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I. [bookmark: _Toc280771742]OBJECTIVE/GOAL


Objective: To assess beneficiaries’ experiences with the products and services related to the management of severe and moderate malnutrition at the community level and explore beneficiaries’ perceptions regarding the value of the product,   preparation practices and opportunity costs to identify potential challenges experienced by beneficiaries. 

Goal:The results of the above assessment will inform programmatic adjustments to improve the management of severe and acute malnutrition (SAM & MAM) by revealing the challenges experienced by beneficiaries related to using products and receiving services related to the management of  SAM& MAM at the community level. 
II. [bookmark: _Toc280771743]METHODLOGY

The methodology was qualitative and questions were drafted first in English by an expatriate consultant with a social science background and Khmer language skills. The questionnaire was reviewed and feedback provided by  UNICEF and partners, including the World Food Program. The consultant then translated the questions into Khmer and worked with UNICEF’s Provincial Program Coordinator in Kampong Speu, who also possessed a social science degree, to provide the necessary translations during interviews. This ensured interviewee comprehension. All interviews were in the Khmer language and notes were taken by the consultant during interviews. 

Target Population
Beneficiaries of acute and moderate malnutrition products and services,  half to be Severely Acute Malnourished  (SAM)  and the other half Moderately Acutely Malnourished (MAM) with half of this MAM sample consisting of defaulters . 
III. [bookmark: _Toc280771744]LIMITATIONS

The research lasted only 3 days in the middle of harvesting season. Many caretakers were in the field and/or the mother was in the factory, factors which presumably contributed to the number of defaulters.  The primary caretakers were not always available for inquiry and in some instances young girls were the primary caretakers and the researcher did not feel it was ethically sound to perform in-depth interviews with these individuals. 
Finally but importantly, Cambodians, particularly rural and poor, are inclined to provide the socially appropriate, rather than veracious response to please those providing them services. Therefore, it is difficult to guarantee that answers presented by the beneficiaries present a completely accurate picture of the situation.
IV. [bookmark: _Toc280771745]RESULTS/RECOMMENDATIONS
[bookmark: _Toc280771746]OVERVIEW
.
[bookmark: _Toc280281916]	The following section briefly introduces the sample. Bullet points are provided in order of response frequency and following each point are the recommendations.  Interviews lasted from 10 minutes to 1 hour depending on the parties available for inquiry and circumstances of the caretaker (i.e. busy in field, traveled from field for interview, children requiring attention). Many local villagers gathered at the site of the interviews including recipients of MAM products. These individuals also provided their opinion of the MAM products and feedback related to problems and successes of these products, including notable positive changes in their malnourished child. 
a. [bookmark: _Toc280771747]SAMPLE

	HealthCenter
	SAM
	SAM to 
MAM
	MAM to SAM
	MAM
	SAM (defaulter) 
	MAM   (defaulter)
	TOTAL

	Sdok
	2
	1
	
	3
	
	0 (none available)
	6

	Preah Vihear
	1
	
	1
	3
	1
	3
	10

	Tou lSala
	3
	1
	
	3
	1
	4
	11

	Interviews incomplete*
	1
	
	
	4
	
	2
	7

	TOTAL (w/ incomplete)
	6
	2
	1
	7
	2
	9
	27

	TOTAL (complete)
	5
	2
	1
	5
	2
	5
	20


*Interviews were incomplete for the following reasons: 1) Primary caretaker and/ or child not in the home, informant typically grandfather/father/young girl without full knowledge of product usage, feeding practices and challenges,2) People receiving the product approached us for interviews (esp. MAM recipients), but researchers sought other recipients  selected from the Health center log book..   In these incomplete interviews simple questions were asked for corroboration of themes and exploration of identified issues.

i. [bookmark: _Toc280771748]CHILD AND CARETAKER ACCEPTABILITY
Results

· Severe(BP-100) (N=11)
· Children enjoyed the product and acceptability was high.
·  Mother/caretaker was pleased with the ease of preparation because it was easily incorporated into daily cooking processes, if boiled water was added (at least 3 times daily).
· More than half of respondents were not mixing the product with water and providing to child in bar form.
· A majority of respondents referred to the product as “sweet and salty”, the taste was enjoyed. 
· In several  instances the child would consume an entire box in one day depleting the supply before weekly appointments.
· MAM to SAM (N=1)
· One instance of CSB “caused” a serious incidence of diarrhea resulting in a child almost dying (sugar was added).The health center refused the child and this story had spread to nearby towns, where problems with children’s refusal of CSB & diarrhea was also a problem contributing to the number of defaulters (adding sugar appeared to be a common practice in this region, although not recommended by regional Health Center staff).  
· Problems with transfer from SAM to MAM, due to the preference of BP-100 over CSB.

