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Executive Summary 
West Timor is highly prone to natural disasters. These have led to a fluctuating nutritional crisis 

since 1992, which in turn gave rise to a number of nutritional and health problems. In an effort to 

alleviate these, CARE International Indonesia (CII) implemented an Infant and Young Child 

Feeding in Emergency (IYCF-E) program from January 2007 to March 2008 in two sub-districts 

in Timor Tengah Utara (TTU) district. The program activities were funded by restricted private 

funding through CARE USA. The aim of the project was to prevent malnutrition in infants and 

young children under 24 months old in West Timor through efforts to increase the knowledge 

and skills of health workers and communities with regard to optimal infant and young child 

feeding practices. 

During the follow-on Window of Opportunity program, also funded by CARE USA, activities 

began to expand into more villages in TTU, as well as into Belu district. This three-year IYCF 

program (called Prima Bina) will continue to work with maternal and child health services at the 

community level and will extend its focus to improve related maternal nutrition (rMN) practices in 

the antenatal and postpartum periods.  

Methodology 

This document presents the results of a cross-sectional survey in two districts (TTU and Belu) of 

West Timor. Although there have been previous IYCF program activities in TTU, the survey will 

serve as baseline for the Prima Bina Program. 

Households were selected based on the presence of at least one child under two years of age 

and data were collected on all these children and their mothers (or caregivers) in the program 

villages.. Data were collected between 23 June and 15 August 2009 by separate teams for 

interview and anthropometry. Interviews were done from 23 June until 5 July and continued 

between 22 July and 8 August, 2009, while anthropometry was measured between 10 July and 

15 August The time frame was stretched out due to public holidays, general elections and 

logistics of the anthropometry equipment.  

Results  

After cleaning, a total of 2366 children remained (874 in TTU and 1492 in Belu; that is 1628 

children in intervention villages (TTU 604 and Belu 1024) and 738 in control villages (270 in 
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TTU and 468 in Belu). Cases were deleted if it was impossible to adequately identify the child 

(name, sex or age discrepancies; n=43) or if no data were available on breastfeeding status 

(n=5).. Other missing data were accepted. Households Households in Belu tended to be larger 

than in TTU, and women were less educated (almost 20% of respondents in Belu had never 

had any formal education). The IYCF behavior results reported below were calculated from the 

baseline data using the 2008 globally-agreed WHO infant and young child feeding indicator 

definitions. 

 

1. Timely initiation of breastfeeding is defined as the proportion of children 0-23 months who 

were put to the breast within one hour of birth. Breastfeeding was initiated in the first hour in 

60.6% of infants in TTU but only 40.8% in Belu. 

2. The proportion of infants aged 0-5 months of age who are exclusively breastfed is defined 

as the proportion of infants aged 0-5 months of age who received only breast milk the previous 

day. Exclusive breastfeeding was 61.0% (64.6% in TTU and 58.9% in Belu).  

3. Timely complementary feeding expresses the proportion of infants 6-9 months who 

received breastmilk and a solid, semi-solid or soft food (based on 24 hour dietary recall). Solid 

and semi solid foods are defined as mushy or solid foods, not fluids. In the survey population 

timely complementary feeding occurred in 79.0% of infants in this age group. 

4. The introduction of solid, semi-sold or soft foods is expressed as the proportion of infants 

aged 6-8 months who received solid, semi-solid or soft foods during the previous day, 

irrespective of breastfeeding status. Overall, this was high in the survey population (91.8% 

overall; 93.0% and 91.0% in TTU and Belu, respectively). However, there seems to be a delay 

in the introduction as reflected by the fact that even at 8 months of age about 4% of children 

weren’t getting solid, semi-solid or soft foods of any kind.  

5. Continued breastfeeding at one year (the proportion of children aged 12-15 months of age 

who are fed breastmilk) occurred in 78.5% of children (80.7% (TTU) and 77.4% (Belu)); 

continued breastfeeding at two years (20-23 months) was 39.9% (37.7% among TTU children 

and 41.3% among Belu children. 

6. Minimum dietary diversity is expressed as the proportion of children between 6 and 23 

months of age who received foods from 4 or more (out of 7) food groups during the previous 

day. The diet of only 7.8% of breastfed children (10.9% in TTU, 5.9% in Belu) met the 

requirements for minimum dietary diversity; for non-breastfed children this was 17.1% (22.5% in 
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TTU, 13.8% in Belu). The intent of this indicator is to reflect the quality of complementary food.  

The inclusion of infant formula and/or milk, but not breastmilk, as counting toward dietary 

diversity, may contribute to the “better result” for non-breastfed children.  Thus, diversity scores 

for breastfed and non-breastfed children should not be directly compared. 
7. Minimum meal frequency is the proportion of breastfed and non-breastfed children aged 6-

23 months who receive solid, semi-solid, or soft foods (and milk feeds for non-breastfed 

children) the minimum number of times or more. This indicator is intended as a proxy for energy 

intake from other foods than breast milk. Overall 68.8%, a higher percentage of children who 

were breastfed, older and lived in TTU were given sufficiently frequent meals.  

8. The minimum acceptable diet is a composite indicator which combines indicators 6 and 7. 

Thus, it is calculated as the proportion of breastfed children aged 6-23 months who had at least 

the minimum dietary diversity and the minimum meal frequency during the previous day, and 

the proportion of non-breastfed children aged 6-23 months who received at least 2 milk feedings 

and had at least the minimum dietary diversity not including milk feeds and the minimum meal 

frequency during the previous day. In the survey population the percentage of children with a 

minimum acceptable diet is extremely low. Only six percent of children have a minimum 
acceptable diet. Although the situation in TTU was better than in Belu, the percentage did not 

reach 10%. This means that as many as 91.0% of children in TTU and 95.8% of children in Belu 

do not receive an adequate diet. Again, this was confirmed in the Consumption of iron-rich or 
iron-fortified foods indicator (number 9), which assesses a critical aspect of nutritional 

adequacy of food intake. The vast majority (82.3%) of children aged 6-23 months did not 

consume any food from animal origin and/or iron-fortified foods the day preceding the interview. 

Bottle feeding (number 10) potentially interferes with optimal breastfeeding practices. Overall, 

16.6% of all infants and young children aged 0-23 months had been fed from a bottle the 

previous day. 

Although these standardized indicators are good for comparing different populations, they don’t 

present all information available on this population. Almost 90% of 0-5 months’ old infants 

received some amount of breast milk on the day prior to the interview. This was much less 

among 18-23 months old children (42.3%). Foods were introduced early with more than half the 

infants aged 5 months receiving some food the previous day; only at 7 months were virtually all 

infants being given food. Colostrum is very important for its nutritional and immunological 

value, but based on popular beliefs it is sometimes discarded. In TTU, this happened in 4.2% of 
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cases compared to 16.0% in Belu (overall 11.6%). There were no differences between 

intervention and control areas. Pre-lacteal drinks were given to 29.9% of infants in the first 

three days of life; more frequently in Belu than in TTU (39.4% vs. 13.6%).  In Belu, infants were 

mostly given plain water (24.6%) or formula (6.6%), while in TTU this was formula (5.8%) and 

plain water (5.2%). 

Certain infections, in particular acute respiratory infections (ARI) and diarrheal disease are 

important causes of poor growth. They were both very common among the infants and young 

children in the survey. Diarrhea (defined according to WHO standards as at least 3 loose or 

watery stools in 24 hours) in the two weeks preceding the interview occurred in 27.3% of all 

children in the survey area (22.2 in TTU vs 32.2 in Belu; 23.7 in intervention vs 35.0 in control 

villages), while 68.5% (60.2% and 73.2%, respectively) had ARI. Most respondents indicated 

they continued feeding solids and liquids, including BM, as usual during the illness. The 

percentage of women who either stopped or reduced the amount of drinks and/or foods was 

13.0 (BM), 18.2 (other drinks) and 32.5 (foods). Only a small proportion of women increased 

their child’s intake of foods and/or liquids during diarrheal disease.  

The most important sources of information on breastfeeding were health staff, cadres, CARE, 

respondent’s own mother, and other relatives, friends or neighbors. In Belu, CARE was 

mentioned less frequently. This is not surprising as CARE has been engaged in IYCF 

programming in some areas of TTU since 2007, implementing the IYCF program in most of the 

TTU villages in the survey; in Belu, IYCF program activities began in 2009.  

Respondents most often remembered messages about exclusive breastfeeding for 6 months, 

timely initiation of complementary foods, benefits of BM, how and what to feed young children, 

colostrum, continued BF until two years of age. Particularly in Belu, they also mentioned some 

wrong messages including timing of initiation and duration of breastfeeding, the introduction of 

complementary feeding. Most women could mention up to three messages.  

Malnutrition is a major underlying cause of child mortality and morbidity. It is measured as low 

weight-for-age (underweight), low height-for-age (stunting, or chronic malnutrition) and low 

weight-for-height (wasting, or acute malnutrition). Underweight prevalence exceeded the WHO 

cut-off for “very high prevalence” of ≥30% in the total survey population and this was due to the 

high prevalence among 12-23 months old children. Wasting prevalence was high among the 
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older children, exceeding the WHO threshold for “high prevalence” (10%) in the second year of 

age. Stunting prevalence was extremely high among the children in the survey. The WHO cut-

off of “high prevalence” at 30% was already exceeded after the first 6 months of life, and the 

40% cut-off for “very high prevalence” was far exceeded by infants in their second year. 

Thinness among non-pregnant mothers as defined by BMI < 18.5 kg/m2 was found in 23.7% of 

non-pregnant women in the survey population (17.1% of women in TTU and 27.4% in Belu). 

The latter was “high” according to WHO criteria. Three percent of women were nightblind 

during their last pregnancy (26 women in TTU and 46 women in Belu). Nightblindness is an 

early sign of vitamin A deficiency and indicates a diet chronically deficient in vitamin A and most 

probably also in other micro- (and macro-) nutrients. 

