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ABSTRACT 
The purpose of this study was to determine the status of infant feeding 

practices of caretakers in Hlaingtharyar Township, Yangon Region, Myanmar. The 
study was a cross-sectional and population-based study. One-hundred and eighty 
caretakers from 20 clusters were interviewed by questionnaire. The chi-square test or 
Fisher’s Exact test was used for determining significant associations of the 
independent variables with the dependent variables. 

The results showed 23.3% of caretakers were good at overall knowledge 
related to infant feeding practices. Moreover, 63.9% of caretakers had good attitudes 
towards overall perceptions. However, 23.9% of caretakers received good 
encouragement. Among them, 13.4% of caretakers were good at six feeding practices. 
There were significant associations between family income and overall perceptions 
with infant feeding practices. Creation of income generation activities at home and 
minimum wage policy are recommended to improve family income. Health education 
on infant feeding practices and improving accessibility of printed and broadcast media 
are recommended to improve the knowledge, especially exclusive breast feeding 
knowledge, timely introduction of complementary feeding, diversity and iron-rich 
food, and frequency. Communication for development of proper infant feeding 
practices is recommended to improve the feeding practices, particularly minimum 
dietary diversity, timely introduction of solid, semi-solid, or soft foods, and to reduce 
bottle feeding.  
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CHAPTER I 

INTRODUCTION 

 

 

1.1 Rationale and justification 

One-thousand days starting from gestation until 2nd birthday of a child 

offers a unique window of opportunity to undertake optimal infant feeding practices so 

that a child is free from malnutrition with subsequent physical stunting, mental 

impairment, higher susceptibility to disease, increased risk of mortality, poorer 

performance in school, and lower future incomes. (1) It is the peak age for growth 

flattering, deficiencies of certain micronutrients, and after 2 years of age it is very 

difficult to reverse stunting that has already occurred. If malnutrition is repeated for 

generations, the malnourished girl, when she grows up, will have greater chances of 

giving birth to a malnourished and low birth weight baby.(2) 

WHO Facts sheet for Infant and Young Child Feeding released in 

February 2014 points out that “Globally, in 2012, poor feeding of breast milk and 

complementary feeding leaded to stunting of 162 million under 5 children and 52 

million children have low weight for height”. (3) According to findings of Multiple 

Indicators Cluster Survey (MICS) 2009 – 2010 in Myanmar jointly carried out by 

Myanmar Government and UNICEF, stunting and underweight are more common and 

stunting is the commonest and markedly increase in the ages between 6 – 30 

months.(4) Please see Figure 1. MICS 2009 – 2010 findings shows the prevalence of 

underweight is 28.2%, the prevalence of stunting is 47.8%, and the prevalence of 

wasting is 10.0%, for under 60-month-old children. 
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Figure 1.1 Percentage of children who are under-nourished in Myanmar (MICS 2010) 

 

The same study indicates low prevalence of exclusive breastfeeding 

(23.6%), adequately fed infants (41.00%), adequately fed infants (41%), timely 

complementary feeding (80.9%) and frequency of complementary feeding (56.5%). 

These data indicate that feeding practice is important and that is why, this study is 

needed to be done to study the factors which affect the feeding practice of caretakers. 

Hlaingtharyar Township, which is situated in Yangon Region, shown in 

Figure 1.2, was selected for the study for following reasons. The first reason was 

based on health data and according to 2012 health profile of the township, the 

prevalence of underweight in under 5 year old children was 5.9% (22.6% Moderate 

underweight at National level according to MICS 2009 - 2010) and severe 

underweight in under 5-year-old children was 0.38% (22.6% Moderate underweight at 

National level according to MICS 2009 - 2010). (Total under 5 years children is 

38,202.) Infant mortality rate per 1000 live births in 2012 was 25 (37.5 at National 

Level according to MICS 2009 – 2010) and Under 5 year old children mortality per 

1000 live births in 2012 was 31.9 (46.1 at National Level according to MICS 2009 – 

2010).(5) The nutritional data directly, and the mortality data indirectly, indicated that 

there were caretakers who did not practice proper infant feeding in the township and 
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therefore, it was a good place to study and find out the reasons for not practicing 

proper infant feeding. 

 

 

Figure 1.2 Location Map of Hlaingtharyar Township 

 

The other non-health reasons were Hlaingtharyar Township is one of the 

peri-urban satellite township with mixed urban-rural setting and had different socio-

economic-demographic classes with big population and mobile people. The township 

had 9 industrial estates, 20 wards and 17 villages. Total population of 396,124 (2013 

Population) with 9174 under 1 year old children, and about 200,000 mobile population 

from the different parts of the country were living in the township.  These mobile 

population were living there for various duration of stay in order to find out job 

opportunities as daily wages or other ranks in industrial estates. Above mentioned 

health related reasons as well as non-health related reasons made to choose the 

township as the study site for the infant feeding practice of caretakers. 
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1.2 Research Objectives 

The objectives of the study were presented as general objective and 

specific objectives. 

 

1.2.1 General objective 

        To determine the infant feeding practice among the caretakers in 

Hlaingtharyar township 

 

1.2.3 Specific objective 

 1.2.3.1 To estimate the prevalence of different types of infant feeding 

practice among caretakers in Hlaingtharyar township 

1.2.3.2 To explore relating factors (socio-economic-demographic factors, 

nutrition knowledge, perceived susceptibility, perceived severity, perceived benefits, 

perceived barriers, perceived self-efficacy) and infant feeding practices 

 

 

1.3 Hypotheses 

Different socio-economic-demographic factors, nutrition knowledge, 

perceived susceptibility, perceived severity, perceived benefits, perceived barriers, 

perceived self-efficacy and cues are associated with different infant feeding practices 

among the caretakers from Hlaingtharyar Township from Yangon Region, Myanmar. 
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1.4 Research conceptual framework 

Research conceptual framework was described in Figure 1.3. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Figure 1.3 Research Conceptual Frame Work 

 

 

1.5 Variables 

 

1.5.1 Dependent variables 

Feeding practice of caretakers for children between 6 – 12 months old and 

it is qualitative and categorical variable 

 

1.5.2 Independent Variable 

  1.5.2.1 Socio-economic-demographic variables 

Feeding knowledge of caretakers 

 Exclusive Breast Feeding Knowledge, 
Continued breast feeding after 6 months; 

Timely introduction of soft, semi-solid, solid 
foods; Minimum dietary diversity &  

Consumption of iron-rich foods; Minimum 
meal frequency; Feeding during illness and 

 

 Cues to feeding practice 
Encouragements from family, relatives, 

friends, health personnel, and media  

Age, Sex, Education, Occupation, 
Relationship, Family size, Type of 

residence, Income 

Socio-economic-demographic 
factors of caretakers

  

 

 

Feeding practices of 
caretakers 

 

 

 

 

Perceptions of caretakers 

Perceived Threats 
 (Perceived susceptibility + Perceived severity) 

Perceived benefits  
Perceived barriers  

Perceived self-efficacy  
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 Age of caretakers – quantitative and discrete variable 

 Sex of caretakers – qualitative and categorical variable 

 Education of caretakers – qualitative, categorical and 

ordered variable 

 Occupation of caretakers – qualitative and categorical 

variable 

 Relationship of caretaker to child – qualitative and 

 categorical variable 

 Number of family of caretakers (Family size) – quantitative 

and discrete variable 

 Type of residence of child’s family – qualitative and 

categorical variable 

 Family income – qualitative, categorical and ordered 

variable 

1.5.2.2 Nutritional knowledge 

 Knowledge of caretakers on different feeding practices for 

children between 6 – 12 months – qualitative and categorical variable 

1.5.2.3 Perceptions of caretakers towards infant feeding 

practices 

 Perceived susceptibility – qualitative and categorical 

variable 

 Perceived severity – qualitative and categorical variable 

 Perceived benefits – qualitative and categorical variable 

 Perceived barriers – qualitative and categorical variable 

 Perceived self-efficacy – qualitative and categorical variable 

 

1.5.2.4 Enabling factors 

 Cues to optimal feeding practices – qualitative and 

 categorical variable 
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1.6 Operational Definitions: 

 

Caretaker refers to any person who determined the most of daily menu 

for child. 

Infant feeding practice is defined based on the information on Infant 

feeding guideline of National Nutrition Center of Department of Health, Myanmar; 

Guiding Principles for Complementary Feeding of the Breastfed Child, Page 20, 

Published by WHO; and Guiding Principles for Complementary Feeding of the Non-

Breastfed Child, Page 9, Published by WHO. Infant feeding practice was operationally 

defined as the practice comprises of 5 components and they are: 

(1) Breast feeding practice: The child was exclusively breastfed until 6 

months (except oral rehydration salt and medicines which were given when the child 

was ill) and breast milk should be continued after 6 months until the child was 24 

months or more. 

(2) Timely introduction of soft, semi-solid or solid foods: It is, together 

with continuing breast milk, gradual introduction of soft food such as porridge or 

mashed food at 6 months; semi-solid such as small and soft pieces of 

meat/fish/poultry/ripened fruits and minced small pieces of vegetables (finger foods”_ 

foods that can be eaten by children alone) at 8 months; or solid foods or family food at 

the of 1 year. Complementary feeding should be started with one type of food which is 

soft such as porridge and continue that food until the child gets used to it. Then, add 

another new food until complementary feeding for child met minimum dietary 

diversity.  

(3) Minimum dietary diversity: Complementary should be consists of at 

least 4 foods from the following food groups_  

a. Rice as a staple diet;  

b. Foods providing energy such as any food made from grains, roots and 

tubers; any food made from any oil, butter, fats; any foods made from sugary foods 

such as sugar, palm juice bead, sugarcane juice plate, candy; 

c. Foods encouraging body growth such as flesh foods (meat, fish, poultry 

and liver/organ meats); dairy products (milk, yogurt, cheese); eggs; legumes and nuts; 
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d. Foods encouraging prevention of diseases such as (i) iron-rich food likes 

meat and organs from cattle, fowl, fish, and poultry; and non-animal foods such as 

legumes and green leafy vegetables; (ii) vitamin-A rich fruits and vegetables like 

pumpkin, carrot, sweet potatoes, any dark green leafy vegetables, ripe mangoes, ripe 

papayas; (iii) other fruits and vegetables. 

(4) Minimum meal frequency: The child should be fed according to age 

and breast feeding status, and it should be 3 times per day for 6 – 7 months of age, 3-4 

times per day for children of 8 – 9 months of age and 4 times per day children of 10 – 

12 months of age and 5 times per day for 13 months and onwards. 

(5) Not practicing bottle feeding with teat  

Feeding knowledge meant the knowledge of caretaker on feeding practice 

as mentioned in operational definition of Infant feeding practice. 

Perceived susceptibility was belief of caretaker on chances of getting 

malnutrition if the child is not fed properly. 

Perceived severity was belief of caretaker about how malnutrition was 

serious and its consequences such as poor physical growth, poor school performance 

in student life, getting diseases and infections at any age with increased mortality, and 

lower future incomes when the child was grown up. 

Perceived benefits was belief of caretaker in effectiveness of proper 

feeding practices that reduced risk or seriousness of malnutrition such as proper 

feeding led to good nutrition status which caused child to be healthy and better school 

performance. 

Perceived barriers was belief of caretaker on potential negative aspect of 

proper feeding practice and false belief which prevented proper feeding practice such 

as proper feeding practice were costly, busy to prepare the food, it made no difference 

for better nutritional status, feeding meat encouraged worm infestation, feeding eggs 

made child “bad wind”, feeding vegetables made indigestion, etc.  

Perceived self-efficacy was conviction of caretaker to successfully 

undertake proper feeding practice to make good nutrition status to child. 
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Cues to proper feeding practice was encouragements from family 

members, relatives, friends, health personnel and media in terms of helping, 

reminding, demonstrating to prepare proper food. 
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CHAPTER II 

LITERATURE REVIEW 

 

 

In order to study the feeding practice of caretakers, literature review was 

done on infant feeding practices recommended by WHO and UNICEF as well as the 

feeding guideline of National Nutritional Center of Myanmar, importance of proper 

infant feeding practice, Indicators to measure the infant and young child feeding 

practices developed by WHO and UNICEF, infant feeding practices and nutritional 

status of children in neighbouring countries and Myanmar, and Health belief model. 

 

 

2.1 Infant feeding practices 

Nutritional status of a child is influenced by maternal nutrition during 

gestation, exclusive breast feeding in the first 6 months and complementary feeding 

from 7 to 24 months of ages. These periods generally last about 1000 days and 

nutritionists refer 1000 days as unique window of opportunity to provide right 

nutrition for a child or the best period to practice the proper infant feeding. 

Infant feeding comprises exclusive breast feeding and complementary 

feeding. Predominance of breast milk or complementary feeding depends on the age of 

child. Exclusive breast feeding should be proper by means of initiation within one 

hour of birth, exclusively breastfed until 6 months of ages and continue breastfeeding 

for 2 years or more. After 6 months of age, breast milk alone is not sufficient enough 

to provide the nutritional requirements of child due to accelerated growth of child. 

Therefore, complementary feeding, a process of introducing other foods and liquids, is 

required to introduce gradually along with breast milk.(6)  During 7 to 12 months of 

age, breast feeding should be predominant to complementary feeding; and 

complementary feeding should be predominant to breast feeding for child between the 

ages of 13 – 24 months. Furthermore, complementary feeding practice varies with 
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whether the child is breast fed or not in order to meet the nutrients requirement 

according to age. 

 

2.1.1 Brief guiding principle for complementary feeding of breast fed 

child  

The child should be exclusively breastfed until 6 months of age and 

complementary food should be introduced at 6 months to prevent particularly iron and 

zinc deficiencies. Breastfeeding should be continued until 24 months or more because 

it is main source of energy, (it still supplies 35 – 40% of child’s energy requirement) 

and essential fatty acids. It also provides 70% of vitamin A, 40% of calcium and 37% 

of riboflavin intake at 15 – 18 months of age. (7) 

Breast feeding should be responsive feeding. 

Safe preparation and storage of complementary foods by washing hands of 

caretaker and child before and after feeding, using clean utensils for preparation and 

serving of food, and avoid feeding bottle with teat are important practices to prevent 

microbial contamination of food which is a major cause of diarrhea in children.  

Amount of complementary food needed depends on energy requirement of 

child which also varies with age. Complementary food should contribute energy of 

approximately 200 kcal per day at 6-8 months of age, 300 kcal per day at 9-11 months 

of age, and 550 kcal per day at 12-23 months of age, provided the child receives 

average breast feeding. The child who is recovering from an illness needs more energy 

requirement than the amount mentioned above. The amount required will be adjusted 

by responsive feeding, adequate energy density of food and frequency of meal. 

Consistency of food should be appropriate to age of child. Therefore, 

consistency of complementary food should be gradually increased from mashed and 

semi-solid foods at the 6 months of age, then to “finger foods” (snacks that can be 

eaten by children alone) at the age of 8 months when child is capable of munching” 

(up and down mandibular movements) or chewing (use of teeth), and finally the same 

type of food as family consumed at the age of 12 months. If the consistency is not 

appropriate, child may not be able to consume adequate amount. Consistency of food 

that can cause choking should be avoided. 
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Frequency of meal depends on energy density of complementary food and 

usual amount consumed at each feeding. It should be 2-3 times per day for 6-8 months 

of age, and 3-4 times per day for 9-11 and 12-24 months of age, with additional 

nutritious snacks for 1-2 times per day as desired, for the average healthy breastfed 

child. Frequency of meals should be increased if energy density or amount of food per 

meal is low, or the child is no longer breastfed. Energy density of complementary 

foods varies with frequencies of meal and breast milk intake. 

Nutrient content of complementary foods should be adequate enough to 

meet needs of child and complementary food should contain meat, poultry, fish or 

eggs which should be eaten daily or as often as possible, dairy products as good source 

of calcium, Vitamin A-rich fruits and vegetables which should be eaten daily, and food 

which contains adequate amount of fat such as breast milk or oil. Therefore, a variety 

of foods are needed to feed in order to meet the nutrient needs.  

Fortified complementary foods or vitamin-mineral supplements are also 

required for child as well as breast feeding mother. Complementary food which are 

predominantly plant-based food do not have adequate amount of iron, zinc and 

Calcium. Although these nutrients are contained in animal-source food, low-income 

people cannot afford them. This is solved by foods fortified with these nutrients or 

complementary foods mixed with multi-micro-nutrients sprinkle.  

Encouraging increase intake of fluid especially breast milk during illness is 

important to prevent dehydration. In order to make up for nutrient losses during the 

illness and for catch-up growth, child needs greater intake of nutrient than usual. Extra 

food is needed to continue until the child regains his or her respective weight and is 

growing well again. 

 

2.1.2 Brief guiding principle for complementary feeding of non-

breast fed child  

Energy requirement for non-breastfed child is approximately 600 kcal per 

day at 6-8 months of age, 700 kcal per day at 9-11 months of age, and 900 kcal per day 

at 12-23 months of age. Amount of complementary food should meet these 

requirements according to age of the child. Child who is recovering from an illness 

requires more energy. Food such as milk; egg; meat, poultry, fish, or liver; rice or 
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wheat; lentils; potato; spinach; pumpkin; onion; guava; and oil can provide daily 

energy requirements for child. (8) 

Principle for the consistency of food for non-breastfed child is the same as 

that of breastfed child. Consistency of food should be gradually increased and variety 

should be also increased as the child gets older according to the infant’s requirements 

and abilities. Child can eat family food at 12 months. Average healthy child should 

have meals for 4-5 times per day, with additional nutritious snacks for 1 to 2 times per 

day, as desired at the age of 12 months. 

The appropriate number of feedings depends on the energy density and 

amounts consumed at each feeding. If energy density or amount of food per meal is 

low, more frequent meals are required. 

Meat, poultry, fish or eggs which are good source of protein as well as iron 

and zinc should be fed as often as possible. Milk is rich source of calcium and several 

other nutrients. If the diet does not contain animal source of food, fortified food or 

nutrients supplements are required to meet all nutrients needs for child. If there are no 

adequate amount of animal food or milk intake, both grains and legumes should be 

consumed daily to ensure adequate protein intake. If dairy products are not consumed 

adequately, small fish with edible bones, cabbage, carrots, squash, papaya, dark green 

leafy vegetables, guava and pumpkin should be fed for calcium. vitamin A-rich foods 

(e.g. dark colored fruits and vegetables; red palm oil; vitamin A-fortified oil or foods); 

vitamin C-rich foods (e.g. many fruits, vegetables and potatoes); riboflavin rich foods 

(e.g. liver, egg, dairy products, green leafy vegetables, soybeans), vitamin B6 rich food 

(e.g. meat, poultry, fish, banana, green leafy vegetables, potato and other tubers, 

peanuts) and folate rich food (e.g. legumes, green leafy vegetables, orange juice) 

should be contained in daily meal. If animal food is not included in the meal, 10-20 g 

of added fats or oils are needed or a fat-rich food such as foods or pastes made from 

groundnuts, other nuts and seeds are needed to feed. If the diet contains animal food, 

up to 5 g of additional fats or oils may be needed.  

Fortified food or vitamins-minerals supplement with Iron which is mixed 

or fed with food is also required. If the diet does not contain adequate amount of 

animal origin food, these fortified food or vitamins supplements should also contain 
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zinc, calcium and Vitamin B12. 100000 IU of Vitamin A once for 6 – 12 months 

children and 200000 IU twice a year for 13 – 24 months old children is required.  

Non-breastfed children need at least 400 – 600 ml per day of extra fluid in 

a temperate climate and 800 – 1200 ml per day in a hot climate.  

Safe preparation and storage of complementary foods by washing hands of 

caretaker and child before and after feeding, using clean utensils for preparation and 

serving of food, and avoid using feeding bottle are also important practices for the 

same reason mentioned above. 

Responsive feeding should be practiced by applying principles of psycho-

social care by encouraging child to eat instead of forcing, trial with different 

combinations of food taste and texture if child refuse to take, minimize distractions 

during meals if the child loses interest easily, and talking to child with eye to eye 

contact during feeding. 

 

2.1.3 Brief infant feeding guideline of National Nutrition Center of 

Myanmar  

The following points are brief outline of infant feeding guideline 

recommended by National Nutrition Center of Myanmar. (9) 

1. Breastfeeding should be started as early as possible immediately after 

birth, preferably within 1 hour after delivery.  

2. National Nutrition Center of Myanmar recommend mothers to 

exclusively breast feed the child until 6 months of age. 

3. After 6 months, breastfeeding should be continued until the child is 24 

months or more. Frequent breast feeding is encouraged and it should also be 

responsive breastfeeding. 

