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ABSTRACT

Knowledge, attitudedyeliefs andbehaviourof mothers of young childrerelated to healthy eating:
Comparing rural and urban perspectives in Nepal
Jib R. Acharya

Introduction

Mot her s 6 mi sachealtthy diep i iore nof tteef major causes of nutritional problems in
preschoolaged children in Nepal and theleliefs and attitudes can result in the inappropriate feeding
of young children. There is growing reseaimn this topic in Nepal but very little from a public health
perspective. This thesisas been designed to cover gapshis understandingg s peci al ly mo
decisionmaking around feeding their chidren and limsed on a general public hediétiavioual
change modetonceptualisedly Markset al, (2001).

Aim

The aim of this thesis was to compafood knowledge, beliefs, attiudesid behaviourrelated to
feeding preschoalged children in rural and urb&epalesanothers.

Objectives

The objectives were to:

i.  assess the knowledgsfitudesand beliefs about nutritious food amongst mothers.
. identify major barriers thatre associated with existing cultures, religions and ethnic
divisions including public opinions for recommending healthy food foeschoehged
children.
iil. assess healtbeekingoehaviourfor rural and urban children of low soe@onomic status.
iv.  determine facts that affect the availabilitgf food locally.
v. measure thenot her s knowl edge of and attitudes
security.
Vi evaluate the healtbeekingbehavioursdor undernourished children atite reasons why.
vi seek mothersdé suggestions for a better nu
viii. evaluate the perceptonabout healthy diet amongst the stakehojdsush as policy
people, health professionals (low level to4teidel), pharmacists and spiritual healers.

Methods:

This research used a mixetethods approach in two different locations in Nepal, including a
quantitative survey and qualitative focus group discussions. The questionnaire compriseddgukn
and structured questions on knowledge, beliefs, and attitudes about nutritious foefEecinig
patterns, food recommendations, major barriers, food umtgcand healttseekingbehaviours A

descriptive data analysis approach was useah#dysethe quantitative data by using SPSS version



21.0. The qualitative focus gramipimed to collect wdepth informatioraroundattitudes and beliefs

and data were thematicaiyalysed

Results:

A total of 524 mothers completed theestionnaireAll had children aged 36 60 months and were

no longer breastfeeding at the time, from rural (n=228) and urban (n=296) lochiiteddition, 50

key informants participated in seven focus groups. The findings revealed that 66% of children were
being fed by mothers and only 5% by fathers. The major barriers to recommending nutritious foods
perceived by mothers included: lack of knedde (19%); high prices (45%); and cultural influences

or beliefs (13%). Almost 12% of mothers never fed colostrum to their children and 34% were unable
to identify nutritious food when shopping at grocery stores, whilst 19% lacked food at home. Nearly
57% of chidren had been taken at least once to a spiritual healer for treatment and 16% more than
once. The focus group analysis suggested that important factors associated with knowledge, attitudes,
and beliefs about a healthy diet are: poverty, educagival, |strong cultural beliefs, famiy size,
household income, time, and a growing preference for fast food.

Conclusions:

Levels of knowledge on what types of food are nutritious were low indsbdm and rural mothers

and their attitudes and views apmeto be poorhnformed. Mothers from both rural and urban
communities had great faith in spiritual healers. This study suggests that a public health approach is
needed to address nutrition problems associated bétmaviour and revealed major barriers to
mater nal knowl edge, which were associated wit
climate change. Diversified and conflicting viewsre also found to be anajor barrier preventing
mothers from making better decisions. Thus, special attestiould be paid at the practitioner and
policy-maker level on appropriate interventions and approadiesed on changing these cultural
beliefs andehavioursto help reduce undernutrition in poor communities.
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DEFINITIONS/TERMINOLOGY

Acute malnutrition (W asting): Low weightfor-height defined as more than two SD
(Standard Deviations) below the mean of the-smcific reference data. It is usualy the
result of a recent shock such as poor energy and nutrients and or ilness and is strongly
associated with mortality.

Childhood obesity or overweght: Weightfor-height that is more than 2 SD (Overnutrition

or overweight). Chidhood obesity is associated with a higher probabiity of obesity in
adulthood, which can lead to a variety of disabilties and diseasgs,asucardiovascular and

type 2diaketes. For the adul, it is a condition characterized by excess body fat, defined as a
BMI of 30 or more.

Colostrum: thick fluid rich in immune factors and protein which is first fluid secreted by the
breast during late pregnancy and the first few dayer &fith.

Complementary feeding practices A set of 10 practices recommended for caregivers to
implement from 6 to 24 months, at which point breast mik and/or its substitutes alone are no
longer sufficient to meet the nutritional needs of growing infafsor breastfeeding and
complementary feeding practices, attached with high rates of infectious disease, are the
principal proximate causes of malnutrition during the first two years of life.

Complimentary food: Any food, whether locally prepared or maacfured, suitable as a
complement to breast mik or to infant formula, when either becomes insufficient to satisfy
the nutritional requirements of the infant about six months of age.

Exclusive breastfeeding The feeding of an infant only with breast milorin a mother or a

wet nurse, or expressed breast mik, and no other liquids or solids except vitamins, mineral
supplements, or medicines in drop or syrup form.

Food fortification: It is a function of adding of vitamins and minerals (micronutrients) to
food during processing. Food fortification provides a public health benefit with minimal risks
to health in the population.

Food security. The concept of food security includes the pillars of food availabiity, access,
utiization, and stabilty or vulneralf. According to the UN, food security exists when all
people, at all times, have physical and economic access to sufficient, safe, and nutritional food
to meet their dietary needs and food preferences for an active and healthy life.

Global Hunger Index (GHI): By using these three indicators, the GHI captures various
aspects of hunger and undernutriton such as the proportion of people who are
undernourished; the prevalence of underweight chidren under the age of five years; and the

underfive mortality rate.



10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Healthy food: A food beleved to be highly befigal to health especialy food grown
organically and free of chemical additivescluding highfibre, natural vitaminsand fructose.

For example animal products (meat, fish, eggs, and dairy produgi®en leafy vegetables

and fruits,various legumes, dry fruits.

Hidden hunger. It is which can compromise growth, immune function, cognitive
development, and reproductive and work capacity due to micronutrient malnutriton or
vitamin and mineral deficiees.

Human Development Index (HDI): A summary composite measur
achievements in basic aspects of human development: health, as measured by lfe expectancy
at birth; knowledge, as measured by the adult literacy rate and the conprinedy,
secondary and tertiary gross enrolment ratio; and a decent standard of living, as measured by
Gross Domestic Product (GDP) per capita in purchasing power parity.

Hunger: A feeling of discomfort, ilness, weakness, or pain due to prolonged iteulack

of food that goes beyond the usual uneasy sensation of temporary absence of food in the
stomach.

Infant and young child feeding (IYCF): It refers to specific dietary recommendations and
guiding principles for health, and development of children.

Joint family: In the context of Nepal, the joint famiy generally includes two to four
generations, all living together in the same household and utiizing a shared.kitchen

Low birth weight (LBW) : birth weight <2,500g which is associated with ldagm maternal
malnutrition, il health, physical work, and poor health care in pregnancy.

Malnutrition : Poor nutritional status caused by excessive or poor diet (Overnutrition or
Undernutrition). Malnutrition is a broad term commonly used as an alternative to
undernutrition but technically it also refers to overnutrition.

Micronutrient deficiency. Deficiencies in one or more essential vitiamin or mineral, often
caused by disease and/or lack of access and/or consumption of micronatridobds such

as fruit vegetables, animal products, and fortified foods. More than two bilion people in the
world are estimated to be deficient in iodine, vitamin A, iron, or zinc.

Micronutrients : Vitamins and minerals, iodine, vitamin A, iron, and zinc that are needed in
smd amounts by the body to produce enzymes, hormones, and other substances essential for
proper growth and development.

Overnutrition : A state in which nutritional intake greatly exceeds nutritional need.
Overnutrition manifests itseff at overweight (BMB2g/nf) and obesity (BMI>30 kg/fih

people. In chidren, overnutrition is defined as weigintheight more than 2 SD (>2 SD is

overweight and >3 SD is obese).



21.

22.

23.

24.

25.

26.

Stunting: Moderate and severe which falls below minus two standard deviations from median
weight for height of children.

Undernutrition : Undernutrition is defined as the outcome of insufficient food intake and
repeated infectious diseases. |t includes
age (stunted), danget ¢gwastddy andt deficent ifi gitaminsoane 6 s
minerals (micronutrient malnutrition).

Underweight. Moderate and severs defined asbelow minus two standard deviations from
the median weight for age of children.

Wasting: Moderate and severe conditions whicH faelow two standard deviations from
median weight for height of chidren in the community.

Sukenas When chidren suffer fromsevere malnutrition njarasmups the term used is
Sukenas (drying up) in the Nepali language.

Phukenas When chidren suffer fromProteirEnergy malnutrition Kwashiorkoy, the term

used is Phukenas (swelling up) in the Nepali language.
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CHAPTER ONE: INTRODUCTION

1.1 Introduction

The term 0he altheMorld Health ©dnizatioa WHOxg M a st at e of c
physical, mental and social wellei ng and not merely the absence
1948, p.1). This chaptepresentsa summary of nutritional problems #te global regional level

and speci€ally in the Nepalese comnte It provides brief information about the epidemiology of
nutritional problems (WHO, 2015)Background informationis provided on knowledge, attitudes,

beliefs and behaviourof mothers of young childreim relation tohealthy eating whicktontributes

to the prevalence ofmalnutrition specifically in Nepal. The determinantsthat may influence

maternal knowledge, attitudebeliefs and behaviour of mothers from rural and urban areae

also consideredl n t he |l ater s e ct i o mrgernotritiod or Idppos nuttitiorde s i s

will be understood or referred to amalnutitiond

1.2 Malnutrition

Malnutrition is commonly the majonutrition-related problem in developing nationgTull, 1997;

WFP, 2009: Kremer, 2014Malnutrition, in generaterms, refers to lack of enough food to eat,

not eating the righ quantity of healthy food item®r being unable to consume food that is
generaly available for a human being to eat for proper diet (Tul, 1987. World Food
Programme (WFP) provided thd e f i ni t i on of mal nutrition as
function of an individual is impaired to the point where he/she can no longer maintain sufficient
bodily performance process such as growth, pregnancy, lactation, physical work and resisting and
recovering from ail ment oet a.,\Vee1B,,p. 120).1Thea WFP iakoe d [
explained that malnutrition can be influenced by the lack of micronutrients and macronutrients
(WFP, 2012b). Malnutrition often occurs in developing countriesith low-income households
(Kraemer, 2014). It occurs in communities affected by natural disasters such as drought,

landslides, excessive rainfall and earthquakes (Jha, 2010; The Lancet, 2015).



Hunger seriously affectsnearly 8% of the global population (WFP, 2812 Nearly 7 milion
chidren aged 5 and less than 5 years die from malnutrition annually (Smith and Haddad, 2000;
WFP, 2012a;You et al.,2013).

Malnutrition is the consequence of two main factors: infectious diseases and inadequate food
consumption (UNCEF, 2012; WFP, 2012b). The primary causes of malnutrition are #wticer

of poor chid care; health and hygierfepd insecurity and inadequate health services (UNICEF,
1990). In addition the lack of physical infrastructure, appropriate knowledge abaottitious

food, economic and poltical resources, and cultural beliefs,contribute to the cause of
malnutrition (Khare and Rao, 1986; UNICEF, 1990; Smith and Haddad, 2000; Whitney and
Roffes, 2004; Sibekcet al., 2005). Walton and Alen (2011) idefigd that malnutrition has
become a major problem in the developing countries with severe acute problems that have a direct
impad on chid mortality and leado several diseases amoaogidren (Whithey and Rolfes, 2004,
WHO, 2011).

Muller and Krawinkel 2005) showed that malnutrition, specifically, lack of protein and
deficiencies in micronutrients, has continually been the major health issues for young children in
the developingcountries. UNICEF has developed the conceptual framework (Figure 1.1) fer th
causes of malnutrition in 1990 as part of its nutrition strategy (UNICEF, 1990). In this framework,
the major causes omalnutrition involved food, multisector approaches, caring practices and
health (UNICEF, 1990). The causes are a&ategorisedhs baic, underlying and immediateyith

each level influenang other levels (UNICEF, 1990; Ruel, 2008). Thiframework assists as a
guide to examire and assess thaetiology of poor nutrition andalso helps to identify the most

appropriate actions (UNICEF, 1990).



Figure 1.1: UNICEF Conceptual Framework
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Source: UNICEF, 1990

1.3 Importance of nutrition

A good diet is crucial for the growth and development of chidren (Karkkeal., 2014).
Reproductive and anterétwomen, young chidren and breastfeeding mothers require various
forms of nutritious food and a diet that includes essential nutrients such as proteins, fats, vitamin
A, iodine and iron (Setwe, 1994/ictora et al., 2009. Malnutrition reducst he body o0 s r e s
to infections (Tul, 1997); they affect many chidren and diminish their quality of life and their
productivity (Bhuttaet al., 2008; Victoraet al., 2008). For instance, if a pregnant woman or her

child is diagnosed withmalnutritin in the first few years of life, the chid wil likely show delays

in physical and mental development (Nair, 2007; Martoetll al., 2010) that has longterm

consequenceen lifelong health(Ruel, 2008; Martorelet.al, 2010; WFP, 2012a).



Poor nutritionin lactating and pregnant women céafluence the growth and development of the
infant (Paudelet al., 2013). In particular poor diet can delafpetal growth that results in low birth
weight and at a | at er camsbe stupted (Mictormet al. 200B; dPéausedtd e v e |
al., 2013). Bhutta and colleagues (2008) found that approximately 33% of all chid deaths are due
to mahutrition. Whilst 20% of infant mortality is caused by stunting amesting there are about

10% micronutrient deficienges amongstchildren who are not wasted and stunted (Paatdl.,

2013). Malnutrition is associated with &igher risk of cardiovascular diseasdiabetes and
obesity in later life among chidren (Bhuttat al., 2008; Ruel, 2008; Paudedt al., 2013).
Likewise, stunting is responsible fgoor development and low pductivity, sometimesn entire
communities(Bhutta et al, 2008; Ruel, 2008) Therefore, forthesereasons, it is very important to
overcome mahutrition to reduce mortalty and imgre livelihoods. Overal, adequate nutrition in

the first 1000 dayso f t h e life ashesdentiél $or optimal nourishment (WHO, 201@b613.

The nextsection highlights the global scenarioréhutrition.

1.4 Global scenario ofmalnutrition

According to assessments liye WHO, UNICEF, and the World Bank, global malnutrition has
been diminishing very slowly since 1990 the SubSahaa African and Asian countriesgy it is

stil increasing at a high rate in South Asia (The World Bank, 20WB#CEF, 2013; WHO,
2013a; 2013b). In Pacific and East Asieeas many countries have encountered serious prablem
of chronic malnutrition and micronutrient deficiege® (UNICEF, 2013; WHO, 2013a; 2013b).

More than 18,000 chidren aged undee die evey day (UNCEF, 2013; WHO, 2013a; 2013b).
According to the annual report of UNICEF UK, every 10 seconds a chid dies of malnutrition
somewhere on earth (UNICEF, 2013). Of those that live, one in four under the age of five is
stunted due to lack of healthypdd, and malnutrition is the cause of 45% of deaths of chidren
under the age of five globally (Bhuttat al., 2103; UNICEF, 2013).A collaborative report
published bythe WHO, UNICEF and The World Bank (2013%tated thatapproximately 33

milion children aged les than five years died globally, amounting to some 18,000 deaths per day.



Stunting, wasting and being underweight are cited as major reasons and these highlighved

below.
1.4.1 Children stunting

T In the global context, about 161 milion chidren less than 5 years of age were estimated in
2013 to be stunted (WH€x al, 2013).

|  Moreover globally, the trend of prevaleno# stunting has been decreasing:rom 2000 to
2013, the percentage of chidremho were stuned decreased from 33% to 25%r
numerically from 199 milion to 161 milion (WHGQet al, 2013).

| Geographically, half of alstunted childrerresided in Asia and more than etmrd were in

Africa (WHO et al, 2013).

1.4.2 Wasting andseverewasting

| In the global context, 51 milion children that were aged 5 yearess were wasted among
whom, 17 milion wereclassified aseverelywasted in 2013 (WHt al, 2013).

I In 2013, washg was estimated at about 8% of global population aridthese 3% were
severely wasted (WH@t al, 2013).

| It was estimated in 2013 tha&wvo-thirds of wastedand severely wastedhildren were from

Asia and the remaininghird were from Africa WHO et al.,2013).

1.4.3 Underweight

| In the global contextthe number ofchidren under the age of 5 yeamho were underweight
was 99 milion in 2013 amongvhom two-thirds were in Asia anda third in Africa (WHO et
al., 2013).

|  The overall trend for chidren who wereunderweight globaly has decreased from 25% to

15% for the period 1990 to 2013 (WHE al, 2013).



I  Among all the continents, Africa has seen the smallest decreasdildnen who were
underweighti.e. from 23% in 1990 to 17% in 2013. Comparatively, Asia l@iserved a
decrease from 32% to 18%atin America ad Caribbean have decreased from 8% to 3%

overal. The next section outines the global hunger scenario and its importance.

1.5 Global hunger scenario

Malnutrition and hunger are closely associated factors aral both considered to bequaly

important in the field of public health (WFP 2015As explainedbefore gection 1.2 the major

causes ofhunger are poverty, poor investment for agriculture, weather and climate, war and
conflicts, uncertain markets and wastage of food éliral., 2002; Gll, 2014 WFP, 2015).The

WFP (2015) argued that if any household of the community isrewgiving sufficient food, that
household wil suffer frommalnutriton (GLSS, 1995). It also stated thakespite household
membersreceiving sufficient food, they willstil become malnourished because available food

would not fulfil their daily nutritional requirements (Gittelsohet al., 1997; UNICEF, 2009;

WFP, 2012b). IlI-health and malnutrition are closely related as malnutrition can be the actual

cause of diseas¢Setswe, 1994; Sluilet al., 2015) . Text box 61. 16 bel o

magnitude of malnutrition associated wittod insecurity (UNSCN, 2004).



Textbox 1.1:Global food insecurity (magnitude)

1. About 795 milion people in the entire world do not have access to enoughddedd &
healthy and active life; this is therefotein 9 peopleglobally (FAO, 2015).

2. Most of people deprived of food andhaving hunger problems reside in developing
countries; among which 13.5% of the population is malnourished (FAO, 2015).

3. Among all the continents, Asia has the most number of hungry pedytd is two-thirds
of the total The percentage of hungry people lving in South Awmia decrease
considerably, althayh in Western Asia, the ratio has increased slightly (FAO, 2015).

4. Another majorarea facing hunger problems ubSaharan Africawhich hasthe highes

ratio with one in every four people beingalnourished(FAO, 2015).

5. Malnutrition is the cause ohearly half (45%) ofthe deatls in chidren aged less than
years. Statistically, 3.1 milion chidreniedeach yeaof malnutrition (Bhutta et al.,2013).

6. One in6 chidrenin developing countries.e. 100 milion, areunderweight(WHO, 2012).

7. One infour chidren globaly are stuntedwherein developing countries, thisatio becomef
onein three(PHN, 2012)

8. Among all the developing countrieglobaly, approximately 66 milion schootgoing
chidren arrive atschool hungry, Afdga accounts for 23 miliorof these chidren(WFP,
2012a).

