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Acronyms 

 

DHO: District Health Office 

FGD: Focus Group Discussions 

IYCF: Infant and Young Child Feeding  

IYCF-E: Infant and Young Child Feeding in Emergencies 

KII: Key Informant Interviews 

KMS: Kartu Menuju Sehat 

MCH: Maternal and Child Health 

M&E- Monitoring and Evaluation 

TBA: Traditional Birth Attendant 

 

Definition of Terms 

 

Kader: Community Health Volunteer recruited for conducting monthly growth 

monitoring sessions.  

 

Puskesmas: Public Health Center that provides basic health facilities. One Puskesmas 

usually covers several villages within one district. Staff includes doctors, nurses, 

midwives, nutritionists and others.  

 

Polindes: This is a village health center, run by the village midwife. This provides basic 

medical care, ANC, delivery services, post natal care and also conducts the monthly 

growth monitoring session.  

 

Posyandu: Growth monitoring centers where monthly growth monitoring session, along 

with other activities such as mass education, Vitamin A supplementation and in 

sometimes supplementary feeding is carried out. These activities are carried out by the 

kaders and midwife. Depending upon the population of the village, one village can have 

5-9 posyandus.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 4 

 

1. Executive Summary 

 

Prima Bina, an IYCF program in West Timor is aimed at promoting proper Infant and 

Young Child Feeding (IYCF) practices in the community. The basis of this aim lies in 

capacity building of the community and behavior change communication. One of the 

ways to bring about behavior change is by increasing the knowledge about IYCF 

practices among health workers, who can then help, guide, and disseminate this 

information to the community in a culturally and socially appropriate and feasible way.  

 

One approach has been to train health workers, mostly midwifes, as breastfeeding 

counselors as per the WHO 40 hour Infant and Young Child Feeding Counseling: An 

Integrated Course. Trainings have been conducted by CARE, the District Health Office 

and other NGOs in TTU and Belu Districts. Therefore, now from a program perspective, 

it was essential to determine the coverage of these breastfeeding counselors, their 

activities, the quality of counseling and the demand for counseling. In addition, it is was 

also necessary to determine social support for the pregnant and lactating women to decide 

the best way of designing effective interventions to reach the community and promote 

IYCF practices.  

 

For this activity, the trained breastfeeding counselors were mapped to determine the 

coverage. Key informant interviews were conducted with these counselors and focus 

group discussions were held with mothers, fathers and grandmothers to understand the 

circle of support surrounding pregnant and lactating women.  

 

The findings suggest that ‘counseling’ per se is not done, but is thought to be 

synonymous with education which is provided at the monthly growth monitoring sessions 

in the villages. There are a several socio-cultural factors that contribute to this situation 

which are described in detail below. The results from focus group discussions highlighted 

that husband, grandmother and neighbors are the most influential individuals during 

pregnancy and lactation for advice, and physical & emotional support. Understanding this 

support structure will help behavior change interventions to be geared towards targeting 

these individuals to bring about a sustainable change in the community.    

 

Presented below is a detailed report of the activities done in the field, the methods 

applied, findings and analysis of the same. This report aims to inform the next possible 

steps that can be taken for monitoring and evaluation and intervention through the 

recommendations made that are made from the this activity. 
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2. Background and Introduction 

 

The region of West Timor, Indonesia in the past faced several natural disasters of cyclic 

floods and droughts. This, in addition to the conflict between East Timor and West Timor 

resulted in food insecurity and nutritional crises. According to the nutrition survey 

conducted in 2007 by CARE, Church World Services (CWS) and Helen Keller Institute, 

(HKI)
1
, the prevalence of wasting (acute malnutrition) in the West Timor region was 

13.1%, stunting, which is a sign of chronic malnutrition was 53.7% and the prevalence of 

underweight was 57.8% for children from 0-59 months. All of these are well above the 

WHO cut-offs for malnutrition.  

 

To address these issues related to child malnutrition, CARE initiated an Infant in Young 

Child Feeding Program in Emergencies (IYCF-E) from 2006-2008. After the conclusion 

of IYCY-E in March 2008, in July 2008, CARE USA and CARE International Indonesia 

(CII) began implementation of the Prima Bina IYCF program to improve infant and 

young child feeding practices and maternal nutrition to address this issue in the context of 

overall development, beyond only emergencies. The Prima Bina program is a part of the 

larger Window of Opportunity Program by CARE USA for improving maternal and child 

nutrition in 7 countries- Indonesia, Bangladesh, Niger, Sierra Leone, Nicaragua, Kenya 

and Peru.  

 

The main objective of the Prima Bina program is to “promote, protect and support infant 

and young child feeding and related maternal nutrition by 2010” in the West Timor 

region
2
. The Prima Bina program is being implemented in two districts in West Timor, 

namely within Timor Tengarah Utara (TTU) in 15 villages, which were also covered in 

the IYCF-E program and within Belu district in 8 villages.  

 

In so far, the Prima Bina program has completed its formative research and baseline 

survey. It is now in the phase of planning and executing culturally and socially 

appropriate, feasible and cost effective intervention strategies.  

 

 

3. Purpose 

 

One of the objectives for achieving optimal child nutrition through this program is by 

incorporating strategies for capacity building of the community and behavior change. 

Amongst other methods, capacity building is undertaken by training village midwives on 

breastfeeding counseling as per the WHO 40 Hour Infant and Young Child Feeding 

Counseling: an Integrated Course. In addition to providing knowledge on breastfeeding, 

the course also emphasizes the skills needed for ‘counseling’ the mother for breastfeeding 

                                                 
1
 CARE/CRS/HKI, 2008, Nutritional and Health Status of Under five Children and Women, and  Food 

Security Situation in West Timor:2007.  
2
 CARE: A Sall Family Foundation Proposal” “Empowering Change for Positive Feeding Practices for 

Mother and Children”, November 2007.  
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such as listening, learning, confidence building and support
3
. The module has relevant 

chapters on listening and understanding. The objective here is that, counseling the 

mothers on proper IYCF practices, in addition to other interventions, can have the 

capacity to improve IYCF practices such as early initiation and exclusive breastfeeding 

for the first 6 months, and timely introduction of appropriate complementary food. This 

behavior change consequently has the potential to reduce the prevalence of malnutrition.  

 

With reference to this counseling training, some activities have already taken place. 

CARE, as a part of IYCF-E program from 2006-2008 had conducted the breastfeeding 

counseling training in TTU in the years 2006 and 2007 and then again in 2008 as a part of 

Prima Bina. The participants recruited for this were mainly village midwives, few nurses 

and some personnel from the District Health Office (DHO) and CARE staff, both in TTU 

and Belu districts. In addition, DHO Belu in collaboration with UNICEF Indonesia 

conducted breastfeeding counseling training in 2007-08, as per the WHO module for 

nearly all villages in the district. A total of 175 trainees included mainly midwives, 

followed by nurses, nutritionists and doctors from the Puskesmas (Public Health Center).  

 

For the purpose of the Prima Bina program, it was now essential to identify the coverage 

of these breastfeeding counselors in the program area. There was also a need for a more 

comprehensive assessment of the activities and the quality of counseling along with its 

demand within the community. Finally, for any kind of behavior change, in addition to 

service delivery efforts such as counseling, it was also essential to identify the social 

support structure for pregnant and lactating women in TTU and Belu that can help with 

intervention strategies including counseling. To understand these factors as a whole, 

initially a mapping activity was carried out to determine the coverage of these trained 

counselors and simultaneously, qualitative methods were employed to assess the 

activities, demand and quality of counseling and also for the identification of the social 

support structure surrounding the pregnant and lactating women.  

 

4. Activities and Methods  
 

A mixture of methods was employed to collect data for assessment of counseling and 

social support. The field team included me, Project Manager Dr. Santi Walundari, and 

community facilitators Elsy Tus and William W. Lamawuran.  

 

I. Breastfeeding Counselor Mapping: Official training lists were obtained for the 

trainings that were conducted by CARE, the DHO in Belu, and other organizations 

working in the region by directly contacting the organization. Lists of trainings conducted 

by CARE were obtained from the field office in CARE Kefa. These lists were based on 

the villages and indicated the village, the name of the trainee, their designation and the 

year of training. There was no documentation for the 2006 trainings; however, most of 

the trained breastfeeding counselors in TTU villages were trained in 2007 (See Appendix 

1) 

 

                                                 
3
 Infant and Young Child Feeding Counselling: An Integrated Course, WHO, 2006 
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For Belu district, the head of the Maternal and Child Health (MCH) Unit at the DHO was 

contacted to obtain the trainee list for the training conducted by DHO Belu & UNICEF 

Indonesia. The list contained information based on the Puskesmas (Public Health Center). 

Breastfeeding counselors were then identified based on the Puskesmas falling under the 

Prima Bina coverage area. However, in Indonesia, one Puskesmas has several midwives 

who are in charge of several villages, and hence, for Belu, we also obtained the list of 

current midwives for each village, since most of the counselors were midwives and work 

in the village Polindes (Village Primary Healthcare Center, run by the midwife. Usually, 

one village has one midwife). This was done to ensure that all the midwives working 

under the Prima Bina coverage area were identified.   

 

Based of these lists for the trainings, a final list was prepared (see Appendix 1) containing 

all the breastfeeding counselors in the respective villages.  