4. At the 6 months of age, complementary feeding should be started with 

soft food such as porridge or mashed fruits at 6 months, small and soft pieces of 

fish/meat/pulses/egg yolk or ripened fruits at 7 months, semi-solid food such as small 

pieces of meat/fish/poultry/vegetables or ripened fruits at 8 months, and solid foods or 

family food at the age of 1 year. 

5. Complementary feeding should be started with one type of food which 

is soft such as porridge and continue that food until the child gets used to it. Then, add 
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another new food until the child receives minimum dietary diversity. For example, it 

should be started with only porridge at first for a few days. When the child gets use to 

it, then add ripened and squash banana. New foods are added in this way until the 

child receives minimum dietary diversity. 

6. Minimum dietary diversity: Complementary should be consists of at 

least 1 food from the each of following 4 food groups_  

(1) Rice as a staple diet;  

(2) Foods providing energy such as any food made from grains, roots and 

tubers; any food made from any oil, butter, fats; any foods made from sugary foods 

such as sugar, palm juice bead, sugarcane juice plate, candy; 

(3) Foods encouraging body growth such as flesh foods (meat, fish, 

poultry and liver/organ meats); dairy products (milk, yogurt, cheese); eggs; legumes 

and nuts; 

(4) Foods encouraging prevention of diseases such as (i) Iron-rich food 

likes meat and organs from cattle, fowl, fish, and poultry; and non-animal foods such 

as legumes and green leafy vegetables; (ii) vitamin-A rich fruits and vegetables like 

pumpkin, carrot, sweet potatoes, any dark green leafy vegetables, ripe mangoes, ripe 

papayas; (iii) other fruits and vegetables. 

7. Minimum meal frequency: The child should be fed according to age and 

breast feeding status, and it should be 3 times per day for 6-7 months of age, 3-4 times 

per day for children of 8-9 months of age and 4 times per day children of 10-12 

months of age and 5 times per day for 13 months and onwards. 

8. Encourage the sick child to eat soft or favorite food and to take more 

fluid intake to prevent dehydration and to eat more than usual amount during recovery 

period in order to make up the lost during illness and for the catch up during recovery. 

 

 

2.2 Importance of proper infant feedings 

Proper infant feeding has a greater impact on child survival and 

development, and maternal health. It is also linked to and interrelated with Millennium 

Development Goals. 
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2.2.1 Impact on child survival and development and maternal health  

Early initiation of breastfeeding within 1 hour after delivery and Exclusive 

breastfeeding until baby is 6 months old provide a lot of benefits to both mother and 

child. Early initiation of breastfeeding leads to skin to skin contact between baby and 

mother which increase the bound between child and mother as well as facilitate the 

affection of mother toward child. It also encourages feeding of colostrum to baby 

which provides a lot of maternal antibodies to protect child against many infections. 

This reduces the neonatal mortality. Breast milk provides half or more of energy 

requirement of child between the ages of 6-12 months and one third of energy 

requirement for the child ages between 12-24 months. Breast milk is also important 

and critical source of energy and nutrients for child during illness and prevents death 

among the malnourished children. Breast-fed baby is less likely to develop obesity 

later in the adult life. For mother, breastfeeding reduces risks of breast and ovarian 

cancers, and offers natural mean of birth spacing called Lactation Amenorrhea 

Method. (10) 

According to UNICEF and WHO statistics, in 2012, globally, only 38% of 

children between the ages of 0-6 months receive exclusive breast feeding; and only 

one third of 6-23 months old children receive the complementary feeding which is 

appropriate for their age. As a result, under-nutrition leads to 45% of child death, 162 

million children under 5 children are stunted, 51 million have low weight-for-height, 

and 44 million were overweight or obese in 2012. These statistics indicate that it is 

very important to systematically measure the Exclusive breast feeding practice during 

0-6 month period and proper complementary feeding practices appropriate for ages 

between 6-23 month period. 

 

2.2.2 Relationship of infant feeding practices and Millennium 

Development Goals  

Millennium Development Goal 1: Eradicate extreme poverty and hunger 

targets to reduce Prevalence of underweight children under-five years of age and 

proportion of population below minimum level of dietary energy consumption. Proper 

infant feeding practice can fulfil this goal. Goal 2 is to achieve universal primary 

education and well nourish child can complete full course of primary schooling. Goal 
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3 is to promote gender equality and empower women: Generally, most of caretakers 

are women and they decide the daily family menu including foods for child. In this 

way, proper infant feeding contributes to the achievement of Goal 3. Goal 4 is to 

reduce child mortality and proper infant feeding can bring down 45% of under-

nutrition induced child death. Goal 5 related to improve maternal health and continued 

breast feeding until the child is 2 years or more can produce “lactational amenorrhea” 

which leads to natural birth spacing and accelerate post-partum weight loss, and in the 

long run, chance of breast cancer and ovarian cancer are low in breastfed mothers. 

Goal 6 is concern with Combat HIV/AIDS, malaria and other diseases: Even HIV 

infected mother can exclusively breast fed their child and chance of getting HIV 

infection and death is lower than death from acute respiratory tract infection and 

diarrhea in formula fed children of HIV infected mothers. Goal 7 which is to ensure 

environmental sustainability which is important for success of proper infant feeding 

practice through availability of local crops for dietary diversity and quality. Goal 8 is 

to develop a global partnership for development and involvement of every sector from 

health, education, agriculture and livestock, national economics and planning 

departments from government sector as well as from non-government sectors is 

important to create enabling environment for proper infant feeding practices. (11) 

 

 

2.3 Indicators to measure the infant feeding practices  

Since 2002, UNICEF and WHO worked on the development of indicators 

for complementary feeding, in addition to the existing indicators for breast feeding, 

through many studies and analysis. The final outcome is a revised set of indicators 

which was developed based on these works. These indicators were discussed by 

participants at the WHO Global Consensus Meeting on Indicators of Infant and Young 

Child Feeding held from 6–8 November, 2007 on the premises of the WHO Regional 

Office for the Americas. From this meeting, a consensus was reached on 8 core 

indicators and 7 optional indicators to access infant and young child feeding practices 

by population-based household survey. (12) 

Eight core indicators are 1. Early initiation of breastfeeding, 2. Exclusive 

breastfeeding under 6 months, 3. Continued breastfeeding at 1 year, 4. Introduction of 
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solid, semi-solid or soft foods, 5. Minimum dietary diversity, 6. Minimum meal 

frequency, 7. Minimum acceptable diet, and 8. Consumption of iron-rich or iron-

fortified foods; and seven optional indicators are 1. Children ever breastfed, 2. 

Continued breastfeeding at 2 years, 3. Age-appropriate breastfeeding, 4. Predominant 

breastfeeding under 6 months, 5. Duration of breastfeeding, 6. Bottle feeding, and 7. 

Milk feeding frequency for non-breastfed children.  

The definition of core indicators by UNICEF and WHO are: 

1.  Early initiation of breastfeeding – Proportion of children born in the last 

24 months who were put to the breast within one hour of birth; 

2.  Exclusive breastfeeding under 6 months – Proportion of infants 0–5 

months of age who are fed exclusively with breast milk; 

3. Continued breastfeeding at 1 year – Proportion of children 12–15 

months of age who are fed breast milk; 

4. Introduction of solid, semi-solid or soft foods – Proportion of infants 6–

8 months of age who receive solid, semi-solid or soft foods; 

5. Minimum dietary diversity – Proportion of children 6–23 months of age 

who receive foods from 4 or more food groups; 

6. Minimum meal frequency – Proportion of breastfed and non-breastfed 

children 6–23 months of age who receive solid, semi-solid, or soft foods (but also 

including milk feeds for non-breastfed children) the minimum number of times or 

more; 

7. Minimum acceptable diet – Proportion of children 6–23 months of age 

who receive a minimum acceptable diet (apart from breast milk), and 

8. Consumption of iron-rich or iron-fortified foods – Proportion of 

children 6–23 months of age who receive an iron-rich food or iron-fortified food that 

is specially designed for infants and young children, or that is fortified in the home. 

The definition of optional indicators are: 

1. Children ever breastfed – Proportion of children born in the last 24 

months who were ever breastfed; 

2. Continued breastfeeding at 2 years – Proportion of children 20–23 

months of age who are fed breast milk; 

3. Age-appropriate breastfeeding – Proportion of children 0–23 months of 
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age who are appropriately breastfed; 

4. Predominant breastfeeding under 6 months – Proportion of infants 0–5 

months of age who are predominantly breastfed; 

5. Duration of breastfeeding – Median duration of breastfeeding among 

children less than 36 months of age; 

6. Bottle feeding – Proportion of children 0–23 months of age who are fed 

with a bottle, and  

7. Milk feeding frequency for non-breastfed children – Proportion of non-

breastfed children 6–23 months of age who receive at least 2 milk feedings. 

All of these 15 indicators are assessed based on the previous day feedings. 

 

 

2.4 Infant feeding practices and nutritional status of children in 

neighbouring countries and Myanmar 

Overview of the Nutrition Situation in Seven Countries in Southeast Asia, 

studied by Chaparro et al in 2014 (13), described the infant feeding practices in 

Myanmar, Cambodia, Indonesia, Laos, Philippines, Timor – Leste and Vietnam by 

using these indicators (Figure 2.1 and 2.2) together with Neonatal, Under-1 and 

Under-5 Mortality Rates (Figure 2.3) and nutritional status of under 24 moths children 

in these 7 countries (Table 2.1). 
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Figure 2.1 Proportion of Breast feeding practices among 7 countries (Chaparro et al., 

2014) 

 

Figure 2.2 Proportion of Complementary feeding practices among 7 countries 

(Chaparro et al., 2014) 
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Figure 2.3 Neonatal, Under-1 and Under-5 Mortalities among 7 countries (Chaparro et 

al., 2014) 
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Table 2.1 Number of Children Under-5 Affected by Malnutrition among 7 countries 

(Chaparro et al., 2014) 

 

Under 5 

Population 

Underweight 

(Total, 

Moderate, 

Severe) 

Stunting         

(Total, 

Moderate, 

Severe) 

Wasting         

(Total, 

Moderate, 

Severe) 

% # % # % # 

Cambodia 

(2010 DHS) 1,669,197 

28.3

21.6

6.7 

1,002,174 

753,848 

248,304 

39.9 

26.3 

13.6 

666,010 

438,999 

227,011 

10.9 

9.3 

1.6 

181942 

155235 

26707 

Indonesia 

(2013 

Riskesdas) 

24,622,400 

19.6

13.9

5.7 

4,825,990 

3,422,514 

1,403,477 

37.2 

18.0 

19.2 

9,159,533 

4,432,032 

4,727,501 

12.1 

6.8 

5.3 

2,979,310 

1,674,323 

1,304,987 

Laos (2011-

2012 Social 

Indicator 

Survey) 

889,200 

26.6

19.4

7.2 

236,527 

172,505 

64,022 

44.2 

25.4 

18.8 

393,026 

225,857 

167,170 

5.9 

4.5 

1.4 

52,463 

40,014 

12,449 

Myanmar 

(2009-10 

MICS) 

4,434,400 

22.6

17.0

5.6 

1,002,174 

753,848 

248,304 

35.1 

22.4 

12.7 

1,556,474 

993,306 

653,169 

7.9 

5.8 

2.1 

350,318 

257,195 

93,112 

Philippines 

(2011 

Nutritional 

Status 

Survey) 

11,164,600 

20.2

1.9 

4.4 

2,255,249 

1,764,007 

491,242 

33.6 

23.2 

10.4 

3,751,306 

2,590,187 

1,161,118 

7.3 

4.9 

2.4 

815,016 

547,065 

267,950 

Timor Leste 

(2009-10 

DHS) 

190,300 

44.7

29.3

15.4

85,064 

55,758 

29,306 

58.1 

25.5 

32.9 

110,564 

47,956 

62,609 

18.6 

13.9 

4.7 

35,396 

26,452 

8,944 

Vietnam 

(2011 

MICS) 

7,184.200 

11.7

9.9 

1.8 

840,551 

711,236 

129,316 

22.7 

16.7 

6.0 

1,630,813 

1,199,761 

431,052 

4.1 

2.9 

1.2 

294,552 

208,342 

86,210 
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Early initiation of breastfeeding, which was important for prevention of 

neonatal morbidity and mortality, was lowest in Laos according to 2012 data, where 

only 2 in 5 infants started breastfeeding within the first hour of life and according to 

Social indicator survey in 2011 – 2012, Neonatal Mortality Rate was 32 per 1000 live 

births; Infant mortality rate was 68 per 1000 live births; and Under-5 mortality rate 

was 79 per 1000 live births. Laos had the highest mortality rates of Neonatal, Under-1 

and Under-5 among the 7 countries. 

Proportion of children who had minimum acceptable diet in Timor Leste 

was 41% and according to DHS 2010 data, Timor Leste had the greatest proportion of 

children who were stunted (44.7%); the greatest proportion who were wasted (18.6%) 

and greatest proportion who were underweight (44.7%) among the 7 countries.  

The proportion of children under 2 whose diets met minimum standards 

for dietary diversity (37%), and that of Minimum acceptable diet (28%), were lowest 

in Cambodia according to 2010 data. According to 2010 DHS data, proportion of 

Underweight was 28.3% (second highest); proportion of Stunting was 39.9% and 

proportion of Wasting was 10.9% which were the third highest among 7 countries. 

In Myanmar, Ministry of National Planning and Economic Development, 

Ministry of Health and UNICEF Myanmar jointly implemented Multiple Indicators 

Cluster Survey (MICS) in 2009 – 2010, and the survey used 8 out of 15 infant feeding 

practice indicators. Survey results together with nutritional status were shown in Table 

2.2. (14) 
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Table 2.2 MICS 2009 - 2010 Survey showing Nutritional Status and used IYCF 

indicators 

Topic Indicator Value (%) 

Nutritional Status Underweight prevalence   

     Moderate 22.6

     Severe 5.6

Stunting prevalence  

     Moderate 35.1

     Severe 12.7

Wasting prevalence  

     Moderate 7.9

     Severe 2.1

  
IYCF Indicators Timely initiation of breast feeding 75.8

Exclusive breast feeding rate 23.6

Continued breast feeding rate 

     At 12-15 months 91.0

     At 20-23 months 65.4

Timely complementary feeding rate 80.9

Frequency of complementary feeding 56.5

Adequately fed infants 41.0

 

In November 2012, Myanmar Marketing Research and Development 

(MMRD) Company Limited carried out Population-based Maternal and Child Health 

Survey in 6 cyclone Nargis affected townships (effected in 2008) _ Bogale, Dedaye, 

Labutta, Mawlamyinegyun, Ngaputaw, and Pyapon. In this survey, the research team 

used mainly 4 out of 15 indicators of IYCF and results were shown in Table 2.3. (15) 
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Table 2.3 Population-based Maternal and Child Health Survey by MMRD in 6 

cyclone Nargis effected townships in Delta region 

Child health indicators % 

Breast feeding 

Child put to breast within first hour of birth 87.8 

Child put to breast within first 24 hour of birth 97.1 

Continued breast feeding 6-23 months 27.5 

Exclusive feeding among 0-5 months of age 42.7 

  
Child anthropometry (6-59 months) 

Prevalence of wasted children 18.8 

Prevalence of underweight children 42.3 

Prevalence of stunted children 33.7 

 
The above mentioned two extensive surveys in Myanmar done by 

Ministries, United Nations agencies, and Non-government Research Agency used 

some of infant and young child feeding indicators and focused mainly on prevalence 

of the practices but not explored the contributing factors to these practices. Many 

scholarly articles and researches done in Myanmar previously were mainly focused on 

nutritional status rather than prevalence of infant feeding status of children as 

dependent variable. 

 

 

2.5 Application of health belief model in infant feeding practices  

Health belief model was initially developed to explain why people fail to 

participate in programmes to prevent and detect disease. Later, it was extended to 

study people’s responses to symptoms, their behaviours in responses to a diagnosed 

illness especially adherence to the treatment. Therefore, this model was also fit to 

study why caretakers fail to practice proper infant feeding practices to prevent 

malnutrition of their children with subsequent morbidity and mortality. (16) 
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The following figure, which was based on the concept of Health belief 

model, might explain factors and individual beliefs of caretaker towards proper infant 

feeding practice. (Figure 2.4) 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2.4 Health belief model for optimal infant feeding practices of caretaker 

 

According to health belief model, Perceived threat (combination of 

Perceived susceptibility and Perceived severity) was developed if caretaker believed 

improper infant feeding practice would make her child to suffer from malnutrition 

with severe consequences such as physical stunting, mental impairment, higher 

susceptibility to disease, increased risk of mortality, poorer performance in school, and 

lower future incomes. When caretaker believed proper infant feeding made good 

nutrition status which resulted in healthy and better school performance and wealthy 

future to child, Perceived benefits was said to be developed. On the other hand, if 

caretaker believed proper infant feeding would make child illness, for example, in 
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Infant 

feeding 
practice 
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feeding 

practice of 
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to proper infant feeding 

practices 
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Myanmar, some caretaker thought feeding eggs caused “bad wind to child”, feeding 

meat encouraged worm infestation, then she would not try the proper infant feeding 

practices. Such kind of belief was called Perceived barriers. Perceived barriers also 

included inability to buy adequate amount of quality food, poor availability of foods, 

lack of time to prepare and feed proper feeding and lack of capacity to prepare proper 

infant feeding. Having the respective knowledge indirectly influenced these 

perceptions. Convictions of caretaker to successfully undertake proper infant feeding 

practice in terms of confidence in right knowledge, ability to continue breast feeding 

until the child is 24 months old, and ability to prepare nutritious complementary 

feeding without using very expensive food  were called Perceived Self-efficacy and it 

would also encouraged caretaker for proper infant feeding. Support from the family 

members, health education through different media and communication for 

development from health staff would enforced caretaker to practice proper infant 

feeding and these were called as Cues.  

Therefore, in order to develop the proper infant feeding practice, Perceived 

threats was required to develop first, followed by Perceived benefits. It was also 

important to eliminate or reduce Perceived barriers so that caretaker could be able to 

do proper feeding practice. Perceived self-efficacy made caretaker to confident herself 

so that she could practice proper infant feeding. Cues encouraged her to focus on the 

proper infant feeding practice. Age, sex, education, occupation, relationship, incomes 

and family size indirectly influenced, as modifying factors, the infant feeding practice 

through these perceptions.  

By studying the infant feeding practices of caretaker by using Health belief 

model, encouraging factors and discouraging factors for proper infant feeding 

practices would be more and more understood and this would facilitate nutrition 

programme manager to design the intervention more effectively. 

Overview of the Nutrition Situation in Seven Countries in Southeast Asia 

indicated gender inequality and women’s status, maternal education and social status, 

poverty including landownership influenced the infant feeding practice. In Myanmar, 

age, ethnic, religious of a family determine gender inequality and women’s status in 

some ethnic and religious groups. Education, occupation and relationship also 

determine status of a caretaker in the family. Occupation with different level of 
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incomes determine social status and together with family size and type of residence 

with land ownership effect poverty of a family. 

 

 

2.6 Choice of indicators to measure the practice of caretaker for this 

study  

The core indicators for assessing infant and young child feeding practices 

recommended by WHO and UNICEF were mainly used in this study. Exclusive breast 

feeding until 6 months was important to know because exclusively breast fed children 

were healthier than non-exclusively breastfed children. Continued breast feeding was 

important to know since it was main source of calories and minerals such as zinc and 

calcium until child was 2-year-old. Introduction of soft, semi-solid, solid food was 

important because right consistency at right age favored easy chewing and swallowing 

by child with optimal absorption of nutrients from intestines. Minimum dietary 

diversity and iron-rich food indicator ensured whether child received all the required 

nutrient types or not. Minimum meal frequency indicated whether child received 

adequate amount of nutrients.   

From the optional indicators, bottle feeding was selected. It is important to 

know bottle feeding status because it may potentially interfere with proper breast 

feeding practice especially in under 12 moths children as well as it can cause increase 

diarrheal disease with morbidity and mortality.  

Moreover, these indicators could be easily accessed by asking previous 

day information. 
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CHAPTER III 

MATERIALS AND METHODS 

 

 

3.1 Study Site 

Study site was Hlaingtharyar Township from Yangon Region in Myanmar. 

 

 

3.2 Study Period 

Study period was 1-April-2015 to 30-April-2015.  

 

 

3.3 Research design 

The research design was Cross-sectional study in which the independent 

variables (contributing factors including perceptions for feeding practices) and 

dependent variables (feeding practices) from caretakers were studied for only one time 

during above mentioned period in the proposed study site. It was also Population 

based study and interviewer visited every house in the selected clusters to find the 

eligible caretakers until the required sample size for each cluster was fulfilled.  

