control provinces. It is important to note that the Greiner exclusive breastfeeding indicator has not been internationally validated. The concerns are that many respondents cannot remember clearly about their feeding practices more than 2 weeks into the past. 
Table  AUTONUM  \* Arabic  Percentage of children less than 6 months of age who are exclusively breastfed in the day prior to the interview (international standard exclusive breastfeeding indicator) and exclusively breastfed since birth (exclusive breastfeeding indicator- Greiner method)
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Exclusive breastfeeding rate

72.8

74.8

71.9

74.3

72.2

76.3

Total number

158

131

146

136

144

156

871

Exclusive breastfeeding rate 

(Greiner's indicator)

63.9

62.6

64.4

72.1

59.7

69.2

Total number

158

131

146

136

144

156

871


For mothers to practice exclusive breastfeeding correctly until 6 months of age, they need to actively follow the age of the child. Figure 2 below shows how infants and young children are fed by age in months and is based on the feeding practices of the control provinces. This allows analysis of when exclusive feeding ends and complementary feeding begins. A double line is placed on the graph where the child’s age passes six months. Exclusive breastfeeding starts at over 80 percent in the first month of life. It stays above 60 percent until 5 months of age, After 5 months breastfeeding plus complementary foods begins quickly as displayed by the steep drop to the left of the double line. Breastfeeding is continued at close to 100 percent until 15 months when it begins a slow decline. At 23 months, about 40 percent of mothers are still breastfeeding, which is a good practice (continued breastfeeding until 2 years).   
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        Figure 2. Area graph of breastfeeding and feeding practices by age (control provinces), 12 KFP Survey 2006

Breastmilk provides all the nutrients needed for optimal growth and development for most all infants up to six months of age. Many health providers even doctors in Cambodia do not know this fact. On the other hand, breastmilk substitutes such as formula do not include all the nutrients that infants need and often carry pathogens when hygiene standards are not perfect and sometimes contain toxic additives when industrial production standards are below international accepted levels. 

Specific questions were asked about giving breastmilk substitutes to children. Table 17 reports breastmilk substitute feeding for children younger and older than six months of age.  The percent of infants under six months fed breastmilk substitutes (12 percent in control provinces) is disturbingly high. The remaining provinces had rates of breastmilk substitute feeding of 9 percent or less. The most common reason for giving a breastmilk substitute to children less than 6 months of age was that the mother was not producing enough milk. When breastmilk substitutes are given and women do not breastfeed as often or as much volume, their breastmilk production will decrease, likely causing mothers to be more dependent on the breastmilk substitute. Other less common answers were cracked or sore nipples, poor health of the mother and mother returning to work and not having the time to exclusively breastfeed. These percents are based on less than 25 cases in all domains and should be interpreted with caution. 
Table  AUTONUM  \* Arabic  Percentage of children younger and older than 6 months of age who are fed a breastmilk substitute and percentage of reasons for mothers giving breastmilk substitute
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Children less than 6 months of age

Gave child breastmilk 

substitute

5.7

8.4

8.9

5.9

9.0

12.2

Total number

158

131

146

136

144

156

871

Mother's reasons for giving breastmilk substitute to a child less than 6 months of age

Not Have Enough Milk

(77.8)

(54.5)

(61.5)

(50.0)

(15.4)

(63.2)

Cracked or Sore Nipples

(22.2)

(9.1)

0

(12.5)

0

0

Mother Poor Health

0

(18.2)

(23.1)

0

(23.1)

(15.8)

Mother HIV Positive

0

0

0

0

0

0

Mother Pregnant

0

0

0

0

0

0

Mother Working

(11.1)

0

(23.1)

(37.5)

(76.9)

(10.5)

Child Older Than 6 months

0

0

(7.7)

0

0

0

Don't Know

0

0

0

0

0

0

Total number

9

11

13

8

13

19

73

Children older than 6 months of age

Gave child breastmilk 

substitute

22.5

16.2

17.6

21.4

24.5

24.6

Total number

351

340

397

345

371

317

2121

Mother's reasons for giving breastmilk substitute to a child older than 6 months of age

Not Have Enough Milk

17.7

34.5

42.9

27.0

31.9

42.3

Child Older Than 6m

21.5

36.4

15.7

41.9

29.7

30.8

Mother Working

22.8

20.0

38.6

17.6

33.0

21.8

Mother Poor Health

3.8

9.1

11.4

2.7

6.6

10.3

Cracked or Sore Nipples

2.5

0.0

0.0

1.4

2.2

1.3

Mother HIV Positive

0.0

0.0

0.0

0.0

0.0

1.3

Mother Pregnant

5.1

3.6

4.3

1.4

3.3

1.3

Don't Know

3.8

0.0

0.0

2.7

2.2

0.0

Total number

79

55

70

74

91

78

447

Note: Percentages based on less than 25 cases are presented in parentheses. 


About one-quarter of children older than 6 months had been giving breastmilk substitutes in Kampong Speu, Stung Treng, Svay Rieng and the control provinces. Only one-sixth of children were given breastmilk substitutes in Mondul Kiri and Prey Veng. The most common reasons for giving breastmilk substitutes to older children was the same as in the younger children, that women did not have enough milk. The other two common answers were that the child was older than 6 months of age and the mother returned to work. The answer about the 6 month age threshold of the child does not make sense when 40 percent of children continue to be breastfeed to the age of 2 years. 
To learn more about the phenomenon where caregivers pay money to purchase an inferior food to give to their child, questions were asked about if women were encouraged to give their child breastmilk substitutes. Thirteen percent of mothers reported to be encouraged in Stung Treng, Svay Rieng and the control provinces (Table 18). Less than 10 percent was reported in the other provinces. The source of encouragement was also recorded. The most common source of encouragement for breastmilk substitutes was from relatives or neighbours (over 40 percent in Kampong Speu, Mondul Kiri, Svay Rieng and the control provinces). The most common source in Kampong Speu (49 percent) and Prey Veng (41 percent) were the parent’s mothers/mother-in-laws. Doctors and/or nurses were reported to encourage use of breastmilk substitutes in Stung Treng (33 percent) and midwives also recommended their use (over 10 percent in Mondul Kiri, Prey Veng, Stung Treng and the control provinces). 
Table  AUTONUM  \* Arabic  Percentage of mothers who were encouraged to give breastmilk substitutes and source of encouragement. 
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Encouraged to give 

breastmilk substitutes

7.6

10.0

11.0

13.2

13.2

13.6

Total number

510

472

536

492

508

470

2988

Source of encouragement to give breastmilk substitutes

Relative or Neighbour

43.6

48.9

35.6

30.8

70.1

40.6

Mother/Mother-In-Law

48.7

8.5

40.7

18.5

32.8

28.1

Husband

10.3

4.3

8.5

4.6

11.9

15.6

Doctor-don’t know level or 

Nurse

10.3

17.0

6.8

33.8

4.5

14.1

Midwife

0.0

19.1

13.6

10.8

3.0

9.4

Friend

0.0

6.4

3.4

0.0

0.0

4.7

VHV/VHSG

2.6

0.0

0.0

4.6

0.0

4.7

Mother Support Group

0.0

0.0

0.0

4.6

1.5

1.6

Radio/ Television

5.1

2.1

0.0

1.5

0.0

1.6

Other Family Member

2.6

2.1

6.8

3.1

4.5

0.0

Total number

39

47

59

65

67

64

341


Note: All responses were recorded.

[image: image23]
Bottle feeding in countries with poor hygiene practices and use of water from unsafe sources is common way to give children diarrhoea or other gastrointestinal diseases.  Mothers were also asked if they fed their child with a bottle in the day before the interview. This rate of bottle feeding in children less than six months of age (11 percent) is exactly the same as what was recorded in the CDHS 2005-06 Preliminary Report (Table 19). Other provinces reported lower rates of bottle feeding. For children older than 6 months of age, bottle feeding is still not recommended, but the use increases. About 20 percent of children over 6 months old were bottle fed in Kampong Speu, Mondul Kiri, Stung Treng and the control provinces. The rate of bottle feeding was less than 10 percent in Prey Veng and Svay Rieng. 
Table  AUTONUM  \* Arabic  Percentage of children less than 6m of age who are bottle fed in the day before the interview. 
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Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Children less than 6 months 

who were bottle fed

3.8

7.6

6.2

5.9

3.5

10.9

Total number

158

131

146

136

144

156

871

Children older than 6 months 

who were bottle fed

17.3

19.5

9.6

22.4

8.9

19.0

Total number

347

334

387

344

361

311

2084


The graph below (figure 3) shows what liquids are given to the child in the day before the interview by age in months. The most evident feature of the graph is that water is the most common liquid given to children even at an early age. The practice of giving water stays below 20 percent until the age of four months. It quickly climbs to close to 100 percent by the age of 8 months. Healthy infants do not need other liquids than breastmilk during this period as complementary feeding begins, but it is strongly ingrained in Khmer culture to give water. Children are given plain water leading often to diarrhoeal disease. One way to prevent diarrhoeal disease is to give water that has been boiled. The water used to cook rice is boiled and considered much safer than plain water. About half of all caregivers give rice water to their infant by age 6 months. This increases to 60 to 70 percent into the second year of life.  The negative aspect of rice water is that it is not nutritious and likely takes up important space in the infant’s stomach when he or she should be starting to eat more nutrient and energy dense foods. The next most common liquid is other liquids. These could be soft drinks or sweetened drinks commonly sold in the neighbour hood shop. Formula is relatively uncommon in the reports of liquids consumed in the day before the interview (5 percent or less at all ages) but milk is more common ranging between 5 to 10 percent in the second year of life. The milk available to give to children is usually canned or condensed milk. Caregivers begin to give tea or coffee after six months of age. This is not recommended as these drinks reduce iron absorption in the intestine. Children at this age are in need of iron for growth and are often found to be anaemic. 
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         Figure 3. Percentage of liquids given to children by type and age, 12 KFP Survey 2006
Table  AUTONUM  \* Arabic  Percentage of mothers who received breastfeeding support and percent source of breastfeeding information. 
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Mothers received counselling 

on breastfeeding

41.8

29.7

43.5

69.2

52.2

41.0

Total number

510

472

536

491

508

471

2988

Source of counselling on breastfeeding

Midwife

23.9

52.1

50.6

38.2

28.3

38.3

Doctor-don’t know level

30.0

20.7

17.2

34.7

31.7

24.9

Mother/Mother-In-Law

24.4

14.3

24.0

6.5

27.2

18.7

Relative Or Neighbour

11.7

15.0

17.2

5.0

26.4

10.4

VHV/VHSG

9.4

0.7

3.4

16.5

6.0

8.8

Other Family Member

10.8

5.7

2.1

6.5

6.0

6.2

Follow Tv/Radio

3.3

0.7

0.9

0.3

0.4

4.7

Friend

0.0

0.7

0.9

0.0

1.1

1.6

Husband

1.9

0.7

0.0

1.2

1.5

1.0

Mother Support Group

0.5

0.0

1.3

5.0

1.1

1.0

Traditional Birth Attendant

0.9

2.1

0.9

2.9

4.9

1.0

Traditional Healer

0.0

1.4

0.0

0.3

0.0

0.0

Total number

213

140

233

340

265

193

1384


Mothers were asked if they were ever given any counselling on breastfeeding. About 40 percent responded yes in Kampong Speu, Prey Veng and the control provinces (Table 20). The rate was higher in Svay Rieng and Stung Treng and lower in Mondul Kiri. The most common source of breastfeeding counselling was from the midwife, followed by doctor-don’t know level and mother/mother-in-law. VHV or VHSG were not commonly reported to be a source of breastfeeding counselling except in Stung Treng (17 percent). Mother’s support groups also are not commonly reported to provide breastfeeding counselling information. 
Table  AUTONUM  \* Arabic  Percentage of mothers ever heard of expressing breastmilk and have ever expressed breastmilk by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Heard of expressing 

breastmilk

13.7

8.5

15.1

23.0

26.6

15.3

Total number

510

472

536

491

508

471

2988

Ever expressed breastmilk

6.7

2.4

6.8

7.6

8.5

4.9

Total number

510

472

536

491

508

471

2988


One method for mothers to continue to breastfeed their child even when they have to leave their child with another caregiver is to express breastmilk and have the child cup or spoon fed breastmilk by the other caregiver. To help determine if this practice was practical, questions were asked about expressing breastmilk. There is a word for it in the Khmer language (Trobike Teuk Da) meaning to squeeze out the breastmilk. In Stung Treng and Svay Rieng about one-fourth of mothers reported that they knew of expressing breastmilk (Table 21). In the other provinces, the rate was lower at fifteen percent or less.  The percentage of women who had ever expressed their breastmilk was 5 percent in the control provinces. The highest reported percent of women who ever expressed breastmilk was in Svay Rieng at 9 percent and the lowest in Mondul Kiri at 2 percent.   
2.  Complementary Feeding 

Key Family Practice #2: Starting at six months of age, feed children freshly prepared energy and nutrient rich complementary foods, while continuing to breastfeed until age 2 years or longer.

Malnutrition is a serious problem in Cambodia with 37 percent of children under five suffering from stunting or chronic malnutrition. This high level of malnutrition is directly or indirectly related to over half of all child deaths under five (WHO, 2002).  As the infant reaches six months of age, breastmilk alone is no longer adequate to meet all the nutritional needs of the child. To meet the nutrient and energy requirements of the child, hygienically prepared mixtures of semi-solid foods are need to complement breastfeeding. Malnutrition in Cambodia begins soon after six months of age due to disease and poor diet. This early deprivation causes delayed motor development, impaired cognitive function and school performance (WHO, 2004). Optimal complementary feeding can do a great deal to prevent malnutrition and the negative consequences that accompany it. 
The timing of the start of complementary feeding is important. Early initiation of complementary foods can fill a child’s small stomach and limit the amount of calories absorbed from breastmilk. It can also cause diarrhoea and over diseases if the food is not prepared hygienically. At the age of 3 to 5 months, between 10 and 20 percent of children have already begun to be fed complementary foods (Table 22).  At the age of 6 to 7 months, children are ready to eat complementary foods and are starting into a growth spurt when they will need ample energy and nutrients to maintain healthy growth. The highest rate of the correct practice of complementary feeding with continued breastfeeding at 6 to 7 months was found in Kampong Speu (92 percent). The lowest rate was found in Mondul Kiri (51 percent). 
Table  AUTONUM  \* Arabic  Percent distribution of feeding practices of children by age group and domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Children age 3 to 5 months

Exclusive Breastfeeding

65.7

70.8

67.4

62.7

65.9

76.6

Breastfeeding plus liquids

12.9

15.3

12.8

13.4

19.3

11.7

Complementary Feeding and 

Continued Breastfeeding

20.0

12.5

18.6

17.9

14.8

9.1

Complementary Feeding 

without Breastfeeding

1.4

1.4

1.2

6.0

0.0

2.6

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

70

72

86

67

88

77

460

Children age 6 to 7 months

Exclusive Breastfeeding

0.0

29.3

16.1

13.6

4.8

13.6

Breastfeeding plus liquids

6.3

14.6

8.9

6.8

9.5

5.1

Complementary Feeding and 

Continued Breastfeeding

91.7

51.2

71.4

77.3

85.7

81.4

Complementary Feeding 

without Breastfeeding

2.1

4.9

3.6

2.3

0.0

0.0

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

48

41

56

44

42

60

291

Children age 8 to 11 months

Exclusive Breastfeeding

0.0

3.8

1.9

0.0

0.0

0.0

Breastfeeding plus liquids

3.8

6.4

1.9

7.3

1.0

3.9

Complementary Feeding and 

Continued Breastfeeding

91.3

83.3

90.4

76.0

97.1

90.9

Complementary Feeding 

without Breastfeeding

5.0

6.4

5.8

16.7

1.9

5.2

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

80

78

104

96

103

77

538


The rate of complementary feeding at age 6 to 7 months in most provinces (71 to 92 percent) shows that there are also problems of late initiation of feeding. The lowest reported rate is in Mondul Kiri with only 51 percent of mothers giving complementary foods with continued breastfeeding. By age 8 to 11 months, over 90 percent of children are complementary fed and breastfeeding. In Mondul Kiri and Stung Treng the complementary feeding rates are lower (83 and 76 percent, respectively). 

Table  AUTONUM  \* Arabic  Recommended energy intake for infants with average breastmilk intake in developing countries
	Age in months
	Recommended Energy Intake
	Complementary Feeds (Meals)
	Recommended Snacks

	6-8 
	200 kcal/day
	2-3
	-

	9-11 
	300 kcal/day
	3-4
	1-2

	12-23
	550 kcal/day
	3-4
	1-2

	Source: Dewey and Brown, 2003


As complementary feeding begins, children do not need a lot of food. Table 23 shows estimates of the recommended energy intake for children under two years of age in developing countries who have an average breastmilk intake. The recommendations also show how many meals and snacks a child should receive a day. Children who are just beginning to eat complementary foods, should be fed 2-3 times a day, while those children who are going through their growth spurt (9-23 months of age) should eat 3-4 times a day. Recommendations also state that older infants and young children should be given nutritious snacks once or twice a day. 

Table  AUTONUM  \* Arabic  Percentage of children eating the recommended number of meals and snacks in the day before the interview by age group and domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Consumed at meal times

Meals 6-7m

85.4

48.8

57.1

77.3

81.0

68.3

Total number

48

41

56

44

42

60

291

Meals 8-11m

72.5

59.0

68.9

71.9

63.1

71.1

Total number

80

78

103

96

103

76

536

Meals 12-23m

84.5

84.6

74.4

82.8

77.8

86.8

Total number

219

214

227

203

216

174

1253

Consumed at snack times

Snacks 6-7m

-

-

-

-

-

-

Total number

-

-

-

-

-

-

-

Snacks 8-11m

81.3

62.8

87.3

76.0

76.7

88.2

Total number

80

78

102

96

103

76

535

Snacks 12-23m

94.5

67.3

89.4

84.7

86.1

90.2

Total number

219

214

227

203

216

174

1253


The number of child’s meals and snacks in the day before the interview were recorded on the questionnaire.  This is an attempt to measure the quantity of foods given to the child. The number of meals and snacks was compared to the recommended number in table 24. For children aged 6 to 7 months, 60 to 80 percent in most provinces were eating the recommended number of meals a day. Mondul Kiri had the lowest rate of eating the recommended number of meals a day (49 percent). At age 8 to 11 months, the same trend can be seen. Just over two-thirds of the children in Kampong Speu, Prey Veng, Stung Treng and the control provinces ate the recommended number of meals a day. Even in children age 12 to 23 months of age, the percent of children eating the recommended meals per day is less than optimal. For Kampong Speu, Prey Veng, Stung Treng and the control provinces about 85 percent of children are eating an adequate number of meals, while in Prey Veng and Svay Rieng the rate is lower (about 75 percent). Daily snacking behaviour, commonly overlooked in nutrition work appears widespread in Cambodian children. It is above 75 percent in all provinces except Mondul Kiri for children 8 to 11 months of age. For older children it is above 85 percent in all provinces again except for Mondul Kiri (67 percent). 
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Child eating sweetened puffed rice snack, Kampot province.

Mothers were asked if their child ate any solid or semi-solids foods or snacks in the day prior to the interview. This information provides a snapshot on what infant and young child feeding patterns are like (Table 25). The two most common food items given to young children were borbor (rice porridge) and rice (close to 85 percent) in Kampong Speu, Mondul Kiri, Svay Rieng and the control provinces. The third most common food item was snack foods - crackers, cookies, cakes, shrimp chips or other snack foods (between 50 to 60 percent in all provinces. About 50 percent of children were fed dark green leafy vegetables and fish (control provinces). About one-third or more of children were reported to have been fed some type of meat and one quarter reported to have been fed egg (control provinces).  The fried food banana or dough were mentioned for about 20 percent of children’s snacks. Foods that were not commonly eaten were liver (11 percent) snails, frogs or insects (5 percent), foods made from beans or peas (4 percent) and peanuts or other nuts (2 percent) in control provinces. All of these uncommon foods are protein, energy and micronutrient rich and should be encouraged to be mixed into children’s food where feasible and acceptable. 
Table  AUTONUM  \* Arabic  Percentage of children from 6 to 23 months of age who consumed specific foods in the day before the interview by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Rice porridge (borbor)

83.0

59.4

60.2

76.3

64.5

74.8

Rice, noodles, bread or other 

foods

74.2

85.7

83.5

76.3

89.5

72.8

Cracker, cookie, cake, shrimp 

chips

52.8

47.2

57.1

59.3

61.6

61.6

Dark green, leafy vegetables

41.1

52.0

61.8

42.6

53.4

52.0

Fresh or dried fish, seafood

49.3

30.8

68.1

62.3

66.8

50.0

Beef, pork, lamb, goat, rabbit 

or deer

43.9

20.9

39.6

30.3

35.5

42.2

Other fruits or vegetables

25.8

18.5

25.0

29.7

35.8

28.2

Eggs

25.8

11.9

28.6

31.5

18.5

24.5

Fried food like banana or 

doughnut

19.9

8.6

26.9

20.5

11.9

19.7

Pumpkin, carrots, squash or 

sweet potato

29.7

36.8

22.0

23.4

22.2

17.7

Other food served with oil, fat

17.2

8.6

29.9

29.7

12.5

17.3

Chicken, duck or other birds

15.1

6.0

20.6

15.1

14.5

13.6

Ripe mangoes or papayas

11.3

5.0

7.4

8.2

8.5

11.9

Congealed blood, liver or 

organ meats

10.4

7.0

18.1

14.0

9.9

10.5

Fish paste

13.6

10.9

18.7

23.7

13.6

8.8

White or violet root vegetable

8.3

5.6

21.3

8.8

13.1

8.8

Commercially produced baby 

cereal

6.8

7.0

8.0

7.0

7.1

5.4

Snake, snail, frog, rat, or 

insects

10.1

5.6

9.4

4.1

7.7

5.1

Foods made from beans, 

peas

3.6

1.3

3.8

2.8

4.8

3.7

Peanuts, cashews or other 

nuts

4.7

0.3

2.5

2.8

2.6

2.0

Total number

347

334

387

344

361

311

2084


Some of the consumption of foods from animal origin in children’s diets is likely over-reported. Many meals in Cambodia consist of soup and rice. Everyone eats from their individual bowl adding solids and liquid from the soup to flavour their rice. Children most often consumed the broth or sauce that meat or fish was cooked with but not actually consume the meat (see picture below). Caregivers do not know the importance of giving foods from animal sources or variety of foods to infants and young children and their diet is often nutrient and protein poor. 
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                     Children eating lotus stem soup and rice, Kampot province. 
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Table  AUTONUM  \* Arabic  Components of a composite Indicator to assess complementary feeding
	
	
	Age in Months
	
	

	
	6-8
	9-11
	12-23
	

	Complementary Feeding Frequency
	

	Complementary Feeding and Continued Breastfeeding 

(24 hour recall data)
	yes
	yes
	yes
	

	Complementary Feeds 

(number of meals)
	at least 2
	at least 3
	at least 3
	

	Recommended Snacks 

(number of snacks)
	-
	at least 1
	at least 1
	

	Dietary Variety (24 hour recall data)
	

	Starch such as rice, rice porridge or other starchy food
	yes
	yes
	yes
	

	Fruit or vegetable
	yes
	yes
	yes
	

	Foods from animal sources such as meat, fish, eggs, liver, blood sausage, fish paste, etc…
	yes
	yes
	yes
	

	Source: Arimond and Ruel, 2003 
	
	
	
	


As shown above, there is a lot of information on complementary feeding, which describes some aspects of these complex behaviours. Efforts to reduce these different pieces of information into one variable representing quantity and quality in complementary feeding, led to the creation of the variable described in table 26. Here quantity is represented by frequency of feeding and dietary variety represents quality. 
Table  AUTONUM  \* Arabic  Percentage of children from 6 to 23m of age who were appropriately fed according the complementary feeding composite indicator by age groups and domain, 12 KFP Survey, 2006
[image: image34.wmf] 

Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Complementary Feeding- Composite Indicator

6-7m

33.3

4.9

30.4

18.2

38.1

20.0

Total number

48

41

56

44

42

60

291

8-11m

28.8

9.0

34.6

31.3

36.9

42.9

Total number

80

78

104

96

103

77

538

12-23

39.7

15.8

37.4

31.4

44.0

38.5

Total number

219

215

227

204

216

174

1255


In the transitional time of diet at 6 to 7 months, the composite indicator shows that over 30 percent of children are appropriately fed in Kampong Speu, Prey Veng and Svay Rieng (Table 27). In Stung Treng and the control provinces, only 20 percent were appropriately fed and in Mondul Kiri only 5 percent. By 8 to 11 months of age, when almost children have started to complementary feed still only about 30 percent were appropriately fed in Kampong Speu, Prey Veng and Stung Treng. The composite indicator was higher in Svay Rieng and the control provinces and the lowest in Mondul Kiri. In the second year of life, the rate of appropriate feeding goes up to only about 40 percent in most provinces. Mondul Kiri still has the lowest percent of children appropriate fed. These low levels of satisfying the components of the  composite indicator help explain why there are high levels of malnutrition in Cambodia, especially in the province of Mondul Kiri where stunting is particularly high. 
Table  AUTONUM  \* Arabic  Percentage of mothers who received nutritional information and nutrition issue covered, 12 KFP Survey, 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Nutritional counselling

40.0

22.0

54.4

52.0

43.1

49.4

Total number

510

472

536

491

508

471

2988

Nutrition issue discussed 

Importance of Breastfeeding

35.8

44.2

66.0

42.7

68.5

69.0

Giving Colostrum

26.0

23.1

47.4

34.9

42.5

34.1

Don't Give Water to child

44.1

24.0

31.3

32.5

46.6

22.4

Avoid Bottle Feeding

1.5

16.3

8.6

12.2

14.2

18.1

Start Complementary Feeding at 6 months of age

4.4

17.3

18.6

12.2

30.6

17.7

Give Animal Source Foods

5.9

6.7

16.2

3.9

3.7

9.9

Give a Variety of Foods

20.1

16.3

8.6

14.9

11.9

5.2

Don't Remember

0.0

1.0

3.1

0.8

0.0

0.0

Total number

204

104

291

255

219

232

1305


To improve complementary feeding there needs to be accurate and informative information that can be put to use by caregivers and supported by members of the household or community. To examine how often, who and what was being done with nutrition information, questions were included in the questionnaire. Between 40 and 50 percent of all mothers reported to have received information on nutrition in all provinces except Mondul Kiri (Table 28). The most common nutrition information was on the importance of breastfeeding (over two-thirds responded in Prey Veng, Svay Rieng and the control provinces). The next three most common answers all were related to breastfeeding – give colostrum, don’t give water to the child, and avoid bottle feeding. The fifth, sixth and seventh responses were about complementary feeding. It shows that efforts have started to raise awareness on complementary feeding but a lot more work remains. 
Table  AUTONUM  \* Arabic  Percentage source of nutritional counselling, 12 KFP Survey, 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Source of nutrition information

Television

43.9

13.5

66.7

4.7

38.4

48.7

Doctor-Don't Know Level

24.4

32.7

13.4

46.7

48.9

25.0

Midwife

6.8

34.6

11.3

22.0

7.3

17.2

Radio

16.1

16.3

23.4

9.0

28.3

14.7

VHV/VHSG

7.8

2.9

1.4

20.0

5.5

11.6

Relative or Neighbour

7.3

11.5

6.5

4.7

14.2

9.1

Advertisement in Print

2.9

7.7

4.5

3.1

2.7

3.9

Friend

1.5

3.8

0.0

0.4

0.5

3.0

Mother/Mother-In-Law

1.0

1.0

1.4

2.0

4.1

2.6

Husband

0.0

1.0

0.3

0.8

0.9

2.2

Mother's Support Group

3.4

0.0

0.7

6.7

2.3

0.9

Don't Know

2.0

1.0

0.7

0.8

0.9

0.0

Total number

204

104

291

255

219

232

1305


The source of the nutrition information was recorded in order to know how messages were being disseminated. The most common source was the television (50 percent in the control provinces). The percentage response of television providing nutritional information was much lower in Mondul Kiri and Stung Treng (14 percent and 5 percent, respectively). The second and third most common sources of nutrition information were doctor- don’t know level and the midwife. The least commonly reported sources of nutritional information were mothers/mother-in-law, husbands and mother’s support groups. 