During their last pregnancy, the vast majority of the women in the survey area sought antenatal 

care (ANC) (99.2 and 96.1% in TTU and Belu, respectively), with the midwife as the main 

provider. Almost all women saw their ANC provider more than four times during their 

pregnancy. The main reasons for not seeking ANC “not necessary” (34% in Belu), distance 

(20.5% in Belu) and fear (13.6% in Belu). One woman in Belu said she didn’t speak Indonesian. 

The delivery of 65% and 49.6% of the respondents in TTU and Belu, respectively, (55.2% 

overall) was assisted by a trained health professional (mostly midwives). Main reasons given 

for not having a trained health professional assisting the delivery were that the baby was born 

before the midwife arrived (22.7%), too far away (18.3%, mostly in Belu), not necessary (18.2%, 

mostly in Belu), and other reasons (36.5%) which included the midwife being away (more often 

in TTU) or busy/refused/didn’t come (more often in Belu). As a government program, every 

pregnant woman is supposed to receive at least 90 iron tablets. In reality, only 74.8% and 

63.3% of respondents in TTU and Belu, respectively, received the total amount. 23.0% and 

27.1% received fewer tablets and 2.2% and 9.3% did not receive any iron tablets at all. This is 

partly related to the fact that some women did not seek ANC with a trained health professional. 

Vitamin A capsules should be provided for all women within two months of delivery. In TTU, 

65.1% of women received this capsule, while it was given to only 32.2% of women in Belu (data 

not shown). The proportion of households in the survey with some degree of food insecurity was 

93.9 overall (89.7% in TTU and 96.4% in Belu. In TTU, 4.9% of households were severely food 

insecure, while in Belu this percentage was as high as 14.4. There was a strong correlation 

between food insecurity at the household level and inability of children to have a minimum 
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acceptable diet.  

In conclusion, the situation in TTU is better than in Belu. CARE has been conducting IYCF 

programming for a longer time in TTU, women are better educated, health systems functions 

better, less food insecure. In Belu this is reflected in poorer IYCF behavior, more disease and 

more malnutrition. IYCF behavior needs improvement, in particular with regard to early initiation, 

exclusive breastfeeding up to 6 months, and the quantity, quality and time of introduction of 

foods. The main sources for information on breastfeeding were health staff, kader1, CARE, 

respondent’s own mother, and other relatives, friends or neighbors. General messages were 

better remembered than more technical ones. Overall, most women sought adequate care 

during pregnancy and delivery. In some instances this was not available, however. Household 

food insecurity is an important factor interfering with an adequate diet. As this is a structural 

problem in West Timor, it will not be possible to increase the proportion of children with a 

minimum acceptable diet through behavior change campaigns alone. However, this remains 

important to increase awareness and improve breastfeeding habits. 

Because of the detrimental consequences of malnutrition for optimal growth and development, 

continued efforts are called for to improve IYCF knowledge and behavior and increase 

household food security. It is therefore recommended to focus on improvement in IYCF 

behavior, in particular with regard to early initiation, exclusive breastfeeding up to 6 months, and 

the quantity, quality and time of introduction of foods. Communication strategies to increase the 

proportion of the population that receive, understand, remember and implement messages, in 

particular the more detailed ones, should be explored. Furthermore, efforts should be made to 

ensure that key individuals are aware of accurate information on IYCF to improve adequate 

IYCF behavior, and to actively involve these key individuals in program activities to support their 

role of agents of change. As a large proportion of the households are food insecure, affordable 

menus for infants, young children and mothers should be developed for use in West Timor. As 

mothers generally want to use health services for ANC and delivery, but these are not always 

available and/or functioning properly, CARE should advocate for optimized maternal and child 

care, in particular in Belu. 

                                                            
1 Volunteers from the community who receive some health training and run the monthly growth monitoring posts 
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Introduction 

1. Background of Prima Bina Program 
The population of West Timor - located on Timor Island in East Nusa Tenggara province, 

Indonesia - has experienced a fluctuating nutritional crisis since 1992 as a result of repeated 

natural disasters. A recent survey conducted cooperatively by CARE, Church World Service 

(CWS), and Helen Keller International (HKI) on health, nutrition and food security among 4800 

households in all four rural districts of West Timor found that acute malnutrition (wasting) was 

particularly high among children between 6 and 23 months old (17.9%-18.5%). The same 

survey found that about 87% of children were first given breast milk on the first day of life, and 

58.5% within one hour after birth. At 4-5 months, only 30.5% of infants were still exclusively 

breastfed, while less than 30% continued breastfeeding until 2 years of age. A quarter of the 

children had received pre-lacteal foods/liquids within the first four days of their life. The main 

pre-lacteal foods/liquids given to their infants were sugar water (30.4%), plain water (25.9%), 

and infant formula (18.9%).  

2. CARE and IYCF program  
CARE has implemented an Infant And Young Child Feeding in Emergency (IYCF-E) program 

from January 2007 to March 2008 in two sub-districts in Timor Tengah Utara (TTU) District in 

West Timor, funded by restricted private funding through CARE USA. Through the IYCF-E 

project, CARE aimed to prevent malnutrition in infants and young children under 24 months old 

in West Timor through efforts to increase the knowledge and skills of health workers and 

communities with regard to optimal infant and young child feeding practices.  

Currently, CARE is implementing a three-year infant and young child feeding (IYCF) program in 

the same 12 villages in Timor Tengah Utara (TTU) district as the IYCF-E with slight geographic 

expansion into 8 villages in Belu district. The program will continue to work with maternal and 

child health services at the community level and will extend its focus to improve related maternal 

nutrition (rMN) practices in the antenatal and postpartum periods.  

Thus, when reading this report one should keep in mind that in fact, in TTU this is not a real 

baseline. Activities have been taking place, both during previous programs, and also as part of 

the Window program (called Prima Bina in Indonesia). For the purpose of comparison, the 

survey included a number of control villages in both districts, where no IYCF activities are 
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implemented either by CARE or others. 

 

The goal of the Prima Bina program is to promote, protect and support infant and young child 

feeding and related maternal nutrition in the province of East Nusa Tenggara by 2010. 

3. Organization of this report 
After this introduction, a short section explains the methodology used in the baseline. The main 

part of this report contains the results of the baseline survey for the Prima Bina program. As the 

main focus of the program is IYCF, the 10 IYCF indicators are presented first. Then other 

information obtained is shown, in particular regarding knowledge of mothers about issues 

related to IYCF, dietary behavior, food security and nutritional status of children and their 

mothers. Finally, conclusions are drawn and recommendations made for the next phase of the 

program. 

 

Methodology 

1. Survey Design, Area and Population under Survey 
This document presents the results of a cross-sectional survey in two districts (TTU and Belu) of 

West Timor as baseline for the Prima Bina Program. Households were selected based on the 

presence of at least one child under two years of age. Data were collected in the households at 

the individual level. Individuals included in the data collection were all children aged 0-23 

months in a given household and their mothers (or caregivers). 

Initially, an effort was made to calculate sample size using the calculator tool of CUSA’s “Infant 

and Young Child Feeding Practices: A Step-by-Step Guide to Measuring and Using Data 

(draft)”. However, as the calculated sample size turned out to be larger than the estimated total 

under-two population of the villages, it was decided to include all children in the villages in the 

survey.  

2. Survey Questionnaire 
The survey questionnaire was developed in April-June 2009 by two consultants, in close 
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cooperation with CARE International Indonesia (CII) and CARE USA (CUSA) key staff and 

consultants. The master version of the questionnaire was the English version (given in Annex 

1), which was translated into Indonesian. 

Table 1. List of villages included in the survey (numbers of children aged 0-23 months) 

Intervention villages (1628)
TTU (600) Belu (1028) 

Subdistrict Village Subdistrict Village 

Name n Name n Name N Name N
Bikomi Utara 77 Banain A 31 Malaka 288 Kamanasa 114
  Banain B 9 Uma Katahan 80
  Faenake 37 Naimana 94
Bikomi Tengah  138 Oenenu Induk 44 Raimanuk 75 Rafae 75
  Oenenu Utara 44 Tasifeto 195 Naekasa 195
  Kuanek 16 Kakuluk 130 Kabuna 130
  Oenenu 34 Raihat 340 Tohe 221
Bikomi Selatan  130 Oebkin  45 Maumutin 119
  Naiola 85
Miomaffo Timur 240 Amol 35
  Oesena 108
  Femnasi 28
  Bakitolas 51
  Fatusene 18
Noemuti 15 Bijeli 15
 

Control villages (739)
TTU (271) Belu (468) 

Subdistrict Village Subdistrict Village
Name n Name n Name n Name N

Miomaffo Barat 163 Salu 47 Raihat 89 Asumanu 52
  Eban 48 Tohe Leten 37
   Saenam 12 Tasifeto Barat 220 Tukuneno 124
   Oetulu 32 Bakus Tulama 96
   Noeltoko 24 Malaka Tengah 69 Kletek 69
Miomaffo Timur 76 Tun Tun 32 Weliman 90 Ankaes 48
   Jak 13 Forekmodok 42
   Tunoe 31  
Bikomi Nilulat 32 Haumeni Ana 32  
 

The questionnaire was based on the new WHO guidance on IYCF indicators (WHO 2008, WHO 

2009) but a number of sections were added for use by the Program or by CII in general. Thus 

the questionnaire consisted of the following sections: 

• Household details 
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• IYCF behavior 

• IYCF knowledge and its source 

• Health seeking behavior during pregnancy and delivery 

• Nutritional status 

• Household food security and dietary diversity 

Food security in the surveyed population was assessed using, as a reference, The Guide to 

Measuring Household Food Security, developed by US Department of Agriculture. Mothers 

were asked a set of questions on household food security.  Their food security situation was 

then scaled into a set of categories, each one representing a meaningful range of severity as 

follows: 1) food secure – households show no or minimal evidence of food insecurity; 2) food 

insecure without hunger – food insecurity is evident in household members’ concerns about 

adequacy of the household food supply and in adjustments to household food management, 

including reduced quality of food and increased unusual coping patterns; 3) food insecure with 

hunger (moderate) – food intake for adults in the household has been reduced to an extent that 

implies that adults have repeatedly experienced the physical sensation of hunger; and 4) food 

insecure with hunger (severe) – households with children have reduced the children’s food 

intake to an extent, indicating that the children have experienced hunger. 

