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Executive Summary 

Appropriate infant and young child feeding is essential for survival, growth, and development.  Cambodia is among the countries with the highest child mortality rates in the region.  The Ministry of Health affirmed their commitment to promoting and protecting breastfeeding in the National Policy on Infant and Young Child Feeding (IYCF) in 2002.  Since that time, a number of initiatives and activities have been revitalized and/or implemented, including the Baby-Friendly Hospital Initiative (BFHI), the Baby-Friendly Community Initiative (BFCI), adoption of the Sub-decree on Marketing of Products for Infant and Young Child Feeding, annual national communications campaigns to promote breastfeeding, and a wide range of NGO nutrition programs at the community level.  Significant improvements in breastfeeding practices were documented between the 2000 Cambodia Demographic and Health Survey (CDHS) and the 2005 CDHS, particularly with regard to exclusive breastfeeding until 6 months of age, and early initiation of breastfeeding within 1 hour after birth.  However, there is still great room for improvement, as the practice of giving pre-lacteal feeds is still common, the use of bottles is on the rise, and early initiation of breastfeeding is still low.   In the broader context, women’s work patterns are shifting outside of the home as the country’s industries develop, and improving or maintaining good breastfeeding practices will require ongoing attention.
The methods of the review consisted of a review of relevant literature and documents, and a series of key-informant interviews at various levels of program implementation.  It identified key elements that have been effective to date in implementing BFHI and BFCI, and it also identified opportunities for strengthening the initiatives in the future.  The review also documented that BFCI is implemented in a variety of ways by the various development partners (UNICEF, RACHA, CARE, etc.).
Based on the findings of the review, the recommended actions to strengthen BFHI and BFCI are summarized below.  
Summary of BFHI Recommendations
Policy

1. Formalize a national policy for BFHI, as part of a revision of the overall national policy for IY CF.
Management and Coordination

2. Re-assess the functions of the NNP in relation to BFHI in order to strengthen management and coordination activities. Review/develop clear Terms of Reference (ToR) for the BFHI coordinator within the NNP.
3. Review the process for BFH assessments, re-assessments and designation and bring them in line with the global BFHI policy
4. Develop a BFHI expansion plan (applicable to public and private delivery facilities), including selection criteria for the hospitals (i.e. number of deliveries, willingness of staff and management, etc.), clear objectives and outputs, indicators, timeline, responsible partners, etc.  Refer to the cost estimates for establishing and maintaining Baby-Friendly hospitals, and seek partnerships with donors (in addition to UNICEF) to support these ongoing costs.
5. Set-up a BFHI database at NNP with the list of all maternities, including those BFH-designated with dates of initial designation and dates of re-assessments/re-designations; names and contact information of trained external assessors and BFHI trainers.
6. Establish a mechanism and guidelines for any concerned party (NGOs, government health officials and departments, hospital staff, concerned individuals) to report violations of the national Sub-Decree on Marketing of Products for Infant and Young Child Feeding to the relevant authorities (Ministry of Commerce and Ministry of Health).
7. Conduct an assessment on the implementation of the Sub-decree in all health facilities (public and private) with delivery, infant, and young child services; markets and supermarkets, etc.
BFHI Implementation

8. Revise and update the implementation package for BFHI to include HIV and infant feeding, implementation of the Sub-decree on marketing of products for infant and young child feeding, and mother-friendly care; and expand BFHI beyond hospitals through strengthened linkages with BFCI and Mother Support Groups (MSGs).  

9. Train more people in BFHI assessment.  

10. Expand BFHI certification eligibility to Health Centers delivering more than a certain number of babies per month. 

11. Ensure that all hospitals (not only Baby-Friendly hospitals) receive appropriate IEC (posters, pamphlets) for breastfeeding promotion.

12. Organize study tours for Baby-Friendly hospital staff, and staff of aspiring Baby-Friendly hospitals. 
Summary of BFCI Recommendations
Policy

13. Develop and formalize a national policy for BFCI, as part of the overall national policy for IYCF.  
Management and Coordination

14. Specify the functions of the NNP with regard to BFCI management and coordination. Clearly define roles and responsibilities (ToR) for the BFCI coordinator at NNP, as well as for PHD nutrition staff who are active in BFCI.
15. Develop a BFCI expansion plan, including clear objectives and outputs, indicators, timeline, responsible partners, and an estimated budget.

BFCI Implementation 

16. Revise the implementation package for BFCI to standardize key elements of BFCI.  Consider specific actions in the following areas:

Training

17. Address existing gaps in the training modules (e.g. interpersonal communication, complementary feeding, organization of BFCI at the PHD/OD/HC and community levels, monitoring, roles and responsibilities, how to use IEC and/or job aides, etc.) Use the opportunity for revising BFCI to include maternal nutrition and the Code of Marketing.
18. Develop an effective training implementation strategy (e.g. facilitators, re-fresher training-of-trainers, training process and follow-up).
19. Conduct annual trainings for new mother support group (MSG) members.

20. Ensure that quarterly MSG meetings involve model-mothers (women-volunteers) and are held at all health centers.
Supervision

21. Ensure that the HC staff and OD staff who are trained in BFCI have the resources (financial, transport, procedural- such as checklists-, etc.) to conduct routine supervision of village level BFCI/MSG activities.  Preferably this will be through routine outreach visits, so that resources are used efficiently.
Motivation

22. Consider appropriate incentives as needed to increase motivation of model mothers. Link to commune councils and village funds where available to solicit support of local authorities for MSG activities (i.e. cooking demonstrations) and small incentives for MSG volunteers. 

23. Involve village chiefs, and the commune council’s representatives for women, in mobilizing mothers to attend monthly weighing sessions, and educate mothers about the importance of adequate weight gain and child development. 

