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Abstract

The study aims to assess the knowledge, attitudes and beliefs about nutritious food
mothers in Kaski district in Nepal whose children are aged 3 to 3. A cross-sectional
and community-based survey method was used during the study. Both urban and rural
mothers lacked knowledge of what food is nutritious or not whilst their attitudes and views
appear ill informed. Mothers from both rural and urban communities have high faith in
traditional healers. Thus this study suggests that a different approach was needed because
the public health problems are associated with behaviour. Thus, special attention should
be paid on appropriate intervention of under-nuirition in poor communities like this.
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1. Intreducdtion

Under-nutrition at an early age leads to a
drop in mental and physical growth during
childhood; it disturbs school performance
and leads to lower income in later life.
Nepal has some of the highest under-
nutrition rates in the world with 11 per
cent of under-fives wasted, 29 per cent
underweight and 41 per cent stunted. The
more remote hill and mountain regions
have a very high prevalence of stunting
which is above 60 per cent (NDHS, 2011).

GDP (gross domestic product) per person

in Nepal (US$1,049 P/A) is very low, i.c.
less than US$3 per person per day (World
Bank, 2013). Farm production does not
keep up with population growth as 33
districts out of 75 have food deficits; hence
4.5 million Nepalese are undernourished.
The WFP (World Food Programme) stated
that most of the households living below
the poverty line, have squeezed the amount
of meal and stay without food during farm
lean times (Fisher and Slaney 2013), hence
nearly 70 per cent of children are poorly
fed. Thus the children have physical and
mental stunting and remain unhealthy
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for life with lowered productivity (WEP
2013; Murphy and Girot 2013). Much of
the problem of deaths of children resulting
from under-nutrition, estimated to be over
half of childhood deaths in low-income
countries, can be attributed to just mild and
moderate under-nutrition, varying from 43
per cent for deaths due to measlesto 61 per
cent for deaths due to diarrhoea [de Onis.
2004). Most studies on child nutritional
status have focused on prevalence of
under-nutrition among under-five children
and socio-economic. demographic and
cultural factors associated with child under-
nutrition in Nepal (Reed, 1996).

Global scenario of poor nutrition and
underlying cause

Malnutrition refers to deficiencies of
micronutrients, under-nutrition, and
obesity. This paper focuses particularly on
under-nutrition. Malnutrition remains one
of the most common causes of morbidity
and mortality among children under five
children throughout the World (UNICEF,
2003). Internationally, more than 10 million
children under five die every year from
avoidable illnesses despite effective health
interventions and half of the deaths are due
to malnutrition. Generally malnourished
children are more vulnerable with weak
health (Caulfield, 2004). Under-nutrition
is very high in South Asia even compared
to Africa (de Onis, 2000).

Between 1990 and 2006 child stunting
in Southeast Asia has dropped from 52
per cent to 42 per cent. One study in
Bangladesh found high prevalence rate
of underweight (40%) and stunting (42%)
in children under five (Siddiqui, 2011).
Research in Mongolia and Dhankuta of
Nepal also found high prevalence rates
of under-nutrition which were 15.6 per

cent stunting, 1.7 per cent wasting and
4.7 per cent underweight and 27 per
cent stunting, 37 per cent wasting and
11 per cent underweight respectively
(Otgonjargal,2012; Sapkota.2009).

In the developing world, the major factors
of under-nutrition are multifaceted and
interlinked and include: low diet and
infections, access to health facilities.
food security. sanitation and healthy
environment and child feeding/caring
practices (Acharva et al.2015) which are
influenced by family socio-economic
circumstances (Miiller, 2005). According
to a study in Bangladesh the BMI (Body
Mass Index) of mothers, pre and postnatal
visits, age of mothers, education of parents
and family economic status are all major
factors of under-five child malnutrition
(Siddigi 2011; Murphy 2011). No link
was found with social class and source of
drinking water (Sapkota 2009). A study
conducted in Dhankuta, explored that low
socio-economic status of households were
high risk determinants for underweight
and stunting, on the other hand, children
from educated and joint households were
found less likely to be stunted than those
in nuclear households. It has seen that
caste or ethnic group and mother’s age
at child gestation have an important link
with stunting but it was not linked with the
education level of mothers (Sapkota, 2009).