· MAM (CSB ++) (N=14)
· Acceptability was not has high as BP-100 typically due the child’s refusal of product and problems with diarrhea (especially in cases when sugar was added, the typical recourse if child refused the product). 
· Many respondents were already adding or asked  if sugar could be added, due to the child’s refusal of the product.
· Problems with habituation to sugary feeds were observed in all interviews: cakes or crackers had been purchased for children in the house and in at least 20% of the interviews the malnourished child was provided with a packaged cake or bread during the interview.
· Diarrhea was an issue primarily when sugar or in several cases when condensed sugar milk was added. Sugar or condensed sugar was added to CSB in 6 out of the 8 cases of beneficiaries experiencing reoccurring problems with diarrhea. This reoccurring diarrhea further contributed to the number of defaulters and in some cases caused MAM children to regress to SAM. However, there were several instances where CSB or BP-100 caused diarrhea when sugar was not added (grandmothers appeared more inclined to add sugar).  
· CSB caused the child to defecate more, likely due to the high fiber content.
· Mothers/older caretakers did not like cleaning up child’s refuse after using product, which is particularly difficult in dry season.
· Some children were eating the product raw. However this issue was not explored due to time and logistical constraints. Eating raw product could introduce pathogens and be a cause of increased diarrhea.
· Many children who had refused the product, particularly CSB, had bruises on their body. Hitting young children in Cambodia is common.  In several instances the anger of the caretaker due to the child’s refusal was palpable: they had been provided,” free” nutritious feed for their child and the child refused the product. Abuse may have occurred. The child’s ensuing refusal of product may also be due to caretakers’ disordered feeding techniques.[footnoteRef:2] [2: Robert Markowitz, MD, John B. Watkins, MD, Christopher Duggan, MD, MPH. Failure to Thrive: Malnutrition in the Pediatric Outpatient Setting.Duggan C, et al. Nutrition in Pediatrics. 4th ed. Hamilton, Ontario, Canada: BC Decker Inc; 2008.
] 


· SAM to MAM
· A majority noted they preferred the BP-100 to the CSB and wanted the BP-100 back due to ease of preparation (i.e. sometimes no water added, less stirring involved) and child’s acceptance of product.
· Health center staff are currently providing BP-100 to some SAM to MAM beneficiaries who are not pleased with the CSB product until discharge (20% weight gain). The NNP has been notified and KS provincial authorities are awaiting permission to continue said practice.


Recommendations
· SAM (BP-100)
· Children are eating in bar form. This facilitates feeding practices, however hygiene needs to be strongly emphasized as hand washing is not commonly practiced and it is currently dry season.
· More follow up is needed from Health Center/VHSG when caretakers are late for appointments, especially in regard to SAM patients who should be presenting weekly. This is a more pressing issue for very poor and vulnerable households. In one instance a beneficiaries’ child was approaching a critical condition and the mother worked in the factory making it difficult to present for weekly appointments.
· While product is better received than CSB and overall families appreciate the benefits, one family had difficulty with child’s acceptability and therefore it may be necessary to recommend additional preparation processes.
· Should encourage other family members (i.e. father, grandmother, aunt) to present with child for weekly follow up as many mothers are working in factories and are not available to escort their child for regular follow up. 
· MAM(CSB ++)

· More research needed to determine if diarrhea incidence with CSB++ higher than normal incidence and to determine if different preparation and feeding strategies can prevent increased incidence of diarrhea
· Health Center Staff should recommend alternative preparation methods that also ensure nutritional integrity of product
· Bananas are recommended, grilling, or preparing the product to appear like a “cake” which most children enjoy. However grilling time should not exceed 5-10 minutes as it will compromise the nutritional content of the product[footnoteRef:3]. [3:  Key messages for the interim Guideline of the Management of Acute Malnutrition in Cambodia.] 