Monitoring and Reporting System

24. Organize follow-up meetings in all provinces to address problems stemming from the early implementation phase of the revised monitoring system. Some of the issues to be addressed include the following:
a. Make sure that MSGs are completing forms for all children less than one year old, not only newborn children.

b. To reduce the work load on HC staff with regard to reporting, PHD/OD create an annual rotating schedule whereby HC staff complete reporting (Form 2) on 25% of all villages every quarter.

c. Make it standard practice to use EPI records as the basis for the count of all children less than 1 year old in every village (the denominator, top right corner of Form 2)

Education/counseling at the community level
25. Finalize and ensure distribution of appropriate BF/IYCF IEC materials and job aides for MSG members.
Sustainability of BFCI

26. Strengthen linkages between MSGs and Commune Councils, so that community preventive health activities are not limited to donor or HC support, but are also considered a priority for local leaders. 
Evaluation of Impact

27. Conduct an external impact evaluation of BFCI to compare key breastfeeding and complementary feeding indicators in areas where BFCI has been implemented vs. areas where it has not (C-IMCI only areas).

 I.  Background
Appropriate infant and young child feeding is essential for survival, growth, and development.  Children who are not well nourished suffer from ill-health, and malnutrition is associated with over 50% of deaths in children under 5 years of age.  Children less than 2 years old are the most vulnerable to sickness and irreversible developmental damage, and therefore programs to optimize infant and young child feeding are of paramount importance.  Infant and young child feeding practices in Cambodia have improved in recent years, but there is still room for improvement, and a number of agencies continue to develop and implement child nutrition programs with this aim.  

Baby Friendly Hospital Initiative (BFHI) activities began in Cambodia in 1994, but were discontinued in 1997 due to the political situation in the country, and no hospital was certified as Baby-Friendly at that time.  In 2000, efforts towards BFHI were resumed as part of the Ministry of Health’s program for Infant and Young Child Feeding (IYCF).  The main goal of the IYCF program is to reduce infant and young child morbidity, mortality, and malnutrition rates by promoting, protecting, and supporting breastfeeding and timely and appropriate complementary feeding.  From late 2004 until late 2006, seven hospitals in Cambodia were certified as Baby-Friendly, with six more aspiring for the title and working towards it.  However, none of the seven certified hospitals have been re-assessed since their original certification, and this is an area that requires ongoing monitoring.

Global guidelines for BFHI were revised in 2006
, but the Cambodian guidelines have not yet been revised to reflect the new elements of the global guidelines, including HIV and infant feeding, “mother friendly” aspects of care, and provisions for the International Code for Marketing of Breastmilk Substitutes
 (the Code).  The legal framework for implementation of the Code has been established in Cambodia through the Sub-decree on Marketing of Products for Infant and Young Child Feeding
 in October 2005, and the subsequent Joint Inter-ministerial Prakas
 on the Implementation of the Sub-Decree in August 2007.  Implementation and enforcement of the Sub-decree and the Prakas now requires specific procedural guidelines and a framework for accountability.
In recognition of the fact that the majority (about 80%) of children in Cambodia are born at home
, the Baby Friendly Community Initiative (BFCI) activities began in 2004, implemented by the National Nutrition Program (NNP) of the Ministry of Health, UNICEF, RACHA, CARE, and other NGOs.  At the end of 2006, 1,999 villages had joined the BFCI.  The implementation mechanisms of BFCI (process of implementation, training materials used, IEC materials, roles of staff and volunteers at various levels, etc.) vary across the three main implementing agencies (UNICEF, RACHA, and CARE).  In order to avoid duplication of efforts, there is a need to identify the most successful elements of the various ways of implementing BFCI, standardize the BFCI implementation package.
In the broader context, the module that will be revised for training BFCI volunteers will also be adopted as the revised “Breastfeeding and Complementary Feeding” module for the Community Integrated Management of Childhood Illness (C-IMCI) training package for community level health volunteers, which will be revised in the coming months (late 2007/early 2008).
II.  Description of current BFHI and BFCI in Cambodia

The following is a brief description of the programmatic elements that have been outlined for BFHI and BFCI in Cambodia.  This section describes how the initiatives should function (in principle), not necessarily how they actually function (in practice).  The latter is discussed in the “Findings” section of this report.
BFHI in Cambodia currently follows on the global BFHI implementation guidelines that were in effect at the time the program was initiated (not the revised global BFHI guidelines, January 2006).  BFHI implementation in Cambodia is managed and coordinated by the NNP.  The following description is largely based on a consultant’s draft report from 2004; this was the only document that could be found to describe the current BFHI components
Health facilities are supposed to be selected to join BFHI by consideration of the following criteria: (1) commitment and motivation of health personnel; (2) external support received by the health facility; (3) number of newborns (deliveries per month) in the health facility; (4) human and tangible resources available at the facility; (5) other nutrition activities in the same province; and (6) knowledge and experience of health personnel.
The NNP is primarily responsible for conducting assessments to certify Baby-Friendly Hospitals.
Training is conducted by a National Core Trainers team, who are responsible for establishing Provincial Training Teams.  The Provincial Trainers are then responsible to train (within the selected hospital) all personnel who provide care for mothers and babies.  A number of training modules can be used depending on the role of the health personnel, including: 40-hour course for breastfeeding counseling, 18-hour course for general staff, 8-10 hour course for administrators and policy makers, and other optional training modules on complementary feeding, HIV and infant feeding, and IMCI.
Key components of BFHI implementation should include: (1) training, (2) the Ministry of Health Guideline on the International Code for Marketing of Breast-milk Substitutes (the Code), (3) the “Ten Steps” to successful breastfeeding, (4) establishment of a lactation clinic to provide counseling to mothers, and (5) dissemination workshops for all health personnel and administrative staff working in the Baby-Friendly facility.
Quarterly and annual monitoring of BFHI currently focuses on three indicators: (1) early breastfeeding (within 1 hour of birth), (2) pre-lacteal feeds (whether or not the child received water or any other fluids in the first 3 days of life), and (3) exclusive breastfeeding (until the time that the mother and child leave the hospital). The current BFHI monitoring forms have been implemented since mid-2007.
BFCI is a village level initiative promoting appropriate feeding practices for infant and young children.  There are no global guidelines for BFCI, so the program has been developed locally using existing training modules for IYCF.  Implementation methods have varied among the different implementing partners (primarily, UNICEF, CARE, RACHA, and Red Cross).
BFCI implementation begins with orientation meeting and establishing “Mother Support Group” (MSG) at the village level.  MSG’s consist of: Village Health Support Group (VHSG) volunteers (usually one man and one woman); traditional birth attendant(s) (TBA); the village chief; and two “model mothers” with positive breastfeeding experience.  While most of the MSG members are drawn from existing structures (VHSG volunteers, TBAs, village chief), the model mothers are elected based on specific criteria: positive experience with breastfeeding, literacy, good communication skills, and respected by villagers.  In RACHA’s experience with BFCI, Nuns and Wat Grannies (N&WG) were also involved as part of the MSG.   
After the MSG is established, the members receive a 3-day training on “Breastfeeding and Complementary Feeding Counseling and Support”.  The training module used by UNICEF BFCI is the “Breastfeeding and IYCF” module of the Community Integrated Management of Childhood Illness (C-IMCI) initiative.  This linkage between C-IMCI and BFCI ensures that all health workers in the community are being trained with the same, consistent information.  Supervision visits should be carried out by Health Center’s midwives at the village level, primarily during out-reach sessions. In addition, quarterly meetings of the MSGs are held at the Health Center to discuss progress and constraints, to collect child feeding data for monitoring purposes and to provide refresher trainings.