3. Training of Enumerators 
Candidate enumerators were interviewed by Santi Wulandari (Prima Bina Project Manager), 

Andarias Pagalla (Technical Specialist of Nekaf Mese Project) and Yosefina Manuk (HR 

Assistant) on 16 – 27 May 2009. Of the 60 applicants, 36 were interviewed of whom 25 passed 

the selection and participated in the training. The enumerators held bachelor degrees or a 

diploma in public health and nutrition, agriculture, or other related field. 

Training was conducted by a consultant over six days (June 15 -20, 2009). The training covered 

topics such as sampling procedures, interview techniques, questionnaire explanation, and 

anthropometric measurements as well as team division and field coordination. At the end of the 

training, the interviewing and anthropometric skills of the enumerators were tested, and one 

person did not pass the certification. In addition, one person resigned and another was 
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disqualified for not having attended the entire training. Twenty enumerators were hired plus an 

additional two anthropometrists. As two teams of two anthropometrists each were needed, this 

was supplemented by two program staff. To enable faster finishing of the measurements one 

more team was formed in July, consisting of one enumerator who was not very successful at 

interviewing and one program staff. During the month of July, another 7 enumerators resigned 

for various reasons so in the end there were 12 enumerators and 6 anthropometrists left. 

 

4. Data Collection 
Data were collected between 23 June and 15 August 2009 by separate teams for interview and 

anthropometry. Interviews were done from 23 June until 5 July and continued between 22 July 

and 8 August, 2009, while anthropometry was measured between 10 July and 15 August The 

time frame was stretched out due to public holidays, general elections and logistics of the 

anthropometry equipment.  

 

Interviews using the standard questionnaire were held between 23 June and 9 August 2009 by 

five teams of four enumerators each. The villages were first approached to obtain approval from 

the head of the village and of the parents/caregivers of selected children. Using a complete list 

of all children under two years obtained from the volunteers running the posyandu (community 

growth monitoring post), enumerators visited households with at least one child less than two 

years old and respondents were interviewed at their house. All households in the program and 

control villages with children in this age group were visited and data were collected on all 

children 0-23 months in the household. A household was defined as a unit in which all persons 

shared foods from the same cooking pot or serving pot.   

If nobody was home, the enumerators arranged to come back. If the absence was prolonged, 

the case was dropped. There were no refusals but they would have been dropped as well. If a 

child was interviewed but not measured, missing anthropometry data were accepted. If, 

however, a child was measured but not interviewed, these data were deleted from the data 

base. 

Anthropometric measurements were taken to assess the nutritional status of under-two children 

and their mothers. One team, consisting of four members, conducted the measurements from 

July 10 to August 15, 2009. Weight of both mothers and children was measured using an 
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electronic scale (AND, Japan) to the next 0.1 kg, height of mothers was measured using 

microtoise with precision of 0.1 cm, recumbent length of the children was measured using a 

locally produced length board with a precision of 0.1 cm, and mid upper arm circumference 

(MUAC) of pregnant mothers was measured using a meter tape with a precision of 0.1 cm. 

As anthropometry was done on a different day by a different team, they were provided with a list 

of children whose data were collected by the enumerators. The children and their mothers were 

measured at the posyandu. If they did not show up, the anthropometrists visited their homes. If 

they were not there (and would not be back soon cq it was unclear when they would come back) 

anthropometry was not collected on this household. 

 

5. Data Entry and Cleaning 
Two data entry operators in Kefamenanu, TTU district, entered the data using a specially 

designed Data Entry screen in Microsoft Excel, based on the Guide. The data were imported 

into Statistical Program for Social Sciences (SPSS) v. 15.0 and cleaned for inconsistencies, 

including extreme values, missing values, invalid codes/values, and duplicate coding, before 

further analysis.  
 

6. Data Analysis 
Data were analyzed using SPSS. Data are presented in numbers and percentages, or as 

median and 25th – 75th percentile. The WHO Anthro software was used to calculate the Z-

score of the underfive children. The classification for anthropometric indices using the reference 

limits at two standard deviations (SD) above and below the median of the new WHO child 

growth standards were used as the reference. Children with anthropometric indices <-3 SD and 

-3 SD to <-2 SD were classified as severe and moderately malnourished, respectively. 
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Results 
 

Characteristics of the Surveyed Population 
 

Table 2. Numbers of children on whom data were collected and numbers after cleaning 

 intervention control Total  

  Original cleaned original cleaned Original Cleaned
District TTU 617 604 282 270 899 874
  Belu 1048 1024 468 468 1516 1492
Total 1665 1628 750 738 2415 2366

 

Data were collected on 2415 children aged 0-23 months in 39 villages in two districts in West 

Timor. There were 15 intervention villages in Timor Tengah Utara with 617 children, and 8 

intervention villages in Belu with 1048 children. In addition, the same data were collected in 9 

villages in TTU (282 children) and 7 villages in Belu (468 children) to serve as controls. After 

cleaning, a total of 2366 children remained (874 in TTU and 1492 in Belu; that is 1628 children 

in intervention villages (TTU 604 and Belu 1024) and 738 in control villages (270 in TTU and 

468 in Belu). Reasons for deleting a case included inability to determine correct sex or age 

(n=43; see also Limitations and Challenges section) and missing data on breastfeeding status 

(n=5) (see table 2). Missing information in other variables was tolerated. Thus, different 

indicators may be reported on different numbers of children. The actual number of children 

reported on is shown in the tables and graphs. Some of the characteristics of the children and 

their families are shown in table 2. 

 

Table 3. Some characteristics of the survey population (percentage)  

   District       Total 

    TTU Belu   
intervention control   

Female head of household Numerator 19 59  52 26 78
  Percentage 2.18 3.94  3.19 3.52 3.30
Respondent is mother Numerator 861 1467   1611 717 2328
  Percentage 98.85 98.06   98.96 97.02 98.35
Female child Numerator 439 744   818 365 1183



Prima Bina Baseline Report 

 

 
   

 
Page 8 

 

  Percentage 50.40 49.73   50.25 49.39 49.98
>1 mother in household Numerator 7 26  36 7 43
  Percentage 0.80 2.41   2.21 0.95 1.82
>1 undertwo in household Numerator 15 55  49 21 70
  Percentage 1.72 3.68   3.01 2.84 2.96

 

 

Most heads of households in this population were male. Although the percentage of female-

headed household was small, it was significantly higher in Belu than in TTU (4.1 vs. 1.8%). The 

vast majority of respondents were the biological mother of the child(ren), the rest were mostly 

aunts and one was the father of the child. The age of the respondents was about 28 years and 

most households only had one child less than two years old. The birth order of the children is 

shown in table 4. One child had missing data for birth order which is why the number of children 

reported on is 2366. 

 

Table 4. Birth order of children included in the survey by district and intervention vs 
control villages 

    District    Total 
    TTU Belu  intervention control  

1 Numerator 245 416 441 220 661 
  Percentage 28,2 27,8 27.1 29.8 27.9 

2 Numerator 210 310 350 170 520 
  Percentage 24,2 20,7 21.5 23.0 22.0 

3 Numerator 194 257 321 130 451 
  Percentage 22,3 17,2 19.7 17.6 19.1 

4 Numerator 117 209 220 106 326 
  Percentage 13,5 14,0 13.5 14.3 13.8 

5 Numerator 61 134 136 59 195 
  Percentage 7,0 9,0 8.4 8.0 8.2 

6 Numerator 24 72 78 18 96 
  Percentage 2,8 4,8 4.8 2.4 4.1 

7 Numerator 10 43 37 16 53 
  Percentage 1,2 2,9 2.3 2.2 2.2 

8 Numerator 6 27 23 10 33 
  Percentage 0,7 1,8 1.4 1.4 1.4 

9 Numerator 2 23 17 8 25 
  Percentage 0,2 1,5 1.0 1.1 1.1 

10 Numerator 0 3 1 2 3 
  Percentage 0,0 0,2 0.1 0.3 0.1 

11 Numerator 0 1 1 0 1 
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  Percentage 0,0 0,1 0.1 0.0 0.0 
13 Numerator 0 1 1 0 1 

  Percentage 0,0 0,1 0.1 0.0 0.0 
14 Numerator 0 1 1 0 1 

  Percentage 0,0 0,1 0.1 0.0 0.0 
Total Denominator 869 1497 1627 739 2366 

 

Households in Belu tended to have more children than those in Belu. Still, 74.9% (TTU) and 

64.5% (Belu) were either the first, second or third child in the household. Table 5 shows the 

highest educational level attained by the respondents. Almost half the respondents (49.5%) had 

only been to primary school, and 13.9% (16.8% in intervention villages and 7.5% in control 

villages) had never had any formal education. In intervention villages in Belu this was as high as 

24%.  