 

 

3.4 Study population and sample 

 

3.4.1 Study population 

Study population was 9,174 caretakers of 9,174 infants from 20 wards and 

17 villages Hlaingtharyar Township. 
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3.4.2 Sampling procedure  

Sampling method was two stage cluster sampling method. (17) 

Sampling frame was list of 20 wards and 17 villages of Hlaingtharyar 

Township with total population obtained from Township Department of Health. 

Clusters (wards and villages for data collection) with respective cumulative 

population numbers which was calculated by the formula mentioned below are selected 

from the sampling frame. Cluster size for data collection was 20 (15 wards and 5 

villages). 

 

Table 3.1 Formula to calculate cumulative population numbers for each cluster 

Cluster Number Formula to calculate cumulative population numbers 

1 
2 
3 

- - - 
- n 

Cumulative population which is equal to ( R ) 
Cumulative population which is equal to ( R + I )  
Cumulative population which is equal to ( R + 2 * I ) 
- - - 
Cumulative population which is equal to ( R + (n – 1) * I ) 

 

 Where_  

  R = Random number 

  n = Sample size to be collected 

  I = Sampling Interval, which is calculated by following formula_ 

	 Sampling	Interval	ሺIሻ =  

Sample size for cluster sampling with finite population (less than 10,000) 

was calculated as following. 

 

  (Infinite population is N > 10,000) 
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Where_  

 = Standard normal deviate at 95% Confidence Interval 

α = Level of significance  

P  = Prevalence of the interested outcome 

1.7 = Design effect for cluster sampling 

d = Error allowance in terms of percentage of P 

N = Number of target population 

n = Sample size 

The prevalence of outcome of interest, at national level according to 

Multiple Cluster Indicator Survey 2010 (MICS 2010), for Timely initiation of breast 

feeding was 75.8%, for Continued breast feeding at 12 – 15 months was 91.0%, for 

Continued breast feeding at 20 – 23 months was 65.4%, for timely complementary 

feeding was 80.9%, for Frequency of complementary feeding was 56.5% and for 

Adequately fed infants was 41.0%. Hlaingtharyar Township had total population of 

more than 400,000 and infant population of 9,174 according to 2014 Township Health 

Profile.  

Level of significance, Standard normal deviate at 95% confidence interval 

and Design effect for cluster sampling used to calculate the sample size for this study 

were 0.5, 1.96 and 0.7 respectively. Sample size to be collected for two stage cluster 

sampling method for the various prevalence of infant feeding practices, were 

calculated for different For Error allowance of 0.01, 0.05 and 0.075, and results were 

shown in Table 3.1. According to the calculations, sample size to be calculated ranged 

from 94 caretakers to 13,376 caretakers.  

However, due to time constrain for data collection in the studied township 

during April (which were discussed in detailed under the topic 3.10 Limitation of the 

Study), the sample size of 177 ~ 180 was selected based on under-1 year children 

population of the Township (N) = 9,174, α = 5%,  = 1.96, d = 0.075%, Design 

effect for cluster sampling = 1.7, and prevalence (P) of Timely Complementary Feeding 

= 80.9%.  
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Figure 3.1 explained the sampling procedure for the study. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                       Figure 3.1 Sampling Procedure for the study 

 

 

3.4.3 Inclusion and exclusion criteria 

Inclusion criteria and exclusion criteria of sample were as follows: 

3.4.3.1 Inclusion criteria 

Child’s mother or any person who mainly decided and 

prepared the meal for the child and the child was 6 months to 12 months old at the 

time of 1 April 2015 and was still alive. 

3.4.3.2 Exclusion criteria 

Child’s mothers or caretakers who were not at home at the 

time of visit for interview were excluded from the study.  

Moreover, mothers or caretakers who had no will to participate 

in the study were also excluded. 

Target population 

9,174 Caretakers of Infants from Hlaingtharyar Township 

Sampling frame 

 20 Wards & 17 villages with 

respective cumulative population  

Cluster sampling 

Clusters 

15 wards and 5 villages 

Total sample size 

180 caretakers of children between 6 – 12 months of age    

9 caretakers per cluster for 20 clusters 

Simple random sampling 
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3.5 Research Instrument 

Questionnaire was used to elicit and measure independent variables and 

dependent variables.  

The extensive literature review was first carried out on the nutritional 

information related to infant and young child feeding from the guideline of National 

Nutrition Center of Myanmar, guidelines and references from WHO, UNICEF, and 

other institutions. Then, the objectives, research hypotheses, and research conceptual 

framework together with independent and dependent variables were defined together 

with operational definition of some variables for this study. Then, questionnaire was 

developed in order to elicit the respective information for the variables (both 

independent and dependent) described in the research conceptual framework.  

 The questionnaires from Multiple Cluster Indicators Survey by UNICEF, 

Population-based Maternal and Child Health Survey in 6 cyclone Nargis affected 

townships (affected in 2008) carried out by Myanmar Marketing Research and 

Development (MMRD) Company Limited in 2010, and Guideline on Knowledge, 

Practices, and Coverage Survey, Module2: Breastfeeding and Infant and Young Child 

Feeding by Child Survival Technical Support Project (CSTS) funded by USAIDs (18), 

and Indicators for assessing infant and young child feeding practices - Part 2 

Measurement (19) were also studied and the concept learned from these documents 

were applied in the development of the questionnaire.  

It was developed in English at first and then translated into Myanmar by 

the researcher. 

The questionnaire had 5 parts_ (I) Caretaker information; (II) Child 

information; (III) Knowledge of caretaker on Infant feeding practice; (IV) Perception 

of caretaker on Infant feeding practice; and (V) Information on Infant feeding 

practices. 

 

Part I. Caretaker information 

The socio-economic-demographic data of caretaker was believed to 

influence the feeding practice of caretaker according to the conceptual framework. 

Therefore, questions in the Part I were designed to elicit the information of the socio-

economic-demographic information of caretaker.  
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Part II: Child information 

The current age of child in months on the completed birthday and 

breastfed status were required to determine whether the feeding practices of caretakers 

were consistent with recommended guidelines of National Nutrition Center or 

WHO/UNICEF, or not. Therefore, during the questionnaire development, age of child 

in months on the completed birthday and breastfed status were included in Part II. 

 

Part III: Knowledge of caretaker on infant feeding practice 

According to the research conceptual framework, nutritional knowledge of 

caretaker also influenced the feeding practice. The questions in this part were developed to 

capture the knowledge of caretaker on feeding practice. 

 

 Part IV: Perception of caretaker on Infant feeding practice 

The developed research conceptual framework also described perceived 

susceptibility, perceived severity, perceived benefits, perceived barriers, perceived 

self-efficiency and cues determine feeding practice of caretaker. Therefore, questions 

in the Part IV were developed in order to pick up the information on the perceptions of 

caretaker towards the infant feeding practice. 

 

Part V: Information on infant feeding practice  

Outcome interest of this study was infant feeding practices of caretakers 

and the questions in Part IV were developed to explore the feeding practices of 

caretakers which were operationally defined for this study in Chapter 1.  

 

 

3.6 Quality of research instrument 

After setting of research objective, extensive literature review, developing 

independent and dependent variables with operational definition for variables, the 

questionnaire was constructed. Advice on the quality of the questionnaire was 

obtained from the advisors and expert from the nutrition field of UNICEF Myanmar. 
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Then, pretesting was done in Kyimyindine Township from Yangon Region 

in Myanmar by interviewing 30 caretakers of 6 months to 12 months old children. 

During the pretesting, the language used was easily understanding or not, and 

sequence of order of questions was making sense or not were also observed. 

 

3.6.1 Content validity 

The content validity or whether the questionnaire could elicit the 

information which was intended to obtain or not, including the clarity of the language, 

the appropriate wording, the accuracy and completeness of the content, its relevance to 

the target population were discussed and got advices from the supervisors and the 

experts in the nutrition field. The developed questionnaire was pretested and modified 

according to the pretest findings.  

 

3.6.2 Reliability test 

Reliability of questions was checked by Cronbach’s coefficient of alpha 

and it was tested from the results obtained from the pretest. The questionnaire was 

revised after the first pretest since Cronbach’s coefficient of alpha value for perception 

questions were not greater than 0.7, the value at which the questions were considered 

as reliable to elicit the desired information. After the revision, the questionnaire could 

not be pretested again because of time constrain. The questions for Perceived 

susceptibility and Perceived severity were combined as Perceived Threat because 

Cronbach’s Alpha values for Perceived severity was 2.28E-16 after revision although 

the alpha values for the rest of perception questions were increased. 

The Cronbach’s coefficient of alpha value after the modification was 

shown in Table 3.3. 
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Table 3.3 Cronbach’s coefficient of alpha value after first pretest  

Focused area of the questions 
Number of 

questions 

Cronbach’s 

Alpha values 

1. Infant feeding knowledge 12 0.575 

2. Perceived threat 9 0.538 

3. Perceived benefits 5 0.794 

4. Perceived barriers 5 0.447 

5. Perceived self-efficacy 3 0.767 

6. Above 4 Perceptions 22 0.663 

7. Cues for the infant feeding practice 5 0.729 

 

 

3.7 Data Collection 

Data were collected by the researcher and 9 basic health staff from 

Township Health Department. Health staff were trained on how to do data collection 

by explaining and discussion on the questionnaire followed by field practice in the 

nearby area which was not the surveyed cluster for the study.  

Caretakers from the selected 20 clusters by cluster sampling method were 

randomly selected. The interviewer went to the center of the selected cluster and 

randomly selected the road or direction to go by spinning a ball pen. Then, the first 

house to be visited in that randomly selected road was chosen by the last digits of a 

randomly picked up banknote. The house with the household number which was the 

same as the last digits of the bank note was the first house to be visited. The household 

members were enquired about the presence of eligible caretaker in this house 

according to the inclusion criteria or exclusion criteria as mentioned in Topic 3.4.3. If 

the eligible caretaker was found, face-to-face interview was done by pretested 

questionnaire after getting the informed consent. If the eligible caretaker was not 

found, interviewer moved to the next house and found the eligible caretaker until the 

interview had been done with 9 caretakers in that particular cluster. However, the 

required number of caretakers (9 caretakers per cluster) was obtained easily within a 
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short distance from the starting point due to very high population density of the 

township. 

After collection of data from each and every cluster, each questionnaire 

was checked by researcher for any error, missing and completeness. If errors and 

missing were found, they were corrected at once (Verification). 

 

 

3.8 Data Analysis 

Entry of data was done by Epi Data Version 3.1 and analysis was done by 

SPSS version 18. 

 

3.8.1 Data entry and data cleaning 

Data entry is done by Epi Data version 3.1. After data entry, data cleaning 

is done by editing and verifying the wrong entry. 

 

3.8.2 Measurement and Scoring Criteria 

Scoring system was used for measurement of some variables in Part I: 

Socio-economic-demographic_ income level, Part III: knowledge of feeding practice, 

Part IV: perceptions of caretakers and Part V: feeding practice for the further 

procedures in descriptive statistics. 

 

Part I: Socio-economic-demographic 

29.7±7.55 years (Mean ± SD) was used as cutting points for 

the classification of caretakers’ age.  

214,666.67±116,772.95 kyats (Mean ± SD) was used as 

cutting points for the stratification of family monthly income.  

4.76 ± 1.79 persons (Mean ± SD) was used as cutting points 

for grouping of family members.  
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Part III: Knowledge of feeding practice 

There were 12 questions to assess the knowledge of feeding 

practice of caretaker. If caretaker’s answer for each question was right, she scored “1”, 

otherwise “0”. Total minimal score was 0 and maximal score was 12. By using 

Bloom’s theory, the knowledge of feeding practice of caretaker was categorized into 3 

groups by: 

(1) Scores less than 9 (<60%) = Poor 

(2) Scores equal to 10 (60%-80%) = Fair 

(3) Scores between 11 – 12 (>80%) = Good 

 

Part IV: Perceptions of caretakers 

There are 9 questions to measure the perceived threats and 

possible responses were_ “No” (score “1”); “Uncertain” (score “2”); and “Yes” (score 

“3”). Total minimal score was 9 and maximal score was 27. Level of perceived threat 

was divided into 3 levels by: 

(1) Scores between 9 – 21 (<60%) = Poor 

(2) Scores between 22 – 24 (60%-80%) = Fair 

(3) Scores between 25 – 27 (>80%) = Good 

To measures the perceived benefits, there were 5 questions 

with similar Likert scale as mentioned in perceived threats. Total minimal score was 5 

and maximal score was 15. Level of perceived benefit was divided into 3 levels by: 

(1) Scores between 5 – 11 (<60%) = Poor 

(2) Scores between 12 – 13 (60%-80%) = Fair 

(3) Scores between 14 – 15 (>80%) = Good 

Five questions were used to measure the perceived barriers, 

and Likert scale was between 1 to 5, ranking from lowest to highest used. The 5 ranks 

were converted into scores 1, 2 and 3. (Table 3.4) 

 

 

 

 



Nay Tun Kyaw  Materials and Methods / 40 

Table 3.4 Conversion of Perceived Barriers’ ranks into scores 

Question 
No. 

Perceptions 
Perceptions Rank 

Low ------------------ High 
1 2 3 4 5 

PIF-16 Burden from the cost of proper feeding  3 2 1 

PIF-17 Burden from time for proper feeding 3 2 1 

PIF-18 Child benefits from proper feeding 1 2 3 

PIF-19 Amount of suitable food in proper feeding 1 2 3 

PIF-20 Availability of food  1 2 3 

 

Total minimal score was 5 and maximal score was 15. Level of 

perceived barriers was divided into 3 levels by: 

(1) Scores between 5 – 11 (<60%) = Poor (means high 

barriers) 

(2) Scores between 12 – 13 (60%-80%) = Fair 

(3) Scores between 14 – 15 (>80%) = Good (means low 

barrier) 

Perceived self-efficacy had 3 questions and each question also 

had 5 Likert scales. These 5 Likert scales were converted into 3 levels with total 

minimum score of 3 to total maximum score of 9. Therefore, 

(1) Scores between 3 – 6 (<60%) = Poor 

(2) Scores equal to 7 (60%-80%) = Fair 

(3) Scores between 8 – 9 (>80%) = Good 

There were 22 questions for all perceptions and eventually, 

each type of perception had “Good” with score 3, “Fair” with score 2 and “Poor” with 

score 1. The following score was used to classify overall perceptions. 

(1) Scores between 22 – 52 (<60%) = Poor 

(2) Scores equal to 53 – 59 (≥60% - ≤80%) = Fair 

(3) Scores between 60 – 66 (>80%) = Good 

Similarly, cues for action also had 5 questions and each 

question had 5 Likert scales, and by applying the same principles as mentioned above, 

the scoring system was: 
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(1) Scores between 5 – 19 (<60%) = Poor 

(2) Scores between 20 – 22 (60%-80%) = Fair 

(3) Scores between 23 – 25 (>80%) = Good 

 

Part V: Infant feeding practices of the caretakers 

There were total 7 questions to measures the 6 feeding practice 

of caretakers with codes of “1” for “No” and “2” for “Yes” for each question. These 

codes were converted into scores_ from 1 to 0 and from 2 to 1 respectively. Total 

minimal score to measure feeding practice was, now, “0” and the total maximal score 

was “6”. 

Finally, the scoring system to categorize the feeding practice of 

caretaker was: 

(1) Scores less than 4 (<60%) = Poor 

(2) Scores equal to 5 (≥60% - ≤80%) = Fair 

(3) Scores equal to 6 (>80%) = Good 

 

3.7.3 Data processing and analysis 

After cleaning of entered data, data were analyzed for descriptive statistics 

and inferential statistics by SPSS version 18.  

For the descriptive statistics, prevalence in terms of percentage was used to 

describe the socio-economic-demographic factors, nutritional knowledge, perception 

and feeding practice of caretakers.  

Chi-square test or Fisher’s Exact test at the significant level of 5% was 

used to draw the inference about the association between independent variables 

(Socio-economic-demographic, knowledge of infant feeding practice, perceptions on 

infant feeding practices) and  dependent variables (feeding practices of caretakers). 
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3.9 Ethical consideration 

Ethical aspect of the study was reviewed by Ethical Review Committee of 

Faculty of Public Health, Mahidol University, as well as Ethical Review Committee of 

Department of Medical Research in Myanmar. After ethical clearances for the study 

were obtained, permission to data collection in the studied township was obtained 

from the Department of Public Health, Ministry of Health of Myanmar. After each and 

every step, the data collection was started. 

During the data collection interview, introduction of interviewer together 

with purpose and explanation of objectives of the interview and research were carried 

out. Keeping confidentiality of the interview information except using it in the 

mentioned study, sharing the research findings without caretaker’s information to 

Department of Public Health and Mahidol University were emphasized. Caretaker was 

explained no need to worry for any wrong answers since every interview information 

would be kept confidential. Moreover, health education session was also planned after 

the interview, and she would learn from this session so that she becomes clearer on 

what was right and what was wrong about her knowledge, perception and practice of 

proper infant feeding. Furthermore, the information would be kept confidential and 

volunteer’s name were not be recorded and a code was used instead of the name. 

Interview duration would be last about 20 – 30 minutes. Caretaker would be explained 

that she was free to decline to participate in the interview furthermore at any time if 

she unexpectedly had any personal business. It was also emphasized that her 

declination would not be disclosed to any authority. After all of these, informed 

consent for the interview was obtained from the caretakers. 

 

 

3.10 Limitation of the study 

Data collection period was during 1 – 30 April 2015. The first 10 days of 

every month is immunization days in this township. During these days, basic health 

staff were not available for data collection since they were occupied with 

immunization activity. It was followed by 11 holidays for Water festival and New 

Year holidays. Therefore, only 9 days was available for office procedure with 
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Township Health Department and data collection. This time constrain made researcher 

to choose the sample size of 180 so that the data collection was finished with in that 

short period. Small sample size of 180 (9 caretakers from 20 clusters) in relation to 

estimated 9,174 caretakers and 2 stage cluster sampling method resulted in selection of 

caretakers which were rather homogenous in characteristics. Therefore, external 

validity of the study’s finding became questionable.   
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CHAPTER IV 

RESULTS 

 

 

 The study was done in 15 out of 20 wards and 5 out of 17 villages (total of 

20 clusters) from Hlaingtharyar Township and interview was done with 180 caretakers 

of children between 6-12 months old by using questionnaire during 22 April 2015 to 

30 April 2015 by the researcher and 9 Public Health Supervisors (Grade 2) from 

Hlaingtharyar Township Health Department after giving the data collection training 

for them. The data were analyzed with SPSS 18 and presented as descriptive statistics 

with frequency and percentage; and inferential statistics with Chi-square test or 

Fisher’s exact test with p-values at significant level of 0.05.  

 

 

4.1 Description of socio-economic-demographic characteristics of 

caretakers 

The data showed 69.4% was between 22 years and 37 years, and average 

age was 29.7 years with standard deviation of 7.6 years; minimum age was 17 years 

and maximum age was 66 years. Female were 97.2% of study group. Biological 

parents comprised of 95.6% of caretakers. Education status of 64.4% of caretakers was 

middle or high school. Proportion of caretakers, who were dependent, was 77.8%. 

Permanent residential were 87.2%. Population of the caretakers with income between 

98,000 and 330,000 Kyats was 81.1%, and average income was 214,666.7 Kyats with 

standard deviation of 116,773.0 Kyats. Minimum income was 30,000.0 Kyats and 

maximum income was 700,000.0 Kyats. Average family size of the studied caretakers 

was 4.8 persons with standard deviation of 1.8 persons: 55.0% of them had family size 

of 4-6 persons. Minimum family size was 2 persons and maximum family size was 6 

persons. Table (4.1) 
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Table 4.1 Socio-economic-demographic characteristics of caretakers (n=180) 

Characteristics Number Percent 

1. Age   

  - ≤ 22 years 28 15.6 

  - 22-37 years 125 69.4 

  - ≥ 37 years 27 15.0 

  - Mean ± S.D 29.7 ± 7.6 

  - Minimum 17 

  - Maximum 66 

2. Sex   

  - Male 5 2.8 

  - Female 175 97.2 

3. Relationship to the child   

  - Biological parent 172 95.6 

  - Grandparents 3 1.6 

  - Elder brothers/sisters 3 1.6 

  - Relatives 1 0.6 

  - Neighbours  1 0.6 

4. Education of caretakers   

  - Never go to school 6 3.3 

  - Informal education 1 0.6 

  - Primary school 41 22.8 

  - Middle/high school 116 64.4 

  - University/higher 16 8.9 

5. Occupation of caretakers   

  - Dependent 140 77.8 

  - Retirement 1 0.6 

  - Private sector 5 2.8 

  - Own business 23 12.7 

  - Others 11 6.1 
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Table 4.1 Socio-economic-demographic characteristics of caretakers (n=180) 

(Cont.)  