1.6 Malnutrition and its consequences

If chidren are suffering from chronic malnutrition, it may have-tiieeatening and serious health
consequences which have the following main impacts (Bhettal., 2013; FAO, 2014a).The

textbox 1.2below summarisesmalnutrition and its consequences.



Textbox 1.2:Malnutrition and its consequences.

Effects on health Effects on social and economic development

1 Malnutrition is the basis of physic| 1 Prevent people from reaching their full potential
and cognitive stunting that make| § Children with malnutrition show poq
chidren  wvulnerable to varioJ performance in school thus limiting their futy
diseases and infections. and their opportunities.

1 The deficiency in micronutrienf § Adults with malnutrition are less productiveand
can lead to severe ilness & cannot provide a health cafi@ their families.
damage to physical health al § Women and mothers with malnutrition are likg
impairments  such  as anaemia to have underweight babies at high risk
blindness, mental disabiltynd can cognitive and physical impairment.
causeneural tube dects inutero f Continued cycle of poverty and econor

stagnation.

Source : Bhuttaet al.,2013 ; FAO, 2014a

1.7 Magnitude of malnutrition

Many studies show that in developing countries, more than 10 milion chidren aged less than 5
yearsold die annually (Nget al., 2013). If recommended or scientifically proven interventions for
these diseases were to be applied, mora 6@ of these deaths could sducedon an annual
basis (Edris, 2007; WHO, 2013a; 2013b; FAO, 2015). According to joint estimatiorike of
WHO, UNICEF and The World Bank (2013b), in some countries malnutrition accounts forea larg
percentage of all chiddeaths with more than half of all such deaths being reported in six
countries, and furthermore, 90% of deaths reported in the woddr in 42 countries. Most of
these deathsare reported in regions of S@aharan Africa and South Asia (Edris, 2007; GRF,
2013; Ogdenet al., 2014; FAO, 2015). More than 50% of all chidren who die from
communicable diseases are diagnosed with malnutrition (whether ovandernutriton as a
major contributing factor (Eksmyr, 1970; Pinstpdersen, 1981; Oldet al., 2014). Similarly,

approximately 0.52 milion women are estimated to die every year from diseases related to



pregnancy with associated poor nutrition, 99% of these deaths are in developing countries
(Simkhadaet al.,2006).

Many studies reveal that nuibti has a major role istrengthening the immune system and
physical, mental and cognitive developméntchidren (Marcoset al., 2003; Ygberg and Nisson,
2011). Nutrition is directly or indirectly related tibie mortalty rate of the maternal side ofa
famiy. This is also one of the key indicators fappropriatehealth care service delivery and
utizaton of t hese services, in addition to womenos
Stephenson and Hennink, 2004; Bezerr et al., 2008). Underfed children all over the world
face great risk of mortalty and morbidity (Mosley and Cowley, 1991; Grifighsl., 2002). The

WHO (cited in UNICEF, 1998)estimated that among all the deaths oldodmn aged less than

five years approximgely 55% is caused by undernourishment. Amongst those who survive,
inadequate nutrition reduces their cognitive development (Litcher, 1997; de eOras., 2000;
Behrman and Rosenzweig, 2004) which limits their educational accomplishment (Polit, 1984).
Undernourished chidren are also likely to develop poor health and disabiity (UNICEF, 1998;
Smith and Haddad, 2000). Thereatesan intergenerational cycle of malnutrition, infirmity, and
poverty not only within the family but also at the national levehy&sthaet al., 1999; Bryceet

al., 2005; Dewey and Begum, 2011). The next section focuseébeamalnutrition scenario in the

context of Nepal.

1.7.1 Malnutrition in the Nepalese context

In the context of Nepal, the nutritional status or health of mothers and children aged less than five
years is poor andhe toll is increasing rapidly (NDHS, 2017). Theteve been naignificant or

even minor improvemesitin the nutritional status of ctilen for the 25 years between 1991 and
2016 (see Appendix 19)Annually 10% of these chidren are wasted, 36% stadt and 27%
underweight (see Appendix 19). Furthermore, Nepali women are extremely vulnerable
malnutritionrelated diseases due to their sidence in hily and plain regions (NDHS, 2011) (see

Appendix 19).



The FAO reported in 1992 that amorige reasons for malnutrition in Nepal, seasonal food
shortages are a majdactor. Poor maternalnutritional statusand seasonality of food shortages
affect the birth weight of children and further continues to affect growth throughout later stages of
ife (FAO, 1992). The FAO estimated th#fte population that was malnourished in Nepal was
about 29%during 1990 to 1992 which was comparatively betterntiae 45% of the population

that was malnourisheduring 1969 to 1971 (FAO, 1992). However, no recent data for a reliable
source regarding the annual food consumption in Nepava&lable. Existing data from FAO
(1992 found that inthe late 1960sand early 1970s, the nutritional requirements of individuals
were not met. However, in 1985, the situatimed slightly improved and nutritional requirements
were met (FAO, 1992). Apart from the aforementioned reasons, there are several other reasons
that account for malnutrition in Nepal. Factors such as maternal education, poverty, change in
climate, war and natural disasters all contribute to food shortages in Nepalinfluences
malnutrition among the population specifically young chidrenJolly, 2010). Other reasons that
contributed to malnutrition in Nepalre severeearthquakess experiencedh 2015, poor coverage

of health services, morbidity and soe€ioonomic issues (Benneétt al., 1997; Acharya, 2000;

Bennettet al.,2008; Bhuttaet al.,2013).
1.7.2 Nepal: demographic outline

The population of Nepal was 26.6 milion in 20&dth children younger than 15 years making up
nearly 40% of the total populatiofCBS, 2011; NDHS, 2011). The population growth rate is
1.4%. The rate ofurbanisationhas been rapidly increasing from 14% in 2001 to 17% in 2011
(NPHC, 2012), however most of the population of Nepadtil reside in rural areas. Life
expectancy at birth continues to rise for both males and females; increasing from 55 years for
males and 53 years for females in 1991 to 67 years for males and 68 years for females in 2011
(NPHC, 2012). The 2011 census revealed tt#&#.2% of the populatiorwere below 15 years,
54.4% between 15 and 59 years, and 8.4% aged 60 years and above.

The main ethnic groups are Chhetri, Brahmin, Magar, Theamang and Newar (Subedi, 2010;

2011). More than 92 mother tongues are spoken in Nepal (CBS, 2003a; 2003b; Subedi, 2010;
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NDHS, 2011). Most of the languages originate from two major groups:T#¥edan (Slusser,
1982), spoken by about 18% of the population, and -Ewopean, about 79% (CBS, 2003a;
2003b; Sharma, 2004). Nepali is the official language and it is used and understood by most
people in the country (NDHS, 2011). Besides Nepali, theratve major languages are Maithili

and Bhojpuri, spoken by about 12% and 8% of the population, respectively (Subedi, 2010; NDHS,
2011).

Most of the people in Nepal are of the Hindu religion (81.3%). Many identify themselves as
Hindu and Buddhist, reflecky the syncretic nature of these religions in Nepal (Shrestha, 2005).
Buddhism is the secoddrgest religion, accounting for 16% of the population, followed by Kirat
5.1%, Islam 4.4%, Christianity 1.4%, and others 0.4% (CBS, 2011; NLSS, 2011; NPHC, 2012).

The next sectiorfiocuseson the socioeconomic situation of Nepalese households.
1.7.3The socioeconomic situationn Nepal

This section describes the socioeconomic situation of Nepal which is one of the major factors
contributing to the malnutrition prodem. Ne p a | i s still one of t he
countries coming 205 out of 228 countries ranked by gross domestic product (GDP) (CIA,
2013). Nepal ranks 157 out of 187 nations on the Human Development Index (UNDP, 2013).
However, there is signifant unrest within the country fuelled by factors such as poverty, food
insecurity and poltical instabilty. The country is stil facing important poltical challenges in the
postconflict transiton to stabiity. The UN Human Development Index for Negmaitinues to
improve, increasing from 0.398 in 2000 to 0.458 in 2011 (Human Development Report, 2011)
although extensive inequalties persist between districts. In the Gender Inequalty Index (GllI),
however, Nepal ranks 193with a value of 0.558 (UNDP2014), indicating the low rank of
women in the country.

While the mgority of the population dependn agriculture for their livelihood, the contribution of
agricutture to the national economy has been gradually declining, accounting for 33% of GDP in
20®@ (UNDP, 2014). Remittances from abroad, which account for 18% of national income in

2008, are one of the principal contributors to poverty reduction with 30% of households having
11



received remittances in @8 (UNDP, 2014). The scioeconomic situation andoyerty are

virtually linked each otherThe next section highlightshe prevalence gboverty in Nepal.
1.7.4The prevalence of pverty in Nepal

Poverty is another major reason faalnutrition in Nepal because dbw incomes, the people do

not have enough food to eat (WFP, 2008solute poverty or destitution refers to the deprivation

of basic human needs, which commonly includes food, water, sanitation, clothing, shelter,
healthcare and education (INE, 2009; Ferreirat al, 2011). Relative poverty is defined
contextualy as economic inequality in the location or society in which people live (INE, 2009;
Ferreiraet al., 201 1) . Nepal s economic system is surr
with people living in ruralareas and the problem ofalnutritionis very real(Basnett, 2009WFP,

2009; World Bank, 2012).

The FAO argued that malnutrition has a direct link with poverty where it is the principal cause of
malnutrition (FAO, 2012). The World Bank (2008) estimatedtt1.35 milion of the developing
world was living on $1.25 income a day or even less. In addition to poverty, other key causes of
malnutrition are war and conflict, harmful economic systems and climate change @FHD,

2006). The countries with theowest economic indicators also have the highest rates of
malnutrition (BLS, 2013; The Borgen Project, 2013).

In Nepal poverty is one of the key reasons for malnutrition but food production and family
economics are adding further difficulties. Accordingthe policy brief based on NDHS (2001)
report, the improvement in nutrition gap is lewken compared tothe income growth inother
countries (Lawrenceet al., 2003, p.110). In addition to this, a high prevalence of malnutrition,
coming from poor nutritioml practices or lack of micronutrients, continues even in famiies with
sufficient earnings for sufficient food intake (Ergo al., 2009; UNDP, 2014). As the effects of
recent global crises in fooduel, and finance have clearly shown, it is the poort thaffer the

most from these; the undernourished become even more undernourished and death rates rise
(UNCEF, 2009; UNSCN, 2010). Thus, effective strategies for social protection, whether in

current or future crises, must addressinutrition (UNSCN, 2010;World Bank, 2014b).
12



Intense poverty and an era of violent governmental insecurity have taken a big toll on Nepalese
society. According to the World Bankés world
three people in Nepal live in extreme poyerurviving on less than US$1 per day (World Bank,
2000; 2011; Enterprise Survey, 2013; UNDP, 2014). According to the World Bank (2012) report,
nearly onequarter of the population of Nepal is living under the poverty line. This group cannot
afford adequee nutrients in the diet for their chidren and always live under condiiorfeoof
scarcity (WFP, 2009). Poor and marginalized ethnic groups are more concerned with survival than
a nutritious diet becauskealthy food items are relatively expensive (Sdbhe2010). They are
oftenforced to buy cheap, poor quality foods.

Poverty is a potent factdior food shortage and poor nutrition (FAO, 2012; UNDP, 2014). The
Nepal Demographic and Health Survey (NDHS, 2011) found that the magnitucklraftrition
amorgst chidren from the poorest households is almost double that of chidren from the
wealthiest households. Table 1.1 below shdes incidence of poverty by ethnic group (Kayastha

et al., 1999). It also shows the povertglistribution by the ethnicity of the two different
geographical l ocations of Nepal. According to
than those on the plains. However, Dalits and Janajati from the mountains area are economically
more deprived thamhose onthe plains. The table shows Chhetris (middle castes) from the plains

are poorer than those from the mountains.
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Table 1.1: Poverty incidence by ethnicity

Caste and ethnic groups | Poverty headcountrate (%) | Poverty (%)
Mountains

Brahmans 10.3 5.2
Chhetris 23.4 16.6
Dalits 43.6 15.2
Janajati 28.3 24.4
Plains

Brahmans 18.6 0.4
Middle castes 28.7 17.6
Dalits 38.2 6.9
Janajati 25.9 7.3
Newars 10.3 2.5
Muslim 20.2 3.5
Other 12.3 0.5
NEPAL 25.2 100.0

Source: NLSS, 2011
As per the UNDP Human Development Index report (2014), Nepal ranks" Jafong 187
countries and the average annual income of a person in Nepal is US$ 707(World Food
Programme, 2015).
Available data suggest that Nepal isone of the least developedcountriesin the woitd and
Nepalesepeople are equally as poor with the average annual incomeaJ8f707, comparatively
lower to other high-income countries globally (WFP, 2015). In this regardt can be stated that
malnutrition is clearly linked to household and anmunity income. Peoplewith a low
socioeconomic status cannot afford nutritious food for their chidren (Karkee, 2008gsdh
identified gaps in the literature suggest that there is a need for restmtclexamineghe link
between people with low SE$Socio-economic status) and energyintakes of rural and urban

areasThe next sectiorronsidersthe sociecultural scenario of Nepal.
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1.8 The socio-cultural scenario in Nepal

Nepal has three ecological regions (mountains, hills, and plains) extendinge&stimto west with

105 recorded ethnicities (Gellner, 1986; Gurung, 2005, MoHP, 2012). These regions and
ethnicities are associated with diverse cultures (Gelner, 1986; Khare and Rao, 1986; Subedi,
2010; 2011). One ethnicity is very different to anoth@ur(ing, 2001; ADB, 2010). For example,

food consumption patterns and cussoare quite different between these three ecological regions
(WFP, 2009). The culture of the plains, including custom and diet, is very different from the hills
and mountains due tthe plains having anuch hotter and more humid climate (Kleinman, 1981,
Gittelsohn et al., 1997; WFP, 2009).

A strongly embedded caste system basedfeudal patriarchy prevais in Nepalese society, which
defines the social stratification by ethnicitgllner, 1986; Sharma, 1999; Gurung, 2005; Bennett

et al., 2008; Subedi, 2011). While it is officially outlawed there is stil a high level of social
differentiation related to ethnicity and caste in this society (Dehall., 2002; Bhattachaet al.,

20). People of lower caste are stil frequently discriminated againsstgmdatised(Bhattachan

et al., 2009). The nation has a strong patriarchal social and cultural structure and gender inequality
are stil very high in the community (Kleinman, 1981; Bett et al., 2008; Bishwakarma, 2009;
Bisset, 2014). The gender inequality can be understood by the fact that in the household, Nepalese
women have littleinfluence on the decision making regardless of household decisions or high
level authoritative andebislative decisions at the highest bureaucratic posts (&oHl., 2013.

This study demonstrated thathere are wide differences between castes and socilture issues

which include issues related to religion among the Nepalese community. Hencstutlye
suggests that there &gapin the current knowledge particularly about culturaste and religion.

Thus there is aneed for further focused research on the culitaste and religion ofthe Nepalese
population. The nextsection focusesn religion which is known to influence food behavioursof

others
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1.8.1The religion scenarioin Nepal

In the context of Nepalthe caste system and religions are strongly inhibited within the society
(Kleinman, 1981; Subdei, 2010; Adhikari, 2012). Hinduism i%e oof the oldest and largest
religions in the world (Hinduism, 1999; Sharma, 2002; Shardédaral., 2006; Purnel, 2009).
About 1200 BC, the Vedas which is a body of hymns that originated in North India which set out
the theological and logical principles Blinduism, was created (Ilves and Messerli, 1889; Bishop,
1990; Lewis, 1994; Flood, 1996; Ives, 2006). Nepalese society is still deeply affected by
traditional customs, normsyalues and models. Hindu philosophy and religion is responsible for
having encaraged the patriarchal feudal system in Nepal (Bishop, 1990; Fisher, 1990; Craig,
2011; Adhikari, 2012). Taunderstandthe causes for dietary and nutritional customs prevaiting
religion needs to be in line with rationale and logical thinking for suevsland practices (Pool,
1987; Christianet al., 2006; Acharya, 2013). Furthermore, there are mlamgs of religion and
ethics that are concerned with health safety with regards to consumption of food and drink within
the religious context (Hinduism, 1999%reservation techniques were limited in the past (Subedi,
2010; Upreti and MulleBoker, 2010; Adhikari, 2012)Previous researchers were unaware of
theories relatedto the prevention andmanagementof diseasesin relation to different health
problems thatexist in the modernday world (Jin et al., 2002; BizaZepro, 2015). Yet, for that
time, the religious leaders formulated some laws abmitconsumption of food and drink in line

with religious practices and limitatonsiwt hi n t he context of oneos
and Rao, 1986; Purnel, 2009). This practice is even folowed today with specific laws regarding
the consumption of food and drink prevaiing with the religious practices of previous times
(Sharma, @02; Purnel, 2009; Tamang and Brown, 2010).

It is important to be familiar with Hindu culture and spirituality (Hinduism, 1999; Purnell, 2009)
which is closely associated with food science (Barasi and Mottram, 1990) within this community
in which more thn 81% of the people are Hindu (CBS, 2011; NDHS, 2011). In the Hindu culture,
it is widely believed that the soul of humans is immortal and tliedie after death, with one

sovereign Supreme God having all the power in the world (Sharma, 2002; F200@)l, Most of
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the migrant Hindu populations in developed countries continue to practice traditional activities
such as fasting, worshipping and celebrating major rituals (Hegat al., 2001; Christiaret al.,

2006; Ellahi, 2014).Many Hindus also be&lve that some foods can be considered cold or hot
(Appendix 14), and these should only be consumed during specific seasons and not in
combination with one anotherRénquesRoss et al., 2014; BizaZepro, 2015). Attention to
specific food consumption pracéis such as vegetarian foods, use of alcohols or drugs,
overeating, were also combined into the principle of religious practice (Shakya, 2006; Upreti and
Muller-Boker, 2010). Furthermore, the laws of eating and drinking prohiletiast alongsidethe

laws of fasting and restraining from eating and drinking in fast in numerous religions that are stil
being practsed widely (Christianet al., 2006; Subedi2009; Acharya, 2012; 2013). In addition to
this, there have been severaligious and moral normstil present insociety that apply certain
restrictions on food and drink consumption (Hinduism99)9 The lterature demonstrateéhat
religion is a major factor influencng food andhealthseekingbehavioursof mothers(Christian et

al., 2006; Shakya,2006) Furthermore,it is notedthat this is a highly complex issue which is
strongly embedded within all ethnic groups in Nepal (Subedi, 20I0g following section

describes foodaboos and practices in Nepal.
1.8.2 Foodpractices andta b o oefatedissuesin Nepal

Certain taboos and practices are strongly related to the dietary pattefdepafesepeople
(Hinduism, 1999; Subedi, 2010). Such taboos and practices are also closely linked to food buying
habits. For example, Brahmin and Chhetri ethniougs would never buy pork, beef or buffalo

meat even if it is readily avaiable in the nearest market because of the religious prohibition
against consuming it (Hinduism, 1999; Shakya, 2006; Upreti and Miker, 2010).