There are several other important points on complementary feeding that have not been covered by this survey but are critical for good nutrition for infants and young children. Some of these points are:
Energy density is the amount of calories contained in a specified mass of food. Infants and young children need energy dense foods as their stomachs are not large or developed enough to consume large quantities. The energy density of foods is difficult to measure. Proxy measures for energy density are thickness of porridge or rice borbor. Watery borbor contains more water and less energy compared to thick borbor. 
Complementary Food Hygiene is important for the health of the infant and young child. Sometimes complementary foods are made with unsafe water. Some mothers may not have a lot of time during the day to make separate foods in small quantities to feed to their young child. In place, they serve family foods that were made earlier in the day. As time passes, bacteria and exposure to flies can contaminate the food. Feeding these foods to the child endangers their health. Five keys to safer food preparation have been detailed by the WHO (WHO, 2001). 

Care during feeding is also called active or responsive feeding. This point details the critical role that caregivers play in physically helping the child to eat, encouraging feeding with stimulation, games, persistence and patience. Children do not know how much they should eat. Caregivers have to have knowledge of the quantities their child needs, offering additional spoonfuls or bites when the child has not eaten enough and monitoring the child for clues when he/she is full. Children in Cambodia can often have a reduced appetite due to illness, malnutrition, anaemia or other micronutrient deficiencies.  For this reason care during feeding is essential to promote normal growth.

3.  Micronutrient Nutrition 
Key Family Practice #3: Ensure that children receive adequate amounts of micronutrients (vitamin A, iron and zinc in particular), either in their diet or through supplementation. 

Cambodian children have multiple micronutrient deficiencies. The prevalence of anaemia measured most recently was 62 percent in children 6-59 months of age (CDHS 2005-06 preliminary report). Vitamin A deficiency was estimated at 22 percent in children 0-59 months of age (CNMS 2000). There have been no national measures of zinc deficiency but the WHO uses stunting as evidence of zinc deficiency when testing has not been done. The prevalence of stunting is high at 37 percent of children 0-59 months of age (CDHS 2005-06 preliminary report).
There are three main ways to address micronutrient deficiencies, improve the diet, supplement with individual or mix of micronutrients or fortify food products that are commonly consumed. The best method to address micronutrient deficiencies is to use all three methods as one method only is often insufficient. 
In the first year of life, the average infant triples it’s birth weight. The micronutrient requirements for this period of growth are among the highest for any stage of life. Researchers analysing micronutrient content of foods in developed and developing countries have found that it is practically impossible to satisfy the essential micronutrient requirements of iron and zinc for young child without supplementation or fortified foods (Brown, Dewey and Allen, 1998). The challenge is create fortificants or fortified foods that can be sold or distributed to effectively reduce these micronutrient deficiencies. It is difficult to identify an appropriate food or vehicle to deliver the micronutrients for infant and young child consumption. There are several groups working to make fortificants available in different forms such as Ready to Use Therapeutic Foods (RUTFs) often used with children who are HIV positive, micronutrient sprinkles or a micronutrient mix to add to a child’s borbor to make it more nutrient rich.  

Vitamin A is different from iron and zinc in that it is stored in the liver and the infant or young child can build stores of vitamin A that provide for needs as long as six months. Vitamin supplementation from high dose capsules in vitamin A deficient populations has shown a reduction in mortality by 23 percent (Beaton et al., 1993). Mothers where asked about vitamin A supplementation of their children directly and information was recorded from the yellow card. The highest rate of vitamin A supplementation was found in the control provinces (43 percent) and the lowest in Kampong Speu (30 percent). The majority of the data came from maternal recall. Information was collected from the yellow card in only 147 out of 2298 cases. 
Table  AUTONUM  \* Arabic  Percent distribution of children from 6 to 23m of age who received a dose of vitamin A in the past six months from mother’s recall and yellow card, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Yes- Maternal Recall

25.9

29.9

34.9

34.6

33.5

40.5

Yes- Yellow Card

3.7

9.0

0.8

2.3

0.3

2.3

Total Yes

29.7

38.9

35.7

36.9

33.8

42.8

No

69.7

60.8

64.3

61.6

66.2

56.6

Missing

0.6

0.3

0.0

1.5

0.0

0.6

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

347

334

387

344

361

311

2084
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Table  AUTONUM  \* Arabic  Percentage of children from 12 to 23 m of age who received mebendazole in the past six months, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Yes

14.6

13.5

23.3

25.5

26.4

21.3

Received over 6m ago

3.2

1.4

8.8

5.9

5.1

1.1

No

74.9

80.0

60.4

60.8

67.6

73.0

Missing

7.3

5.1

7.5

7.8

0.9

4.6

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

219

215

227

204

216

174

1255


Intestinal parasites are considered to be common in Cambodian children. Depending on the type of parasite, the impact on the young child can range from loss of appetite to bleeding in the lower intestines provoking anaemia. Mebendazole is the readily available treatment for common worm infections and recommended by the Ministry of Health to give to children 12 months and older to prevent parasitosis. Over 20 percent of children age 12 to 23 months received a dose mebendazole in the past 6 months in Prey Veng, Stung Treng, Svay Rieng and the control provinces. The percent was slightly lower in Mondul Kiri and Kampong Speu (about 14 percent). The data was based on maternal recall, which again is not the best source of information as many women do not know clearly about mebendazole treatment or forget details over time. There are no boxes on the current yellow card to record dates of mebendazole treatment but in the new edition of the yellow card, they will be included. 
Table  AUTONUM  \* Arabic  List of foods or food groups from child consumption data designated as vitamin A, iron and zinc rich for analysis 

	
	Vitamin A rich fruits and vegetables
	
	Animal source foods
	

	
	Pumpkin, carrots, squash or sweet potato that are yellow or orange inside
	
	Congealed blood, liver, kidney, heart or

other organ meats
	

	
	Ripe mango or papaya
	
	Beef, pork, lamb, goat, rabbit or deer
	

	
	
	
	Chicken, duck or other bird
	

	
	
	
	Eggs
	

	
	
	
	Fresh or dried fish or shellfish
	

	
	
	
	Fish paste
	

	
	
	
	Snake, snail, frog, rat or insect
	

	
	
	
	
	


Table 32 shows what foods were included in the two categories of vitamin A rich fruits and vegetables and animal source foods. Often availability of fruits and vegetables is seasonal. It was pumpkin season in Mondul Kiri during our data collection. It was not mango season throughout the country and papayas are available all year long. Dark green leafy vegetables are not included in the list of vitamin A rich fruits and vegetables because their bioavailability is so low, children cannot consume enough dark green leafy vegetables for them to be a significant source of vitamin A. 
Table  AUTONUM  \* Arabic  Percentage of children from 6 to 23m of age who consumed vitamin A rich fruits or vegetables, foods with oil and both in the day before the interview, 12 KFP Survey, 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Vitamin A rich fruits and 

vegetables

34.0

35.0

23.8

24.7

26.6

23.5

Total number

347

334

387

344

361

311

2084

Food with oil

28.2

13.2

37.7

33.4

20.8

28.0

Total number

347

334

387

344

361

311

2084

Both vitamin A and oil

12.7

5.1

10.9

12.5

5.5

10.0

Total number

347

334

387

344

361

311

2084


From the child food consumption data, the provinces with the highest percent consumption  of vitamin A rich fruits and vegetables were Mondul Kiri and Kampong Speu (about 34 percent). In the other provinces only one-quarter of children aged 6 to 23 ate some vitamin A rich fruits or vegetables in the day before the interview. As vitamin A is a fat soluble vitamin, fats need to be consumed along with the foods to absorb the vitamin. Consumption of fats in the day before the interview was about 30 percent or higher in all provinces but Mondul Kiri and Svay Rieng. Consuming both vitamin A rich fruits and vegetables and fats was not common, about 10 percent in all provinces except for Mondul Kiri and Svay Rieng. In those two provinces it was about 5 percent. This data show the difficulties of relying on vitamin A rich fruits and vegetables as a source for vitamin A in children under 2 years of age. 
Table  AUTONUM  \* Arabic  Percentage of children from 6 to 23m of age who consumed foods from animal sources in the day before the interview, 12 KFP Survey, 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Animal source foods

80.7

49.7

84.0

80.8

88.6

77.8

Total number

347

334

387

344

361

311

2084


Animal source foods are the richest sources of iron, zinc and vitamin A available to the most of the world’s population. In most developing countries, it is not a priority to give these protein and nutrient rich foods to infants and young children. The data show high rates of animal source food consumption, over 75 percent in all provinces except Mondul Kiri (Table 34). This data should be considered carefully for the reasons stated above. Also the food consumption recall questions are tedious for the respondent. Many experts believe this method for data collection of food consumption is not of high quality. Relations have been demonstrated between data collected by this method and direct observation, but the link is not strong. More robust data on consumption is collected by 24 hour observation, which is not feasible in a cross-sectional survey such as this. 
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                        Child feeding cows in flood proof barn in Prey Veng Province
Another method to promote good micronutrient nutrition for the child is to promote good micronutrient nutrition in the mother. This is done by ensuring that women receive a 200,000 international unit dose of Vitamin A within 2 months after delivery, giving pregnant women mebendazole to treat intestinal parasites (ONLY AFTER THE FIRST TRIMESTER), and giving iron supplements to pregnant and post-partum women.  Table 35 below shows that over one-third of mothers received a post-partum dose of vitamin A in Kampong Speu, Prey Veng, Stung Treng and the control provinces. The rate was only one-quarter of all women in Mondul Kiri and Svay Rieng. Post-partum iron supplementation was lower at 23 percent in the control provinces. It was more common in all other provinces but Mondul Kiri (about 33 percent. In Mondul Kiri only 14 percent of women received iron supplements post-partum. 
Table  AUTONUM  \* Arabic  Percentage of mothers who received a post-partum dose of vitamin A in the two months after giving birth, 12 KFP Survey 2006. 
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Post-partum vitamin A

40.2

23.1

37.7

36.9

26.5

36.8

Total number

519

482

548

495

522

484

3050

Post-partum Iron

33.9

13.7

36.3

31.1

27.6

22.5

Total number

519

482

548

495

522

484

3050


4.  Proper Hygiene and Disposal of Human Waste.

Key Family Practice #4: Dispose of faeces, including children’s faeces, safely and wash hands after defecation, before preparing meals and before feeding children. 

Poor sanitation, lack of clean water and poor personal hygiene are associated with diarrhoea, intestinal parasites and eye infections. Diarrhoea is the second most serious cause of mortality under five in the world, causing 13 percent of child deaths in developing countries (WHO, 2002). Diarrhoea also represents a major portion of child morbidity contributing to poor growth and development. It is estimated that 90 percent of child diarrhoea is caused by poor sanitation. Figure 4 below shows how disease is transmitted on the faecal-oral path and the two interventions; proper disposal of faeces and handwashing that can prevent the transmission of disease. 
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Figure 4. The faecal-oral disease transmission route and preventive measures. 

Table  AUTONUM  \* Arabic  Percent distribution of quality of drinking water by season by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Source of water in the dry season

Safer water source

50.9

47.1

89.6

26.3

91.8

47.5

Less safe water source

49.1

52.7

10.2

73.7

8.2

52.5

Missing

0.0

0.2

0.2

0.0

0.0

0.0

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total

519

482

547

494

522

484

3048

Source of water in the wet season

Safer water source

67.2

52.7

88.7

66.8

92.7

61.8

Less safe water source

32.6

46.7

10.8

33.0

7.3

37.6

Missing

0.2

0.6

0.5

0.2

0.0

0.6

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

519

482

547

494

522

484

3048


Note: Safer water sources are piped water into dwelling, into yard/plot, into public tap, tube well, protected well, protected spring, rain water and bottled water. Less safe water sources are unprotected well, unprotected spring, surface water, tanker truck/water vendor, and other. 

Water quality is important for good hygiene. In Cambodia there are two distinct seasons and water sources for households often change between the rainy and the dry. Many households collect water from the roof of the house to use as drinking water during the rainy season. The quality of water judged from water source is not an accurate method to determine whether water is safe or not. The real way to know if water is safe is to test it for faecal coliform count. For the purposes of this report, water is judged as safer or less safe. Interviewers were carefully trained to collect accurate information on the source of the drinking water. Often water comes through a pipe, but has not come from a safe source (as in the picture below). 
[image: image46.jpg]



Piped water from the Mekong river
About half of all households in Kampong Speu, Mondul Kiri and the control provinces have safer sources of water during the dry season (Table 36). The rate of safer source water is much higher in Prey Veng and Svay Rieng (about 90 percent) because of the common use of deep tube wells. The rate is lowest in Stung Treng as river water is the most common water source in the dry season. In the rainy season the rate of safer source water increases in Kampong Speu, Stung Treng and the control provinces (about 66 percent). It does not change in Mondul Kiri, Prey Veng or Svay Rieng.
Table  AUTONUM  \* Arabic  Percentage type of treatment of drinking water in household by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Boil

74.4

83.6

42.4

88.5

60.3

67.4

Use water filter (ceramic)

0.2

0.0

0.0

0.6

0.0

1.0

Add bleach/chlorine

0.0

0.0

0.2

2.6

0.0

0.6

White alum

0.0

0.8

0.7

3.8

0.0

0.0

Solar disinfection

0.8

13.9

1.6

4.5

2.5

2.3

Let stand and settle

0.0

0.0

0.0

0.0

0.2

0.2

Strain through a cloth

1.0

0.6

0.4

1.0

42.9

0.2

Total number

519

482

547

494

522

484

3048


Respondents were asked if they treat their water in any way to make it safer to drink. While most respondents say that they boil their drinking water (over 60 percent in all provinces except Prey Veng), it is likely that this is an over-estimation of real conditions. Most households do not have the equipment to boil large quantities of water and are not seen boiling water to fill their potable water stores. Less than five percent of households in all provinces use chlorine, clay/ceramic water filters, filtering and solar disinfection for water purification. Alum used almost exclusively in Stung Treng is a flocculant that causes particulates in the water to group together and settle in flakes at the bottom of still water. 

[image: image48]
Table  AUTONUM  \* Arabic  Percentage type of latrine used in household by domain, 12 KFP Survey 2006

[image: image49.wmf] 

Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

No toilet/field/forest

85.0

78.2

83.5

58.9

78.4

66.3

Flush or pour flush toilet

13.5

9.5

5.9

36.0

6.3

25.4

Pit latrine with slab

0.8

6.0

3.3

2.6

4.6

4.5

Pit latrine without slab/open pit

0.0

5.8

4.6

0.0

4.6

2.1

Toilet over water

0.0

0.4

2.4

0.0

5.9

1.2

Other/missing

0.2

0.0

0.4

0.8

0.2

0.4

Total number

519

482

547

494

522

484

3048


In all provinces surveyed, it is most common not to use a latrine but to dispose of human excreta in the field or forest. Over three quarters of households in Kampong Speu, Mondul Kiri, Prey Veng and Svay Rieng used no toilet/field/forest. Close to two-thirds used the field or forest in Stung Treng and the control provinces. The highest reported use of flush or pour flush toilet were found in Stung Treng (36 percent) and the control provinces (25 percent). The high reported use of flush or pour flush toilet is possibly due to the high urban residence of the data collected in Stung Treng and the urban populations in the control provinces. Pit latrines were uncommon in households (less than 6 percent) in all provinces. 
Table  AUTONUM  \* Arabic  Percentage of caregivers properly disposing of child’s faeces
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Buried

29.3

6.4

24.1

33.4

29.5

32.0

Thrown outside yard

20.4

35.3

24.7

9.9

22.8

22.1

Put/rinsed into toilet or latrine

2.5

11.6

2.4

13.8

3.6

16.5

Left in the open

26.2

32.4

16.8

12.8

4.2

10.5

Put/rinsed into drain, ditch, 

stream or river

9.6

5.2

18.5

20.0

24.3

9.1

Missing/don't know

6.0

6.0

5.1

3.2

12.1

4.1

Thrown into garbage

3.3

1.5

8.2

3.8

3.4

2.9

Child used toilet or latrine

2.7

1.7

0.2

3.0

0.0

2.7

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

519

482

547

494

522

484

3048


Correct disposal of child excreta is also critical for the health of the child and other members of the household. Correct methods for disposal are burial of faeces, throw or rinse into toilet or latrine and put/rinse into drain, ditch, stream or river. The other methods of disposal most often leave the waste out in the open and increase the risk of exposure to diarrhoeal disease or parasites. Burial was the most common disposal method, with about one-third of households in Kampong Speu, Stung Treng, Svay Rieng and the control provinces reporting to do so. Throwing the faeces outside the yard and leaving the faeces out in the open were also commonly reported actions. It is obvious that more health education is needed to improve proper disposal methods of child’s waste. 
Bathing is common in Khmer culture. Caregivers often bathe their child once or twice a day. Handwashing behaviours are not so common. Handwashing is a critical intervention that is obvious and easy to explain, but one that is poorly implemented even in countries with strong cultures of hygienic practices. Measuring handwashing behaviour is difficult. When respondents are directly observed, they often change their behaviours to match the recommendations. During surveys, respondents often know the preferred answer that the interviewer wants to collect and over-report these hygiene behaviours WHO, 2004). 

Respondents of the survey were asked when during the day do they wash their hands with soap or ash. All answers were recorded. The minimum recommended practices are to wash hands after defecation, after cleaning child who defecated, before preparing food and before feeding the child. The most common answer from the respondents was ‘before eating’ (about 60 percent in all provinces but Kampong Speu and Mondul Kiri). The answers ‘before feeding child’ and ‘before preparing food’ were recorded from 10 to 25 percent of respondents in all provinces. Washing hands after use of toilet was lowest in Kampong Speu (7 percent) and highest in Stung Treng (26 percent). Washing hands after cleaning the clean who defecated was lower (close to 5 percent in all provinces but Stung Treng and the control provinces). The percent of respondents who said that they did not wash their hands with soap or ash was surprising (over 15 percent in all provinces but Stung Treng). Public health campaigns to promote handwashing have begun but it is evident that the knowledge and practices still need a lot of improvement. 
Table  AUTONUM  \* Arabic  Percentage of caregiver’s timing of handwashing with soap or ash in the day before the interview, 12 KFP Survey 2006 
[image: image51.wmf] 

Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Before eating

43.5

40.0

58.5

60.7

61.1

55.8

Before feeding child

10.8

12.0

11.3

10.7

15.1

25.2

Before preparing food

11.4

15.6

15.4

26.1

19.5

20.5

After use of toilet

6.9

22.4

11.2

26.3

13.4

18.8

Did not wash hands

20.6

19.5

22.5

7.7

14.4

15.7

After eating

15.2

10.6

18.5

18.4

19.3

14.5

After preparation food

9.8

6.6

8.2

8.1

7.5

12.2

After cleaning child

5.2

4.6

4.2

8.1

6.1

11.2

After work/cleaning/rice field

5.4

2.1

2.2

3.4

17.2

5.2

Before going to sleep/after waking

3.3

1.7

0.5

3.6

7.7

1.4

Before touching infant

1.7

0.0

0.5

0.4

1.5

1.2

After touching something dirty

0.6

1.7

0.2

0.8

1.1

0.6

Don't know

2.9

1.5

1.6

2.6

0.6

0.4

Total number

519

482

547

494

522

484

3048


5.  Full Immunization 

Key Family Practice #5: Take children as scheduled to complete a full course of immunizations including at least Bacille Calmette-Guerin (BCG), diphtheria-tetanus-pertussis (DPT), oral polio vaccine (OPV) and measles before they reach one year of age. 

Child vaccinations are recorded on the yellow card or vaccination record. This card should be given to the caregiver when the child takes the first BCG vaccination just after birth. All children, especially those under two years of age should have a yellow card. Interviewers were trained to ask to see the yellow card to visually confirm that they caregiver had the card. The highest percent of confirmed possession of yellow cards in the household were in Kampong Speu, Svay Rieng and the control provinces (about 80 percent- Table 41). The lowest percent confirmed possession was in Stung Treng (62 percent) and Mondul Kiri (68 percent). This estimate was higher than the 66 percent of children with a yellow card from the CDHS 2005-06 preliminary report.  About 90 percent of respondents reported having a yellow card (seen or not seen) in all provinces. Respondents often reported that the local health centre held the yellow cards when they card was not stored in the household. The highest reported rate for having no card was 12 percent in Mondul Kiri but the total percent of no card and missing card in Stung Treng and the control provinces was almost the same (about 11 percent). 
Table  AUTONUM  \* Arabic  Percent distribution of living children under two years of age with a yellow card by visual confirmation and domain, 12 KFP Survey 2006 
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Yes, seen

79.6

67.8

76.1

62.1

83.1

79.0

Yes, not seen

12.5

20.3

15.9

27.5

9.4

10.4

Yes, seen or not seen 

92.2

88.1

92.0

89.6

92.5

89.4

No card

7.3

11.7

7.5

6.7

7.3

9.6

Missing

0.6

0.2

0.6

3.7

0.2

1.1

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

510

472

536

491

508

471

2988




The vaccinations recommended for children are detailed below in table 42. Cambodia has provided the BCG, DPT, OPV and measles vaccinations for years. Recently the hepatitis B vaccine (HBV) was included with the DPT/OPV vaccinations. This quick adoption of the new vaccine shows the forward thinking of the National Immunization Program and will help to prevent following generations from suffering from this potentially devastating disease. The Haemophilus influenza type B (Hib) vaccine has not yet been adopted into the Cambodian child vaccination schedule. 
Table  AUTONUM  \* Arabic  Expanded program of immunizations recommended early childhood vaccination schedule
	
	Vaccination(s)
	
	Timing
	

	
	BCG  
	
	soon after birth
	

	
	DPT1/ HBV/ OPV1/ Hib  
	
	6 weeks of age
	

	
	DPT2/ HBV/ OPV2/ Hib
	
	10 weeks of age
	

	
	DPT3/ HBV/ OPV3/ Hib
	
	14 weeks of age
	

	
	Measles
	
	9 months of age
	

	   Source: WHO, 2002b
	
	
	


Data on child vaccinations was recorded from the yellow card and from maternal recall when the yellow card was not available. The data from the two sources are combined to produce the overall vaccination data. The data from the vaccination record show that BCG/HEP0 is common with over 85 percent of children being vaccinated. Polio and DPT/HBV vaccination rates are also over 85 percent in all provinces except Mondul Kiri. Measles vaccination rates are much lower ranging from about 50 percent in Mondul Kiri to 73 percent in Svay Rieng. 
The data from maternal recall are based on fewer cases and show lower vaccination rates than the yellow card data. This is good that mothers are not over-reporting on vaccinations, but are likely under-reporting as they cannot remember clearly about vaccinations up to a year in the past. The reported percent of children who received no vaccinations from mother’s recall is significantly higher than data from the yellow card (24 percent versus 4 percent in control provinces). Overall the percentage of children who received a complete course of vaccinations ranged from 56 percent in Svay Rieng to 33 percent in Mondul Kiri. The percentage of children who received no vaccinations was highest in Mondul Kiri (12 percent) and lowest in Kampong Speu and Prey Veng (about 5 percent). 
Table  AUTONUM  \* Arabic  Percentage of children 12 to 23 month of age who received recommended vaccinations by type, all vaccinations and no vaccinations by domain, 12 KFP Survey 2006 
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BCG/ 

HEP0

Polio 1

Polio 2

Polio 3

DPT1

DPT2

DPT3

Measles

All vacc-

inations

No vacc-

inations

Total

Vaccinations data from Yellow Card

Kampong Speu

88.5

93.3

90.9

91.5

92.7

93.3

88.5

71.5

57.6

1.8

165

Mondul Kiri

88.4

94.2

89.9

79.7

87.7

88.4

71.0

48.6

35.5

2.2

138

Prey Veng

89.9

94.6

93.5

89.3

92.3

86.9

87.5

60.7

46.4

0.0

168

Stung Treng

89.2

97.5

95.0

90.0

94.2

93.3

85.8

65.0

55.0

1.7

120

Svay Rieng

93.0

97.7

95.3

90.1

97.1

94.7

88.3

72.5

64.9

1.2

171

Control Provinces

84.8

94.7

93.2

86.4

91.7

92.4

84.8

65.2

50.8

3.8

132

Total

894

Vaccinations data from Mother's Report

Kampong Speu

85.2

81.5

74.1

55.6

64.8

57.4

48.1

72.2

38.9

11.1

54

Mondul Kiri

67.5

63.6

50.6

42.9

53.2

39.0

33.8

49.4

28.6

29.9

77

Prey Veng

71.2

79.7

66.1

28.8

71.2

54.2

22.0

69.5

11.9

18.6

59

Stung Treng

76.2

72.6

66.7

51.2

61.9

51.2

46.4

64.3

35.7

21.4

84

Svay Rieng

57.8

55.6

42.2

31.1

44.4

35.6

31.1

40.0

22.2

37.8

45

Control Provinces

73.8

69.0

50.0

42.9

47.6

40.5

31.0

52.4

19.0

23.8

42

Total

361

Vaccinations data from both sources

Kampong Speu

87.7

90.4

86.8

82.6

85.8

84.5

78.5

71.7

53.0

4.1

219

Mondul Kiri

80.9

83.3

75.8

66.5

75.3

70.7

57.7

48.8

33.0

12.1

215

Prey Veng

85.0

90.7

86.3

73.6

86.8

78.4

70.5

63.0

37.4

4.8

227

Stung Treng

83.8

87.3

83.3

74.0

80.9

76.0

69.6

64.7

47.1

9.8

204

Svay Rieng

85.6

88.9

84.3

77.8

86.1

82.4

76.4

65.7

56.0

8.8

216

Control Provinces

82.2

88.5

82.8

75.9

81.0

79.9

71.8

62.1

43.1

8.6

174

Total

1255

Note: All Vaccinations are BCG/Hep0, Measles and three doses of DPT/Hep B and polio vaccine. 