 

II. Qualitative Methods: For conducting the qualitative activities, a total of 6 villages 

were selected, 3 from TTU and 3 from Belu. These villages were determined based on 

discussion with the Program Manager Dr. Santi and the Project Officer; Rhyen Saren at 

CARE Kefa.  

 

In TTU- Oenenu Induk, Oesena, Naiola (Yonif & BTN areas) and in Belu- Umakatahan, 

Rafae and Tohe were selected for the activities. The selected villages were not covered in 

the pilot phase of formative research. Within selected villages, those parts were chosen 

where formative research activities were not conducted. To determine this, we also with 

consulted with the community facilitators who were involved in conducting the activities 

during formative research. Another aspect taken into consideration was the different 

characteristics of the villages. In Naiola, BTN and Yonif area are relatively more 

developed and are closer to the city of Kefa. Tohe has a large resettlement area for the 

Internally Displaced Population (IDP) from the East Timor conflict. In order to 

understand, how these factors might affect IYCF practices and counseling, these villages 

were chosen.   

 

• Key Informant Interviews (KII): To assess the activities related to breastfeeding 

counseling, we conducted key informant interviews with trained breastfeeding 

counselors (6 midwives and 1 nurse). In addition, CARE trained three Peer Educators 

(who were also kaders- community health volunteers), were also interviewed to 

assess the activities related to breastfeeding promotion and education. Peer educators 

were only in TTU. I primarily formulated the question guide for KII (See Appendix 

2), with consultation and feedback from Abigail Beeson at CARE USA and Dr. 

Kusuma Hartani and Dr. Santi Wulandari at CARE International Indonesia (CII) to be 

best designed for the field.  

 

The midwives and peer educators were selected from each of the chosen villages. 

Mainly midwives were interviewed, owing to the fact that they were the ones who are 

mainly trained as breastfeeding counselors and also because they are usually the 

primary source of contact for maternal and child health services for pregnant and 

lactating women as compared to doctors, nurses or nutritionists. However, in order to 
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understand how nurses might apply trainings, one nurse was also interviewed. 

Interviews were generally held in Polindes, Puskesmas, or the house of the counselor 

or the peer educator.  

 

• Social Mapping-Focus Group Discussion (FGD): Social mapping-focus group 

discussions were conducted in each of the select villages with pregnant and lactating 

women. Participants were randomly recruited with the help of either the midwife or 

the kader for this activity. The criteria was that the mothers should have at least one 

child less than 24 months of age and the pregnant woman should preferably be in her 

last trimester. Focusing on this population would be better in understanding the 

current practices and to know the information that pregnant women receive on infant 

feeding as the due date approaches. The community facilitators from Prima Bina 

contacted the midwife or kader before hand to set a date and time for the focus group 

discussions. The kaders and the midwives were informed before hand they would not 

be able to participate or be present during the actual focus group discussion, and this 

could have possibly influenced the answers of the participants.  

 

In addition to understanding the efforts surrounding counseling, we were also 

interested in understanding the views on counseling or health education from the 

pregnant and lactating women’s perspective. Therefore we conducted focus groups 

discussions, along with a social mapping activity. The social mapping activity was 

intended to inform about the circle of support that women have especially during 

pregnancy and lactation. For the social mapping activity, the participants were asked 

to discuss as a group all the individuals and organizations that they considered 

important for them during pregnancy and lactation. Following this, the facilitator 

probed of why these individuals were important and the kind support they provided. 

After the activity, the focus group discussion was held. In all, three discussions were 

conducted in TTU and three were conducted in Belu in the above mentioned villages. 

The design for this was such that there would be 4 pregnant women (last trimester) 

and 4 lactating women (mothers with children 0-24 months of age). However, with 

unforeseen issues in the field the number of participants in these discussions varied 

from 4 participants to 10 participants as a whole.  

 

Recommendations from the pilot phase of formative research and the formative 

research suggested exploring how the influences of the husband and the mother or 

mother-in-law of the pregnant or lactating women affect breastfeeding and 

complementary feeding practices. Counseling in itself would not be as effective, 

unless the pregnant woman or the lactating mother has the support to practice what is 

counseled. Therefore, to gain a better understanding of the circle of support/ social 

support for the pregnant and lactating women, 4 focus group discussions were 

conducted with fathers (fathers with children 0-24 months of age) and 4 focus group 

discussions were conducted with grandmothers (mother/ mother-in-law), preferably 

of infants and young children.  Number of participants determined for each group was 

6 however, for fathers the number varied between 3-8 participants and for 

grandmothers it was 4 participants. These focus groups were conducted either in the 
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Posyandu (growth monitoring centers), or in lopo (circular area outside a village 

house to sit in the front yard).  

 

For all the focus groups discussions, the question guides were formulated by me for 

each group and consulted with Abigail Beeson, Dr. Kusuma Hartani and Dr. Santi 

Wulandari for suggestions and feedback (See Appendix 2). The question guides were 

translated to Indonesian by Dr. Hartani for mothers and Dr. Santi for fathers and 

grandmothers, so that they are culturally appropriate while still maintaining the 

nuances of the language to gain the desired information. Upon the availability of a 

voice recorder, all KII and FGD were recorded (except FGD and KII in Naiola, 

recorder not available by then). All participants, both for the KII and FGD were asked 

for a signed informed consent, after explaining to them the purpose of the activity, 

and the reasons for use of the voice recorder. For grandmothers who were illiterate, 

their names were noted on the informed consent after a verbal consent from them. For 

documentation purposes, a copy of recording is given to Dr, Santi, CARE Kefa and 

Dr. Hartani, CII Jakarta. Informed consents are documented at CARE Kefa.  

 

For KII, one-on-one questions were asked, which were interpreted by Dr. Santi from 

English to Indonesian, and the answers were back translated from Indonesian to 

English, during the session. Simultaneous notes were taken on the discussion. The 

KII were jointly facilitated by me and Dr. Santi. For focus group discussion, each of 

the discussions was facilitated by either of two community facilitators, and the other 

served as the note taker. I would be the observer, but also jointly take notes on the 

simultaneous interpretation by Dr. Santi. After returning to the office, the tapes were 

played back the same day or the next day for interpretation, except for the activities 

when conducted in Belu where it was done at the next best available time owing to 

the time required to travel due to the long distances. Interpretation helped in 

expanding the notes, capturing the points that were otherwise missed while taking 

notes and completely the typed notes from the field. 

 

The entire data was collected in one month’s time and another one week was required 

to complete the interpretation. Word to word transcription and translation was not 

possible within the given timeframe, resource constraints and due to the lack of 

qualitative data analysis software.  

 

III. Meetings with Health Officials: Meetings were also held with health officials 

namely Ibu Theresia B. Saik, who is the head of the MCH unit at the DHO, Belu to know 

in detail about the DHO Belu and UNICEF breastfeeding counselor trainings; with Dr. 

Utami Roesli, who is a well known advocate of breastfeeding and a course director for 

the counseling course to understand her views on counseling in West Timor; and with 

Breastfeeding Counseling Course Facilitator, Ibu Erna on more information, if any, on 

counselor trainings in TTU.  
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5. Coding and Analysis 

 

After all the notes and interpretations were completed, the notes were read, and major 

themes were identified based on the data, the observations from the field and on-going 

discussions with the field staff. These themes were then categorized into various codes 

that describe the various topics under each theme. (See appendix 3) For each of these 

codes, sub-codes were added based on the notes, which are the actual responses of the 

participants that support the views, practices, and reasons for each topic. Since we were 

trying to understand perspectives from different groups of people, themes and topics have 

been coded separately for all four groups- KII with counselors and FGD with mothers, 

husbands and grandmothers. With the original aims in mind, and the emerging news 

themes, an analytical framework was developed with questions that would help to 

analyze the data (See Appendix 4). Analysis primarily tries to identify how different 

themes ties in with the quality and demand of breastfeeding counseling, and understand 

how the circle of support for the pregnant and lactating women affects IYCF practices.  

 

6. Findings and Descriptive Analysis 

 

I. Mapping of Trained Breastfeeding Counselors 

 

The training record provided by CARE and DHO Belu revealed that with the exception 

of one village in TTU and one village in Belu, all of the villages in the Prima Bina 

coverage area have a trained breastfeeding counselor in each village. (See Appendix 1). 

All counselors in TTU were trained by CARE, mostly through the 2007 trainings. Record 

for one midwife in Fatusene village, could not be verified, due to lack of documentation 

from 2006 training. In village, Banain B, TTU, there is a trained nurse.  

 

In Belu, the midwives are either trained by the DHO, or CARE, specifically in villages 

under the Prima Bina program. The Prima Bina coverage area includes 4 Puskesmas that 

are in-charge of the 8 Prima Bina villages in Belu, where there are a number of nurses, 

midwives and one doctor who are trained counselors, however, the pregnant and lactating 

women usually come directly in contact only with the village midwife. Last year, in 

Rafae village, Belu, the village midwife moved, and instead a male nurse was appointed 

to address the basic medical needs for the village. For ANC and delivery purposes, the 

male nurse contacts midwives from the Webora Puskesmas. According to the DHO list, 4 

midwives in Webora Puskesmas are trained counselors. The nurse arranges for one of the 

midwives to come every month for ANC in one of the Posyandus. For delivery, the 

women either go to the Traditional Birth Attendant (TBA) or a “Halilulik Sister 

Hospital”. Women here do not go to the Puskesmas, because of the long distance and the 

mountainous geographic location of the village. It is more conducive for the women to 

seek care from the hospital than the Puskesmas.  