One of the taboos in Hindu cui is against women making direct eye contact with men
(Hinduism, 1999; Purnell, 2009). Other taboos are: never greet someone with a left hand and do
not eat meat i t is the humands soul that is within t
reincarnation (MeyeiRochow, 2009; Purnell, 2009; Subedi, 2010). In Hindu culture, the central

philosophy that is the basis of all health practices is the system of Ayurveda and Unani (Lewis,
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1994; Hinduism, 1999; Dhamet al., 2009). The main philosophy beéfd this practice is that the

root of the ilness has to be removed and sometimes that does not mean it comes from within the
body (Hinduism, 1999; Adhikari, 2012; BizZepro, 2015). Ayurvedic medicine is a mostly
natural herb which has very little sidefexfts on the body and that is why it is popular in Hindu
culture (Lewis, 1994; Dhan®t al., 2009; MeyefRochow, 2009). Moreover, the food taboos that
exist in Nepal such ashe prohibition of certain food items for consumption of people, specificaly

in children has been another major cause rminutrition in Nepal in the context of food tatmo
(Acharya et al., 2015). The food taboos are strongly connected with caste systems. The next

sectionconsidersexisting caste systems among Nepalese society.
1.83 Caste systemsn Nepal

Nepal is a country with mulingual, multicastes, mulcultural society (Ingold, 1994) and has
diverse geographical environments (Gellner, 1986; Subedi, 2011). One critical part in Nepal is the
caste system, precisetlge Hindu caste system, (Sharma, 1999; MoHP, 2012; NPHC, 2012) that is
in line with ancient and traditonal Brahman system in the Indian religion (Hinduism, 1999;
Bennettet al., 2008; Subedi, 2011). However, the existence of caste system can be dated back,
before 1500 BC, to Ind@dryans arrival who promoted it which was not presented before them
(Bennett, 1983; Bishop, 1990; Hinduism, 1999; Shankdar al., 2006; Subedi, 2011). The
economic structure of Nepal is based upon the feudalism similar to-cggir This caste system

in Nepal has started to erode gradudly Indo-Aryans, wherepeople have started to classify
themselvesas humans rather than castes (Ilves and Messerli, 1889; Lewis, 1994; Bennett, 2006;
Bennettet al., 2008).

The caste or ethnicity stem of Nepal is one of the potential barriers which influefiooel and
healthseeking behaviours of the community. It also strongly associated with the affordability,
availability, and accessibility of food (Acharyat al., 2014). For example, the caste system was
also one of the main causes for civii war in 1996 (NSW, 2001; The World Bank, 2006; Basnett,
2009; Devkota and van Teijingen, 2010; Upreti and Milléker, 2010). The caste division is

prevalent in Nepal but theules are not as fixed as they were in fast. In 1962, a law was
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passed that made the casting difference illegitimate and thus, all the castes are to be treated
equaly in the eyes of law. For example, education is free and open to all castes (®digdi, 2

The statusof women isdiscussedn the following section.
1.8.4 Status of womenmnn Nepal

A womard sstatus inNepalesesociety is lower comparetb men because Nepal is a masculine
society dominated by male gender (Malla Pradhan, 2000; Majuput@,).2The discrimination
againstwomen in society is one of the major reasons #fégct a womerd slevelopment within
society (Majupuria, 2007). The postition of wominsociety is crucial due to the development of
future generations through their upbnmgi (ADB, 2001; Furutaet al., 2006; Adhikari, 2013).
According to Hindu as wel/l as Nepalese <cultu
after marriage and frequently have less power or rights than men in family decision making
(Bennett, 1983; Alderet al., 1993; Bennett, 2006; Adhikari, 2013). There is also some social
pressure to behave in support of their marital hoéomen regularly give priority to the
requirements of the famiy before their own needs, such as choosing to deliver their babyeat

and to do all the household chores rather than care for their own health (Bennett, 2006; NSSO,
2012; Adhikari, 2013).

In Nepal, women are mainly responsible for cleaning, cooking, domestic work and family care
and they are dominated by men (Malla dhan, 2000). Society creates a distinct role for men and
women. The situationfor womenliving in rural areaswvas very poor until two decades ago (Mala
Pradhan, 2000; Ghandhi, 201Bisset 2014. Girls were not allowed to go to school and were
disempowered due to patriarchy, cultural and social discrimination (Subedi, 2010). Poltical and
civil inequality enabled and maintained unequal power relations between women and men in both
private and public spherg®iaz, 2003 Ghandhi, 2012Bisset 2014. Violence against women is
common in the South Asian region (Niaz, 2003). Women may be treated likebeduitg
machines (Malla Pradhan, 2000). Most parents prefer to have sons rather than daughters (Mala
Pradha, 2000; Furuta and Salway, 2006; Martin, 2008). Many women are obligated to continue

childbearing until they have a son. Traditional families believe that if thessoorn in the family,
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he wil pave the pathway to heaven for the entire family (Bandi886; Malla Pradhan, 2000).

The proverb still exists in Nepalese society that sons wil brighten the whole world but daughters
only the kitchen (Bastet al., 1986; Niaz, 2003; Adhikari, 2013). Girls are discriminated against
from birth in Nepalese societfMalla Pradhan, 2000; Furuta and Salway, 2006; Martin, 2008). A
girl is treated as if she is not as good as a boy; a young girl is fed after her brother; a wife looks
after husband; an old woman looks after her son (Basi,1986; Subedi, 2010).

In the Nepalicontext, awoman who is educatedis not always rankedabove her uneducated
counterpart (Acharya and Bennett, 1981; ADB, 2001; Niaz, 2003; Beretetal., 2008;
Bhattachan, 2009; ADB, 2010). Moreover, wam Gtatus is linked to the authority of ér
husband rathethan her own status of education and individual identity (Bennett, 1983; Bishop,
1990; Fisher, 1990) . Therefore, ocoometesplasast at u
vital role towards food antiealthseekingbehavioursincluding chid care (Acharya, 2000; ADB,
2001; 2010; NSW, 2001; Niaz, 2003; Adhikari, 2013).The next section describesajoe
determinants oimalnutrition in Nepalthat include health care serviceknowledge,attitudes and

beliefs about nutritiousfood, infant and chid feeding practices, agriculture and feedurity,

climate change and effects, internal conflict and polttical instability.

1.9 Nepal: major determinants of malnutrition

1.9.1 Healthcare services

The healthcareservice isa crucial componentwith regard to management afialnutrition Thus,

this section givesa brief introductionto existing health care servicés Nepal. Thee are complex
problems associatedwith health care in NepalAdhikari et al., 2002; Adams, 2007; Sold Nepal
and Merlin, 2012).Healthcarefacilties are generaly poor (Stone, 1986; Acharya, 2000; éRai
al., 2001) and directly mirror the livingtatusof the people (Acharya, 2000; Adhikari, 2004)
unaffordable and unsystemati©ne of the major reasons for the high prevalence rate of
malnutrition in Nepal is due to unaffordabilty of healthcare serviéersthe poor. The provision

of childcare is includedwithin the healthcaresystem of Nepal and is facing lack of funding
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People from lower socieconomic groupsare not able to afford healthcare services and healthy
food in Nepalis expensive (Rahman, 2000; Adit al., 2005; German Technical Cooperation,
2009).

The varioushealthcarepractices (Hil, 1999; MoHP, 2011; Acha, 2012) in the country can be
categorized into the following three major segments: (1) medical carepémple whorely on a
jhankri or dhami (spiritual/traditional healer) (Stone, 1976; Hil, 1999; Prothero, 1999; Colvile,
2008; Adhikari, 2012), (2) mmanic or Ayurvedic treatment and (3) allopathic medicine (Western
medical sciences) (Cueto, 1996; Rati al., 2001). The ok mediciné is made up of general
assumptions regarding the spiritual and the magical or paranormal causes of ilness (S€&ne, 197
Hill, 1999; Subedi, 1999; Shankat al., 2006). Disease and death are frequently attributed to
demons, ghosts and evil spirits (Prothero, 1999; Subedi, 1999) which are assumedrésiitoa

the evil eye, wrath of ancestors and the planetary efféStene, 1976; Shankest al., 2006).
Several protections against these dangers are taken, such as the wearing of gems or avoidance of
certain foods and sights and the placation of gods and essence (ghosts) with gifts to them for
sacrifice of different kinds (Prothero, 1999; Subedi, 1999; Adhikari, 2012). People generaly
consult a dhami/jjhakri (Prothero, 1999) for treatment when they are struck by any type of sickness
(Stone, 1976; Hil, 1999; MoHP, 2011). In many rural parts of Nepal, a dhamijsakneionly
source of medical care available that is familiar and affordable (Stone, 1976; Hil, 1999; Prothero,
1999). Even those who are well educated or well off and who regularly use modern medicine also
regularly visit jotishi (Brahmin astrologers) fadvice (Bekvar, n. d.; MoHP, 2011; Khanal,
2013). In the current practices within Nepah arranged marriage proposal is not accepted or
rejectedbefore consuihg with a priest ordyotish (Ingold, 1994; Khanal, 2013).

Private health care services are very active in various parts or regions of Nepal but they are
generally focused on profit rather than providing services (Stone, 1986; German Technical
Cooperation, 2009; Gautam, 2011). Most health care services, in teengent and private
sectors, generaly are given by certified doctors, professionally trained paramedics, nurses and

certified health workers (German Technical Cooperation, 2009; MoHP, 2011; Hamal, 2012).
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However, a problem with the provision of healthcaservices is that mostly the hospitals are
located within the urban areas and provide different healthcare services as compared to health
centresand health posts throughout the rural areas (Hanson and Berman, 1998). Pharmacy and
laboratory services alongith modern equipment are also attached to health institutions (Haper
and Jeffery, 2009; Harpest al., 2011; MoHP, 2011; MoHP, 2014a). The small healdmtres

health posts and sdiealth posts (Hanson and Berman, 1998) which are located in rural parts a
mainly established to provide primary level health care services to rural communities (Ghalker

al., 1990; Bennetet al., 1997). Generally, they are run by paramedics, health auxiliaries and other
minimally trained staff (MoHP, 2011). The rural hbaliervices are not effective and generally

fail to provide basic health care services on a regular and reliable basis due to poor management
(German Technical Cooperation, 2009; Gautam, 2011; MoHP, 2011; Maral., 2013).
Commonly the community does noust or accept this service. The other main reason is also the
name or word used for the primary care service (Bandura, 1986; Klement and Siverman, 2003).
In the mind of communities, it has been ilustrated that health centres provide first aid services
rather than full fledge healthcare and they seek to access proper hospital services in urban areas
where hospitals are located In Nepali vocabulary, the real meaning of prinfargtigamic which

inked closely to priority or first aid (MoHP, 1997; Klemeahd Siverman, 2003). Almost the
whole of Nepalese society is still using traditonal medicine as the first step of health care and
they go to traditional or spiritual healers with any health problems (Tamang and Broom, 2010).
The healthcare infrastrucwurwithin the country is poor (Maret al., 2013) with the traditional

ways of curing diseases being folowed rather than following the innovations in the healthcare

industry (Stone, 1976).
1.9.2 Knowledge, attitudes and beliefs about nutritious footh Nepal

This section presents maternal views about healthy fiNegalesepeople have negative attitudes
and beliefs about nutritious food particularly recommending healthy food for pregnant and
lactating mothers and chidren (Sharma, 2002; Subedi, 2002; £hak@6). However, the food

recommendation system is completely dependent on local traditional and religious norms and
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values of the ethnic group (Stone, 1976; Sharma, 2002; Shanhlkdr, 2006). The supporters of

these conventional practices and beligfsspirits are due to the dominanceof Hindu religion

within the country and its priests that preach such knowledge (Tamang and Broom, 2010; NDHS,
2011; NPHC, 2012; MoHP, 2012). In rural parts of Nepal, many traditonal bsl#fexist; for
example,é pr osy i s believed to be caused by sin i
(Acharya, 2012), colostrum lays harto newborn babies, and mothers may become ugly and
weak in health by lonterm breastfeeding (Odent, 2011; Sah, 2011; Achatyal., 2015) The

poor community has strong trust in traditional/spiritual healers and their first choice is the
spiritualtraditional healer in case af minor health issues (Stone, 1976; Sharma, 2002; Bezner

Kerr et al., 2008; BizaZepro, 2015). The priesthooditerate households, spiritual healers, and
elderly parents stil have high trust in misbeliefs about food and health which are stil being
practsed by them in society (Storer, 1977; Sudedi, 1999; Adhikari, 2012).

An example is provided bypdent (2011)a b o u t mot hersé attitudes tow
which are dividedinto two contradictory camp$ positive and negative opinions (Sibeko al.,

2005). For example, mothers in Nepal believe that mik produced from mammary glands,
including humans, provides protection and curing of diseases, nourishment with vitamins, strength
and overal health development of chidreOdent, 2011), vitamins and nutritiostrength and

overall advantage (Sibeket al., 2005). The negative beliefs are that colostrum can cause evil
spirits to enter the infant, or that it is dirty, or generaly harmful toréne-b o r healts (Haider

et al.,2010; Odent, 2011).

The practiceof using colostrum as the cure of ilness leadstedin Nepalesesociety especially

among women and they use different terminologies for colostrum asidighaouti, pip, khoti,

bikh, khil, and Phohar as spoken in Nepali language (Sibekbal., 2005; Hader et al., 2010;
Odent , 2011) . It is also highly debatable whi
bigouti is the direct translation of colostrum which is very often described as yellow or thick by

the mothers (Odent, 2011). Colostrum isoaktalled pus within iliterate communities because it

looks like pus by its nature (Sibelat al.,2005).
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Many people stil believethat colostrum from mammary glands is unsafich should be
discarded.There are thus certain barriers to the feedingadstrum to the nesoorn (Haideret

al., 2010; Odent, 2011). Surprisingly, it has even been observed that the owners of cattle do not
give the colostrum to the calves of buffalo or cows in rural areas of Nepal (Subedi, 2002).

In Nepalese society, food isonsidered pure or impure (Subedi 2002; Shakya, 2006; Subedi,
2010) depending upon the food type, source, and handing (see Appendix 14). In Nepalese and
even in Indian society or culture, the concept of cold and hot food is very significant and still
exsts, especialy in rural communities (Pool, 1987; Subedi, 2@0Zkya 2009. Similarly, cold

items are foods that are to be kept in cool temperature for preservation purpose examples of which
include fruits, green leafy vegetables and other types cétablps (Subedi, 2002; Shakya, 2006).
Likewise, hot items are also prohibited when someone needs to cool off and they are preferred for

extra energy and nutriton (Pool, 1987; Foster, 1994; Subedi, 2002).
1.9.3 Infant and child feeding practicesn Nepal

In Nepal, infant and child feeding practiceary widely due to differencesn ethnigty as well as
cultural and religious norms and values (Khare and Rao, 1986; Kakutk, 2005; Karkeeet al.,

2015). Infant feeding practices applied by mothers play a significant role in influencing the health
of chidren under five(WHO, 1998; ACCSCN, 2000; Horton, 200PAHO and WHO, 2002.

During weaning, chidren should be fed larger amounts of healthy fawokls increasing
frequency. Inappropriate feeding practices during this period are the major cause of malnutrition
(WHO, 1998; PAHO and WHO, 2002). According to WHO (1998) recommendations, in addition
to breastfeeding, chidren of six to eight months shdd fed complementary food two or three
times a day (PAHO and WHO, 2002). Similarly, chidren ®fL® months should be fed three or
four times a day and at il24 months they should be fed in addition nutritous snacks twice a day
(WHO, 1998; PAHO and WHQO2002). Some studies about feeding practices in Nepal (Belto

al., 2003; Ulaket al., 2012) have revealed that supplementary feeding practices among Nepalese
mothers are still very poor (Ula&t al., 2012)) The next sectionconsidersthe agriculture syem

and foodinsecurity in Nepal.
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1.9.4 Agriculture and food securityin Nepal

In 1996, theWorld Food Summit described food security as the people living in the wudidd

have sufficient access to the food all the times that is safe and nutritiouseintorcheet their
dietary needs and the presence of food in the human body for an active and healthy lifestyle
(WFP, 1996: objective 2.2, pp. 2).

The reports of Nepal Food Security Monitory Survéegal Khaddya Surakchhya Anugaman
Pranali) (NeKSAP, 2013)show thatthere have been significant developmenin food security in

Nepal However some places such as Karndliapti and BherZones that are mountainous
regions stil facea scarcity of food (MoAD, 214; NFSB, 2014). In the padipod security in

many areas of Bajhang and Bajura distrigias likely to be affected by seasonal variations
(Khadka, 1985; MoAD, 2014; NFSB, 2014). In Nepal, although the economy is heaviy
dependent upon agricultural output, growth is weak in comparison to odighbaring Asian
countries It accounts for 33% of GDPRand employs about 67% othe workforce in the
agricutural sector (Khadka, 1985; FAQO, 2011a; NFSB, 2014).

Currently almost 60% of the people living in rural areas do not have sufficient land to meet their
requirements for food (Kayasthet al., 1999; WFP, 2008; 2009; Wikt al., 2008; NPC, 2012).

The WFP currently estimates that people requiring food assistance in Nepal has been 3.4 milion
approximately (Khadka, 1985; NFSB, 2014; Douglas, 2015) andehson accounted for this

due to natural disasters particularly the winter drought that affect the agricultural products and the
high prices of food (NDRI, 2008; Nolon, 2009; NPC, 2013). The famiies that are endangered
with such effects arencouragedo undertakecoping strategies such &aving a reduced intake

skip mead and I valuable assets including livestock and migrad other areasto seek
employment (IFPRI, 2010; Muzziniet al., 2013; NeKSAP, 2013).Another reason for food
insecurity in Neal is that the country waseveely affectedby the global financial crisis and
experienced unexpected food price inflation in 2007/08 as a result (Douglas, 2009; FAO, 2011a;

FAO, 2011b).
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In poor farming communities, there are various reafongood insecurity which include limited
access to the markets, pamaterials andack of technologyfor agriculture, landslides damaging
lands and floods in rainy monsoon seasoasisingpoor soil fertiity. (PinstrupAndersen, 1981,
Regmi and Adhikari, 2007; Poudel, 2008). Figure 1.2 below shows that the largest proportion of
famiies with insufficient food consumption (&36) reside in the mountainous regioasd
householdsin the hills and Teradistricts (NeKSAP, 2013)Thus poor agricultural development

and food scarcitput arekeyfactors that contribute tmahutrition in Nepal (NLIS, 2010).

Figure 1.2: Food consumption evaluation (Source: NeKSAP, 2013)
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1.9.5 Climate change anceffectsin Nepal

Nepalis a country thais vulnerable tonatural disasters (NPC, 2013) witrmersbeingthe most
affected community because of variableisruptive weather conditionsthat causes flood and
landslide risks(NFSMS, 2015).