6.  Protection from Malaria 

Key Family Practice #6: Protect children in malaria endemic areas, by ensuring that they sleep under insecticide-treated bednets. 
Malaria is responsible for about 10 percent of under-five deaths worldwide and 90 percent of those malaria related deaths occur in sub-Saharan Africa. In Cambodia, malaria does not cause a comparable rate of child mortality. Research from international experts estimate that malaria is responsible for about 1 percent of child deaths in Cambodia (Black et al.,2003). 

The Cambodia Malaria Baseline Survey (CMBS) 2004 reported that children under five who lived less than 2 km from forest had a 3 percent slide positive for malaria. The sampling did not cover areas of low risk of local transmission so it is difficult to calculate national estimates of malarial morbidity. On the map of selected clusters by forest cover, it is clear that the sampled areas were largely outside the region of high population density. No mortality estimates caused by malaria were reported in the CMBS 2004.
The correct use of insecticide treated nets (ITN) is the most recommended intervention for prevention of malaria. The effectiveness of this intervention depends on high coverage and effective utilization. The ITN intervention primarily targets households with children less than five years of age and pregnant women in targeted areas. 
The intervention includes use of the ordinary ITNs that require retreatment with insecticide every 6 months and new long-lasting insecticide treated nets (LLINs). The long-lasting nets can retain effective concentration of insecticides for up to 20 washes and began to be distributed in Cambodia around October of 2006. To correctly use a ITN, the family must adopt the following behaviours:
· Acquire the ITN

· Hang the ITN correctly (ensure that the borders are secure, it is hanging correctly and protects but does not touch the skin

· Use the ITN regularly (at peak biting times and throughout the year)

· Retreat the ordinary ITN every six months or whenever it is washed. 

Information in every selected household was collected on the ownership and use of bednets, both treated and untreated. Ownership of bednets was high (over 93 percent in all provinces-Table 44). There were on average of 2 bednets per household in all provinces. 
Table  AUTONUM  \* Arabic  Percentage of households owning bednets, average number of nets owned per household by domain and total number of nets in sample by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Household

Percent of households owning 

mosquito nets

96.0

93.4

95.8

97.8

98.1

97.5

Total number

519

482

548

499

522

484

3054

Bednets

Average number of nets per 

household

1.9

1.6

1.8

2.3

1.7

2.0

Total number of households

498

450

525

487

512

471

2943

Total number of nets in 

sample

940

719

924

1139

862

928

5512


The data on when bednets were acquired show that most households purchased or received their nets 2 years ago or more (Table 45). About 15 to 30 percent of nets were acquired over a year before the interview, and only 8 to 20 percent of nets were acquired in the past 6 months. 

Table  AUTONUM  \* Arabic  Percent distribution of bednets by how long ago they were acquired and domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

less than 5 months

12.4

13.4

7.9

13.0

20.2

15.4

from 6-11 months ago

5.1

4.8

3.2

8.7

7.4

5.6

from 12-23 months ago

21.0

26.8

15.7

33.8

27.8

21.1

2 years or more

61.5

55.1

73.2

43.9

44.5

57.9

Don't know/missing 

0.0

0.0

0.0

0.7

0.0

0.0

100.0

100.0

100.0

100.0

100.0

100.0

Total number

959

733

896

1110

879

935

5512


The market was the most common source of bednets in Kampong Speu, Prey Veng, Svay Rieng and the control provinces (60 to 85 percent –Table 46). Hawkers who are South Asian travelling vendors sell between 25 to 30 percent of the nets purchased in Kampong Speu and Prey Veng. The government or NGO project was the major source of nets in Stung Treng and Mondul Kiri (55 to 64 percent, respectively). 
Table  AUTONUM  \* Arabic  Percent distribution of nets by where or from whom they were acquired and domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Market

59.1

26.9

66.5

31.7

85.9

73.0

Hawker

31.6

8.5

25.7

11.1

3.7

17.2

Government/NGO/Project

5.8

63.7

1.8

55.3

1.0

7.0

Relative/friend

1.3

0.7

5.5

1.2

8.7

2.6

Other

1.1

0.2

0.0

0.2

0.2

0.1

Don't know/missing 

1.2

0.2

0.4

0.5

0.4

0.2

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

959

733

896

1110

879

935

5512


Table  AUTONUM  \* Arabic  Percent distribution of nets by treatment before/at purchase or since and domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Net was it treated before/at time of purchase

Yes

4.0

66.2

0.6

58.6

0.3

6.9

No

91.2

32.7

99.3

40.8

99.2

91.9

Not sure

4.1

1.1

0.1

0.6

0.5

0.5

Missing 

0.7

0.0

0.0

0.0

0.0

0.7

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

959

733

896

1110

879

935

5512

Net treated since purchase

Yes

2.7

32.3

0.7

38.9

0.6

2.7

No

97.1

66.3

99.2

61.1

99.4

97.3

Not sure

0.1

1.4

0.1

0.1

0.0

0.0

Missing 

0.1

0.0

0.0

0.0

0.0

0.0

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

959

733

896

1110

879

935

5512


The respondent was asked if the bednets were treated with insecticide to kill mosquitoes and protect the family from malaria. Nets were only commonly treated before or at purchase in Mondul Kiri and Stung Treng provinces (66 and 59 percent, respectively –Table 47). Over 90 percent of the bednets in the other provinces were not treated before or at purchase. Bednets need to be retreated every six months or after washing. Again, bednets were only treated since purchase in Mondul Kiri and Stung Treng (32 and 39 percent, respectively). 
Table  AUTONUM  \* Arabic  Percent distribution of treatment of nets by time since treatment and domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

5 months or less

0.7

22.3

0.1

21.0

0.1

1.3

from 6-11 months ago

0.2

1.7

0.1

5.0

0.0

0.3

from 12-23 months ago

0.5

3.9

0.1

7.3

0.0

0.1

2 years or more

0.6

2.3

0.2

1.9

0.0

0.4

Not treated 

97.3

67.7

99.3

61.1

99.4

97.3

Don't know/missing 

0.5

2.1

0.1

3.6

0.5

0.5

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

959

733

896

1110

879

935

5512


Table 48 above shows timing of treatment for all nets that have been treated. In the provinces of Kampong Speu, Prey Veng, Svay Rieng and the control provinces, the number of nets that were treated was at or less than one percent. For nets that have been treated, 22 percent in Mondul Kiri and 21 percent in Stung Treng were treated in the past six months.  The data clearly show that preventive interventions for malaria are only a priority in Mondul Kiri and Stung Treng. Even in these two provinces only about 20 percent of households are protected which is most likely not effective for reducing malarial morbidity. 
Children under five and pregnant women are considered to be the most at risk of malaria. Over three quarter of children under five years of age slept under bednets in all provinces (Table 49). Prey Veng had the lowest percent of children of all ages sleeping under bednets. Children from 10 to 14 years of age use the bednet less than younger brothers and sisters. Only about 20 percent of children of all ages in Mondul Kiri and Stung Treng provinces slept under an insecticide treated net the night before the interview. 
Table  AUTONUM  \* Arabic  Percentage of children by age groups who sleep under a net and an insecticide-treated bednet, 12 KFP Survey 2006 
[image: image59.wmf]Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Percent of children in the household who slept under any bednet

Under five years old

88.0

82.1

78.0

87.6

92.7

87.8

Total number

673

743

724

702

656

654

4152

Five to nine years old

90.8

82.8

76.6

91.1

93.5

91.5

Total number

360

377

286

327

276

282

1908

Ten to fourteen years old 

81.8

78.1

69.9

84.2

93.5

88.6

Total number

275

251

206

234

216

228

1410

Percent of children in the household who slept under a bednet treated in the past six months. 

Under five years old

1.5

18.7

0.1

21.4

0.0

2.3

Total number

673

743

724

702

656

654

4152

Five to nine years old

0.3

19.9

0.0

19.9

0.0

3.2

Total number

360

377

286

327

276

282

1908

Ten to fourteen years old 

0.4

21.9

0.0

17.1

0.0

2.2

Total number

275

251

206

234

216

228

1410


To prevent malaria within target groups, all members of the household must be protected. If one person is infected than one mosquito can pass the virus from one to all household members. About 87 percent of women of reproductive age slept under a bednet in all provinces except Svay Rieng where 97 percent used the bednet (Table 50). For men older than 15 years of age 75 percent used bednets in Kampong Speu, Stung Treng and Prey Veng. About 85 percent used the nets in Mondul Kiri and the control provinces. Svay Rieng had the highest percent of men used nets (97 percent). About 20 percent of the women, men and all household members used insecticide-treated bednets in Mondul Kiri and Stung Treng provinces. Less than 2 percent in all other provinces used insecticide-treated bednets. 
Table  AUTONUM  \* Arabic  Percentage of women of reproductive age, men and all household members who slept under a net or an insecticide-treated bednet in the night before the interview, 12 KFP Survey 2006  
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Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall

Household members who slept under any bednet

Women 15-49 years

86.9

87.6

87.8

89.7

96.6

89.5

Total number

663

590

694

679

647

685

3958

Men 15 and older

77.7

83.9

75.0

78.0

92.2

85.7

Total number

705

634

712

701

619

711

4082

All household members

84.6

83.2

79.3

85.7

93.3

88.1

Total number

2810

2673

2803

2775

2520

2705

16286

Household members who slept under a bednet treated in past six months

Women 15-49 years

1.1

21.0

0.1

20.5

0.0

1.9

Total number

663

590

694

679

647

685

3958

Men 15 and older

1.0

19.4

0.0

18.5

0.0

1.5

Total number

705

634

712

701

619

711

4082

All household members

1.0

19.9

0.1

19.9

0.0

2.0

Total number

2810

2673

2803

2775

2520

2705

16286


In the provinces surveyed, between 35 and 45 percent of children under two years of age were reported to be ill with fever in the two weeks before the interview (Table 65). Of those with fever, 33 percent in Stung Treng and 26 percent in Mondul Kiri were tested for malaria. Between 7 to 10 percent of children with fever were tested for malaria in Kampong Speu, Prey Veng and the control provinces. Only 3 percent of children with fever and who were tested for malaria were treated with antimalarials in Stung Treng and 2 percent in Mondul Kiri. One percent of children with fever who were not tested for malaria were treated with antimalarials in Mondul Kiri and the control provinces.  
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall  

Have someone to consult on 

child illness

44.5

32.8

44.5

50.7

55.3

46.6

Total number

510

472

536

491

508

471

2988

Person to consult on child illness

VHV/VHSG

26.4

9.7

18.1

43.8

21.8

38.1

Relative or neighbour

24.2

41.9

19.4

13.7

49.6

28.0

Mother/mother-in-law

38.8

9.0

11.8

4.8

31.4

17.9

Doctor-don't know level

10.6

18.1

36.7

26.1

27.1

14.2

Nurse

4.8

5.2

16.9

1.2

6.4

13.3

Midwife

4.8

9.7

11.0

20.9

3.6

11.5

Husband

26.4

18.7

1.3

2.4

3.6

4.6

Friend

1.8

0.6

0.8

0.8

2.5

0.9

Other family member

2.6

0.0

0.4

0.8

0.4

0.5

Mother support group

1.3

1.3

0.8

6.8

2.9

0.5

Traditional healer

0.0

0.6

0.4

0.8

0.4

0.0

Total number

227

155

237

249

280

218

1366

Figure 5: Percentage of children with fever who were tested for malaria and treated for malaria by test status and domain, 12 KFP Survey 2006 

This data possibly demonstrate the following conditions: malaria is not common, health care providers do not commonly treat children with antimalarials, the data was conducted in a season when malaria was not common or respondents do not know what children are treated with. There is an obvious emphasis on treating malaria in Mondul Kiri and Stung Treng. Unfortunately in these two provinces the interviewers did not visit the more remote villages in the sample so the percentage of children tested for malaria is likely to be overestimated. 

Similar results were found in the CMBS 2004 that showed that net coverage is high but few of these nets are treated in the last six months. According to the recommendations of the CMBS 2004, the National Malaria Programme could greatly improve its impact treating and retreating existing nets with the insecticide instead of distributing more mosquito nets. Clear research is needed to document the burden of mortality and morbidity caused by malaria. Once this issue is clarified, funding for addressing the disease should be brought in line with its ranking within the causes of child mortality in Cambodia. 
7.  Early Child Development 

Key Family Practice #7: Promote mental and social development by responding to a child’s need for care, and through talk, playing and providing a stimulating environment.
There is no data on the prevalence of developmental delays in children in Cambodia, but 37 percent of children are chronically malnourished (CDHS 2005-06 preliminary report). This is a strong risk factor for disadvantaged environments and developmental delays in children (Grantham-McGregor et al., 1999). Other risk factors are low birth weight, low socioeconomic status and child neglect. There are no data on national estimates for low birth weight, but it is considered to be serious problem along with poverty. Child neglect is an issue difficult to assess on the national level. All risk factors listed are not uncommon in Cambodia. 
Research has shown that early childhood care and development (ECCD) interventions are effective in malnourished populations. ECCD interventions resulted in improved growth in malnourished children (WHO, 2004). However, combined nutritional supplementation and ECCD interventions resulted in an improved growth in malnourished children. ECCD interventions also have significantly improved developmental outcomes in malnourished children both in combination with and without nutritional supplementation (Grantham-McGregor et al.,1997) Again The ECCD interventions with nutrition supplementation resulted in greater effects on developmental than the ECCD interventions or nutritional supplements alone. 
The most vulnerable period for mental and social development of children is the first few years of life. Researchers report that half of the intellectual development potential is established in the before children reach five years of age (Pollitt, 1996). Centre based ECCD interventions have been shown to be more effective than home based approaches, but early childcare centres in Cambodia have not yet been created. A combination of centre based and home based approaches is optimal situation with sustained interventions for 2 to 5 years to  ensure the child can grow to his or her full developmental potential. 
Table  AUTONUM  \* Arabic  Percentage of mother’s description of child’s character by domain, 12 KFP Survey 2006  
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To allow mothers to begin to talk about the development of their child, they were first asked to describe the character of their child. Some answers are general such as quiet and some are age specific like being scared of strangers. The most common answer was active ranging from 27 percent in Kampong Speu to 53 percent in the control provinces. Smart and happy were the second and third most common answers.  About one-third of all mothers reported that their child cries a lot in all provinces except the control provinces. Reports of don’t know were low in all provinces except Mondul Kiri (15 percent). Many mothers had difficulty answering this question. It was evident that caregivers need to learn vocabulary to be able to talk about a child’s development in order to recognize, understand and help to promote healthy child behaviours. 

Mothers were asked if they could stimulate their child to learn how to walk. Many mothers responded no (about 30 percent in control provinces). This possibly shows a great difference in the concepts of child development between western ideas and Cambodian or poor comprehension of the question. When the question was analysed according to the age of the child, it was evident that mothers realized that they could stimulate their child to walk as their child grew older. About 30 percent of mothers in Mondul Kiri, Stung Treng and Prey Veng responded that they could help teach their child to walk when their child was less than 6 months and between 55 and 65 percent responded that they could stimulate their child to walk when he/she was 12 months or older. Over 70 percent of mothers in Svay Rieng responded that they could stimulate their child to learn to walk when the child was less than 6 months of age and over 90 percent responded they could help their child learn when he/she was 12 months or older. It would be interesting to do further research on what are the differences that explain the differences in understanding about child development in Svay Rieng compared to the other program provinces. 
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Figure 6. Percent of mothers who responded that children can be stimulated to learn to walk by age of child and domain, 12 KFP Survey 2005

Those mothers who responded that they could stimulate their child to learn to walk were asked at what age parents should begin to help teach their child to walk (Table 52). All provinces but Kampong Speu reported that 10 months was the correct time to start. The standard deviations for this average were 2 months in all provinces but the control provinces where it was three months. This shows that there was a lot of variation in the answers. The type of reported activities that parents could do to stimulate the child to walk were to hold the child hands while walking, teach the child to walk with a bar, and encourage the child to come to a caregiver. 
Table  AUTONUM  \* Arabic  Mean age in months when parents should begin to stimulate their child to learn to walk and percentage response of different stimulative activities from mothers who stated they could stimulate their child to learn to walk, 12 KFP Survey, 2005
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Mean Age in Months 

11.1

10.3

10.3

9.9

10.1

9.7

SD

2.3

2.1

2.4

2.3

2.1

2.7

Hold hands while walking

49.3

75.0

63.2

52.3

68.8

62.6

Teach child with bar

45.3

28.2

64.2

48.6

54.1

48.9

Encourage child to come

3.7

5.5

8.4

2.3

5.5

12.1

Don't know

6.1

0.5

0.0

0.9

0.2

0.9

Total number

296

220

285

222

416

321

1760
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Child learning to walk in Mondul Kiri
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Figure 7. Percent of mothers who responded that children can be stimulated to learn to speak by age of child and domain, 12 KFP Survey 2005

The same questions were asked to the mother about stimulation to learn to speak. The same trend was found that mothers responded yes more often as the children grew older. Mondul Kiri had the lowest averages for mothers who thought they could stimulate their child to learn how to speak when their children were less than 6 months of age. The average increased greatly by age of the child. For children one year or older, over 70 percent of mothers in Mondul Kiri responded that they could help their child learn to speak. The highest averages of mothers responding yes at all age groups were in Svay Rieng and the control provinces which started over 65 percent when children were less than 6 months of age and end between 80 and 90 percent when children were one year or older.  

Table  AUTONUM  \* Arabic  Mean age in months when parents should begin to stimulate their child to learn to talk and percentage response of different stimulative activities from mothers who stated they could stimulate their child to learn to talk, 12 KFP Survey, 2005

[image: image64.wmf] 

Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Mean Age in Months 

11.1

10.7

10.5

9.2

10.4

9.7

Standard Deviation

3.9

3.7

4.2

6.0

2.6

3.9

Talk to child

52.9

72.2

73.4

74.1

54.5

72.9

Teach words for family

25.4

26.2

41.8

17.4

57.3

50.7

Repeat words/copy sounds

44.3

43.7

60.7

33.7

63.8

46.1

Encourage child to respond

23.9

21.8

39.0

16.7

24.0

30.3

Teach to say hello

1.8

3.2

4.2

4.6

3.0

8.5

Teach to use polite words

1.5

0.8

3.4

2.1

1.0

2.9

Teach to count

0.6

0.0

1.7

0.4

0.8

0.9

Total number

327

252

354

282

400

343

1958


Mothers who responded that they could stimulate their child to learn how to speak were asked when parents should begin to stimulate their child to learn to talk (Table 53). Stung Treng had the lowest average age at 9 months. Svay Rieng and the control provinces reported an average age of 10 months, and Kampong Speu, Mondul Kiri and Prey Veng reported 11 months. The standard deviations for the mean were large in all provinces showing a large amount of variations in the answers. The most common activities that mothers reported they could to stimulate their child were to talk to the child, teach words for the family, repeat words/copy sounds and to encourage the child to respond when spoken to. 
Mothers were asked to respond yes or no to a series of questions on giving care.  These types of yes/no questions are not as accurate as more open ended questions on child care, but many mothers had difficulties communicating about their child’s development and open ended questions are difficult to record in the quantitative survey context. About 95 percent of all mothers responded that they supervised their child during play except in Mondul Kiri (89 percent). About 90 percent of mothers in all provinces reported that they held/showed affection to their child and spoke to their child. When asked about making a safe area for the child to play, mothers affirmative responses ranged from 21 percent in Prey Veng to 62 percent in Stung Treng. Mortality studies in South Asia and South-east Asia have shown that accidents are a major cause of death of children over 1 year of age. This is important for both child well-being and child survival. Toys are a great source of stimulation for children and can be made age specific for the different developmental stages of children. Mothers response to make/give toys to the child ranged from 24 percent in Mondul Kiri to 43 percent in Kampong Speu and Stung Treng. 
Table  AUTONUM  \* Arabic  Percentage of mothers who respond that they stimulate and protect their child in the following ways by domain, 12 KFP Survey 2005
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Supervised during play

93.1

88.5

96.6

96.3

95.3

94.7

Hold/show affection to child

96.5

87.5

95.7

96.9

96.6

94.5

Speak to child

88.4

89.0

95.7

96.1

94.5

93.0

Play together with husband

74.5

62.8

66.5

87.3

83.8

74.4

Peek-a-boo or hide & seek

67.5

56.7

60.4

68.2

80.9

73.5

Respond to child when he/she 

speaks

67.3

45.1

74.2

69.0

78.9

61.3

Sing and make music

54.4

47.4

69.9

74.6

76.8

57.2

Make a safe area for child

31.0

50.2

20.7

61.9

38.1

34.4

Make/give toys to child

43.1

23.7

33.8

43.0

36.1

39.4

Read/tell stories

8.1

7.0

17.4

15.1

10.8

5.0

Total number

510

472

536

491

508

471

2988


Further yes/no questions were asked to the mother about positive and negative ways to respond to the child. The most common negative response was to ignore the child. About two-thirds of mothers in Prey Veng, Svay Rieng and the control provinces answered that they ignored their children. As there is no measure of intensity of ignoring the child, it is not clear if this is a serious issue affecting child development. Sixty percent of mothers or more stated they responded enthusiastically to their child’s achievements in all provinces but Kampong Speu and Mondul Kiri. Over 50 percent of mothers reported to reward their child for good behaviour in Prey Veng, Stung Treng and Svay Rieng. The average was lower about 30 percent in Kampong Speu, Mondul Kiri and the control provinces. Between 10 to 30 percent reported to scold their child for bad behaviour and about 12 percent in all provinces but Mondul Kiri reported to physically punish their child for bad behaviour. Physical punishment and displays of violence can negatively affect a child’s development and children who are punished by angry parents are more likely to become violent themselves.
Table  AUTONUM  \* Arabic  Percentage of mothers who state that they respond to their child’s behaviour in the following ways by domain, 12 KFP Survey 2005
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Ignore child

42.5

38.8

65.4

18.4

69.1

63.2

Enthusiastic response to the 

child's achievements

48.2

54.1

72.3

67.0

80.3

59.9

Reward for good behaviour

29.6

24.2

72.0

49.5

53.3

29.5

Scold child for bad behaviour

20.6

9.3

24.7

27.0

31.3

22.0

Physically punish child for bad 

behaviour

13.5

4.2

12.1

12.9

10.8

11.3

Total number

510

472

536

491

508

471

2988


Finally, mothers were asked what parents could do in the first two years of the child’s life to make their child smarter in an open ended question. All answers were recorded. The common answer was talk to the child ranging from over 40 percent in Prey Veng, Stung Treng and the control provinces to 14 percent in Kampong Speu. Treat the child with love was reported (18 percent or more) in Prey Veng, Svay Rieng and the control provinces, but was not commonly reported in the other three provinces. Protect the child from disease was reported in Svay Rieng and the control provinces (13 percent or higher). Breastfeeding was only reported significantly in Prey Veng (13 percent). Don’t know was the most common answer in Kampong Speu and Mondul Kiri (over 44 percent) and ranged between (25 to 35 percent) in other provinces demonstrating a lack of knowledge on the issue or lack of capacity to communicate about the issue. 
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Child’s line drawing on the river bank in Stung Treng province

Table  AUTONUM  \* Arabic  Percentage of mother’s responses to what parents can do in the first two years of life to make their child smarter, 12 KFP Survey 2005
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Talk to the child

14.1

34.6

45.4

40.3

25.7

42.4

Teach names of family

15.4

17.2

25.2

12.2

26.4

27.9

Treat child with love

3.3

3.9

19.2

4.8

18.0

26.4

Teach names of objects

13.9

13.5

20.8

11.2

14.2

23.8

Protect child from disease

0.8

2.7

6.2

1.4

12.5

17.4

Play with child

3.7

11.4

18.8

9.8

16.3

19.2

Encourage activities

5.6

7.7

18.4

11.6

23.9

9.9

Breastfeed the child

4.0

3.3

13.1

3.2

6.3

6.0

Give child appropriate food

2.1

0.2

0.4

1.4

3.4

3.5

Let child play with toys

0.6

2.1

4.4

6.0

6.5

2.1

Use iodized salt

0.2

0.6

3.8

1.2

1.3

0.6

Don't know

57.0

44.4

24.8

34.9

25.7

24.2

Total number

510

472

536

491

508

471

2988


The care and attention that an infant or young child receives is critically important for child development and will have a lasting influence over their entire life. Babies begin to learn rapidly from birth. They develop mentally and socially and physically grow fastest when they receive affection, attention and nurturing along with good nutrition and health care. Encouraging children to play and explore their environment helps them to develop. Parents need to know and have the vocabulary to communicate about child development in order to promote child development. Child stimulation should not be forgotten as a complicated intervention. Like breastfeeding it is not reliant on external components or costly materials. Handmade toys from locally available materials, words, songs, rhymes, and stories all play an important part to stimulate the child visually and with sound. These interventions are even more important when dealing with malnourished and/or impoverished children as found in Cambodia. 
8.  Continued Feeding through Illness

Key Family Practice #8: Continue to feed and offer more fluids, including breastmilk to children when they are sick. 
Children are different from adults when it comes to eating during illness. For adults it is often more comforting not to eat during bouts of diarrhoea or other illnesses. Adults have enough nutrient and energy stores to not eat and endure the illness without any negative consequences. Infants and young children are the opposite. They often do not have nutrient or energy stores as they are dedicating all 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 increases 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). 
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Figure 8. Prevalence of diarrhoea and acute respiratory illness in sample by age of child, 12 KFP Survey 2005
Common childhood illnesses are associated to the age of the child. Infants less than six months old are mostly breastfeeding. The antibodies in the breastmilk, the limited exposure to germs and the relatively good nutritional status serve to protect the child from illness. Giving complementary foods too early in many children increases exposure to germs and the prevalence of infection rises. Figure 8 above shows how fever, diarrhoea and ARI rise rapidly from low prevalence in the first month of life to their maximum level by 6 to 7 months of life. After 6 months of age, the prevalence of fever and ARI maintain their high levels. Diarrhoea begins to decrease in prevalence after the growth spurt of the child by about 20 months of age. 
Children often reject foods during illness but it is important to continue to offer foods. Studies show that breastmilk is rarely rejected during illness, while other liquids and foods often are. This shows the importance of breastfeeding during illness and reinforces the need to continue to breastfeed until the child reaches the age of two years or more. Mothers were asked how much their child was given to drink (including breastmilk) when he/she was sick with diarrhoea (Table 57). More was the most common answer in Kampong Speu and Prey Veng (70 percent), Svay Rieng and the control provinces (60 percent) and Stung Treng (46 percent). More and the same were reported the same percent in Mondul Kiri (38 percent). 