 

No follow-up or refresher training is done by CARE or the DHO, Belu.  
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II. Breastfeeding Counselor’s Knowledge on Breastfeeding and Counseling 

The KII revealed that the midwives usually had substantial knowledge of appropriate 

IYCF practices including early initiation, exclusive breastfeeding and timely initiation of 

complementary feeding. When asked on what they understand from counseling, some of 

the midwives answered that counseling usually requires more time, needs listening, needs 

to talk more like a friend. (Code B3, Mother FGD codes: Knowledge gained from 

trainings). When asked what they learnt from the breastfeeding counseling training, 

usually the midwives mentioned most striking information of the training according to 

them. For example, midwives from Naiola and Umakatahan mentioned about the benefits 

of early initiation and exclusively breastfeeding, while the midwife from Naiola 

mentioned position of the baby while breastfeeding and emptying each breast while 

breastfeeding (Code B1- Knowledge gained from BFC training, KII Codes).  

 

III. Breastfeeding Counseling Activities 

 

The key informant interviews and the focus group discussions were useful to assess the 

quality of counseling or related activities and also challenges and barriers for the same. 

Overall, very little or no counseling is done in any of the villages. Counseling was often 

found to be synonymous with mass education where messages related to breastfeeding 

are usually given during the monthly Posyandu sessions (growth monitoring sessions) or 

just mentioned during ANC or post natal visits. This was also confirmed by the head of 

the MCH unit, DHO, where, the midwives reported a very high number of mothers 

counseled, but when they were probed on how they could counsel such a high number of 

mothers, they admitted that these were the mothers whom they provided mass education 

in the Posyandu session and not one-on-one counseling. 

 

One-on-one counseling sessions have been too few and too far apart. These sessions, if 

any, occur as a result of the midwife’s personal initiative to talk more to the mother and 

make her understand about breastfeeding, rather than something that the counselors might 

engage in as a result of the counseling training. For example, the midwife from Oenenu 

Induk mentioned that if she has time, she goes in the afternoon to ‘counsel’, if she knows 

some mother who needs help with breastfeeding (Code G2- Personal initiative to promote 

counseling, KII codes). Seven points of contact are not met in any of the villages where 

KII was conducted. Only the midwife, who attended the CARE November 2008 training, 

from Umakatahan was aware of the 7 points of contact, since this concept is a fairly new 

one and was not introduced in the earlier trainings. However, when probed further, it was 

found that despite knowing it, these contacts were not met. There is also an inconsistency 

in whether the midwife talks about breastfeeding during ANC. Often midwives would 

directly tell the mother to exclusively breastfeed their child after delivery. Counseling 

does sometimes take place if a mother has a problem related to the breast, however no 

counseling done to ‘prepare’ or support the mother for breastfeeding. In Naiola, the 

midwife suggested that she was able to do one-on-one counseling (no follow-up). She 

suggested that in the preceding month she had individual discussions with 1-2 mothers, 

but also clarified that this is not the case each month. Another finding that we came 

across through the KII and FGD was that often during ANC sessions, midwives talked 

about ‘breast caring’ (perawatan bayudara), which includes caring for the breasts, 
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applying coconut oil to increase the milk flow, but this was not necessarily accompanied 

by any information on breastfeeding.  

 

Personal observation of the Posyandu mass education showed that these sessions 

typically don’t last more than 10-15 minutes. This was also confirmed by KII and focus 

group discussions by talking with the midwives and kaders who conducted these 

sessions. A valid reason for this being, mothers might get ‘bored’ if the session lasts 

longer. The time for one-on-one sessions, for those few mothers, whom the midwife did 

counsel, was in the range of fifteen minutes to one hour. This also included the regular 

‘chit chat’ before the midwife can actually start discussing. These kinds of sessions often 

were one time sessions with no follow-up either on the counselors side or the mother’s 

side.  

 

Since, no counseling had been done, demand for it could not be assessed directly, but we 

tried to understand when does the community seek help from the midwife or when do 

they usually go to the Puskesmas or Polindes. In TTU, in Oesena, Oenenu Induk, and 

Naiola, the mothers suggested that if there is problem (breastfeeding or otherwise), then 

they will go to the midwife and in the other end of the spectrum, in Tohe, women do not 

go to the Posyandu because they feel ‘shy’; they might go to ANC, but delivery they 

usually do by themselves at home and only go to the midwife if they get sick. (Code D10- 

Mother’s attitude on care seeking practices, Mother FGD). This code is related to the 

code in the father FGD codes where, similar answers were noted by the fathers from 

Tohe (Code D1- Father’s perception of midwife’s role, Father FGD).  

 

On a positive note, among the counselors who were interviewed, it appeared the personal 

initiative of the midwife was important and would be something that can be potentially 

shared with other midwives. For example, the midwife in Oenenu Induk, also advised the 

mothers at Center of Mother Education group, developed as a part of the IYCF-E 

program on breastfeeding practices. Similarly, another midwife in Umakatahan 

(Besikama) was involved with pre-wedding classes at the church which educated fathers 

about attending ANC sessions. These activities have a potential to bring about behavior 

change.  

 

IV. Role of Peer Educator 

 

A contrast from the midwife counseling situation was the role of the peer educators. Peer 

educators were primarily kaders (community health volunteers). The job responsibilities 

of peer educators (Code A3 & A4- Job responsibilities of a peer educator and other 

responsibilities, KII codes) were primarily that of a kader working in the Posyandu, but 

also included promotion of breastfeeding among mothers. All the peer educators who 

were interviewed were highly motivated and conducted post natal home visits to check if 

the mother exclusive breastfed their child. Two of the three peer educators were also 

TBAs, and had themselves practiced exclusive breastfeeding for their own children and 

therefore were strong advocates of exclusive breastfeeding within their community. They 

also appeared to be influential among the community because they were also TBAs and 

helped the midwife with deliveries (Code A4- Other responsibilities of peer educators, 
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KII codes). Although they didn’t have formal record of the number of children they 

advised on breastfeeding, they suggested that compliance was good and knew all the 

children in their community who were breastfed.  

 

V. Monitoring and Compliance 

 

There is no formal, uniform system for monitoring breastfeeding practices in TTU and 

Belu. For monitoring, different village midwives have adopted different methods of 

monitoring. In TTU, the village midwives had a record for early initiation since this is 

recorded with the delivery record; however, there were no records for exclusive 

breastfeeding, except for the midwife in Naiola who had maintained a record of exclusive 

breastfeeding. This record needs to be verified further to obtain any reliable data. There is 

no formal record on how many deliveries are done at the health center and home many 

are babies are delivered at home, since even if the baby is delivered at home, this is 

usually assisted with the midwife. As per the government rule, it is mandatory for the 

mothers to deliver with the midwives, so majority of the deliveries are assisted by the 

midwife, however there are no concrete statistics or percentage surrounding the same. 

When probed, one midwife informed that in her village, from January 2009 to June 2009, 

there were 25 deliveries of which 2 were assisted by only the TBA, 6 were delivered in 

the hospital and the rest, 17 deliveries were assisted by her. According to the Indonesian 

Demographic and Health Survey, 2002-2003, in the Nusa Tenggara Timor Region, 

34.1%- Nurse/ Midwife, Village midwife and 54.9%- TBA, 6.9 by relatives and the rest  

by GP or OBGYN and others
4
. These numbers do not necessarily represent the coverage 

area as this includes several other districts, but helps to give an idea of persons assisting 

in delivery within this region. 

  

 In Belu, the midwives have a form from the DHO which needs to be completed and 

submitted each month which contains number of counseling sessions, number of children 

from 0-6 months of age, number of exclusively breastfed children among other things. 

However, the form differed from village to village. For personal monitoring, the 

midwives usually asked for verbal confirmation by asking the mother “what did your 

baby have today?” Midwives in TTU and Belu, used some or the other form of verbal 

confirmation like this.  This is not a very effective method, but sometimes, the mothers 

do tell the truth is what the midwives suggested. The peer educators also suggested that if 

they find the child is sick or is losing weight, then they can guess that the child had food 

other than breast milk (Code D1- Compliance and Follow-up, KII codes).  

 

DHO Belu in coloration with GTZ is now working on developing a common and 

comprehensive Health Information System, which will track activities related to 

breastfeeding practices and counseling, in addition to all the other indicators for child 

health. 

 

 

 

 

                                                 
4
 Indonesian Demographic and Health Survey, 2002-2003 
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VI. Circle of Support for Pregnant and Lactating Women 

 

Husband 

The social mapping activity enabled us to get a general idea as to who according to the 

women are important individuals during pregnancy and lactation. In all villages, husband 

(Suami) was considered the most important person during pregnancy and lactation. 

Reasons for husband to be important (Code A1- Husband is important because, Mother 

FGD codes) included emotional support, companionship, and physical support during 

pregnancy and lactating such as getting firewood for boiling water, boiling water for 

delivery, washing dishes, and cooking. They were also the first ones to be informed when 

the woman finds out she is pregnant. In developed areas like Naiola, support from 

husband was mostly emotional support and in Oesena as the head of the family, but in 

other villages which were fairly under developed, the main support was physical support. 