Characteristics Number Percent 

6. Type of residence   

  - Permanent 157 87.2 

  - Mobile (Temporary) 23 12.8 

7. Family income (Kyats)*   

  - ≤ 98,000 10 5.6 

  - 98,000-330,000 146 81.1 

  - ≥ 330,000 24 13.3 

  - Mean ± S.D 214666.7 ± 116773.0 

  - Minimum 30,000.00 

  - Maximum 700,000.00 

8. Family members   

  - ≤ 3 53 29.4 

  - 4-6 99 55.0 

  - ≥ 7 28 15.6 

  - Mean ± S.D 4.8 ± 1.8 

  - Minimum 2 

  - Maximum 12 

*1070 Kyats = 1 US$ 

 

 

4.2 Description of infant feeding knowledge of caretakers 

 Generally, 23.3% of them had good overall knowledge of infant feeding 

practice. However, the overall knowledge of 56.7% of them was poor. (Table 4.2) 
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Table 4.2  Overall status of infant feeding knowledge of caretakers (n=180) 

Infant feeding knowledge Number Percent 

Overall knowledge of Infant feeding practices    

  - Good (≥80%)  42 23.3 

  - Fair (60%-80%) 36 20.0 

  - Poor (<60%) 102 56.7 

 

 More than 80% of caretakers knew correctly about continued 

breastfeeding after 6 months, oral rehydration salt solution or medicines or vitamins 

drops can be given to breastfed under 6 months child, timely introduction of soft food 

at 6 months, feeding during illness and timely introduction of solid food at 12 months. 

Less than 60% of them gave correct responds to the minimum meal frequency at 6 – 7 

months, minimum meal frequency at 12 months and feeding in recovery phase. 

(Appendix A) 

 

 

4.3 Description of perceptions of caretakers towards malnutrition 

and proper infant feeding 

 Generally, 63.9% of caretakers had good attitudes towards infant feeding 

practices. However, 27.8% of them had the attitudes which were uncertain about the 

proper infant feeding practice and 8.3% of then had poor attitude towards the proper 

infant feeding practice. Table 4.3. 

 

Table 4.3  Overall perceptions of caretakers towards malnutrition & optimal infant 

feeding (n=180) 

Perceptions Number Percent 

Overall perceptions of caretakers    

  - Good (≥80%)  115 63.9 

  - Fair (60%-80%) 50 27.8 

  - Poor (<60%) 15 8.3 
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 The detailed analysis indicated 75.0 % of caretakers had good perceived 

threats. Perceived self-efficacy was good in 71.1% of caretakers. Proportion of 

caretakers with good perceived benefits was 70.0%. Caretakers with good perceived 

barriers (who felt themselves as having low barrier) was only 55.0%. (Table 4.4) 

 

Table 4.4  Perceptions of caretakers towards malnutrition & optimal infant feeding 

(n=180) 

Perceptions 
Level of perception (%) 

Good Fair Poor 

1. Perceived threats  75.0 16.7 8.3 

2. Perceived benefits 70.0 21.1 8.9 

3. Perceived barriers  55.0 23.9 21.1 

4. Perceived self-efficacy 71.7 10.0 18.3 

 

 

4.4 Description of cues for proper feeding practice of caretakers   

 Overall status of cues showed 76.1% of caretakers did not received any 

cues. Table 4.5. 

 

Table 4.5  Overall cues of caretakers to perform infant feeding practice (n=180) 

Cues Number Percent 

Overall cues    

  - Received  43 23.9 

  - Not received 137 76.1 

 

 The detailed analysis revealed that over 44.4% of caretakers received good 

encouragement from their family. Only 31.7% of them had the information from 

media. Appendix B. 
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4.5 Description of infant feeding practices of caretakers for 6 – 12 

months children  

 Overall feeding practice indicated 13.4% of caretakers undertook good 

feeding practice. However, 57.2% of them practiced poorly. Table 4.6. 

 

Table 4.6  Overall infant feeding practices of caretakers for 6 – 12 months children 

(n=180) 

Infant feeding practices Numbers Percent 

1. Overall feeding practice   

  - Good (≥80%)  24 13.4 

  - Fair (60%-80%) 53 29.4 

  - Poor (<60%) 103 57.2 

 

 According to individual analysis, continued breastfeeding after 6 months 

was practiced by 90.6% and minimum meal frequency according to the recommended 

frequency for respective ages was practiced by 80.0% of caretakers. Exclusive 

breastfeeding until 6 months was practiced by 53.9% of them. Timely Introduction of 

solid, semi-solid or soft foods according to the recommended consistency for 

respective ages was practiced by 43.9% of caretakers. The dangerous practice of bottle 

feeding with teat was carried out by only 23.9 percent of caretakers. (Appendix C) 

 The following figure explained the amount of food types fed to children by 

caretakers according to memory recall of food fed yesterday. (Figure 4.1)     

According to the recall of memory from the yesterday feeding, more than 

80% of caretakers fed rice and other foods containing calorie such as grains, roots, 

tubers, oils, butters, fats, sugary foods and flesh foods, followed by Vitamin A rich 

foods (57.2%). Proportion of caretakers who fed dairy products to children was 62.8%. 

Only 14.4% of caretakers fed Iron-rich foods to children. 
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Figure 4.1 Percentage of caretaker according to each food fed yesterday to children 

between the ages of 6 months to 12 months  

 

 

4.6 Association between socio-economic-demographic characteristics 

and infant feeding practices of caretakers 

 The significant association existed only between family incomes with 

infant feeding practices among the study group. (Table 4.7) 
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Table 4.7  Association between socio-economic-demographic characteristics and 

infant feeding practice of caretaker (n=180)  

Characteristics 
Total 

response 

Infant Feeding Practice (%) 
P-value 

Good Poor 

1. Age (Years) 0.999C 

  - < 37  153 13.7 86.3  

  - ≥ 37 27 11.1 88.9  

2. Sex    0.999F 

 - Male 5 0.0 100.0  

 - Female 175 13.7 86.3  

3. Relationship     0.999F 

 - Parents 172 13.4 86.6  

 - Others 8 12.5 87.5  

4. Education     0.452F 

 - Non-university 164 12.8 87.2  

 - University/higher 16 18.8 81.2  

5. Occupation  0.523F 

 - Unemployed 141 14.2 85.8  

 - Employed 39 10.3 89.7  

6. Type of residence 0.517F 

 - Permanent 157 12.7 87.3  

 - Temporary 23 17.4 82.6  

7. Family income (Kyats) 0.023F * 

  - < 330,000 156 10.9 89.1  

  - ≥ 330,000 24 29.2 70.8  

8. Family members 0.876C 

 - ≤ 3 53 11.3 88.7  

 - 4 – 6  99 14.1 85.9  

- ≥ 7 28 14.3 85.7  
C Chi-square Test. F Fisher’s Exact Test. * Significant at α = 0.05 
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4.7 Association between knowledge of infant feeding practice and the 

feeding practices of caretakers 

 There was no significant association between overall knowledge of infant 

feeding and infant feeding practices. (Table 4.8) 

 
Table 4.8 Association between Knowledge of Infant feeding practice of caretakers and 

Infant feeding practices (n=180) 

Knowledge Total response 
Infant Feeding Practice (%) 

P-value 

Good Poor 

Overall knowledge of Infant feeding practices 0.078C 

  - Good 42 21.4 78.6  

  - Fair + Poor 138 10.9 89.1  
C Chi-square Test.  

 

 

4.8 Association between perceptions and infant feeding practices of 

caretakers 

 There was association between overall perceptions and infant feeding 

practice. (Table 4.9) 

 

Table 4.9  Association between perception of caretakers and infant feeding practices 

(n=180) 

Perception Total response 
Infant Feeding Practice (%) 

P-value 

Good Poor 

Overall perceptions towards infant feeding practices 0.033C *
 

  - Good 115 17.4 82.6  

  - Fair + Poor 65 6.2 93.8  
C Chi-square Test. * Significant at α = 0.05 

 

 

 



Fac. of Grad. Studies, Mahidol Univ.   M.P.H. / 53 

 

4.9 Association between Cues and infant feeding practices 

 There was no significant association between availability of assistances 

from caretakers’ environment when they were busy or ill, and proper practice of infant 

feeding.  

 

Table 4.10  Association between Cues to caretakers and Infant feeding practices 

(n=180) 

Cues Total response 
Infant Feeding Practice (%) 

P-value 

Good Poor 

Overall cues   0.244(C) 

  - Received 43 18.6 81.4  

  - Not received 137 11.7 88.3  
C Chi-square Test.  
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CHAPTER V 

DISCUSSION 

 

 

 The research was a cross-sectional and population based study. The study 

was intended to explore to establish the associations between the independent 

variables (socio-economic-demographic factors of caretakers, infant feeding 

knowledge of caretakers, perceptions of caretakers towards infant feeding practice and 

cues to infant feeding practice) and dependent variable (feeding practices of 

caretakers) in order to support the research hypotheses. 

The discussion was presented in 2 parts: Discussion on the research 

methodology and Discussion on the analysis findings as followings: 

 

For discussion on the research methodology, 

5.1 Sample size and sampling method 

5.2 Questionnaire development 

 

For discussion on the analysis findings 

5.3 Socio-economic-demographic factors and feeding practice  of 

caretakers 

5.4 Infant feeding knowledge and feeding practice of caretakers 

5.5 Perceptions of caretakers and feeding practice  

5.6 Cues and feeding practice of caretakers 

5.7 Infant feeding practice of caretakers from Hlaingtharyar 

  

 

5.1 Sample size and sampling method 

Sample size of 177 ~ 180 based on 80.9% prevalence of timely 

complementary feeding and error allowance of 0.075 as the percentage of the 

prevalence was chosen because of time constrain. Total cluster to be visited was 20 
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out of 37 clusters of the township, and 9 caretakers who had the children between the 

ages of 6 to 12 months were randomly selected from each cluster. Because of high 

population density of the township, the required number of caretakers from each 

cluster for the survey was obtained within a short distance from the starting point. As a 

result, this study could not access caretakers from different social classes from 20 

clusters and the interviewed caretakers were more or less homogenous. 

 

 

5.2 Questionnaire development 

The questionnaire was pretested and revised according to the findings. 

However, it could not be tested again due to time constrain.  

Cronbach’s Alpha values for knowledge was quite good. After the 

revision, Cronbach’s Alpha values for perceived benefits, perceived self-efficacy and 

cues for the infant feeding practice became improved. The questions for perceived 

susceptibility and perceived severity were combined as perceived threats due to 

Cronbach’s Alpha values for perceived severity was 2.28E-16. Alpha values for 

perceived threats and perceived barriers were still needed to improve. 

 

 

5.3 Socio-economic-demographic factors and the feeding practices of 

caretakers 

According to the results, significant association of family incomes and 

infant feeding practice was existed. Proportion of family whose income was equal to 

or greater than 330,000 Kyats was higher than those with income less than 330,000 

Kyats in practicing good infant feeding practices. It indicated that the more the family 

had better income, the more practice of good infant feeding by caretakers. In order to 

improve the infant feeding practices of caretakers, improvement of family incomes 

played an important role. Apart from family incomes, the rest of socio-economic-

demographic characteristics such as age, sex, relationship, education status, 

occupation, type of residence and family size had no association with infant feeding 
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practices although the association was mentioned in Overview of the Nutrition 

Situation in Seven Countries in Southeast Asia. (Chaparro et al., 2014)  

This lack of association of these characteristics with infant feeding 

practices was probably due to the interviewed caretakers were rather homogenous. 

 

 

5.4 Infant feeding knowledge and the feeding practices of caretakers 

The analysis results indicated there was no association between overall 

infant feeding knowledge and the feeding practices of caretakers. This was probably 

due to homogeneousness of the study caretakers. On the other hand, interviewer bias 

by giving good scores to most of the respondent’s answers might be one of the 

possibilities for this lack of association.  

The descriptive statistics showed that majority of caretakers from this 

township had good knowledge of different infant feeding practices particularly 

exclusive breastfeeding (giving oral rehydration solution, medicines, vitamins, etc.), 

continued breastfeeding after 6 months, introduction of soft food at 6 months, feeding 

during illness (above 90% of caretakers correctly answered them); between 70-80% of 

them correctly answered questions for exclusive breastfeeding (introduction of water 

and complementary feeding), introduction of semi-solid food at 8 months, introduction 

of solid food at 12 months, and minimum meal frequency at 8-9 months. This was due 

to extensive efforts of Township Health Department such as baby friendly hospital 

initiatives, nutrition promotion, prevention and management, together with the 

enthusiastic supports from an International Non-government Organization called 

World Vision which was working there for more than 10 years in giving nutritional 

knowledge and the necessary demonstrations related to nutrition including infant 

feeding for the community.  

The knowledge of exclusive breastfeeding (introduction of water and 

complementary feeding), introduction of semi-solid food at 8 months, minimum 

dietary diversity & iron-rich food and minimum meal frequency at 8-9 months were 

evaluated as fair since they scored between 60% – 80%. 
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The studied group scored less than 60% for, or poorly knew, the 

knowledge of minimum meal frequency at 6-7 months, minimum meal frequency at 

12 months and feeding in recovery phase. 

Among 127 caretakers who had good knowledge of exclusive breast 

feeding, only 17.3% of them practiced good infant feeding, but the rest did not 

practice it. The reasons was that they only received the information to practice 

exclusive breast feeding without any explanations such as breast milk contained 

enough water and nutrients until child was 6 months old, child were prone to get 

diarrhea from feeding of water and complementary food, and the child intestines could 

not absorb nutrients very well from complementary feeding, etc. As a result, 

caretakers were worried their children would be thirsty or would not get adequate 

nutrition and fed complementary feeding and water. Another important factor was 

influence of parent or parent-in-law who did not have the knowledge of proper infant 

feeding practice. 

Among 115 caretakers with good knowledge of Minimum dietary diversity 

and iron rich food, 79.1% of them did not practice and family income might play a 

role in this failure. 

 

 

5.5  Perceptions of caretakers and the feeding practices 

 The study results indicated that overall perceptions (combination of 

perceived threat, perceived benefits, perceived barriers and perceived self-efficacy) 

had significant association with proper infant feeding practices.  The caretakers with 

good overall perceptions performed proper infant feeding practices more than those 

with fair and poor overall perceptions. This finding was important to improve the 

infant feeding practices by modifying the perceptions of caretakers.   

 This finding was different from the study about “Factors Affecting the 

Infant Feeding Practices among Myanmar Migrant Mothers in Mahachai District, 

Samut Sakorn Province, Thailand” which showed there was no association between 

and perceptions and infant feeding practices. (Phyo., 2007) (20) There were some 

major differences between these two study groups which were accountable for this 
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different finding: Majority of caretakers from Hlaingtharyar were unemployed or 

dependent, permanent resident and education level was middle or high school, while 

majority of Myanmar caretakers from Mahachai District were workers, education level 

was primary school and they were migrant workers. 

 Good overall perceptions determined the caretakers to concentrate on 

proper infant feeding practices according to health belief model. Descriptive statistics 

showed that majority of the caretakers had good perceived threats followed by good 

perceived self-efficacy and good perceived benefits. Good perceived threat made these 

caretakers to be aware of dangers of improper infant feeding practices while the good 

perceived benefits among caretakers led to realization of the positive outcomes of 

proper infant feeding practices. The good perceived self-efficacy and the low 

perceived barriers led them to focus on proper infant feeding practices.  

  

 

5.6  Cues and feeding practices of caretakers 

The results showed there was no significant association between overall 

cues and infant feeding practices. This was possibly due to homogeneity of the study 

caretakers. Descriptive statistics also revealed less than half of the study caretakers 

received the encouragements from family, media, relatives, and friends possibly due to 

poverty, and from health personnel due to high population density compared to health 

staff in the township (37 basic health staff: 401,439 population or 1:10,850).  

 

 

5.7  Infant feeding practices of caretakers from Hlaingtharyar 

Analysis results showed continued breast feeding after 6 months, 

minimum meal frequency, and exclusive breast feeding were good infant feeding 

practices: Low bottle feeding practice and minimum dietary diversity were fair 

practices: Timely introduction of solid, semi-solid or soft foods was poor practice 

among the study caretakers. Unemployment status of 77.8% of the caretakers as 

dependent made them to share more time to practice continued breast feeding after 6 

months, minimum meal frequency and exclusive breast feeding. Health education and 

nutrition promotion activities of Township Health Department and other institutions 



Fac. of Grad. Studies, Mahidol Univ.   M.P.H. / 59 

 

also encouraged these practices to certain extent. On the other hand, interviewer bias 

and information bias due to lack or poor cooperation of the caretakers to give true 

answer due to any reason might play for these good data. 

According to the recall of memory from the yesterday feeding, foods 

containing calorie such as grains, roots, tubers, oils, butters, fats, sugary foods and 

flesh foods were consumed by most of the children; followed by Vitamin A rich foods. 

If consumption of dairy products prepared from breast milk substitutes in this study 

was not taken into account, foods containing protein were consumed by less than half 

of the children of the study caretakers. Children were not given enough iron-rich 

foods.  

Knowledge of fair or poor infant feeding practice on minimum dietary 

diversity, timely introduction of solid, semi-solid or soft foods, low consumption of  

foods containing protein and iron-rich foods in the study group was important for 

decision makers to design the nutrition promotion and education programme. 
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CHAPTER VI 

CONCLUSION AND RECOMMENDATIONS 

 

 

6.1 Conclusion 

Infant feeding practice of caretakers from Hlaingtharyar Township from 

Yangon Region, Myanmar was studied during April 2015 by interviewing with 180 

caretakers of 6-12 months old children randomly selected by two stage cluster 

sampling method from 20 out of 37 clusters from the township. 

The study findings showed presence of significant associations between 

family income from socio-economic-demographic factors of caretakers and overall 

perceptions with infant feeding practices of the caretakers.  

Therefore, the analysis results supported the research hypothesis of 

“Different socio-economic-demographic factors, nutrition knowledge, perceived 

susceptibility, perceived severity, perceived benefits, perceived barriers, perceived 

self-efficacy and cues are associated with different infant feeding practices among the 

caretakers from Hlaingtharyar Township from Yangon Region, Myanmar” up to 

certain extent. Description of the characteristics of the caretakers showed the 

caretakers were more or less homogenous and therefore, there may be some external 

validity issue of the research findings. Therefore, the findings are at least useful for the 

Scaling Up Nutrition Activities which was launched in February 2014, implemented 

by Department of Health and assisted by UNICEF, as well as for any institutions 

which are working in the field of nutrition in developing strategies for health 

education and communication for development as well as designing interventions for 

nutrition promotion and prevention of malnutrition, and resource allocation for 

nutrition activities in Hlaingtharyar Township.  
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6.2 Recommendations for promotion of infant feeding practices 

Promotion of infant feeding practices is cross-sectoral issue, and multi-

sectoral involvement of other departments and organization together with Department 

of Public Health is crucial to achieve the objective. The following activities are 

recommended to improve infant feeding practices of caretakers based on the research 

findings in relation to health belief model concept.  

 

6.2.1 Creation of income generation activities at home 

The study showed the majority of the caretakers were dependent or 

unemployed. Creation of small income generation activities at home for this type of 

population may solve the problem up to certain extent.  

 

6.2.2 Minimum wages policy to meet the basic needs for an average 

family size of 4 

Average family income per month of the study caretakers was about 

214,666.67 Kyats or 200.62 US$ and average family members was 5. Every family 

member in the studied group shared 0.95 US$ a month and the amount is below the 

international poverty line of a $1.25/day set by the World Bank (2005 prices).(21) 

Myanmar government passed The Minimum Wage Law, 2013 in 22 March 2013. (22) 

The minimum wages should be paid enough to meet the basic needs of a family with 

average size of 5 members.  

Creation of small income generation activities at home and minimum 

wages policy will modify perceived barriers. 

 

6.2.3 Health education on infant feeding practices 

Health education for promotion of proper infant feeding practice should be 

focused especially on knowledge of exclusive breastfeeding (introduction of water and 

complementary feeding), introduction of semi-solid food at 8 months, minimum 

dietary diversity & iron-rich food and minimum meal frequency at 8-9 months which 

were evaluated as fair, and minimum meal frequency at 6-7 months, minimum meal 

frequency at 12 months and feeding in recovery phase which were evaluated as poor. 
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Since parent and parent-in-law had influence over caretakers, health 

education programme for infant feeding practice should broadly cover not only 

caretakers but also parent and parent-in-law of them.  