Table 5. Education of respondents 

      District 
      TTU Belu Total 

never went to school Numerator 36 293 329
  Percentage 4.1 19.6 13.9
primary school Numerator 495 676 1171
  Percentage 56.8 45.2 49.5
junior high school Numerator 156 248 404
  Percentage 17.9 16.6 17.1
senior high school Numerator 141 236 377
  Percentage 16.2 15.8 15.9
tertiary education Numerator 43.0 43.0 86
  Percentage 4.9 2.9 3.6

All 

Total Denominator 871 1496 2367
            

never went to school Numerator 27 247 274
  Percentage 4.5 24.0 16.8
primary school Numerator 340 410 750
  Percentage 56.7 39.8 46.0
junior high school Numerator 98 163 261
  Percentage 16.3 15.8 16.0
senior high school Numerator 104 173 277
  Percentage 17.3 16.8 17.0
tertiary education Numerator 31.0 35.0 66
  Percentage 5.1 3.4 4.1

intervention 

Total Denominator 600 1028 1628
            

never went to school Numerator  55control 
  Percentage  7.4
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primary school Numerator  421
  Percentage  57.0
junior high school Numerator  143
  Percentage  19.4
senior high school Numerator  100
  Percentage  13.5
tertiary education Numerator  20
  Percentage  2.7
Total Denominator 271 468 739

 

Table 6 shows the age distribution of the children by district and by intervention vs control 

villages. 

 Table 6. Age distribution of children by district and by intervention vs control site 

    District  intervention control Total 
age (months)   TTU Belu     

0 Numerator 30 48 52 26 78 
  Percentage 3,4 3,2 3.2 3.5 3.3 

1 Numerator 31 66 66 31 97 
  Percentage 3,6 4,4 4.1 4.2 4.1 

2 Numerator 42 74 91 25 116 
  Percentage 4,8 4,9 5.6 3.4 4.9 

3 Numerator 40 65 72 33 105 
  Percentage 4,6 4,3 4.4 4.5 4.4 

4 Numerator 37 41 53 25 78 
  Percentage 4,3 2,7 3.3 3.4 3.3 

5 Numerator 29 67 65 31 96 
  Percentage 3,3 4,5 4.0 4.2 4.1 

6 Numerator 47 61 77 31 108 
  Percentage 5,4 4,1 4.7 4.2 4.6 

7 Numerator 37 67 78 26 104 
  Percentage 4,3 4,5 4.8 3.5 4.4 

8 Numerator 45 60 72 33 105 
  Percentage 5,2 4,0 4.4 4.5 4.4 

9 Numerator 35 62 55 42 97 
  Percentage 4,0 4,1 3.4 5.7 4.1 

10 Numerator 43 79 90 32 122 
  Percentage 4,9 5,3 5.5 4.3 5.2 

11 Numerator 42 60 75 27 102 
  Percentage 4,8 4,0 4.6 3.7 4.3 

12 Numerator 35 67 69 33 102 
  Percentage 4,0 4,5 4.2 4.5 4.3 

13 Numerator 38 64 73 29 102 
  Percentage 4,4 4,3 4.5 3.9 4.3 

14 Numerator 33 66 73 26 99 
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  Percentage 3,8 4,4 4.5 3.5 4.2 
15 Numerator 39 86 85 40 125 

  Percentage 4,5 5,7 5.2 5.4 5.3 
16 Numerator 40 65 75 30 105 

  Percentage 4,6 4,3 4.6 4.1 4.4 
17 Numerator 37 62 66 33 99 

  Percentage 4,3 4,1 4.1 4.5 4.2 
18 Numerator 35 49 52 32 84 

  Percentage 4,0 3,3 3.2 4.3 3.5 
19 Numerator 18 52 49 21 70 

  Percentage 2,1 3,5 3.0 2.8 3.0 
20 Numerator 30 57 60 27 87 

  Percentage 3,4 3,8 3.7 3.7 3.7 
21 Numerator 34 47 43 38 81 

  Percentage 3,9 3,1 2.6 5.1 3.4 
22 Numerator 30 67 65 32 97 

  Percentage 3,4 4,5 4.0 4.3 4.1 
23 Numerator 43 65 72 36 108 

  Percentage 4,9 4,3 4.4 4.9 4.6 
Total Denominator 870 1497 1628 739 2367 

 
 

Indicators for IYCF 

1. Timely initiation of breastfeeding (children 023 months) 
Timely initiation of breastfeeding is defined as the proportion of children 0-23 months who were 

put to the breast within one hour of birth. To assess this, mothers/caregivers were asked 

whether their child had ever been given breast milk, whether expressed or not. To this question, 

100% said their child had received breast milk at some time. Overall, 48.1% of children were 

first put to the breast within one hour after birth, while this happened in 86.2% cases within the 

first day. These percentages were higher in intervention villages compared to control villages, 

and higher in TTU compared to Belu (table 7). 

 

Table 7. Time of breastfeeding initiation  

         District 
         TTU  Belu  Total 

< 1hour  Numerator  530  609  1139
   Percentage  60.6  40.8  48.1

All 

1‐3 hours  Numerator  232  492  724
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   Percentage  26.5  32.9  30.6
4‐23 hours  Numerator  56  121  177
   Percentage  6.4  8.1  7.5
at least 24 hours  Numerator  56  270  326
   Percentage  6.4  18.1  13.8
Total  Denominator  874  1492  2366

                 
< 1hour  Numerator  427  469  896
   Percentage  70.7  45.8  55.0
1‐3 hours  Numerator  130  324  454
   Percentage  21.5  31.6  27.9
4‐23 hours  Numerator  19  74  93
   Percentage  3.1  7.2  5.7
at least 24 hours  Numerator  28  157  185
   Percentage  4.6  15.3  11.4

intervention 

Total  Denominator  604  1024  1628
                 

< 1hour  Numerator  103  140  243
   Percentage  38.1  29.9  32.9
1‐3 hours  Numerator  102  168  270
   Percentage  37.8  35.9  36.6
4‐23 hours  Numerator  37  47  84
   Percentage  13.7  10.0  11.4
at least 24 hours  Numerator  28  113  141
   Percentage  10.4  24.1  19.1

control 

Total  Denominator  270  468  738
 

2. Exclusive breastfeeding under 6 months 
The proportion of infants 0-5 months who are fed exclusively with breastmilk is defined as the 

number of infants aged 0-5 months of age who received only breast milk the previous day 

divided by the total number of infants 0-5 months of age. Table 8 shows the percentages of 

children exclusively breastfed by age in the two districts. Overall, 61.0% of infants in this age 

group were exclusively breastfed as defined in this indicator, with slightly higher percentages in 

TTU compared to Belu and in intervention villages compared to control villages. 

 

Table 8. Exclusive breastfeeding under 6 months 
 

      District 
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      TTU  Belu  Total 
Numerator  135 212 347
Percentage  64,6 58,9 61,0

All 

Denominator  209 360 569
              

Numerator  96 155 251
Percentage  67,1 60,8 63,1

Intervention 

Denominator  143 255 398
              

Numerator  39 57 96
Percentage  59, 1 54,3 56,1

Control 

Denominator  66 105 171
   
 

For easy comparison with other surveys, the data are also disaggregated by smaller age groups 

in table 9.  
Table 9. Percentage of exclusively breastfed children by age group in TTU and Belu 

   Age     District
   (months)    TTU Belu Total
        

0‐1  Numerator  46 91 137
   Percentage  74,2 80,5 78,3
   Denominator 62 113 175
2‐3  Numerator  56 86 142
   Percentage  69,1 61,9 64,5
   Denominator 81 139 220
4‐5  Numerator  33 35 68
   Percentage  50,0 32,4 39,1
   Denominator 66 108 174

All 

Total     209 360 569
        

0‐1  Numerator  35 63 96
   Percentage  85,4 81,8 81,4
   Denominator 41 77 118
2‐3  Numerator  41 67 108
   Percentage  69,5 65,0 66,7
   Denominator 59 103 162
4‐5  Numerator  22 25 47
   Percentage  51,2 33,3 39,8
   Denominator 43 75 118

intervention 

Total     143 255 398
        
control  0‐1  Numerator  41
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   Percentage  71,9
   Denominator 57
2‐3  Numerator  34
   Percentage  58,6
   Denominator 58
4‐5  Numerator  21
   Percentage  37,5
   Denominator 56
Total     66 105 171

 

Because the numbers in the control group were too small, age distribution is not given at district 

level. 

3. Timely complementary feeding  
This indicator expresses the proportion of infants 6-9 months who received breastmilk and a 

solid, semi-solid or soft food (based on 24 hour dietary recall). Solid and semi solid foods are 

defined as mushy or solid foods, not fluids.  

Table 10. Timely complementary feeding among breastfed infants aged 6-9 months 

      TTU  Belu  Total 
              
All  Numerator  129  198  327 
  Percentage  78.2  79,5  79,0 
  Denominator  165  249  414 
              
intervention  Numerator  91  128  219 
  Percentage  79,1  76,6  77,7 
  Denominator  115  167  282 
              
Control  Numerator  38  70  108 

  Percentage 
          
76,0  

          
85,4  

          
81,8  

  Denominator  50  82  132 
 

Overall, 79% of children in this age group had consumed breast milk and some kind of food(s) 

the previous day (table 10). There were no differences between TTU and Belu, except for the 

control group where more children in Belu were fed breastmilk and solids. 
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4. Introduction of solid, semisolid or soft foods 
The introduction of solid, semi-sold or soft foods is expressed as the proportion of infants 6-8 

months who received solid, semi-solid or soft foods during the previous day (irrespective of 

breastfeeding status). 

Table 11. Introduction of solid, semi-solid or soft foods among infants aged 6-8 months 

    District 
    TTU  Belu  Total 
         

Numerator  120 171 291
Percentage  93.0 91.0 91.8

All 

Denominator  129 188 317
         

Numerator  87 119 206
Percentage  91.6 90.2 90.7

intervention 

Denominator  95 132 227
         

Numerator  33 52 85
Percentage        97.1          92.9          94.4 

Control 

Denominator  34 56 90
  

Table 11 shows that in this age group, 91.8% children (93.0% and 91.0% in TTU and Belu, 

respectively) were given some sort of solid, semi-solid or soft food the previous day. Although 

this seems quite adequate, there seems to be a delay in the introduction as reflected by the fact 

that, even at 8 months of age about 4% of children weren’t getting solid, semi-solid or soft foods 

of any kind.  