Looking at the dangerous behaviour of the caregivers, in Stung Treng and Mondul Kiri 34 percent and 24 percent, respectively gave less or no liquids to their child while he/she had diarrhoea. In Kampong Speu, Prey Veng and Svay Rieng about 10 percent of caregivers practiced this dangerous behaviour and 17 percent did so in the control provinces. 

Table  AUTONUM  \* Arabic  Percentage of children from 6 to 23m of age with diarrhoea in the last two weeks by quantity given to eat and drink by domain, 12 KFP Survey 2005. 
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Preventive health interventions

Percent with zero interventions

6.7

9.5

1.7

10.6

1.0

10.2

Mean

2.0

1.8

2.3

1.8

2.5

2.0

Standard deviation

1.1

1.0

1.0

1.1

1.0

1.2

Total number

510

472

536

491

508

471

2988

Recommended health practices

Percent with zero practices

2.4

4.2

1.9

1.2

1.2

1.7

Mean

3.4

2.7

3.2

3.5

3.7

3.7

Standard deviation

1.5

1.4

1.4

1.4

1.4

1.6

Total number

510

472

536

491

508

471

2988

Total practices (preventive health interventions + recommended health practices)

Mean

5.4

4.5

5.5

5.4

6.3

5.7

Standard deviation

2.0

1.8

1.9

2.0

1.9

2.1

Total number

510

472

536

491

508

471

2988


Table  AUTONUM  \* Arabic  Percentage of children from 6 to 23m of age with fever or cough with difficult breathing in the last two weeks by quantity given to eat and drink by domain, 12 KFP Survey 2005. 
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

How much was given to drink when child had fever or cough with difficult breathing

Nothing to drink 

0.0

6.3

1.5

3.9

0.6

0.8

Much less

8.7

5.6

2.6

17.8

2.7

5.1

Somewhat less

9.9

5.6

11.4

12.4

10.9

8.1

Dangerous behaviour     

Total: Nothing + Much less + 

Somewhat less

18.6

17.5

15.5

34.1

14.2

14.0

About the same

32.6

46.5

32.1

35.7

36.1

31.6

More

47.1

35.4

50.8

30.2

49.7

52.2

Don't know/ missing

1.7

0.6

1.6

0.0

0.0

2.2

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

172

144

193

129

183

136

957

How much was given to eat when child had fever or cough with difficult breathing

Not yet complementary fed

0.0

8.3

2.6

2.3

3.8

2.9

Stopped feeding

1.2

2.8

2.1

1.6

0.5

0.0

Much less

5.2

3.5

5.2

17.8

6.6

3.7

Somewhat less

23.3

11.1

31.1

27.9

32.2

16.2

Dangerous behaviour      

Total: Never + Stopped + 

Much less + Somewhat less

29.7

25.7

41.0

49.6

43.1

22.8

About the same

40.1

47.9

35.2

31.0

35.0

37.5

More

27.3

25.7

21.8

19.4

21.9

39.0

Don't know/ missing

2.9

0.7

2.0

0.0

0.0

0.7

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

172

144

193

129

183

136

957


Children with diarrhoea should be fed nutritionally complete diets made from locally available foods. Caregivers should not change the child’s diet when he/she is sick. Feeding locally available foods does not increase the duration of diarrhoea. The mother’s reported feeding practices for children older than 6 months of age is shown above (Table 58). The most appropriate answer, to offer more foods while sick was the most common answer in Stung Treng (34 percent), Kampong Speu (47 percent), and the control provinces (55 percent). The dangerous behaviours of giving less or no foods was highest in Prey Veng (54 percent) Stung Treng (44 percent) and Svay Rieng (34 percent). In the other three provinces, it was reported to be 25 percent or less. 

Caregivers often have different feeding practices for different illnesses. In Cambodia, illnesses are often graded as hot or cold and feeding practices vary for these conditions.  Feeding practices while the child has fever or ARI are shown in Table 58. Giving more liquids during fever and ARI is the most common answer in Kampong Speu, Prey Veng, Svay Rieng and the control provinces (about 50 percent).  The dangerous behaviours of giving no or less liquids were about 15 percent in all provinces except Stung Treng where it was higher (34 percent). 
About the same amount of food offered was the most common answer reported in all provinces (from 30 to 50 percent) except the control provinces. About 40 percent of mothers in the control provinces reported they offered more food during the illness. The dangerous practices were reported to be less than 30 percent in Kampong Speu, Mondul Kiri and the control provinces. In Prey Veng, Stung Treng and Svay Rieng, the dangerous practices ranged from 41 to 50 percent. 

Poor feeding practices and illness work together to cause malnutrition. The onset of malnutrition occurs at about six months of age exactly when the prevalence of child illness rises to its peak. Continued feeding during illness is a critical intervention to reduce the severity and duration of the illness and the possible subsequent malnutrition. This intervention does not require any costly materials from outside the community, besides clear health messages provided to caregivers in a manner they understand and feel motivated to put into practice. 
9.  Appropriate Home Treatment for Sick Children. 

Key Family Practice #9: Give 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 zinc tablets. In malarious areas, all fevers should be treated with antimalarials (TDR, 2000). 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 use of relevant treatments

· Avoidance of ineffective or harmful treatments

· Continuation of 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 do not know correct treatments or dosing for ages of children. Drug vendors also respond to the demand of caregivers, often selling medicines 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. The appropriate solution in Cambodia most likely is to train the community health volunteers along with the caregivers, so the demand will shift to appropriate treatments and doses. 
Oral rehydration therapy for diarrhoea is simple, but caregivers can and do make mistakes that can threaten the life of the child. When unsafe water, non-recommended liquids like condensed milk or syrups are used or incorrect quantities of ORS powder to water, the solution can be dangerous as it does not correct the dehydration or continue to infect the child. 
The rate of knowledge about ORS packets was high (Table 59). Over 85 percent of mothers recognized the ORS packet when it was presented by the interviewer except in Mondul Kiri (64 percent). Mothers who knew of ORS, were asked how much water should be mixed with one packet. Over 72 percent of mothers gave the correct answer (1 litre) in all provinces. Mondul Kiri had the highest percent of women answering don’t know (25 percent).
Table  AUTONUM  \* Arabic  Percentage of mothers of living children who have heard of oral rehydration solutions and percent distribution of how much water to add to one ORS packet, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Ever heard of ORS

86.6

64.3

85.8

88.4

91.1

84.9

Total number

510

472

536

491

508

471

2988

Quantity of water to add to one packet of ORS

1 Litre

75.7

72.9

72.0

71.7

79.0

77.0

More or less than one Litre

3.2

2.3

9.8

6.9

6.0

5.8

Don't Know 

21.1

24.8

18.3

21.4

14.9

17.3

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

441

303

460

434

463

400

2501


Diarrhoea in children under two is common, the prevalence from mother’s reports shows that about 30 percent of children had diarrhoea in the past 2 weeks in Kampong Speu, Prey Veng and Svay Rieng. The prevalence was lower in the control provinces, Mondul Kiri (about 23 percent) and Stung Treng (18 percent). The prevalence of diarrhoea from the CDHS 2005-06 preliminary report (20 percent) was similar to the prevalence of the 12 KFP survey (24 percent in the control provinces). About three-quarters of mothers sought treatment for diarrhoea in all provinces except Stung Treng (60 percent). 
Table  AUTONUM  \* Arabic  Percentage of mothers of children with diarrhoea in the past two weeks and percentage who sought advice or treatment and domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Prevalence

27.8

21.6

30.8

17.5

29.9

23.6

Total number

510

472

536

491

508

471

2988

Sought treatment

74.6

76.5

71.7

59.3

75.7

73.9

Total number

142

102

166

86

152

111

758


When caregivers recognize diarrhoea, they should begin to treat it straight away at home with ORS or recommended home fluids. ORS was most commonly given to children aged 6 to 23 months with diarrhoea in Stung Treng (50 percent) and Mondul Kiri and the control provinces (about 40 percent- table 60). The reported use of ORS packets in the CDHS 2005-06 preliminary report (21 percent) was much lower than the 12 KFP survey (36 percent). Recommended home fluids were more common in Kampong Speu (45 percent). Overall the percentage of children with diarrhoea who were correctly treated with one of the two options was about 60 percent in Kampong Speu and Stung Treng, close to 50 percent in Mondul Kiri, Svay Rieng and the control provinces, and only 33 percent in Prey Veng. The percent given any oral rehydration therapy from the CDHS 2005-06 preliminary report (59 percent) is similar to that from the 12 KFP Survey (52 percent in the control provinces). These low percentages of correct treatment of children with diarrhoea show a lot of opportunity for improvement. 
Other treatments for diarrhoea were common in Svay Rieng (75 percent), the control provinces (60 percent) and Kampong Speu, Mondul Kiri and Prey Veng (about 50 percent). The majority of these treatments are inappropriate or even dangerous. The most common other treatments were tablets or syrup ranging from 61 percent in Svay Rieng to 29 percent in Stung Treng. For diarrhoea that is not dysentery, there are no tablet or syrup treatments (except zinc) that are recommended for treatment of diarrhoea. Zinc for treatment of diarrhoea was only commonly available in one small pilot project. ORS and/or recommended home fluids have been repeatedly proven to be the most effective treatment for diarrhoea and dehydration. Between 5 to 10 percent of children with diarrhoea were treated with injections in Kampong Speu, Stung Treng, Svay Rieng and the control provinces. This treatment is incorrect and possibly dangerous. One to three percent of children were given an intravenous drip (IV), which is inappropriate in most all cases. IV fluids are only recommended when the child is severely dehydrated, unconscious and/or unresponsive. Traditional medicine was given in one to nine percent of the cases of diarrhoea. This is normally not an issue as long as the child is not given inappropriate liquids or foods. The data show that many behaviours need to change for caregivers and health care providers to provide the correct treatment of diarrhoea. 

Table  AUTONUM  \* Arabic  Percentage of children from 6 to 23m of age who are given ORS or recommended home fluids or other treatment when they have diarrhoea, 12 KFP Survey 2006.
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Type of diarrhoea treatment

Oral rehydration salts

26.3

38.2

27.8

50.6

36.0

40.9

Recommended home fluids

44.7

30.3

14.3

29.9

19.2

18.4

Total appropriate treatments

63.2

51.3

32.5

58.4

45.6

52.3

Other treatments

56.1

55.3

46.0

37.7

75.4

60.2

Total number

114

76

126

77

127

88

608

Type of other treatment for diarrhoea

Tablet or syrup

42.1

50.0

41.3

28.6

60.6

44.3

Injection

7.9

3.9

1.6

5.2

5.5

10.2

Traditional medicine

2.6

3.9

0.8

5.2

3.9

6.8

Intravenous drip

1.8

1.3

2.4

2.6

2.4

3.4

Total number

114

76

126

77

127

88

608


Diarrhoea as shown above is often treated with ineffective or potentially dangerous treatments. Often antibiotics have been given for uncomplicated diarrhoea, which only helps to promote antibiotic resistance. Research to replace inappropriate medicine with an effective treatment led to the findings on zinc supplements for diarrhoea. Zinc is available in Cambodia in pharmacies, but in adult doses in multivitamins. The Cambodian Ministry of Health policy has not yet been written on zinc treatment for diarrhoea and doctors/health providers do no recommend them. Mothers were asked if they knew of zinc for treatment of diarrhoea. Three to five percent of mothers report to know of zinc in Kampong Speu, Svay Rieng and the control provinces.  Less than two percent reported to have heard of zinc in the other provinces. 
Table  AUTONUM  \* Arabic  Percentage of mothers of living children who have heard of zinc treatment for diarrhoea, 12 KFP Survey 2006.
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Knowledge of zinc treatment

4.9

1.1

1.7

1.9

3.4

4.0

Total number

510

472

536

491

508

471

2988



[image: image75]
Caregivers were asked if they sought treatment or advice for the diarrhoeal episode and where did they go. The majority of mothers reported to go to the health centre (Table 63). Thirty percent of mothers in Kampong Speu, Prey Veng and the control provinces and 40 percent or more in Mondul Kiri, Stung Treng and Svay Rieng said they went to the health centre. Twenty percent of mothers reported to go to the pharmacy in control provinces, while the rate was lower all other provinces (less than 15 percent). Private clinic visits were most common in Kampong Speu and Prey Veng (over 20 percent). The local shop was commonly visited in all provinces (about 20 percent or more) except Mondul Kiri and Stung Treng. 
Table  AUTONUM  \* Arabic  Percentage of mothers of children with diarrhoea in the past two weeks who sought advice or treatment by location and domain, 12 KFP Survey 2006


[image: image76.wmf] 

Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Health centre

28.3

47.4

30.3

41.2

37.4

32.9

Pharmacy

7.5

15.4

14.3

15.7

3.5

20.7

Private Clinic

21.7

16.7

26.9

15.7

12.2

18.3

Shop

19.8

6.4

21.0

13.7

27.8

17.1

National Hospital (PP)

1.9

1.3

0.0

0.0

0.9

7.3

District Hospital (RH)

0.0

1.3

1.7

0.0

0.0

3.7

Private Hospital

13.2

2.6

3.4

0.0

0.0

3.7

Provincial Hospital (RH)

0.0

3.8

0.0

2.0

0.9

2.4

Home of trained health provider

0.9

0.0

1.7

7.8

0.9

2.4

Other health provider

2.8

0.0

2.5

0.0

6.1

2.4

Health outreach

0.9

2.6

0.0

7.8

3.5

1.2

Health post

0.9

0.9

0.9

0.9

0.9

0.9

Total number

106

78

118

51

115

82

550


If respondents sought advice or treatment they were also asked how many days after recognising the illness did they seek care. The most common answer was one day after the diarrhoea began (over 40 percent) in Kampong Speu, Mondul Kiri, Svay Rieng and the control provinces. In Prey Veng and Stung Treng, mothers reported to seek treatment or advice on the same day when the diarrhoea began (35 percent). Over 80 percent of mothers in all provinces sought advice or treatment in 2 days or less since the diarrhoea began. 
Table  AUTONUM  \* Arabic  Percentage response of mothers of children with diarrhoea in the past two weeks of when they sought treatment or advice since diarrhoea began by domain, 12 KFP Survey 2006.
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Number of days after diarrhoea began, sought treatment

Zero

17.0

17.9

34.7

35.3

13.9

18.3

One

42.5

46.2

28.0

33.3

46.1

47.6

Two

21.7

21.8

22.9

21.6

25.2

14.6

Three

12.3

7.7

9.3

7.8

8.7

14.6

Four days or more

6.5

6.4

5.1

2.0

6.1

4.9

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

106

78

118

51

115

82

550


The symptoms of fever are high temperature and general discomfort. It is often difficult to know the cause of fever without testing. This testing is not necessary with general uncomplicated fever. The recommendations for home care for a child with fever are: 
· Cool the child with wet cloth

· Give child dose of paracetamol (1/4 of 500mg tablet or children’s paracetamol syrup)

· After 2 days of high fever seek treatment from health professional 

In malarial areas, the recommendations include treating the fever with antimalarials straight away. Community based malaria treatment programmes have been established in Mondul Kiri and Stung Treng and appear to have helped to increase the use of treated bednets. 
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    Children’s paracetamol in the household for treatment of fever, Kampot province
During observation of the fieldwork, it was evident that home based treatment of fever with liquid paracetamol for children and amoxycillin is not uncommon. Many homes with young children have stores of these medicines or the caregivers can readily purchase these medicines from the local shop. 

In the two weeks before the interview, one-third of children in Stung Treng and the control provinces had fever (Table 65). The prevalence was higher in the other 4 provinces (over 42 percent). The prevalence of fever in the past two weeks in the CDHS 2005-06 preliminary report (35 percent) was exactly what was found in the 12 KFP Survey. Over 85 percent of caregivers sought treatment for their child when he/she had fever in Svay Rieng and the control provinces. Over 70 percent of caregivers sought care for their child in the other provinces. 
Table  AUTONUM  \* Arabic  Prevalence of fever in the past two weeks before the interview and percentage who sought treatment by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Prevalence of fever

44.9

42.2

47.9

33.9

45.5

34.8

Total number

510

472

536

491

508

471

2988

Sought treatment

78.2

76.9

72.5

71.1

89.2

84.8

Total number

229

199

256

166

231

164

1245


The most common place to go for treatment of fever was the health centre in all provinces (over one-third) but Kampong Speu (22 percent). Private clinic was the most common location to go for fever treatment in Kampong Speu (39 percent) and common in other provinces (about 20 percent). The pharmacy and shop were the remaining locations that were most common for seeking fever treatment. About twenty to thirty percent of caregivers went to these drug sellers for treatment for their child in all provinces. 
Table  AUTONUM  \* Arabic  Percentage location of treatment for children with fever when they sought treatment or advice since fever began by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Health centre

22.3

45.8

37.4

33.1

41.3

34.5

Private Clinic

39.1

22.9

24.1

21.2

17.0

20.1

Pharmacy

3.9

9.2

14.4

8.5

3.9

16.5

Shop

14.0

8.5

16.0

10.2

26.2

16.5

National Hospital (PP)

3.9

0.7

0.0

0.0

0.5

6.5

District Hospital (RH)

0.6

1.3

1.6

0.8

2.9

5.8

Private Hospital

16.2

0.7

1.6

5.1

0.5

3.6

Home of trained hlth provider

1.7

0.0

0.0

8.5

1.0

3.6

Traditional practitioner (Kru 

Khmer)

0.0

2.6

0.0

0.8

0.5

2.2

Provincial Hospital (RH)

1.1

3.9

2.1

7.6

1.0

1.4

Visit of trained hlth provider

1.1

0.0

1.1

3.4

0.5

1.4

Health post

0.0

13.1

0.0

0.8

0.5

0.0

Village malaria worker

0.0

0.0

0.0

1.7

0.0

0.0

Health outreach

0.6

0.7

2.1

0.0

0.0

0.0

Other Public

0.0

0.0

0.0

1.7

0.0

0.0

Other Private

1.7

0.0

0.0

0.8

3.4

0.0

Total number

179

153

187

118

206

139

982


Table  AUTONUM  \* Arabic  Percentage type of treatment for children with fever in the past two weeks of when they sought treatment or advice since fever began by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Total

Paracetamol

39.7

70.6

51.9

61.0

48.5

43.2

Drug cocktail

10.1

0.7

18.2

0.0

5.3

10.1

Amoxycilline

10.6

26.8

5.9

19.5

9.2

8.6

Cotrimoxazole

0.6

3.3

0.0

2.5

1.0

2.2

A+M (2, 3, 4)

0.0

2.0

0.0

0.0

0.0

0.7

Multivitamin

1.1

0.7

2.7

2.5

1.9

0.7

Quinine

0.0

0.0

0.0

2.5

0.0

0.0

Malarine

0.0

0.7

0.0

0.8

0.0

0.0

Artemisinin

0.0

0.0

0.0

0.0

0.0

0.0

Artesunate tablet

0.0

1.3

0.0

0.0

0.0

0.0

Aspirin

0.0

0.0

1.1

0.0

0.5

0.0

Don't know

42.5

22.9

27.3

32.2

35.4

41.7

Total number

179

153

187

118

206

139

982


Caregivers were asked what medicines were used to treat the fever and to show the interviewer the bottle or container if possible. Treatment of fever with paracetamol was fairly high (from 40 to 70 percent) in all provinces. The highest reported use of paracetamol was in Mondul Kiri and Stung Treng. Drug cocktails were reported in use from 10 to 20 percent in Kampong Speu, Prey Veng and the control provinces, but not reported in Mondul Kiri and Stung Treng. The drug cocktail could be a correct mix of drugs or incorrect. When drugs are given to caregivers, they should have information written on the outside of the container or thick plastic bag. Even if caregivers cannot read, they can ask someone to read the information. 
The highest reported treatment with Amoxycillin was in Mondul Kiri and Stung Treng (over 20 percent). The reported use in other provinces was about 10 percent in Kampong Speu, Svay Rieng, the control provinces and 6 percent in Prey Veng. Reported don’t know answers were common in Kampong Speu and the control provinces (over 40 percent). The lowest reports of don’t know were in Mondul Kiri, Prey Veng and Stung Treng (one-third). 
Table  AUTONUM  \* Arabic  Percentage response of mothers of children with fever in the past two weeks of when they sought treatment or advice since fever began by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Number of days since fever began when sought treatment

Zero

21.2

13.7

24.1

28.8

17.5

18.7

One

41.9

41.8

44.4

24.6

37.9

42.4

Two

21.2

28.8

16.6

30.5

24.8

19.4

Three

10.6

7.8

9.1

11.9

12.6

15.1

Four days or more

5.1

7.9

5.8

4.2

7.2

4.4

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

179

153

187

118

206

139

982


After two days of high fever, caregivers are recommended to take their child to get treatment. Fifteen to thirty percent of caregivers sought treatment for their child’s fever on the same day as the fever began. The majority went by the first day of fever. Only fifteen percent of caregivers waited longer than 2 days after onset of illness to go for treatment in all provinces (Table 68), showing that timing of care seeking is not a problem. 
10.  Recognition of Danger Signs of Child Illness

Key Family Practice #10: Recognize when sick children need treatment outside the home and seek care from appropriate providers. 
Correct care seeking for sick children involves several processes. The caregivers have to recognize the need for special care, the timing for special care and then take the child to an appropriate health provider. Uncomplicated illnesses can be cared for in the home as covered in the previous chapter, but severe illnesses need to be recognized and treated by a health professional. 
Poor health care seeking behaviours contribute greatly to child morbidity and mortality. Many of children who die are not ever taken to a health centre. In other cases, delays in care seeking allow the severity of infection to increase to levels where the life of the child is threatened. 
Improving care seeking behaviour must be accompanied with improved quality of care. Sometimes a health post or health centre cannot provide the needed treatment and monitoring. If this is the case, the child needs to be referred to the next level of health care where effective treatment is available. Correct care seeking within a functional health system with referral systems in place can save children’s lives. 

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. 

Mothers were asked about danger signs when their child had diarrhoea. Blood in stools, a sign of dysentery was most common in Prey Veng and Stung Treng (about 12 percent). IN other province, it was only 7 percent on average. The danger signs of children with diarrhoea unable to eat, drink or breastfeed were also in Stung Treng and Prey Veng (from 22 to 34 percent). In other provinces, the percent of these danger signs was significantly lower, especially those of unable to drink or breastfeed. The percentages of children with any diarrhoea danger sign were high in Stung Treng (45 percent) and Prey Veng (36 percent). In Kampong Speu, Mondul Kiri and the control provinces, 20 percent of children with diarrhoea had danger signs. In Svay Rieng, only 12 percent of children with diarrhoea had any danger signs. 
Table  AUTONUM  \* Arabic  Percentage of children with diarrhoea and diarrhoea danger signs by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Blood in the stools

7.7

5.9

11.5

12.8

5.3

8.1

Could not eat

12.0

12.7

22.4

33.7

7.2

11.7

Could not drink or breastfeed

4.2

9.8

21.2

29.1

1.3

9.0

Any diarrhoea danger sign

18.3

18.6

36.4

45.3

11.8

21.6

Total number

142

102

165

86

152

111

758


Table 69, below shows the percent of children with diarrhoea and danger signs who were taken for advice or treatment in the first day after the diarrhoea began. The population of children with diarrhoea and danger signs was small, but between 60 to 80 percent of children with danger signs were taken for advice or treatment. About 50 percent of those seeking treatment went to a public or private health provider. The lowest percentages of those going to a public or private health provider were in the two provinces with the highest prevalence of diarrhoeal danger signs. In Stung Treng and Prey Veng, only about one-third of children were taken to a professional health provider. For about 20 percent of children in all provinces, caregivers sought treatment from a drug vendor or shop except for the control provinces (40 percent). There was a significant amount of missing data for providers in almost all provinces, but especially in the two provinces with the highest prevalence of diarrhoeal dangers signs (about 50 percent) complicating the analysis. 
Table  AUTONUM  \* Arabic  Percentage of children with diarrhoea danger signs who were taken for treatment in the first day after the diarrhoea began and percent distribution of the source of treatment for sick child, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Sought treatment first day

61.5

(78.9)

76.7

79.5

(66.7)

(66.7)

Total number

26

19

60

39

18

24

186

Total public or private health 

provider

(56.3)

(53.3)

39.1

32.3

(50.0)

(56.3)

Drug vendor/ Shop

(25.0)

(20.0)

17.4

16.1

(16.6)

(37.5)

Missing

(18.8)

(26.7)

43.5

51.6

(33.3)

(6.2)

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

16

15

46

31

12

16

136

Note: Percents based on less than 25 cases are show in parentheses.