In regards to association with socio-
economic status and malnutrition, a study
conducted in rural area of Gumbrit had
found that household income was strongly
associated with malnutrition (Edris 2006).
Under-nutrition is strongly associated
with social class, as well as ecological and
economical determinants which differ from
nation to nation (Ellahi 2014).
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The significant linked determinants of
poor nutrition comprises of household
income, level of education, parents
status in terms of nutrition. access to
safe drinking water, sanitation, primary
health care facility access as well as
child’s age and gender (Vijayaraghaven
et al. 1990). These contributing factors
of under-nutrition may vary between
communities, regions and countries over
time. Presented literature showed that
factors such as child caring, knowledge of
health practice, parent’s education level,
age of child. birth weight of children, lack
of decision making mainly on spending
of money, and lack of cattle effect on
family and community strongly affects the
level which the child develops (Zewdu,
2012;Murphy 2011).

Regional assessment of United Nation’s
Standing Committee on Nutrition revealed
that condition of stunting (32%) and
underweight (40%) in Nepal which
exceeded the average prevalence rate in
South Central Asia (UN/SCN, 2010).
NHDS (2011) report showed progress on
child nutritional status with underweight
reduced to 29 per cent and stunting to 41
per cent (NDHS. 2011). In Nepal maternal
under-nutrition is also a major alarm.
According to NDHS (2011) that one-fifth
of women ages 15 -49 are underweight
{less than 18.5 BMI). However, this also
has been progressing to a lesser degree.
Similarly. NHDS 2011 reported that
prevalence rates of anaemia in children
(46%) and women (35%) are a major
health problem in Nepal. However, child
and maternal under-nutrition is a serious
concern that urgently requires targeted,
effective mterventions to tackle these issues
(Acharya 2015).

Scenario of nutritional problems in
South Asia and Nepal

Stunting still remains a main challenge
in South Asia. This region accounts
about 40 per cent of the global burden
of child stunting in the world (WHO.,
2014). The stunting prevalence of under
five years aged children in South Asia
has reduced from nearly 61 per cent
to 38 per cent between 1990 and 2012
(UNICEF, 2014).

The Nepal Demographic and Health
Survey in 2011 showed that prevalence of
under-nutrition was 11 per cent wasting,
41 per cent stunting and 29 per cent
underweight with some but not much
improvement between 2006 and 2011.
Similarly, the women aged between 15-
49 years have a fairly high prevalence of
anaemia (35%), and more in rural (36%)
than in urban (28%) areas of the country.
Rural women (36%) are more affected
which compare to national level (35%) in
prevalence of anaemia. Rural prevalence
is equal to urban which indicates that
public health intervention on nutrition
must focus in both parts of the country
(NDHS, 2011).

2. Objectives

The study aims to address two aims: first
to assess the level of knowledge, attitudes
and beliefs about food recommendation
for preschool aged children amongst rural/
urban mothers; and secondly, establish
major barriers amongst mothers to feeding
their offspring healthy food.

3. Methodology

A cross-sectional, community-based
survey of 524 mothers in Kaski district
of Nepal among children aged 36-60
months who were no longer breastfed
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at the time. The questionnaire included:
socio-demographic measurements,
knowledge, beliefs and attitudes about
nutritious food. as well as child feeding
patterns, food recommendation. major
barriers, food insecurity and health-
seeking behaviours. Data were added to
a computer data base and analysed using
SPSS.

Study Location: Pokhara Sub-
Metropolitan City, ward no.1, 6, 8. 15 and
17, Lekhnath Municipality, ward no. 2,
8, 14, 15. and 16 of Kaski district, Nepal.
The study received ethical approval from
the Nepal Health Research Council &
Bournemouth University.

4. Findings of the Study

«  Ethnicity and Caste

Graph 1 explains the quantitative
information about caste or ethnicity
of the mothers who represented in
the study. The study shows 31%
mothers belong to high caste Bra/fmman
and Janajati and only 24% mothers
were belong to Dalits and Madhesi
communities.

Graph 1.
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According to study around 26 per
cent participants have found illiterate
whereas 74 per cent participants found
literate and educated in the study area
(Graph 3).
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»  Religion of the Mothers

The study reveals that most of the mothers
were Hindu (84%) and 6% mothers was
Buddhist, 11% were Christians & others
including Muslim (Graph 2).

Major barriers to recommending
nutritious foods included: lack of
knowledge {19%); high market prices
(21%); and cultural influences or
beliefs (7%).

Around 35 per cent children were
providing fruits once in week. Similarly
29 per cent of families never given
fruits and 19 per cent tiff in with salad
to their children.

Around 19 per cent of mothers could
not choose nutritious food from the
grocery store.