 

5. Continued breastfeeding at 1 year 
The proportion of children aged 12-15 months of age who are fed breastmilk, including 

breastfeeding by a wet nurse and expressed breast milk feeding was 78.5%. It was slightly 

higher in TTU than in Belu (table 12).  

 

Table 12. Continued breastfeeding at 1 year 

    District 
    TTU  Belu  Total 
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Numerator  117 219 336
Percentage  80.7 77.4 78.5

All 

Denominator  145 283 428
         

Numerator  81 152 233
Percentage          81.0          76.0          77.7 

intervention 

Denominator  100 200 300
   

Numerator  36 67 103
Percentage          80.0          80.7          80.5 

control 

Denominator  45 83 128
 

 

Continued breastfeeding at two years (as measured among children aged 20-23 months) is 

shown in table 13. In this age group, around 40% of children still received some amount of 

breastmilk on the previous day (table 13). 

 

Table 13. Continued breastfeeding at 2 years 

    District 
    TTU  Belu  Total 
         

Numerator  52 97 149
Percentage  37.7 41.3 39.9

All 

Denominator  138 235 373
         

Numerator  42 63 105
Percentage          45.2          42.6          43.6 

intervention 

Denominator  93 148 241
   

Numerator  10 34 44
Percentage  22.2         39.1          33.3 

control 

Denominator  45 87 132

 

6. Minimum dietary diversity 
Minimum dietary diversity is expressed as the proportion of children 6-23 months who received 

foods from 4 or more out of 7 food groups during the previous day (table 14). The 7 food groups 

referred to here are: 



Prima Bina Baseline Report 

 

 
   

 
Page 17 

 

a. grains, roots and tubers 

b. legumes and nuts 

c. dairy products 

d. flesh foods (meat, fish, poultry, liver/organ meats) 

e. eggs 

f. vitamin A rich fruits and vegetables (mango, dark green leafy vegetables) 

g. other fruits and vegetables 

 

Table 14. Minimum dietary diversity 

    District 
    TTU  Belu  Total 
         

Numerator  97 95 192
Percentage  14.6 8.4 10.7

All 

Denominator  665 1132 1797
         

Numerator  68 73 141
Percentage          14.8            9.5          11.5 

intervention 

Denominator  461 769 1230
   

Numerator  29 22 51
Percentage          14.2            6.1            9.0

control 

Denominator  204 363 567
 

However, it should be noted that minimum dietary diversity should not be compared between 

breast-fed and non breast-fed children, as breast milk is not included in the food groups, in 

contrast to milk (including formula). Thus more non-breastfed children are more likely to attain 

minimum dietary diversity than their breastfed peers. Therefore, these groups should be 

presented separately, as is done in table 15 The percentage of children who had a minimum 

dietary diversity was 7.8% for all breastfed children (10.9% in TTU and 5.9% in Belu), while for 

all non-breastfed children it was 17.1% (22.5% in TTU and 13.8% in Belu).  

 

Table 15.  Minimum dietary diversity by breastfeeding status 

   BF status     District 
         TTU  Belu  Total 
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All  Breastfed  Numerator  50 46 96 
      Percentage  10.9 5.9 7.8 
      Denominator  456 778 1234 
   non‐breastfed  Numerator  47 49 96 
      Percentage  22.5 13.8 17.1 
      Denominator  209 354 563 
   Total     665 1132 1797 
               
Intervention  Breastfed  Numerator  36 35 71 
      Percentage  11.0 6.7 8.4 
      Denominator  325 522 847 
   non‐breastfed  Numerator  31 38 70 
      Percentage  23.5 15.4 18.3 
      Denominator  136 247 383 
   Total     461 769 1230 
               
Control  breastfed  Numerator      25 
      Percentage      6.5 
      Denominator      387 
   non‐breastfed  Numerator      26 
      Percentage      14.4 
      Denominator      180 
   Total         567 

 
 

7. Minimum meal frequency 
This indicator reports the proportion of breastfed and non-breastfed children aged 6-23 months 

who receive solid, semi-solid, or soft foods (and milk feeds for non-breastfed children) the 

minimum number of times or more. “Minimum” is defined as twice and three times a day for 

breastfed infants 6-8 months and 9-23 months, respectively, and 4 times for non-breast-fed 

children aged 6-23 months. This indicator is intended as a proxy for energy intake from other 

foods than breast milk.  

Table 16. Minimum meal frequency by district and intervention vs control 

      TTU  Belu  Total 
All  Numerator  486 750 1236
   Percentage  73.1 66.3 68.8
   Denominator  665 1132 1797
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Intervention  Numerator  351 511 862
   Percentage  76.1 66.4 70.1
   Denominator  461 769 1230
              
Control  Numerator  135 239 374
   Percentage  66.2 65.8 65.9
   Denominator  204 363 567

 

Overall, 68.8% of infants 6-23 months were given their minimum meal frequency. Slightly higher 

percentages were found in TTU compared to Belu and intervention vs control villages (table 16). 

 

Table 17. Minimum meal frequency by breastfeeding status 

      TTU  Belu  Total 
           
non‐breastfed  All  Numerator  102 113 215 
    Percentage  48.8 31.9 38.2 
    Denominator  209 354 563 
           
  intervention  Numerator  74 81 155 
    Percentage  54.4 32.8 40.5 
    Denominator  136 247 383 
           
  control  Numerator  28 32 60 
    Percentage  38.4 29.9 33.3 
    Denominator  73 107 180 
           
Breastfed  All  Numerator  384 637 1021 
    Percentage  84.2 81.8 82.7 
    Denominator  456 778 1234 
           
  intervention  Numerator  277 430 707 
    Percentage  85.2 82.4 83.5 
    Denominator  325 522 847 
           
  control  Numerator  107 207 314 
    Percentage  81.7 80.9 81.1 
    Denominator  131 256 387 

 

Table 17 shows clearly that it is easier for breastfed children to reach their minimum meal 
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frequency than for non-breastfed children (82.7% vs. 38.2%), despite the fact that milk feeds are 

included in the meal frequency for non-breastfed children.  

8. Minimum acceptable diet 
The minimum acceptable diet is a composite indicator which combines indicators 6 and 7. Thus, 

for breastfed children 6-23 months old, it is calculated as the proportion who had at least the 

minimum dietary diversity and the minimum meal frequency during the previous day. For non-

breastfed children 6-23 months old, it is the proportion who received at least 2 milk feedings and 

had at least the minimum dietary diversity not including milk feeds and the minimum meal 

frequency during the previous day.  

 

Table 18.Minimum acceptable diet 

      TTU  Belu  Total 
All  Numerator  60 48 108
   Percentage  9.0 4.2 6.0
   Denominator  665 1132 1797
   
Intervention  Numerator  45 38 83
   Percentage  9.8 4.9 6.7
   Denominator  461 769 1230
              
Control*  Numerator  25
   Percentage  4.4
   Denominator  204 363 567

* data not further broken down because of small numbers 

 

Table 18 shows the percentage of children with a minimum acceptable diet is extremely low. 

Only six percent of children has an adequate diet. Although the situation in TTU was better than 

in Belu, the percentage did not reach 10%. This means that as many as 91.0% of children in 

TTU and 95.8% of children in Belu do not receive an adequate diet, with a myriad of dire 

consequences for their health, growth and development. 

9. Consumption of ironrich or ironfortified foods 
This indicator is meant to assess a critical aspect of nutritional adequacy of food intake and 

refers to the proportion of children aged 6-23 months who received an iron-rich food or iron-

fortified food that is specially designed for infants and young children, or that is fortified in the 
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home. As no home-fortification takes place in the study area, this indicator includes 

consumption of red and white meats, fish, and liver/organ meat2, and commercially available 

foods for infants and young children, which in Indonesia are iron-fortified by law.  

 
Table 19. Consumption of iron-rich or iron-fortified foods 

    District 
    TTU  Belu  Total 
         

Numerator  134 184 318
Percentage  20.2 16.3 17.7

All 

Denominator  665 1132 1797
         

Numerator  97 125 222
Percentage  21.0 16.3 18.0

Intervention 

Denominator  461 769 1230
   

Numerator  37 59 96
Percentage  18.1 16.3 16.9

Control 

Denominator  204 363 567
 

As shown in table 19, the vast majority (82.3%) of children did not consume any food of animal 

origin and/or iron-fortified foods the day preceding the interview. Of those who did consume 

sources of iron, the vast majority ate food naturally rich in iron rather than iron-fortified foods, 

which were only consumed by 2.5% of children (data not shown). There was no significant 

difference between the districts. Although it was beyond the scope of this survey to determine 

anemia, it can be assumed prevalence was very high among the infants and young children in 

this population (which is in line with the findings of the CARE/CWS/HKI West Timor survey in 

2007). 

 

10. Bottle feeding 
Bottle feeding potentially interferes with optimal breastfeeding practices, which is why it was 

measured in this survey. This indicator represents the proportion of children aged 0-23 months 

who were fed anything with a bottle during the previous day.  
                                                            
2 By definition, grubs, snails and insects are part of this indicator but they are not usually consumed in the survey 
area. 
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Table 20. Use of bottle the day prior to the interview 

      District 
      TTU  Belu  Total 
              

Numerator  155 238 393
Percentage  17.7 16.0 16.6

All 

Denominator  874 1492 2366
              

Numerator  103 174 277
Percentage  17.1 17.0 17.0

intervention 

Denominator  604 1024 1628
              

Numerator  52 64 116
Percentage  19.3 13.7 15.7

control 

Denominator  270 468 738
 

There were no differences between TTU and Belu districts in bottle use, except in the control 

villages where more children in TTU were given a bottle than in Belu. 