· CSB ++ is made from corn and some families object to the smell, if another product were available, preferable made from rice, acceptability may increase.
· The number of MAM defaulters may be high unless alternative preparation strategies or a more acceptable product is provided. 
· Health Center staff should encourage men to assist with preparation processes (boiling &/or gathering water and firewood), as often the mother is in factory and the grandmother is busy in fields or with other children. 
· Recommend families not abuse their child if they initially refuse the product as it could cause future problems with acceptance. Try toencourage proper feeding techniques, rather than abuse. 
ii. [bookmark: _Toc280771749]PERCECIEVED VALUE

Results
· All families claimed both CSB and BP-100 were of high value due to benefits they could see in their child and it being different/unique”, (ប្លែក) as these products were not available in the local markets.
· Even in cases where the child refused the product, beneficiaries believed the product had value, “if” the child would eat it. 
· Most families claimed their neighbors also wanted the product but their child was not “right” for it (did not meet MUAC/Height & weight requirements). 
· [bookmark: au6]Money saved from buying food outside of the house ranged from 200 riel-5000 riel per day (average. 1800 riel (N=18)).
· Money had previously been spent on cakes (នំ) and/or Chinese crackers (នំចិន). Baba (enriched and plain) was rarely available at the village level and necessitated travel to the nearest market town.
· A majority of families claimed they would purchase the product if it were sold at the local market (older caretakers were less likely to agree).
· A majority of the families were able to show the remaining bags or packages and several beneficiaries claimed they wouldn’t “dare” sell it in the local market for fear of offending health center staff. 
· A few respondents commented people wouldn’t know how to use the product if it were available at the local market because they wouldn’t have anyone to explain the required preparation processes.
iii. [bookmark: _Toc280771750]PERCIEVED BENEFITS OF PRODUCT

Results/Reasons
· Child fatter (more active, alive, see child development)
· Reduced the amount of disease.
· Families spent less money on medical expenses (monthly savings,  ranged from  4000 riel to 200,000 riel ($1.00-$50.00). The average was 120,000 riel ($30.00). These figures are exclusive of transportation costs and labor lost (N=12).
· Before using the product, trips for health care, typically at private facilities) ranged from  2 to 5 times a month.
· Private clinics were preferred because the HealthCenter doesn’t make the illness “disappear” (បាត់) and/or they are only open in the mornings and in some cases staff not there in mornings due to attending outside “meetings”.
· Beneficiaries saved money on food  previously purchased outside the house  (see perceived value).

Recommendations
· For future education from Health Center, VHSG and complementary feeding marketing strategies.
· Emphasize reduction in medical expenses, education and marketing to support infant and child feeding/ complementary feeding.
· Khmer people spend a lot of money on triage medical care, typically at a private clinics.
· Inform Cambodians that white sugar, cakes and crackers lack nutrients and will not allow the child to resist disease and cause children to refuse good feeds in the future (further contributes to diabetes and tooth decay).
· Emphasize and inform beneficiaries of the benefits of LOCAL foods, particularly:
· Promote the benefits of foods growing near their house (i.e. pumpkin, morning glory, egg, cooked blood (iron)) for their children’s health, resistance to disease and positive effect on development. Inform the VHSG carrots are not essential for enriched baba, as they are expensive and not accessible in the village.
· Unprocessed , local rice has more nutrients than white rice.
· Purchasing  locally does not support neighbors such as Vietnam, Thailand and China as many Khmer hold prejudice again these countries and claim to prefer local products. 
· Additionally emphasize that purchased products such as the cakes and crackers have “chemicals” (គីមី) in them, another Khmer distaste.
iv. [bookmark: _Toc280771751]CHILD DEVELOPMENT

Results
· All respondents, family members and neighbors (who typically gathered at interview) noticed positive changes in the child, with the SAM children’s developments being more remarkable. The positive changes noted were as follows:
· Child “fatter”  (when beneficiaries were aware of child’s weight gain the average was 1.2 kg)
· Clear skin (ស្បែកថ្លា)
· More active, “alive”(រស់)
·  In several severe cases it was noted by the beneficiary and  local people who had gathered  that a child  who could not lift his limbs was now was walking/crawling. 
· Smarter (could talk now, open doors etc.)
· Talking much more frequently, and in some cases couldn’t get the child to stop talking (neighbor’s comment)
· Now for first time walking, crawling, dancing.
· Smiling and laughing a lot more.