This was supported by focus group discussions conducted with fathers where husband’s 

support according to the father (Code E5- Husband’s Support: Father FGD codes) is 

physical support and help during pregnancy and after delivery and lactation. The fathers 

also stressed on supporting mothers’ cravings during pregnancy. Involvement of fathers 

in actual pregnancy process is very less. In some cases, in Naiola, the mothers mentioned 

that husbands accompanied the mothers once to the ANC session or the fathers 

mentioned that if they had to go to the doctor, then they accompanied their wife; 

however, none of the other villages reported the same. Even the fathers agreed that they 

do not accompany their wife for ANC sessions. According to the fathers, the mothers 

“know” that they have to go to the ANC sessions. In some places like Tohe and Naiola 

BTN area, the husbands helped with the delivery of the child.  

 

Only in Umakatahan, the women did not mention that husband was the most important 

person, however, all like the other villages; it showed that primary support from husband 

was physical, domestic help in the household.  

 

Grandmother (Mother/ mother-in-law) 

 

Grandmother (Nenek) is the second most influential individual for the pregnant and 

lactating women. Grandmothers are important because (Code A2- Grandmothers are 

important because, Mother FGD codes) of the help they provide with domestic chores 

such cooking, washing, cleaning, since, they stay with their daughters for a month after 

delivery. Other form of support usually included advising on care during pregnancy, 

delivery and lactation and feeding the baby in the absence of the mother. The 

grandmother focus group discussion also confirmed that they usually fed the baby with 

water, soft biscuits, porridge when the mother is away (Code A3- Grandmother’s role in 

feeding the child: Grandmother FGD codes). Generally, grandmother’s influence is more 

pronounced in first pregnancy and women usually get advice from the grandmothers. 

This was evident from the answers of Mother FGD. In Rafae, the mothers mentioned that 

since it is the first child, they will always go to the parents for advice. In the first month 

after delivery, the mother of the lactating woman appeared to be more important than the 

mother-in-law because usually the mother stayed with the daughter one month after 

delivery and helped the daughter more than the mother-in-law.  
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Neighbors 

 

It was an important finding that neighbors was considered to be important during 

pregnancy and lactation in all the villages. Neighbors (Tetangga) are important for (Code 

A3- Neighbors are important because, Mother FGD codes) a variety of reasons. The close 

proximity and easy access makes it convenient for the mothers to seek help from the 

neighbors either in the form of advice, domestic help, borrowing of essential items such 

as firewood, rice, corn, and cooking for the baby and taking care of the baby when the 

mother is out in the field. Mothers from Naiola, Oenenu Induk, Umakatahan suggested 

that if the midwife is far, then they would go to the neighbor to seek help or advice. 

Mothers and fathers from Naiola also suggested that in the evenings, neighbors often get 

together in the evening for ‘chit-chat’ and discuss about topics on child care. On further 

probing, neighbors were mostly the next door neighbors and some were also the extended 

family of the mother, but this was not necessarily the case always. Father FGD, in Belu, 

in Umakatahan and Tohe indicated that the neighbors often practiced wet nursing. The 

midwives also suggested that neighbors might be useful, since they help with compliance. 

If a mother is not practicing exclusive breastfeeding and gives the baby some food, it is 

likely that the neighbor will come and inform the midwife. Peer educator from Oenenu 

Induk suggested that neighbors are also often present during the delivery to help.  

 

In addition to these, other individuals of support were midwives for their help during 

ANC and delivery; kaders for the Posyandu sessions and in TTU NGO (CARE) was also 

seen to be important for promoting many health messages.  

 

Knowledge and Practice of Appropriate IYCF Practices in the Community 

 

Focus group discussions with the mothers, fathers and grandmothers were able to shed 

light the on the knowledge regarding IYCF practices in the community. In general, the 

responses varied- with some participants having substantial knowledge on breastfeeding 

and while the same was not observed in other participants. In general, the mothers’ 

knowledge on appropriate breastfeeding and complementary feeding practices was more 

compared to the grandmothers or the fathers. This can mainly be due to the better contact 

the mothers have with the midwife and the kader. The main points considered here were 

knowledge on early initiation, colostrum use, exclusive breastfeeding and complementary 

feeding (Theme C- Knowledge and practices related to appropriate IYCF practices, 

Mother FGD codes). The mothers were aware of many of these practices from their 

personal experience. For example, mothers knew the procedure for early initiation 

because their child had early initiation and knew the benefits of early initiation- mainly to 

reduce bleeding, quick placental discharge and mother and child bonding. This 

information regarding benefits was usually received from the midwife or the kader (Code 

C1- Knowledge and practice of early initiation, Mother FGD). Similarly some mothers 

were able to identify that exclusive breastfeeding is feeding the child only with breast 

milk and it is beneficial because it is nutritious “bergizi” and it gives immunity (child 

does not fall sick). Common answers included “child won’t get sick” or “child does not 

get diarrhea”. It is essential to remember here, that often the response included that the 
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“midwife said” that breast milk is important because… This does not necessarily reflect a 

change in behavior but only supports that they might know something. Views on 

colostrum use were mixed with some mothers indicating that they discard the colostrum 

while others don’t.  

 

In general, it was observed that mothers from TTU were more aware of early initiation 

and exclusive breastfeeding and also practiced it more than mothers in Belu. This can 

possibly be due to the influence of the previously conducted IYCF-E program in TTU 

(Theme F- Influence of IYCF-E program in TTU, Mother FGD), where women from 

TTU often indicated in the focus group discussions that CARE told them about exclusive 

breastfeeding (Code F1- Knowledge of breastfeeding through CARE, Mother FGD) or 

mothers often made comparisons between their children who were exclusively breastfed 

and those were not exclusively breastfed (Code C4- Comparing effects of early initiation 

and/ or exclusive breastfeeding between siblings, Mother FGD codes). These differences 

can also be possibly due the geographic distances and accessibility issues in Belu, other 

than only the influence of IYCF-E program.  

 

There were some misconceptions among the mothers especially related to duration of 

exclusive breastfeeding or only the duration of breastfeeding (Code D5: Mother FGD 

codes). For example, one mother in Naiola (BTN area) mentioned that she was informed 

that breastfeeding should be for a minimum of six months and maximum of two years. 

This did not include any information on exclusively breastfeeding for six months, 

complementary feeding thereafter etc. A common understanding among the community 

was also that if the mother is pregnant again then she should stop breastfeeding. This was 

also widely practiced and emerged in FGD with mothers, fathers and grandmothers.  

 

In conjunction with assessing knowledge on IYCF practices, we wanted to determine 

what would be the most effective way to get information on IYCF practices. Since, 

counseling was not done so far, we wanted to determine which would be the best way to 

communicate for a behavior change. A variety of answers were noted for this. In general, 

if there is a problem, then mothers would prefer one-on-one session, however, if there is 

informational session, then mothers would prefer small group education or mass 

education.  

 

Fathers’ knowledge about proper IYCF practices was limited to the information that they 

might receive from the wife if she shared the information, or due to personal experience. 

For example, in TTU some of the fathers were familiar with the concept of early 

initiation and knew that it might help with discharging the placenta quickly as they were 

present for the delivery. However, overall the fathers didn’t exhibit much knowledge 

specifically on exclusively breastfeeding, early initiation or colostrum. Their responses 

for these were mostly that breast milk is important because it is good for the baby or baby 

can be healthy (Code B3- Knowledge on Exclusive Breastfeeding/ breast milk in general, 

Father FGD). Similar observations were also seen for grandmothers. Answers related to 

IYCF related mostly to the practices that they followed and the reasons for the same.  
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For the FGD with the grandmothers, much of the responses were similar with the mother 

and father FGD, however one point to consider is the mixed views on colostrum. In TTU, 

grandmothers had mixed views on use of colostrum where some grandmothers supported 

the use of colostrum while others suggested discarding it because it is ‘dirty’. In Belu, all 

the grandmothers considered colostrum “susu partama”/ first milk, to be good for the 

baby because it is “delicious”, and important for the baby stating “ if we don’t give the 

first milk, the baby can die”.  With advice related to breastfeeding, grandmothers usually 

suggested eating different foods, mostly peanuts for the production of breast milk (Code 

B3- Advices for breast milk production and breastfeeding, Mother FGD codes). Usually 

the grandmother’s role in feeding child (Code A3- Grandmother’s role in feeding the 

child, Grandmother FGD codes), relates to exclusively breastfeeding for 6 months 

because usually when the mother is out for work on field, the grandmother gives the baby 

water. Influence of the grandmother, highlights that grandmothers sometimes 

disapproved early initiation because similar practices were not followed when they 

delivered babies or babies would not be able to exclusive breastfeed for 6 months because 

the grandmother gives the baby food to eat. In addition, since breast milk is a natural 

phenomenon, for grandmothers, there was no particular reason why breast milk is good 

for the baby. Breast milk is “just there”; it is always like that (Code B2, Grandmother 

FGD). If interventions are designed to target grandmothers then it should address why 

exclusive breastfeeding is important or early initiation is important rather than only 

explaining that breast milk is good or important.  