 

Overview IYCF behavior 
In addition to the main IYCF indicators, there are other ways of looking at and presenting IYCF 

behavior. Some of these are illustrated below to provide more insight in the situation in West 

Timor. 

Table 21. Proportion of children in survey area who received either exclusive BF, some 
BF although not exclusive and no BF at all, by age group  

    Age of infant in 4 categories Total 
breastfeeding   0-5 m 6-11 m 12-17 m 18-23 m   
none numerator 62 103 156 304 625 
  percentage 10.9 16.1 24.7 57.7 26.4 
not exclusive numerator 161 521 471 223 1376 
  percentage 28.3 81.7 74.5 42.3 58.2 
exclusive numerator 346 14 5 0 365 
  percentage 60.8 2.2 0.8 0.0 15.4 
  Denominator 569 638 632 527 2366 

 

Table 21 shows the proportion of children in different age groups who were exclusively, not 
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exclusively and not breastfed in the survey area. There were no differences between TTU and 

Belu or between intervention and control sites. Among 0-5 months’ old infants, 89.1% received 

some amount of breast milk on the day prior to the interview. In the older age groups this was 

83.9%, 75.3% and 42.3%, respectively. 

Figure 1 shows exclusive breastfeeding and feeding solid, semi-solid or soft foods by age in the 

survey population.  Overall, foods were introduced early with more than half the infants aged 5 

months receiving some food the previous day. These patterns are illustrated in more detail in 

figure 2. 
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Figure 1. Percentage of children exclusively breastfed and given solid, semi-solid and 
soft foods 
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Figure 2. Overall IYCF behavior 

 

Colostrum and prelacteal liquids 
Colostrum is very important for its nutritional and immunological value, but based on popular 

beliefs it is sometimes discarded. In TTU, this happened in 4.2% of cases compared to 16.0% in 

Belu (overall 11.6%). There were no differences between intervention and control areas. 

 
Liquids other than breast milk were given to 29.9% of infants in the first three days of life, and 

more frequently in Belu than in TTU (39.4% vs. 13.6%). In Belu, infants were mostly given plain 

water (24.6%) or formula (6.6%), while in TTU this was formula (5.8%) and plain water (5.2%) 

(table 22). 

Table 22. Types of liquids most often given to infants in the first three days of life 

 District Total 
 TTU Belu  
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plain water 45 365 410
 5.2 24.6 17.4
formula 50 98 148
 5.8 6.6 6.3
sugar water 7 80 87
 0.8 5.4 3.7
honey 2 18 20
 0.2 1.2 0.8
coffee/tea 6 8 14
 0.7 0.5 0.6
rice water 8 17 25
 0.9 1.1 1.1

IYCF for the sick child 
In the two weeks prior to the interview, 27.3% of all children in the survey area (22.2 in TTU vs 

32.2 in Belu; 23.7 in intervention vs 35.0 in control villages) had diarrhea (defined as more than 

3 loose or watery stools in the previous 24 hours). Table 23 depicts the feeding patterns of sick 

children in the survey population, with regard to breastfeeding, other drinks, and foods.  

Table 23. Feeding behavior of mothers whose child has diarrhea 

    breastfeeding liquids food 
stopped Numerator 24 26 22
  Percentage 4.5 4.4 3.7
reduced Numerator 45 81 172
  Percentage 8.5 13.8 28.8
as usual Numerator 401 392 378
  Percentage 75.5 66.9 63.2
increased Numerator 61 87 26
  Percentage 11.5 14.8 4.3
  Denominator 531 586 598

 

Most respondents indicated they continued feeding solids and liquids, including BM, as usual 

during the illness. The percentage of women who either stopped or reduced the amount of 

drinks and/or foods was 13.0 (BM), 18.2 (other drinks) and 32.5 (foods). The latter might relate 

more to anorexia of the sick child than active withholding of food or drink. Only a small 

proportion of women increased the intake of their child during diarrheal disease. 

Knowledge and awareness 
Respondents were asked where or how or from whom they knew about breastfeeding. They 



Prima Bina Baseline Report 

 

 
   

 
Page 26 

 

could give multiple answers, which are shown in table 24. 

Table 24. Sources of information on breastfeeding (% of respondents; more than one 
answer possible) 

 TTU 

(871) 

 Belu 

(1496) 

 Total 

(2367) 

 

Health staff  754 86.6 1063 71.1 1817 76.8 

Kader  456 52.4 393 26.3 849 35.9 

Mother 168 19.3 314 21.0 482 20.9 

Other family/friend/neighbor 136 15.6 203 13.6 339 14.3 

CARE 182 20.9 44 2.9 226 9.6 

Mother in law 24 2.8 51 3.4 75 3.2 

Poster/billboard 14 1.6 18 1.2 32 1.4 

Radio  13 1.5 9 0.6 22 0.9 

Husband 9 1.0 11 0.7 20 0.8 

Mother-to-Mother Support 

Groups 

10 1.1 6 0.4 16 0.7 

TBA 6 0.7 11 0.7 17 0.7 

Church  2 0.2 1 0.1 3 0.1 

Other 78 9.0 93 6.2 171 7.2 

 

In TTU, the most important (mentioned at least 100 times) sources of information on 

breastfeeding were (in this order) health staff, cadres, CARE, respondent’s own mother, and 

other relatives, friends or neighbors. In Belu, CARE was mentioned less frequently. This is not 

surprising as CARE has been more active promoting breastfeeding messages in TTU than in 

Belu, and more specifically, has been implementing the IYCF program in most of the villages in 

TTU included in the survey. 

 

Table 25. Breastfeeding messages recalled by respondents 

 TTU  Belu  Total  

Give only breast milk for first 6 months 493 56.6 661 44.2 1154 48.8 
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Benefits of breast milk 226 25.9 247 16.5 473 47.3 

Start complementary foods at 6 

months 

384 44.1 589 39.4 973 41.1 

How to feed young child 237 27.2 394 26.3 631 26.7 

Types of foods for young child in 

addition to breast milk 

222 25.5 316 21.1 538 22.7 

Give colostrum 196 22.5 259 17.3 455 19.2 

Continue breastfeeding until child is 2 

years 

160 18.4 232 15.5 392 16.6 

Breastfeeding on demand 117 134 141 9.4 258 10.9 

Start breastfeeding immediately after 

birth 

84 9.6 117 7.8 201 8.5 

Proper positioning and attachment 41 4.7 50 3.3 91 3.8 

Put baby to breast immediately after 

birth 

58 6.7 27 1.8 85 3.6 

Continued breastfeeding of the sick 

child 

26 3.0 31 2.1 57 2.4 

Empty one breast before offering the 

other 

10 1.1 7 0.5 17 0.7 

About expressing breast milk 11 1.3 6 0.4 17 0.7 

Mothers (in law) and husbands can 

help 

5 0.6 5 0.3 10 0.4 

Support groups or clubs can help 1 0.1 0 0 1 0.0 

Other (mostly about maternal nutrition 

and hygiene) 

40 4.6 88 5.9 128 5.4 

Respondents were then asked which messages about breastfeeding they could recall. Again, 

multiple answers were possible. The results are shown in table 25. In both districts, the 

messages most often recalled were (in this order) about exclusive breastfeeding for 6 months, 

timely initiation of complementary foods, benefits of BM, how and what to feed young children, 

colostrum, continued BF until two years of age. Wrong information mentioned, included “start 

breastfeeding after 3 days” , “continue breastfeeding until 4 months” , “start complementary 

feeding at 3 or 4 months”, “don’t give the child breast milk from another woman / don’t let 
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another woman breastfeed your child” , “start giving food if the baby keeps crying” , “express 

breast milk to clean your breasts” , “lying down is the best position to breastfeed” . One woman 

asked “what is BM?” (“apa itu ASI?”). Two of these answers were given in TTU versus 12 in 

Belu. Most women could mention up to three messages (although one woman in TTU managed 

to mention 16 messages), and respondents in TTU had more knowledge about IYCF related 

topics than those in Belu (table 26). 

Table 26. Number of messages remembered by district and intervention vs control site 

    intervention   control 
    District Total   District Total 
Number of 
messages   TTU Belu     TTU Belu   

0 numerator 40 228 268   50 102 152
  percentage 6.7 22.3 16.6   18.5 21.8 20.6

1 numerator 106 211 317   50 80 130
  percentage 17.8 20.6 19.6   18.5 17.1 17.6

2 numerator 159 245 404   64 111 175
  percentage 26.7 23.9 25.0   23.6 23.7 23.7

3 numerator 130 156 286   42 69 111
  percentage 21.8 15.2 17.7   15.5 14.7 15.0

4 numerator 77 96 173   26 52 78
  percentage 12.9 9.4 10.7   9.6 11.1 10.6

5 numerator 44 46 90   22 35 57
  percentage 7.4 4.5 5.6   8.1 7.5 7.7

6 numerator 19 22 41   11 14 25
  percentage 3.2 2.2 2.5   4.1 3.0 3.4

7 numerator 9 14 23   4 3 7
  percentage 1.5 1.4 1.4   1.5 0.6 0.9

8 numerator 5 2 7   2 2 4
  percentage 0.8 0.2 0.4   0.7 0.4 0.5

> 8 numerator 6 3 9   0 0 0
  percentage 1.0 0.3 0.6   0 0 0
  Denominator 595 1023 1618   271 468 739

 

Nutritional status 
Malnutrition is a major underlying cause of child mortality and morbidity. It is measured as low 

height-for-age (stunting), low weight-for-age (underweight) and low weight-for-height (wasting). 