According to the study, it is very important to give not only infant feeding 

practice information alone but also together with the reasons of why should they do 

like this. Health education on infant feeding practices will modify perceived threats 

and perceived benefits by understanding the right knowledge. 

 

6.2.4 Communication for development of proper infant feeding 

practices 

The study showed bottle feeding with teat and minimum dietary diversity 

were fair practices and timely introduction of solid, semi-solid or soft foods was poor 

practice among the study caretakers. Therefore, communication for the development 

should be focused on these practices. 

It should also consist of demonstration and contest, especially for low 

income community, that cheaper and easily available foods which also provide protein 

such as eggs or lentils or legume, etc. and iron-rich vegetables can be fed instead of 

expensive food such as meat or flesh for body growth.  

Burrhus Frederic Skinner, an American psychologist and behaviourist, 

stated, “the mere temporal association between a behavior and an immediately 

following reward was regarded as sufficient to increase the probability that the 

behavior would be repeated.” (23) According to Skinner, such activity as cooking 

demonstration and contest followed by award should be repeated as much as possible 

to developed proper infant feeding practices. This communication for development 

also improves perceived self-efficacy of the caretakers to do proper infant feeding 

practices. 

 

6.2.5 Improve accessibility of printed and broadcast Media   

The analysis revealed that less than half of the caretakers had access to 

nutrition education media. It is important to find out which media can be easily 

accessed by most of the caretakers to improve the accessibility of printed and 

broadcast media. 
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6.3 Recommendations for further research  

This study had done for the best within limited period of time to achieve 

better and useful results. However, it still has some area for improvement if this type 

of study is interested to do again in future. The following improvements are 

recommended for the future research.  

 

6.3.1 Improvement of the questionnaire    

Pretest of the questionnaire should be repeated until Cronbach’s Alpha 

value for perceptions questions achieve above 0.7.  

 

6.3.2 Sampling method   

Hlaingtharyar Township has different socio-economic classes. Therefore, 

the sampling method should be modified so that future study can access caretakers 

from different socio-economic classes. 

 

6.3.3 Selection of survey team  

Independent survey team rather than health staff is recommended to avoid 

possible bias in future survey.  
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APPENDIX A 

 

 

Different infant feeding knowledge of caretakers (n=180) 

 

Knowledge type 
Correct Answers 

Number Percentage

1. Exclusive breastfeeding (Introduction of water and 

complementary feeding) 

127 70.6 

2. Exclusive breastfeeding (Giving ORS, medicines, 

vitamins, etc.) 

172 95.6 

3. Continued breastfeeding after 6 months 177 98.3 

4. Introduction of soft food at 6 months 170 94.4 

5. Introduction of semi-solid food at 8 months 140 77.8 

6. Introduction of solid food at 12 months 144 80 

7. Minimum dietary diversity & Iron-rich food 119 66.1 

8. Minimum meal frequency at 6 – 7 months 93 51.7 

9. Minimum meal frequency at 8 – 9 months 139 77.2 

10. Minimum meal frequency at 12 months 88 48.9 

11. Feeding during illness 167 92.8 

12. Feeding in recovery phase 79 43.9 
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APPENDIX B 

 

 

Different cues for proper feeding practice of caretakers (n=180) 

Encouragement types 
Level of Cues (%) 

Good Fair Poor 

1. From family members 44.4 22.8 32.8 

2. From medias 31.7 13.9 54.4 

3. From relatives and friends 36.7 21.7 41.6 

4. From health personnel 35.6 22.2 42.2 

5. Availability of assistances from family or 
friends or neighbours when caretaker is busy 

37.8 28.9 33.3 
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APPENDIX C 

 

 

Individual infant feeding practices of caretakers for 6 – 12 months 

children (n=180) 

Infant feeding practices Numbers Percent 

1. Exclusive breastfeeding until 6 months   

  - Practice 97 53.9 

  - Not practice 83 46.1 

2. Continued breastfeeding after 6 months   

  - Practice 163 90.6 

  - Not practice 17 9.4 

3. Practice of bottle feeding   

  - Practice 43 23.9 

  - Not practice 137 76.1 

4. Timely Introduction of solid, semi-solid or soft 

foods 

  

4.1 Overall Introduction of solid, semi-solid or soft 
foods (n=180) 

  

  - Correct 79 43.9 

  - Incorrect 101 56.1 

4.2. Introduction of soft food at 6 months (n=54)   

  - Correct 30 55.6 

  - Incorrect 24 44.4 

4.3. Introduction of semi-solid soft food at 8 months 
(n=97) 

  

  - Correct 38 39.2 

  - Incorrect 59 60.8 

4.4. Introduction of solid food at 12 months (n=29)   

  - Correct 8 27.6 

  - Incorrect 21 72.4 
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Individual infant feeding practices of caretakers for 6 – 12 months 

children (n=180) (Cont.) 

Infant feeding practices Numbers Percent 

5. Minimum dietary diversity   

5.1. Feeding consists of all 4 food groups   

  - Yes 112 62.2 

  - No 68 37.8 

5.2. Feeding consists of Rice as staple food   

  - Yes 173 96.1 

  - No 7 3.9 

5.3. Feeding consists of foods providing energy   

  - Yes 153 85.0 

  - No 27 15.0 

5.4. Feeding consists of foods encourage growth   

  - Yes 172 95.6 

  - No 8 4.4 

5.5. Feeding consists of foods encourage prevention of 
diseases 

  

  - Yes 125 69.4 

  - No 55 30.6 

6. Minimum meal frequency   

6.1. Overall minimum meal frequency (n=180)   

  - Meet 144 80.0 

  - Not meet 36 20.0 

6.2. Minimum frequency for 6 – 7 months (n=54)   

  - Meet 41 75.9 

  - Not meet 13 24.1 

6.3. Minimum frequency for 8 – 9 months (n=53)   

  - Meet 47 88.7 

  - Not meet 6 11.3 
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Individual infant feeding practices of caretakers for 6 – 12 months 

children (n=180) (Cont.) 

Infant feeding practices Numbers Percent 

 

6.4. Minimum frequency for 10 – 12 months (n=73)   

  - Meet 56 76.7 

  - Not meet 17 23.3 
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APPENDIX D 

QUESTIONNAIRE (ENGLISH) 

 

 

Infant feeding practice of the caretakers in Hlaingtharyar Township in Yangon Region, 
Myanmar 

Questionnaire 
 Part – I: Caretaker information 

CI-1. Age: __ __          CI-2. Sex: 1. Male     2. Female           
CI-3. Relationship to the child: 1. Biological parent     2. Non-biological parent                         
3. Grandparents     4. Elder brothers/sisters     5. Relatives     6. Housemaid                          
7. Neighbors 
CI-4. Education: 1. Never go to school     2. Informal Education     3. Primary                          
4. Middle/High            5. University and Higher 
CI-5. Occupation: 1. Dependent     2. Retirement     3. Public sector    4. Private 
sector     5. NGO     6. Own business     7. Others: __________ 
CI-6. Type of residence: 1. Permanent     2. Mobile (Temporary) 
CI-7. Monthly income of the family (in Kyats): __ __ __ __ __ __ __  
CI-8. Number of family member: __ __ 

 Part – II. Age and Breast feeding status of the child 

AB-1. What is the age of the child in months on the completed birthday? __ __ 
AB-2. Is the child ever breastfed?  1. No     2. Yes 
 Part – III: Knowledge on Infant feeding practice 

If caretaker’s answer is “True” circle “2” and if “False”, circle “1”. If “Don’t know”, 
circle “0” 

No. Question DK False True

IFK-1. You do not need to give plain water to a breastfed child 
who is under 6 months. Is it true? (Knowledge of Exclusive 
breast feeding) 

0 1 2 

IFK-2. Can you give ORS, Medicines and Vitamin drops if the 
breastfed under 6 months old child is ill? (Knowledge of 
Exclusive breast feeding) 

0 1 2 

IFK-3. Do you think breast feeding is needed to continue after the 
child is 6 months old? (Knowledge of Continued breast 
feeding) 

 

 

 

0 1 2 
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IFK-4. 

 

Which consistency of complementary feeding will you 
introduce according to age of child? (Knowledge of Timely 
introduction of soft, semi-solid, and solid foods ) Read out 
the responses.  

At 6 months of age_ 

(a) “Soft food such as Mashed food or porridge                       
(b) Semi-solid food such as small and soft pieces of 
meat/fish/poultry or ripened fruits (finger foods that can be 
eaten child alone)  
(c) Solid food such as family food  

If answer is (a), then circle “2”, otherwise, circle “1”. 

 

 

 

 

 

 

0 

 

 

 

 

 

 

1 

 

 

 

 

 

 

2 

IFK-5 At 8 months of age_ 

(a) “Soft food such as Puree or porridge                               
(b) Semi-solid food such as small and soft pieces of 
meat/fish/poultry or ripened fruits (finger foods that can be 
eaten child alone)  
(c) Solid food such as family food  

If answer is (b), then circle “2”, otherwise, circle “1”. 

 

 

 

 

0 

 

 

 

 

1 

 

 

 

 

2 

IFK-6 At 12 months of age_ 

(a) “Soft food such as Mashed food or porridge                       
(b) Semi-solid food such as small and soft pieces of 
meat/fish/poultry or ripened fruits (finger foods that can be 
eaten child alone)  
(c) Solid food such as family food 

If answer is (c), then circle “2”, otherwise, circle “1”. 

 

 

 

 

0 

 

 

 

 

1 

 

 

 

 

2 

IFK-7 How many kinds of food do you need to feed your child 
daily to attain good nutrition status? (Knowledge of 
Minimum dietary diversity & Iron-rich food).                         
(Opened question. Do not read out the answers.)  
Underline the food answered by caretaker. Then circle 
the respective line number and respective Food Group 
Number.  
If all 4 food group numbers are circled after caretaker 
finishes answering, Circle “2” from right column; 
otherwise, circle “1”.) 

   

Group I. Staple diet 
i. Rice 

0 1 2 
Group II. Foods providing energy 
ii. Any food made from grains, roots and tubers 
iii. Any food made from any oil, butter, fats 
iv. Any foods made from sugary foods such as sugar, palm 
juice bead, sugarcane juice plate, candy 
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Group III. Foods encouraging body growth 
v. flesh foods (meat, fish, poultry and liver/organ meats) 
vi. dairy products (milk, yogurt, cheese) 
vii. eggs 
viii. legumes and nuts 

 Group IV. Foods encouraging prevention of diseases 
ix. Iron-rich food likes meat and organs from cattle, fowl, 
fish, and poultry; and non-animal foods such as legumes 
and green leafy vegetables 
x. vitamin-A rich fruits and vegetables like pumpkin, 
carrot sweet potatoes any dark green leafy vegetables ripe

   

 (xii) Other foods (mentioned food name: 
__________________) 

   

IFK-8 How many times do you need to feed your child minimally 
in a day? Ask for each age group. (Knowledge of Minimum 
meal frequency)  

At 6 – 7 months of age: at least _____ times a day. 

If i ( l 3 i ) i l “2” h i i l

0 1 2 

IFK-9 At 8 – 9 months of age: at least _____ times a day. 

If answer is (3-4 times), circle “2” otherwise, circle “1”. 
If answer is “Don’t know”, circle “0”. 

0 1 2 

IFK-
10 

At 10 – 12 months of age: at least _____ times a day. 

If answer is (4 times), circle “2” otherwise, circle “1”. 
If answer is “Don’t know”, circle “0”. 

0 1 2 

IFK-
11 

When the child is sick, will you_ 
(a) encourage child to drink more fluid especially breast 
milk and to eat soft, varied appetizing, favorite foods? (or) 
(b) stop feeding? (Knowledge of Feeding during illness) 
If answer is (a), circle “2” otherwise, circle “1”. 
If answer is “Don’t know” circle “0”

0 1 2 

IFK-
12 

After recovery from illness, the amount of food intake 
should be  
(a) as usual or before illness? 
(b) less than before illness? 
(c) more than before illness? 
(Knowledge of Feeding during recovery)

0 1 2 
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 Part – IV: Perception of caretaker on Infant feeding practice 

A. Perceived susceptibility 

No. Question N
o 

U
n

ce
rt

ai
n

 

Y
es

 

PIF-1. Do you think giving water and complementary feeding 
(except giving ORS/Medicines when child is ill and 
Vitamins drops) to breastfed child who is less than 6 
months is not good for child? 

1 2 3 

PIF-2. Do you think stopping breast feeding after 6 months of age 
have significant effect on child’s nutritional status, health 
and development? 

1 2 3 

PIF-3. Do you agree starting complementary feeding before 6 
months or after 8 months can make malnutrition? 

1 2 3 

PIF-4. Do you think meal with less than 4 varieties of food causes 
malnutrition? 

1 2 3 

PIF-5. If you do not feed at least one food from liver, meat, 
poultry, fish, and green leafy vegetables daily, child will 
not get enough iron. Do you agree? 

1 2 3 

PIF-6. Do you agree your child can get malnutrition if the child 
does not get minimally required frequency of meal 
according to the respective age? 

1 2 3 

B. Perceived severity 

No. Question N
o 

U
n

ce
rt

ai
n

 

Y
es

 
PIF-7. Malnutrition causes frequent illness to child. 1 2 3 

PIF-8. Malnutrition causes poor physical development to child.  1 2 3 

PIF-9. School performance will be poor in student life if a child 
suffers from malnutrition now.  

1 2 3 

PIF-10. Is it possible that his/her future income will be poor if the 
child is not fed well now?  

1 2 3 

C. Perceived benefit  

PIF-11. Not feeding water to breast-fed, under 6 months old child is 
good for nutrition and health of child. 1 2 3 

PIF-12. Introduction of complementary feeding at 6 months 
prevents a child from malnutrition.  

1 2 3 

PIF-13. Complementary feeding which consists of at least one food 
from each food group prevents frequent illness, stunting, 
and poor school performance. 

1 2 3 

PIF-14. Complementary feeding which meets minimum meal 
frequency for respective age prevents frequent illness, 
stunting, and poor school performance. 

1 2 3 
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PIF-15. Appropriate consistency of complementary feeding 
according to respective age prevents child from 
malnutrition. 

1 2 3 

 

 

D. Perceived barriers  

Read out the caretaker the following paragraph: 

Your child needs to eat at least 1 food from each group of Group I. Rice as a staple diet; 

Group II. Foods providing energy such as any food made from grains, roots and tubers; any 

food made from any oil, butter, fats; any foods made from sugary foods such as sugar, palm 

juice bead, sugarcane juice plate, candy; Group III. Foods encouraging body growth such as 

flesh foods (meat, fish, poultry and liver/organ meats); dairy products (milk, yogurt, cheese); 

eggs; legumes and nuts; and Group IV. Foods encouraging prevention of diseases such as (i) 

Iron-rich food likes meat and organs from cattle, fowl, fish, and poultry; and non-animal foods 

such as legumes and green leafy vegetables; (ii) vitamin-A rich fruits and vegetables like 

pumpkin, carrot, sweet potatoes, any dark green leafy vegetables, ripe mangoes, ripe papayas; 

(iii) other fruits and vegetables. 

Frequency of meal should be 3 times per day for 6 – 7 months of age, 3-4 times per day for 

children of 8 – 9 months of age and 4 times per day children of 10 – 12 months of age and 5 

times per day for 13 months and onwards. 

Consistency of food should be soft food such as porridge or Mashed food for 6 months, semi-

solid such as small and soft pieces of meat/fish/poultry or ripened fruits for 8 months and solid 

foods or family food for 1 year old child. 

When a child is sick, encourage the child to drink more fluid especially breast milk and to eat 

soft, varied appetizing and favorite food. After recovery from the illness, the amount of food 

intake should be more than before the illness.  

Ask the questions to caretaker and then ask her to point out her score from 1 (Lowest) to 
5 (Highest). 

No. Question Low ---------------High 

PIF-16. What is your score for the cost of feeding for your 
child as mentioned above? 

1 2 3 4 5 

PIF-17. What is your score to share your time to prepare 
the food for your child as mentioned above? 

1 2 3 4 5 

PIF-18. What is score for your believe that feeding as 
mentioned above make benefit to your child? 

1 2 3 4 5 

PIF-19. How much food from above mentioned list are 
good for your child? 

1 2 3 4 5 
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PIF-20. How much easily can you find above mentioned 
food? 

1 2 3 4 5 

 
E. Perceived self-efficacy  
Ask the questions to caretaker and then ask her to point out her confident score from 1 
(Lowest) to 5 (Highest). 

No. Question Low ---------------High 

PIF-21. How much are you confident yourself that you can 
continue breast feeding until your child is 2 years 
old to prevent malnutrition? (For Breast-fed mother 
only) 
 

1 2 3 4 5 

PIF-22. How much are you confident yourself that you 
have enough knowledge to feed your child to get 
good nutrition? 
 

1 2 3 4 5 

PIF-23. How much are you confident yourself that you can 
prepare nutritious complementary food for your 
child to prevent malnutrition? 

1 2 3 4 5 

PIF-24. How much are you confident yourself that you can 
prepare nutritious complementary food for your 
child without using expensive food? 

1 2 3 4 5 

F. Cues for optimal infant feeding practice  

No. Question Low ---------------High 

PIF-25. Does your family member remind you to feed your 
child as mentioned above? 

1 2 3 4 5 

PIF-26. Have you ever watched/listened to feed your child 
as mentioned above from 
TV/Radio/Billboard/Poster/ Newspaper/Journal or 
Magazine? 

1 2 3 4 5 

PIF-27. Have your friends/relatives ever told you to feed 
your child as mentioned above? 

1 2 3 4 5 

PIF-28. Have health personnel ever told you to feed your 
child as mentioned above? 

1 2 3 4 5 

PIF-29. Do your family members or friends or neighboring 
help you to prepare nutritious food for child 
whenever you are busy/ill? 

1 2 3 4 5 

PIF-30. Have you ever watched cooking demonstration on 
how to prepare and cook nutritious diet for your 
child? 

1 2 3 4 5 
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 Part – V: Information on Infant feeding practice 

No. Question Response Skip 

IF-1. Did you ever breastfed the child? (Ever 
breastfed) 

No -----------  1 

Yes-----------  2   

 Go to IF-4 

 Go to IF-2 

 

IF-2. Was the child breastfed yesterday during the 
day or at night? (Continued Breast feeding) 

No ------------ 1 

Yes ----------- 2 

 Go to IF-
3.a 

IF-3.a Did the child get expressed breast milk by 
spoon, cup or bottle without teat? (Continued 
Breast feeding) 

No ------------ 1 

Yes ----------- 2 

 Go to IF-
3.b 

 Go to IF-4 

IF-3.b What is the reason for not feeding breast milk 
yesterday:  

____________  

IF-4. Was the child fed infant formula, any food or 
drink with a bottle with teat during previous 
day? (Bottle feeding) 

No ------------ 1 

Yes ----------- 2 

 

IF-5.a Have already fed water to child? If you did so, 
at what age of the child, did you start feeding 
water? (Exclusive Breast Feeding) 
 Answer:  Not started yet 
                   __ __ months 

 

 

 

 

 

Not EBF ---- 1 

EBF---------- 2 

DK ---------- 3 

 

IF-5.b Have already started complementary feeding to 
child? If you have already started it, at what 
age of the child, did you start it? (Exclusive 
Breast Feeding) 
 Answer:  Not started yet 
                   __ __ months 
 If the answer for either IF-5.a or IF-5.b is 
“Not started yet” for under 6 months old 
child,  Circle “2”. Otherwise. Circle “1”. 
If the answer is “more than 6 months” for 6 
months and above old child, Circle “2”.

IF-6.  To ask caretaker of 6 – 7 months old 
child_ 
At which age of the child (in months), did you 
start introducing soft foods like porridge or 
Mashed food? (Timely introduction of solid, 
semi-solid or soft foods) 
 Answer: __ __ months 
 If the answer is 6 months, Circle “2”.  
Otherwise. Circle “1”. 

No ------------ 1 

Yes ----------- 2 

DK ----------- 3 

 

 

 To ask caretaker of 8 – 11 months old 
child_ 
At which age of the child (in months), did you 
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start introducing semi-solid foods like small 
and soft pieces of meat/fish/poultry or ripened 
fruits? 
 Answer: __ __ months 
If the answer is 8 months, Circle “2”. 
Otherwise. Circle “1”.  
 To ask caretaker of 12 months old child_ 
At which age of the child (in months), did you 
start introducing solid foods like family food? 
 Answer: __ __ months 
If the answer is 12 months, Circle “2”. 
Otherwise. Circle “1”.  