The prevalence of fever was much higher than diarrhoea so the number of cases is also higher. The danger signs for fever followed a different pattern to those of diarrhoea (Table 71). Close to 30 percent of children with fever in all provinces were not able to drink except for Svay Rieng (14 percent). Eleven to 18 percent had fever for more than 2 days in all provinces. ARI identified as fever with difficulty breathing was found in 16 to 30 percent of children. Dengue identified as fever and bleeding in gums, nose, or stool/ vomit with blood was reported in three percent of children in Kampong Speu and Prey Veng. In the other provinces, it was reported to be about one percent. The prevalence of any fever danger sign was about the same for all provinces (from 45 to 52 percent). 
Table  AUTONUM  \* Arabic  Percentage of children with danger signs related to fever or cough by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Child could not drink

28.5

28.8

23.3

34.6

14.1

26.3

Fever for more than 2 days

12.2

11.1

10.9

11.4

17.7

16.5

Acute respiratory illness (ARI)

19.7

29.6

21.7

25.0

24.3

16.3

Dengue

2.9

0.9

3.0

1.6

1.2

1.1

Any danger sign

46.4

50.9

46.0

52.7

42.0

45.3

Total number  

274

226

300

188

255

190

1433

Note: ARI is defined as fever with difficulty breathing in the chest or chest and nose. Dengue is defined as fever

with bleeding in gums, nose, stool with blood or vomit with blood. 


Children with fever and any danger sign need to be taken to an appropriate health provider as soon as possible. About 60 percent of children with a fever danger sign were taken for advice or treatment in all provinces except Svay Rieng (43 percent –Table 72).  For those who were taken for treatment, between 40 to 50 percent were taken to either public or private trained health providers. Caregivers went to drug vendors/shop for about 20 percent of children with fever dangers in Kampong Speu, Mondul Kiri, Prey Veng and Stung Treng. In Svay Rieng and the control provinces 30 percent of caregivers sought treatment from drug vendors or shops. Missing data accounted for 17 to 44 percent of the responses complicating the analysis. 
Table  AUTONUM  \* Arabic  Percentage of children taken to a trained health worker in the first day after recognition of any danger sign related to fever or cough by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Sought treatment first day

61.4

59.1

65.9

58.6

43.0

53.5

Total number 

127

115

138

99

107

86

672

Source of treatment

Public health provider

12.8

22.1

17.6

29.3

34.8

26.1

Private health provider

42.3

22.1

20.9

19.0

17.4

21.7

Total trained health provider 

(Public+Private)

55.1

44.1

38.5

48.3

52.2

47.8

Drug vendor/Shop

19.2

17.6

17.6

15.5

30.4

30.4

Missing

25.6

38.2

44.0

36.2

17.4

21.7

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number 

78

68

91

58

46

46

387


At least one-third of children with diarrhoea danger signs and half with fever danger signs did not advice or treatment for their illness. To help ensure that caregivers seek care for children with danger signs of illness, they were asked what the conditions that prevented them from seeking care were (Table 73).  The most common answers were getting money to pay for care (over 50 percent) in Kampong Speu, Prey Veng, Svay Rieng and the control provinces and transport to the health provider (about 50 percent) in Kampong Speu, Prey Veng, Svay Rieng and the control provinces. The unavailability of a health professional was reported as a common reason (about 50 percent) in Kampong Speu, Prey Veng and Svay Rieng. Health providers not being friendly was a reason (over 30 percent) in all provinces except Mondul Kiri. Health providers not having drugs available was an issue (50 percent) in Prey Veng and Svay Rieng. Respondents did not find this question difficult to answer and all reasons mentioned were commonly considered factors that would prevent caregivers from seeking advice or treatment except for the mother going alone. 
Table  AUTONUM  \* Arabic  Percentage response of factors that can prevent caregivers from getting medical advice or treatment for their child, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall

Getting money

56.0

38.1

67.4

41.3

53.1

64.0

Money for transport

51.2

22.6

61.2

43.6

49.8

54.8

Distance

45.8

16.4

56.9

39.3

37.8

48.4

No health professional

47.9

25.5

50.6

34.8

59.6

38.3

Not friendly

30.6

23.8

43.8

29.1

35.2

36.4

No drugs

43.8

27.2

48.7

31.0

50.6

34.5

Not go alone

36.1

16.4

51.9

33.0

34.6

21.0

Permission to go

16.1

15.1

32.3

11.2

8.3

14.8

Total number

510

472

536

491

508

471

2988


Mothers were asked if they had someone to consult in their village on child’s illness (Table 74). About half of the mothers in all provinces reported they knew someone to consult about child illness except Mondul Kiri (33 percent). The most common answer for who to consult on child illness were the VHV/VHSG (about 40 percent) in Stung Treng and the control provinces. Relatives or neighbours were the most frequent answers (42 percent or above) in Mondul Kiri and Svay Rieng. Mothers/mothers-in-law were relied upon (31 percent or above) in Kampong Speu and Svay Rieng. Doctor-don’t know level was only commonly reported in Prey Veng, Stung Treng and Svay Rieng (26 percent or above). Stung Treng was the only province that reported midwifes were consulted significantly for information on child illness (21 percent). One in five mothers in Kampong Speu and Mondul Kiri consult their husband on child illness. All the responses given reinforce the point that the community needs to be included in health education and health promotion activities as mothers report that they consult a variety of different people on child illness in each province. 
Table  AUTONUM  \* Arabic  Percentage of mothers who consult someone in their village on child illness and percent response of who she consults on child illness, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

How much was given to drink when child had diarrhoea 

Nothing to drink 

0.9

2.6

0.0

0.0

0.8

1.1

Much less

3.5

10.5

4.8

23.4

0.8

9.2

Somewhat less

5.3

10.5

4.0

10.4

11.0

6.9

Dangerous behaviour     

Total: Nothing + Much less + 

Somewhat less

9.7

23.6

8.8

33.8

12.6

17.2

About the same

17.5

38.2

19.0

19.5

27.6

20.7

More

72.8

38.2

69.8

45.5

59.1

62.1

Don't know/ missing

0.0

0.0

2.4

1.2

0.7

0.0

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

114

76

126

77

127

87

607

How much was given to eat when child had diarrhoea 

Never gave any food

1.7

5.3

4.8

2.5

4.8

0.0

Stopped feeding

0.0

2.6

0.8

0.0

0.8

0.0

Much less

3.5

2.6

6.3

16.9

5.5

6.9

Somewhat less

21.1

10.5

37.3

24.7

22.8

6.9

Dangerous behaviour      

Total: Never + Stopped + 

Much less + Somewhat less

26.3

21.0

49.2

44.1

33.9

13.8

About the same

27.2

46.1

26.2

22.1

36.2

31.0

More

46.5

32.9

24.6

33.8

28.3

55.2

Don't know/ missing

0.0

0.0

0.0

0.0

1.6

0.0

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

114

76

126

77

127

87

607


Mothers were asked to list the danger signs of child illness when children should be taken for medical attention immediately (Table 75). All conditions mentioned were recorded. The most common two answers were child develops fever (73 percent) and severe diarrhoea (41 percent) in control provinces. Both of these answers are not specific enough to represent actual danger signs. On the other hand, these two diseases are considered to be the most common child illnesses. Fast breathing, which should be accompanied by fever to be considered a danger sign was reported by about 15 percent of mothers in Prey Veng, Svay Rieng and the control provinces. The danger signs: child cannot drink or breastfeed, dengue/coughing blood, chest indrawing, and blood in stool were all reported by less than 12 percent in any province. It is important to note that dehydration was not mentioned in any province. The highest reported rates of don’t know any danger signs of child illness were found in Mondul Kiri (26 percent) and Stung Treng (16 percent). Mothers and caregivers clearly need further health education and more vocabulary to describe the symptoms identify in the sick child. 

Table  AUTONUM  \* Arabic  Percentage of mother’s responses on danger signs in children requiring immediate medical attention, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Danger signs when children need immediate care from health professionals

Child develops fever

77.6

47.0

73.3

61.5

79.5

73.2

Severe diarrhoea

37.5

27.5

49.4

39.3

46.5

40.6

Child becomes sicker

8.4

21.2

25.2

15.5

12.4

25.3

Child has fast breathing

7.5

4.9

17.2

5.5

14.4

17.2

Difficulty breathing

7.6

5.7

22.4

8.8

22.4

14.0

Unusual or Heavy cough

12.2

4.2

3.9

7.7

15.7

11.0

Child cannot drink/bf

3.9

3.4

7.1

5.7

12.4

9.1

Dengue/cough up blood

0.4

0.4

1.3

1.4

1.2

4.7

Chest indrawing

1.4

0.8

11.4

0.6

4.5

2.8

Blood in stool

0.6

1.1

6.3

2.2

1.4

1.9

Heavy vomit/Vomit and 

Diarrhea

1.2

1.7

0.0

2.0

8.5

1.7

Child cries for no reason

1.8

0.6

2.4

0.0

4.3

1.1

Always sleep (doesn't play)

1.8

0.0

0.0

1.2

4.7

0.8

Convulsion/delirious

0.4

2.1

0.2

1.4

2.2

0.4

Red skin/ red dots on skin/ 

Itchiness

1.8

0.2

0.4

0.4

2.8

0.4

Child is drinking poorly

0.0

0.0

0.4

0.0

0.2

0.2

Don't know

9.2

26.3

5.2

15.7

4.9

3.0

Total number

510

472

536

491

508

471

2988


When mothers were asked about the conditions that led them to seek medical attention for their child, the majority answered that the child’s health worsened (between 24 to 39 percent in all provinces). The advice of family members or health professional were not commonly reported (6 percent or less in all provinces). In Kampong Speu, 7 percent of mothers reported the temperature of the child’s fever led them to seek care and fear of child’s death was reported in Svay Rieng (8 percent). Don’t know was reported in 7 percent o of the cases in Mondul Kiri. 
Table  AUTONUM  \* Arabic  Percentage of mother’s responses on factors in decision making to seek medical attention, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall

Child's health worsened

35.3

27.3

38.8

24.0

35.8

33.8

Family member's advice

0.4

1.5

6.3

0.8

4.3

3.4

Advice from health professional

0.2

2.1

2.6

1.0

1.2

1.7

Time or money available

0.0

0.0

0.2

0.2

1.0

0.8

Severe fever/high temperature

6.5

0.8

0.0

0.6

1.4

0.6

Fear of child's death

1.2

1.3

0.0

1.0

8.1

0.4

Don't know

1.8

7.0

1.3

1.0

1.0

2.3

Total number

510

472

536

491

508

471

2988

Note: Multiple responses are allowed for all answers except 'Don't Know', which is an exclusive answer. 


11.  Adherence to Recommended Treatment for Child Illness 

Key Family Practice #11 Follow health worker’s advice on treatment, follow-up and referral after seeking medical attention from a trained health professional  

The most common childhood illnesses can be effectively treated and evidence based guidelines for treatment, follow-up and referral are available in the IMCI documents. Parents and caregivers need to know that their sick children will recover quickly and completely when they follow trained health workers advice. 
Adherence to health workers advice includes:
· give the full course of prescribed medication in the right quantities, manner and timing, 

· keep appointments and return for follow-up or referral health care visits. 

Not adhering to drug treatment regimens and referral instructions can lead to incomplete treatment, therapy failure, drug resistance and misuse of leftover medicines causing unnecessary morbidity and mortality. 
Accurate diagnosis and drug prescription are important for the successful treatment of child illness. If the illness was not diagnosed and the incorrect drugs were given, then lack of adherence can actually protect the health of the child. Research in developing countries has found that antibiotics are prescribed in 35 to 60 percent of clinic visits but are appropriate in less than 20 percent of the cases (Trostle, 1996). Many factors are involved with poor diagnosis, such as insufficient knowledge, patient demands for tangible treatments, promotions by pharmaceutical companies and desire to maximize profits. 
Correct adherence to the treatment requires clear communication on when, how and how much of the treatment should be given. These instructions also have to be meaningful for the caregivers who are receiving the information. Training of community health volunteers to in treatment regimens for the common child illnesses and communication skills to effectively share information can help to improve adherence to correct diagnosis and treatment. 
Analysis on adherence to antibiotics treatment is show below (Table 77). Treatment of fever/cough with antibiotics was low in most provinces (about 8 percent) except for in Mondul Kiri (25 percent) and Stung Treng (18 percent). Examining adherence to the antibiotic treatment regimen is complicated by small number of cases in most provinces. In Mondul Kiri and Stung Treng, there are adequate numbers of cases and it is evident that in only 60 percent of the cases that caregivers all of the antibiotics prescribed.  
Table  AUTONUM  \* Arabic  Percentage of children given antibiotics for fever/cough and percent distribution of caregivers giving all or some of medicine prescribed by health professionals for fever or cough by domain, 12 KFP Survey, 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Took antibiotics

7.8

25.2

5.9

17.5

9.4

8.4

Total number of children

245

202

256

154

255

190

1302

Took all of the antibiotics prescribed

Took all

(89.5)

58.8

(80.0)

63.0

(95.8)

(68.8)

Saved some

(10.5)

41.2

(20.0)

37.0

0.0

(31.6)

Don't Know

0.0

0.0

0.0

0.0

(4.2)

0.0

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

19

51

15

27

24

16

152

Note: Percentages based on less than 25 cases are presented in parentheses. 
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Mothers who sought medical attention for their child were asked if they were asked to return for a follow-up visit. A majority of mothers were told to come for a follow-up visit after the initial treatment, about 60 percent in Kampong Speu, Mondul Kiri and Prey Veng and about 70 percent in Stung Treng, Svay Rieng and the control provinces. The percentage of caregivers who returned with their child to the follow-up visit was about 80 percent in all provinces except Prey Veng (70 percent). Analysis on the reasons for not returning for the follow-up visit showed that the number of cases were low in all provinces but Prey Veng. The most common reason for not returning to the follow-up visit was that they child got well (78 percent in Prey Veng). 
Table  AUTONUM  \* Arabic  Percentage of caregivers asked to return with child for a follow-up visit, percentage who returned for follow-up visit and percentage reasons why caregivers did not return for follow-up visit by domain, 12 KFP Survey, 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Asked to return for follow-up  

59.4

58.8

58.3

73.9

71.1

69.8

Total number

187

160

175

119

149

126

916

Returned for follow-up visit

79.3

75.5

68.6

80.7

77.4

85.2

Total number

111

94

102

88

106

88

589

Reasons why child did not return for follow-up visit

Child got well

(60.9)

(39.1)

78.1

(82.4)

(95.8)

(53.8)

Could not afford costs

(8.7)

0

12.5

(5.9)

0

(7.7)

Not enough time

(13.0)

(34.8)

6.25

(5.9)

0

(7.7)

Did not think necessary

0

0

6.25

0

0

(7.7)

Intends to take child

(4.3)

(4.3)

3.1

0

0

(7.7)

No authority to decide

0

0

0

0

0

0

Other

(4.3)

(17.4)

0

(5.9)

(4.2)

(15.4)

Total number

23

23

32

17

24

13

132

Note: Percents based on less than 25 cases are show in parentheses.


The percentage of caregivers referred to another health provider was low in comparison to those asked to return for a follow-up (Table 79). The highest rates of referral were in Stung Treng (33 percent) and Svay Rieng (26 percent). Referral rates were about 20 percent in the remaining provinces except Mondul Kiri where it was the lowest (11 percent). The most common referral site was to go to a hospital (about 50 percent or more). A different/ better health centre was recommended in about 50 percent of cases in Prey Veng and about 20 percent in Svay Rieng and the control provinces. The percentage of caregivers who complied with the referral was high (over 84 percent) in all provinces but Prey Veng (72 percent). 
Table  AUTONUM  \* Arabic  Percentage of caregivers referred to a different site for a healthcare visit, type of referral suggested, and percentage who went for the referral visit by domain, 12 KFP Survey, 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Referred to different site

19.8

10.6

22.3

32.8

26.2

20.6

Total number

187

160

175

119

149

126

916

Type of referral suggested

Visit communtiy health worker

0.0

(0.0)

7.7

7.7

0.0

0.0

Different/better health centre

37.8

(29.4)

48.7

15.4

20.5

23.1

Visit hospital

54.1

(58.8)

46.2

69.2

76.9

73.1

Other

10.8

(17.6)

2.6

10.3

5.1

7.7

Total number

37

17

39

39

39

26

197

Went for referral

83.8

(94.1)

71.8

84.6

92.3

84.6

Total number

37

17

39

39

39

26

197

Note: Percentages based on less than 25 cases are presented in parentheses. 


The most common reported reasons for not complying with the referral were “could not afford costs” and “child got well before had chance to go” from the appropriate respondents (not shown). 
Table  AUTONUM  \* Arabic  Mean and median costs for health care at last visit to health provider by domain, 12 KFP Survey, 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Provider fees

  mean

3,893

1,111

4,267

9,553

1,308

4,244

  median

0

0

0

500

0

0

Drug costs

  mean

13,837

8,583

13,403

10,575

5,864

11,204

  median

5,000

2,000

1,500

1,000

1,000

2,000

Travel costs

  mean

5,161

2,868

5,174

6,319

2,448

3,464

  median

4,000

0

0

2,000

1,000

2,000

Loss of earnings

  mean

2,174

265

4,983

1,977

2,039

4,575

  median

0

0

0

0

0

0

Total costs

  mean

25,066

12,828

27,827

28,424

11,660

23,488

  median

9,000

2,000

1,500

3,500

2,000

4,000

Total number

245

202

256

154

255

190

1302


Note: the exchange rate at the time of the survey was 4200 Riel/1$US.
To analyze the costs of health care, information was collected on costs of medical care of the last care visit for children who were ill in the last two weeks (Table 80). In the table of health care costs, means and medians are presented. The means are strongly affected by extreme values above the norm. These are respondents who report to have spent up to fifty dollars on drugs and one hundred dollars on provider fees. Median costs are those from the middle of the range of responses. The median costs for provider fees were zero in all domains except for Stung Treng. For drug costs, the median expenditure was between 1,000 and 2,000 for all provinces except for Kampong Speu (5000 riels). Median travel costs ranged from 0 to 4,000 riels and median loss of earnings from going to the health provider and not working was zero. The mean total costs for health care were 24,000 to 28,000 riels in Kampong Speu, Prey Veng, Stung Treng and the control provinces and about 12,000 riels in Mondul Kiri and Svay Rieng. The median cost of health care was highest in Kampong Speu (9,000 riels) and between 1,500 and 4,000 riels in the remaining provinces. 

Table  AUTONUM  \* Arabic  Percentage of caregivers who can pay for child’s health care and medicine costs, 12 KFP Survey, 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Able to pay full costs of health 

care

68.2

49.3

43.6

60.2

62.0

58.9

Total number

71

68

49

44

60

62

2988

Able to pay full costs of drugs

60.6

70.3

48.5

45.8

63.0

64.1

Total number

510

472

536

491

508

471

2988


Mothers were asked if they could afford the full health care and drug costs (Table 81). Kampong Speu had the highest median total health care costs also reported to have the highest ability to pay for all health care costs (68 percent). Sixty to seventy percent of mothers in Mondul Kiri, Svay Rieng and the control provinces reported to be able to pay for health costs and 50 percent in Prey Veng and Stung Treng.  When asked about paying the full cost of drugs, the results varied. About two-third of mothers reported they could pay for drug costs in Kampong Speu, Mondul Kiri, Svay Rieng and the control provinces. Less than half responded this way in Prey Veng and Stung Treng. 
Table  AUTONUM  \* Arabic  Percent distribution of distance to health centre by domain, 12 KFP Survey, 2006
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Distance 

Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

less than 1km

9.4

37.3

18.1

21.8

11.6

7.4

2 to 5km

56.9

40.7

56.0

40.1

61.8

67.3

6 to 10km

22.2

19.7

25.9

21.2

26.6

17.2

10 or more km

11.6

2.3

0.0

16.9

0.0

8.1

Total number

510

472

536

491

508

471

2988


The distance to the health centre can be a limiting factor to receiving health care if caregivers cannot access the health centre. Distance to the health centre was recorded from mother’s estimation and is reported in Table 82. If the estimate was more than 5 km than the average of the village or the respondent did not know, it was set to be the average. Kampong Speu reported the highest median transport costs to access health care. Kampong Speu along with Stung Treng had the highest percent of respondents 10 km or more away from the health centre (12 and 17 percent, respectively).  About 75 percent of respondents lived 5 km or less distance from the health centre in Mondul Kiri, Prey Veng , Svay Rieng and the control provinces. The government currently does not provide outreach services to villages that are less than 10km from the health care centre. The majority of the villages surveyed were less than 10 km from the health centre. Health experts inside the ministry of health have noted that this decision has contributed to stagnation instead of improvements in the coverage of child vaccinations, neo-natal tetanus vaccinations, vitamin A supplementation and de-worming. 
Mothers were asked if health care workers visited their villages, and 80 percent or more responded that health care workers did visit (Table 83). The question did not specify between outreach workers providing preventive services and those delivering healthcare, but it is evident that there are health workers of some level visiting the majority of villages.  Mothers were also asked if there were VHV or VHSG in their village. Over three-quarters responded yes in all provinces except for Mondul Kiri (50 percent). 
Table  AUTONUM  \* Arabic  Percentage mother’s responses of health centre workers visiting their community or household and existence of VHV or VHSG in village by domain, 12 KFP Survey, 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Health care workers visit 

community/ household

86.4

79.7

87.6

88.1

89.5

84.4

Total number

510

472

536

491

508

471

2988

VHSG or VHV in village?

75.1

47.3

79.2

78.8

76.3

81.7

Total number

510

472

536

491

508

471

2988


The Village Health Support Groups (VHSG) were originally created from village members with some interest/knowledge in health services and community leadership skills. Their role is to communicate between health centres about availability of services and register or resolve complaints coming from the community. The results from improved communication and problem solving will supposedly lead to improved delivery of health services. Mothers were asked if they felt respected when using the local health centre (Table 84). Prey Veng had the highest reports of mothers not feeling respected (19 percent). The lowest reports of mothers not feeling respect were in Mondul Kiri (5 percent) and Svay Rieng (1 percent). Mothers were asked if they had anywhere to register a complaint about the health services. Only 2 to 9 percent in all provinces knew of a way to register a complaint. The absolute majority responded no or don’t know demonstrating that VHSGs do not fulfil their role as planned. 
Table  AUTONUM  \* Arabic  Percentage of mother’s response of feel respected when using of the local health centre and existence of a process to complain about the health system by domain, 12 KFP Survey, 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Respect

Yes

67.2

73.3

58.6

67.2

77.1

71.4

No

10.0

5.1

18.5

10.0

1.4

8.3

Usually/Sometimes

8.6

14.0

16.6

5.3

18.5

8.5

Don't know

14.2

7.6

6.3

17.5

3.0

11.8

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

510

472

536

491

508

471

2988

Register a complaint

Yes

5.9

2.3

8.8

3.7

3.7

4.0

No

80.6

85.6

84.1

82.9

88.0

80.9

Usually/Sometimes

0.2

0.4

0.7

0.6

0.8

1.1

Don't know

13.3

11.7

6.4

12.8

7.5

14.0

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

510

472

536

491

508

471

2988


Mothers were asked how they perceived the quality of care from the health centres. Close to two-thirds responded “good” in Prey Veng, Stung Treng, Svay Rieng and the control provinces. Only one half of respondents answered “good” in Kampong Speu and Mondul Kiri. Less than five percent in any province responded “not so good”, but 5 to 17 percent responded “Don’t know”. Normally there is not a culture of complaining in Cambodia, especially from lower status villagers to higher status authorities. For VHSG and other community health volunteers to adequately do their job, they need to be trained with both communication skills and problem solving skills. Without these essential trainings, they possibly do not register the issues or problems that need to be addressed within the community. 
Table  AUTONUM  \* Arabic  Percentage of mother’s perception of quality of care from health centre by domain, 12 KFP Survey, 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall

Very good

0.6

0.2

0.9

0.6

5.7

1.1

Good

52.2

52.8

68.1

65.6

70.1

61.8

Fair

28.8

30.1

23.3

12.4

19.1

22.5

Not so good

4.3

4.9

2.4

4.5

1.4

3.6

Don't know

14.1

12.1

5.2

16.9

3.7

11.0

Total number

510

472

536

491

508

471

2988


Mothers were asked about the issues that complicated or discouraged the use of the local health centre. The most common answer was the costs (25 percent in Mondul Kiri, Svay Rieng and the control provinces). The percent answer “financial costs” was highest in Prey Veng (60 percent) and lowest in Kampong Speu (12 percent). “Quality not satisfactory” was reported by 10 to 17 percent of mothers in Kampong Speu, Prey Veng and the control provinces. Distance was the only other answer that was commonly reported (12 to 32 percent in Kampong Speu, Prey Veng and the control provinces. The majority of women answered that they always went to the health centre (21 to 59 percent) no matter what factors came up to complicate their health seeking behaviour. 
Table  AUTONUM  \* Arabic  Percentage of mother’s response on factors that complicate or discourage use of the local health centre by domain, 12 KFP Survey, 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Financial costs

12.4

24.6

60.3

18.1

22.8

24.8

Quality not satisfactory

17.1

5.5

9.9

5.3

4.9

13.2

Distance

11.8

5.7

32.3

9.2

5.3

11.9

Time away from work

3.7

2.1

9.0

5.3

5.7

2.8

Easy access drugs outside

4.7

1.7

6.0

1.4

1.0

2.3

Competing needs at home

0.4

0.6

9.5

1.6

4.1

1.9

Lack of decision making

2.0

0.0

1.7

1.8

3.1

0.8

Time away from other kids

0.8

0.0

1.1

1.0

0.4

0.0

None/ always go to health 

centre

38.8

55.3

20.5

54.2

59.1

50.1

Total number

510

472

536

491

508

471

2988


The health services focus a large amount on curative care and often prescribe drugs. Clear communication of how to give those drugs to children is needed for correct treatment of the child illness. Mothers were asked if health instructions received from health providers were communicated clearly. About three-quarters or more mothers responded that the health instructions were clearly communicated in all provinces (Table 87). This is a positive finding, but when assessing the levels of knowledge of mothers it is evident that the appropriate content of the health information is lacking. Researchers noted anecdotal evidence on communication on drug treatment during the data collection. In Stung Treng, one mother had a small plastic ziplock bag that was specially designed to protect and store medicine. On the bag, there were designs for recording when or how often the medicine should be taken. This well designed system allowed written and pictorial information to be recorded on how the drugs should be given. In other provinces instructions for taking medicine were more complicated. Often the medicines are from Thailand or France and the only instructions are only available in those languages. Sometimes the diagnosis and prescriptions from Khmer doctors are written in French as they given medical training in French. Few people in rural Cambodia can read or speak either language greatly complicating any proper communication. 