Key practices promoted to mothers under BFCI include: early breastfeeding (within 1 hour of birth); exclusive breastfeeding for 6 months; continuous breastfeeding until 2 years of age and beyond; and appropriate complementary feeding of children starting at 6 months of age.
Quarterly and annual monitoring of BFCI currently focuses on four indicators: (1) % of newborns put to the breast within 1 hr after delivery; (2) % of infants given pre-lacteal feeding in the first 3 days of life; (3) % children under 6 months old exclusively breastfed; and (4) % of children 6-9 months who receive both breast milk and solid/semi-solid food.  These are the indicators of the revised BFCI monitoring system that was initiated in UNICEF provinces in mid-2007.  The monitoring is reported from the village level, to the Health Center, to the Operational Districts (OD), and then to the Provincial Health Departments (PHD) for analysis and feedback.
III.  Methods of the Review

The approach for the assessment was to compare the current global recommended policy and practice for BFHI with the current BFHI policy and practice in Cambodia.  BFCI is a locally developed initiative for which there are no global guidelines, therefore the approach for the BFCI assessment was to review current experiences with BFCI implementation in Cambodia against the normative description of BFCI provided by UNICEF and identify gaps and opportunities for strengthening the program.
The review of the BFHI and BFCI consisted of (1) a review of relevant documents, including policy and legal documents, program reports, training materials, monitoring forms, etc.; (2) a series of key-informant interviews at various levels of program implementation; and (3) field-visits/observation of practices in BFH and BFC.  For the BFHI review, three Baby-Friendly hospitals, and one aspiring Baby-Friendly hospital, were visited.  Key hospital staff and new mothers were interviewed.  For the BFCI review, RACHA and CARE activities were summarized, and four of the six UNICEF provinces were visited, including Prey Veng, Svay Rieng, Kampong Thom, and Oddar Meanchey.  In each of the UNICEF provinces, interviews were conducted with Provincial Health Department/Operational District (PHD/OD) staff, selected Health Center (HC) staff, Mother Support Groups (MSG) in selected villages, and lactating mothers in the community (Appendix 1 provides details of persons interviewed in UNICEF provinces).  National level staff persons from NNP and UNICEF were also key informants and collaborators on the review.
IV.  Findings of the review

A.  National IYCF Policy

The current national IYCF policy (January 2002) covers four general strategies, including (1) Breastfeeding Promotion, (2) Implementation of the Sub-decree on Marketing of Products for Infant and Young Child Feeding, (3) In-services and Pre-services Training of Health Workers, and (4) Mass Media Campaigns focusing on Breastfeeding.
However, because the policy was written before BFHI and BFCI were implemented, it does not make specific reference to either initiative in its directives.  The national IYCF policy therefore needs to be updated, to reflect current programmatic experiences (BFHI and BFCI), legal developments (Sub-decree and Prakas), and key documents such as the Cambodia Nutrition Investment Plan (CNIP, 2003), and the Strategic Nutrition Plan 2008-2015 (currently under review).  

The national IYCF policy also needs to be expanded to include broader and more current technical knowledge (HIV and infant feeding, feeding of children with special needs, infant feeding in emergencies, etc), and recent global guidelines for BFHI (mother-friendly care, revised Code, etc).   The current IYCF policy has a limited scope being mainly focused on breastfeeding.  There is no mention of appropriate complementary feeding.  Based on observations of the age of onset of malnutrition and growth faltering, 6-23 months is a critical period for intervention, and the policy should therefore also be revised to reflect support for actively promoting adequate complementary feeding practices in the community.
In addition, the strategies described in the current policy lack specific and measurable objectives and an M&E plan, and these elements should be considered in a revised policy.

The 2002 policy specifies that the “National Council for Nutrition” (inter-ministerial Council comprised of 8 Ministries and chaired by the Ministry of Planning), is responsible for implementation of the National Nutrition Plan of Action.  Regular meetings of this Council have not been happening in recent years.  Revision of the IYCF Policy should be considered as one stimulus to revitalize the functioning of the Council.

B.  BFHI Review

To review BFHI, three of the seven Baby-Friendly hospitals in Cambodia were visited, including Kampong Trabek OD referral hospital (RH) in Prey Veng province, Svay Rieng provincial RH, and Oddar Meanchey provincial RH.  Kampong Thom provincial RH, which is now working towards Baby-Friendly certification, was also visited.  A question guide was developed and used to cover various aspects of BFHI implementation in the interviews.  Key NNP staff and UNICEF staff were also key informants regarding the national level BFHI implementation.  The findings of this review are discussed below according to key areas.  
Breastmilk is Best – this simple message is well displayed in Baby-Friendly hospitals in Cambodia
[image: image2.jpg]



1.  National Level BFHI Implementation
Management and Coordination

There is a designated BFHI coordinator within NNP, and there has been sustained donor support from UNICEF in recent years, which appears likely to continue for the foreseeable future.  UNICEF can provide support for establishing Baby-Friendly hospitals in all provinces, not only in UNICEF provinces.  BFHI is included in the Annual Operational Plan (AOP) of the NNP for 2007.  