IF-7. Please describe everything that the child ate yesterday since getting up from bed, 
whether at home or outside the home. After that, what did the child eat anything else? Repeat 
this question until the child went to sleep. (Minimum dietary diversity & Iron-rich foods)                 
Do not read out the answers. 

Listen the answers and underline the respective food answered by caretaker and then 
circle “Food Group Number”.  

After caretaker finishes answering, circle “2” if caretakers’ answers include all 4 food groups: 
Otherwise, circle “1”. 

No. Questions No Yes 
IF-7. Food Group I. Staple diet 

i. Rice or porridge 

1 
 

2 
 

Food Group II. Foods providing energy 
ii. Any food made from grains, roots and tubers 
iii. Any food made from any oil, butter, fats 
iv. Any foods made from sugary foods such as sugar, palm juice 
bead, sugarcane juice plate, candy 
Food Group III. Foods encouraging body growth 
v. flesh foods (meat, fish, poultry and liver/organ meats) 
vi. dairy products (milk, yogurt, cheese) 
vii. eggs 
viii. legumes and nuts 
Food Group IV. Foods encouraging prevention of diseases 
ix. Iron-rich food likes meat and organs from cattle, fowl, fish, and 
poultry; and non-animal foods such as legumes and green leafy 
vegetables 
x. vitamin-A rich fruits and vegetables like pumpkin, carrot, sweet 
potatoes, any dark green leafy vegetables, ripe mangoes, ripe papayas 
xi. other fruits and vegetables 
Other foods (Mentioned name of the food):   

IF-8. How many times did the child eat complementary food yesterday 
during the day or at night? (Minimum meal frequency) 

  

To ask For the child who is between 6 – 7 months of age: ______ 
times. 

If answer is (3 times and above), circle “2” otherwise, circle “1”. 1 2 

To ask For the child who is between 8 – 9 months of age: ______ 
times. 
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If answer is (3 – 4 times and above), circle “2” otherwise, circle 
“1”. 

To ask For the child who is between 10 – 12 months of age: ______ 
times. 

If answer is (4 times and above), circle “2” otherwise, circle “1”. 
 
End of the questionnaire. 
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APPENDIX E 

 
 

jrefrmEdkifiH? &efukefwdkif;a'oBuD;? vIdifom,mNrdKUe,ftwGif;wGif&Sd 
uav;oli,fjyKpkapmifha&SmufolwdkU\ wpfESpfatmufuav;twGuf tm[m&auR;arG;jcif;qdkif&m 

tavhtxudk avhvmjcif; 
(awGUqHkaqG;aEG;jcif; ar;cGef;vTm) 

tydkif; - 1/ uav;i,fudk jyKpkapmifha&Smufol\ owif;tcsuftvuf 
CI-1. touf __ __          CI-2. usm;^r 1/ usm;    2/ r               
CI-3. uav;ESifhtrsdK;awmfpyfyHk     1/ rdbt&if;    2/ arG;pm;rdb     3/ tzdk;tzGm;                       
4/ tpfudkBuD;^tpfrBuD;    5/ aqGrsdK;om;csif;    6/ tdrfaz:    7/ tdrfeD;csif; 
CI-4. ynma&;     1/ ausmif;raebl;yg     2/ ausmif;jyify ynma&;     3/ rlvwef;                    
4/ tv,fwef;^txufwef;            5/ wuúodkvfESifhtxuf ynma&; 
CI-5. tvkyftudkif 1/ rSDcdk     2/ yifpif     3/ tpdk;&0efxrf;    4/ yk*¾vdu0efxrf;                   
5/ tpdk;&r[kwfaom tzGJUtpnf;     6/ udk,fydkifvkyfief;     7/ tjcm; __________ 
CI-6. ,ckvdyfpmwGif aexdkifrI 1/ tNrJaexdkif     2/ ,m,Daexdkif 
CI-7. rdom;pk cefUrSef; vpOf0ifaiG (usyf)  __ __ __ __ __ __ __  
CI-8. rdom;pk0ifOD;a& __ __ 
tydkif; - 2/ uav;i,f\toufESifh rdcifEdkUwkdufauR;rItajctae 
AB-1. uav;\jynfhNyD;touf__ __ 
AB-2. uav;udk rdcifEdkUwdkufauR;zl;jcif;  1/ wdkufzl;ygonf/     2/ rwdkufzl;yg/ 
tydkif; - 3/ wpfESpfatmufuav;twGuf tm[m&auR;arG;jcif;qdkif&m A[kokw 
r[kwfyg^rrSefyg[k ajzqdkygu (1) udk 0dkif;yg/ [kwfygonf^rSefygonf[kajzqdkygu (2)udk 0dkif;yg/ (cJwHjzifhom) 

trSwfpOf ar;cGef;rsm; rodyg rSm; rSef 

IFK-1. touf(6)vatmuf rdcifEdkUwdkufaeaom uav;udk a&wdkuf&ef 
rvdktyfyg/ 

0 1 2 

IFK-2. touf(6)vatmuf rdcifEdkUwdkufaeaom uav;udk a&rwdkuf&aomf 
vnf; aeraumif; jzpfygu "gwfqm;&nf? aq;? tm;aq;wdkUudk 
wdkufauR;Edkifygonf/ 

0 1 2 

IFK-3. uav;\touf(6)vjynfhoGm;aomfvnf; rdcifEdkUqufvufwdkufauR; 
ay;&ef vdktyfygonf/ 0 1 2 

IFK-4. 

 

atmufyg tajzwdkUudk zwfjyí tajzwpfckudk a&G;cs,fcdkif;yg/  

uav;\touf(6)vwGif auR;&rnfhtpmtpmrsm;rSm - 
(u) tpmaysmhaysmh – Oyrm El;aeatmifjyKwfxm;aomqefjyKwf? ZGef;jzifh 
ajcxm;aom xrif;? iSufaysmoD;rSnfh? oabFmoD;rSnfh                        
  
(c)  rrmraysmhaomtpm;tpm – Oyrm El;nHUatmifcsufxm;aom 
tom;^ig;? rSnfhaeaom opfoD; (uav;udk,fwkdif vufjzifhudkifpm; 
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Edkifaom tpm;tpm) 
(*) tyltpyfrSvGJívlBuD;pm;aom xrif;[if;twdkif; 

tajz (u) udk a&G;cs,fygu (2) udk 0dkif;yg? r[kwfygu (1) udk 
0dkif;yg? rodygu (0) udk 0dkif;yg/ 

 

0 

 

1 

 

2 

IFK-5 
uav;\touf(8)vwGif auR;&rnfhtpmtpmrsm;rSm - 
(u) tpmaysmhaysmh – Oyrm El;aeatmifjyKwfxm;aomqefjyKwf? ZGef;jzifh 
acsxm;aom xrif;? iSufaysmoD;rSnfh? oabFmoD;rSnfh                        
  
(c)  rrmraysmhaomtpm;tpm – Oyrm El;nHUatmifcsufxm;aom 
tom;^ig;? rSnfhaeaom opfoD; (uav;udk,fwkdif vufjzifhudkifpm; 
Edkifaom tpm;tpm) 
(*) tyltpyfrSvGJívlBuD;pm;aom xrif;[if;twdkif; 

tajz (c) udk a&G;cs,fygu (2) udk 0dkif;yg? r[kwfygu (1) udk 
0dkif;yg? rodygu (0) udk 0dkif;yg/ 

0 1 2 

IFK-6 
uav;\touf(12)vwGif auR;&rnfhtpmtpmrsm;rSm - 
(u) tpmaysmhaysmh – Oyrm El;aeatmifjyKwfxm;aomqefjyKwf? ZGef;jzifh 
acsxm;aom xrif;? iSufaysmoD;rSnfh? oabFmoD;rSnfh                        
  
(c)  rrmraysmhaomtpm;tpm – Oyrm El;nHUatmifcsufxm;aom 
tom;^ig;? rSnfhaeaom opfoD; (uav;udk,fwkdif vufjzifhudkifpm; 
Edkifaom tpm;tpm) 
(*) tyltpyfrSvGJívlBuD;pm;aom xrif;[if;twdkif; 

tajz (*)udk a&G;cs,fygu (2) udk 0dkif;yg? r[kwfygu (1) udk 
0dkif;yg? rodygu (0) udk 0dkif;yg/ 

0 1 2 

IFK-7 
wpfESpfatmufuav;i,f tm[m&jynfh0ap&eftwGuf 
aeUpOfaeUwdkif;auR;&ef vdktyfaom tpm;tpmrsm;udk ajymjyyg/  
  
tajzudk zwfrjyygESifh/ olajymonfudk em;axmifyg/ 
 
olajymjyaom tpm;tpmonf atmufygpm&if;wGif yg0ifygu 
xdktpm;tpmrsm;udk rsOf;om;yg? NyD;vsif xdktpm;tpmESifhoufqdkifaom 
vdkif;eHygwfudk rsOf;om;yg? xdkUaemuf xdktpm;tpm\ tkyfpkeHygwfudk 
0dkif;yg/ 
 
ajzqdkjcif; NyD;qHk;oGm;ygu tpm;tpmtkyfpk eHygwftm;vHk;udk 0dkif;xm; 
ygu nmbuf aumfvHwGif&Sd (2) udk 0dkif;ay;yg/ tpm;tpmtkyfpk eHygwf 
tm;vHk;udk 0dkif;rxm;vsif (1) udk 0dkif;yg/                              

   

 
tkyfpk - 1/ t"du tpm;tpm 
(1) xrif;  1 2 

 
tkyfpk - 2/ tm;jzpfapaom tpm;tpmrsm; 
(2) qef?*sHK?ajymif;?aumufnSif;ponfwdkUjzifhjyKvkyfxm;aomtpm;tpm? 
tmvl;?uefpGef;O? ydef;O 
(3) qD? axmywf ponfwdkUjzifhjyKvkyfxm;aomtpm;tpm 
(4) oMum;?  xef;vsuf? MuHoumponfh csdKaomtpm;tpm 

   

 
tkyfpk - 3/ cE¨mudk,fBuD;xGm;zGYHUNzdK;apaom tpm;tpmrsm; 
(5) tom;trsdK;trsfdK; (Muuf?0uf?ig;?ig;uav;?ykZGef?ykZGefqdwf)? tonf;? 
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bJaoG; 
(6) EdkUtrsdK;rsdK;ESifh EdkUjzifhjyKvkyfxm;aomtpm;tpm (Oyrm – 'def? 'defcsOf) 
(7) OtrsdK;trsdK; 
(8) yJtrsdK;rsdK;? yJtrsdK;rsdK;jzifhfhjyKvkyfxm;aomtpm;tpm Oyrm – wdkU[l;? 
yJjym;? yJykyfjym; 

 
tkyfpk - 4/ a&m*gumuG,fapaom tpm;tpmrsm; 
(9) oH"gwfygaom trJ?0ufMuufponfwdkU\ tom;trsdK;rsdK;? tonf; 
ESifh tpdrf;a&mif &Sdaom t&GuftrsdK;rsdK; 
(10) ADwmrif – at"mwfyg0ifaom t0ga&mif&Sdaom toD;trsdK;rsdK; 
Oyrm – z&HkoD;? rkefvmOeD? uefZGef;O? oabFmoD;rSnfh? o&ufoD;rSnfh? ESifh 
tpdrf;&ifha&mif&Sdaom t&Guf trsdK;rsdK; Oyrm – [if;Eke,f&Guf 
(11) tjcm; toD;trsdK;rsdK;ESifh t&GuftrsdK;trsdK; 

   

 
(12) tjcm;tpm;tpm (trnfudk a&;ay;yg)    

IFK-8 wpfESpfatmufuav; tm[m&jynfh0ap&eftwGuf waeUvQif tenf; 
qHk; b,fESpfBudrf auR;&ef vdktyfygovJ/ tajzwdkUudk touftkyfpk 
tvdkuf ar;yg/ 

touf 6-vrS 7-v twGif;     átajz waeYvQif tenf;qHk; __ 
Budrf                     

tu,fí (waeYvsif tenf;qHk; 3 - Budrf) udk ajzvQif (2) udk 
0dkif;yg? r[kwfygu (1) udk 0dkif;yg? rodygu (0) udk 0dkif;yg/ 

0 1 2 

IFK-9 touf 8-vrS 9-v twGif;     átajz waeYvQif tenf;qHk; __ 
Budrf                     

tu,fí (waeYvsif tenf;qHk; 3 - 4 Budrf) udk ajzvQif (2) udk 
0dkif;yg? r[kwfygu (1) udk 0dkif;yg? rodygu (0) udk 0dkif;yg/ 

0 1 2 

IFK-10 touf 10-vrS 12-v twGif;  átajz waeYvsif tenf;qHk; __ 
Budrf                     

tu,fí (waeYvsif tenf;qHk; 4 - Budrf) udk ajzvQif (2) udk 
0dkif;yg? r[kwfygu (1) udk 0dkif;yg? rod[k ajzygu (0) udk 0dkif;yg/ 

0 1 2 

tydkif; - 4/ uav;oli,fjyKpkapmifha&Smufol\ wpfESpfatmufuav;twGuf 
tm[m&auR;arG;jcif; tay:oabmxm; 

u/ tm[m&csdKwJhrI tvG,fwul cHpm;&Edkifjcif;tay: oabmxm; 

trSwfpOf ar;cGef;rsm; 

o
ab

mr
w
lyg
 

ro
d^r
ao

cs
my
g 

o
ab

mw
lyg
o
n
f 

PIF-1. rdcifEdkUwdkufaeonfh touf 6-vatmufuav;udk a&wdkufjcif; 
aMumifh uav; tm[m&csdKUwJh Edkifygonf/ 

1 2 3 

PIF-2. uav;touf 6-vjynfhNyD;aemuf rdcifEdkUjzwfvdkufvsif uav; 
\ tm[m&jynfh0rI? usef;rma&; ESifh BuD;xGm;zGHUjzdK;rIwdkUudk 
xdcdkufEdkifygonf/ 

1 2 3 
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PIF-3. uav;touf 6-vrjynfhcif jznfhpGufpmauR;jcif; odkUr[kwf 
8-v jynfhNyD;aemufrS jznfhpGufpmauR;jcif;wdkUaMumifh uav; 
tm[m&csdKUwJhEdkifonf/ 

1 2 3 

PIF-4. wpfaeYvsif tpmtm[m&trsdK;tpm; (4)rsdK;xufavsmhauR; 
ygu uav;tm[m& csdKUwJh Edkifonf/ 

1 2 3 

PIF-5. tonf;? tom;? ig;? tpdrf;&ifha&mif&Sdaomt&GufponfwdkUrS 
tpm;tpmtenf;qHk; wpfrsdK;udk aeUpOfauR;&efvdktyfygonf? 
odkYr[kwfygu uav;twGuf vHkavmufaom oH"mwf r&Edkifyg/ 

1 2 3 

PIF-6. touftvdkuf tenf;qHk;auR;&rnfh tBudrfa&rjynfhygu 
uav;onf tvG,fwul tm[m& csdKUwJhEdkifygonf/ 

1 2 3 

c/ tm[m&csdKwJhjcif;aMumifh a&m*g?aemufqufwGJrsm; jyif;xefpGm cHpm;&Edkifjcif;tay: oabm 
xm; 

trSwfpOf ar;cGef;rsm; 

o
ab

mr
w
lyg
 

ro
d^r
ao

cs
my
g 

o
ab

mw
lyg
o
n
f 

PIF-7. tm[m&csdKUwJhjcif;aMumifh uav;i,f rMumcP aeraumif; 
jzpfEdkifonf/ 

1 2 3 

PIF-8. tm[m&csdKUwJhjcif;aMumifh uav;i,f cE¨mudk,fzGHUNzdK;rI xdcdkuf 
Edkifonf/ 

1 2 3 

PIF-9. ,cktcsdefwGif tm[m&csdKUwJhjcif;aMumifh uav;i,f ausmif;ae 
onfhtcg ynma&; nHhzsif;Edkif ygonf/ 

1 2 3 

PIF-10. ,cktcsdefwGif tm[m&csdKUwJhjcif;aMumifh t&G,fa&mufvmonfh 
tcg 0ifaiGaumif;pGm r&SmEdkif awmhyg/ 

1 2 3 
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*/ tm[m&pepfwusauR;arG;jcif;aMumifh &&SdonfhtusdK;aus;Zl;tay: oabmxm; 

trSwfpOf ar;cGef;rsm; 

o
ab

mr
w
lyg
 

ro
d^r
ao

cs
my
g 

o
ab

mw
lyg
o
n
f 

PIF-11. touf 6-vatmuf rdcifEdkUwdkufaeaom uav;udk a&vHk;0 
rwdkufvsif tm[m&jynfh0NyD; usef;rma&;vnf; aumif;rGef 
onf/ 

1 2 3 

PIF-12. touf 6-vjynfhrS jznfhpGufpmauR;jcif;onf uav;twGuf 
tm[m&jynfh0NyD; usef;rma&; vnf; aumif;rGefaponf/ 

1 2 3 

PIF-13. touf 1-ESpfatmufuav;udk tm[m&tkyfpk 4-ckpvHk;rS 
tpm;tpm wpfrsdK;jcif;pD aeUpOf yg0ifatmif auR;ygu 
tm[m&csdKUwJhjcif;? rMumcPzsm;emjcif; ESifh BuD;xGm;zGHUjzdK;rI 
xdcdkufjcif; wdkUudk umuG,fEdkifygonf/ 

1 2 3 

PIF-14. touf 1-ESpfatmufuav;udk touftvdkuf tenf;qHk; 
auR;&rnfhtBudrfa& jynfhrDDatmif auR;jcif;jzifh tm[m& 
csdKUwJhjcif;? rMumcPzsm;emjcif; ESifh BuD;xGm;zGHUjzdK;rIxdcdkufjcif; 
wdkUudk umuG,fEdkifygonf/ 

1 2 3 

PIF-15. tpm;tpmtaysmhtrmudk touftvdkuf oifhavsmfatmif 
auR;jcif;jzifh tm[m&csdKUwJhjcif;rS umuG,fEdkifygonf/ 

1 2 3 

C/ tm[m&pepfwusauR;arG;&eftwGuf tcuftcJawGUMuHK&rItay: oabmxm; 

atmufygpmydk'fudk zwfjyyg/ 

(1) xrif;udk t"duxm;NyD; usefaomtm[m&tkyfpk 3-ckjzpfonfh 

(2) cGeftm;jzpfapaomtpm;tpmrsm; Oyrm - qef?*sHK? ajymif;?aumufnSif;ponfwdkUjzifh jyKvkyfxm; 
aom tpm;tpmrsm;? tmvl;?uefpGef;O?ydef;O?qD?axmywf ponfwdkUjzifhjyKvkyfxm;aom tpm;tpm 
rsm;? oMum;?xef;vsuf? MuHoumponfh csdKaomtpm;tpmrsm;?  

(3) cE¨mudk,fBuD;xGm;zGYHUNzdK;apaom tpmrsm;jzpfonfh tom;trsdK;trsfdK; (Muuf?0uf?ig;?ig;uav;? 
ykZGef?ykZGefqdwf)? tonf;? bJaoG;? EdkUtrsdK;rsdK;ESifh EdkUjzifhjyKvkyfxm;aom tpm;tpm (Oyrm – 'def? 
'defcsOf)? OtrsdK;trsdK;? yJtrsdK;rsdK;? yJtrsdK;rsdK;jzifhfh jyKvkyfxm;aomtpm;tpm Oyrm – wdkU[l;? yJjym;? 
yJykyfjym;ponfh tpmtrsdK;rsdK;? 