Table  AUTONUM  \* Arabic  Percentage of response on whether health instructions are communicated clearly by domain, 12 KFP Survey, 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Yes

79.8

74.4

78.7

75.6

79.1

83.4

No

6.1

5.5

5.8

6.5

5.1

3.0

Usually/Sometimes

3.3

11.2

12.1

5.1

10.8

5.9

Don't know

9.0

8.3

2.8

11.6

4.3

6.8

Missing

1.8

0.6

0.6

1.2

0.7

0.9

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

510

472

536

491

508

471

2988


12.  Antenatal Care. 

Key Family Practice #12: Ensure that every pregnant woman has adequate antenatal care, including four antenatal care visits with an appropriate health care provider and receiving the recommended dose of tetanus toxoid vaccination. 

The intentions of antenatal care visits are to reduce both maternal and infant mortality and morbidity by health providers delivering appropriate pregnancy related care. The idea is to identify and modify conditions that can affect the foetus including maternal-foetal transmission of disease, foetal exposure to chemicals or alcohol, risks associated with maternal malnutrition and mortality and birth trauma related to pregnancy or delivery complications. The WHO recommended components of antenatal visits are in figure 9 below. 
Before questioning on ANC, respondents were asked if women had special needs during pregnancy. The majority of respondents stated women do have special needs, over ninety percent in all provinces except Mondul Kiri. The most common answer was to eat nutritious food. About half of all respondents in Prey Veng, Stung Treng, the control provinces and two-thirds in Svay Rieng gave this response. This is positive, but it is important to verify that their knowledge about of nutritious foods and especially about the quality of the food is correct. Other important answers of care needed were avoid heavy work and get ANC checks. Iron supplementation was commonly noted in Kampong Speu (24 percent) and Prey Veng (30 percent). Don’t know was the third most common answer in Mondul Kiri (24 percent). 


[image: image102]
       Figure 9: Components of antenatal care

Table  AUTONUM  \* Arabic  Percentage responses if women have special needs during pregnancy and percentage of type of care or attention women need to give birth to a healthy child, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Women have special needs 

during pregnancy

90.9

67.2

92.5

94.4

97.1

92.4

Total number

519

482

548

499

522

484

3054

Type of special care needed for pregnant women

Eat Nutritious Food

27.6

30.3

47.1

56.1

67.4

52.7

Avoid Heavy Work

36.8

29.9

42.2

37.3

44.4

43.0

Get ANC Check-Ups

41.8

18.5

53.8

23.2

41.2

38.4

Adequate Rest

7.5

8.7

15.0

20.4

23.2

19.0

Take Iron Pills

23.5

3.7

30.5

8.2

19.9

16.3

Get Tetanus Shot(s)

17.9

4.4

21.9

3.6

14.9

15.9

Don't Know

9.6

23.4

5.7

15.8

5.7

6.8

Take Herbal Medicine

2.1

3.1

10.9

1.4

2.5

2.1

Merits Special Consideration while pregnant

1.9

1.2

2.2

2.6

2.5

2.1

Monitor Weight Gain

1.7

0.6

6.9

1.8

0.8

2.1

Measure Abdomen

4.2

0.8

11.9

2.4

4.8

1.9

Eat Bland Food

6.2

0.4

2.7

0.4

2.1

1.2

Check Blood Pressure

0.8

0.6

6.6

1.8

2.9

0.8

Avoid Mental Tension

0.0

0.0

0.2

0.6

0.2

0.6

Check Blood

1.2

0.0

1.8

0.2

1.9

0.2

Total number

472

324

507

471

507

447

2728


The quality of nutritious foods measured by nutrient and protein content is important. The other critical component of nutrition that should no be neglected is quantity. Women were asked how much they believed pregnant women should eat compared to non-pregnant women. Two-thirds of women in Stung Treng and the control provinces and over half in Prey Veng reported correctly that women should eat more during pregnancy (table 89). In the other provinces, the answers were much less encouraging. Over half of the respondents in Kampong Speu, Mondul Kiri and Svay Rieng said that pregnant women should eat the same or less than non-pregnant women. This demonstrates that the content of nutrition information is often incorrect. Close attention needs to be paid in health promotion to educate all involved with correct information.  
Table  AUTONUM  \* Arabic  Percent distribution of mother’s responses on how much food women need when they are pregnant compared to not pregnant, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

More food

37.8

47.2

56.0

65.1

46.7

65.8

Same amount of food

45.3

44.9

25.7

28.9

42.7

27.7

Less food

16.2

6.2

17.9

4.8

10.0

5.4

Don't know/ missing 

0.8

1.7

0.4

1.2

0.6

1.0

Total percent 

100.0

100.0

100.0

100.0

100.0

100.0

Total

519

482

548

499

522

484

3054


Recommended antenatal care should be given by a trained health provider. The most common ANC provider was the midwife in all domains ranging from 50 percent in Stung Treng to 77 percent in Svay Rieng. The level of training of midwives in delivering ANC varies greatly across the country.  In Stung Treng, the second most common answer was Doctor- don’t know level at 33 percent and in Mondul Kiri, the traditional birth attendant was the second most common answer at 18 percent. Reported provision of ANC by Doctor/medical assistant or nurse was less 2 percent in almost all provinces. 
Considering the number of ANC visits that pregnant women received, there is remarkably little variation across the different provinces. Between 7 and 14 percent did not receive one ANC check. Almost 90 percent in all provinces received one ANC check. In all domains but Mondul Kiri, about 45 percent of pregnant women received the recommended four ANC checks. In Mondul Kiri only 30 percent of pregnant women received four ANC checks.
Table  AUTONUM  \* Arabic  Percentage of women who received ANC by provider and domain, percentage who received no ANC, went for least one ANC and went for four or more ANC visits by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Antenatal Care Provider

Midwife

68.4

58.9

75.4

50.7

76.6

65.5

Doctor-don't know level

18.5

12.0

4.0

33.5

14.6

17.4

Traditional birth attendant

0.6

18.0

2.2

8.2

1.9

2.7

Doctor/medical assistant

0.8

0.6

1.8

0.6

1.0

1.4

Nurse

1.9

0.2

3.8

0.4

0.0

0.4

Did not receive any ANC

10.0

13.9

13.1

7.6

7.7

13.2

Received at least one ANC

90.0

86.1

86.9

92.4

92.3

86.8

Received four or more ANC

45.8

29.9

40.8

44.7

44.6

47.9

Total number

519

482

548

499

522

484

3054

Note: ANC Providers do not total to 100 percent as multiple ANC providers could be recorded.


ANC is typically delivered at the local health centre. The health centre was reported to be the most common location for ANC checks in all provinces ranging from 49 percent in Mondul Kiri to 83 percent in Svay Rieng. In most provinces there were no other answers of significance. The exceptions are 23 percent of women reported to receive ANC checks through outreach in Stung Treng and 18 percent of women reported ANC checks in their home in Mondul Kiri. 
Table  AUTONUM  \* Arabic  Percentage of location of ANC provision by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Location of ANC Provider

Health centre

72.4

48.5

63.7

50.3

83.3

55.2

District Hospital 

1.0

1.2

3.5

0.8

1.1

6.0

Nationall Hospital (PP)

0.4

0.2

3.1

0.0

0.4

5.8

Private Clinic

5.8

0.6

2.0

1.4

0.0

4.5

Outreach

1.0

1.2

2.0

22.6

1.3

4.1

Midwife/TBA's home

2.9

3.1

3.1

6.8

2.5

3.3

Provincial Hospital

3.9

6.8

1.6

3.2

4.2

3.3

Other home

0.4

0.0

2.9

2.0

0.8

2.5

Your home

0.6

18.3

5.1

4.6

1.1

2.3

Private Hospital

2.3

0.2

0.5

0.0

0.8

0.8

Health Post

1.2

8.7

0.9

1.4

0.0

0.6

Total number of women

519

482

548

499

522

484

3054


Around 90 percent of women pay for ANC checks in all provinces. The cost of ANC checks varies over the provinces. Women were asked how much they paid for all ANC checks as the price varies by the number of visits (first visit costs more and subsequent visits cost less). Some women paid high price for ANC visits and these out of the ordinary values swayed the mean. For this reason, the mean and median is given below (Table 92). The mean cost of ANC visits was between 7,000 and 9,500 riel in all provinces but Mondul Kiri. The median costs were much lower (2500 to 4000 riel). The data on price of ANC is likely to be strongly affected by the percent of missing information by province. Kampong Speu has the lowest percent of missing data at 19 percent and Stung Treng the highest (75 percent). 
Table  AUTONUM  \* Arabic  Percentage women who paid for any ANC visits, mean and median cost of all ANC visits  and percentage of valid answers and missing answers by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Paid for any ANC visits

90.0

86.1

86.9

92.4

92.3

86.8

Total number

519

482

548

499

522

484

3054

Cost of all ANC visits

Mean

8793

2869

7053

9545

7352

8486

Median

4000

1850

3000

4000

2500

4000

Valid answer on ANC costs

80.9

65.1

57.4

24.9

67.8

72.6

missing 

19.1

34.9

42.6

75.1

32.2

27.4

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

467

415

476

461

482

420

2721

Note: Cost of ANC visits are given in Cambodian Riel, at time of survey 4200 Riel = 1 US$. 


The timing of the first ANC check is important as it is an important time to provide nutrition counselling, check Tetanus Toxoid vaccination records and test for disease. There was little variation in the answers between the provinces (Table 93). About 30 to 40 percent of women get their first ANC check in the first trimester and about 50 percent of women in all provinces receive their first ANC check in the second trimester. 
Table  AUTONUM  \* Arabic  Percentage distribution of timing of first ANC visit, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Timing of first ANC check

1st trimester

37.5

29.6

35.7

38.8

38.6

36.0

2nd trimester

48.8

51.6

50.6

48.4

48.1

49.3

3rd trimester

12.6

16.9

13.0

11.7

12.2

13.6

Don't know

1.1

1.9

0.4

0.9

0.8

0.7

Missing

0.0

0.0

0.2

0.2

0.2

0.5

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

467

415

476

461

482

420

2721



[image: image109]
The three most common services provided in an ANC visit in all provinces were weighing (70 to 89 percent), measuring height (57 to 72 percent) and taking the blood pressure (70 to 92 percent). Taking of blood and urine samples were found in about one fifth of ANC checks in all provinces except Mondul Kiri.  Interesting variation between provinces identified was soap and a clean birth kit was given in about one-third of ANC checks in Svay Rieng and about one-sixth ANC visits in Stung Treng. These items were not commonly given to pregnant women in the other provinces. 

Table  AUTONUM  \* Arabic  Percentage services provided during ANC visits, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Services provided during ANC visit

Weighed

75.1

70.4

81.9

88.5

89.2

85.0

Blood pressure

81.8

69.8

77.3

84.8

91.7

85.0

Height measured

57.3

63.9

67.6

72.2

69.1

69.2

Blood sample

16.7

7.5

11.4

19.5

16.8

22.7

Urine sample

21.7

6.3

17.7

15.0

17.6

22.0

Soap or detergent

0.9

1.2

7.4

16.9

27.2

1.0

Bednet from the ANC

0.9

1.9

0.2

2.6

1.5

0.2

Clean birth kit

3.9

0.7

9.5

13.0

29.5

0.2

Total number

467

415

476

461

482

420

2721


Tetanus Toxoid Vaccinations
The vaccination schedule for tetanus toxoid is complex. Pregnant women need two vaccination during the pregnancy unless they have received a vaccination previously, then they need only one. If women have received five of more vaccinations in their life, they are considered protected. The National Immunization Programme has made tetanus toxoid vaccinations a priority and have special pink vaccination cards that are used as vaccination records for women of reproductive age. 

Table 95 shows how many women have a pink vaccination card. Interviewers were trained to ask to see the card and record the vaccination record on to the questionnaire. If women had a card and it was not seen or did not have a card they were asked with specific questions on when and how many tetanus toxoid vaccinations they received. Around 40 percent of women had a pink vaccination card they could show to the interviewer in Prey Veng, Svay Rieng and the control provinces. Less than 30 percent could show a pink card to the interviewer in Kampong Speu, Mondul Kiri and Stung Treng. The highest percentage of women having no card was in Kampong Speu and Mondul Kiri (27 and 29 percent, respectively). All women interviewed had children in the past two years, so were in the exact target group to receive pink cards to monitor vaccination coverage. 
Table  AUTONUM  \* Arabic  Percent distribution of mothers with a live birth in the past two years who have a pink vaccination record for neo-natal tetanus vaccination, by domain , 12 KFP Survey 2006
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Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Pink vaccination record

Yes, seen

28.3

29.7

37.6

24.8

43.9

39.9

Yes, not seen

44.3

41.5

42

60.8

44.1

43.6

No card

26.8

28.6

19.9

13.8

11.9

16.1

Missing

0.6

0.2

0.5

0.6

0.2

0.4

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number 

519

482

548

499

522

484

3054


The data on tetanus toxoid vaccinations are presented by the source of information. The first block shows the information from the pink vaccination card, the second block from mother’s recall and the third block from both sources together (Table 95). For women who presented a pink card, just over 60 percent received appropriate doses to be protected in four individual provinces and the control provinces. Mondul Kiri had 75 percent of women protected with appropriate doses. Closer look at the timing of the doses shows Kampong Speu, Prey Veng, Svay Rieng and the control provinces had 30 percent or more of women who received two injections during the last pregnancy. This shows that in the recent past, the personnel responsible for giving injections has been active. In Mondul Kiri, the pink cards showed that 41 percent of women were not given any injections for the last pregnancy, but were given 5 injections or more for past pregnancies. This shows that it likely was a greater priority in the past then it is more recently. This same trend is found in the data from mother’s recall in Mondul Kiri. 

Data from mother’s recall shows the percent protected is about 75 percent in most provinces. It is slightly higher in Svay Rieng (81 percent) and slightly lower in Mondul Kiri (68 percent). Data from this source shows that women reported most often to have two injections during the past pregnancy and not from prior pregnancies. In five of the six domains, the percent of woman protected from recall is about 15 percentage points higher than what was found on the pink cards. This could be due to over-reporting from mother’s recall or under-reporting on the pink cards. 
The total percent of women protected from tetanus toxoid from both data sources is about 70 percent in all provinces. There is little variation in the tetanus toxoid protection rate   between different provinces which demonstrates that it is has been treated as a priority on the national level and certain provinces do not show neglect as found with other issues. 
Table  AUTONUM  \* Arabic  Percentage of mothers with a live birth in past 2 years who received protective dose of neo-natal tetanus vaccination, by domain and source of data, 12 KFP Survey 2006
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                         Unprotected 

                 Total 

 

Two or more 

injections

One injection 

during pregnancy 

plus one additional 

injection

No injections 

before last 

pregnancy but at 

least 5 total TT 

injections

Total 

Protected

One injection 

during pregnancy 

and no other TT 

injection in 10 

years

No injections 

before last 

pregnancy and 

less than 5 TT 

injection

Total 

Unprotected

Total 

Percent

Total number

From Pink Vaccination Record

Kampong Speu

29.3

30.6

1.4

61.2

8.8

29.9

38.8

100.0

147

Mondul Kiri

4.9

29.4

40.6

74.8

1.4

23.8

25.2

100.0

143

Prey Veng

43.7

16.0

1.0

60.7

14.1

25.2

39.3

100.0

206

Stung Treng

12.1

39.5

9.7

61.3

4.8

33.9

38.7

100.0

124

Svay Rieng

37.1

25.8

1.7

64.6

13.1

22.3

35.4

100.0

229

Control Provinces

36.3

23.8

1.6

61.7

16.1

22.3

38.3

100.0

193

Overall total 

1042

From Mother's Recall 

Kampong Speu

57.8

11.3

5.9

75.0

5.4

19.6

25.0

100.0

372

Mondul Kiri

33.0

8.0

27.1

68.1

4.4

27.4

31.9

100.0

339

Prey Veng

63.5

7.9

1.2

72.5

9.9

17.5

27.5

100.0

342

Stung Treng

56.1

11.4

9.3

76.9

2.9

20.2

23.1

100.0

375

Svay Rieng

62.5

14.3

4.4

81.2

8.2

10.6

18.8

100.0

293

Control Provinces

56.4

13.4

5.2

74.9

7.6

17.5

25.1

100.0

291

Overall total 

2013

From Both Pink Vaccination Record and Mother's Recall 

Kampong Speu

49.7

16.8

4.6

71.1

6.4

22.5

28.9

100.0

519

Mondul Kiri

24.7

14.3

31.1

70.1

3.5

26.3

29.9

100.0

482

Prey Veng

56.0

10.9

1.1

68.1

11.5

20.4

31.9

100.0

548

Stung Treng

45.2

18.4

9.4

73.0

3.4

23.6

27.0

100.0

499

Svay Rieng

51.3

19.3

3.3

73.9

10.3

15.7

26.1

100.0

522

Control Provinces

48.3

17.6

3.7

69.6

11.0

19.4

30.4

100.0

484

Overall total 

3054


Important counselling that takes place during the ANC visits concerns pregnancy complications. All women who received ANC were asked if they were told of signs and responses to pregnancy complications. The highest percentage of women given information on pregnancy complications was in the control provinces (64 percent) and the lowest was in Mondul Kiri (37 percent).  Those women who did receive information were asked if they were told where they could go in case of a complication. Almost 90 percent of these women in four provinces and the control provinces responded yes. Only in Kampong Speu did women report a lower rate (78 percent).
Table  AUTONUM  \* Arabic  Percent distribution of mothers who were told of pregnancy complications during the ANC visit and percent distribution of mothers who were told where to go if they had any pregnancy complication by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

During the ANC visit, were you told of the signs of pregnancy complications

Yes

42.2

37.3

52.7

56.0

56.2

64.0

No

57.4

60.5

46.8

43.4

43.8

35.7

Don't know

0.4

2.2

0.4

0.2

0.0

0.0

Missing

0.0

0.0

0.0

0.4

0.0

0.2

Total percent

100.0

100.0

99.9

100.0

100.0

100.0

Total number

467

415

476

461

482

420

2721

Were you told where to go if you had any of these complications

Yes

78.2

98.7

95.2

92.6

87.1

92.9

No

21.3

0.6

4.8

7.0

12.9

6.7

Don't know

0.5

0.6

0.0

0.4

0.0

0.4

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

197

155

252

258

271

269

1401


Almost half of all Cambodian women suffer from anaemia (CDHS 2005-06 preliminary report). Anaemia is one of the worlds leading causes of disability and most serious health problems. It is caused by poor nutrition, iron and micronutrient deficiencies, malaria, hookworm, diseases such as HIV and haemoglobinopathies. Anaemia during pregnancy is associated with greater risk of maternal death, increased stillbirths, perinatal deaths, low birth weight babies and premature births (WHO, 2005). The Ministry of Health recommends that all pregnant women take at least 90 iron folate tablets during pregnancy in order to address iron deficiency anaemia and prevent possible neural tube birth defects associated with folate deficiency. The highest rates of taking at least 90 or more iron/folate tablets were found in Prey Veng and Svay Rieng with 42 and 35 percent, respectively. In Stung Treng, Kampong Speu and the control provinces only about one-quarter of women took 90 tablet or more. Mondul Kiri had the lowest rate with 13 percent. Reported “don’t know” rates were also high in several provinces ranging from 4 to 14 percent, making the data more difficult to interpret.   
Treating intestinal parasites can decrease the prevalence of anaemia if the woman has hookworms. Treatment for hookworms is recommended by the Ministry of Health for pregnant women but it is important to remember that mebendazole should not be given in the first trimester of pregnancy as it may increase the risk of congenital birth defects. Women were asked if they took any drug to treat intestinal parasites during their last pregnancy. Only 11 percent of women took a treatment for parasitosis in Mondul Kiri and the control provinces.  The rate of treatment was much higher in all other provinces (between 27 and 36 percent). 
The following tables cover delivery of the newborn. The issues covered are becoming much more important as the focus on reducing neonatal mortality grows. Assistance at delivery by a trained health worker is can help to reduce poor birth outcomes and protect the health of the mother. The most common assistance at delivery was the traditional birth attendant in all provinces (52 to 59 percent) except the control provinces where it was lower (35 percent). Trained midwives were the most common provider of assistance at delivery in the control provinces (53 percent). Other health workers did not commonly provide birth attendance. 

Table  AUTONUM  \* Arabic  Percentage of mothers who took iron during their pregnancy, percent distribution of iron pills taken and percentage of women who took mebendazole for intestinal parasites during pregnancy by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Iron pills taken during last pregnancy

None

18.3

39.4

11.9

18.8

9.8

25.4

Less than 30

8.3

12.2

7.3

9.4

13.2

9.3

30 to 59

16.4

18.7

19.9

20.0

23.0

13.0

60 to 89

15.2

10.0

13.5

15.8

15.1

12.4

90 or more

28.3

12.9

41.6

25.9

35.2

27.7

Don't know

13.5

6.8

5.8

10.0

3.6

12.2

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number 

519

482

548

499

522

484

3054

Took mebendazole during last 

pregnancy

27.0

10.8

34.3

36.3

27.0

10.7

Total number 

519

482

548

499

522

484

3054


The mother was asked what was used to cut the umbilical cord after the delivery. This is important as neonatal tetanus is usually caused by an infection in the cut umbilical cord of infants of mothers who do not have adequate antibodies to protect the child through the transfer of blood from the placenta. It is a simple intervention to use a new sterile razor blade to cut the cord that can help to prevent neonatal tetanus and other diseases transmitted through blood. The most common instrument used was scissors with close to 70 percent of mothers in the control provinces, about 50 percent in Kampong Speu, Prey Veng, and Stung Treng and about 40 percent in Svay Rieng and Mondul Kiri. A new razor blade was most commonly used in Mondul Kiri (41 percent and used in over one-quarter of the deliveries in Kampong Speu, Prey Veng, Stung Treng and Svay Rieng. When analysing tool used to cut the cord by assistance at delivery, it was found to be common for Doctor- don’t know level, Doctor/medical assistant, Trained midwives and Traditional birth attendants to all use scissors for cutting the umbilical cord (not shown). 

 Table  AUTONUM  \* Arabic  Percent distribution of highest level trained assistant at delivery and percent distribution of tool used to cut umbilical cord by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Assistance at Delivery

Trained Midwife

30.6

36.1

41.4

32.5

35.6

52.5

Traditional Birth Attendant

59.5

55.6

52.0

59.7

59.2

34.9

Doctor-Don't Know Level

6.9

6.2

2.9

5.8

3.8

8.5

Doctor/ Medical Asst

1.0

1.0

2.0

1.6

1.0

3.7

Relative/ Friend

0.0

0.2

0.0

0.2

0.4

0.2

Other

0.2

0.6

0.0

0.2

0.0

0.2

Nurse

0.4

0.2

1.6

0.0

0.0

0.0

Missing

1.3

0.0

0.0

0.0

0.0

0.0

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number of women

519

482

548

499

522

484

3054

Tool used to cut umbilical cord

Scissors

52.4

38.4

48.8

53.9

38.1

67.8

Don't Know

14.5

12.9

16.5

17.8

15.1

16.5

New Razor Blade

29.3

40.7

33.5

26.1

27.2

14.7

Operation Knife

1.7

1.2

0.7

0.6

15.3

0.4

Sharpened Bamboo 

0.0

0.4

0.0

0.8

1.5

0.4

Household Knife

1.9

5.8

0.5

0.8

1.0

0.2

Other

0.2

0.6

0.0

0.0

1.7

0.0

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number of women

519

482

548

499

522

484

3054


The most common place of delivery is in the home of the mother. This answer ranged from 60 percent in the control provinces to 89 percent in Svay Rieng. Health centres were used in one-sixth of deliveries only in Mondul Kiri and Prey Veng. It is interesting to note that provincial hospitals were used in just over 10 percent of deliveries in Mondul Kiri and Stung Treng. These provinces were heavily weighted to the urban populations which may help to explain this finding. 
Table  AUTONUM  \* Arabic  Percent distribution place of delivery by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Place of delivery

Your Home

71.9

61.0

73.2

76.2

88.9

60.1

Health Centre

7.5

17.6

16.4

6.2

1.3

9.5

National Hospital (PP)

0.6

0.4

1.5

0.4

0.8

8.3

Private Clinic

6.7

2.1

1.6

0.2

0.0

6.2

Provincial Hospital (RH)

1.9

11.0

1.8

11.4

3.8

4.3

District Hosp ital (RH)

0.6

1.2

2.9

0.6

1.1

4.3

Midwife/TBA Home

5.8

3.1

1.3

1.0

0.8

3.1

Private Hospital

4.2

0.0

0.5

0.4

0.0

1.9

Health Post

0.0

1.9

0.0

0.2

0.0

1.2

Other Home

0.8

1.0

0.2

2.6

3.1

0.6

Hospital In Vietnam

0.0

0.4

0.2

0.0

0.2

0.2

Missing

0.0

0.2

0.4

0.8

0.0

0.2

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number of women

519

482

548

499

522

484

3054


Further Analysis

Media Use Habits
Literacy rates in Cambodia are improving from the CDHS 2000 where 42% had a secondary level education or could read a whole sentence to the reported 74 percent reported (not tested) literacy (CIPS, 2004). Despite this, most Cambodians prefer not to read information. Ninety percent of respondents in the control provinces when asked if they read magazines or newspaper reported “Not at all” (Table 101). For this reason television and radio are considered effective methods of communication. 