The legal framework for breastfeeding promotion and implementation of the Code in Cambodia made notable progress in recent years.  In 2005, the Sub-decree on Marketing of Products for Infant and Young Child Feeding was adopted, and in 2007, the Joint-Prakas on Implementation of the Sub-decree was signed by the Ministers of Health, Commerce, Industry, and Information.  Both documents were disseminated to all 24 provinces in a series of workshops in Phnom Penh in August 2007.
Weaknesses of the current BFHI include a lack of budgetary commitment from the government, and the fact that there is no clear Terms of Reference (ToR) for the BFHI coordinator.  There appears to be little coordination at the national level with the Prevention of Mother to Child Transmission (PMTCT) programme and NCHADS.
The implementation package for Cambodia needs to be updated to include the new modules of the global BFHI guidelines (revised global guidelines, January 2006).  The new modules include HIV and infant feeding, aspects of mother-friendly care, and compliance with the International Code of Marketing of Breastmilk Substitutes (the Code).  
Currently there is not a coordinated, comprehensive database at the national level for tracking the status of Baby-Friendly hospitals.  It would be very useful to have an active, regularly updated database of Baby-Friendly hospitals, including names and contact information of key hospital staff, and lists of which staff have been trained in which modules.  The database could also include names and contact information for BFHI facilitators and assessors.
Currently there is also no written expansion plan for BFHI, including clear list of selection criteria.  Guidance for this exists in a draft consultant’s report from 2004 (mentioned in Section II of this report), but to date this has not been incorporated into a cohesive plan at the national level.  
At a recent UNICEF/WHO sponsored meeting in Manila (June 2007), Cambodia committed to having all hospitals in the country certified as Baby-Friendly by 2015, and this commitment is also being proposed for inclusion in the Health Strategic Plan (HSP2). Given the current pace of BFH establishment, this commitment seems ambitious.  UNICEF remains the primary donor for BFHI expansion as they are able to support the costs of establishing BFH and maintaining BFH in UNICEF provinces.  For maintenance costs in other provinces, other partner organizations should be engaged.  Cost estimates for establishing and maintaining Baby-Friendly hospitals are included in the “Costing Child Survival Interventions” document, by the Child Survival Management Committee (WHO, BASICS 2007).
Assessment and re-assessment

In July 2004, a consultant from the Philippines who is an expert in BFHI assessment came to Cambodia and trained approximately 9 persons in a “training of trainers” (TOT), to prepare them to conduct external BFHI assessments.  The consultant also led, along with the 9 new trainers, a training course for an additional 15 participants (total 24 persons) including Baby-Friendly hospital staff, and national level MOH staff from NNP and NMCHC, and provincial health staff on how to prepare for a BFHI assessment.  This team of assessors is therefore (in principle) qualified to conduct assessment and re-assessments of Baby-Friendly hospitals.  However, it seems that none of the current Baby-Friendly hospitals have undergone external re-assessment since their initial certifications (2004-2006).  The main reason for this is that there is no primary coordination and/or budget, and the assessors who are trained are otherwise busy with their ongoing work commitments.  So the certifications typically fall to 1 or 2 people at the national level.

Monitoring

Monitoring of BFHI is currently taking place, from the hospitals to the national level.  There were no reported problems with this system.

 2.  Facility based implementation
Breastfeeding/Infant Feeding Policy

In all four hospitals visited, the 10 BFHI steps were posted prominently in the maternity wards, and in some cases in a general/common area of the hospital.
Training

Since the initial trainings for BFHI, most hospitals have not had refresher trainings for staff.  Svay Rieng RH has had one refresher training for staff since 2004, which was conducted by the MCH staff from the PHD.  High staff turnover at hospitals such as Kampong Trabek OD RH (Prey Veng) necessitate regular trainings and refresher trainings, but this is not happening.

Implementation of the Sub-decree provisions in BFHs (contact with formula companies
In all four hospitals visited, there were no bottles, teats of pacifiers visible or in stock.  There were no promotional materials of any formula company visible in the hospitals except for a “wheel dial” tool used to calculate gestational age, a gift of the Dumex company, which was being used in Kampong Thom provincial hospital (which is now working towards BFHI certification).  This is actually a useful tool to have; facilities using this tool should consider covering the company name, or the national program should consider developing a comparable tool with breastfeeding promotion messages.
VIOLATION of the national Sub-Decree for Marketing of Breastmilk Substitutes.
[image: image3.jpg]



Three of the four hospitals have not had any contact from formula companies promoting their products for the past 3 to 4 years.  Staff members of one hospital (Svay Rieng Provincial RH) were invited to a “Khmer New Year Party” which was organized by the France Bebe company at a local hotel.  The staff of the maternity ward refused to attend, but staff from other wards did attend.  The invitation did not describe that the products would be promoted at the party, it only invited the hospital staff to come for the Khmer New Year celebration.
PHD staff in Svay Rieng also reported that one Health Center midwife in their province had accepted a supplemental salary from an infant formula company to promote their product (about 2 years ago), but she tried to keep it a secret.  Although this is not positive news, the fact that the midwife tried to keep it secret indicates that there is a general awareness (at least in provinces implementing Baby-Friendly activities) that collaboration with infant formula companies is forbidden.
Apart from the above incidents, no free gifts, money, formula donations, or other support from infant formula companies to hospital staff were reported.

NNP staff note that the extent of formula company marketing in public health facilities has decreased in recent years.  However there is significant marketing through private health facilities (for example, formula company personnel give free formula samples to mothers in private clinics).  It can be expected that similar incentives and marketing attempts from formula companies will only increase in the future as the economy and population of the country grows.  Enforcement of the sub-decree and the joint Prakas is essential.