About 12 per cent respondents have
lacked food, 68 per cent lacked the
food mn June July & August, 13 per
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 cent in December, January & February
and 9 per cent in March. April & May
respectively.

«  Nearly 57 per cent children had been
taken at least once to a faith healer and
16 per cent on multiple occasions for
the treatment.

= About 20 per cent of mother believed
that eating green leafy vegetables and
fruits during illness affect child health
negatively.

*  Nearly 8 per cent respondent feed dairy
product and meat items at a same time
to their children whereas 92 per cent
did not practice.

* Almost 19 per cent mothers of the
community believed that feeding of
green leafy vegetables and fruits during
the iliness period caused harm to child
and only 10 per cent mothers had no
knowledge about it.

*  Around 11 per cent children have fed
one-two times, and 79 per cent fed
three - four times a day respectively
whereas nearly ten percent child fed
nothing in last 24 hours.

 The study revealed that 65 per cent
mothers, 6 per cent father, 14 per cent
grandparents and 16 per cent others
were responsible to taking care of
children respectively.

»  The study have found that 66 per cent
mothers, 5 per cent fathers, 18 per cent
grandparents and 11 per cent others
were responsible to feed their children.

Nepal has diverse scenario which makes
various socio-cultural aspects such
as culture, religion, caste /ethnicity,
and language (Bhattachan, 2009). The

majority of the people are Hindu (NDHS,
2011). The official language is Nepali
but there are more than 92 different
languages spoken across the country.
There are more than 103 different castes/
ethnic groups all over the country (WHO
Country Cooperation Strategy 2006
-2011). There is a strongly embedded
caste system which describes the social
stratification by ethnicity. Even though
it is officially banned. there are social
differences related to caste and ethnicity
(Bennett 2005).

This study has found that nearly 42 per
cent mothers have no or poor knowledge
on sign and symptoms of under-nutrition.
Most of them reported that they are
unaware (Murphy, 2011) that the children
presenting the following signs and
symptoms are correlated with under-
nutrition: crying, irritating, quarrelling,
not sleeping, diarrhoea & vomiting, low
weight, lean and thin, short in height and
slow in growth, poor appetite, looking as
ill health, and rough or dry skin.

The lack of knowledge on wellbeing
and health safety along with nutritious
food and health services uptake in Nepal
include traditional supporters and their
status in the society (Acharya et al.,
2014). The misbelieves are strongly
embedded in the poor and underserved
community as well as in some part of
urban area because of migration due to
decade fong conflict in the country. The
Spiritual and Traditional supporters or
advocators usually are Hindu, as the
proportion is 87 per cent of the population
(Tamang and Broom, 2010). In rural part
of Nepal, many traditional beliefs still
exist, for example, leprosy is believed
to be caused by sin in one’s past life or
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to be a curse from God (Acharya, 2012).
The poor community strongly trusts
traditional healers and however they have
first choice 1s spiritual/traditional healers
in case of minor health issues. The priest.
illiterate household, traditional healer
and elderly relatives still have high levels
of trust which 1s still influencing by them
in the society (Acharya, 2012).

Almost the whole of the Nepali society
is using the traditional medicine as the
first step of health care and they go to
traditional or spiritual healers with any
health problems (Tamang and Broom.
2010). One key problem is the poor
decision making by family members
in urban or rural areas due to the lack
of recognition of complications of any
ailments (Moestue, 2008). However,
there is a lack of knowledge (Murphy.
2011) on health care issues in Nepalese
society.

The study revealed that majority of
respondents (57%) had more than six
members living together. Similarly, 35
per cent had less than six and nearly
8 per cent households living with less
than four family members. As the
context of Nepalese soclety, mainly in
Hindu culture, the family structure is
called extended family. that consisted
of the immediate family, which involves
grandparents as well as close relatives
such as aunts, uncles and cousins who
all live together in the same dwelling.
This family structure might change
from immediate to extended household
(Andersen, 2007). Big family size leads
to poor nutrition status of children. The
children from poor and disadvantaged
group (Thomas et al.2011) are more
vulnerable of poor nutrition. This might

be difference due to study period,
health service delivery, locality of the
study, socio-economic characteristics,
occupation and age. Most of the children
are taken into work in places such as
farming fields, construction sites, and
factories by their parents if there is no-
one available to look after them at home.