  

There were some similar trends also observed among all three focus groups, both in TTU 

and Belu. One of the main findings was that often exclusive breastfeeding was not 

followed up to 6 months because the “baby cried a lot” and so complementary feeding 

“makanan pendamping- ASI” was given to the baby. Overall, the information from FGD 

and KII suggests that exclusive breastfeeding lasts for 2-4 months. This correlated with 

the HKI/CWS/CARE survey in TTU and Belu 2007, which suggests that the proportion 

of exclusive breastfed children drastically reduces after 3-4 month. In TTU, at 2-3 

months was 72.7% were exclusively breasted while at 4-5 months was 31.8%. Similarly, 

in Belu, the proportion of exclusive breastfed children at 2-3 months was 63% and 4-5 

months was 43.8%
5
. 

 

Another popular trend seen was the use of formula, especially ‘Sun’ porridge, or SGM or 

OKO porridge as one of the complementary foods either before or after 6 months. In all 

villages this ‘Sun’ porridge appeared to be very popular and despite general economic 

constraints, many of the participants suggested they buy it or would buy it if they have 

enough money. The porridge appeared to be commonly used because it more popular 

rather than any specific health benefits. This porridge is easily found even in small shops 

in villages.  

 

From the focus groups discussions and the KII, it was concluded that early initiation was 

easier to implement because usually if the midwife was a trained counselor, then it was 

mostly certain that she would conduct early initiation on the baby, both in TTU and Belu 

                                                 
5
 CARE/CRS/HKI, 2008, Nutritional and Health Status of Under five Children and Women, and Food 

Security Situation in West Timor: 2007. 
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(Code C1, KII codes). If the midwife is not trained or is absent then usually the mother, 

TBA or the husband helps with the delivery and early initiation might not be practiced. 

Exclusive breastfeeding is harder to implement, common reasons for noncompliance 

included baby crying a lot, father suggesting to give food because the baby is crying and 

grandmother feeding the baby with food/ water/ ripe banana before 6 months, either in 

the absence or presence of the mother. 

 

 

7. Analysis 

 

Assessment of Breastfeeding Counseling 

Huge investments have been made in training counselors; however, proportionate returns 

are not seen. Several socio-cultural factors, technical reasons and economic factors affect 

breastfeeding counseling, its demand and its practice.   

 

Cultural Factors 

Counseling primarily appears to be virtually non-existent because culturally, the concept 

of counseling is foreign in the community, both for the community and the health 

workers alike. For health workers like the midwives, they are more trained to give advice 

rather than sit down, ‘listen’, understand and get to know about the problem. Personal 

observation of an ANC session revealed that the conversation between the midwife and 

the pregnant woman is always one sided, where the midwife ‘advised’ the mother what is 

to be done. There is no active discussion or the mother does not ask any questions. There 

also appeared to be a certain ‘distance’ between the women and midwife, which possibly 

hinders any active discussion. Similarly, in the Posyandu education sessions as well, the 

kader usually only gives a lecture on a health topic, but this is not followed by a 

discussion or a question and answer session. Ibu Theresia B. Saik, the head of the MCH 

unit, DHO Belu, also confirmed that there is lack of listening and understanding skill that 

prevents the midwives from providing any effective counseling.  

 

It is important to note here that out of the 6 midwives who were asked about their job 

responsibilities, only one answered that talking about breastfeeding is a part of her job 

responsibilities in addition to all the responsibilities mentioned above. This highlights the 

need for an immediate and an effective approach by which the midwives themselves can 

be made more aware of the basics of counseling, and how this can be applied in their 

everyday work, rather than considering it as a separate activity.  

 

Language Barrier 

This is one of the important barriers, identified also by the midwives. In West Timor, in 

villages, the rural population usually speaks in the local Language of Dawan or Tetun in 

TTU and Belu respectively. In addition, there are 4 other indigenous languages in Tohe. 

The midwives however, are fluent in Indonesian and not the local languages therefore, 

communicating is greatly hampered and consequently any sort of counseling also. On a 

positive note, since the peer educators were from within the community, they could 

converse in the local language.  
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Technical Factors 

 

Time and Accessibility 

Most of the trained counselors were midwives, but primarily, to conduct counseling 

sessions, it is essential to have enough time. Midwives in villages assume duties more 

like a ‘doctor’ from basic medical care, ANC, delivery services, Posyandu sessions, 

monthly geriatric sessions etc. (Code A1- Job and Responsibilities at Polindes, 

Puskesmas and/ or Posyandu: KII Codes).  They are the only immediate point of contact 

for medical care in villages. Therefore time remains to be one of the main constraints for 

counseling. In addition, the midwives also have administrative work and reporting to the 

DHO, which affects the time given to the pregnant and lactating women. Also, in case of 

nurses, there also is a time constraint as they are also responsible for attending to the 

patients in the general ward.  

 

Another factor related to time, is the working hours for Polindes or Puskesmas, where the 

midwife can be usually contacted. The Polindes or Puskesmas is open for service only till 

12 pm. For women, this might prove especially difficult, because if women are busy 

during the morning with daily chores, it would be difficult for them to go to the midwife 

to seek care or advice.  

 

The women have limited access to meeting the midwives. Midwives are only available to 

the pregnant and lactating women once a month either during the ANC sessions or 

monthly Posyandu sessions. In addition, within these sessions, there are a number of 

mothers that the midwife has to attend to. Observation from the ANC session showed that 

one ANC session lasted only about 7 minutes and did not include advice on 

breastfeeding, therefore personal attention and providing counseling or even education 

does prove to be conducive in this atmosphere. The midwives usually try to incorporate 

what they learnt in the training, in the Posyandu sessions by the way of giving messages. 

This is not effective either because Posyandu sessions include mothers and children 

within the age group of 0-59 months, as opposed to the target group for Prima Bina 

program (0-23 months). Gathering of mothers with little children can also be chaotic and 

hinder them from actually ‘learning’ anything about breastfeeding, considering that one 

Posyandu can have 50-200 children enrolled. Also, the topic for mass education is 

different each month, so messages on breastfeeding might not reach the mothers every 

month. KII also indicated that many women also come to Posyandu with the hope of 

receiving supplementary feeding (which is sometimes given in the Posyandu, especially 

during earlier emergency programs) and in the absence of which the mothers send their 

children with neighbor or someone else to be weighed and measured. Therefore, even if 

attending the Posyandu session is mandatory, mass education might not reach the target 

audience.  

 

It was also seen that frequently mothers, fathers, and grandmothers alike mentioned that 

it is essential to attend to the Posyandu session, or go to the Polindes because it is rule or 
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there is a fine imposed for no-show or sometimes it is also the fear that the midwife will 

get an angry if they do not listen to them. (Theme H- Attitude of fear or obligation toward 

health care provider, Mother FGD) Therefore, going to the Posyandu or Polindes does 

not necessarily reflect the need to seek care due to health reasons.  

 

Accessibility is also affected by the geographic distance, especially in Tohe, Belu. The 

region is mountainous and the distances are far between the houses and the Polindes or 

Puskesmas. In such a case, it is unlikely that the mothers will actively go out to seek 

advice. The participant mothers in the FGD at Tohe had all delivered their children at 

home, without the assistance from a midwife. Although in Tohe, it is a combination of 

several socio-cultural factors, accessibility is also one of the major concerns.   

Social Factors 
 

From the social mapping activity and the focus group discussions, it was evident that 

fathers and grandmothers are highly influential individuals for pregnant and lactating 

women. Therefore, to seek advice a woman might go to her mother or mother-in-law 

rather to the midwife, whom she would see only once a month. Neighbors also emerged 

as important individuals and women find it more comfortable to talk to the neighbors and 

often seek advice from them on issues related to breastfeeding as well. Answers related to 

perception of role of health workers such as the midwife suggests that the midwife is 

more important for ANC, especially to check the position of the baby and delivery 

services than for seeking help or care related to breastfeeding counseling. According to 

the fathers and grandmothers, midwives are mostly for delivery services and for 

providing information (Code E3- Support from the midwife, Father FGD Codes; Code 

C1- Grandmother’s opinion on role of midwife, Grandmother FGD codes). The KII also 

highlighted that the midwives considered grandmothers and fathers as potential barriers 

because of their influence (Code E2- Fathers’ and Grandmothers’ Attitude toward 

Breastfeeding, KII codes). Midwives suggest that usually, the grandmothers do not 

understand the message and only nod and say ‘yes’ to her advice or sometimes only 

smile, but eventually will do what they chose to. This is related to one of the codes in the 

grandmother focus group discussion (C1- Grandmother mother’s opinion on health 

workers (midwife), Grandmother FGD codes), where one grandmother from Rafae 

admitted that “even if the midwife said breastfeed for 6 months, it is up to us, it depends 

on”.  

 

Low awareness and understanding in the community 

 

When questioned about barriers to counseling, the midwives suggested that low 

education level and in general low awareness, affected their understanding (Code E1- 

Mother’s awareness and education level, KII code). Especially in Tohe, in the IDP area, 

lack of understanding due to language barrier and education together is an even greater 

challenge.  

 

8. Challenges in the Field and Limitations of the Data 
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Two main challenges in the field were coordination with the participants and language 

barrier. Coordination with participants to attend a particular focus group discussion 

proved challenging because despite giving prior information. For many of the focus 

group discussions, the participants did not show up at the set time. For each of the focus 

groups, an average of 40-60 minutes was spent on waiting for the participants to arrive or 

for random recruitment of participants if the originally planned participants did not show 

up. Initially, for a mother social mapping-focus group discussion, accidentally a kader 

was recruited, and for a grandmother focus group discussion, a TBA a recruited. 