HIV and infant feeding

Hospital staff demonstrated various degrees of knowledge about appropriate advice on infant feeding for HIV positive mothers.  Some, but not all, of the maternity ward midwives have already been trained on Prevention of Mother to Child Transmission (PMTCT) of HIV.  A primary concern for midwives is their own safety during delivery (considering the exposure to the blood of the HIV positive mother).  One hospital midwife (in Svay Rieng) and one OD staff member (in Kampong Thom) were able to more or less correctly describe the general steps for advising an HIV positive mother on infant feeding.  Other midwives in maternity wards were not sure or mentioned that they would just advise the mother to breastfeed as usual.  No HIV positive mothers were in the hospitals at the time of the review visits, so it was not possible to cross-check what information they had received about feeding their baby.  This is a technical area that will be strengthened when the BFHI implementation package is updated later in 2007. 
Another operational issue with regard to PMTCT and BFHI is that the PMTCT program provides significant financial incentives (monthly stipend) to health workers at the PMTCT centers at the OD/PHD referral hospitals, whereas BFHI provides no financial incentives to health workers.  Since counseling on both issues (HIV transmission, and breastfeeding) is provided during ANC (during prenatal care and also during and after delivery), it is frequently the same hospital staff who have the job to counsel on both issues.  Since these personnel receive incentives from PMTCT but not from BFHI, they perceive this to be unfair.  Nonetheless, financial incentives are not part of BFHI (and are not likely to be in the future).  Trainings (and refresher trainings) for hospital staff on BFHI should continue to position breastfeeding promotion as part of the routine responsibilities of hospital staff.
Deliveries at Health Centers

There is a growing movement to encourage mothers to give birth at the health center.  This is being encouraged by a financing scheme that provides US$15 to the health center for every baby that is delivered.  This money is typically shared among the HC staff, and a small portion (about 5,000 riel, or US$1.25) is normally also given to the community health worker (TBA, MM, or VHSG volunteer) who refers the pregnant woman to deliver at the health center.  PHD staff in Oddar Meanchey reported that transparency for this system is ensured by Commune Council birth records, which specify the place that the child was born.  The number of HC births reported by the Commune Council must match the number of births reported by the HC, before the HC can receive payment from MOH.  

From 2000 to 2005, the proportion of deliveries at health facilities (hospitals and health centers, etc.) increased from 10% to 22%5,
.  Although space is limited at many health centers (for deliveries, postnatal maternity care, and classrooms for antenatal care), the number of HC births is likely to grow in coming years, especially if the incentives program described above continues.  Another factor is that – reportedly – not many younger women are learning traditional birthing skills from older TBAs, so the number of active TBAs in communities seems likely to decrease in the future.  Even now, some of the TBAs interviewed in this review reported that they receive more incentive to refer pregnant women to HC than to assist deliveries themselves.  While the vast majority of births still take place at home, the trend towards birthing in the HC (and/or births at home attended by a trained midwife) is likely to continue.  A very important operational issue that will have to be considered for this trend to be realized is expansion of delivery/maternity space in current health centers, and inclusion of delivery/maternity space in new health centers that are being built (i.e. through the Health Sector Support Program, HSSP).  
IEC materials, and provision of information and counseling to the mothers
Breastfeeding IEC materials (posters and stickers) were prominently posted at all hospitals except for Oddar Meanchey provincial RH.  The “Ten Steps” to Baby-Friendly hospitals were also posted at all four hospitals visited.  Svay Rieng hospital had a notable amount of IEC posted in the corridors of the hospital, including posters and stickers promoting breastfeeding, and posters promoting PMTCT services.  Only one hospital (Svay Rieng) indicated that they sometimes gave pamphlets to new mothers, explaining the three key IYCF behaviors (early initiation within 1 hour, exclusive breastfeeding until 6 months, and appropriate complementary feeding after 6 months).  All hospitals had televisions for running the TV/video spot for breastfeeding promotion (and other health related videos).  At the time of the review visits, only one hospital had the television playing (Svay Rieng).  The PHD Director reported a technical problem with the DVD in Oddar Meanchey, and the TVs in the other two hospitals were not being used at the time of the visit.
Newly delivered mothers were not asked specifically if they had been informed about basic breastfeeding management, frequency and duration of breastfeeding, hand expression of milk, risks of using bottles, or where they could get support in their communities after discharge.  However, hospital staff currently are not aware of which villages/health centers in their areas have BFCI mother support groups to which mothers could be referred; so this linkage needs to be strengthened.
Knowledge of new mothers about breastfeeding

New mothers in the maternity wards were asked when the child had been put to the breast, if they gave colostrum, and they were also asked to describe their plans for feeding the child in the first 6 months of life.  Most mothers had initiated breastfeeding within the first hour, and all had given colostrum.  All but one mother had exclusively breastfed up until the time of the review visits, and said that they planned to breastfeed the child exclusively for the first 6 months of life.  One mother in Oddar Meanchey provincial hospital had been separated from her son shortly after delivery because the son had a birth defect and had been urgently transported to Siem Reap hospital for surgery, with the grandmother.  The mother was unable to travel with the child, and she was distressed because she had not received news from the grandmother or her husband in several days.  Her milk supply was not being maintained.  This was the only special circumstance in which exclusive breastfeeding had not taken place.  

Rooming in

Rooming in (mother and infant staying together in the same room after delivery) was always practiced and no mothers reported problems with positioning.  Based on these responses, it appeared that the mothers had received appropriate information and support from hospital and/or health center staff.
Monitoring
None of the hospital staff interviewed reported any difficulty with the monitoring forms or system.  Detailed information on BFHI monitoring was not collected during this review.
C.  BFCI Review

Available literature on the subject was reviewed, including program documents and a 2005 strategy paper on BFCI
.  Four UNICEF provinces were visited, including Prey Veng, Svay Rieng, Kampong Thom, and Oddar Meanchey.  Interviews were conducted with NNP, PHD/OD staff, HC staff, MSGs, and lactating mothers in the community.  Question guides were developed for each level and were used to cover various aspects of BFCI implementation in the interviews.  UNICEF and NGO staff from RACHA, CARE, and Red Cross provided information on the key elements of BFCI program in the areas supported by their respective agencies.  The findings of the review are discussed below according to key topical areas.
1.  National level BFCI implementation

Management and Coordination

There is a designated BFCI coordinator within NNP, however there is not yet a clear ToR for the BFCI coordinator’s roles and responsibilities.

This relatively new initiative has received donor support from UNICEF and implementing NGO partners, however there are government funds yet allocated at the national level to support BFCI.  Nevertheless, BFCI is mentioned in a number of key ministerial documents related to nutrition, including the Nutrition Strategic Plan and the AOP of the NNP for 2007.  BFCI is not mentioned in the current national IYCF Policy.