Mainly the level of knowledge on
nutritious food and poverty are the major
barriers seen in the field of nutrition
that are associated with food security,
food prices. and income trends of
households (Acharya 1981). Poverty,
caste, gender and social inequalities
and conflict are regarded as secondary
barriers for the nutritional problems
in Nepal (Bishwakarma 2008, 2009;
Adhikari, 2010). The ten-year conflict
in Nepal has increasingly centralised
systems, disrupted the development of
rural areas and badly affected health
services (Devkota & van Teijlingen,
2010). Although the risks involved in
lack of transport, high service cost, long
distances, full trust on traditional healers
because they are easily available and
atfordable for poor people, insufficient
health resources, and lack of capacity
to treat serious problems at the nearby
primary health care service centres
(Adhikari, 2010). At the same time, the
country is on the way to accomplish the
MDGs 4 and 5 targets (DFID, 2009).

The ethnic or traditional beliefs
concerning to contamination of food
and social values and norms in which
rural women are not preferred because of
their low rank have negative significances
on the foods of women particularly by
reducing their intake of desired. rich of
micronutrient food such as meat items,
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dairy products and vegetables (Gittelsohn
et al.,1997). This type of traditional
beliefs and manners could have a mostly
negative influence on pregnant women
given the intensified functional needs
for various micronutrients. Thus. ethnic
beliefs and practices that impact women’s
nutritional eating during pregnancy
have significant insinuations for both
micronutrients and macronutrient lacks
among pregnant women in Nepal.

Beliefs about the ‘hot or cold™ quality
of food and their effects, on the health
of human, are likewise widespread in
the world, and have a strong impact on
eating manners during illness, pregnancy,
and lactation and (Ferro-Luzzi, 1980).
Most of the South Asian region, these
body states are supposed to be principally
sensitive to the hot or cold merits of food
and depending on an individual’s physical
state, hot or cold foods are believed to
have either a negative or positive effect
on the human body (Brvant et al., 2003)

Often, it has been recommended that
the sense of women is in fact having a
big baby will result in increased labour
risk, among women with short build in
the context of south Asian region (Rush,
2000).

In various countries across the globe,
pregnant women have been observed to
reduce food intake during pregnancy, a
behaviour generally referred to in the
literature as poor eating behaviour (eating
down) (Karim et al., 2003). It is reported
that the causes of poor eating behaviours
in South Asian contexts, where the
behaviour is hypothetically general,
were connected to fears that having a
large baby could lead to more difficult
deliveries. Nichter (1983) revealed

beliefs about food intake behaviour of
pregnant women in India where food
taken by pregnant women fills up the
stomach space available for the foetus,
therefore women often eat less in order to
the foetus to thrive in the limited shared
space.

The food beliefs in South Asia relate to
Avurvedic medicine and religion (Hill
1990 Nagpal. 2003). According to food
beliefs of Avurveda, wherein whole
foods have been classified into hot and
cold. is profoundly embedded in the
epistemological grounds of many cultures
and can provide a theoretical framework
for expressing the complex links between
diet and health (Beardsworth, 1997).
These hot and cold beliefs are held by
many people in South Asia (Subedi,
2010). This perception is believed to
come from Hindu or Ayurvedic ideals
and has been influential in medical
practices (Nagpal. 2003). This belief
system is complex and does not reflect
that ideal by dominant Western scientific
medicine which generally prescribes to
evidence based medicine and classifies
food into groups representing the main
micronutrient composition such as
protein, fat, alcohol and carbohydrate
(Nichter, 1989). Adherence to these
beliefs also tends to be stronger in the
rural community of Nepal and among the
disadvantaged and illiterate (Fieldhouse,
1995). During these days, food beliefs
regarding hot and cold is vary between
locality and ethnic groups as well as
regions and countries. In general use of
the hot and cold food categorise scheme
avoid in the locality, through like general
the use of the hot and cold food categorise
scheme avoid in the community, though
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likely to differ between persons due
to variances in understanding and
economic capitals, may mean that
conventional nutritional counselling
is ineffective among those who follow
this beliefs and reject scientific values,
at least those in relation to food choice
(Fieldhouse 1995; Singh, 1991). The
rejection of recommendations therefore,
may not be due to persons not wanting
to make changes but somewhat the
recommendations not being compatible
with their beliefs so health workers would
not to know lay ideologies and adapt
their techniques accordingly (Fieldhouse,
1995).