The rainfall pattern in Nepal is highly unpredictable which causes an increase imdeodrity
and thus, migration of people to other places for safety from disabugtrshis increases the
burdenfor families that areleft behind in these regions. Thgolation in these areamcreases
becauseof mountainous and hily areapoor roads and infrastructure which is further worsened
by floods and landslides (Jha, 2010; 20Imhis is compounded bulifficulty in gaining access to
government services and rkats in urban areasnd the lack of information and support
technicaly (Mohanty, 1993; Moser, 1998). The change in climate affects the agricultural output
for the country which leads to scarcity of food and tbastributes tamalnutrition inNepal. The

political instability and internal conflict are algnpactedby the scarcityof food.
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1.9.6 Internal conflict and political instability in Nepal

Civil war is another majorreason thatccounts formalnutrition in Nepal (Basnett, 2009).Civil

war has hadin adverse impact on the countogcause oincrea®d poverty due tdhe devastation
causedby forcing people to migrate fronthe war in the affected area. (Devkota and van
Teijingen, 2009; 2010; Upreti and Mul@&oker, 2010; Jha, 2011)n Nepal, the civil war lasted

from 1996 to 2006 with the rebels seeking to end the monarchy and form a communist republic.
Many people(nearly 1700D were kiled in this war including both national security and Maoist
forces (Basnett, 2009; Jha, 2011).eTtonflct had a devastating impact on the whole nation. The
state suffered in important sectors along with the economy (Upreti, 2006; Devkota and van
Teijingen, 2007; 2010; Upreti and Muli&oker, 2010; Jha, 2011). Many communities continue

to struggleto cope witha severeshortage of skiled health workers (Devkota and van Teijlingen,
2009), health faciites and supplies (Gannon and Liu, 1997; Devkota and van Teijfingen, 2007;
2010; NSSO, 2012). Through this internal conflict, the whole-system ofsociety has collapsed

and poverty has increased (Jha, 2010; Partap and Hil, 2012). Likewise, the education sector was
also badly affected by the conflict. Many schools were closed, many teachers resigned and more
than 100,000 prschool chidren failed tdiave an education (Manchanda, 2004; Basnett, 2009).
Similarly, during the war, many chidren became porters, housekeepers, cooks, sex slaves, and

soldiers and were used lAsman shields (Upreti, 2010).

1.10 Researchero6s i nterest

Considering the abovmert i oned probl ems, t h eincreagedte studydhk e r 6 s
problem of malnutrition in Nepal As a nativeof Nepal, | have continuedto be enthusiastically
interested in publc healthissues to raise awareness particularly food andealthseeking
behaviours of the community. However, my curiosity about this study area strongly emerged
while working atthe Asha Clinic paediatricclinic). Here | observed that several barriers on food

and healthseeking behaviours were associated with poor knowledge, negative attitudes and

significant food beliefs/taboos which are strongly embedded with existing cultural and religious
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norms and values amongst mothers who had visited the clinic along with their sick/il children.
However, my major interest was how food beliefs, cultural, and religious norms and values
influence maternal knowledgetitudes and behaviourson the ground. Thus, Iselectedthe topic
AKnowl edge, At t ibéhavebe &f ,mothere bfi yeuhgs chiennrelated to healthy
eating: Comparing rur al and uPtb pumney.pMyrMsSg.e ct i v
empowered me to carry out further study on public health nutrition mainly focusing on maternal
food andhealthseeking behavioursin two different localities.

The core focus of th present researadl to add knowledge related talnutritionin Nepal and

public health nutriton and healthcare focusing on knowledge regarding food vantion,
cultural influences in food and beliefs/taboos about food prevaiing within Nepali society
(WhitefieldBrown et al., 2009). Malnutrition in Nepal is accountedfor different reasons
including geographic, social, economic and family problems lwhiend to give rise to
malnutrition problemswithin the country. For this purposthere have beedifferent interventions
suggested for eradicating the malnutrition problems for communities in Nepal. In an effort to
contribute to the knowledge about fobdliefs and practices, this thesis will be a crucial uss®

for a better understanding of the major barriers to food recommerglatiealthseeking
behavioursand how cultural beliefs and practices affect nutritional food habits (Ellahi, 2014).
This reearchhas focused oan exploration ofimaternal knowledgeheliefs and attitudes amongst
rural and urban mothers about nutritional foods andft@assed orthe public health aspect only.
Additionally, this thesis wil add further to the lterature by edding effective strategies for

social protection anthe future crisis of malnutrition (UNSCN, 2010).

1. 11 Brief outline of the researcher

The researcher hasxperience working in Nepah the field of eye cardor 22 yearsand as a
health manager for five years During this period, the researcher has colected significant
knowledge on health care focusing differerces betweenurban and rural geographical locations

including food andhealthseekingbehavioursin the community The researdadr has developed his
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own interestin child nutrition and food and healthseekingbehaviours after the Xerophthalmia
survey in Jumla district, he conducted under the aegis of JSI (The John Snow Inc.) and Nepal
Netra Jyoti Sangh. The survey for this studgs conducted inthe high mountainous regions of

Nepal for the International Vitamin A Consultative Group (IVACG, 1990). The resear@iso

has wide experience of conducting surveys whie being part of different NGOs such as WHO,
Norwegian Church Aid, Swas Red Cross, Nepal Red Cross, Nepal Netra Jyoti Sangh (NJJS), JSI,
UCL London, and AOCA Japan. Due to considerable work experience in the fibleatficare

and research, the researcher has gained the following competencies: extensive knowledge of
institutional development, fundraising, project management, evaluation, research, networking and
public relations. In the past, the researcher has played a leading role in establishing and
implementing a better eyeare service system in Nepal. The researcheralssdeveloped a very
effective and efficient awareness strategy, c
in three different health organizations to accomplish different aspects such as increased service
demand from the community, instiwtn a | management , and fundr ai s
awareness model 6, wdneé of hhe obectivesso$ this thesis, e(dSectiori t h
2.13.1), the main focus i®n policymakers professionals and the public. This means that the

model can be appliedfor creating awareness of public health services among polcy makers,
professional and public with regards to nutrition. The researcher is confident that it is possible to
reduce the prevalence rate milnutrition by using this model mainn the developing countries
including Nepal The researcher hasupervisednumeroushealth professionalsn Nepal for their
development andhelp build capacity Furthermore, the reseamhhas beena leading health

advisor to communigpased organisations and health institutions such as Kantipur Dental

College, ChidNepal inNepal.
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1.12 Overview of the thesis structure

This thesis is divided intmine chapters The development of this manuscript is subject to the
ethical norms and values of Bournertowniversity. A brief summary ofhe chapters is given

below.

Chapter 1: Introduction

This first chapter is an introductory section.This chapterconsiders the global problem of
malnutrition and hunger and specifically in Nepal It presentsissues about climate, culture,
poverty, health scenario and beliefs associated with religious norms and values of Nepal.

Chapter 2: Literature review

The secondchaptercritically reviews previous researcln maternal views of nutritional attitudes

and belefs about healthy food. The chapter establshes a theoretical framework and
methodologicalfocusto inform the research questions and aims aljdctives

Chapter 3: Methodology and methods

The third chapter of the thesis outlines and describes the methodological aspects of the research. It
describes more specifically the methodpplied and the significance of using a mixegthods
approach including its strengths and weaknesses. In addiien chapter presents the data
collection process including pioting, data management including details of the sample and
sampling frame analyticahpproach.

Chapter 4: Quantitative results

This chapter outlnes the quantitatve outcomes in two formerad (see Section 4.2) and
comparative (see Section 4.3pection 4.2demonstrates the demograph&ociceconomic and

health characteristics, chid care and feeding trends, knowledge of nutritiousweigty and

height of chidren, and signs and syops of malnutrition. Similarly, it informs cultural beliefs
about healthy diets, breastfeeding and colost
4.3 helps in comparing the urban and rural areas with respect to demographic characteristics in

section 4.2. Health promotion issues are also examined.
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Chapter 5: Qualitative results

This chapter summarises the findings from a qualitative fgoospbasedapproach

(Kitzinger 1995). First, the resulistart with the demographic profie of respondents as part of
focus group discussion. Furthermore, it presents the folowing thematic outcomes based on
seven key headings: financial issues/poverty, knowledge/education, resources (avaiability,
accessibility, and affolability), policy/strategy issues, environment/time/situation and beliefs

and cultural influences. The qualtative findings are ilustrated by 94 quotateivered by

50 respondents from sevgroups.

Chapter 6: Discussion

This chapter presents anterpretation of the study resulsnd discuses the mixedmethods
outcomes from chapters four and five. The quantitative results are discussed in the light of the
gualtative findings and the wider literature (Kitzinger, 1995). This chapter particulahsde on

six main variables such as knowledge about healthy diet, beliefs (food beliefs or misconceptions,
and about breastfeeding and colostrum), attitudes,-fetgiding practices, recommendations and
major barriers, healthseeking behaviours and culturs |, and mot her s o Views.
chapter highlights the strengths and limitations which comprises of strengths and weaknesses of
this thesis.

Chapter 7: Conclusion

This chapter presents the conclusions of the study and is divided into six sedtonedge,
attitudes, beliefs, barriers, and mothersoé vi
Chapter 8: Recommendations

Chapter eight of this thesis discusses the recommendations from the investigation. The
recommendations for further research are u$sedd on the following three key areas: i)
recommendations forthe community (shortterm), i) policy level or government agency

(mediumterm), and ii) academiciansgsearchetsand donors (longerm).

31



1.13 Chapter summary

The following chapter has disssed the basic foundation of study by examining key concepts in
the study and focused on providing the background of study through different context on what is
to follow in the next sections dhe study It has been found that malnutrition is a practice that is
prevaiing in the developing and under developing countries with shedding light upon global
hunger scenario such as stuntimggsting and underweight problems. Furthermore, this study has
highlighted the consequences of malnutrition within the global context. The shift is then focused
towards theproblems with malnutrition in Nepand the causes of these problems along with the
effects of malnutrition onNepalese people, espedig women and chicen This study has
discussedthe sociocultural scenario that leads to malnutriton problems such as religious
scenario, food taboo, caste system and status of women in the society. Then, the study has
highlighted major reasons for malnutrition in Nepaktls asthe inappropriateprovision of health

care servicesknowledge and beliefs of people, infant and chid feeding practices, agriculture and
chalenges in agriculture in Nepal. The changing climate and its adverse effeNtspaland its
contribution of malnutrition are discussed. Furthermore, the civil war, poltioatabilty, and

internal conflict have also been reported as major reasons for malnutrition in Rieypdly. this
chapter has di s c inereseirdthis ttopie outiimregs etatrec hree sar,c her 6

anoverview of thesis structure which describes the outline and what each chapter discusses.
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CHAPTER TWO: LITERATURE REVIEW

2.1 Introduction

Having considered the background to tkesearchproblemin Chapter 1this chaptemow reviews

and discusses the evideroased literature on all the different yet related concepts involved, this
invol ves the identifiease.i on of obégapsd in the
In support of thisproposed study, thishapterprovides a synthesis of the literature on nutritious
food associated with maternal views on knowledggtitudes,and beliefs about a healthy diet for

rural and urban prescheafjed children of the study population.

2.2 Strategy of literature search

A thorough literature search strategy was employed and this involved utiisatioriffeserd
databasedo identify and retrieveoprnal articles, books, and reporlso the databases dhe

World health organization (WHO), World Bank, United Nations (Ubliyd UNICEF were used

for the purpose of collecting relevant information in accordamitie the aim and objectives of the
research. Thigeview includes the following headings; an overview of Nepal;, the health situation
including nutritional status; and fpa contributing factors for poor nutrition.

Search terms used includesiaternal knowledge about healthy diet, attitudes and practices,
beliefs/taboos, cultural impact, major food barriers, chid and maternal health, undernutrition,
malnutrition, religios and culture issues on food, and epidemiology of malnutrition. Besides
these, the researcher has sought related publications in various journals and conference/workshop
proceedings by muitinational companies, universities, and organizations such asartsighife,
WFP,FAQO, and IFPRI.

A literature search approach was developed to address the inquiry question including the aim and
objectives of this study. 60My Searcho, whi ch
for research, was used to fin@levant journals, articles, reviews and information because it

enables access to a large number of journals via oneinsprocess and includes the social
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sciences, agriculture, and major publications on health, childition, and poverty which are

likely to contain relevant information for this thesis (see Appendix 22). The chief source of
information used was online databases. In the majority of cases, research articles were cited by
online libraries as soon as and often before general publicatiopeéific edatabase search was

used which helped to retrieve the newest literature and information. These specific databases
strive to make as much material as possible available in the form of full text which makes it easy
to reach each article in eachrpal.

The databasesvhich were used for this search strategy includes CAB, Medline Complete, Science
Direct, Global Health, Academic Search Complete and various other academic journals.
Moreover, certain articles were searched with the help of the datalhf&BSCOHOSTIn order

to gain relevant and wide range of information in this regalge EBSCO offers wider ranges of

library resources to researchers including academics and its products include EBSCONET and
EBSCOHOST with a complete @esource manageme system. EBSCOHOST helps the
researchers to get accessfull-text journals and articlesnoreover,it also has the functionality of
showing different articles available in each database.

A search strategy was empl oyeyo tloi tiedreanttuirfey W
purpose electronic databases, such as ndAweb of
academic journals and consultation with content experts. The date of publication of literature was
between 1970 and 2017, with somdditional older literature on the medieval history of Nepal,
Hinduism, spiritualism and cultural issues.

Lasty,t he Boolean expressions AANDO or ANOTO we
search, and increase relevancy. The keywords relatinghdernutrition including its influencing

factors such as malnutrition, knowledge, attitudes, beliefs, food, nutrition, poverty; health, South
Asia, and Nepal were combined using these operators to utiize search terms better. However, to
broaden the seamncwith the use of these operators, the OR operator was used, the keywords were
used to come up with relevant search terms which include; nutritious food OR healthy OR

nutrients OR animal products OR energy food. Due to the fact that a vast amounttofditeras
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produced which was impossible to investigate, the search was then narrowed down using AND
operators and this resulted in a more manageable number (see Appendix 22). The keywords that
were used were truncated to search for different spellings,example, consuri to cover
consumer, consuming, consumed, consumption.

The literature review is the main part of any study which gives a theoretical basis for the research
and helps to determine the nature of research including enabling the researeben foom the
previous theory of the focused issues (Tashaldbrl, 2003; MacKenziBryers et al, 2014).In

Iiteral terms, alterature review is an evaluative report of investigation and has a strong
correlation with aim, objectives and the reseagclestions of the study. One of the fundamental
functions of carrying out a lterature review is to provide a detailed and comprehensive theoretical
review which helps the researcher to create a link between the objectives of the research and the
part which has already been covered in the previous studies. It helps in terms of correlating the
findings of the research with the already available data in order to bring clarity and focus to the
researchproblem. The theoretical review of thigerature provides the researcher with wide
knowledge regarding the research topic or problem (Greene, 2008; Cresakl2011).

The literature review describes and iluminates the targeted subjects. For example, in this study,
poverty, malnutriton (under andvernutriton), social and religious frameworks, knowledge,
attitudes, beliefs and others issues which are directly or indirectly associated with the
investigation described, evaluated and clarified the related matters. The articles and sources of
data which is selded for this research are limited in numbers; the articles which are selected for
this research are in accordance with the aim of this research. This lterature has focused on
including the articles whichriangulatethe relationship between the availaliderature and public

health nutrition. However, it should be noted that format of literature review for different research
varies. While conducting a lterature review the researcher takes into consideration the afontext
the research, research justfion, avoids replication of the study, where the research knowledge
fits, how the subject has been delberated previously, errors and outlne gaps in the study, what

sort of knowledge added to the literature on public health nutrition and lastly hetgs refocus
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or even change the research topic (see Appendix 22). Besides these, government reports are also
included in the study. To start with 1716 mixed articles, journals, and published papers, as well as
news articles, were collected (Appendix 22heTresearcher also searched reports on nutritional
problems publshed by relevant agencies of the government of Nepal, such as the Planning
Commission, Ministry of Health, and Ministry of Education, as well as universites and many
more institutions diregt or indirectly involved in nutrition, education and agricultural
development in Nepal. Most of the lterature used in shedy were from South Asia, Africa,

Europe and the United States. 23 key papers were most relevant to the aim and objectses of thi

thesis (See Appendix 22).

2.3 Overview of undernutrition

Today chid nutrition is a commonly discussed and a -k®lvn issue around the world.
According to Fides (1991), scientific investigation on this subject began as early as the late
nineteenth cenry within industrialized countries, mainly in Europe. Since then, GOs, NGOs, and
researchers have started intervention programmes and a number of studies on chid malnutrition
have been conducted. Due to this effort, the overall malnutriton rate foertre world has
dropped. Almost 40 milion chidren were able to escape malnutrition in the last 20 years of the
twentieth century (de Onist al., 2000). de Onis and his team found that 47% of chidren under
five were malnourished in 1980, dropping to 33% in 2000. Global malnutriton has decreased
further since 2000 (World Bank, 2006b). However, some argue that the reduction might have
stopped or reversed irecent years due to economic downturns, global food crisis and worldwide
climate change (USAID, 2008; WHO, 2009). The above section has discussethghéude of
undernutriton at theglobal level. However, next section outines the lfe cycle of poairition

based on the literature.

2.4 The life cycle of poor nutrition

Gilespie (1996) pointed out that malnutrition is not a disease that itsncourse, bringing

immunity, malnutrition is a condition with significancehat mayextendnot only into late life but
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also through future generations (Gilespiet al., 1996). Its course often begins in utero and may
last a lifetime, for females especialis it affects their life and also future generations (Gillesgie

al., 1996). A girl with low height forher age may develop into a stunted teenager and hence a
stunted woman. This wil affect her health and productivity. Poor nutrition that influences
underweight and stunting in adult life escalates the chance of giving birth to malnourished or low
birth-weight chidren, and so the cycle goes on (Gilespie al., 1996). Figure 2.1 clearly

summarises the life cycle of poor nutrition.

Figure: 2.1 Lifecycle of poor nutrition
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% Increase risk of chronic disease
Source: ACCSCN, 2000; Horton, 2001, p.14

2.5 Consequences of undernutrition

Black and colleagues (2008) revealed that underweight problems, wasting, and stunting are the
consequences of undernutrition and a key cause of chid mortalty. For instance,eBlatk
(2008) highlighotfedmathertnhaeli randddo se¢ widlyd wunder nut
toddler facesfour timesgr e at er ri sk of dying. Similarly, a
higher risk and this group further added that undernutriton can cause several disedsas of

the eye, and neural tube defects due to micronutrient deficiency (vitiamin A and iron).

The wider understanding of the shocking implications of undernutrition was strongly associated

with poor and low levels of schooling, reduced economic ptoadyc shorter adult height, and
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for womanlower chid birth weight (Victoraet al., 2008). Simiarly, Martorellet al., (2010),
Douglas and Currie (2011) argue that the influence of stunting, wasting, underweight and
overweight from undernutrition on theealth of public, financial growth and human capital has
been supported by studies which are conducted in recent times.

Martorell et al., (2010) and Douglas and Curie (2011) has conducted a labekateeyl research

in this regard and it is shown thatete are harmful impacts of inadequate intakes of particular
nutrients and micronutrients. These micronutrieintdude folic acid, iron, and iodine which have

a significant negative impact on the development of lh@n and nervous system and hence it
impacts the performance of chidren at school.