There is a wide range of implementation strategies and methods used across various provinces (UNICEF and NGO areas), which results from the fact that there is currently no consistent implementation plan for BFCI.  There is a need to have clear criteria for selection of BFCI villages as part of a revised implementation package.  
Although each UNICEF province has made plans for areas within their province to which they plan to expand BFCI, there is currently no national level plan for expansion to new areas.  

The review described in this report is a programmatic review –it is not an impact evaluation.  A preliminary evaluation of the impact of BFCI has not yet been undertaken.  
2.  Community level implementation

Mother Support Group with PHD, OD, and HC staff in Kampong Thom province
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Organization of Mother Support Groups (MSGs)

The process for selecting mother support groups was similar in all 4 provinces.  PHD/OD staff selected the villages to begin BFCI implementation, and visits were made to those villages with HC staff to introduce the concept and to select the model mothers (MMs).  In principle, MSGs in all UNICEF areas consist of the village chief, two Village Health Support Group (VHSG) Volunteers, two model mothers (MMs), and 1-2 traditional birth attendants (TBAs).  In reality, some MSG members are more active than others in monthly and ongoing activities of the group (referring pregnant women to antenatal care (ANC), providing education about breastfeeding to pregnant and lactating mothers, and participating in the monthly education and monitoring sessions).
In some areas, resignation or inactivity of MSG members, particularly MMs, is a significant problem.  In Prey Veng province, many of the original MMs who were trained are no longer serving as volunteers, largely due to their migration out of the area and because of low motivation since there was no monetary support for their monthly work as volunteers (monthly weighing, reporting and counseling).
Training of MSGs
There was wide variation in the way (content, duration) trainings were conducted in the four provinces.  Combinations of three previously existing training modules were employed, including C-IMCI, MPA-10, and the NNP’s “3 in 1” training module for breastfeeding and complementary feeding.  There are variations in the type and duration of training received by various members of the MSGs. In some areas, TBAs received the same training as the model mothers and the VHSG volunteers, and in other areas TBAs only received an orientation but not the full training.
In areas where new MSG members join previously existing MSGs, (for example, when new MMs replace former MMs who have left), the new MSG members do not always receive training.  In some areas, a shortened (1/2 day) training was offered to orient new VHSGs and MMs. 

Because the BFCI training materials were not well documented, it is not clear if the trainings included important elements such as complementary feeding, interpersonal communication, management and organization of BFCI at the PHD, OD, HC, and village levels, and key roles/responsibilities of the people at each level (including supervision).

Supervision
It is often difficult for HC midwives to supervise the activities of the MSGs on a monthly basis because the midwives do not always accompany outreach visits to the communities, and there is no budget for them to go to the villages for supervision outside of outreach visits.

Roles of MSG members
Most MSG members have the same general understanding about each person’s role in the group.  The role of the village chief is to coordinate the group and call the community together; the VHSG is responsible for referrals, counseling, and reporting when the MM is not able; the MM is responsible for referrals, counseling, and reporting; and the TBA is responsible for referrals and counseling, particularly with regard to appropriate initiation of breastfeeding (early, give colostrum, no prelacteals).  The biggest confusion of roles within the MSG is between the MM and the VHSG volunteer, regarding who takes responsibility for the monthly activities – calling the community together for the outreach session (or weighing session if it is done separately), weighing the children, and completing the individual reporting forms.  This task often falls to the VHSG because the MM is either not literate, or is not motivated to do her task (see next section).
Motivation of MSGs
Motivation of MSGs, particularly MMs, is an issue in almost all areas.  Various suggestions were made to increase motivation of MMs, including monthly per diem for the weighing, reporting, and counseling sessions; bicycles; t-shirts, bags, or raincoats; or even consumables such as fish sauce or soap.  Many MMs appreciate the value of receiving training, and they want to help their communities, but with regard to the monthly responsibilities, they feel that they are “doing something for nothing”. 
In principle, quarterly meetings at the health center (lunch and travel allowances) are one of the biggest incentives for MMs (or other MSG members) to do their work.  However, quarterly meetings have not been taking place (or have only started very recently) in many areas since the start of BFCI due to shortage (or slow movement) of funds.  This appears to have had a big impact on MSG members’ motivation.
Motivation of mothers in the community

In some BFCI areas, mothers are not motivated to have their children weighed every month.  HC staff and MSG members in these areas say that mothers are not motivated because they don’t understand the value of making sure their child is growing and developing properly.  They say that mothers believe weighing children is done only when the child becomes sick and has to be taken to the health center.  Mothers are motivated to bring their children for immunization/outreach because they already understand the role of immunization in preventing illness.  But once the child’s immunization is complete, they are not interested to continue bringing the child to outreach to only be weighed, as they don’t perceive it to be important as long as the child is healthy.  MSG members and HC staff in these areas report that if a mother is told her child is underweight, she will ask the MSG “then what food are you going to give me to help the child?”
In other BFCI areas, mothers appear to already understand the value of growth monitoring, and bring their children to monthly weighing sessions even when it is scheduled separately from immunization/outreach visits.  It should be noted that the areas where mothers were most motivated were also the areas where MMs were most motivated (Oddar Meanchey province).  This could be a regional difference, or it could be due to the successful work of the MSG members in those communities.
One suggestion to increase motivation of mothers is to organize and support cooking demonstrations at the monthly weighing sessions.  This suggestion was well-received by MSGs and PHD/OD/HC staff in Kampong Thom and Oddar Meanchey.

Monitoring and Reporting

In mid-2007 UNICEF introduced a revised monitoring and reporting system to UNICEF supported BFCI.  Almost everyone interviewed said that the new system is easier than the old.  The system is recommended as follows:  Individual record for each child less than 1 year old (Form 1) is completed every month by the MSG; Village record (Form 2) is completed each quarter by the HC staff; Health Center record (Form 3) is completed each quarter by the HC staff; OD record (Form 4) is completed each quarter by OD staff; and PHD record (Form 5) is completed each quarter by PHD staff.  

The various participants in this monitoring system have just been trained on the new forms within the last 3 months.  The system is new, and as expected it is not yet functioning properly.  A few problematic issues were identified that need to be resolved to make the system more efficient in the future:

1. MSGs mostly understand how to complete the Form 1, but they still make some mistakes.

2. MSG members do not always complete Form 1 for all children less than 1 year old in the village.  In some areas they are only completing Form 1 for new-born babies.  In some areas the MSG doesn’t reach children living far from the center of the village.