(4) a&m*gumuG,fapaomtpmrsm;jzpfonfh oH"mwfygaom trJ?0ufMuufponfwdkU\ tom; 
trsdK;rsdK;? tonf; ESifh tpdrf;&ifha&mif&Sdaom t&GuftrsdK;rsdK; Oyrm – [if;Eke,f&Guf? ADwmrif – 
at"mwfyg0ifaom t0ga&mif teDa&mif &Sdaom toD; trsdK;rsdK; Oyrm – z&HkoD;? rkefvmOeD? 
uefZGef;O? oabFmoD;rSnfh? o&ufoD;rSnfh ESifh tpdrf;a&mif&Sdaom t&GuftrsdK;rsdK;  tjcm; toD;t 
rsdK;rsdK;ESifh t&GuftrsdK;trsdK;  

txufazmfjyygtpmtkyfpkrsm;rS tenf;qHk; tpm;tpm 4-rsdK;udk aeUpOfauR;&efvdktyfygonf/  

touf 6-vrS 7-v t&G,fuav;i,fudk waeUvQif 3-BuDrf? touf 8-vrS 9-v t&G,fuav; 
i,fudk waeUvQif 3-BuDrfrS 4-BuDrf? touf 10-vrS 12-v t&G,fuav;i,fudk waeUvQif 4-
BuDrf? touf 13-vESifhtxuf uav;i,fudk wpfaeUvQif 5-BuDrf auR;&ef vdktyfygonf/ 
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jznfhpGufpmudk uav;touf 6-vwGif pwifauR;&rnfjzpfNyD;? touf 6-vwGif tpmaysmhaysmh – 
Oyrm El;ae atmifjyKwf xm;aomqefjyKwf? ZGef;jzifhacsxm;aom xrif;? iSufaysmoD;rSnfh? 
oabFmoD;rSnfh ponfwdkUudk auR;&rnf/ touf 8-wGif  rrmraysmhaomtpm;tpm – Oyrm El;nHh 
atmifcsufxm;aom tom;^ig;? rSnfhae aom opfoD; (uav;udk,fwkdif vufjzifh udkifpm;Edkifaom 
tpm;tpm)ponfwdkUudk auR;&rnf/ touf 12-vrS pwifí tyltpyfrSvGJí vlBuD;pm;aom 
xrif;[if;twdkif; auR;&rnf/ 

tu,fí uav;aeraumif;jzpfygu rdcifEdkU (odkU) t&nfrsm;rsm; wdkufay;&rnf? cHwGif;vdkufap 
aom uav; BudKufwwfaom tpmaysmhaysmhudk acsmhauR;&rnf/ uav;emvefjyefxcsdefwGif qHk;&IH; 
oGm;aom tm[m&rsm;udk jyefvnfjznfhwif;&eftwGuf ,cifu auR;aeonfh tpmyrmPxuf 
ydkauR;&ygrnf/ 

ar;cGef;udk zwfjyyg? NyD;vsif tenf;qHk; xifjrifcsuf tqifh(1) rS trsm;qHk; xifjrifcsuf tqifh (5) twGif; 
ajzqdkolESifh udkufnDrI &Sdrnfh tqifhudk a&G;cdkif;yg/ 

trSwfpOf ar;cGef;rsm; 
tenf;qHk; ------ 

trsm;qHk; 
PIF-16. ajymjycJhonfhtwdkif; uav;i,fudk auR;arG;&eftwGuf ukefus 

p&dwf tay: xifjrifcsuf  
1 2 3 4 5 

PIF-17. ajymjycJhonfhtwdkif; wdwdusus auR;arG;&eftwGuf oiftcsdef 
ay;rI tqifh 

1 2 3 4 5 

PIF-18. ajymjycJhonfhtwdkif; auR;arG;ygu uav;tm[m&zGHUNzdK;rI t 
wGuf taxmuftuljyKrnf[kxifonfh tqifh 

1 2 3 4 5 

PIF-19. txufygtpm;tpmrsm;teufrS uav;ESifh oifhavsmfaom t 
pm;tpm rsm; yg0ifonf [kxifjrifrItqifh 

1 2 3 4 5 

PIF-20. txufwGif azmfjyxm;aom tpm;tpmrsm;udk oifhywf0ef;usif 
wGif tvG,fwul &SmazG0,f,lí &&SdEdkifrItqifh 

1 2 3 4 5 

i/ tm[m&pepfwusauR;arG;&eftwGuf rdrdudk,frdrd ,HkMunfrI 

ar;cGef;udk zwfjyyg? NyD;vsif tenf;qHk; ,HkMunfrI tqifh(1) rS trsm;qHk; ,HkMunfrI tqifh (5) twGif; 
ajzqdkolESifh udkufnDrI&Sdrnfh tqifhudk a&G;cdkif;yg/ 

trSwfpOf ar;cGef;rsm; tenf;qHk; ----- trsm;qHk; 

PIF-21. tm[m&csdKUwJhjcif;rSumuG,f&eftwGuf uav;i,f touf 2-
ESpf jynfh onftxd rdcifEdkUudk qufvufwdkufauR;Edkifonf[k 
oifhudk,foif ,HkMunfrItqifh rnfrQ &SdygovJ/ (EdkUwdkufrdcifudk 
omar;&ef) 

1 2 3 4 5 

PIF-22. uav;i,fudk tm[m&jynfh0atmifauR;&eftwGuf vHkavmuf 
aom A[kokw&SdNyD;jzpfonf[k oifhudk,foif ,HkMunfrItqifh 
rnfrQ &Sdyg ovJ/ 

1 2 3 4 5 

PIF-23. uav;i,ftwGuf tm[m&jynfh0aom tpm;tpmudk jyifqif 
csufjyKwf Edkifonf[k oifhudk,foif ,HkMunfrItqifh rnfrQ &Sdyg 
ovJ/ 

1 2 3 4 5 

PIF-24. uav;i,ftm[m&jynfh0ap&eftwGuf aps;MuD;aom tpm;tpm 
rsm; ryg0ifyJ jyifqifcsufjyKwfEdkifonf[k  oifhudk,foif ,HkMunf 
rItqifh rnfrQ &SdygovJ/ 

1 2 3 4 5 

i/ uav;i,fudk tm[m&pepfwusauR;arG;&eftwGuf ywf0ef;usifrS vIHUaqmfrI 

ar;cGef;udk zwfjyyg? NyD;vsif tenf;qHk; xifjrifcsuf tqifh(1) rS trsm;qHk; xifjrifcsuf tqifh (5) twGif; 
ajzqdkolESifh udkufnDrI &Sdrnfh tqifhudk a&G;cdkif;yg/ 
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trSwfpOf ar;cGef;rsm; tenf;qHk; ----- trsm;qHk; 

PIF-25. txufwGif &Sif;jyxm;ovdk uav;i,fudk auR;arG;&eftwGuf 
oifhrdom;pk u oifhudk wdkufwGef;ulnDrI tqifh/ 

1 2 3 4 5 

PIF-26. txufwGif &Sif;jyxm;ovdk uav;i,fudk auR;arG;&eftwGuf 
wdkufwGef;csufudk a&'D,dk? &kyfjrifoHMum;? owif;pm? *sme,f? 
aMumfjim? ydkpwmwdkUwGif em;axmifzl;? jrifzl;? Mum;zl;onfh 
tBudrfrsm;/ 

1 2 3 4 5 

PIF-27. txufwGif &Sif;jyxm;ovdk uav;i,fudk auR;arG;&eftwGuf 
aqGrsdK; rdwfaqGrsm;u oifhudk wdkufwGef;ulnDrI tqifh/ 

1 2 3 4 5 

PIF-28. txufwGif &Sif;jyxm;ovdk uav;i,fudk auR;arG;&eftwGuf 
usef;rma&; 0efxrf;rsm;u oifhudk oifMum;wdkufwGef;rI tqifh/ 

1 2 3 4 5 

PIF-29. oif rtm;vyfonfhtcg aeraumif;onfhtcg uav;i,fudk 
pepfwus auR;arG;&ef rdom;pk? rdwfaqGrsm;? tdrfeD;em;csif; 
rsm;u oifhudk wdkufwGef; ulnDrI tqifh/ 

1 2 3 4 5 

PIF-30. oifhuav;twGuf tm[m&jzpfaprnfh tpm;tpmrsm;udk jyif 
qif auR;arG;jcif;ESifhywfoufaom o½kyfjyrIrsm;udk jrifawGUzl; 
onfh tBudrfrsm;/ 

1 2 3 4 5 

tydkif; - 5/ uav;oli,fudk tm[m&auR;arG;jcif; tavhtx 

trSwfpOf ar;cGef;rsm; tajz ausmfar;&efvrf;
nTef 

IF-1. oifhuav;udk rdcifEdkUwdkufzl;ygovm;/
rwdkufbl;yg-----    1 

wdkufbl;ygonf -    2   

 ar;cGef; IF-4 
udkausmfar;yg/ 

 ar;cGef; IF-2 
udkar;yg/ 

IF-2. raeUu oifuav;udk rdcifEdkUwdkufcJhygovm;/
rwdkufcJhyg-----    1 

wdkufcJhygonf -    2     

 ar;cGef; IF-3.a 
udkqufar;yg/ 

 ar;cGef; IF-4 
udkausmfar;yg/ 

IF-3.a rdcifEdkUudk nSpfxkwfNyD; ZGef;?cGuf?ykvif;wGif xnfhí 
uav;udk wdkufygovm;/ rwdkufcJhyg-----    1 

wdkufcJhygonf -    2     

 ar;cGef; IF-3.ab 
udkar;yg/ 

 ar;cGef; IF-4 
udkausmfar;yg/ 

IF-3.b raeUu rdcifEdkUrwdkufjzpfonfh taMumif;rsm;udk 
ajymjyyg/ --------------------  

IF-4. raeUu uav;udk EdkUrIefU? tm[m&rIefU odkUr[kwf 
t&nfwpfrsdK;rsdK; ponfwdkUudk EdkUoD;acgif;ygaom 
ykvif;jzifh wdkufcJhygovm;/ 

rwdkufbl;yg-----    1 

wdkufbl;ygonf -    2   

 

IF-5.a uav;udk a&wdkufaeNyDvm;/ uav;udk a&pwdkuf 
aeNyDjzpfygu oifhuav;udk a&pwifwdkufcJhonfh 
toufudk ajymjyyg/ 
tajz    rwdkufao;yg 
          v __ __  wGif pwdkufcJhygonf/ 

 

EBF r[kwfyg---    1 

EBF[kwfygonf-    2   
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IF-5.b uav;udk jznfhpGufpm pwifauR;aeNyDvm;/ tu,fí 
jznfhpGufpm pwifauR;aeNyDjzpfygu jznfhpGufpm pwif 
auR;cJhonfh toufudk ajymjyyg/ 
tajz    rauR;ao;yg 
          v __ __  wGif pwifauR;cJhygonf/ 
 touf 6-vatmufuav;udk jznfhpGufpm
rauR;^ a&rwdkuf &ao;ygu nmbuf aumfvH
wGif&Sd (2) udk 0dkif;yg?  jznfhpGufpm auR;cJhzl;ygu 
(1) udk 0dkif;yg/ 
 
 touf 6-vtxufuav;udk jznfhpGufpm
auR;^a&wdkufcJhaom toufonf 6-vtxufjzpf
ygu nmbuf aumfvHwGif&Sd (2) udk 0dkif;yg? 6-
vatmufjzpfygu (1) udk 0dkif;yg/ 

 

 

 

    

IF-6. 
 

touf 6-vrS 7-vtwGif;&Sd uav;\ 
jyKpkapmifha&Smuf oludk omar;&ef/                      
oifhuav;udk tpmaysmhaysmh – Oyrm El;aeatmif 
jyKwfxm;aom qefjyKwf? ZGef;jzifhajcxm;aom xrif;? 
iSufaysmoD;rSnfh? oabFm oD;rSnfh ponfwdkUudk auR;cJh 
aom toufudk ajymjyyg/ 
 tajz __ __ v 
 tu,fí 6-v [kajzygu (2) udk 0dkif;yg/ 
r[kwfvQif (1) udk 0dkfif;yg/ 

rSm; ------------ 1 

rSef ----------- 2 

rrSwfrd--------   88   

 

touf 8-vrS 11-vtwGif;&Sd uav;\ 
jyKpkapmifha&Smuf oludk omar;&ef/                      
oifhuav;udk rrmrajymhaomtpm;tpm – Oyrm 
El;nHUatmifcsufxm;aom tom;^ig;? rSnfhaeaom 
opfoD; (uav;udk,fwkdif vufjzifh udkifpm;Edkifaom 
tpm;tpm) ponfwdkUudk pwif auR;cJhaom touf 
udk ajymjyyg/ 
 tajz __ __ v 
tu,fí 8-v [kajzygu (2) udk 0dkif;yg/          
r[kwfvQif (1) udk 0dkfif;yg/ 
touf 12-vjynfhNyD;aomuav;\ 
jyKpkapmifha&Smufoludk omar;&ef/                       
oifhuav;udk tyltpyfrSvGJí vlBuD;pm;aom xrif; 
[if;twdkif;   pwif auR;cJhaom toufudk ajymjyyg/ 
 tajz __ __ v 
tu,fí 12-v [kajzygu (2) udk 0dkif;yg/         
r[kwfvQif (1) udk 0dkfif;yg/ 

 

IF-7. raeUu uav;tdyf,mrSEdk;onfhtcsdefwGif (tdrfwGifjzpfap?jyifywGifjzpfap) auR;cJhaom tpm;tpmwdkUudk 
ajymjyyg/ þar;cGef;udk ajzNyD;ygu? aemufxyf b,ftpm;tpm;awGxyfauR;ao;vJ ar;yg/ aemufxyf 
b,ftpm;tpm;awG auR;ao;vJqdkaom ar;cGef;udk uav;tdyf,m0ifcsdefa&mufonftxd ar;oGm;yg/ 

tajzrsm;udk zwfrjyygESifh/ olajzonfudk em;axmifNyD; ajymoGm;aom tpm;tpmrsm;\trnfatmufwGif 
rsOf;om;yg/ NyD;vQif oufqdkif&mtpm;tpmtkyfpkwGufa&;xm;aom tpm;tpmtkyfpkeHygwfudk 0dkif;yg/ 
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ajzqdkNyD;pD;oGm;ygu tpm;tpm tkyfpktm;vHk;\eHygwftm;vHk;udk 0dkif;xm;NyD;om;jzpfvsif (2) udk 0dkif;yg/ 
odkUr[kwfygu (1) udk 0dkif;yg/                             

trSwfpOf ar;cGef;rsm; rSm; rSeff 

IF-7 1/ t"dutpm;tpm 
(1) xrif;   

2/ tm;jzpfapaom tpmrsm; 
(2) 
qef?*sHK?ajymif;?aumufnSif;ponfwdkUjzifhjyKvkyfxm;aomtpm;tpm?tm
vl;?uefpGef;O? ydef;O 
(3) qD? axmywf ponfwdkUjzifhjyKvkyfxm;aomtpm;tpm 
(4) oMum;?  xef;vsuf? MuHoumponfh csdKaomtpm;tpm 

1 2 

3/ cE¨mudk,fBuD;xGm;zGYHUNzdK;apaomtpmrsm; 
(5) tom;trsdK;rsfdK; (Muuf?0uf?ig;?ig;uav;?ykZGef?ykZGefqdwf)? tonf;? 
bJaoG; 
(6) EdkUtrsdK;rsdK;ESifh EdkUjzifhjyKvkyfxm;aomtpm;tpm (Oyrm – 'def? 
'defcsOf) 
(7) OtrsdK;trsdK; 
(8) yJtrsdK;rsdK;? yJtrsdK;rsdK;jzifhfhjyKvkyfxm;aomtpm;tpm Oyrm – 
wdkU[l;? yJjym;? yJykyfjym; 
4/ a&m*gumuG,fapaomtpmrsm; 
(9) oH"mwfygaom trJ?0ufMuufponfwdkU\ tom;trsdK;rsdK;? 
tonf; ESifh tpdrf;a&mif &Sdaom t&GuftrsdK; rsdK; 
(10) ADwmrif – at"mwfyg0ifaom t0ga&mif&Sdaom toD;trsdK;rsdK; 
Oyrm – z&HkoD;? rkefvmOeD? uefZGef;O? oabFmoD;rSnfh? o&ufoD;rSnfh? 
ESifh tpdrf;&ifha&mif&Sdaom t&Guf trsdK;rsdK; Oyrm – [if;Eke,f&Guf 
(11) tjcm; toD;trsdK;rsdK;ESifh t&GuftrsdK;trsdK; 

IF-8. raeUu oifhuav; jznfhpGuftpmudk b,fESpfBudrf pm;cJhygovJ/ 
(oufqdkif&mtouftkyfpktvdkuf tajzudk a&;&efjzpfygonf/) 

  

 touf 6-vrS7-vtwGif;&Sd uav;\ 
jyKpkapmifha&SmufoltwGuf 
 tajz __ Budrf 
tu,fí (3 BudrfESifhtxuf) udkajzygu (2) udk 0dkif;yg/ 
r[kwfvQif (1) udk 0dkfif;yg/ 

1 2 

 touf 8-vrS9-vtwGif;&Sd uav;\ 
jyKpkapmifha&SmufoltwGuf  
 tajz __ Budrf 
tu,fí (3-Budrf rS 4 BudrfESifhtxuf)udkajzygu (2)udk 
0dkif;yg/r[kwfvQif (1) udk 0dkfif;yg/ 
 touf 10-vrS12-vtwGif;&Sd uav;\ 
jyKpkapmifha&SmufoltwGuf 
tu,fí (4 BudrfESifhtxuf) udkajzygu (2) udk 0dkif;yg/  
r[kwfvQif (1) udk 0dkfif;yg/ 

 
ar;cGef;vTmNyD;qHk;ygNyD/ 
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APPENDIX G 

ETHICAL CLEARANCE 
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APPENDIX H 

INFORMATION SHEET 

 

 

 

Information Sheet 
 
1.Title of project: Infant Feeding Practice of caretakers in Hlaingtharyar 
Township from Yangon Region, Myanmar 
 
2.Study site: 
Hlaingtharyar Township, Yangon Region, Myanmar  
 
3.This project is conducted by …Nay Tun Kyaw …………..  
under supervision of Major Advisor as follows:  
Asst.Prof. Dr. Rewadee Chongsuwat 
 
4.Brief Background, Rationale: (use simple word, understandable by 
volunteer participant) 
According to findings of Multiple Indicators Cluster Survey (MICS) 2009 – 2010 
in Myanmar jointly carried out by Myanmar Government and UNICEF, stunting 
and underweight are more common in Myanmar and stunting is the commonest 
and markedly increase in the ages between 6 – 24 months. This is due to feeding 
practice of caretakers is not appropriate. This study will find out the underlying 
reasons of why caretakers do not practice proper feeding. The study findings will 
help nutrition implementers to develop appropriate nutrition promotion and 
prevention strategies.  
 
5.Objectives: 
  To determine the feeding practice among the caretakers of the children among 

 6  months to 12 months in Hlaingtharyar township 
  To explore contributing factors (socio-economic-demographic factors, 

 nutrition  knowledge, perceived susceptibility, perceived severity, perceived 
 benefits,  perceived barriers, perceived self-efficacy) to different infant 
 feeding practices 

 
6.You are invited to be a volunteer/subject to participate in the project:  
Infant Feeding Practice of caretakers in Hlaingtharyar Township from Yangon 
Region, Myanmar. Your participation in this study is important because some of 
children with malnutrition are due to improper infant feeding practice of their 
caretakers and the interview with you is finding out why the caretakers cannot 
practice proper infant feeding practice to prevent their children from malnutrition.  

EC-3 Form  
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The findings from the study will help health manager/Township Health 
Department to develop strategies for nutrition promotion and prevention and as a 
result, nutritional status of society in general will becomes increased and 
malnutrition cases will be brought down. 
 
7. Research activities which involving you when you volunteer to participate 
in this research project will be as following: (focus on the parts that involve 
volunteers/subjects) 
Caretakers (volunteers/subjects) will be first introduced to interviewers and 
explained about the purpose and benefits (to the caretakers as well as for the 
society of Myanmar) of the study, no risk to answer the interview questions, and 
keeping confidentiality. Then, informed consent from the caretakers will be 
obtained. After that, the interview will be carried out in caretaker’s 
accommodation. 
 
 
8. Period of time that you will be involved in this research activities 
(Treatment/data collection): 
The interview will be expected to be last for 20 – 30 minutes per caretaker. 
 
9. Expected benefits of the project to you and to others: 
Caretakers (subjects) will have a chance to learn proper infant feeding practice. 
After the end of the survey, health staff from the Township Health Department 
who participate in the survey as interviewers will explain proper infant feeding 
practice to the caretakers who volunteer in the survey. After the individual 
interview, every participant will also receive a soap as hygiene promotion 
incentive since personal hygiene also plays an important role in proper infant 
feeding practice.  
The findings from the study will be useful for the Nutrition programme manager to 
develop strategies for nutrition promotion and prevention which will serve the 
Myanmar community to promote and prevent malnutrition. 
 
10. Risks or any undesirable that may occur to you caused by this research 
and measure or prevention and risk reclusion method which will be provided 
during participation in the project.  