Largescale epidemiological studies indicate that undernutrition early in life clearly have major
consequences for future educational, income and productivity outcomes. Stunting is associated
with poor educatiorlaachievement and performance (GrantHgloGregor et al., 2007; Dewey

and Begum, 2011). There was a longitudinal study which was conducted by Maetoedl

(2010) the sample of the research were chidren from India, Brazi, Phiippines, South Africa.
Guatemala. The results of the research show that there is an association between stunting and
reduction in school performance. Moreover, it was also indicated by the research that stunting is a
predictor of grade failure. Besides this fact, in Nepal, thee limited studies conducted on
consequences of undernutrition particularly usimgixedmethods The next information

highlights the currentglobal situation of undernutrition.
2.6 Current global situation of undernutrition

The literature shows the cunteglobal scenario of undernutrition and progress, which estimates
that undernutrition is responsible for almost half (1.3 milion) of all deaths (3 milion) of -under
five years of age chidrewith Asian and African regionsnost affected (WHGCet al., 2013. The

joint report concluded that undernourished chidren are at extreme risk of dying from
contaminations and development of severe infections, and they make the slow recovery from

aiments (UNICEF, 2014a; WHO, 2014; World Bank, 2014). Simiarly, thent jaieport
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highlighted the effects of undernutriton and infection which leads to worsening disease and
declining nutritional status. According to the joint report, malnourishment in the first 1000 days of

a childods l'ife can | e eant artdpernmoeatly affgct cognitive abiétyn d  d
learning ability and work performance (WH@t al.,, 2013). The joint report data, of WHO,
UNICEF, and the World Bank, showed that the prevalence of the underweight conditions has
reduced. On the other hand, treport estimates that the improvement is not enough to achieve the
undernutritiorrelated Millennium Development Goals (MDG) (goal 1, 4 and 5) for Asian and
African regions generally.

Mosley and Cowley (1991) argued that underfed chidren are at gremtgerdof morbidity and
mortality and this statement was further supported by Griféthal., (2002). According to WHO

cited in a UNICEF report (1998), about 55% of ilnesses of chidren aged-fivelexoridwide

are caused due to undernourishment. Sév&ralies, conducted by Pollit (1984), Litcher (1997),

de Onis and coleagues (2000), and Behrman and Rosenzweing (2004), has suggested that the
undernourished children who survivend up with reduced cognitive development and therefore

their educationalaccomplishments are hindered and limited. In addition, UNICEF (1998) and
Smith and Haddad (2000) have further added to the above statement that people who have
suffered from malnutrition in their earlier life are more likely to develop ilness and disarbili

their future lives. Furthermore, these conditions involve an -geeerational cycle of
malnutrition, infirmity, and poverty not only within a family but also nationwiéerther, three

subsections outline the global magnitudes of stunting, undghiveand wasting
2.6.1 Stunting

The worldwide prevalence of stunting remains very high (25%) with 90% of all stunted children
living in African and Asian regions; one in four chidren under five years are stunted (&ViO
2013). The magnitude of stimg in chidren under five was 199 milion (33%) in 2000 and
although reduced (by 8%) it remained still elevated at 161 milion (25%) in 2013 (\atH&D.,

2013). Among them, half dhe stuntedchildren are in African and Asian regions.
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2.6.2Underweight

The magnitude of the underweight condition has been dropping slowly worldwide between 1990
and 2013 (WHOet al., 2013). The report states that the condition of underweight has decreased
by only 10% from 25% to 15% within 23 years. This report arguesiftthe existing declining

trend remains the same, there is no doubt it wil fail to meet the MDG manbeobjective (see
Textbox 2.1). The total number of chidren under five who were being underweight was 99
milion in 2013 (WHO et al., 2013). Accordingto the joint report (2013), the African region has
had a slow decline from 23% (in 1990) to 17% (in 2013) and the underweight population has
declined by almost 50% in the Asian region at the same time from 32% to 18% @VHO,

2013; WHO, 2014).

2.6.3Wasting

Globally, 51 milion (8%) chidren less than five years of age were wasted and 17 milion (3%)
were severely wasted in 2013. Nearly -thied of all wasted chidren were in Africa and two
thirds were in Asia and also severely wasted chidren wer¢he same numbers (UNICEF,
2014a). WHOet al., (2013) has highlighted the circumstances of severe wasting in the South and
Asian region and shows a serious public health problem. The next section comprises of three sub
sections (i.e. 2.7.1; 2.7.2 & 2.7.8)hich highlghts the development plans to tackle the nutritional

problem at the global level.
2.7 The global development plans and undernutrition

This section briefly discusses the global development strategy which was the aim to tackle
undernutriton poblems. Firstly, it highlights the Milennium Development Goals (MDGS),
Global targets 2025, SUN movement and Sustainable Development Goals (SDGEDZD1é

1948, the United Nations officially documented in the Universal Declaration of Human Rights
that fiEveryone has the right to have an adequate standard of living for the health abeingell

of an individual and their respective family, including food, clothing, housing and medical care

and necessary social services, and the right to security ieviiet of unemployment, sickness,
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disability, wi dowhood, old age or ot her |l ack
(UDHR, 2015, p. 52).Simiarly, the UN convention on the rights of the chid has stressed the
importance of theright to healh and nutriton (World Bank, 2006b). Since then, nutriton and
child health have been elevated to the main agenda on the international platform. Mostiaf the
society carries the demand for rigitssed development methods to address the problems
acconpanying malnutriion and chid heafth (Micklewright and Stewart, 2000; World Bank,

2006b; Gurung, 2009; SUN Movement, 2012). The following-seittion relates with MDGs.
2.7.1 Millennium Development Goals (MDGs)

In September 2000, world leaders adopted lthé Milennium Declaration and committed their
states to a new global partnership to minimize poverty. The UN (2005) announced that they want
to address poverty in its many dimensions: hunger, disease, lack of adequate shelter and exclusion
while promoting gender equality, education and also environmental sustainabilty. ThdedJN
mission focused on basic human rights such as the right of each individual to health, sheler,
education,and security. The members of the United Nations (including Nepal) aggptbe eight

MDGs in September 2000 (UN Milennium Project, 2005). The table below shows eight MDG
which signifies the global resources and policies to eradicate poverty from the world. The first and
fourth MGD indicates child nutrition. Particularly theirst goal focused on reducing the
malnutrition and hunger moreover after it the percentage of chidren who are under five and
underweight should be 50% by 2015. On the other hand, the fourth goals were to reduce the
mortality of children bytwo-thirds of what it was in 1990 by the year 2015 (UN Milennium,
2005). When talking about the Nepal, the results signify that the MDGs have been achieved prior
to 2015 (The Himalayan Times, 2Q10-17; The Kathmandu Post, 2014).

Besides this, the joint estimation report stressed that the following three regions have already
achieved or crossed the MDG 1 target: Latin America and the Caribbean, Central and Eastern
Europe and East Asia and the Pacific regions (WetQl., 2013; UNICEF, 2014a). According to

World Bank @Q006b), this target is based on the belief that themists an association between

hunger and malnutrition and this association is direct in nature. It has been argued bgtEryce
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(2005) the MDG 4 is also concerhewith the analysis of malnutriton and because of
malnutrition, almost 50% of chidren under the age group of five die every year. Goal one, four
and five are related to this studyDGs are given inrextbox 21.

Textbox 2.1 Millennium Development Goals

Goal 1: Eradicate Extreme Poverty and Hunger.

Goal 2 Achieve Universal Primary Education.

Goal 3. Promote Gender Equality and Empower Women.

Goal 4: Reduce Chid Mortalty.

Goal 5: Improve Maternal Health.

Goal 6: Combat HIV/AIDS, Malaria, and Other Disges.

Goal 7: Ensure Environmental Sustainability.

Goal 8 Develop a Global Partnership for Development.
Source:UN, 2005

According to UNICEF 2009), the second target of MDG is to diminish the ratio of people who

are suffering from starvation to 50% during the time period of 1990 and 2015. The major
indicator used for the purpose of measuring the MDG isptb®alenceof underweight conditions
especidy in the chidren under five UNICEF (2009) estimates for underweight prevalence are
based on the most recent data available to UNICEF for the years between 1996 and 2005 from
110 countries, covering 98w papdlatoh.he developing
Morrison and colleagues (2005; 2008) believed that as a result of the introduction of MDGs 1, 4
and 5(see Textbox 2.1)more efforts have been made to eradicate poverty and hunger and reduce
chid mortalty; however, mortalty rates have not decreasechiet wor | dés poorest
For example, maternal mortality in Nepal is as high as 170 per 100,000 live births (CIA, 2013),
although this is slowly decreasing. Furthermore, United Nation (2015) and Ketrlr, (2016)

has announced that the MDG conckas been closed in the year 2015 and a new agdgewrdaas

60 SDGs :-202300166 was | aunched by fulfifeet of umachieved tardéts t i o n

of the MDG. The below subection solelydescribesglobal development plan.
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2.7.2 Global targets 2025

de Oniset al., (2013) have reported that the Assembly of WHO in 2014 resolved to scale up
global action to address the underlying causes of the problem of malnutrition. Its key concept is to
improve infant and young child, and matermaltriton (WHO, 205). The WHO aims to reduce

all the form of nutritional problems (Anaemia Policy Brief, 2015). The WHO has also decided to
set six global nutrition targets to accomplish the following goals by the year 2025 (UNSCN, 2010;
Global Targets, 2014; UNICEF, 2014h 2014, MoHP of Nepal declared that, as a member of the
UN, Nepal is also a part of all the global agendas. The MoHP (2014) added that Nepal has
achieved the target of MDGs (UN, 2005) and might accomplish Global Nutrition Targets 2025 as
well. This glob4 initiative will help to improve undernutrition problems among the Nepalese

population. Textbox 2 highlights a set of six global agendas.

Textbox 22 Global Nutrition Targets: 2025
Target 1: Reduce by 40% the number of chidren under five whosaneted.
Target 2: Achieve a 50% reduction in the rateasfaemiain women of reproductive age.
Target 3: Achieve a 30% reduction in the rate of infants born with low birth weight.
Target 4: Ensure that there is no increase in the rate of chidren wehoverweight.
Target 5: Increase to at least 50% the rate of exclusive breastfeeding in the first six mof
Target 6: Reduce and maintain chidhood wasting to less than 5%.

Source:Global Targets, 2014

2.7.3 SUN movement

The formation of ScalingUp Nutrition (SUN) in 2010 an inttiative of more than 12 countries
(SUN Movement, 2012), is a global movement whose major aim is to progredseinglthrough
evidencebased nutrition interventions. It calls attention to, align and proliferate the resobyc
building up strong partnerships (SUN, 2014). SUN moment has set out the following themes:

Engage, Inspire, Invest (SUN, 2010).

43



SUN calls for greater mulsectorial action on nutrition during the first critical 1000 days of a
chil dos | ¢eptien,to tworyeams ofcagen (SUN, 2014; 2015). The Government of Nepal
has made nutrition a priority with the adoption of the Mbéictorial Nutrition Plan (MSNP).
Nepal is also one of the active members of the SUN moment (SUN, 2010). SUN Movement Nepal
(2012) reported that external partners were abanneling important funds to improve the
nutritonal status of the chidren and women of Nepal. Besides this, the next section focuses on

undernutrition as an issue in the regional context.

2.8 Undernutrition as an issue in the regional context

UNICEF (2008) shows that byocusing onmaternal and chid health, including undernutrition,

the rate of chid stunting has been reduced by 38% in developing countries within 18 years (1990
to 2008) due to the effartof publc health professionals (UNICEF, 2008imilarly, UNICEF

(2008) stated h a't the rate of child stunting reductd.i
reduction rate in chidren underweight in the African and Asian regions was 17% and 7%
respectively in the same period (ibid). The World Bank (2001) has found that the prevalence of
undernutrition in chidren under five years is very high in the South Asian region at 46%
compared with the SeBaharan African region which is 26% (World Bar2Q00). A study
conducted by Victorieet al., (2013) states that in the South East Asian region, the mean height for
chidren between one and fifgight months is significantly poor among all five global parts and
this region was popular for having poortniional sectors (Victoraet al., 2013). SubSaharan
African and South East Asian region haveedably accomplished improvement for all age groups
compared with other regions (ibid).

de Oniset al., (2010) has estimated that worldwide 171 milion chidren were stunted, of whom
167 milion were from developing countries. Simiarly, in 1990, overall chidhood stunting was
39.7% declining by 26.7% in 2010. The overall reduction was only 13% within 20 years. de Oni

et al., (2010) has expressed in his study that this tendency is predicted to reach 142 milion

chidren (21.8%) stunted globally in 2020. The same study shows that in Asia it has dramaticaly
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declined from 49% in 1990 to about 28% in 2010 (de tisal, 2010; WHO et al., 2013).
Similarly, the rate of stunting has stagnated in African region since 1990 at about 40% and has
hardly progressed. The study team found in 2010 that the stunting rate in Latin America is low, at
7 milion (14%) in 2010 (de Onixet al., 2010). In the last twenty years, progress has been
achieved and these findings also help in less progressed regions needing effective interventions
(WHO et al., 2013; UNICEF, 2014a). A separate study conducted inSingth Asian region by
UNICEF (2@7) and The World Bank (2006) highlighted that at the global level, the malnutrition
ratio varies greatly in the South Asian region. Similarly, the same study reported that in Sri Lanka
18% of chidren under five years were suffering from stunting in thar 2006 (MoFP, 2008)

while in Nepal it was 43% and in Afghanistan 54%. The literature agrees that, with the existing
degree of achievement of malnutrition, it will be difficult to fulfi the MDG goal focusing on child
nutrition, i.e. to half the number ohunger sufferers as measured by the percentage of chidren
underfive with underweight between 1990 and 2015 (World Bank, 2006; UNICEF, 2007;
Hatlebakk, 2015)Hence, the literature suggests that there isettistenceof a gapin the available
knowledgeregarding issues of food argkalthseekingbehavioursand some of the key problems
faced by the South Asian and the African population. In other words, this suggests that there is a
need for further evaluation focusing on tkey reason for undernutritiorin the South Asian

region particularly in Nepal, India, Sri Lanka and Afghanistahis literature review focuses on

undernutrition in the context of Nepal in the next section.
2.9 Undernutrition in the context of Nepal

This section focuses on providingdetaled and comprehensive information regarding
undernutrition in tB context of Nepal. Furthesections2.9.216 literally, discussthe possible risk
factors of undernutritious of Nepal. This thesis lereadygiven background information on the
possibé risk factors in chapter one.

UNICEF (2009) expressed thaindernutritionis particularly prevalent in the age group from six

to 36 months in Nepal and a widespread problem in the nation. Based on a UNICEF report
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(2009), globally, Nepal is one of the topn nations with the highest prevalence rate of stunting
and in the top twenty nations by the number of stuntederfive-yearold children. The NDHS
(2001) reported that about 57% of chidren under five years were affected by stunting (short for
their ag), which can be a sign of early chromodernutrition In 2006, this figure reduced to
about 49%, and in 2011, it was 41%. Moreover, the survey also found that in 2001 43% of
chidren were underweight, dropping to 39% in 2006 and 29% in 2011. The sUmvayalso
indicated that rural chidren under five years are at greater risk than urban children (see Appendix
19).

But the recently conducted NDHS in 2011 and 2017 reported that it has been progressing. The
regional assessment of the United Nations Stgn€ommittee on Nutrition (UNSCN) (2010)
revealed that the condition of stunting (32%) amberweight(40%) in Nepal exceeded the
average prevalence rate in South Central Asia. In Nepal, maternal undernutrition is also an
alarming cause. The report of M3 (2011) presented that ofigth of women aged 149 years

were underweight (BMI less than 18.5 kdmHowever, this has been progressing to a lesser
degree. Similarly, NDHS (2011) reported that the prevalence rasnaémiain chidren (46%)

and women(35%) was a major health problem in Nepal. However, most importantly chid and
maternal undernutriion are serious concerns that urgently require targeting a defective
intervention.

The NDHS (2001) reported that about 57% of chidren under five years affereted by stunting

(short for their age), which can be a sign of early chronic undernutrition. In 2006, the figure was
about 49%, and in 2011, it was 41%. The survey also found that in 2001 43% of chidren were
underweight, dropping to 39% in 2006 an@P@in 2011. The survey data also indicated that rural
chidren under five years are at greater risk than urban chidren (see Appendix 19).

The results from CB&t al., (2011) reportsshow that there is thalifferencein the data for the

years of 1996, 20012006, and 2011 in terms of chid stunting in different regions. The lowest
rate of malnutriton was found in the district of Kathmandu (31%) on the other Humla district

which is located in the extreme western region of Nepal has the highest rate aftuetiiloly, to
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be precise, it was 72% (CB& al., 2006). An even bigger disparity was noted between the llakas
(one llaka consists of four to six VDCs). The CRB® al, (2006) report failed to find out the
reasons which were associated with the variations. Similar to this report Shrestha and Findeis
(2007) explored an@nalysedthe variance of stunting at a regional level with the help of NDHS
data for 2001. The ressitof the study conducted by Shrestha and Findeis (2007) found that on a
multi-level analysis that there is a spiter effect on the community level of education of
mothers on child nutrition, these also included chidren of uneducated mothers. It wesbjou

the CBS report that the education level of a mother and her nutritional status has a significant
impact on the nutritional value of her chid (CB® al., 2006; Shrestha and Findeis, 2007). These
studies showedhat as compared to the Eastern regibe women of thecentraland western

region had a stronger community externality of maternal education (NPAN, 2007). This study is
considered to be first of this kind specifically in the region of Nepal and it greatly contributes to
the dimensions of CBSt al., (2006) because it is focused on finding potential factors for
producing differences in malnutrition.

A study conducted by Bishwakarma (2009) in the eastern Terai region of Nepal showed the
malnutrition rate is 22% compared with 59% in the mountsinarea of a western part of Nepal
(Bishwakarma, 2009). Several researchers (i.e., Krugman, 1991; Kanbur and Veneables, 2005;
Drewnowski, 2009; Pokharett al., 2013) have highlighted the high and often growing socio
economic difference between various gephical sectors (globally, regionally, or witliountry
level ), regional gaps ar e increasingly attrac
mostly on economic difference, research done by Mc8lagl., (2003) has also investigated other
health-related subjects, such as maternal mortalty, child mortality, maternal contraceptive use and
so on (Kravdal, 2004).

Similarly, the FAO (2014) analytical report on the undernutriton situation of Nepal is deserved
as best evidencgTable 2.1) This shows anthropometry values and nutritional deficiencies of
Nepal at three different datés 1992, 2002, and 2014. All the indicators presented in Table 2.1

explain anthropometric and nutritional deficiencies of unfiez year old chidren of Nepal
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between1992, 2002 and 2014. In regards to the percentage of low birth weight babies, there is no
difference between 2002 and 2014 but the percentage of wasting, stunting and underweight
conditons of undefive years old chidren amongst males and females Isigletly decreased.
However,anaemiain chidren aged unddive was reduced to 62.6% from 71.9% between 1992
and 2002 and 57.7% in 2014 respectively. Underweight conditions of fewer than five years old
chidren (male/female ratio) also slightly progresded37.7/39.8 from 43.3/42.5 between 2002

and 2014.