Although in these discussions, other participants also participated, the kader and the TBA 

tended to dominate the discussion, which might lead to biased results. Therefore, for the 

rest of activities, the community facilitators coordinated in the field such that no kaders, 

or TBA or their immediate relatives were recruited as participants.  

 

Language continued to be a major barrier, especially for focus group discussions with 

grandmothers. Grandmothers could only speak Dawan or Tetun, and some broken 

Indonesian. In Tohe, even the young mothers did not know Indonesian. Our team 

consisted only one community facilitator who could speak basic level Dawan and no one 

could speak Tetun, therefore a third person had to be involved, for interpretation, 

however since the interpreter wasn’t aware of the topic of discussion, in either of the two 

languages, probing was severely limited, which might have affected the data. With the 

given time frame, it was not feasible to recruit and train an interpreter for facilitating 

discussions and interpreting. In many of the focus groups it also happened that the mother 

understood Indonesian, but was able to explain better in the local language and this 

limited the participation of the mother in the discussion and despite probing, these 

participants remained less active.  

 

The community facilitators limited experience in qualitative methods also contributed to 

some direct questions during discussion and limited probing. However, even when 

extensively probed by Dr. Santi sometimes, the participants did not answer or discuss. 

Finally, since the FGD and KII were back translated to English, there is always a 

possibility that some information was lost in translation.  

 

Another important thing to consider is that data from TTU might be biased due to the 

IYCF-E program. If the participants know that the activity is done by CARE, and since 

CARE is popular within that region, there is a possibility that their answers might have be 

biased.  

 

9. Monitoring and Evaluation Recommendations for Prima Bina Program 

 

The recently concluded baseline survey helps to identify some indicators for evaluation. 

However, a more solid system is required for monitoring of activities and will largely be 

dependent on the type of intervention. As far as counseling is concerned, several different 

aspects need to be considered for a monitoring and evaluation (M&E) plan. 

 

1. Defining Counseling: Since counseling is not done, it would be essential for the 

purpose of this program to define what entails in counseling as per the Prima Bina 
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strategies. Based on this, the program would be able to monitor the activities 

related to counseling. Also, since the only possibility of counseling is if the 

mother has the problem with breast feeding (cracked nipples, mastitis etc.), it 

becomes imperative to identify whether counseling is defined only for curative 

purposes and otherwise if it is just an information session aligning with 7 points 

of contact or does counseling entail both. Since with each, the monitoring device 

such as a form or a check-list might differ and would have to be formulated 

likewise. This would also need to be field tested. Discussions should be held with 

CARE USA, CII and field office in Kefa to determine what would be the best 

strategy.  

 

2. Recording of Counseling Activities: The Breastfeeding Counseling Training, 

held in November 2008 by CARE, also emphasized on the 7 points of contact 

spanning from the ANC visits to post natal care. If this is to be included, then a 

form or card needs to formulated to note the counseling sessions/ the points of 

contact that were held, to be kept with the counselor and the mother. This will 

help to monitor the activities and will help to define specifically the indicators for 

women who were ‘effectively’ counseled. Effective here can mean women who 

were able to do practice early initiation, exclusive breastfeeding and timely 

introduction of complementary feeding. A more thorough review would be 

required to define effectiveness in this context. 

 

3. Quality of Counseling: Observational study or exit interviews with the mothers 

might have to be conducted to determine, if the mother was provided information 

on or counseled as per the check list. To determine the quality, especially the 

counseling skill, observational studies might prove to be more useful.  

 

4. Recording the number of children who had early initiation and are 

exclusively breastfed: Prima Bina program would have to work with the 

midwives to have a common strategy to record the number of children who had 

early initiation and are exclusively breastfed. Community facilitators can work 

with the village midwives to obtain this data every month. This can also serve as a 

tool of verification, in addition to the end-line survey results. For long term 

sustainability purposes, CARE can work with the DHO in TTU and Belu, to 

formulate a uniform process for data collection on several of these indicators.  

 

In addition to these indicators, it is important to note here that as seen from the focus 

groups, in TTU, people are more aware of IYCF practices as compared to Belu, 

which largely has been due to the IYCF-E program. Therefore, for evaluation of this 

program, it would be difficult to assess and quantify, that if there is a positive change 

in IYCF practices, then is it related to the Prima Bina program or the previous IYCF-

E program. One way to assess and quantify the change within this region would be to 

evaluate each of the intervention strategies to see if they were effective. More 

consideration should be given to this as well.  
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10. Recommendations for Intervention Strategies  

 

Based on the information collected from the field and discussions with Dr. Santi, Dr. 

Kusuma Hartani and Abigail Beeson and the analysis, following are the 

recommendations for interventions strategies and field operations.  

 

1. Customizing activities of intervention for TTU and Belu differently: Based on 

the data, TTU and Belu differ considerably in their geography, access to care and 

most importantly, knowledge and awareness of IYCF practices. Therefore, it 

would be useful to tailor some of the interventions to the specific districts. Mother 

to Mother Support Group (MTMSG) is one of the intervention strategies for the 

Prima Bina Program, but this would be more effective in TTU since, TTU already 

has individuals (mothers who have practiced early initiation and exclusive 

breastfeeding, kaders, midwives) who can advocate for proper IYCF practices and 

can be trained for leading MTMSG.  However, for Belu a more community based 

action oriented approach would be required. Interventions here can include 

identifying influential women in the community who can be trained as peer 

educators/ breastfeeding volunteers, who can help to disseminate the knowledge 

on breastfeeding to bring about awareness in the community in Belu. With the 

experience that the community facilitators have in the field, working on Prima 

Bina, they would possibly be able to identify women who can be trained for this 

intervention. Possible suggestions for this can be kader, who are also TBAs, 

relatively young TBAs, daughters of TBAs who are known in the community etc. 

The community itself can also be consulted for selecting who would be ideal in 

providing them with information and support. Having someone trained within the 

community would also be beneficial, as this community based approach would 

reduce the lack of accessibility for information and care due to large distances. 

This will also help to create a comfort level with the mother and the peer 

educator/ breastfeeding volunteer since he/she will be from within the community 

itself. It also can reduce the potential language barrier for local languages.  

 

2. Involving Fathers and Grandmothers: Community based strategies, mostly 

communication based like the counseling cards, participation in ANC visits 

should be devised for the fathers and the grandmothers. Fathers can also be told 

about the potential benefit of family planning through exclusive breastfeeding.  

 

3. Adapting intervention material as per the language in the community: 

Language barrier is one of the important issues to address as this is directly 

related to Prima Bina’s BCC strategy. Any material such as counseling cards, 

flyers, information brochures should be translated to the local languages- Dawan 

and Tetun. This will enable the women to talk more freely and also allow for 

grandmothers to participate.  
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4. Developing Interventions Geared toward Social Marketing: During KII and 

FGD in TTU, participants often talked about the movies on early initiation being 

played in the village, which were effective in getting the message across, similar 

strategies can be conducted for the Prima Bina program, especially in Belu as an 

attempt to increase the knowledge and awareness not just among mothers but also 

among fathers and grandmothers.  

 

5. Orientation for Trained Counselors: It would be beneficial to have a meeting/ 

discussion with all the trained counselors (mostly midwives), which can act as 

alternative to refresher training. All the midwives can be explained about the 7 

points of contact since it is a fairly new concept and was only taught in the 

November 2008 trainings. Cross visits can be conducted where, counselors from 

Klaten (where breastfeeding counseling has proven to be successful) can be 

invited to discuss and explain breastfeeding counseling. A mock session can be 

held to make the trained counselors in TTU and Belu understand more about 

counseling or a video of an actual counseling session (with due permission and 

informed consent) to know what exactly is entailed in a counseling session. If this 

strategy is successful, CARE can work with the DHO Belu, to have a similar 

session with all trained counselors in Belu from the point of view of 

sustainability. Specifically, the midwives can be explained to integrate counseling 

as a part of their work rather than considering it as a separate activity that might 

over burden them. Ibu Theresia B. Saik, the head of the MCH unit also suggested 

it would be important to make the midwives understand about integrate 

counseling into their job responsibilities.  

 

Midwives should also be given a chance to share among themselves the 

opportunities and challenges that they face while counseling/ education, so that 

this can be a sharing and learning experience. This opportunity should also be 

used to share how they can reach out to more mothers by their own personal 

initiative by sharing how they try to counsel women. For example, the midwife 

from Naiola goes to the mothers in the afternoon if she has time, similarly the 

midwife from Umakatahan (Besikama) can be invited to share her working with 

the pre-wedding classes in the church. By the way of examples, it can be 

explained that midwives need to tailor their discussion, while giving information/ 

counseling to the need of the mother rather than giving some generic information 

about breastfeeding. It should be explained to the midwife that it is essential to 

understand, why a mother might not exclusively breastfeed her child for 6 

months, rather than saying “exclusively breastfeed your child for 6 months”, 

which might prove ineffective in bringing about any behavior change. Since there 

is general sense of obligation and fear in visiting the midwife, the midwives 

should be explained that getting angry might not necessarily result is behavior 

change and might not prove to be sustainable either.  

 

In general, based on the trends seen in the formative research and this mapping 

activity, midwives should be told that it essential to explain to the women that 

while diet can improve breast milk quality and production, normally, being 
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persistent with the child to suckle will also stimulate flow of breastmilk. They can 

also be told to advice against formula and bottle feeding which was commonly 

seen.  