3. Because of the problems with Form 1, HC staff find it difficult to complete Form 2 (Village-level).  HC staff often must go to the villages to help MSGs complete individual forms (Form 1) correctly.
4. There is tension within some MSGs because the MMs are not literate enough to complete the individual forms, so the VHSG volunteers end up doing this work.  However the MMs still receive the benefit of the quarterly meeting transport and lunch allowance, even though they are not doing the work of the monthly reporting.
5. There is no standard method whereby HC staff estimate the “denominator” on Form 2 (the total number of children in age categories 0-12, 0-6, and 6-9 months old in the village).  Some areas use actual count from the village chief records, some refer to immunization records, some use population estimates (for larger villages), and some tally the number of Individual Forms (even if this is less than the number of children in the village, see point 2 above).  This needs to be standardized.
6. It is too much work for HC staff to complete the Form 2 for each village, and Form 3 for their HC, every quarter.  Some areas are instructed to complete Form 2 every month (not every quarter), but this creates even more work.  This burden on the HC staff will only grow as the number of Baby-Friendly villages expands in the future.
Solutions to these and other problems with the monitoring system need to be resolved as soon as possible, because they affect both motivation of MSG members and HC staff, and also the quality of the data that is being used to report BFCI progress.
IEC, and organization of education/counseling sessions at the community level
There is a lack of specific guidelines on how to organize education at the community level (where, how often, linkages to HC outreach visits, distribution of roles among various members of MSGs etc.).  There are also no IEC materials for BFCI at the village level.  There are very limited materials (mostly posters, some pamphlets) at the HC level.  Development of IEC materials, including counseling tools, must consider the literacy level of the volunteers who will be using them. 

Changes in breastfeeding practices as a result of the program
Most MSGs and PHD/OD/HC staff believe that the BFCI has already improved breastfeeding practices in the areas where it has been implemented.  This belief seems to be consistent with the findings of this review, i.e. lactating mothers in BFCI communities who were interviewed in this review had relatively good knowledge (and practice) of breastfeeding.  The mothers mentioned that they had learned about breastfeeding from the MSG members in the community and/or from HC staff during ANC.  So while there are a range of issues that need immediate clarification and improvement, the concept of the program and the experiences to date indicate potential for success in improving IYCF practices at the community level.
The current review of BFCI is a program review; it is not an impact evaluation.  Since the training module that will be revised for BFCI will also become part of the revised C-IMCI training manual, it will be important in the future to evaluate the added value of BFCI, apart from the C-IMCI that will also take place across the country.  In other words, what is the additional impact of having active MSGs via BFCI (involving model mothers, TBAs, N&WGs, community level weighing of children, etc), on top of the routine activities of the VHSG volunteers who will also be trained with the same module.  
These infants in BFCI villages were exclusively breastfed until 6 months of age
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V.  Recommendations

A.  BFHI Recommendations

Policy
1. Formalize a national policy for BFHI, as part of a revision of the overall national policy for IYCF.  The national BFHI policy should be in line with the most up-to-date global BFHI policy (2006).  In addition to elements of promoting and protecting breastfeeding, the new policy should also integrate aspects of HIV and infant feeding, the Code of marketing provisions, and mother-friendly aspects of care.   It should outline linkages to BFCI.
Management and Coordination
2. Re-assess the functions of the NNP in relation to BFHI in order to strengthen management and coordination activities.  Review/develop clear Terms of Reference (ToR) for the BFHI coordinator within the NNP.

3. Review the process for BFH assessments, re-assessments and designation and bring them in line with the global BFHI policy.
4. Develop a BFHI expansion plan (applicable to public and private delivery facilities), including selection criteria for the hospitals (i.e. number of deliveries, willingness of staff and management, etc.), clear objectives and outputs, indicators, timeline, responsible partners, etc.  Refer to the cost estimates for establishing and maintaining Baby-Friendly hospitals, and seek partnerships with other donors for the eventual costs of maintaining Baby-Friendly hospitals in non-UNICEF provinces.
5. Set-up a BFHI database at NNP with the list of all maternities, including those BFH-designated with dates of initial designation and dates of re-assessments/re-designations; names and contact information of trained external assessors and BFHI trainers.

6. Establish a mechanism and guidelines for any concerned party (NGOs, government health officials and departments, hospital staff, concerned individuals) to report violations of the national Sub-Decree on Marketing of Products for Infant and Young Child Feeding to the relevant authorities (Ministry of Commerce and Ministry of Health).  Note:  This action is reported to be underway via the establishment of the Oversight Board for the implementation of the Joint Prakas.
7. Conduct an assessment on the implementation of the Sub-decree in all health facilities (public and private) with delivery, infant, and young child services;  markets and supermarkets, etc.
BFHI Implementation
8. Revise and update the implementation package for BFHI to include HIV and infant feeding, implementation of the Sub-Decree on marketing of products for infant and young child feeding, and mother-friendly care; and expand BFHI beyond hospitals through strengthened linkages with BFCI and MSGs (i.e. PHD can ensure that each hospital has an updated list of Baby-Friendly communities, and that women are referred to MSGs in their area at the time they leave the hospital).
9. Train more people in BFHI assessment.  This is necessary because (a) the current number of trained assessors will not be enough as the number of Baby-Friendly hospitals increases, and (b) the previous training for BFHI assessment took place in 2005, before the revised global BFHI guidelines were available (2006).  National and provincial level health department and hospital staff should be identified to receive this training, which should be led by an outside expert consultant on the new BFHI assessment guidelines.
10. Expand BFHI certification eligibility to Health Centers delivering more than a certain number of babies per month.  Develop and define eligibility criteria and training needs for Health Center staff (may differ slightly from needs of hospital staff).
11. Ensure that all hospitals (not only Baby-Friendly hospitals) receive appropriate IEC (posters, pamphlets) for BF promotion.  Additional, incentive, support to Baby-Friendly hospitals may include television, videos, birth kits for new mothers, etc.
12. Organize study tours for Baby-Friendly hospital staff, and staff of aspiring Baby-friendly hospitals.  This exchange of ideas will stimulate and motivate hospital staff to achieve and maintain Baby-Friendly status.
B.  BFCI Recommendations
Policy