Beliefs about Breastfeeding and
colostrums

It has been observed that some women
of the Nepalese communities, mainly
from the rural locality and non-educated
background, do not breastfeed on the
day of child birth and even second
day which is common in South Asia
(Darmstadt, 2006). They stimulate their
breasts and squeeze out the colostrums
(Bandyopadhyay, 2009). In terms of
breastfeeding rates, it is high in Nepal
if it compared with England rates at six
months and six weeks.

This study found that nearly 20 per
cent of the mothers explored negative
perceptions such as becoming weak,
breast shrinkage and even breast cancer
development, all in regards to regular
and excessive breastfeeding to children.
Similarly, 16 per cent mothers had
negative perceptions about feeding
of colostrums such it form pus, dirty
materials and bad smells, do not feed
without squeezing. At the same time 71
per cent had positive perceptions about

the feeding to colostrums such as it is
good for child health, pious, and highly
nutritious substance and compulsorily
feed to new born (Acharya et al.. 2014).

Akey indicator of chronic under-nutrition
is stunting - when children are too short
for their age group compared to the WHO
growth standards. About 178 million
children globally are stunted, resulting
from not enough food, a vitamin and
mineral-poor diet, and disease. As growth
slows down, brain development lags and
stunted children learn poorly (Sapkota,
2009). Stunting rates among children
are highest in Africa and Asia. In south-
central Asia 41 per cent has affected.

Good nutrition during pregnancy ensures
a healthier baby. WHO recommends
exclusive breastfeeding for six months,
introducing age-appropriate and safe
complementary foods at six months, and
continuing breastfeeding for up to two
vears or beyond (Riordan and Hoover
2005).

In regards to observation of construction
materials for the building of residents,
this compulsorily observed during the
interview within the urban or rural
area. In regards to use of construction
materials of the houses, sources of safe
drinking water and use of cooking fuels.
sanitation, drinking water purification,
ownership of land, family size, income
of the household were measured as a
compilation indicator of household
prosperity and assets (Rutstein and
Johnson, 2004). However, in Nepal
poverty, education, sanitation and safe
drinking water are associated with child
under-nutrition. Educational status
is included as a separate variable in
analyses since it 1s not a component of
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the wealth index. The population wealth
quintiles and education offer a measure
of socioeconomic status.

There are several impacts of food
selections with age, gender, and social
class along with ethnicity. attitudes,
culture, and composition of household
and deeply rooted beliefs mainly in
Nepal including South Asian Region
(Ellahi, 2014). In terms of inequalities,
the people that belong to educated and
advanced socio-economic groups tend
to have good diet. This may be due to
be better capable in conceptualizing
the association between health and
nutrition {(Cox & Anderson, 2004) but
the reality that the group with higher
incomes are able to pay for nutritionally
balanced and high quality foods (Cox &
Anderson, 2004). Nutritious foods such
as meat items, dairy products. fruits and
green vegetables often cost more than
low quality or cheap foods. The cheap
or low quality foods can be lower in

important nutrients (James et al.. 1997). -

Poor income groups may also be limited
in their capacity to purchase nutritious
diets due insufficient access, physically
and micro-financial subjects which effect
in only the necessary basics purchased
and the related social variables such as
religion that has one of the most powerful
roles in the selections and following
selection of diets (Dindyal, 2004).

5. Conclusion and Recommendations

Knowledge and attitudes towards
nutritious food of rural and urban mothers
are still poor. Beliefs about food practices
are still strongly embedded as they are
elsewhere in Nepal. Urban mothers had
better food recommendation, whereas

rural mothers experienced huge barriers.
Meat. fish, eggs and dairy products are
often not provided to children due to
cultural influences. Mothers from both
communities have high faith in spiritual
healers. Child feeding practices in the
community is very poor compared to
developed countries. Approximately one-
fifth mothers still believed that feeding of
nutritious foods during the illness period
caused harm. The research found strong
hold on the beliefs about healthy foods
within the community such as impure
and pure, cold, hot and neutral, harmful,
beneficial or curative. Following beliefs
is strongly embedded in the society that,
if a pregnant woman eats more she
will have bigger baby which can cause
problem during labour’. Therefore;
pregnant woman are not allowed to take
nutritious food in the rural part of Nepal.
This study would endorse community
based nutrition programme should
be established and integrated with
public health network at community
level. Nutrition education programmes
should be provided, using various
methods by mobilising local level
stakeholders, focusing on knowledge,
attitudes and beliefs about nutritious
food to community people targeting
to poor, disadvantaged and vulnerable
communities which indicated in this
study mainly poor knowledge. enrooted
traditional beliefs and inappropriate
attitudes of parents about nutritious
food.
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