 

6. Collaborating with Religious Leaders: Prima Bina should collaborate with the 

church to gain more information on the pre-wedding classes, and try to determine 

different ways in which the religious leader can get involved in promoting 

appropriate IYCF practices.  

 

7. Collaborate with the District DHO to Update Kartu Menuju Sehat (KMS- 

Growth Monitoring Cards): The KMS (growth monitoring card) for children 

needs to be updated. It still indicates exclusive breastfeeding up to 4 months of 

age, instead of 6. Message written in the card for the mother also indicate the 

same. Also, the ANC card for the pregnant women also includes the same 

information. This also needs to be modified. Another suggestion would be include 

a column for counseling visits on the cards itself. All of these suggestions would 

require a timely dialogue, to understand the feasibility of modifying the card.  

 

11. Building Prima Bina Staff Capacity 

 

1. Orientation for community facilitators: As Prima Bina program moves toward 

the intervention phase, it might be essential to have an orientation with the 

community facilitators to refresh them about the goals of the project, intervention 

strategies, and the concept behind achieving these goals with emphasis on 

behavior change communication, by exemplifying the success of the IYCF-E 

program, the behavior change due to that and how similar effects are desired in 

TTU and Belu for the Prima Bina. This example will be relevant to them rather 

than explaining the concepts of BCC and community empowerment. It would also 

be essential to explain to the community facilitators that with the intervention 

phase, their role in community might not be limited to only staying and observing 

in the community, but would also assume additional responsibilities. Within this, 

it should be explained, how their role is going to help with the intervention.  

 

2. Analysis and discussing the field reports from the Community Facilitators: It 

would be helpful to go over the field reports and try to understand best how each 

community facilitator might be able to help with the intervention. Discussion with 

the community facilitators about the peculiar opportunities and challenges that 

they face in their assigned villages, which might be essential to address for 

intervention purposes, will be useful.  

 

3. Maintaining proper documentation: It would be essential to maintain proper 

documentation for all activities conducted for monitoring. It would beneficial if 

this documentation is shared with the between CII, CUSA, and field office as 

soon as the activities are undertaken, to avoid any loss of documentation.  

 

12. Discussion 
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Counseling involves many socio-cultural and economic factors. In a community 

where the concept of counseling does not exist, it is difficult to incorporate and reach 

within the community with the understanding of counseling in a short period of time. 

Also, for behavior change to take place, it is not essential to have a strictly one-on-

one counseling session. Since, the breastfeeding counselor trainings so far haven’t 

proven to be effective, alternatives should be formulated that can incorporate some of 

the elements of counseling. To reach right down at the community level, it is essential 

to have more of a community based approach, rather than just concentrating on 

midwives. One action oriented approach would be training peer educators or 

breastfeeding volunteers. In addition, with MTMSG, local mothers who have already 

practiced early initiation and exclusive breastfeeding can be recruited as volunteers to 

lead the groups. This can be useful for long term sustainability purposes. 

 

For capacity building for the health workers, more changes need to take place at a 

policy level, where the duties and the workload can be balanced. Some changes can 

be implemented at the level of education of the midwife, where components of IYCF 

practices can be incorporated in the midwifery curriculum, however, there reforms 

will have to be done at the government level that are beyond the scope of this 

program.  

 

13. Conclusion 

 

Breastfeeding counseling has not proven to be very effective so far and there is a need 

for different and innovative methods to reach the community which can be successful 

in bringing about behavior change. From a program point of view, the most of the 

assessments needed are completed. The staff now needs to be oriented toward 

intervention phase with the necessary knowledge for executing the activities.  
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Appendix 1: List of Trained Breastfeeding Counselors in Prima Bina Coverage Area 
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Appendix 2: Question Guides- Key Informant Interviews and Focus Group 

Discussions 

 

I. Key Informant Interview Guide for Trained Breastfeeding Counselors and Peer 

Educators 

 

Good ______. I am from CARE, Prima Bina program which works toward improving 

IYCF practices in the community. One way to promote the appropriate ICYF practices is 

through counseling the mothers during pregnancy, delivery and post partum period on 

issues of breast feeding and complementary feeding. We understand that you have 

received training regarding breastfeeding counseling/ peer educator training. I would like 

to ask you a few questions regarding the same. The information that you provide will be 

kept completely confidential. As we go along in our discussion, I would be taking notes 

so that I have all the information that you provide. Shall we begin? 

 

I would like to start by asking you regarding your role in the community and the nature of 

your work. Can you please tell me a little bit about that? (Probe: how long have you been 

working, what sort of an interaction do they have with the mothers, how has your work 

evolved if working for a long time?)  

 

The next few questions deal specifically with breastfeeding counseling training that you 

received 

 

1. Can you tell me a little bit about the training for breastfeeding counseling/ peer education 

that received? (When, where, how long?) 

 

2. How did come to know about this particular training opportunity? (recruited, voluntary, 

self decision) 

 

3. Have you been able to apply the skills that you gained through the training for 

counseling/ advising/ aducating woman on IYCF? Yes/ No and how? (Probe: feasibility, 

location, social marketing) If yes, do you think it has helped in any way and why? (Probe 

on difference in counseling, difference between education and counseling and possibly 

outcomes before and after training). If NO, then ask why? (probe on demand, feasibility, 

skill, breastfeeding perception on the training she received) 

 

4. Typically how long does the counseling session last and what are the topics that are 

covered in the session? Do you have a fixed schedule (Related to probing on 7 points of 

contact) 

 

5. Can you discuss the opportunities and challenges that you face while counseling or 

otherwise when you work with the community? (Probe: technical difficulties, cultural 

issues, gender issues, traditional practices)  

 

6. Do women return for follow-up counseling if they are told to do so?  
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7. Approximately how many of them complete the entire course? Do keep a record of their 

visits? If yes, then how? 

 

8. Did you find the training helped you better understand counseling techniques or increase 

your knowledge on IYCF? Yes/ no and why? 

 

9. Can you discuss, what you thought were the positive aspects of the training and what 

areas need an improvement and why? 

 

10. Have you had any discussion on counseling with other counselors in your community 

who received training or otherwise? If yes, can you elaborate on that?  

 

11. What are views on women’s awareness on breastfeeding counselors? (Probe: Are many 

women aware and seek care or they do not seek care even if they are aware?) 

 

12. What do you think can be done to increase the awareness of counselors/ peer educators 

and counseling among women? What do you do in terms of making the women aware 

that you can help since you are counselor? 

 

13. What sort of an overall supportive atmosphere is needed to improve and sustain this 

effort of counseling/ education? (probe: involvement and role of stakeholders, logistic 

and technical support)  

 

14. Have there been any refresher courses since you received initial training? 

 

15. Would be interested in receiving refresher training and why?  

 

We have to come to the end of our interview. I would like you thank you once again for 

your time and your input. Do you have any questions for me?  
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II. Social Mapping- Focus Group Discussion Question Guide for Pregnant and Lactating 

Women 

 

Introduction: Good ____. I am ______. We are from CARE Prima Bina program. 

Thank you for your time today. We would like to discuss today about your thoughts and 

views on foods and feeding practices related to small babies and young children. Your 

discussion will give us a better understanding of the same. Your opinion and views are 

very important to us, so everyone please feel free to participate and talk. Talk to 

everybody in the group and not the person who is sitting next to you. We would like for 

this to be active discussion. There is no right or wrong answer so discuss your opinions 

freely. Once again this discussion is valuable to us and so we have _________ as the note 

taker. This way we will be able to capture all the information that you provide. Before we 

begin, do you have any questions? Shall we begin? Let us start by introducing 

ourselves… 

 

Social Mapping Activity 

Initially we will conduct a group activity, where you can discuss in a group and identify 

who is most important for you during pregnancy and lactation according to you. Please 

write/ tell the facilitator about them once you have discussed. (After getting the answers, 

the community facilitator will probe on: 

- Why are these individuals important? 

- How do they help/ influence you? 

- Amongst all these individuals, who is the most important person? 

 

(After the social mapping activity is completed, begin with the focus group discussion) 

 

1. How did you first know/ suspect that you were pregnant? 

(If there is no volunteer, facilitator can start with mothers who are newly pregnant or just 

delivered or had their first child), can also fish reaction by sharing “a friend suspected she 

was pregnant when she started feeling nauseous and skipped her period”) 

  

2. Once you think you were pregnant, whom did you tell first and what was the response? 

(Probe on what advice/ suggestion they received from the person who first told them. 

Example: diet, sleep, caring practices, daily work etc) Did you take that advice and 

practice? 

 

3. What did you do to make sure you were pregnant?  

(Probe on: Did you check with the midwife, wait until the next period etc.) 

 

4. Whom did you go for advice when you are pregnant? (Midwife, TBA, Kader, 

Neighbor, someone else)? Why did you go to that person? 

 

We have talked about how you first learned you were pregnant and the kind of advices 

and suggestions you received during pregnancy. Now, let’s talk on the sequences of 

events during delivery, assistance and the delivery process. Who would like to start? 
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5. Where did you deliver and who assisted you with the delivery? 

 

6. What did the delivery assistant do once the baby was out? (The mother might start with 

the cutting of the umbilical cord, put the baby of the tummy etc). Just record them. AS 

WELL AS PROBE MORE WHAT ELSE? DID THEY CARE IMMEDIATELY 

ABOUT YOU AFTER DELIVERY? 