Stunting, or chronic malnutrition, is the failure to reach one’s biological potential for growth. It is 

the result of extended periods of inadequate food intake, poor dietary quality, increased 
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morbidity, or a combination of these factors. Wasting indicates significant recent or current 

weight loss, often resulting from severe disease or emergency conditions. Under conditions of 

marginally adequate food intake, its onset can occur rapidly, particularly during acute illness. A 

high prevalence of wasting often arises as a result of starvation or infectious diseases. Wasting 

often develops very rapidly but can be reversed quickly with an appropriate intervention. 

Underweight can imply stunting and/or wasting because it reflects insufficient weight gain 

relative to age. Moderate malnutrition is defined as a z-score of at least -3.0 but less than -2.0 

SD, while severe malnutrition is a z-score < -3.0 SD. 

Table 27. Percentages of moderate and severe wasting, stunting and underweight among 
children 0-23 months by age group 

     Age category 
      0-5 months 6-11 months 12-23 months Total 
    Denominator         312         415         921 1648 
WHZ moderate wasting n           13           25           99  
    % 4.2 6.0 10.7 8.3
  severe wasting n             5             5           14  
    % 1.6 1.2 1.5 1.5
  total wasting n           18           30         113  
    % 5.8 7.2 12.3# 9.8
          
HAZ moderate stunting  n           46         106         344  
    % 14.7 25.5 37.4 30.1
  severe stunting  n           13           32         294  
    % 4.2 7.7 31.9 20.6
  total stunting n           59         138         638  
    % 18.9 33.3# 69.3* 50.7*
          
WAZ moderate underweight  n 23 78 320 421
    %          7.4        18.8        34.7  
  severe underweight  n 9 22 116 147
    %          2.9          5.3        12.6  
  total underweight n           32         100         436  
    % 10.3 24.1 47.3* 34.5*
# exceeds “high” cut‐off according to WHO 

* exceeds “very high” cut-off according to WHO 

Underweight prevalence exceeded the WHO cut-off for “very high prevalence” of ≥30% in the 

total survey population and this was due to the high prevalence among 12-23 months old 

children (table 27). Wasting prevalence was high among the older children, exceeding the WHO 
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threshold for “high prevalence” (10%) in the second year of age. Stunting prevalence was 

extremely high among the children in the survey. The WHO cut-off of “high prevalence” at 30% 

was already exceeded after the first 6 months of life, and the 40% cut-off for “very high 

prevalence” was far exceeded by infants in their second year. 

 

4. Maternal thinness 
An excessive proportion of thin individuals in a population may indicate the presence of food 

insecurity or widespread infectious diseases. Undernourished mothers are often physically weak 

and are unable to optimally perform income-earning activities and household work, thus 

affecting their ability to care for their children. Women who are undernourished before and 

during pregnancy are more likely to give birth to underweight infants. Malnutrition in mothers 

has even been linked to hearing problems, learning difficulties, spina bifida and brain damage in 

their children. 

Thinness as defined by BMI < 18.5 kg/m2 was found in 23.7% of non-pregnant women in the 

survey population (17.1% of women in TTU and 27.4% in Belu). The latter was “high” according 

to WHO criteria. There were no differences between intervention and control area. 

5. Nightblindness 
Three percent  of women was nightblind during their last pregnancy (26 women in TTU and 46 

women in Belu). Nightblindness is an early sign of vitamin A deficiency and indicates a diet 

chronically deficient in vitamin A and most probably also in other micro- (and macro-) nutrients. 

 

Health seeking behavior during pregnancy and delivery 
The vast majority of the women in the survey area (97.2%) sought antenatal care (ANC) at least 

once during their last pregnancy (99.2% and 96.1% in TTU and Belu, respectively). The main 

provider of the ANC was the midwife as shown in table 28.  

Table 28. ANC providers  

   District  Total 
  TTU Belu  
TBA Count 5 20 25
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 %  0.6 1.4 1.1
nurse Count 4 9 13
 %  0.5 0.6 0.6
midwife Count 819 1340 2159
 %  96.0 96.4 96.3
doctor Count 25 21 46
 %  2.9 1.5 2.1
 Count 853 1390 2243

 

However, no data were available on 59 respondents. As the reason for this is unknown, it might 

be that they refrained from answering as they did not want to admit they never sought ANC. 

Should this have been the case, then up to 2.6 and 11.6% of respondents in TTU and Belu, 

respectively went without pregnancy check ups. The main reasons for not seeking ANC were 

“not necessary” (34% in Belu), distance (20.5% in Belu) and fear (13.6% in Belu). One woman 

in Belu said she didn’t speak Indonesian.  

 

The government of Indonesia promotes at least 4 ANC visits and most women complied as 

shown in table 29; in fact, almost all saw their ANC provider more than four times.  

Table 29. Frequency of ANC in last pregnancy 

   District   Total 
    TTU Belu   

1 Count 11 39 50
  %  1.3 2.8 2.2

2 Count 26 85 111
  %  3.1 6.1 5.0

3 Count 31 108 139
  %  3.6 7.8 6.2

4 Count 88 175 263
  %  10.3 12.6 11.7
5 or more  Count 696 981 1677
  %  81.7 70.7 74.9
  Total count 852 1388 2240

 

The delivery of 65% and 49.6% of the respondents in TTU and Belu, respectively, (55.2% 

overall) was assisted by a trained health professional (mostly midwives). Details are shown in 
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table 30.  

Table 30. Person who assisted the delivery of children 0-23 months  

   District   Total 
    TTU Belu   
nobody Count 36 107 143

  
% within 
District 4.2 7.4 6.2

family/neighbor/cadre Count 104 309 413

  
% within 
District 12.1 21.2 17.8

husband Count 16 48 64

  
% within 
District 1.9 3.3 2.8

TBA Count 146 269 415

  
% within 
District 17.0 18.5 17.9

nurse Count 24 16 40

  
% within 
District 2.8 1.1 1.7

midwife Count 506 669 1175

  
% within 
District 58.8 46.0 50.7

doctor Count 29 37 66

  
% within 
District 3.4 2.5 2.8

  Count 861 1455 2316
 

Main reasons given for not having a trained health professional assisting the delivery were that 

the baby was born before the midwife arrived (22.7%), too far away (18.3%, mostly in Belu), not 

necessary (18.2%, mostly in Belu), and other reasons (36.5%) which included the midwife being 

away (more often in TTU) or busy/refused/didn’t come (more often in Belu). 

 
Another government program is the distribution of at least 90 iron tablets to every pregnant 

woman. In reality, only 74.8% and 63.3% of respondents in TTU and Belu, respectively, 

received the total amount. 23.0% and 27.1% received fewer tablets and 2.2% and 9.3% did not 

receive any iron tablets at all. This is partly related to the fact that some women did not seek 

ANC with a trained health professional. 

Vitamin A capsules should be provided for all women within two months of delivery. In TTU, 

65.1% of women received this capsule, while it was given to only 32.2% of women in Belu (data 
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not shown). 

Infectious Diseases 
 

Certain infections have profound negative impacts on nutritional status, by causing changes in 

dietary intake, absorption, nutritional requirements and loss of nutrients. Acute respiratory 

infections and diarrheal disease are important causes of poor growth. The figures show that 

diarrhea (figure 27) and in particular ARI (figure 28) were very common. Diarrhea (defined as at 

least 3 loose or watery stools in 24 hours) occurred in 27.3% of the survey population (22.2% of 

children in TTU and 30.2% in Belu), while 68.5% (60.2% and 73.2%, respectively) had ARI. 

These percentages are rather high as it covers a two- rather than a one-week period. 

 

Household Food Security 
Food insecurity is an important underlying cause of malnutrition. A household that is food and 

nutrition secure has adequate access to food of sufficient quantity and quality to ensure 

adequate intake and a healthy life for all members of the household.  

The proportion of households in the survey with some degree of food insecurity3 was 93.9 

overall (89.7% in TTU and 96.4% in Belu). In TTU, 4.9% of households experienced food 

insecurity with severe hunger, while in Belu this percentage was as high as 14.4 (table 31). 

Table 31. Household food security 

   District   Total 
    TTU Belu   
food secure Count 83 49 132 
  %  10.3 3.6 6.1 
food insecure without hunger Count 451 588 1039 
  %  56.1 43.1 47.9 
food insecure with hunger, 
moderate Count 231 530 761 
  %  28.7 38.9 35.1 
food insecure with hunger, severe Count 39 197 236 
  %  4.9 14.4 10.9 
  Count 804 1364 2168 

 
                                                            
3 See the methods section on how this information was collected 
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The impact of household food insecurity on the adequacy of the diet (as expressed by the IYCF 

indicator of “minimum acceptable diet”) is illustrated by table 32. As we have seen, only a small 

proportion of children had a “minimum acceptable diet”. In TTU, this proportion was strongly 

related to the degree of food insecurity in the household. In Belu, there was no difference 

between the groups as the overall number of children with an adequate diet in this district was 

too small. 

Table 32. Percentage children 6-23 months with an minimum adequate diet by household 
food security status and district 

  TTU Belu Overall 
food secure 18 2 20
  29.5 4.9 19.6
food insecure without hunger 33 24 57
  9.8 5.5 7.4
food insecure with hunger, 
moderate 6 10 16
  3.2 2.5 2.7
food insecure with hunger, severe 1 1 2
  3.2 0.6 1.0
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Discussion 

Comparison with existing data 
In December 2007, CARE International Indonesia together with Church World Services and 

Helen Keller International implemented a large household survey in all four rural districts of 

West Timor to assess the health, nutrition and food security situation, among other issues. The 

results of the Prima Bina survey are compared to the results of this larger survey (see table 33). 