Table 2.1 Nepal: Indicators of undernutrition

Themes 1992 2002 2014
Anthropometry
Low birth weight babies (% of births) na 21.0 21.2
Wasting, chidren under 5 (M/F, %) na 15.9/14.2 | 13/12.4
Severe wasting, children under 5 (M/F, %) na 4.5/3.7 3.1/2.2
Stunting, children under 5 (M/F, %) na 56.8/56.4 | 49.1/49.6
Underweight, chidren under 5 (M/F, %) na 43.3/42.5 | 37.7/39.8
Underweight, adults (%) na Na Na
Overweight, chidren (M/F, %) na 1.3/0.7 0.6/0.6
Overweight anabesity, adults (M/F, %) na na 9.3/8.9
Prevalence of food oveacquisition (%) 16.1 18.8 25.2
Nutritional deficiencies
Anaemia, women (pregnant/npnegnant, %) 58.9/56.9] 53.7/44.4 | 48.8/39.6
Anaemig children under 5 (%) 71.9 62.6 57.7
Vitamin A deficiency, total pop. (%) Na 32.3 Na
lodine deficiency, children (%) Na 27.4 27.4
Prevalence of undernourishment (%) 22.6 22.1 13.0
Number of people undernourished (min) 4.2 5.2 3.6
Depth of food deficit (kcal/cap/day) 148 150 87
Source: FAO, 2014a

National Planning Commission (NPC) (2003) and New Era (2007) reported that since 1980, the
Nepalese government has been putting great efforts into addressing health and nutritional issues
and some of the programmes have been very succefsftibrding to the NDHS (2006 and

2011), infant mortality had declined from 79 per 1000 births in 1991 to 48 in 2006 and 46 in
2011. Simiarly, themortality of underfive chidren decreased from 91 to 54 per 1000 live births

during the same period, a total declne of 3%%&s recorded. Some of the public health
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programmes whichsupport nutrition are also highly successful, in that nearly 90% of children (6
months to 59 months) recedehigh-dose vitamin A capsules and deworming tablets twice
annually Likewise,the MoHP (207) and the World Bank (2010) reports haancludedthat the
distribution of folic acid and iron tablets had increased from 23% in 2001 to 60% in 2006. With
these remarkable outcomes, Nepal was commended by the United Nations for atiégning
victory in decreasinghild and maternal mortalty (The Himalayan Times 2010, p. 17). However
childrenos nutrition has not ma d e t he S a me
NDHS report showed only an 8% decline in overall stunting from 2001 and 20péctesly.
Wasting remainedsimilar in 2001 and 2011 but it increased by 2% (from 11% to 13%) in 2011
(MoHP 2007; NDHS 2011). Similarly, according to an NDHS report carried out in three different
phases (2001; 2006; 2011) underweight conditions overall reduced by 14% in 2011 from 2001,
and prgected to be 39% in 2006 and 29% in 2011. At the same time, the country was on the way
to accomplshing MDG 4 and 5 (UNICEF, 2009). However, the actual statistics on chid
undernutrition of developing counties are stil not known (WHO al., 2013). Regarihg the
undernutrition of Nepal, numerous sources of lterature (e.g. €BS&l, 2006; UNICEF, 2009;
NDHS, 2001; 2006; 2011; NPC, 2003; Bishwakarma, 2009; New Era, 2007) have been reviewed
in this chapter.This literature showsthat the high prevalence tea of undernutrition stillexists in

Nepal (NDHS, 2017). However, this suggests that there is a need to identify further inquiry
focusing on major risk factorsThe following discussion moves to look at the existiteyature

on the major risk factors aindernutrition in the context of Nepal.
2.9.1 Major determinants of undernutrition in Nepal

This section highlights major determinants of chid undernutrition in Nepal In order to
understand the key determinants of undernutrition in the context ofl,Ngpautlining some of

the food andhealthseekingissues concerning high prevalencate of undernutrition in Nepal
(NDHS, 2011; 2017). It is necessary to understand some of the key issues related to

undernutrition, especially beliefs, knowledge, atd@tsidabout healthy diet including social and
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religious norms and values which effect on food dwedlthseekingbehavioursof the mothers.
Below given sections and sskections briefly, discussthese issues.

Acharya (1981) reported the major nutritional Eas such as a lack of knowledge about
nutritous food and poverty which are associated with food security, food prices and income
source of household§Jolly, 2010; Anamol, 2016). Simiarly, Deolalkar (2005), and Upreti and
Muller-Boker (2010) have repmd on the major nutritional barriers of Nepal such as the
magnitude of poverty, caste factors, gender and social disparities, and ceméictensidered as
secondary barriers to soling the problems of undernutriion. The chid undernutrition was
incorporated as an important health agenda on the-yBaa development plan (198@85)
(Adhikari and Maskay, 2004). The evaluation of the maternal knowledge and attitudes focusing
on chid undernutrition, however, seems to be fairly limted in Nepal. Whiesethstudies
highlight maj or determinants of undernutrition
of overall development, including cognitive skils (Adhikari and Maskay, 2004), this thesis has
not investigated any clinical and pathologicalperiments, because this thesis was completely
focused to evaluate public health issues. Therefore|t¢iature review reveals that there are a
wider variety of controversial issues in this context. Moreover, this section did not examine
detailed information about the existing trend of cultural, religious norms and values which
associated with food anbealthseekingbehaviours(Storer, 1976; Subedi, 1999; 2002; 2010). It

is, therefore, important to consider briefly the riskier factors of food dedlthseeking
behaviourswithin this society. In Nepal, there was a limited study conducted using a-mixed
method approach on the abewentioned issues. The next section precisely highlights on hunger

scenario of Nepal.
2.9.2 Nepal: hunger scenario

A 7.8 magrude earthquake hit Nepal, mainly in hily areas including the capital city, at 11.56 am
local time on 25 Aprii 2015. World Food Programme (2015) reported that-rimney of 75
districts of the country were affected by this devastating earthquake. Maistaling destruction

has badly i mpacted on Nepal 6s economy and di
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situation in the country which literally, increased the undernutriton situation in Nepal.
Further mor e, Nepal 0s v u | manly anb rurali a@reas, drives hangey h f
situation. Average food costs in the rural mountain and hill regions are 100% higher than in the
Terai region (World Food Programme, 2R1%hese reportdurther highlight that approximately 5

milion people in Nepal are undernourished, 29% of chidren under the age of five are
underweight and 41% are stunted.

In Nepal, marmade disasters such as strikes, violence, conflcts and etc. are normal (Basnett,
2009). Low SES peopl are mostly affected by these disasters which consequently increased
hunger situation. For exampl e, Nepal 6s south
from India since September 2015, just after the earthquake, in a bid to win amendmentsamo a
constitution they argue disadvantages them through changes to poltical representation and
citizenship rules and electoral boundaries (Bennett, 2015). These disasters have provoked a
critical shortage of lfesaving medicines and fuel, threateninglestst 3 milion children could be

at risk of ilness including undernourishment (Devkota and van Teilingen, 2010; Bennett, 2015).
Devkota and van Teilingen (2010) also revealed the similar notion that theeaelong conflict

in Nepal gradualy centiaéd all systems, including health services, and unsettled the
development of rural areas, where health services wadly affected and the urban population
increased due to rural communities shifting to more secure places during the conflict (IRIN, 2007;
MoFP, 2008; IFAD, 2013). Key researdterature in these studies also demonstrated similar
factors of undernutrition in Nepal.

vonGrember and colleagues (2013) reported that GHI ranks nations on-@oidi08cale with O

being the best score, indicatirpat there is no hunger, and 100 points being the worst. von
Gremberet al., (2013) explainsthat less than 5.0 points reflect low hunger, between 5.0 and 9.9
reflects moderate hunger. GHI between 10.0 and 19.9 points indicates a serious problem; values
between 20.0 and 29.9 are an alarming condition of the hunger and values 30.0 or higher are
extremely alarming (voeremberet al., 2013). Furthermore, it states that in 1990 Nepal had a

GHI of 28.0, which indicates an alarming condition of hunger whileOt32t, scored 17.3 which
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indicates that there is a serious problem. The poor GHI is also significantly associated with

undernutrition in Nepal and it is also one of the strong determinants of undernutrition (von

Grebmeret al.,2013).

The GHI is calculad based on a mulidimensional approach to measuring and tracking hunger. It

combines the following three equally weighted indicators -@oember et al.,2013).

The prevalence of underweight in chidren under five years of age (proportiarhildfen

suffering from low weight for their age).

The proportion of undernourished chidren as a percentage of the population (link with the share

of the population with inadequate dietary energy intake).

The mortalty rate of chidren under five (associating wite fatal synergy between poor dietary

intake and harmful environments).

Table 22 shows Nepal 6s

GHI

, t

prevalence

of unde

conditions and mortality rates of chidren under five between 1990, 1995, 2000, 2005 and 2013.

Nepd 0 s

GHI

dr o

pped

0 17.

3 %

f r o fihe 2i@valénge ob et we

undernourishment in the wholeopulation has increased to 27.1% from 25.9% (in 1984from

199092) and slowly decreased to 18% in 20 Underfive-yearold mortalty rates hae

drastically reduced from 13.5% to 4.8% between 1990 and 2011 but the prevalence ef under

weight conditions in childrennderfive stil remains severe butiropped from 44.6% to 29.1%

between 198®2 and 2008.2.

Table 22 Nepal: GHI, prevalence of undenourishment and mortality rate

Years 1990 1995 2000 2005 2013
Nepal 6s Gl obal 28.0 27.3 25.3 22.3 17.3
Years 1990 92 1994 96 1999 2001 2004 06 2010 12
Prevalence of undernourishme
. , 25.9 27.1 245 21.7 18.0
in the population (%)
Years 1988 92 1993 97 1998 2002 | 200307 | 2008 12
Prevalence of underweight

) ) 44.6 44.1 43.0 38.8 29.1
children under five years (%)
Years 1990 1995 2000 2005 2011
Underfive mortality rate (%) 135 10.6 8.3 6.5 4.8

Source: vonGrember et al.,2013
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On the one hand, manade disasters and global hunger index were found very critical (von
Gremberet al, 2013) which are considered to the strongest evidence of a severe hunger condition
in Nepal. It indicates that there is a severe undernourishmenti@onghich is increased due to

the shortage of basic food and other necessities. On the other hand, Nepal is apd@sster
country where low SES people are being affected by food shortage (WFP, 2009; 2015). Thus, this
iterature review indicates that éfe is an urgent need for further inquiry on undernutrition
focusing on issues around manade disasters and GHI. Furthermore, the nextssakion

focuses on theociccultural situation of Nepal.
2.9.3 Sociecultural situationin Nepal

The socieculturd situation of Nepal ione ofthe complex keyssueswhich revolvesaround food

and healthseekingbehavioursamongst rural and urban mothers (Benmgtal, 2008). Bhattachan

et al., (2009) analysedand cited that the country has a diverse landscapehwhbrms various
sociocultural aspects such as culture, religion, caste /ethnicity, and language. The WHO Country
Cooperation Strategy 20®11 published that in Nepal there are more than 103 different casts
(ethnic groups). Bennettt al, (2008) addedhat these ethnic groups have a strongly embedded
caste system which describes the social stratification by ethnicity. Even though it is officialy
eliminated, caste differences stil exist in the Nepalese society (Bandura 1986; Bstnaktt

2008; Drewwowski, 2009).

According to Gurung (2001; 2005), it has been stated that the culture of Nepal is rich and
wealthiest as compared to other cultures. Nep
which depicts the culture of the Nepalese soc{@wubedi, 2002; Adhikari, 2012; Fouch, 2014).
According to this statement, Nepal is the country where every aspect of life, food, clothing and
even occupations are guided by culture (Culture of Nepal, 1994; Hinduism, 1999). Adhikari
(2012) and Shrestha (Z)1 further explain about cultural influences in Nepalese society which
include codes of manners, dress, language, rituals, and norivshafioursand systems beliefs.

Nepal is a country highly dominated by its secidgural norms and values. Within Nepsé
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society there exist large numbers of samitiural elements (Culture of Nepal, 1994; Hinduism,
1999; Craig, 2011; Fouch, 2014).

Fouch (2014)citing the paper entitltdd J our ney Thr ough t IsetesBhatsit e r n
Nepal there are various sets of customs, practices, religions, festivals, beliefs, atttudes and values.
These elements are responsible for following and driving religious and cultural norms and values.
People of Nepal have high faith in their culture amedigion. Hence, Nepal is very popular in
terms of its socieultural system. Variety of languages in Nepal and variety of castes are most
fascinating factors (Craig, 2011; Fouch, 2014). Everyone provides respect tdaotpgages, for
example, Maithii, Bhojpuri, Magar, Tamang, Thakali and Newari (Culture of Nepal, 1994;
Gurung, 2005; Fouch, 2014). Nepalese citizens celebrate several festivals every year. These
festival celebrations are different according to culture and place. On the one hand, tleesst diff
cultures have also some sociotural issues which have been burdensome to development
processes such as chid feeding practices, beliefs on nutritional food, feeding of colostrum and
many more other activities (Culture of Nepal, 1994; Adhikari,22@ouch, 2014)On the other

hand, Culture of Nepal (1994) briefed on both parts, i.e. positve and negative impacts of these
cultural infuences and mentioned that, with the increasing level of awareness, education,
migration, and globalization the nemat issues which are associated with cultural norms and
values are being examined and ameliorated only slowly (Gurung, 2001; Adhikari, 2012; Fouch,
2014). Many places have become famous due to culture and geograplitial beauty and have

been attractingnany tourists. Such factors positively affect the secionomic status of the local
community (Culture of Nepal, 19947 few numbers ofresearcherdiave focused on theocio

cultural situation of Nepal and iis a key factor which influenced food recomnuation. The
literature review de nolturaltconstrucéod seénts avdry cohfeigng &nd s s
complex which is also strongly linked with religious norms and values. The culture and religion
are stronglylinked to Nepalese society (Culturadf Nepal, 1994; Gurung, 2001; Adhikari, 2012;

Fouch, 2014). Above reviewed literature seems not enexgiforing the key issues associated
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with food and healthseeking behaviours Next section talks about soaailtural influences on

child nutrition.

2.94 Sociccultural influences in child nutrition

Biza-Zepro (2015) highlighted that food consumptioemains influenced bythe existing socie

cultural factors that affect footbehaviouralong with customary systems of food sharing within
households, cultutaattitudes towards various foods, methods of food preparation and chid
rearing practices (Maschinot, 2008). Mostly in developing countr&syeral international
organizations i.e. UNICEF, HKI, Save the Chidren, HKI, Feed the Futake been contribugy
tremendously towards changing the behaviour, diet and chid feeding practices of the people of
Nepal, particularly in the remote parts, against traditional and cultural practices (HKI, 2003;
GHFSI, 2013; HKI, 2014; UNICEF, 2014). For example, chidrene anostly fed by hand.
Children mostly eat in communal groups depending on sex and age; this is more common in the
southern belt (plains area) of Nepal. The Linkages programme (GHS, 2004), an NGO sponsored
by USAID, has over the years contributed very muaohchange the behaviourof the public
against culttural and traditional practices that are contrary toathgropriate complementary
feeding of infants. Maschinot (2008) has found that the family head and earning members of the
famiy receive preference irsharing goods and take the best part of the food avaiable.
Furthermore, Maschinot (2008) revealed that in some conservative cultures, such as in Ghana, t is
commonplacefor the youngest and weakest children to be at an additional disadvantage in family
food sharing. Subbat al., (2007) and Sah (2011) have discussed the feeding culture of Nepalese
mothers who are generaly of the opinion that children should be fed as often as the child wishes
to eat whereas others hold that it should be four times éGB@P, 2006).

NPHC (2012) reported, in Nepal, the employment ratio is also very poor and accounts for only
24% of the total population (Global Finance Report, 2015). Nearly 76% of the population is
engaged in agriculture. Bista (1982; 1991) has descrihedculture and agricultural trend in
Nepal in his booksThe process of Nepalization and Fatalism and Developmeutlishedin

1982 and 1991. Further, he explained that the farmers areratlisingold methods of farming,
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principally subsistence fainy. He further added that the landholding system of Nepal is highly
varied. The National Planning Commission (2003) reported that the landholding per famiy is
about 0.7 hectares (1 hectare = 10,000 and more than 75% of landholders have less than 1
hectare of land. Additionally, the land in Nepal is inherted over generations, leading to an
additional breakup of landholding (Nirauld994; 1995; WHO, 2008; ADmar and Al-Ghanim,
2010).

Family size is also another barrier which deprives sufficteotd of the family. NPHC (2012)
reported that the average famiy size is 4.88 people per household which is a fairly big family.
Due to the large family size and unequal distribution of land, the life of farmers is very hard and it
is very difficult for them ® maintain their basic needs from the agricultural existence (Devkota,
1994).

Raheela (1994) and Nazmit al., (2010) described that soeswltural practices such as less
consideration for feeding chidren (supplementary), late weaning and poverty are majo
underlying issues of undernutriion among preschgeld chidren. Simiarly, chid health
nutritional indicators are used to evaluate the quality of existing health services as well as the
general health condition of the whole community. On the othed,hihe culture is affecting the
food behavioursof people of Nepal which contributede the undernutritiorproblems (HKI, 2003;
Sreeramareddyet al., 2006). Many papers discuss the impact of socioeconomic influences on
chid nutrition but this thesis particularly focused on the specific area where socioeconomic
cuture seems to be highly diversified. Hence apalyse the actual impact of sociocultural
influences on chid nutrition has become the foremost concern of the researchers nowadays.
Subsequently, the health situation/facilties are also closely linked with undernutriton. The next

subsection deals specifically with existing health managementhaathcarefacilties in Nepal.
2.9.5 Health situation/facilities of Nepal

MoHP (2014) stated that thé&ey major health issues in Nepal are infectious diseases,
malnutrition, poor knowledge and limited health care servicBise Nepal Living Standards

Survey @Q011) found 12% of the populatioto be suffering from chronic ilnesses along with
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gastrointestinal aiments, abnormal blood pressure, asthma and rheumatoid related diseases and
about 20% of the population are suffering from acute ilnesses and trauotasissickness with

fevers and colds, ardlarrhoea

Many investigators e.g. Devkota and van Teilingen (2009), German Technical Cooperation
(2009), Karkee and Jha (2010), Devko# al., (2012) and Ghimireet al., (2013), have
commented that the healthystem of Nepal is chronicaly weak because of several issues
including poor funding, weak management and supervision systems and endemic corruption
(Levesqueet al., 2013). Supply systems and access are difficult due to the mountainous terrain
and lack ofroads (Justice, 1989; ESDSoton, 2012).

Furthermore, Raket al., (2001) expressed that theealthcarefacilties in Nepal are delivered by

both the private and public sectors (MoHP, 1997: &aal., 2001; Levesqueet al., 2013). The

health (public) careesvice is mainly concentrated on primary health care. On the other hand, the
MoHP (2014) allocated only less than 6% of the national budget on health care services which is
insufficient to deliver health services efficiently and effectively (MoHP, 19&€rman Technical
Cooperation (2009), Karkee and Jha (2010) and Gautam (2011) have noted that the government
health care services are not equally distributed across the country (Kandel, 2007). Most of the
advanced health facilties are available in urbanasréandel, 2007). For example, the tertiary

level health service providers (hospitals) are in the major cites of Nepal (Justice, 1989). Every
region has a number of regional level hospitals and each district has a district level hospital with
no speciadt faciities but staffed with some medical doctors (Kolehma#en and Shrestha,

2009; MoHP/RTI, 2009). Most researchers and donors such a®tRali, (2001), the German
Technical Cooperation (2009), Karkee and Jha (2010) and DFID (2013) have dbseave
government health services based in remote areas, very often run with inadequate staff due to lack
of funds (Raiet al., 2001; Karkee and Jha, 2010). Some of these district hospitals are staffed by
medical assistants instead of fidyalfied medial doctors. Karkee and Jha (2010) further

commented that if medical doctors are posted to the rural district hospitals most of the time they
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disappear on leave or on study leave/training. In Nepal health faciites are not free, patients are
required to pg for their hospital stay, investigations, and drugs.