Inexpensive production of televisions in the region has led to a surprisingly high percent of household television ownership in Cambodia. In the control provinces, 51 percent of households had a working television, having increased from 33 percent household TV ownership in 2000 (CDHS 2000). Radio ownership was lower with 43 percent in the control provinces. 
Other methods of communication were less common. Ownership and use of cellphones was recorded at 19 percent and use of email on the internet was non-existent (0 percent) in the control provinces
Table  AUTONUM  \* Arabic  Percentage household ownership of television and radio, never read newspaper or magazine, owning and using a cellphone and using email on the internet by domain,  12 KFP Survey 2006. 
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Have working television

48.0

13.5

53.6

14.4

44.6

51.0

Have working radio

35.8

26.0

34.7

28.9

33.3

43.0

Do not read newpaper or 

magazine

94.2

90.9

95.6

80.0

89.8

90.3

Total number of women

519

482

548

499

522

484

3054

Have and use a cellphone

10.6

13.5

9.7

16.8

8.4

19.2

Total number of women

519

482

548

499

522

484

3054

Use email on the internet

0.2

0.2

0.0

1.8

0.2

0.0

Total number of women

519

482

548

499

522

484

3054


All respondents were asked about their television viewing habits. Prey Veng had the highest reported almost daily television viewing (48 percent) and Mondul Kiri had the lowest (5 percent). About one-third of respondents in Kampong Speu, Prey Veng, Svay Rieng and the control provinces stated they watched television “not at all” (Table 102). For Stung Treng and Mondul Kiri, 83 percent and 91 percent stated they did not watch television. This corresponds with the television ownership in those two rural provinces. 
 Table  AUTONUM  \* Arabic  Percent distribution of frequency of television viewing, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Almost every day

36.8

4.6

47.6

9.0

37.2

36.8

Around once a week

29.9

4.1

19.0

7.8

34.9

27.1

Not at all

33.3

91.1

33.2

83.0

27.8

36.0

Missing

-

0.2

0.2

0.2

0.2

0.2

Total percent

100.0

100.0

100.0

100.0

100.0

100.0

Total number

519

482

548

499

522

484

3054


Those respondents who watch television were asked what time of day and what days of the week did they watch.  Figure 10 shows that there are two peak periods of the day when respondents watched television, mid day (1100 to 1400) and early evening (1700 to 2000).  Only Mondul Kiri varied slightly from this pattern as respondents watched television slightly higher in the mid-morning than at mid day. 
Considering days of the week when respondents watched television, the highest percent answers were “everyday” found in Prey Veng (59 percent), Svay Rieng (45 percent) and the control provinces (41 percent).  Respondents also commonly answered “No specific day”. The trend found in most provinces was viewing was high on Monday. It declined through the middle of the week and increased on Saturday and Sunday. The high viewership on Monday may be poor quality data recording as it was the first answer in the list. 
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Figure 10. Percentage time of day when respondents watch television, 12 KFP Survey, 2006 

Table  AUTONUM  \* Arabic  Percentage television viewing by day of week and domain, 12 KFP Survey 2006
[image: image120.wmf]Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall  

total 

Monday

30.1

19.0

20.8

21.4

29.5

17.8

Tuesday

25.4

14.3

13.2

4.8

21.0

14.9

Wednesday

22.5

4.8

8.2

9.5

13.0

11.7

Thursday

20.8

7.1

5.5

6.0

7.7

10.7

Friday

22.3

11.9

7.9

10.7

8.5

10.4

Saturday

25.4

16.7

14.8

22.6

13.0

13.9

Sunday

21.7

23.8

11.8

28.6

11.4

10.7

No specific day

24.6

31.0

9.3

22.6

14.1

30.7

Everyday

23.7

26.2

58.6

35.7

44.7

40.5

Don't know

2.0

7.1

0.8

1.2

0.3

0.3

Total number

346

42

365

84

376

309

1522


Two separate questions were asked about content that respondents like to watch on television. The first question asked what their preferences were and the second asked what programmes they always watched. The most preferred programmes were movies with 60 to 90 percent of respondents in all domains giving this answer. Comedy shows were most popular in Mondul Kiri (38 percent) and Stung Treng (24 percent). Cooking and quiz shows were the least popular. 
The second question about the most watched show did not reveal one common pattern. Respondents had more difficulty answering this question. Live concert and amateur singing contests were the most common answers in Mondul Kiri, Prey Veng and the control provinces. Karaoke and amateur singing contests were the most common answers in Kampong Speu, Stung Treng and Svay Rieng. It is important to note that live concerts, amateur singing contests, and karaoke are all separate types of shows despite the fact that the content sounds similar.

Table  AUTONUM  \* Arabic  Percentage preferred television programmes content and television programmes that respondent always watches by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Television programmes that respondent likes to watch

Movies

77.7

59.5

90.1

61.9

85.9

70.9

News

18.5

33.3

24.4

27.4

28.2

23.9

Karaoke music

13.3

21.4

22.7

17.9

29.8

18.8

Teledramas

1.4

14.3

3.8

2.4

-

17.8

Comedy show

10.7

38.1

16.7

23.8

19.1

14.2

Quiz show

1.2

4.8

3.0

4.8

1.9

2.9

Cooking show

0.6

2.4

1.1

2.4

1.3

1.3

Total number

346

42

365

84

376

309

1522

Television programmes that respondent always watches (top of mind)

Live concert

4.6

33.3

18.4

6.0

5.3

19.1

Amateur singing contest

11.0

23.8

17.5

11.9

10.4

12.9

Karaoke program

5.5

16.7

6.8

14.3

9.8

8.7

Kick boxing

1.7

4.8

1.1

4.8

0.8

1.3

Don’t know

14.2

11.9

-

3.6

0.5

1.9

Total number

346

42

365

84

376

309

1522


The most preferred television networks varied between by domain, but the two most common answers were CTN and TV5. CTN was the most watched in Svay Rieng (86 percent), Stung Treng (63 percent), the control provinces (60 percent) and Mondul Kiri (48 percent). TV5 was preferred in Prey Veng (75 percent), Kampong Speu (73 percent) and almost as commonly watched in the control provinces as CTN (57 percent). The least preferred station was TVK with only 11 percent of viewers giving this answer (control provinces). 
Table  AUTONUM  \* Arabic  Percentage preferred television stations for viewing by domain, 12 KFP Survey 2006 [image: image122.wmf] 

Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

CTN

26.0

47.6

23.6

63.1

85.9

59.5

TV5 Khemarek Phomin

73.4

33.3

74.5

33.3

16.8

56.6

Municipal TV (TV3)

47.4

26.2

25.2

19.0

1.6

31.4

Bayon TV (TV27)

4.0

9.5

9.0

23.8

1.6

27.2

Khmer TV (TV9)

41.3

9.5

41.1

4.8

11.2

20.7

Apsara TV (TV11)

20.8

2.4

29.0

-

2.4

14.2

National TV (TVK)

12.1

40.5

24.4

23.8

5.6

10.7

Total number of women 

346

42

365

84

376

309

1522


Listening to the radio was not as common as television viewing (Table 106). The majority of respondents in all domains reported that they listen to the radio “not al all” (55 to 71 percent). Radio use was the lowest in Mondul Kiri and Stung Treng provinces. Radio use was close to 20 percent in all provinces and control provinces. 
Use of Radio

Table  AUTONUM  \* Arabic  Percent distribution of frequency of radio listening, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Almost every day

20.6

19.7

20.1

18.0

21.8

22.1

Around once a week

17.7

9.8

17.7

13.0

23.0

18.0

Not at all

61.7

70.5

62.2

68.9

55.2

59.9

Total number

519

482

548

499

522

484

3054


Listening to radio did not vary greatly by the day of the week (Table 107). The respondents who listened to the radio reported that they either listened no specific day of the week or listened fairly constantly on all days throughout the week. 
Table  AUTONUM  \* Arabic  Percentage radio listening by day of week and domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Monday

35.2

35.9

46.4

39.4

56.0

38.7

Tuesday

31.2

35.2

44.0

33.5

50.4

35.1

Wednesday

28.6

29.6

39.6

40.0

49.6

38.7

Thursday

27.6

30.3

38.2

36.8

46.6

35.6

Friday

30.7

28.9

39.6

35.5

47.4

35.6

Saturday

41.7

40.1

49.3

44.5

55.1

41.2

Sunday

39.7

41.5

40.6

47.1

50.9

36.1

No Specific Day

42.2

46.5

29.5

41.3

24.8

48.5

Everyday

0.5

4.2

3.4

1.3

2.1

1.5

Don't Know

3.5

4.9

1.4

1.9

1.7

1.5

Total number

199

142

207

155

234

194

1131


Listening to the radio did vary by time of day. Respondents who listened to radio were asked at what times of the day they listened. The general trends (in figure 11) show that most respondents listened early in the morning and in the early evening. In Svay Rieng respondents followed the trend but also commonly listened at lunch time.  
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Figure 11. Percentage time of day when respondents listen to the radio, 12 KFP Survey 2006 
The favourite radio programmes that respondents listened to were music (61 percent) and news (45 percent) in the control provinces. This trend was similar in all provinces surveyed. About one quarter of respondents reported that they listened to programmes on health issues in Mondul Kiri, Prey Veng and Stung Treng. This type of programming has been used in the past for health promotion. 
Table  AUTONUM  \* Arabic  Percentage preferred radio programme content by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Music

49.2

72.5

65.2

60.6

72.2

61.3

News

41.2

58.5

42.5

34.2

49.6

45.4

Programme on health issues

5.5

23.9

24.6

23.9

17.5

15.5

Karaoke music

9.5

2.1

9.7

5.2

11.5

11.3

Talk radio

5.5

4.2

18.8

5.8

9.8

10.8

Teledramas

7.0

8.5

6.8

14.2

11.5

5.7

Buddhist teachings

2.0

0.7

3.4

0.6

2.6

3.1

Tradition music show

-

-

1.9

-

-

-

Total number

199

142

207

155

234

194

1131


In order to determine what the most preferred radio stations were by province, respondents were asked to name any and all stations to which they listened. Municipal Radio (FM 103) was the most common station in all provinces except Mondul Kiri. National Radio (AM 918) was the preferred station in Mondul Kiri (55 percent) and the second in Stung Treng (23 percent). The most common second answer in most provinces was “Don’t Know” found in Kampong Speu, Mondul Kiri, Stung Treng and the control provinces with percent responses from 20 to 30 percent. 
Table  AUTONUM  \* Arabic  Percentage preferred radio station for listening by domain, 12 KFP Survey, 2006 
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Municipal Radio (Fm 103)

35.7

16.9

47.3

31.0

25.6

36.6

Bayon Radio (Fm 95)

11.1

2.8

28.5

13.5

13.7

11.9

National Radio (Am 918)

6.0

54.9

11.6

22.6

9.8

10.3

Wmc Radio (Fm 102)

12.6

2.1

13.0

2.6

0.9

8.8

Khemara B'bang (Fm 91)

0.0

0.0

0.0

0.0

0.0

7.7

Voice Of Khmer (Fm 88)

3.5

0.0

0.5

0.0

0.9

5.2

Khemarek P'min (Fm 98)

5.0

0.0

14.5

2.6

1.3

4.6

Taprum (Fm 90.5)

1.0

2.8

2.4

1.9

0.9

3.6

Sambok Khmum (Fm 105)

8.5

2.1

3.9

1.3

0.9

3.6

Khmer Radio (Fm 107)

0.0

0.0

0.0

0.0

0.0

2.1

Apsara Radio (Fm 97)

1.5

0.0

2.4

1.3

0.0

1.5

Don't Know Name

27.6

21.8

22.7

32.9

7.3

22.2

Total number

199

142

207

155

234

194

1131


All respondents were asked what their most trusted source of health information was. The most common response was “Don’t Know” in Kampong Speu, Mondul Kiri, Stung Treng and Svay Rieng ranging from 44 to 64 percent. Television commercials were considered to be the most trusted source of health information in the control provinces (32 percent) followed closely by “Don’t Know”. Television commercials were reported to be trusted sources of health information in Kampong Speu, Prey Veng (17 percent) and Svay Rieng (14 percent). This is both good for health promotion activities such as the work of the BBC world service trust but bad considering advertising for breastmilk substitutes. The other answer of interest was health professional (not VHV or VHSG) visiting village. The health professional was most trusted source in Prey Veng (30 percent) and second most in Mondul Kiri (18 percent) and Svay Rieng (16 percent).
The question on most trusted source of health information was for many respondents as they are not typically asked these types of questions. More awareness raising on the issue is needed in general and before asking the question. The question also came late in the interview when the respondent’s attention had possibly drifted away from the questions. 
Table  AUTONUM  \* Arabic  Percentage reported most trusted source of health information by domain, 12 KFP Survey 2006 
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

TV Commercial

17.5

2.5

17.2

2.6

14.4

32.2

Radio Commercial

6.0

1.2

8.6

2.8

8.2

14.5

Hlth Prof In Village

1.9

17.8

30.1

3.4

15.9

10.5

TV Talkshow

2.3

0.6

16.1

1.6

3.1

10.3

Radio Talk Show

2.9

5.8

15.0

5.2

2.9

9.5

Personal Meeting With CHV

0.6

8.7

1.8

3.8

5.2

7.6

Group Discussion With CHV

1.0

2.3

4.2

2.6

3.6

6.2

Brochure

1.7

2.9

4.0

5.0

2.3

3.5

Health Prof At Clinic

0.4

2.1

0.7

2.8

0.6

3.3

Educational Entertainment

3.3

2.7

14.1

1.4

3.6

3.1

Poster Or Billboard

4.2

3.1

1.8

7.2

4.4

2.9

Yellowcard/Vaccination Card

4.8

0.6

3.6

0.8

0.6

1.4

Karaoke With Message

0.4

0.0

21.2

0.4

2.1

1.0

Don't Know

63.6

60.6

17.0

63.7

43.9

27.1

Total number of women

519

482

548

499

522

484

3054


The analysis above has covered when and what people are viewing television and listening to radio to provide information to aid health promotion activities through the mass media. As reported above, 60 percent of respondents report never listening to the radio and 36 percent never report watching television (control provinces). In provinces such as Mondul Kiri and Stung Treng where the television signal is weaker, the percentage of respondents who never watch television is much higher (91 percent and 83 percent, respectively). For health promotion it is critical to determine the most appropriate method to reach these people who do not have regular interaction with the mass media. The following analysis examines the sources of information on nutrition and health information used by the 35 percent of survey respondents who do not watch television or listen to the radio. 
Around one-third of mothers who do not use mass media received breastfeeding counselling in the control provinces (table 111). For those women the most common sources of breastfeeding counselling varies greatly over the provinces. Midwives are the most common source in Mondul Kiri (51 percent), Prey Veng (49 percent), control provinces (44 percent) and Stung Treng (38 percent). Mothers in law are the most common source in Kampong Speu (38 percent) and relatives or neighbours are the most common source in Svay Rieng (46 percent). Other commonly reported sources of breastfeeding counselling are doctor-don’t know level in Kampong Speu, Stung Treng and control provinces (about 33 percent). VHV and VHSG were not considered as good of a source for breastfeeding information. 
Table  AUTONUM  \* Arabic  Percentage of mothers who received breastfeeding counselling and source of breastfeeding counselling for mothers who do not watch television or listen to the radio by domain, 12 KFP Survey, 2006.  
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Breastfeeding counselling

26.3

24.4

30.2

63.8

42.7

31.9

Total number

118

315

129

282

96

113

1053

Source of breastfeeding counselling 

Relative or neighbour

6.5

22.1

12.8

3.9

46.3

16.7

Mother/mother-in-law

38.7

9.1

15.4

6.1

36.6

0.0

Doctor-Don't Know Level

32.3

18.2

23.1

32.2

22.0

30.6

Midwife

22.6

50.6

48.7

38.9

19.5

44.4

VHV/VHSG

12.9

1.3

0.0

17.8

2.4

16.7

Total number

31

77

39

180

41

36

404


Considering nutrition education, about one-third of mothers who do not use mass media received some nutrition education (control provinces). In the other five provinces, the percentage receipt of nutrition education ranged from 17 to 45 percent. The most common sources of nutrition education was “doctor-don’t know level” reaching 33 percent or higher in Mondul Kiri, Stung Treng, Svay Rieng and the control provinces. Midwives were the most common source of nutrition education in Mondul Kiri (39 percent) and common in Stung Treng and the control provinces (about 25 percent). VHV and VHSG were only mentioned as sources for nutrition education at a significant level in Stung Treng and the control provinces (over 25 percent). 
Table  AUTONUM  \* Arabic  Percentage of mothers who received nutrition education and source of nutrition education for mothers who do not watch television or listen to the radio by domain, 12 KFP Survey, 2006  

[image: image130.wmf] 

Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Nutrition Education 

21.2

17.1

37.2

44.7

19.8

31.0

Total number 

118

315

129

282

96

113

1053

Source of nutrition education

Doctor-don't know level

16.0

33.3

22.9

45.2

(78.9)

37.1

Midwife

4.0

38.9

6.3

23.0

(0)

25.7

VHV/ VHSG

16.0

3.7

0.0

26.2

(0)

28.6

Total number 

25

54

48

126

19

35

307

Note: Percentages based on less than 25 cases are presented in parentheses. 


While mothers may not think or feel that they need information on breastfeeding or nutrition education, most all realize that they need external help to care for the health of their child. Mothers who did not use mass media were asked if they knew someone to consult in their community on child illness, less than half responded yes in the control provinces. Over fifty percent reported to have someone to consult in Stung Treng and Svay Rieng, where around one-third or less said they did in Kampong Speu, Prey Veng and Mondul Kiri. The persons to consult for child varied greatly by province. In Stung Treng and the control provinces, the VHV/VHSG were the most common answer (50 and 45 percent, respectively). In Svay Rieng and Mondul Kiri the most common person to ask about child illnesses were relatives or neighbours (54 and 37 percent, respectively).  In Kampong Speu the most common source of information on child illness was the mother/mother-in-law. 
Table  AUTONUM  \* Arabic  Percentage of mothers who have someone to consult on child illness and source of information on child illness for mothers who do not watch television or listen to the radio by domain, 12 KFP Survey, 2006  
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

One to consult child illness

35.6

26.7

31.8

50.4

58.3

43.4

Total number

118

315

129

282

96

113

1053

Person to consult on child illness

VHV/VHSG

14.3

6.0

14.6

50.7

16.1

44.9

Midwife

7.1

9.5

9.8

19.7

3.6

18.4

Relative Or Neighbour

31.0

36.9

22.0

12.7

53.6

16.3

Doctor-don't know level

2.4

19.0

22.0

23.9

30.4

14.3

Mother/Mother-in-Law

40.5

6.0

12.2

3.5

30.4

6.1

Total number

42

84

41

142

56

49

414


The most trustworthy source of health information for women who did not use mass media were more personal interactions as expected. The most common source across the provinces surveyed was a health professional in the village. Over 30 percent of women in Prey Veng answered this way and about 15 percent did the same in Mondul Kiri, Svay Rieng and the control provinces. Meeting in a group or personally with a VHV or VHSG was only mentioned at a significant level in Prey Veng and the control provinces (around 15 percent). 
Table  AUTONUM  \* Arabic  Percentage reported trustworthy source of health information from mothers who do not watch television or listen to the radio by domain, 12 KFP Survey, 2006  
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Total

Most trustworthy source of heatlh information

Health Prof. In Village

0.8

16.2

30.2

2.1

15.6

15.0

Group Discussion with 

VHV/VHSG

1.7

2.5

14.0

1.8

5.2

14.2

Personal Meeting with 

VHV/VHSG

2.5

8.3

3.1

2.1

4.2

16.8

Total number

118

315

129

282

96

113

1053


The information above shows that community around the family with the young child including midwives, mothers/ mother-in-laws, neighbours/relatives are important networks for sharing health information. The local doctors (doctor-don’t know level) and VHV/VHSG are important as expected. The challenge is to have all of these actors promote health with standard, correct and simple to implement messages. To do this they must be included and not excluded. Local doctors must be trained to improve quality of care, but midwives, community health volunteers and community volunteers must be made aware of what correct preventive and curative care is available and when. This analysis also helps to emphasize the need for health volunteers to have good communication and problem solving skills for use when they do their health promotion work. Midwives could easily be excluded for not having professional training and mothers/ mothers-in-law could be excluded for not having young children, but these persons need to be included so they can learn more about the child health conditions they affect and support the work of local health providers and health volunteers. 
Coverage analysis of Twelve Key Family Practices 
Often the poor are the ones who are most in need of interventions and the ones who are most likely to benefit from interventions. It is important to recognize that a woman who for example is of middle socio-economic status and is not anaemic will not benefit from iron supplementation, where a poor woman who is anaemic would. For these reasons targeting  is important. 

Cambodian women and children deserve to get all interventions and support for the Twelve Key Family Practices that will help to improve their nutrition, health and wellbeing. Depending on the implementation, some areas fare better with the Twelve Key Family Practices than others.  
In the past child interventions were planned as vertical delivery structures within government institutions and non-government organizations delivering one service. The vertical design allowed rapid increase in coverage for the one service but led to the development of several separate institutional bodies not collaborating. This system is evident in delivery of interventions in Cambodia. One example is the National Immunization Programme is responsible for child immunizations but not vitamin A, which is given to children during the same health outreach visits as vaccinations. 
The strategy for the Twelve Key Family Practices for Health and IMCI will attempt to unite all institutions and groups to work for coordination of delivery of the full range of child survival interventions and health promotion. 
Coverage Analysis Methods

To examine the relations between basic interventions and health practices on the child and mother level, socio-economic status, media use and residence an analysis of coverage was conducted building on the work of Victora et al (2005). This analysis uses fifteen main indicators representing the Twelve Key Family Practices (see table 115), socio-demographic data and a wealth index calculated with World Bank methodology (Gwatkin, 2000). 
The analysis was done on living children. Sex of child was equally distributed between domains and age distribution was uniform over the ages and in between domains. The majority of the variables listed below had valid cases for all living children. For Vitamin A supplementation and complete vaccination only children six months or older and 12 months or older, respectively were included. Indicators 10-12 are based on only children who were sick with diarrhoea or fever/cough in the two weeks before the survey. The sample sizes for variables on sick children were large enough for inclusion in the analysis.
Table  AUTONUM  \* Arabic  Key indicators for coverage analysis of the Twelve Key Family Practices 
	Twelve Key Family Practices
	Practice or intervention
	Indicator

	1.  Exclusive Breastfeeding for the first six months of life.
	Practice

                 Practice
	1. Early initiation of breastfeeding – in the first hour after birth 

2. Exclusive breastfeeding for 6m and continued breastfeeding until 23 months

	2. Start complementary feeding at six months with continued breastfeeding until age 2 years or more.
	Practice
	3. No initiation of complementary foods until 6 months of age. After 6 months a healthy diet of adequate quality (a starch, fruits or vegetables and foods from animal sources consumed) and quantity (at least 2 meals and one snack for children 6-7m old and 3 meals and one snack for older children)

	3. Ensure good micronutrient nutrition 
	Intervention
	4. Vitamin A supplementation in the past 6 months for children over 6 months of age

	4. Proper and hygienic disposal of human waste. (water and sanitation)
	Intervention
                   Practice                              

                                                                                                                        Practice
	5. Composite variable of safer water sources in wet and dry seasons. 

6. Proper disposal of child’s faeces (put into latrine, washed into river or body or water, disposed of in trash or buried)
7. Handwashing (two out of three reported recommended handwashing behaviours: washing after defecation, washing child after defecation and before feeding child)

	5. Full immunization of children in the first year of life.
	Intervention
	8. Complete vaccinations for children 12 months or older 

	6. Protect children from malaria in endemic areas.
	Intervention
	Not included

	7. Promote mental and social development of children.
	Practice
	9. Mothers who report that children can be stimulated to learn how to walk and talk

	8. Continue to feed and offer more fluids when sick.
	Practice
	10. Children older than 6 months of age with diarrhoea or fever/cough in the two weeks before the interview who were given more then usual to eat during illness

	9. Appropriate home treatment for sick children.
	Intervention
Practice
	11. Children older than 6 months of age with diarrhoea in the two weeks before the interview who are treated with ORS or recommended home fluids 
12. Children with fever in the two weeks before the interview who were treated within 2 days

	10. Recognize danger signs of child illnesses 
	Practice
	13. Recognition of one out of the four danger signs when caregivers should take child for health care immediately (child cannot drink or breastfeed, Child has difficulty breathing, child has blood in stools, 

	11. Follow the trained health worker’s advice 
	Practice
	Not included

	12. Ensure pregnant women use antenatal care. 


	Intervention
Intervention
	14. Four visits or more to ANC sessions
15. Appropriate TT vaccinations 


The wealth index was created for the national level and then the individual variable scores from the first factor run were used to calculate the individual wealth scores for the five individual provinces. The score for each household were totalled and divided into quintiles of most poor, very poor, poor, less poor and least poor. The outcomes for the wealth index by domain are shown in the table below (Table 116). The highest percentage of most poor is found in Prey Veng (26 percent) with Mondul Kiri and Stung Treng having the second highest (23 percent). The highest percentage of the least poor is found in the control provinces (32 percent). Three quarters of the least poor households were located in Phnom Penh and in the metropolitan area of the nation’s capital of Kandal province.