13. Develop and formalize a national policy for BFCI, as part of a revision of the overall national policy for IYCF.  The national BFCI policy should build on recent experiences of BFCI programs supported by development partners (UNICEF, RACHA, CARE, etc).  In addition to promoting and protecting breastfeeding at the community level, the new policy should also be strengthened with regard to defining strategies and directives to support appropriate complementary feeding.
Management and Coordination
14. Specify the functions of the NNP with regard to BFCI management and coordination.  Clearly define roles and responsibilities (ToR) for the BFCI coordinator at NNP, as well as for PHD nutrition staff active in BFCI.  Responsibilities to consider would include trainings for implementation and reporting, maintenance of BFCI database at the provincial and national levels, development and distribution of IEC and training materials, and for coordinating relevant support to PHD/OD, HCs, and MSGs.
15. Develop a BFCI expansion plan, including clear objectives and outputs, indicators, timeline, responsible partners, and an estimated budget.
BFCI Implementation
16. Revise the implementation package for BFCI to standardize key elements of BFCI.  Consider specific actions in the following areas:

Training

17. Address existing gaps in the training modules (e.g. interpersonal communication, complementary feeding, organization of BFCI at the PHD/OD/HC and community levels, monitoring, roles and responsibilities, how to use IEC and/or job aides, etc.).  Use the opportunity for revising BFCI to include maternal nutrition and the Code of Marketing.
18. Develop an effective training implementation strategy (e.g. facilitators, refresher training-of-trainers, training process and follow-up).

19. Conduct annual trainings for new MSG members (new members joining previously existing MSGs, and/or members of newly formed MSGs).
20. Ensure that quarterly MSG meetings involve model mothers, and are held at all health centers.  This is an opportunity not only for refresher trainings, but also for increasing MM motivation, sharing experiences, and supervising monitoring and reporting.

Supervision

21. Ensure that the HC staff and OD staff who are trained in BFCI have the resources (financial, transport, and procedural – such as checklists-, etc.) to conduct routine supervision of village level BFCI/MSG activities.   Preferably this will be through routine HC outreach visits, so that resources are used efficiently.
Motivation

22. Consider appropriate incentives as needed to increase motivation of model mothers.  Link to commune councils and village funds where available to solicit support of local authorities for MSG activities (i.e. cooking demonstrations) and small incentives for MSGs.  Suggestions from MSGs included: bicycles, bags, t-shirts, raincoats, soap, per diem (for the days of weighing children and reporting).  Incentives increase motivation if they are perceived to be equitable with the incentives received by other volunteers in the community, in relation to their respective responsibilities.

23. Involve village chiefs, and the commune council’s representatives for women, in mobilizing mothers to attend monthly weighing sessions, and educate mothers about the importance of adequate weight gain and child development.  Consider providing oil, vegetable, eggs, meats, iodized salt, etc. and training for cooking demonstrations at monthly weighing sessions.  MSGs may decide to have these sessions together with immunization outreach days, or on a separate schedule.

Monitoring and Reporting System

24. Organize follow-up meetings in all provinces to address problems stemming from the early implementation phase of the revised monitoring system.  Some of the issues to be addressed include the following:
a. Make sure that MSGs are completing the new forms for all children less than one year old, not only newborn children.
b. To reduce the work load on HC staff with regard to reporting, PHD/OD create an annual rotating schedule whereby HC staff complete reporting (Form 2) on 25% of all villages every quarter.
c. Make it standard practice to use EPI records as the basis for the count of all children less than 1 year old in every village (the denominator, top right corner of Form 2).
Education/counseling at the community level

25. Finalize and ensure distribution of appropriate BF/IYCF IEC materials and job aides for MSG members.

Sustainability of BFCI
26. Strengthen linkages between MSGs and Commune Councils, so that community preventive health activities (such as breastfeeding, growth monitoring, etc) are not limited to donor or HC support, but are also considered a priority for local community leaders.  Explore the potential role of Commune Councils with regard to local funding for MSG activities, monitoring and “certification” of Baby-Friendly Communities, and other ideas to be explored in the development of the IYCF strategy, and the BFCI implementation package and expansion plan.
Evaluation of Impact
27. Conduct an external impact evaluation of BFCI to compare key breastfeeding and complementary feeding indicators in areas where BFCI has been implemented vs. areas where it has not (C-IMCI only areas).

Appendix 1:  Summary of persons interviewed in four UNICEF provinces

	Province
	PHD/OD (MCH/Nutrition Staff)
	Referral Hospital (RH)
	Health Center (HC)
	Village (MSG)
	Village (Mothers)

	Prey Veng
	Kampong Trabek OD (MCH/Nutrition staff, OD Director)
	Kampong Trabek OD RH (Director, midwife in Maternity Ward) 
	5 midwives from various HC at OD office; Speu Kor HC (primary midwife, HC director)
	Snoul village (2 model mothers, village chief)
	

	Svey Rieng
	PHD (vice-director, MCH staff); OD SR (MCH staff)
	Svay Rieng Provincial RH (Physician, midwife, and 4 new mothers in the maternity ward)
	Chek HC (midwife and HC director)
	Totea village (1 model mother)
	1 lactating mothers (7 month old infant, and 5 day old infant)

	Kampong Thom
	PHD (2 deputy-directors, health promotion chief, nutrition staff); OD KTM (chief, nutrition staff)
	KTM Provincial RH (midwife and 1 new mother in the maternity ward)
	San Kor HC (midwife and HC director)
	Sampovmeas village (MSG, including village, chief, 1 VHSG volunteer, 1 model mother, 2 TBAs)
	

	Oddar Meanchey
	PHD (nutrition staff, MCH staff, director)
	OMC Provincial RH (midwife and two new mothers in the maternity ward, vice-director)
	Pongro HC (floating staff midwife)
	Two villages in Pongro HC (Village 1: 1 model mother, 2 TBAs; Village 2: 1 model mother
	Village 1: 1 new mother

Village 2: 15-20 lactating mothers
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