Rai et al., (2001) mentioned that recently there has been a growth of private begifisations
including hospitals and nursing homes offerisgecialisedand quality health services in urban
area. Further, WHO (2007) has reported that in rural parts of Nepal normally public health
services are widely spread and there are not any specialized health services. These public health
service centresin the rural part, are generaly run by medical ass®$ including auxiliary health
workers (MoHP, 2014). This is partly through the development of private pharmacies, where
seemingly oOtrained®d pharcouaselorfadvisors gHarper aadsJeffgrg ne r ¢
2009; Subedi, 2009; Harpet al.,2011; MoHP and WHO, 2011).

Harper and Jeffery (2009), Subedi (2009), and Haggeal., (2011) have commented on health
care services of Nepal which are often of low quality, lacking proper standards of service due to
poor staffing and medical supply andcalsometimes, mostly in rural parts, the service is rendered
by low-level staff in the absence of trained or skiled health workers (MoHP, 2011; MoHP,
2014a). Furthermore, Maret al., (2013) analysedhospitals and clinics in Western Nepal in their
study ad found that the poomarginalisedand some ethnic groups have limited access to basic
health care services. Some authors such as Niraula (1994; 1995), Acharyaaf2D0®)Omar

and AlGhanim (2010) said that limited accessibiity to the resources inteelmmations of Nepal

and high cost of medical and other facilties are some ofrtajer factors which resulted in less
efficient services and poor utilisation dhem in remote areas. This scenario is frequently
observed in rural areas where individuhsve to walk for several hours in continuity to have the
access to the services and resourdédsteover,as per MoHP and WHO (2011) and ESDSoton
(2012), people in Nepal are also deprived off their social security and capital. It has also been
reported by WO (2007) that the lack of health awareness amongst the people also results in
difficutties for the people to access the health services fopuhi.

Hamalet al., (2012), Baralkt al., (2013) and Martet al., (2013) showed that there is a lack of

trained health staffs, especially in rural areas of Nepal, to provide a quality health sdReiges.
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et al., (2004) discussed that the main challenges for health services in Nepal are: lack of sufficient
skiled prdessionals, limited access to facilties across the country, poor publc awareness and the
lack of an adequate health policy, including poor infrastructural development and geographical
diversity with poor transportation (Acharya, 2000; SOLID Nepal andliivéiepal, 2012; MoHP,
2014b). Sharma and Ross (1990) further highlighted national health policy with regard to
government policy for an effective and efficiemealthcaresystem including its workforce and
suggested that there is a need to review, reatigkdevelop.

Regmiet al., (2004) stated that the health infrastructure of Nepal is very poor due to lack of funds.
Devkota and van Teilingen (2009) further added that 10 years of conflict have disrupted the
health infrastructures in Nepal. The limiteddith services and poor health infrastructure of Nepal

is one of the main reasons for the high prevalence of undernutrition (NDHS, 2017) in Nepal and it
is because of poor health managemefbr example, the health professionals wanted more
facilties in wral areas and healitentresto be improved (Germany Technical Cooperation, 2009;
Gautam, 2011). The health facilties of Nepal are fairly affected by the deficit of fund. The limited
health facilties, poomanagementand infrastructure of Nepal are ooéthe main reasons for the

high prevalence rate of undernutrition (NDHS, 2017). Thus, it is also an important research issue
in order to overcome on undernutrition. The

status.

2.9.6 Health status ofmothers

The maternal health issues that can have a lifelong effect on chid health; particularly nutrition,
parental care, and care of ndarn are often ignored. This section attempts to make clear
connections betweethe mot her 6s heal t htrtiom tinathe wcentexh of dNepal ardle r n
identify the key gaps in the lterature. Generafh e al t hy mot her i gefeace c hi |
against diseasemalnutrition, and death (Sethi, 2003; Saaka, 2014).

In 2013/14, a study conducted by thenistry of health and population dilepal shows that the

rate of low birth weight varies from 8% to 34% in Nepal (MoHP, 2014). The NDHS (2011) found

the rate of low birth weight was 12%, which is possibly an underestimate and it revealed that 18%
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of norpregnant wmen are undernourished or chronicaly energy deficient (BMI<18.5*kg/m
and 14% are overweight or obese, compared with 9% in 2006. The prevalence of both
underweight and overweight conditons among women is suggestive of a likely double burden of
malnutrtion in the country (see Appendix 19) (Acharya and Bennett, 1981). Furthermore, the
MoHP (2014) found that girls aged between 15 and 19 years are at particular risk for chronic
energy deficiency. In Nepal, nearly 12% of the mothers in Nepal are with leight (<145 cm)
(NDHS, 2011). Risk factors for short height include lving in a rural area, having limited
schooling and coming from the lowest wealth quinties (Sethi, 2003; Nair, 2007; NDHS, 2011). In
terms of aetiology short stature is a possible riesof the high prevalence of stunting in
chidhood. Due to the unhealthy status of mothers, chidren who develop poorly and become
stunted are lkely to contihue being stunted, thus continuing the intergenerational cycle of
undernutriton in the populatofNDHS, 2011; 2017). Addtionally, a health survey highlighted
that adolescent girls in Nepal face the worse of this as 25.8% of them have a low body mass index
(less than 18.5 kgffh compared with 18.2% of women of reproductive age (NDH, 2011; Acharya
et al.,, 2016). Low nutritional status of mothers has an indirect and direct consequence on their
own health and that of their chidren. Mothers are naturaly the main caretakers of the chidren
with undernutrition, anda load of caring responsibiites may act their health status. Few
studies have before explored issues associatfid the health status of mothers with chidren
suffering from undernutrition. Generally, mothers who have faced lack of access to proper
nutrients, their chidren are malnourishand those chidren face greater challenges in their ability

to learn and thrive. These chidren are more susceptible to ilness and disease (Athalrya

2016) . Thus, mot her 0 signfgantrdo | B e a Int Hmeihg dndl goeds we |
health.
I n the context of Nepal including South Asiat

socieeconomic boundaries such as beliefs, empowerments etc. which are highly complex and

debatable due to strong association with existing culturattioes (Adhikari, 2010; Acharyat
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al., 2016). These issues are migar as described in the literaturddditionally, next subsection

outines on poverty which hass&rongimpact on child nutrition.
2.9.7 Poverty

Undernutrition and poverty have aratit association where poventgmainsthe key and principal
reason of undernutrition. In addition to poverty, the other key causes of undernutrition are harmful
economic systemsyar, and conflict including change of climate in thegion (Gordon, 2005). On

the other hand, the lowest economic nations have the highest rates of undernuistiper the
reports of the World Bank (2011), poverty has been a major problem in most parts of the world
speciffically the least developed and develppcountries. Poverty and malnutrition are directly
inked to each other. Poverty is further classified into absolute and relative poverty. Absolute
poverty is focused in this research which refers to the deprivation of basic needs of humans
including foal, shelter, water, clothinggducation,and hygiene needs (Weigt al., 1991; IFAD,

2013; IMU and RCHCO, 2013). The definttion states that poverty is also related to deprivation of
basic human necessities and has different dimensions which also indudavtincome and the
inability to afford basic needs that are necessary for the survival of humanB, (B@A3). The

DFID (2013) states the definition of absolute poverty is related to low level of education access
and limited access to free water and tsdion, limited accessto health services and lack of
opportunity for a better lifestyle (ISF and UTS, 2011).

UNICEF (2008) reported that undernutrition and poverty do not appear to transformation at the
similar ratio at the world level, although the tenof poverty and malnutrition appear to follow
each other at the global level. This means that even though the problem of malnutriton and
poverty exist globally, the trend in each country is differé@pendingupon the development of

that country econoirlly. For instance, the South Asian region had the highest poverty ratio
(46%), followed by the Middle East/Eastern African region (25%) andSaiaran Africa (38%),
parallel to their malnutrition status because people suffering from malnutrition rpsolalee much

lesser than the poverty ratio prevaiing in these regions (UNICEF 2008). Overal, the overall
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headcount of poverty worldwide reduced from 42% (1990) to 25.19% (2005) with a total
reduction of 17% in the aforementioned time period (World Baidk&pD

The UN Human Development Index (HDI) reported the poverty conditions of Nepal in July 2014.
This report includes a multidimensional poverty index (MPI), gender inequality development
index (GIDI), human development index (HDI) and inequalithusted human development
index (IHD). The results for Nepal are given below in Table 2.3.

Table 2.3: Poverty in Nepal

Multi-dimensional poverty index 0.2
Population in multidimensional poverty (%) 41.44
Intensity of multidimensional poverty (%) 47.2
Population near multidimensional poverty (%) 18.13
Population in sever multidimensional poverty (%) 18.56
Population living below $1.25 a day (%) 24.82
Share of working poor, below $2 a day (%) 74.1

Source: UN Human Development Report2014

The MPI (Multidimensional Poverty Index) complements incdrased poverty measures, as it
measures several scarcities directly. The World Bank (2011) estimated that in 2008 that there
were about 1.35 milion poor people in developing countries wieodn $ 1.25 a day or less. In

the practical world, there exists ralationship betweetP| and standard income. Here, standard
income is $1.25 peday in poverty line but the standard income differs in the countries including
Nepal because of the gap mcome between rural and urban areas.

Thus, poverty in Nepal is one of the major determinantdf high prevalence rates of
undernutrition (IFAD, 2013; NDHS, 2017). In Nepal, whie the poverty declined from 42% in
1995 to 31% in 2003, the extent of stuntingas stable at 57% in 1996 and 2001, and then
declined to 49% in 2006 (CBS, 2005; NDHS, 2006). As stunting is assessed for under five years
aged children, and the first year is possibly the most crucial, the decline from 2001 to 2006 will
reflect the econoim situation from 1996 to 2001. Thus, the decline in stunting may reflect the
improved economic conditions as reflected in the decline in poverty from20835 In addition

to poverty, the other keyeasonsfor undernutrition are conflict, war, climate afige and
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damaging economic systems which are existed in Nepal (Atkinson, 1987; IFAD, 2013). Poverty is
the major determinantef the high chid mortality and morbidity rate in Nepal (CBS, 2011). This
thesis does not measure poverty status of the partsigan is aimed to investigate key barriers

on food recommendation which is identified as one of the literature gaps to explore on this issue
particularly focusing on rural and urban areas. Subsequently, the followirgestitin highlights

on diseases andfections.

2.9.8 Diseases and infections

Diseases and infections increase the risk of undernutrition because chidren tend to consume less
food when feeling il and sick (Devkotat al, 2012). Moreover, when children are sick, they tend

to absorb fewe nutrients, lose nutrients durirdiarrhoeaand havean increasedheedfor nutrients

in fever (Antony and Laxmaiah, 2008). On the other hand, undernutriton problems make
infections worse because the body lacks -axitlants and the nutrients required raaintain
immunity in the body (Uljaszek, 1996).

Antony and Laxmaiah (2008) reported that undernourished childrdndia are physically and
mentally deprived and they often come from poofamiies, with poor hygiene/sanitation and
crowded homes, so dlg arealreadyvery vulnerable to infectiousisttasesUlijaszek (1996)found

that various infections are more likety affect chidrenmore than adults. The immune system is
weaker in an undernourished chid than in a healthy child. Similarly, HortaVatdra (2013)
revealed that exclusive breastfeeding helps protect against many aiments, including urinary tract
infections, mild upper respiratory tract infections, bone and joint infections, inflammation of the
middle ear and diarrheal disease. Theyo disrther highlighted that malnutrition is a disorder
which includes immunity impairment, the physical development constraints and the mortality rate
decreases (Horta and Victora, 2013). Malnutrition leads to certain disastrous outcomes such as
ilness, ménourishment of chidren which ultimately exposes them to certain diseases (Antony
and Laxmaiah, 2008; Horta and Victora, 2013). Undernutrition worsens the outcome of illness.
Malnourished children are susceptible to diseases and more apathetic (Antoryaangiah,

2008). The study conducted by Levitsky and Strupp (1995) discussed that the effect of
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undernutrition is speedily reversed with appropriate feeding but prolonged undernutrition can
cause some enduring damage to brain development. In 2013, WHGhgulilfigures of infants

and young chidren who were stil poorly nourished and whose nutritional status, growth, and
progress, health and survival, were thereby compromised. It showed that gtiibaiyoeakils

760,000 chidren undedive and it remas the leading cause of malnutriion and the second
leading cause of chid death in chidren under five years of agedi&uwhoeais preventable and
treatable and may be the result of inappropriate feeding practices (Care Nepal, 2010; WHO,
2013).

Richads (2011) reported &ss of appetite in children during sicknesses such as malaria, measles,
and diarrhoea Therefore, inadequate food intake due to loss of appetite and poor absorption of
food are among the reasons why chidren who fall sick often dayetotvell (Sreeramareddst

al.,, 2006; Richards, 2011). UNICEF (2006) reported that the immunity to diseases in the
malnourished children is high. For this purpose, a comparative study was conducted by Richards
(2011) that conducted educational programnredndia for educating mothers on the feeding
chidren practices even in families that are in rural areas. The children in these countries mostly
have lower mortalty rate due to common diseases among chidren such as diarrhoea and
respiratory problems andhose that survive this aiment, the frequent illness affects their
nutritional status and diet adversely leading to difficulties in physical and cognitive development
More importantly, threguarters of the chidren who die from causes related to urtdéonu

were only midly or moderately undernourished, showing no outward sign of their vulnerability
(Bryce et al., 2005; UNICEF, 2006; Blaclet al., 2008). The diseases and infections seem to be
one of the key causes of undernutrition in the study populgDevkotaet al, 2012). Several

kinds of literature have talked on this issue but this thesis did not focus on clinical and
pathological investigation relating to child nutrition. The literature above described that disease
and infection issues are ghly complex within this highly diversified society (Devko&t al,

2012). The previous lterature suggests that there is a knowledge gap between undernutriton and

other diseases either communicable or -communicable (Devkoteet al, 2012; Horta and
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Victora, 2013). Malnutrition is not considered as a serious disease by aviéahtere and thus,
did not focus on definite issues. Subsequently, the assessment of maternal knowledge gaps on the
impact of diseases and infection onilcchife cycle is also being assessed in thisrature The

nextsection explains about knowledgattitudes,and beliefs about the healthy food.
2.9.9Knowledge, attitudes, and beliefs about healthy food

Richards (2011) showed that females were digcated by a group of mothers on feeding
practices due to poor awareness and education regarding healthy food. Furthermore, Richards
(2011) also discussed that malnutrition was associated with unavailability of resources such as
clean water and stable di@tVeisset al.,1991; IFS and UTS, 2011).

Sanjay (2002) reported that traditional food madeN®palesemothers has been shownrough
researchto be very nutritious. The mixture, known as super flour is a porritlgg (hade from a

finely ground floor 6 roasted cereal grains and pulses and is highly recommended for use in
severely undernourished chidren (IRIN, 2013; Achasyal.,2016).

In Nigeria, Ojofettimi et al, (2008) showed that two types of proteimergy malnutrition (PEM)

that are prevalenin the community are stunting and wasting. The results confirmed that a
mot her 6s edugeaarndnahbriltew,el t ype imounisatibnastatisland a nd
age are some of the key causes of poor nutritional status in chidrenfiuadefWeis et al.,

1991; Oijofettimi et al., 2008). The intensification of exclusive breastfeeding, female education,
compulsory food demonstration units in all healfth centres, use of complementary feeds from
seven months onwards, growth monitoring and promotionsanee of the strategies to reduce the
high prevalence of PEM in both rural and urban areas of developing countries @Vaiss1991;
Ojofeitimi et al.,2008; UK Census Report, 2013).

A body of research agrees with Pokhae¢lal., (2009) onbehaviouralaspects, such as child
feeding behaviour as important for good chidhood nutrition (Blaakt al., 2008). What is
interesting, however, is that most of the research does not critically examine why such defective
forms of behaviour are present in the commties studied. Onta (2003) highlighted lack of

knowledge about webeing and health safety along with nutritious food and uptake of health
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services in Nepal as key factors. It may be attributed partly to traditional/spiritual supporters and
their statusin the society (Mishra and Retherford, 2000; Lobstein and Davies, 2008). The
misbeliefs are strongly embedded in the poor and underserved rural communites as well as in
some urban areas because of migration there from rural areas (Miler, 1979;-Réeyew,

2009). The spiritual and traditional supporters or advocates are usually Hindu, as is 81% of the
population (Tamang and Broom, 2010; CBS, 2011). In rural parts of Nepal many traditional
beliefs still exist, for example, leprosy is beleved to be cabsgd sin in onedbds pas
curse from God (Acharya, 2012). Poor people from rural locations strongly trust
traditional/spiritual healers and their first choice is spiritualitraditonal healers in the case of minor
health issues (Colilla, 2008Adhikari, 2012). Almost the whole of Nepalese society uses
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).

The religious leaders which include monks, priests, spiritual leaders and elderly people are
reluctant to new knowledge and stil believe about the taboos and misconceptions, regarding
healthy food andhealthseekingbehaviours The traditional and conveomal practicesare being
practied regularly within the societies due to directly or indirecilyfluence these people, even
though they are uneducated (Subedi, 1999; Keaetegl., 2005; Poudyakt al., 2005; Sibekoet

al., 2005; Shankaket al.,2006).

Many studies and surveys conducted in Nepal (i.e. Subedi, 1999; Chastiah, 2006; Odent,

2011; Paharet al., 2011; Devkota et al., 2012; Acharya, 2013; Paudet al., 2013; Acharyaet

al., 2016) have focused on maternal and chid health and collected information on of nutrition.
Subedi (1999) and Odent (2011) explored the widespread belief that pregnancy is a natural
condition that does not need any particular attention. Christiaal., (2 0 0 6 ) highlight et
eating habit during pregnancy in rural Terai, Nepal. Christitral, (2006) further cited that one
commonly held belief is that if a woman eats more during pregnancy she wil have a bigger baby
which can cause problems duringivdgy (Simkhadaet al., 2006; Devkotaet al., 2012; Acharya,

2013; Acharyaet al., 2016). Th e  mo knbwdedgé sfundernutrition and its consequences
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played a crucial role to overcome it (Dewey and Begum, 2011). However, undernigritti
remainedto be a critical development issue in the Nepalese socletye mot her 6s kn
attitudes, and beliefs about healthy diet are bigdpastiers tothe nutritional problem in Nepal
However, undernutritionis stil remainedto be a critical developmenssue in the Nepalese
society. Above literature review showed that there are several igapsternal knowledge in

order to identify nutritious food that creates negative attitudes towards healthy food and ultimately
these influenced healthy food recommetieh to their chidren which are linked with existing
beliefs. Moreover, it needs further-depth investigation by employing different approaches such

as qualtative, quantitative, and mixed research. Therefore, the combination of pragmatic evidence
of reviewing the literature generally the knowledgdtitudes,and beliefs about nutritious food in
different geographical locations such as Terai and mountain, justifies the research focus of this
study atthe Kaski district of Nepal (Christiaet al., 2006) Having examined the maternal
knowledge, attitudes, and beliefs about healthy food in general, it is considered that addiional
understanding of their knowledgegliefs, and attitude is needed. The next -selstion sketches

on energy intake bghildren and mothers in Nepal.
2.9.10 Energy intake

This section discusses the energy intake patterns among the Nepalese community.
Epidemiological studies confirm that energy intake increases with energy density and thus weight
loss may be best achieved on a lewergy diet (Gittelsohet al, 1997; Edris, 2007). Although

the use of lowfat food items may not reduce intake during covert manipulation, it may be
successful during periods of deliberated dieting, providing that-gabdtitutions are not counter
balarted by other higldensity food items (Gittelsohn et al., 1997; Gaman and Sherrington,
2013).