Table  AUTONUM  \* Arabic  Percent distribution of wealth index in quintiles by domain, 12 Key Family Practices Survey 2006
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The wealth index is based on assets. Television and radio are common assets that mark a certain level of disposable income. In the lowest level of the wealth index, televisions are found in only 6 percent of households, while in the highest level of the index, televisions are found in almost 70 percent of the households (Table 117). Radios are less expensive, but still the wealth quintiles show that the least poor are almost four times more likely to have a radio than the most poor. Television viewing is four times more common in the least poor quintile compared to the most poor and radio listening is twice as common in the least poor compared to the most poor. Over 70 percent of mothers in the poorest quintile report never watching television. 
Table  AUTONUM  \* Arabic  Percentage ownership of a working television or radio, viewing of television or listening to radio almost every day by wealth index and never watching television by wealth quintiles, 12 Key Family Practices Survey 2006
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Socio-economic status also has an effect on exposure to disease and the prevalence of common childhood illnesses. Fever is the most common childhood illness measured and the prevalence in the most poor was 42 percent compared to 34 percent in the least poor (Figure 12). Diarrhoea and Acute Respiratory Illness were less common but the children of the most poor were 50 percent more likely to have diarrhoea and 60 percent more likely to have Acute Respiratory Illness than children of the least poor. 
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Figure 12. Percentage prevalence of fever and diarrhoea in children in the two weeks before the interview by wealth index, 12 Key Family Practices Survey 2006

Before analysing the relation between health interventions and practices and socio-economic status, it is important to know what the average conditions are by domain. Each indicator is defined as a practice like breastfeeding or an intervention like vitamin A supplementation. Practices are performed in the household and can be supported by the family, community and health providers. Interventions are activities that most often come from outside the household to deliver a preventive or curative action for the health and wellbeing of the mother and/or child. In the table of indicators, there are nine preventive practices and six health interventions. 
The average number of preventive health interventions was 2 out of 6 in the control provinces (Table 118). Prey Veng and Svay Rieng provinces had higher averages at 2.3 and 2.5 interventions, respectively. The remaining provinces had lower average number of health interventions delivered to mothers and children. In Mondul Kiri, Stung Treng and the control provinces around 10% of the child population received zero of the six preventive health interventions. Districts with two or more respondents in the sample who reported zero health interventions included Prey Veng, Preah Sdach district, Siem Reap, Soutr Nikom district, Pailin, Sala Krau district and Stung Treng, Sesan, Siem Bouk and Thala Barivat districts. 
For recommended health practices the highest average number practised were almost 4 out 9 in the control provinces and Svay Rieng. The lowest average number practised was in Mondul Kiri with 2.7. Mondul Kiri also had the highest percentage of children (4 percent) who do not benefit from any positive health practices. 

When the number of preventive health interventions and recommended health practices were added together, similar conditions were found with Svay Rieng having the highest number of intervention/practices and Mondul Kiri with the lowest. 
Table  AUTONUM  \* Arabic  Preventive health interventions, positive health practices and total practices, 12 KFP Survey 2006. 

Roughly mothers and children are receiving or practising about 6 of the 15 indicators of the basic practices and interventions they need to promote health mothers and children. This represents only 40% of the total practices. As six was the average, it was used as a cut-off level to analyse the relation between child health interventions and practices and socio-economic status.  The graph shows the linear relation between wealth and percent of the mother and child population who received/practised at least 6 of the recommended practices 
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Figure 13. Percentage of children who have at least six of fifteen total practices received/ practiced by wealth index and domain, 12 KFP Survey 2006.
It is first obvious that Mondul Kiri has the lowest coverage of 6 or more practices as the line stretches obviously lower than all the other lines of other provinces. The most poor receive just over 20 percent of six practices while the least poor receive less than 40 percent.  Svay Rieng is the opposite as the coverage is the highest, with conditions for the most poor starting above the least poor for almost all other provinces. The least poor receive 80 percent of the 6 practices. 

What is not immediately obvious and what is hidden in the four different lines that squiggle through the middle of the graph is that the variation in provinces with low coverage leads to large inequities but variation in a province with high coverage represents much less inequity. Kampong Speu has conditions for its most poor that are similar to Mondul Kiri but the conditions in the least poor are close to that of the control provinces. This amount of variation makes it the most inequitable province measured in the 12 KFP survey in terms of the recommended health practices. 
Table  AUTONUM  \* Arabic  Percentage achievement of six of more recommended interventions or practices and inequality (Q5/Q1) ratio, 12 KFP Survey 2006.
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The highest percentage of achievement of six or more recommended interventions or practices was in Svay Rieng (64 percent) and the lowest was in Mondul Kiri (28 percent). The other four provinces were remarkable similar all about 50 percent (table 119). 

A ratio of the conditions in highest wealth quintile (Q5) to the conditions in the lowest wealth quintile (Q1) is used to measure of inequity in health practices that exists within and in between provinces. The lowest level of inequity was found in Svay Rieng with a Q5/Q1 ratio of 1.3 indicating that the province has remarkably equitable conditions considering health interventions and practices. The highest level of inequity was found in Svay Rieng at 2.1. The level of inequity found in the control provinces was similar at 1.9 meaning that the least poor were almost twice as likely to receive interventions and practice recommended practices as the most poor. 
Victora et al (2005) conducted a similar analysis including only eight variables from the CDHS 2000 data and found a comparable Q5/Q1 ratio for the national level (2.1). The similarity between these two measures shows that while the coverage of basic health interventions and practices appears to have improved (according the CDHS 2005/06 preliminary report), the inequities have not changed. 

It is clear from this analysis that the poorest receive fewer interventions and practice less positive health practices. These poorest mothers and children also have higher exposure of disease, lower coverage of preventive and curative interventions, less access to health care and often poorer quality of care. Improving coverage in a system that is inequitable will not provoke the positive outcomes expected in mortality and malnutrition. If those mothers and children in need do not receive the interventions or support for improving health practises, conditions will not change. The new IMCI system intends to deliver health interventions and health promotion together as a single package. This should make the entire range of activities more cost effective and hopefully more commonly available. Special effort must be made to reach the poor or the coverage levels will not make an impact. 
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Appendices

I. Survey Methodology

The National Centre for Health Promotion (NCHP) in collaboration with the 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. The NCHP conducted a baseline survey to collect data on the twelve key family practices, media use and avian influenza. This data will help to design effective behavior change communication programs and messages. This research will contribute to the ongoing work of National Child Survival Program, National Nutrition Program and the National Centre for Health Promotion.

Research Objectives

The objectives of the Twelve Key Family Practices for Health Study are; 

· to provide baseline data for evaluation of impact and 

· to provide key information on health practices in the household for development of BCC messages and programs. 
Quantitative survey

The main survey is representative on the provincial level for five key provinces of the NCHP BCC campaign (Kampong Speu, Prey Veng, Svay Rieng, Stung Treng and Mondul Kiri) and includes a control group of provinces, which is nationally representative. The survey collected data on socio-demographic characteristics, knowledge and practices of the Twelve Key Family Practices for Health. Within the selected villages, survey teams identify mothers who gave birth in the past 2 years to interview irrespective of if the child is living or dead. 
The survey recorded verbal responses from willing respondents. All respondents were given an introduction to the research, advised that participation is voluntary, they were allowed to stop the interview at any time, the data are confidential, and participation are not and will not affect any services or treatment they might receive from governmental or non-governmental programs.

Sample size 
Normally data on child survival interventions are taken from selected households with children under five years of age within a national sample. Data for the NCHP KFP survey were collected from the target households with a child or children born in the past two years. The sample size calculations for the main survey are based on the complementary feeding plus breastfeeding variable from the CDHS 2005-6. It is based on a subset of the total child population (71.4% of all children less than 2 years are between 6 and 23 months of age). 

The total of around 3,000 households will be divided between the six domains (five provincial and one control domain) giving about 500 households per domain (3,000/6=500). The sample size calculation for each sample using a power of 90% and alpha of 0.05 shows that 500 children will produce a estimate proportion of women complementary feeding with continued breastfeeding their children (age 6 to 23 months) with confidence intervals of ±4.0%. 

The sample design is a two stage random sample. The first stage uses the 2004 Cambodian Intercensal Population Survey sample frame that includes a complete listing of all villages in the country and their size in number of households. The sample frame was assessed before use and found to be of suitable quality. A few keying errors were corrected and recorded in a log with explanations of the changes. Sample frames were prepared in excel version 2003 for each of the five key provinces and the control domain. Villages were selected according to probability proportionate to size based on the number of households per village. The sampling interval was calculated by dividing the number of selected villages per province or nation by the total number of households in the province or nation. 

A random start number between 1 and the remainder total was taken from a random number equation in Excel and added to the sampling interval to select the first village of the sample. The second village in the sample was selected by adding the sampling interval to the starting number for selection of village and following this method the remaining villages were selected. 
In the village, with the help of the village chief, the number of households was recorded to verify with the number in the sample frame. The village was then divided into segments of 60 households a piece. Each segment was numbered and a random number taken from the first appropriate digit on a serial number of a paper money bill was used to select the sample segment. Inside the selected segment, all households with children under 2 years of age were approached for interview. The survey team continued in the segment until completion of a total of 12 interviews. If the segment did not have enough households with children under 2 years of age, then the team recorded this on the cluster data envelope and continued in the same general direction out of the segment or backtracked to the centre if the village border is reached. The team identified and completed 12 interviews from the village whenever possible.  If the village had a low number of households, for example 30, and has only 7 households with children under 2 years of age, then they conducted interviews will all appropriate households and recorded the completed number of households on the cluster data envelope. 
Interview decision process at household level:

A household was defined as all persons who eat food together prepared from the same kitchen. One building may hold two or more households who prepare their food in separate areas, thus are two or more separate households.  If one household has two or more women with children born in the past two years of age, these two or more women will be interviewed. If a household had more than one child born in the past two years of age, for example twins, data will be collected on both children by completing the cover page and child section of the second questionnaire for the second child. 

Data Quality

In order to ensure high data quality a series of checks will be put in place during survey preparation, training, data collection and data entry. The questionnaires will be translated from English into Khmer. The wording of each question will be closely reviewed by experts of the NCHP and international organizations All mistakes and vague questions will be corrected or clarified before training. The questionnaires were checked in the training pretest for clarity and comprehension by a rural population.
Interviewers were trained closely on the meaning of all questions on the questionnaire. Special attention was given to record clear understandable information for the questions with the answer category labeled - other, specify. Training on standardization of writing numbers was given special focus. 

During the fieldwork, the team leader and field editor were responsible to accompany interviewers on initial interviews and make spot checks to ensure the interviewers are conducting the interviews in a formal, respectful and careful manner. The questionnaires were reviewed by the field editor in the village of data collection in order to find and correct any mistakes before leaving. Data quality assessments were made on 8% of the questionnaires (one in each village) with the team leader recollecting key information (12 questions) from the respondent (not comparing and correcting any differences) and sending the re-interviews to data entry for keying and analysis. The data collection was supervised by the survey coordinators and two consultants to ensure compliance to the methodology. 

All data were double entered using Epi-Data Entry version 3.1. All discrepancies between the double entry were corrected before data analysis. The distributions of all variables were closely scrutinized for errors or outliers. All data entry complications were logged in a record book and corrected to ensure complete data entry. All changes to the raw data were recorded in syntax files to ensure transparent data preparation for analysis. 

Timing of data collection:

The data collection went from July 10th to September 10th, 2006 during the rainy season. Rice planting season had started. While complementary feeding practices of children will be affected by food availability, the majority of information collected in the NCHP KFP study is not likely to be affected by season. 
II. Data Quality
To assess the data quality collected by the questionnaire, precision and accuracy are considered. Accuracy or the ability for a survey question to collect the information desired is addressed with standardization of the question and answer categories. As internationally standardized indicators were used in the questionnaire, the accuracy is assumed to be as high as other surveys using the same indicators, training and implementation. Precision is the ability of a measurement to be consistently reproduced with repeated measures. To assess the precision of the data collection, a re-interview was conducted in one out of every twelve interviews. The re-interview was conducted by the team leader or field editor without referring to or copying from the initial interview. The re-interview included identification information, twelve key questions and took about five minutes to complete. 
The interviewer teams completed 249 re-interviews along with 3,054 full interviews, which is a re-interview rate of 8 percent of the total sample (Table 120). The re-interviews were matched with their original interviews for analysis. All re-interviews were matched except for 4 in Prey Veng with incomplete identification information, leaving Prey Veng with a 91 percent completion rate of planned re-interviews. In the following tables the missing re-interviews of Prey Veng are not shown. 
Table  AUTONUM  \* Arabic  Count of re-interviews, complete re-interviews and matching interviews by domain, 12 KFP Survey 2006. 
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Certain implementation details were reviewed to analyze how the re-interviews were conducted. The Team Leaders and Field Editors were trained to collect the re-interview on the same day as the interview. Most teams followed the training and did both interviews on the same day (Table 121). The province with the lowest percent of re-interviews completed on the same day as the interview was Prey Veng (87 percent). It is possible to do the interview at the same time as the interview, but that shows that the re-interviewer is doing the re-interview incorrectly according to the training. In the control provinces, all re-interviews were conducted at a different time to the interview and in other provinces except Prey Veng the percent of times matching between the interview and re-interview was 7 percent or less.  In Prey Veng the percentage of interviews and re-interviews conducted at the same time was 68 percent. One interviewer was not supposed to do both the interview and the re-interview as the temptation to copy answers would be high. The percent of matching interviewers was 5 percent or less in all provinces except Prey Veng, where it was 79 percent. The reported precision from Prey Veng is questionable due to these reasons. 
Table  AUTONUM  \* Arabic  Percentage precision between interviews and re-interviews on implementation details by domain, 12 KFP Survey 2006. 
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Table 122 shows the percent precision between the interviews and re-interviews on 12 questions that are important to the survey. The flow of questions is greatly affected by most of these questions, for example if the child has died then the interviewer skips the majority of the questions in the questionnaire. Considering ownership of mosquito nets, the precision is high, between 95 and 100 percent in all domains. As the re-interviews go along, the quality declines. Age of the mother is not the most important question on the survey, but it helps to identify education and life experience of the mother. About one-third of mother’s month and year of birth in Prey Veng and control provinces were incorrect. Data on the child being alive or dead is critical for the survey. One third of answers in Mondul Kiri and one-quarter in Stung Treng were incorrect. Questions on cough and acute respiratory illness did not match in over one-third of the cases in Kampong Speu, Mondul Kiri, Prey Veng and Svay Rieng making the survey estimates less reliable.  Overall, Svay Rieng and Mondul Kiri had the highest rates of precision (88 percent) and Prey Veng had the lowest (77 percent). 

Table  AUTONUM  \* Arabic  Percentage of precision between interviews and re-interviews on critical survey questions and total accuracy by domain, 12 KFP Survey 2006. 
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Child's month of birth

95.2

95.2

78.9

87.5

95.2

82.9

Child's year of birth

92.9

92.9

92.1

90.0

100.0

92.7

Child alive

90.5

69.0

97.4

75.0

100.0

90.2

Child consumed liquids/solids since birth

83.3

97.6

86.8

80.0

95.2

92.7

Diarrhea

92.9

95.2

81.6

92.5

92.9

85.4

Fever

83.3

97.6

76.3

82.5

76.2

80.5

Cough

61.9

78.6

57.9

75.0

61.9

87.8

Acute respiratory illness

73.8

66.7

50.0

80.0

69.0

78.0

Total percent precision 

84.3

88.3

76.8

85.6

87.7

82.9

84.4

Total number

42

42

38

40

42

41

245


There is a possible bias that could have affected the entire survey, but in particular on KFP 11 on perceived quality of health care. The respondents were told at the beginning of the survey that they were answering questions to representatives of the Ministry of Health. This possibly affected the data quality on these questions.

Interviewer error was introduced as the dates of interview were recorded incorrectly in the second month of data collection. This caused the age of children to shift up to one month. It is not possible to determine the correct interview dates or determine if these mistakes significantly biased the data. If there is bias from these mistakes, the breastfeeding and complementary feeding data are the most likely to be affected as they are age-specific. 

Interviewer teams were trained to collect data from all mothers in the village segment who had given birth in the past two years. The current infant mortality rate is close to 10% (CDHS 2005-06 preliminary report). In the 12 KFP data, only 2% of children under 2 years of age were found to be dead. In practice interviewers asked for households with children, instead of mothers who had given birth in the past two years. This makes the data representative of households with living children under two years of age but not representative of households and health service utilisation of households with children who have died, which is likely to be different. 

There were two questionnaire design errors that were not noticed in the pre-test, but found immediately after in the main fieldwork. The first mistake in Question 354 in Khmer ‘Teuk Da Ko Kampong’ (canned milk) was written instead of ‘Misaouve Teuk Da Ko’ (powder milk/infant formula). The second mistake was a skip pattern on Question 404. All interviewers were alerted of both errors and made corrections by hand on each questionnaire.  Reminders to make these changes were given often by telephone to the teams and the hand-made corrections were verified during the field visits of the survey coordinators to the fieldwork. 
Don’t delay during data entry; don’t delay start of data entry. 

Hire appropriate level persons who are willing to do the data collection.

Get ethical clearance before starting fieldwork. 

Do not change interviewer numbers after the survey has begun. 

III. Household Conditions

Table  AUTONUM  \* Arabic  Percentage of households with land by domain, 12 KFP Survey 2006 
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Land owned by household 

member 

81.9

72.8

85.5

60.0

87.1

60.6

Total number

519

482

547

494

522

484

3048


Table  AUTONUM  \* Arabic  Percentage of households with assets and transport by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Household durable goods

Electric house light(s)

65.9

29.5

74.2

39.5

75.9

69.2

Car/moto battery

67.6

23.7

75.3

34.6

77.6

61.6

Working television

48.0

13.5

53.5

14.6

44.6

51.0

Icebox

38.2

13.1

39.9

30.8

47.3

50.2

Working radio

35.8

26.0

34.7

29.1

33.3

43.0

Wardrobe

21.8

7.3

17.0

18.1

24.7

27.9

Electricity

5.4

13.5

2.9

15.2

2.7

18.4

Mobile telephone

8.1

11.0

12.1

16.4

15.3

15.9

Water pump

6.4

4.8

17.2

7.7

8.4

12.4

Sewing machine or loom

1.7

1.9

1.8

4.1

3.1

8.1

Generator

1.4

6.0

2.2

8.1

2.3

2.7

Total number

519

482

547

494

522

484

3048

Transport 

Bicycle/cyclo

55.9

20.1

62.3

47.6

78.7

62.0

Motorcycle/scooter

36.0

52.3

25.4

23.7

36.6

36.4

Oxcart

47.6

11.0

17.4

11.1

10.6

23.8

Boat without motor

0.0

0.0

11.0

23.3

1.9

3.7

Tractor

1.0

1.7

4.9

1.6

1.9

3.5

Car/truck/van

1.3

2.5

0.7

1.8

0.0

2.5

Remorque

2.7

0.8

1.6

2.2

0.6

1.9

Boat with motor

0.0

0.2

6.0

18.6

0.8

1.9

Total number

519

482

547

494

522

484

3048


Table  AUTONUM  \* Arabic  Percentage of households with animals by domain, 12 KFP Survey 2006
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Kampong 

Speu

Mondul Kiri

Prey Veng

Stung Treng

Svay Rieng

Control 

Provinces

Overall 

Chickens/Ducks

66.9

53.7

75.7

61.1

84.7

67.6

Pig(s)

69.9

22.6

48.3

19.3

50.0

43.0

Cow(s)

41.2

35.3

53.4

50.5

59.8

38.0

Buffalo(es)

0.8

10.0

14.3

36.5

33.0

6.8

Fish

0.6

0.0

0.7

0.2

0.2

0.8

Horse(s)

0.2

0.0

6.2

0.2

11.9

0.8

Goat(s)

0.4

0.4

0.0

0.2

0.0

0.0

Total number

519

482

547

494

522

484

3048


Mother’s Support Groups





Mother’s Support Groups known as “Krom Koamtror Meada” in Khmer are groups of women with children of breastfeeding and complementary feeding age. They meet to support each other with ideas and care. UNICEF and NGOs have supported Mothers Support Groups to help encourage appropriate breastfeeding and complementary feeding. According to the survey, these groups do not serve this purpose. They are not reported to be sources of information on nutrition, health or breastfeeding. In Stung Treng, Svay Rieng and the Control Provinces some mother support groups actually were reported to encourage mothers to formula feed their children. 





If these groups are considered a strategic priority for supporting breastfeeding and complementary feeding, they need to be given support and education. This support must be monitored and evaluated regularly to ensure that these groups are promoting the optimal health behaviours that they were originally created to promote. 





Treatments to Make Water Potable





There are many ways to treat water that are not being effectively utilised. Chlorination, water filtering and solar disinfection are three of these methods. In other countries, social marketing of chlorine water treatments have been effective in improving water quality. Solar disinfection has been effectively implemented by NGOs. Some Cambodian communities have worked together to build their own treated water systems. This is a very important model that could be replicated. 





The Cambodian Red Cross (CRC) has pottery water filters available for water treatment. If the CRC gave away pottery water filters to all Cambodian households without access to potable water and provided training on use, safe water use could increase dramatically. This small expense could produce an enormous economic return both from reductions in child mortality and morbidity in the general population that is frequently infected with intestinal parasites or diarrhoea. 





Antenatal Care





The WHO World Health Report 2005 reported that ANC has not been effective as expected to improve mother’s health and child’s birth outcomes in many countries. 


Some of the tests and procedures conducted in an ANC check are more ritual then scientifically valid methods that aid the health of the mother or the birth of the child. 





Some experts recommend that the routine height and weight measures during the ANC visits should be removed from the services provided. Counselling of women on healthy lifestyle, diet and detection and management of existing diseases is considered to be a better use of the limited time of the visit. ANC care is considered an optimal time for addressing anaemia, tetanus toxoid vaccinations, malaria, TB, HIV/AIDS and future family planning needs. 





ANC visits are an optimal time to open lines of communication with women and improve her relationship with health service providers. This become more important as Cambodia begins to implement interventions such as individual birth plans and increasing facility based births to reduce neonatal mortality. 











Snack Food Consumption in Young Children





Exact food consumption data for infants and small children is difficult to collect. Children under two years of age eat small amounts punctuated by periods of activity or sleep. What commonly goes unrecorded in surveys like this one is the prominence of snack food in the diet. 





Snack foods are commonly consumed by young children. Almost every village in Cambodia has a small shop that sells soap, razors and snack foods. Snack foods include shrimp crisps, puffed rice, rice cakes, broken noodle, candies, jellies, cookies, sweet breads. Often there also someone in the village who makes fried banana or fried cakes. All these foods are commonly eating by children under five years of age. 





New products such as fortified ‘Mee Dara’ noodles, Fortified corn snacks and fortified soy milk for children older than 2 years of age are currently produced in Cambodia and becoming more widely available in the markets. Other foods targeted to younger children such as fortified peanut butter or tamarind paste could be good vehicles to deliver nutrients to malnourished children. The challenge is to produce fortified foods that can have a positive nutritional impact and then to ensure that they correctly targeted to reach the children in need. 





Vitamin A Supplementation Goes Unrecorded





Vitamin A supplementation in vitamin A deficient populations has been proven to be one of the most effective nutrition and public health interventions to reduce mortality in children under-five years of age.  





Vitamin A supplementation began only recently in Cambodia but coverage has increased rapidly over the past few years. In 2000, only 28 percent of children age 6-59 months had received vitamin A in the previous six months (CDHS 2000). The 12 KFP survey 2006 shows that 43 percent of children from 6-23 months were given a dose of vitamin A in the past 6 months. Both of these measures were based entirely or almost entirely on maternal recall, which is not the best source of data on this intervention. 





There are two spaces on the yellow card for the health worker dosing the child, to record the date. There was no information on vitamin A supplementation on 94 percent of yellow cards seen. This shows that there has not been good collaboration between the Child Survival Technical Working Group, the National Nutrition Program and the National Immunization Program and it has not been a priority to record information on this critical intervention. 





Treatment of Acute Respiratory Illness





There are many caregivers who do not go to the health centre when their child has fever or acute respiratory illness. They visit a shop in their village where they buy Paracetamol and Amoxycillin (the recommended treatment from health centre) and give any number of doses to the child while he or she is ill. 





A three day course of amoxycillin has been proven effective against acute respiratory illness. While trends are moving toward the community treatment of acute respiratory illness, there are concerns that intermittent treatment of ARI with antibiotics will make bacterial illnesses resistant to antibiotics. 





For caregivers or drug sellers to decide when antibiotics should be given is not the optimal method for treating ARI in children. As this is already common in Cambodia, efforts should be made to have health centres and Community Health Volunteers work together with the drug sellers and caregivers to use antibiotics in the most appropriate manner. 





Zinc Treatment for Diarrhoea





The most recent success story of child survival has been treatment of child diarrhoea with Oral Rehydration Salts (ORS) with zinc tablets. Research has found that zinc supplementation given as soon as diarrhoea begins reduces the frequency of loose stools and the duration of the illness. Zinc supplementation for 10-14 days after illness also has a preventative effect against the reoccurrence of diarrhoea in the 3 months after the original illness. UNICEF and WHO have endorsed zinc supplementation as proper treatment for diarrhoea in children. 





The product Orasel KIT (ORS plus 10 zinc tablets) was introduced in a pilot project in Pursat province. Preliminary reports show that it is very well accepted and utilised. This pilot project has recently ended and the future of availability of ORS plus zinc is unknown. For the health of Cambodian children ORS plus zinc needs to be made commonly available as soon as possible. 





Antenatal Care should include





Detection and management of existing diseases and conditions:


HIV (voluntary counselling and testing)


Tuberculosis


Sexually Transmitted Infections including Syphilis


Malaria





Detection and management of complications:


Severe anaemia


Pre-eclampsia/ eclampsia


Vaginal bleeding


Malpresentation after 36 weeks





Prevention of illness and complications:


Tetanus toxoid


Iron and folate supplementation


Birth plan, preparations in case of birth complications


Counselling for family planning, breastfeeding, danger signs HIV/STI and nutrition


Hookworm treatment


Iodine supplementation


�Source: WHO, 2003





               Map used in village sampling
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