The activity of the study in the community/with the volunteers is face-to-face 
interview with pretested questions which assess the infant feeding practice knowledge, 
perceptions, and practice of caretaker, and caretaker is free to answer these questions 
according to her best knowledge, perceptions and practice. Caretaker does not need to 
worry for any wrong answers since every interview information will be kept 
confidential. Moreover, health education session is also planned after the interview, 
and she will learn from this session to become clearer on what is right and what is 
wrong about her knowledge, perception and practice of proper infant feeding. 
Furthermore, the information will be kept confidential and volunteer’s name will not 
be recorded and a code will be used instead of the name. The information from the 
interview will be used only in the “Infant Feeding Practice of caretakers in 
Hlaingtharyar Township from Yangon Region, Myanmar” thematic paper which is a 
requirement for Master of Public Health degree, and the study findings will share only 
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to Township Health Department and Nutrition manager without mentioning 
information of any participants. 
Interview duration will be last about 20 – 30 minutes. Caretaker will be explained that 
she is free to decline to participate in the interview furthermore at any time if she 
unexpectedly has any personal business. It will be also emphasized that her declination 
will not be disclosed to any authority. 
 
11. How can you securely store the data and keep them confidential? (such as 
how to take care data, where are data storage who will access, and how to destroy 
data and when)  
The questionnaire will be coded by ID number instead of Caretaker’s name. This 
coding and respective name will be known only by researcher. During the data entry 
for the analysis, Record ID number & Cluster number will be used instead of names. 
This data will be accessed only by the researcher and the University. After the 
thematic paper is recognized as “Passed”, the questionnaire hardcopy will be 
destroyed by paper destroyer and pieces will be properly packed and disposed.   
 
 
12. The right of the subject (he/she) to withdraw from the project. 
The subject has the right to stop participating in the research at any time that she wish 
to do so and this will not impose her any loss of her rights including receiving heath 
care services.    
 
13. Contact address of authorized persons in case of emergency. 

………(1) 521/3-4 Soi Sriayuthaya 2-4 Sriayuthaya Road, Prayatai Distric, 
Tajthavee, Bangkok 10400. Tel: 0948274603  ………… 

……….(2) 14. Myint Hmo Street, Sanchaung, Yangon, Myanmar. Tel: +95 9 5080 
917……  
 

This research project be approved by the Ethical Review Committee for Human 
Research, Faculty of Public Health, Mahidol University.  Office address at Building 1, 
4th Floor, 420/1 Rajvithi Road, Rajthevi, Bangkok 10400, Telephone: 0-2354-8543-9 
Ext. 1127, 7404  Fax: 0-2640-9854 
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okawoeqdkif&mowif;tcsuftvuf 

1/ okawoeacgif;pOf – jrefrmEdkifiH? &efkukefwdkif;a'oBuD;? vIdifom,mNrdKUe,ftwGif;&Sd 
uav;oli,f jyKpkapmifha&SmufolwdkU\ t[m&auR;jcif;qdkif&m tavhtxudk avhvmjcif; 

2/ okawoejyKvkyfrnfhae&m - jrefrmEdkifiH? &efkukefwdkif;a'oBuD;? vIdifom,mNrdKUe,f 

3/ okawoeudk t"duaqmif&GufrnfholrSm - a'gufwmaexGef;ausmfjzpfNyD;? vufaxmuf 
ygarmu©  a'gufwm &D0g'D acsmifql0wf\ BuD;MuyfrIjzifh aqmif&Gufrnfjzpfygonf/ 

4/ okawoejyKvkyf&jcif;taMumif; 

  2009 – 2010 ckESpfwGif jrefrmEdkifiHtpdk;&ESifh ,leDqufwdkU yl;aygif;aqmif&GufcJh 
aom ppfwrf;t& EdkifiHtwGif;wGif t&yfrxGufaomuav;rsm;? udk,ftav;csdefrjynfhaom u 
av;rsm;udk &SmazGawGU&Sdae&qJjzpfNyD;? touf 6-vrS touf 24-v twGif;wGif ydkNyD; tjzpf 
rsm;onfudk awGU& ygonf/ þuJhodkUjzpf&jcif;\ taMumif;wpf&yfrSm uav;oli,f jyKpkapmifh 
a&SmufolwdkU\ t[m& auR;jcif;qdkif&m tavhtxonf uav;i,fwdkUtwGuf t[m&jzpf 
xGef;atmif pepfwus auR;arG;EdkifrI r&Sdjcif;aMumifhjzpfonfudk awGU&Sd&ygonf/ 
þokawoeonf uav;oli,f jyKpkapmifha&SmufolwdkU b,ftwGufaMumifh pepfwus auR; 
arG;EdkifrI r&Sdonfudk avhvmrnfjzpfygonf/ þuJhodkavhvmjcif; jzifh usef;rma&;qdkif&m wm0ef 
&Sdolrsm;u uav;oli,f jyKpkapmifha&SmufolwdkUtwGuf ¤if;wdkU\uav;i,frsm; tm[m& jzpf 
xGef;atmif pepfwus auR;arG;Edkifrnfhenf;vrf;rsm;udk az:xkwfEdkifrnfjzpfygonf/ 

5/ okawoejyKvkyf&jcif;\&nf&G,fcsuf 

  vIdifom,mNrdKUe,ftwGif;&Sd arG;uif;prS touf 12-vtwGif;&Sd uav;oli,f 
jyKpkapmifh a&SmufolwdkU\ t[m&auR;jcif;qdkif&m tavhtxrsm;udk avhvmqef;ppfNyD; rnf 
onfhtMumif;t&m rsm;u xdkuJhodk auR;arG;jyKpkaponfudk &SmazGaz: xkwfavhvmrnf jzpf 
ygonf/  

6/ odkUjzpfygí þokawoewGif apwemh0efxrf; yg0iftultnDay;&eftwGuf nDri,fudk 
zdwfac: tyfygonf/ þokawoeonf tvGefta&;BuD;aom okawoejzpfygonf/ tb,f 
aMumifhqdkaomf uav;oli,f jyKpkapmifha&SmufolwdkU\ tm[m& auR;jcif;qdkif&m tavhtx 
onf uav;i,fwdkUtwGuf t[m&jzpfxGef;atmif pepfwus auR;arG;EdkifrI r&Sdjcif;aMumifh 
uav;i,fwdkU tm[m&csdKU wJh&NyD;?   þokawoeonf uav;oli,f jyKpk apmifha&SmufolwdkU 
b,ftwGufaMumifh pepfwus auR;arG;EdkifrI r&Sdonfudk avhvmrnf jzpfygonf/ 
þuJhodkavhvmjcif;jzifh usef;rma&;qdkif&mwm0ef &Sdolrsm;u uav;oli,f jyKpkapmifha&Smuf 
olwdkUtwGuf ¤if;wdkU\ uav;i,frsm; t[m&jzpfxGef;atmif pepfwus auR;arG;Edkifrnfh 
enf;vrf;rsm;udk az:xkwfEdkifrnfjzpfygonf/ 

7/ þokawoewGif apwemh0efxrf; yg0iftultnDay;ygu MuHKawGU&rnfhvkyfief;pOfrsm; 

  oifhudk yxrOD;pGm okawoejyKvkyfrnfhol awGUqHkaqG;aEG;rnfholwdkUESifh rdwfquf 
ay;yg rnf/ oifhudk awGUqHkaqG;aEG;rnfholwdkUu oifhudk,fa&;&mZ0if? t[m&auR;jcif;qdkif&m 
A[kokw? cH,lcsuf? tavhtxrsm; ponfwdkUudk aqG;aEG;ar;jref;ygrnf/ þodkU aqG;aEG;ar; 
jref;jcif;jzifh oifhtwGufvnf; uav;oli,f jyKpkapmifha&Smuf t[m&auR;jcif;qdkif&m A[k 
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okwrsm; &&Sdrnfjzpfygonf/ þodkU aqG;aEG;ar;jref;jcif;udk oifhqE´tavsuf yg0ifajzqdkrnf 
qdkygu 0rf;ajrmuf0rf;ompGmjzifhBudKqdkNyD;? oif\aqG;aEG;csufrsm;udkvnf; tjcm;olrsm;udk tod 
ay; aygufMum;aprnf r[kwfyg/ oifhtaejzifh þaqG;aEG;ar;jref;jcif;wGif oifhqE´ tavsuf 
apwemh0efxrf; yg0ifaqG;aEG;jcif;jzpfaMumif; today;vTmwGif vufrSwfxdk;ay; apvdkygonf/ 
awGUqHkaqG;aEG;jcif;udk oif\tdrf odkUr[kwf oifhtwGuf tqifajyrnfhae&mwGif jyKvkyfrnf 
jzpfygonf/ 

8/ awGUqHkaqG;aEG;jcif; Mumjrifhrnfhtcsdef 

  awGUqHkaqG;aEG;jcif;onf rdepf 20-cefUrS trsm;qHk; rdepf 30-cefUtxd Mumjrifhrnf 
jzpfygonf/ 

9/ þokawoerS oifESifh tjcm;olrsm; &&Sdrnfh tusdK;aus;Zl;rsm; 

  awGUqHkaqG;aEG;yGJNyD;onfhtcg usef;rma&;0efxrf;rsm;u oifhudk wpfESpfatmuf 
uav;oli,fwdkUudk pepfwus t[m&auR;jcif;qdkif&mA[kokwrsm;udk a[majym&Sif;vif; ynm 
ay;rnf jzpfygonf/ oifwdkUudkvnf; wpfOD;vsif qyfjymwpfwHk;udk wpfudk,f&nfoefU&Sif;a&; 
vufaqmifrGeftjzpf ay;rnfjzpfygonf? tb,faMumifhqdkaomf wpfudk,f&nfoefU&Sif;a&;onf 
tpm;tpmoef&Sif;a&;\ tpdwftydkif;wpfckjzpfNyD; wpfESpfatmuf uav;oli,fwdkUudk pepf 
wus t[m&auR;jcif;\ ta&;BuD;aom u@wpf&yfvnf;jzpfygonf/ 

  oifESifh uREkfyfwdkU\aqG;aEG;yGJrS &&Sdonfh tcsuftvufrsm;udk cGJjcrf;pdwfzsmNyD;? &&Sd 
vmonfh tcsuftvufrsm;ay:wGifrlwnfum uav;i,frsm; t[m&jzpfxGef;atmif pepfw 
us auR;arG;Edkifrnfh enf;vrf;rsm;udk az:xkwfEdkifrnfjzpfygonf/ 

10/ þokawoewGifyg0ifjcif;aqG;aEG;jcif;aMumifh pGefUpm;&jcif;? rarQmfvifhxm;aom 
taMumif;t&mrsm; jzpfvmEdkifjcif;&Sd r&SdESifh þudpö&yfrsm;twGuf uREkfyfwdkUrnfuJhodkU pDpOf 
aqmif&Gufxm;aMumif;udk oifodvdkrnf[k xifygonf/ 

  þokawoewGiftoHk;jyKaom ar;cGef;rsm;onf oif\ wpfESpfatmuf uav; 
oli,frsm;udk tm[m&jyKpkauR;arG;jcif;qdkif&m A[kokw? oabmxm;? tavhtusifhrsm;udk 
ar;jref;jcif;jzpfNyD; tajzrSm;rnfudk pdk;&drf&efrvdkyg/ awGUqHkar;jref;jcif; tpDtpOfNyD;onfhtcg 
usef;rma&;0efxrf;rsm;u wpfESpfatmuf uav;oli,frsm;udk tm[m&jyKpkauR;arG;jcif;qdkif&m 
A[kokwrsm;udk a[majymrnfjzpf ojzifh oifrodonfrsm;udk &Sif;vif;atmif ar;jref;avhvm 
Edkifrnfjzpfygonf/  

  oifhtajzrsm;udk tjcm;olrsm;udk today;rnfr[kwfyJ oifhtrnfudkvnf; 
vsdKU0SufoauFwjzifhom rSwfom;xm;rnfjzpfonf/ uGefjyLwmtwGif;odkU owif;tcsuftvuf 
odrf;qnf;onfh tcgwGif vsdKU0SufoauFwwpfckwnf;om rSwfwrf;wifrnfjzpfNyD; tdrftrSwf? 
vrf;trnf ponfwdkUudk rSwfwrf;wifrnf r[kwfyg/ &&Sdvmaomowif;tcsufrsm;udkvnf; 
jrefrmEdkifiH? &efkukefwdkif;a'oBuD;? vIdifom,mNrdKUe,ftwGif;&Sd wpfESpfatmuf uav;oli,f 
jyKpkapmifha&SmufolwdkU\ tm[m&auR;jcif; qdkif&m tavhtxudkavhvmjcif; pmwrf;wGifom 
toHk;jyKrnfjzpfygonf/ þokawoerS avhvmawGU &Sdcsufrsm;udk usef;rma&;OD;pD;XmeESifh 
tm[m&pDrHcsufrefae*smwdkUudkom jzefUa0rnfjzpfNyD; xdkodkUjzefUa0&mwGif oif\owif;tcsuf 
tvufwdkUudk oif\trnfjzifh jzefUa0jcif;jyKrnf r[kwfyg/ 
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11/ owif;tcsuftvufrsm;;udk vHkjcHKpdwfcspGm pepfwus xdrf;odrf;jcif; 

  oifESifhawGUqHkaqG;aEG;onfh ar;cGef;vTmwGif oifhtrnftpm; oauFwjzifhom 
rSwfwrf;wifNyD;? xdkoauFwdkvnf; uRefawmfwpfOD;wnf;om odrnfjzpfygonf/ uGefjyLwm 
twGif;odkU owif;tcsuftvuf odrf;qnf;onfhtcgwGif vsdKU0SufoauFwwpfckwnf;om 
rSwfwrf;wifrnfjzpfNyD; tdrftrSwf? vrf;trnf ponfwdkUudk rSwfwrf;wifrnf r[kwfyg/ 
ar;cGef;vTmrsm;udk bGJU,lppfwrf; NyD;qHk;onfhtcgwGif puúLjzwfpufjzifh zsufqD;rnfjzpfygonf/ 
uGefjyLwmtwGif;&Sdowif;tcsufrsm;udk r[Da'gwuúodkvfudkomvsif awmif;qdkvmygu a0rQ 
rnfjzpfygonf/ 

12/ þokawoewGifyg0ifjcif;aqG;aEG;jcif;wGif oifhtaejzifh ajzqdk&efjiif;qdkjcif;? &yfqdkif; 
EdkifcGifh&Sdjcif; 

  oifESifhawGUqHkaqG;aEG;aepOftwGif; oifhtaejzifh tcsdefra&G; rnfonfhtaMumif; 
aMumifh rqdk ajzqdk &efjiif;qdkjcif;? þokawoewGifyg0ifjcif;rS&yfqdkif;EdkifcGifh&Sdjcif;wdkU&SdaMumif; 
today;vdkygonf/ þodkU ajzqdk&efjiif;qdkjcif;? þokawoewGif yg0ifjcif;rS &yfqdkif;jcif; 
wdkUaMumifh oifhtay:wGif usef;rma&; apmifha&SmufrIay;jcif;tygt0if tjcm;aom tcGifh 
ta&;rsm; &yfqdkif;jcif;wdkU&Sdrnf r[kwfaMumif; today;vdkygonf/ 

 

13/ ta&;udpö&Sdygu qufoG,f&efvdyfpm 

  a'gufwmaexGef;ausmf 

  trSwf 521? 3-4 p&Dt,k'¨,vrf;? z&mxdkif;c&dkif? &mombD 

  befaumuf/ pmwdkufaow¬mtrSwf 10400/ 

  zkef;eHygwf – 0948274603 

  14?jrifhrdk&fvrf;?prf;acsmif;?&efukefNrdKU/ 

  zkef;eHygwf – 095080917 

 

þokawoeudk vlom;rsm;ESifhywfoufaomokawoeusifh0wfaumfrwD? 
jynfolvlxkusef;rma&;Xme? r[Da'gwuúodkvfrS twnfjyKay;NyD; jzpfygonf/ &kH;vdyfpmrSm 
wdkuftrSwf(1)? 4-vTm? trSwf 421^1 &m0DoDvrf;? &moDAD? befaumuf 10400? zkef; 0-
2354-8543*9 vdkif;cGJ 1127? 7404/ aMu;eef; 0-2640-9854 jzpfygonf/ 
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APPENDIX I 

INFORMED CONSENT FORM 
 

 

 

   
Project Title: Infant Feeding Practices of Caretakers in Hlaingtharyar Township in 
Yangon Region, Myanmar 
 
Responsible person(s) and institute: …. Nay Tun Kyaw, MPH 2014 International 
Programme Student, Faculty of Public Health, Mahidol University, Bangkok, 
Thailand….  
 

Date …………………...………………………… 
(day/month/year)      

I  (Mr./Mrs./Ms.)……………….……………….….…………...…………………… 
Home address…………..…… Street…….……… Village number……………… 
Sub district…………. District…...……… Province……….…Postal code………. 
 
I have read and understood all statements in the information sheet. I have also been 
explained the objectives and methods of the study, as well as possible risks and 
benefits that may happen to myself upon the participation in the study. I understand 
that the information will be kept confidential and my name will not be declared in any 
case. I shall be given a copy of the signed informed consent form.  

I have the right to withdraw from the project at any time without any adverse effects 
upon myself. 
 
 Signature…..…………………………….… (Respondent/informant) 
             (……….…………………………..) 
 Signature…………………………………… (Researcher) 
         (…Nay Tun Kyaw…....) 
 
 

I cannot read but before having finger print on this informed consent form, the 
investigator/interviewer has read and explained to me in detail about the study, the 
information sheet and the informed consent form until I completely understood. 
 
 
 Signature…………………………….… (Respondent/informant) 
          (……………………………….) 
 Signature…………………………….… (Researcher) 
          (...…Nay Tun Kyaw …………..) 
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em;vnfoabmwlnDrI taMumif;Mum;pm 

   

1/ okawoeacgif;pOf – jrefrmEdkifiH? &efkukefwdkif;a'oBuD;? vIdifom,mNrdKUe,ftwGif;&Sd 
uav;oli,f jyKpkapmifha&SmufolwdkU\ tm[m&auR;jcif;qdkif&m tavhtxudk avhvmjcif; 

 

wm0ef&Sdol -  a'gufwmaexGef;ausmf 

  ausmif;om;trSwfpOf – 5737045 

  vlxkusef;rma&;r[mXme? r[Da'gwuúodkvf 

  befaumufNrdKU?xdkif;EdkifiH 

 

aeUpGJ YYYYUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUU (&uf?v?ESpf) 

 

tdrftrSwf UUUUUUUUUUUUUUUUUUUU vrf; UUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUU &yfuGuf UUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUU NrdKUe,f 
UUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUUwGif aexdkidaom uRefawmf^uRefronf 

 

okawoeqdkif&mowif;tcsuftvufwGif yg&Sdaom taMumif;t&mrsm;tm;vHk;udk zwf&I?em;vnf 
oabm aygufNyD;jzpfygonf/ uRefawmf^uRefrudk þokawoeESifhygwfoufaom &nf&G,fcsuf? 
vkyfudkifaqmif&Guf &rnfhtvkyfrsm;ESifhwuG jzpfay:vmEdkifaom pGefUpm;&jcif;? rarQmfvifhxm;aom 
taMumif;t&mrsm; jzpfvm Edkifjcif;? þokawoerS &&Sdrnfh tusdK;aus;Zl;rsm;udk &Sif;jyxm;NyD; jzpf 
ygonf/ &&Sdvmaomowif;tcsufrsm; udkvnf; vHkjcHKpGmxm;&SdrnfhtaMumif;ESifh uRefawmf^ uRefr 
\trnfudkvnf; rnfonfhtaMumif;aMumifhrqdk xkwfaz:rnfr[kwfaMumif;udkvnf; em;vnfod&Sd 
ygonf/ txufygtaMumif;t&mrsm;udk uRefawmf^uRefronf em;vnfoabmwl aMumif;udk þ 
em;vnfoabmwlnDrI taMumif;Mum;pmwGif vufrSwfa&;xdk;ygonf/ 

awGUqHkaqG;aEG;aepOftwGif; uRefawmf^uRefrhtaejzifh tcsdefra&G; rnfonfhtaMumif;aMumifhrqdk 
ajzqdk &efjiif;qdkjcif;? þokawoewGifyg0ifjcif;rS&yfqdkif;EdkifcGifh&Sdjcif;wdkU&SdaMumif;? þokawoe 
wGifyg0ifjcif;rS &yfqdkif;jcif;wdkUaMumifh uRefawmf̂ uRefrudk usef;rma&; apmifha&SmufrIay;jcif; tyg 
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