Table 33. Comparison of Prima Bina survey with West Timor survey (2007) 
Indicator   Prima Bina West Timor 
    All TTU Belu All TTU Belu 
Initiation of breastfeeding  <1 hour 48.3 60.6 40.8 58.5 58.7 73.2
  1 hour - < 24 hours 86.2 93.5 81.9 86.8 88.2 96.1
Colostrum given   88.4 95.8 84 90     
EBF * 0-5 months 60.7 64.1 58.7 48.2     
 0-1 months  78.3 75.4  79.8  79.4 82.4 92.3
  2-3 months  63.8  67.1  61.9 56.3 72.7 63
  4-5 months  39.1  50  32.4 30.5 31.8 43.3
Continued BF 1 year             
  2 years  39.9 37.7 41.3 <30     
Maternal education none  13.9 4.1 19.6 10.2 4.9 17.1
  primary only  49.5 56.8 45.2 55.8 64.5 54.9
  junior high  17.1 17.9 16.6 17.7 17.5 13.4
  senior high  15.9 16.2 15.8 14.3 10.9 13.2
  tertiary  3.6 4.9 2.9 2 2.2 1.5
Wasting 0-5 months 5.8 10.7     
  6-11 months 7.2     17.9     
  12-23 months 12.3     18.5     
  0-59 months       13.1 11.1 15.3
Stunting 0-5 months 18.9 14.2     
  6-11 months 33.3   26     
  12-23 months 69.3     60.5     
  0-59 months       61.1 60.3 59
Underweight 0-5 months 10.3 16.9     
  6-11 months 24.1   28.6     
  12-23 months 47.3     47.5     
  0-59 months       47.8 45 49
Thinness non pregnant   23.7  17.1 27.4  24 20.2 29.4
Diarrhea # 0-5 months       5.1 5.7 5.2
  6-23 months       7.3 7.7 7.6

 0-23 months 27.3 22.2 30.2      
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ARI # 0-5 months       20.7 18.9 16.3
  6-23 months       27.7 30.6 20.3
 0-23 months 68.5 60.2 73.2   
HH Food Insecurity with hunger, severe 4.9 14.4 10.9 7.2 8.6 13.3
  with hunger, 28.7 38.9 35.1 36.6 47.2 61
  without hunger 56.1 43.1 47.9 47.6 39.7 22.8
  secure 10.3 3.6 6.1 8.6 4.5 3
Iron tablets received <90 tablets    23.0 27.1  37.9 25.3 44
  =>90 tablets    74.8 63.3  52.1 69.4 51
* In the WT survey, this was defined as only BM given and never given any other food or liquid (from recall) 

# In the WT survey, this was asked for a 1-week period, in the Prima Bina survey for a 2-week period 

The results of this survey are within range of what was expected based on the earlier, larger 

survey that was representative of the total population of West Timor. Some of the differences 

found can be attributed to the method used (EBF, disease), others might be partly due to 

external circumstances such as the time of year (the West Timor survey was undertaken in 

December vs July-August for the Prima Bina survey), and some possibly to issues of quality 

control (the West Timor survey was highly supervised and included quality checks at all levels of 

the process. 

Limitations and Challenges 
Selection and training of enumerators 

There were problems hiring a sufficient number of enumerators with adequate skills. Out of 60 

applicants, 36 were interviewed to obtain 20 enumerators. However, actually only 17 passed the 

interview. Because of time constraints it was decided, rather than to invite new candidates, to 

include eight of the “runners up” in the training and select after the training who would be hired. 

It was decided to chose the best interviewers first (since collecting IYCF data is the priority).  

Then the two candidates with the worst interview skills were then trained in anthropometry, 

together with 3 CARE staff who had some prior training and experience.  

During the training, one of the existing staff was taken off the anthropometry team because of 

inconsistent results and diverting from standard procedures. So there were only four people left 

for anthropometry.  Based on the results of measurements and personality, they were paired up.  

As the two CARE staff were more experienced and showed more accurate results, they were 

made the main measurers, with the other two assisting.  The training included much practice 
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until the trainer was satisfied (agreement in the results and quite consistent results).  

Sample size 

Calculated sample size was larger than the number of children less than two year in the 

intervention villages so it was not possible to take a sample and the total sample size was 

relatively large for this type of program. On the other hand, because of the logistic and other 

challenges, the team was not able to collect data on a large sample in the control villages. The 

smaller numbers in the control sites made it impossible to do some of the stratified analyses. 

Management issues 

The program manager was not experienced with surveys and time constraints made it 

impossible to have a consultant on site to support her. This has led to some decisions being 

made that might have been different had the circumstances allowed. The program was 

understaffed for this undertaking, and although the program manager and the program officer 

did what they could (and knew), there was no full-time supervisor for the data collection, no 

quality control, no data entry supervisor was found. Data entry was delayed and as a result, the 

data could not be used to create a list with IDs of children interviewed for use by the 

anthropometrists. 

Logistics 

There was an unexpected delay in obtaining the anthropometry equipment, which caused a gap 

to occur between interviews and anthropometric measurements being taken. As a result, 

different teams were sent to the villages and the anthropometrists had difficulties locating and 

identifying children interviewed by the enumerators. Without a list of existing IDs, many mix-ups 

occurred between interview and anthropometric data such as different children being given the 

same ID number or one child with two ID numbers. 

Data issues 

With no quality checks at any point, data were entered in Excel. This was the best available 

option, but Excel does not allow for internal consistency checks and filters, thus many typing 

errors occurred. Transfer from Excel to SPSS led to loss of variable and value labels, which had 

to be manually reinserted (later transfers back to Excel led to the same thing). Partly because 
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these all led to a more complex cleaning process than usual, and partly because the time 

constraints, the data were handed over for analysis when in fact the cleaning process was not 

yet finished. Thus, some errors were found only late in the analysis process while time was 

wasted on checking variables that were already cleaned. 

Software for data entry and analysis was an important limitation for this survey. Transfering data 

between different software packages has led to a loss in information, and thus to inefficiency. 

Excel has turned out to be very cumbersome for stratified analyses. On the other hand, this 

exercise has shown that – at least for the simple analyses – two different people using two 

different software packages can come up with the same results. 

Time and communication issues 

It is always challenging to work with a team that is spread out over numerous time zones, 

especially with individual members also being tied up with other activities. The implementation 

schedule of the survey was pushed back several times which had consequences for availability 

of individuals. A lack of formal (written) hand-over of data and process notes led to a further 

increase in time spent on the process.  
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Conclusions  
• Generally speaking, the situation in TTU is better than in Belu. CARE has been more 

active in TTU, women are better educated and have less children, health systems 

functions better, less food insecure. In Belu this is reflected in poorer IYCF behavior, 

more disease and more malnutrition. Often, having many children makes it more difficult 

for mothers to provide proper care and food for them. 

• Considerable research points to the link between maternal education and child 

nutritional status through socio-economic status, and women’s empowerment. 

Accordingly, maternal education is associated with the level of child care provided as 

educated women have a more committed attitude toward child care. This is 

predominantly because an educated woman is more knowledgeable and capable of 

using health care facilities, keeping her environment cleaner, which benefits her children. 

Some studies found strong, positive links between maternal education level and child 

nutrition. 

• IYCF behavior needs improvement, in particular with regard to early initiation, exclusive 

breastfeeding up to 6 months, and the quantity, quality and time of introduction of foods. 

• Continued breastfeeding in the intervention area is high (77.7% at one year and 

around 43.6% at two years). 

• A higher percentage of children who were breastfed, older and lived in TTU were given 

sufficiently frequent meals. In addition, in the intervention area the diet of only 8.4 of 

breastfed children (11.0 in TTU and 6.7% in Belu) was of minimum diversity, while for 

non-breastfed children this was 18.3% (23.5% in TTU and 15.4% in Belu). Between 79.0 

(TTU) and 83.7% (Belu) of children did not consume any food from animal origin and/or 

iron-fortified foods. As a result, in the intervention area as many as 90.2% of children 

in TTU and 95.1% of children in Belu do not receive a minimum acceptable diet. 

• The main sources for information on breastfeeding were health staff, cadres, CARE, 

respondent’s own mother, and other relatives, friends or neighbors.  

• As detailed messages were less likely to be remembered, CARE (and others) should 

design detailed, technical messages that are easy to understand and remember. 

• Malnutrition in all its forms was common (underweight was very high, wasting high and 

stunting high to very high, high maternal thinness).  

• Overall, most women sought adequate care during pregnancy and delivery. In some 
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instances this was not available, however. 

• The prevalence of infectious diseases (ARI and diarrhea) was high, particularly in Belu.  

• Food insecurity was common: 4% of TTU households and almost 15% of Belu 

households experienced severe food insecurity with hunger during the past year. 

• Household food insecurity is an important factor interfering with an adequate diet. As this 

is a structural problem in West Timor, it will not be possible to increase the proportion of 

children with a minimum acceptable diet through behavior change campaigns alone. 

However, this remains important to increase awareness and improve breastfeeding 

habits. 

 

Recommendations 
• Focus on improvement in IYCF behavior, in particular with regard to early initiation, 

exclusive breastfeeding up to 6 months, and the quantity, quality and time of introduction 

of foods, and the use of bottles. 

• Explore communication strategies that increase the proportion of the population that 

receive, understand, remember and implement messages, in particular the more 

detailed ones. 

• Ensure that key individuals are aware of accurate information on IYCF to improve 

adequate IYCF behavior. 

• Where possible, actively involve these key individuals in program activities to support 

their role of agents of change. 

• Advocate for optimized maternal and child care in particular in Belu, as mothers 

generally want to use health services for ANC and delivery, but these are not always 

available and/or functioning properly. 

• Because of the detrimental consequences of malnutrition for optimal growth and 

development, continued efforts are called for to improve IYCF knowledge and behavior 

and increase household food security.  

• As a large proportion of the households are food insecure, develop affordable menus 

and feeding tips for use in West Timor. 
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