Recommendations
· Work to document the progression of children with pictures and stories from families for the development of advocacy materials.

v. [bookmark: _Toc280771752]REASON FOR DEFAULTERS

Results
MAM (N=5)

· The reasons for defaulters were typically a  combination of the below circumstances:
· The research occurred during harvesting season and many caretakers were engaged in the fields and claimed this was why they had not returned. However, most claimed they intended to go after finishing harvesting.  
·  Many mothers worked in the factory and were not able to go to the health center and retrieve the product(according to various health centers approximately 30% of mothers work in factories in the district, with some health centers having higher percentages (i.e. Prey Vihear 50-60%))
· Product “caused” the child to have diarrhea and/or child refused the product (esp. CSB, 2 SAM cases).
· The beneficiary still had the product remaining and therefore it was not exigent to return.
· Child eating the product at slow rates due to issues with acceptability and ability to prepare regularly (i.e. preference for sweets, commonly consumed by sibling/neighbors).
· Fear of being blamed by health center staff  for being late or losing their appointment papers (fear of losing face).
· Many children had bruises on body(see child acceptability).
· Health center staff were not there when beneficiary went to retrieve the product and/or the beneficiary was not provided a referral slip (N=5). In the instances when the health center staff weren’t there the beneficiaries always went in the morning as it common knowledge in villages that HC staff are not present in afternoons. 
· Long wait at health center in the morning.
SAM (N=2)
·  One defaulter due to diarrhea attributed to the product. Beneficiary tried for 9 days with subsequent diarrhea each time and soon after abandoned the product.
· One due to child acceptability, child refused to eat when mixed with water and then also in bar form. When boiled in banana leaf the child accepted because it was presented as a cake, but this requires extended preparation time. Beneficiary desired to change to CSB.

Recommendations
· Some Defaulters are explained because of the onset of harvest season and/or the product is still remaining. There may be an influx of people at end of harvesting/ December.
· Harvest season is a very important time for rural Khmer people as the rice harvested rice is typically their income for the entire year. Most families have depleted last year’s income and need to sell the harvested rice to subsist. Unfortunately, the children’s health and feeding typically becomes secondary until all rice if harvested.
· Create a document with many supporting visual aids that emphasizes the following points and provide to all beneficiaries.  Health center staff does not typically provide in-depth counseling to beneficiaries.
· Ensure Health Center staff explains that the product may cause their child to defecate more or cause diarrhea in the beginning until the body adjusts to the product’s content; diarrhea care seeking should be emphasized.
· Clarify to health center staff alternative ways CSB and BP 100 can be prepared, and make clear what cooking processes can and can’t be used to ensure the nutritional integrity of the product.  Ensure these processes are simple and not resource intensive.
· Grilling a possibility if not cooked over 5-10 minutes[footnoteRef:4].  Bananas are a cheap local food and could be mixed with boiled water and/or roast with CSB (some issues with Khmer food taboos, and beliefs that certain banana types cause diarrhea).  [4:  Key messages for the interim Guideline of the Management of Acute Malnutrition in Cambodia.] 

· Ensure staff emphasizes hygiene/hand washing especially because it is currently the dry/diarrhea season  ( especially with BP 100 as many children eating bar form)
· Encourage HC staff not to scold patients when they come late but to understand caretakers need to tend to daily survival.
· Recommend to beneficiaries that the child doesn’t get too cold and to cover him/her with blankets. It is currently the “cold” season and hypothermia is one of the main causes of death due to malnutrition.