 

7. If food is not specifically mentioned then probe on what food was given to the baby right 

after birth (after crying etc) until breastfeeding or other first food/ liquid is mentioned? 

 

8. If any of the advices was ever about breastfeeding, what kind of advice was it? (Probe: 

where the advice was given (house, Polindes etc) the advantage and the usefulness of the 

advice, any difference with the ones given by mother in law, grandmother, family 

member, friends, neighbors, counselor?) 

 

9. Which advice did you take and follow? Why? Which advice did you not take and why?  

 

10. Why did you seek advice on breastfeeding? Do you have any challenges with 

breastfeeding? 

 

      12. Has anyone suggested you go to a particular person to seek advice for 

breastfeeding? 

 If there was, who was it? And who did the person suggest for you to go to? 

 

13. What the advice given helpful? How was it helpful? 

 

14. Is there any suggestion that you want to share for every mother here when there is or 

might be a problem with breastfeeding?  

 

15. Did you often go to the person, whoever stated by the mothers to talk and seek advices 

and practical help? Perhaps there is any other mode besides meeting face to face (e.g. 

phone, text message etc) 

 

16. If you prefer seeking advice face to face, what occasion/ opportunity would be most 

comfortable to talk about breastfeeding? Probe: After Sunday service, social 

microfinance meeting? Parties? At the market. 

 

17. To you, what is the most ideal way/ mode to get practical advices on 

BREASTFEEDING? If the participant is passive ask what would be the most convenient 

setting? Where? With a group of mothers or one on one? 

 

18. If you know other mother who has challenges in breastfeeding, would you suggest her to 

go to any other particular person? Why or why not? 

 

19. (If the mothers talk about neighbors helping them, ask the mother, if the neighbor came 

to you for advice, what kind of advice would you give to your neighbor? Why?) 
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III. Focus Group Discussion Guide for Fathers 

 

Introduction 

 

Good ____. I am _____. We are from CARE Prima Bina program. Thank you for your 

time today. We would like to discuss today about your thoughts and views on foods and 

feeding practices related to small babies and young children. Your discussion will give us 

a better understanding of the same. Your opinion and views are very important to us, so 

everyone please feel free to participate and talk. Talk to everybody in the group and not 

the person who is sitting next to you. We would like for this to be active discussion. 

There is no right or wrong answer so discuss your opinions freely. Once again this 

discussion is valuable to us and so we have _________ as the note taker. This way we 

will be able to capture all the information that you provide. Before we begin, do you have 

any questions? Shall we begin?  

 

Let us start by introducing ourselves… 

 

 

 

1. We would like to start out our discussion by asking you about your thoughts on mother 

and child care when she is pregnant or when she is with a new born baby? What sort of 

care should be taken for the mother and baby? 

 

(Probe: Ask questions like what else is important as far as caring for the mother and the 

baby is concerned? Probe on ANC, food, going to the doctor, delivering in Polindes or at 

home etc) 

 

(If they talk about food or feeding then probe further on what kinds of foods are 

important. If they don’t then ask them question 1) 

1. Can you please tell us, according to you, what are important foods for the mother 

and the baby during pregnancy and after a child is born?  

             - Why? 

(Probe: which foods? Ask more: what else? What foods?) 

If they talk about breast milk: Ask then why do you think breast milk is important?  

 

(If the respondents do not ask about breast milk, then ask them specifically about breast 

milk  as per question 2?) 

 

2. Can also please tell us about your thoughts of breast milk or breast feeding?  

 

Probe: Do you think it is beneficial? Benefits to the mother and the baby, When should it 

be given? Try to find out if they know about colostrum. (Just record if they mention 

colostrum). This question is only for getting general idea. After that, the facilitator can 

ask specifically on the points that are probed. 

 

3. When do you think the mothers should start breastfeeding and why? 
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(Here also they might give some input regarding colostrum- discarding it etc) 

 

4. For how long do you think, breast milk should be continued? 

- Why do you think it should be continued for that long? (They might talk about health 

benefits, social reasons, economic reasons etc. Try to probe and find out as much as 

possible) 

 

5. Do you think that anything else is required for the baby to be fed with along with 

breast milk? 

- If yes, what? Why do you think so?  

- When should these foods be given? 

- If no, why not?   

 

Now we would like to discuss about providing support to a pregnant woman or the 

mother of a young child.  

 

6. Who according to you provide support to them? (Pregnant and Lactating Women)  

- What kind of support is that? 

- Why do you think that person is an important support for the pregnant woman or the 

mother?  

(Probe: they can talk about simple helping in household chores, or taking the mother to 

the midwife or themselves delivering the baby or providing family with financial support. 

Probe also on who and how does anybody support as far as IYCF is concerned) 

 

If the husbands do not mention themselves then ask question 8  

8. Do you think you can offer any support to your wife? Yes, how and why? No, why 

not? 

 

9. Who do you think can give the mother good information about IYCF?  

- Why do you think so?  

- How do you think this information will help her? 

 

(Thank you. We have now come to the end of our discussion. Thank you once again for 

your time. Please free to ask any questions that you might have.) 
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IV. Focus Group Discussion Guide for Grandmothers 

 

Good ____. We are from CARE Prima Bina program. Thank you for your time today. 

We would like to discuss today about your thoughts and views on foods and feeding 

practices related to small babies and young children. Your discussion will give us a better 

understanding of the same. Your opinion and views are very important to us, so everyone 

please feel free to participate and talk. Talk to everybody in the group and not the person 

who is sitting next to you. We would like for this to be active discussion. There is no 

right or wrong answer so discuss your opinions freely. Once again this discussion is 

valuable to us and so we have _________ as the note taker. This way we will be able to 

capture all the information that you provide. Before we begin, do you have any 

questions? Shall we begin?  

 

Let us start by introducing ourselves… 

 

 

First of all, we would like to know, according to you, what care should be taken by 

pregnant women.  

 

1. What advice would you give or do you give, to your daughter or daughter-in-law who 

is pregnant?  

- Why do you suggest this?  (Probe on care for the mother, the baby, workload of the 

woman, foods to be eaten, not to be eaten) 

 

2. Now, after pregnancy, during delivery and immediately after deliver, what do you 

think are the important things that should be done for the mother and the baby? 

 

(Probe on what can be done with the baby? What can be done with the mother? Probe on 

cleaning the baby, food for the baby) Probe such as what more should be done. DO NOT 

ask the questions directly.  

 

3. Let us talk about the food needed by a new born baby. According to you, what is the 

first food that you would recommend for a new born baby and why?  

 

(Probe on the liquids that they usually give. Ask questions like what more, if they do not 

come up with many options other than breast milk) 

- Always ask why a certain food is important. Probe on whether it is important for the 

baby or the mother or both and why? 

 

4. Do you advice women on feeding the child?   

- If yes, what advice do you usually give them? (Probe and try to find what they talk 

about breasting) 

- Why do you advice this? (Whatever the advice is, ask that for each advice) 

 

5. Do you think that there are any foods that the new born baby should not? (Probe: Here 

they might or might not mention colostrum. If they mention it, ask why is it is not used?) 
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6. Now tell us a little bit about breast milk and breast feeding. 

- How important do you think it is for the child to have breast milk and why? 

- (Probe on benefits on breast milk. Ask each one of them to give their opinion on this 

one.) 

 

7. Do you advice on how long do you think is it essential for a woman to breastfeed her 

child and why?  

- If yes, what do you usually advice? 

- Why do you advice that? 

- Probe to find out how much of it should be exclusive or if there is anything that they 

know about exclusive breastfeeding.   

 

8. At what age do you think, foods or liquids other that breast milk should be introduced for 

a baby and why? 

 

9. What foods would you usually recommend for a baby other than Bbreast milk? Why do 

you recommend that?  

 

10. What kind of advice to you give to your daughter or daughter in law or relative who is 

pregnant or nursing for problems related to breastfeeding 

 

11. Who else do you think can give good advice to a mother regarding IYCF?  

Probe: Whose advice do you think will be useful? Why? Probe on the individual. Is it within the 

family, should the mother go to a Polindes, kader etc.  
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Appendix 3: Themes, Codes and Respective Definitions for KII and FGD 

 

I: Key Informant Interview Codes 
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Focus Group Discussion Codes (Mothers) 
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Focus Group Discussion Codes (Fathers) 
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Focus Group Discussion Codes (Grandmothers) 
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Appendix 4: ANALYTICAL FRAMEWORK QUESTIONS 

 

1. Assessment of Breastfeeding Counseling 

- Who are the breastfeeding counselors in the community? 

- What is the coverage within the target area? 

- Is counseling being done in the community? 

- What are the activities that actually take place during counseling, if any? 

- What is the quality of counseling? 

- Is there a demand for counseling? Yes/ No? Why? 

- What are the opportunities and challenges to counseling effectively? 

- In what ways can counseling be improved? 

 

2. Social Support/ Circle of Support 

- What is role of the husband in a woman’s life during pregnancy and lactation? 

- What is the role of the grandmother in a woman’s life during pregnancy and lactation? 

- How do they (husband/ Grandmother) influence the IYCF practices? 

- What the main opportunities and challenges in their support?  

- What kind of interventions can de devised for interventions including them? 

 

 