vi. [bookmark: _Toc280771753]HEALTH CENTER/VHSG SUPPORT/PREPARATION KNOWLEDGE

Results
· A majority of respondents were aware of proper preparation techniques, and claimed the Health Center staff explained “clearly” and they were happy with the health center staff’s assistance.
· A majority of informants were clear on preparation instructions, with the exception of one health center which informed recipients of BP-100 to mix 7 spoons of water to one piece (half a bar). 
· Many mothers were informed they could consume remaining product to increase breast milk production (if breastfeeding) although this is not part of the training
· Health center workload has increased substantially and the numbers of beneficiaries is increasing; continuation of these efforts without incentives or other forms of motivation will be difficult. 
· A majority of respondents discovered their child was malnourished only after being called by the chief, or VHSG to attend a meeting hosted by the Health Center in the village where measuring with MUAC occurred.
· A majority of respondents claimed they had not heard of VHSG going house to house to measure children.
· Word of mouth regarding services may be enough to ensure villagers are informed.
· Health center staff and VHSG commonly visited but this varied by the region’s Health Center.
· There were several instances of severe cases not visited and one in near critical condition.
· The health center staff was more likely to visit the beneficiaries than the VHSG. However, the VHSG often directed the interviewers to the beneficiaries (always women VHSG).
· Beneficiaries were asked if they wanted the Health center staff to come and check up on them.  The responses varied, with some preferring to present at the health center themselves. However, more beneficiaries wanted the health center to check up on them in their home.
· In several severe cases with complications, families brought the child to the Health Center. The health center staff than sent the child to a  private clinic and/or Phnom Penh (Katha Bopha hospital).
· Health Center referral of severe complicated cases to Kompong Speu referral hospital has not been common.
Recommendations

· Education on breastfeeding and complementary feeding by Health Center and VHSG is important to prepare for patients for discharge from program.
i. Especially emphasizing local and cheap available foods (i.e. carrots not essential)
· Follow up with health centers to explore issues with sustaining efforts (role of user fees etc). 
· Health Center staff should advise mothers/caretakers to allow fathers to take their child to follow up. appointments. Staff should advise the fathers to try to assist with preparation processes (i.e. gathering wood , water, starting fire, encouraging child to eat product) or to prepare themselves and feed the child. .
i. Men are more mobile than women and therefore could assist with transportation of child to ensure regular follow up.
ii. In some instances men were already primary caretakers, and this is becoming more common where many mothers are engaged in factories. 
· Encourage HC staff to refer severe cases with complications to KSP hospital rather than private clinics or Katha Bopha..
· Health center staff needs support to ensure sustainability of efforts.
i. Encourage the participation of local authorities by linking beneficiaries to other development programs at the village level (i.e. children’s education, agriculture land, Red Cross, HEF...)
vii. [bookmark: _Toc280771754]BARRIERS TO USING PRODUCT
Results
· Cooking resources not noted as an issue by the beneficiaries, firewood the primary fuel used, with gas being used in some households. 
· Children’s refusal of product and/or diarrhea “caused” by the product.
· CSB ++ is lacking sweet taste to which many Cambodian children have become accustomed and adding sugar is common, but may contribute to diarrhea.
· Observed many problems with mothers/caretakers in factories or fields and unable to prepare the product. Male rarely assisted with preparation processes even though more commonly in the house (gender segregated labor:  women as a majority cut the rice and men transport the harvest and then beat the rice off the stalk). 
· Several MAM beneficiaries noted that cooking CSB and waiting for it to cool and then feeding the child in 20 minutes was a challenge.
· A majority of mothers/caretakers prepared the product before the family food, with the exception of one MAM case.
· Issues with transferring from BP-100 to CSB, due to families’ preference for BP-100, because of its higher acceptability and ease of preparation.
· 
Recommendations

· HC staff should try to encourage more male involvement (see above Health Center/VHSG support). 
· Provincial authorities and Health center staff have already asked to continue SAM cases on BP-100 until discharge should be explored as an option.
viii. [bookmark: _Toc280771755]OPPORTUNITY COSTS
Results
· Many of respondents either knew someone or themselves owned a motorcycle and/or bicycle. A majority of beneficiaries appear to have no problem with providing their own transportation to attend regular appointments.
· Fear of blame from health center inhibits beneficiates from attending regular appointments, more than lack of transportation.
· Those without means of transportation (i.e. moto, bike) could pay someone to take them and this did not seem to be a barrier to attending regular appointments. 
· Cost of transportation rarely an issue except in extreme cases where the mother was very poor, with many children and had to borrow a bike, or if the mother was very ill herself and could not make the trip.

Recommendations

· Especially with SAM cases work to identify very vulnerable and poor households through the Health Equity Fund programs (very poor and most poor) including  mothers with over 5 children and/or those  in remote areas and work to provide home visits and product provision to these individuals at the home.
· Allow other members of household (i.e. father’s, grandmothers) to take the child to the health center for regular appointments.
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