Gittelsohn et al., (1997) and WFP (2006) stated that the statistics for dietary intake and food
supply are significantly associated witindernutrition among Nepaise chidren. Several studies
such as Gittelsohet al., (1997), WFP (2006), FAO (2015) have described energy intake amongst

the Nepalese population. This basically explains dietary patterns and food supply in different
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years: 1992, 2002 and 201%he tabk in Appendix 18 describes, for chidren under six years:
dietary patterns, the frequency of meals, dietary energy supply, the share of dietary energy supply
and exclusive breastfeeding between 1992 and 2014.

Many people in Nepal stll do not hava sufficient dietary intake to meet their physical
requirements of energy intake as reported by CBS (Central Bureau of Statistics) as per the
National Life Standard Survey conducted in 2003 and 2004 (WFP, 2006). The prevalence of
inadequate energy intake variesonr 35.2% to 39.8% adult population of Nepal. The energy
required to sustain moderate activity was estimated at 2709 kcals/day. The estimates were
calculated on the basis of reported expenditure on food. The prevalence of inadequate energy
intake is highestfor regions with the lowest food production (Ogunjuyigbe al., 2008): the
Midwestern and Far Western regions have an energy intake 7% to 8% lower than the national
average (NLSS, 2004; 2011).

The NLSS study (2008) found that there was no relationshyetween food availabiity and
energy intake in urban areas: availabilty is higher than in many rural areas yet the prevalence of
inadequate energy intake was found to be the highest for urban Kathmandu. This could be due to
the methodology used, which calates energy intake on the basis of an amount of money spent
to buy food. The NLSS 2002004 also found that people in the wealthiest category spent almost
double the amount of money per 1000 kcal (NRs 5.5 vs. NRs 11.4 per 1000 kcal). This
observation cdis for programmes to include educational approaches to improve budget
management food expenditure. Aside from this study, a number of considerable studies
(Gittelsohnet al., 1997; Ohnoet al., 1997; Ohno and Hirai, 2005; Sudd al., 2005; WFP, 2006;
GHFSI, 2013) have also signified that the amount of nutrients intake for Nepalese is insufficient
which causes the problem of malnutrition and leads to different diseases Although, one study
conducted by Regmi and Adhikari (1994) reporthdt the energy intake is sufficient for people

yet comparatively, most studies conclude that the diet auatiton of these people is

inappropriate (Ogunjuyigbeet al.,2008; Acharyeet al.,2016).
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The study conducted by Ohret al., (1997) in the soutleastern (Terai) region of Nepal among
those attending an immunization clinic found that the usual daily diet consisted mainly of
traditional food. The average energy intake was 2427 and 2275 kcalld for men and women
respectively (Ohneet al.,1997).

Ohno and Hirai (2005) considered consumption patterns of people living the Kathmandu
valey. The study of male autwkshaw drivers and female carpet weavers found that these
groups consumed mainly carbohydrate foods only. The researchers found that tinés ashdood
consumed by both genders, especialy mothers, were mostly insufficient (Ohno and Hirai, 2005).
Both men and women had an energy intake lower than the estimated requirements and lower than
that in the Terai region. The reasons for the loweak&és were not provided (Ohno and Hirai,
2005).

The study by Sudet al., (2005) in Nawalparasi, a Terai district, investigated the dietary intakes

in males and females based the adults in Hindi community. It was revealed that average intake
of energy wa inadequate for both the genders (men: 2068 kcals/day, women: 1789 kcals/day). It
was reported that food consumersinly consistedof carbohydrate minerals yet meat and fish
were less consumed having proteins and calcium., Comparatively, the less abrisathevas

eaten more by men as compared to women (®tidd., 2005; Acharyaet al., 2016). This study

by Sudoet al., (2005) indicated that women in Hindu religion are at a disadvantage due to the
vegetarian religious beliefs and do not eat food that penvide proper minerals to the body
whereas men ofteimtake all kinds of food yet micronutrients are stil at a deficit for both genders.
Subsequently, the assessment of maternal knowledge gaps on the impact on child lfe cycle and
poor energy intake i@ miestone inthe literature.Actually, energy intake among the Nepalese
population is merely described by the literature. It is varied due todilesification of the
culture, economy, religion, and soesdfucture in Nepal. They have dissimilar lif estyle and food
behaviours(Christian et al., 2006; Adhikari, 2010). Hence, it is farther milestone to investigate

energy intake culture of the society.
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2.9.11 Socieeconomic factors

Issues around poverty that are associated with undernutrition havediseessed in the earlier
sections. In continuation, this section further discusses the-sooimmic factors which impact

on undernutrition in the context of Nepal. See@onomic factors are equally responsible for the
high prevalence rate of undemiign in Nepal NPC (2005) reported that financial
underdevelopment is one of the reasons for the poor nutritional rank of the country and its
regional differences (NP,C2005). Thus, considering the geography of Nepal, the variety and
dissimilar levels of i nanci al growt h, a wide variation of
A study conducted by Bishwakarma in (200880 points to financial aspects as sources of
underfeeding. Gap analysis and the assessment of nutrition in a study by theBéfdtidare
among the few to put forward that aspects like individhetlaviar are also essential factors for

chid malnutrition in Nepal (Pokharedt al.,2009; 2013).

A survey in Ghana (1987), supported by the WFP showed important associations between three
indicators of undernutrition and a number of variables concerning income, environment, food
supply, and social and health status. The secanomic position of a faily wil decide the
nutritional status of a child. The level of income was by far the greatest single cause of variability
in food intake although income is not the only measure of poverty. Lipton aKedte(1988) and
Haddad (2000) have found that séc@nd environmental factors might be a major factor for
malnutrition that is associated with poverty within the country and because people cannot afford
healthy food. These studies showed timtdeveloping countries, income from homeduced

food and paments received in kind are more significant than cash income in determining food
availability in a rural family, however, food availabiity is determined mainly by cash income. For
example, most of the householdsarrural community exchange home produdedd items such

as fruits, vegetables, and meat and dairy products, in kind rather than cash (Liptde Kadt,

1988; Haddad, 2000 A study carried out in Northern Ghana by de Beerl., (2004) answered

that meals in most northern communites of Gheaare known to be either monotonous with

hardly any variety or are low in terms of protein andramatrient contentsThe availability of
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food in the market and the purchasing power of people is two most important factors that
contribute to ahealthy lifestyle. Based on theabovediscussedevidence, it can be concluded that
there is a gap in soececonomic factors which need to be further evaluated to readapih

information. The following subksection outlnes on beliefs about undernutrition issue.
2.9.12 Beliefs about undernutrition in Nepal

This sectionconsiders themot her s 6 perception about under nut
urban areas in Nepal. There have been several studies conducted by Adhikari and Krantz (1977),
Paneru (1981) Graves 984), Singh (1998), Subedi (1999; 2000; 2010), Shakya (2006); Tamag
and Broom (2010), and Upreti and MiiBbker (2010) that have focused on Nepal and belief
practices that prevail in Nepal regarding the food &edithseekingbehaviours. It has been a
common belief in Nepal that in illness and diseases such as fever, sore throat, wound, sore eyes,
cold, tonsilitis, and even includinghildbirth is believed to be cured by avoidance of certain food
substances or by changing behaviours avoiding things dbased the ilness (Storer, 1976;
BenzerKerr et al., 2008; Adhikari, 2010; Subedi, 2010). However, a common belief of curing is
through herbal medicine or the involvement of spiritual leaders for healing the patient (Adhikari
and Krantz, 1977; Subedi @0 2010; Shakya, 2006; Tamang and Broom, 2010). There are
common features of food artkalthseekingbehavioursthat are strongly embedded and regularly
practisedby the majority of the people. Thedehavioursgenerally are beingractisedby mainly

poor and noreducated households in both rural and urban settings (Subedi, 1999; 2000; 2010;
Tamang and Broom, 2010; Upreti and Mualgdker, 2010). Adhikari and Krantz (1977); Sharma
(2000); Shakya (2006) and Shankar (2006) reported that an undernourishetiécki cry of t
called Runche Lageka(crying chid). The general assumption of traditional communities about
this condition is that it may occur due to evil spirits, or because the chid is-weeatled or
frightened Tarsera or Sato Gayerg, or has beentouched by strangers, including pregnant
women, or by witchcraft (Adhikari and Krantz, 1977; Singh, 1998).

The lterature about beliefs and practices regarding maternal and child nutrition, especially the

perception of the community people on malnoudstehidren, was reviewed by Singh (1998)
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who explored the terms used for undernourished children sudkuashelageko (crying child),

Sato gayeko (weak hearted or frightened child). Simiarly, when children suffer from marasmus
the term used iSukenas(drying up) andPhukenas(swelling up) for kwashiorkor (Singh, 1998)

(see Definttions 25 and6 on pg.xxvi).

According to Adhikari and Krantz (1997) and Singh (1998) and Tamang and B28d®),there

are many more superstitions and these vary by ethnic groups and their cultures. When a child
starts whining, the parent does not normally associate it with inadequate feeding. In general, an
early morning bath with cold water is one of the commorctmas to overcome the situation
(Singh, 1998). In Nepal, this system has bgeactisedgeneration after generation in almost all
ethnic groups and cultures. In regards to issues around bebeig undernutritionjt is highly
complex in the study pomtion and mothers are still confused to determine it and limited
literature has focused on this issue. There are many controversial isat@sd undernutrition

exist in this community which needs to be much clarified (Walters and Doyle 2002). The next

subsection describesbeliefs which ban to recommend thealthy food.
2.9.13 Beliefs about healthy food in Nepal

Pool (1987) Barasi and Mottram (1990) and Biagpro (2015) expressed that the Nepali culture
has a strong impact on diet. Khare and Rao (198pyrted that food habits ammfacticesare

closely related to the typicdlehaviourof a particular group of people or culture (Moo al.,

2015). Such behaviour follows codes of conduct in relation to food choice, methods of food
preparation and eatinghe number of meals eaten per day, time of eating, and the size of the
portion eaten (Storer, 1977; Subedi, 2002; Keamegl., 2005; Shakya, 2006; Upreti and Midler
Boker, 2010; Acharyat al.,2016).

Focus group discussionabout frut and vegetable msumption patternsvere undertakenby
Khadka (2000) in three vilages of Nepal: two in the hills and one in a Terai vilage. This study
found that the vilagers were unaware about the importance of fruits and vegetables; they would

eat them only when thewere in aseasorwithout knowing any benefit related to consuming food
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(Adhikari, 2010). They were taking them as part of their regular meal and also eaten to add
flavour to meals (Adhikari, 2010).

Paneru (1981) stated that in Nepal poor and uneducategthwds often have strong traditional

and culural beliefs (SiegRiz et al., 2001). Children, pregnant and lactating women, old and sick
individuals are caught up by these food beliefs (Storer, 1977; Pool, 1987; Subedi, 2002; Kearney
et al., 2005; Shakya2006; Upreti and MulleBoker, 2010). Christiaret al., (2006) articulated

that superior or inferior food beliefs, mostly among the poor andedanated community, are
widespread in the plain rural area of Nepal. Achagyaal., (2015) explored that stsing nettles,
amaranth, and garlic pear, as well as many more green vegetables, are considered inferior foods
which are only consumed by the poor or beggars. When it was suggested that eating them would
provide various nutrients such as vitamin A, iron/cicen, fibore and potassium, most of the
community, including school students, reacted negatively (Chrisgiaral., 2006; Upreti and
Muller-Boker, 2010). An exploratory study of food beliefs was conducted in the Kathmandu and
Lalitpur districts of Nepal byShakya (2006) who interviewed housewives from rural areas and
teachers of a womenédés college. 't found that
hot, cold, and neutral foods; beneficial or harmful foods; and curative foods (see Appendix 14).
However, there was little consensus about the nature of foods within each category through the
diverse groups (Subedi, 2002; 2010; Upreti and Maéker, 2010). Food beliefs appear to be
maintained without any scientific reason (Acharya, 2013). Thesatire review concludes that

food beliefs are prevalent in Nepalese societies which are one of the major factors of the high
prevalence rateof malnutrition in Nepal (SiegeRiz et al., 2001; Christianet al., 2006). It is
significant to know about thedeeliefs and their sources before any advice regarding their use can
be offered (Acharya, 2013). The lterature above described that food beliefs issues are highly
complex within this highly diversified society. It has been found very different opiniontheon
similar issue within the households and the society due to diversified cuftligion, and
ethnicity. Available literature above discussedwas not enough to focus the definite issues

because of cultural, religious and social complexity and diicaton (BizaZepro, 2015). Based

73



on the above literature assessment, the food beliefs influencing food heakthseeking

behavioursamongst the parents are critical issues in Nepal. dlie/egiven statistics about food
beliefs explain the need for tHarther research to focus on food beli@is various issues such as
food and healthseeking behavioursin Nepal (Adhikari, 2010). The next sslection highlights on

breastfeeding anits practices in Nepal.
2.9.14 Breastfeeding

This section is focused paularly on breastfeeding practices amelated perceptions in the
context of Nepal. Breast mik isonsidered to be théest for he baby because it is the most
nutritious Breast mik contains all the nutrients and vitamins needed by the baby inr#tesii

months of life (Kramer, 1988; Hortat al, 2007; Horta and Victora, 2013).

Many researchers, i.e. Paneru (1981), Roberts (1991); Kakuak, (2005), Sibekeet al., (2005),

Odent (2011), and Renfreet al., (2012) have articulated that breastfing is integral to meet the
physiological and psychological needs of both mother and child. It is a highly reliable source of
nutrition which provides food security for chidren up to the age of six months (Jernstrain

2004; Odent, 2011; Kramer arbkuma, 2012; Renfrevet al., 2012). The lives of eight milion
chidren aged unddive years could be saved every year with improved breastfeeding. Optimal
breastfeeding and appropriate complementary and supplementary feeding could save about
220,000 chdren below five years of age (WHO, 2010b; 2014b).

MacCannet al., (2007), Odent (2011) and Renfregt al., ( 201 2) critiqued mo:
observations on breastfeeding which is prevalent, particularly in the developing world. Similarly,
they remarkedthat there are many obstacles to breastfeeding, which could be accounted for by
cultural and ethnic associations, gender issues and educational matters (Horta and Victora, 2013).
Public health education is neither widely available nor accessible and saiften rely on
cultural, familial or religious traditions to dictate their own practices in several developing nations
(Paneru, 1981; Meedyat al., 2010; Odent, 2011; Renfreet al., 2012; Horta and Victora, 2013).

Odent (2011) articulated that breastieien g i s strongly associated

status.
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NDHS (2006) showed that only 35% of mothers in Nepal introduced breastfeeding within one
hour of birth and within a day of birth nationaly it increased by 85%. The introduction of
breastfeeidg within one hour of chid delivery also varied between the Far Western Terai
(63.3%) and Western Terrain (21.9%). NDHS (2006) further discussed that the education of these
mothers was higher as compared to average mothers in Nepal having a secondaly sch
education, precisely being 41% with 47.2% having a school leaving certificate (Acbargh,

2016). NDHS (2006) illustrated that with respect to breastfeeding of children, the women from the
upperclass segment (41.2%) had more information as comp@rdower class segment women
(29.8%) showed that performance of mothers from the lowest wealth quintle was worse (29.8%)
than that of mothers from the highest wealth quintile (41.2%).

In a study conducted by Marriot (2007), the author stated that for an infant child, exclusive
breastfeeding from thenother or wet nurse is necessary with no other liquido& providedfor

infant including water. However, some syrups and drops are reauwhacheby doctors for the
provision of certain minerals and nutrients to the infant in a form of medicine. This is the most
significant stage for amewbornthat must be carefully done by mothers or nurses (Marriot, 2007;
Acharyaet al., 2016).

Odent (2011)reported that mothers who visit health institutions for the delivery of the baby are
counselledto breastfeed as soon as possible and that they should not be given anything other than
breast mik for the first six months. The NDHS (2011) described tha¢ iam 35% of mothers

gave prelacteal feeds to babies, but geographically it varied from 75.7% in the central part of the
Terai to 4.3% in the MiWestern Hils (NDHS, 2011). In terms of education level and this
behaviour, there was no difference, howevemwas found to be almost double among mothers in
the highest wealth quintie (33.2%) than the lowest (17.4%) (Banikal., 2006; NDHS, 2011,
Acharyaet al., 2016).

Breastfeeding practiceeemain controversial and vargonsiderablybetween educated aridwly
educated mothers in Nepal (Armstrong and Anderson, 2015). Hence, breastfeeding practices are

also akey determinant ofundernutrition status of children of Nepal (Achas@al., 2016). In the
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context of Nepal, the maternal knowledgatfitudes,and beliefs about breastfeeding, however,
stil appears traditional and strongly associated with several misconceptions which importantly

need to identify.
2.9.15 Natural calamities including change of climate

Nepal is geologicaly vulnerable to variowgpes of natural disasters such as earthquake, flood,
landslide, fire, hailstorm, drought, avalanche, etc. Among the natural disasters that occur regularly
(Ives, 2006; IRIN, 2008), floods and landslides are by far the most serious ones. They claim many
human lives every year and cause other damages such as destruction and blockages of roads,
losses of livestock¢rops,and land (lves, 2006; Jha, 2010). Generally, there two types of hazards
that are maimade and natural are perceived in Nepal.

Dahal (2007)stated that Nepal as a country is at high risk from-made and natural disasters

and it is prone to a range of natural and manmade calamities including severe effects of climate
change. The geography of the country is diverse. NDHS (2011) showed thad é&88% of

people residing in the rural parts live with limited facilties which are crucial for a healthy life
such as access to health faciities, schooling, employment opportunities and hygiene and care
practices (NDHS, 2011).

Douglas (2009), and Fisheand Slaney (2013) havanalysedthe agricultural situation of Nepal
which was associated with global warming or climate changes. Addiionally, they remarked that
the comparatively stationary performance of the Nepalese agricultural sector is mosty phaoe t

crop harvests and pestar ve st |l osses caused by the nation
calamities, limited resources (land or production), climate change and usages of low agricultural
input (Fisher and Slaney, 2013). Furthermore, padpualagrowth has directly influenced farming
production by changing health conditons and biodiversity in the nation (Douglas, 2009;
Enterprise Survey, 2013; Fisher and Slaney, 2013).

Fisher and Slaney (2013) commented on outcomes of climate change whilrhitiage farming

output in Nepal, and consist of monsoons, drought, erosion, regular earthquakes and flash floods.

The changing intensityarrival, and departure of monsoons often cause severe floods in lowland
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areas and periods of drought which causack bf irrigation. Furthermore, erosion causes loss of
land and increases the diision of agricultural plots which ultimatsdyce production (Douglas,

2009; IFPRI, 2010).

IRIN (2008), WFP (2009) and IFPRI (2010) further elaborated that climate chsngeus, also
helping to lead toundernutritionwithin the Nepalese community which indirectly impacts on the
economy. It has been described by WFP (2009) and IFPRI (2010) that Nepal has faced certain
instability in climate due to geographical region arm ttopography of Nepal which causes
frequent climate changes affecting food and agricultural output (Douglas, 2009). There is a big
difference in alttude from the plains to the high mountains and the warm and huntichscel

climate in the Terai areaontrasts with the mountainous area where it is extremely cold and the
temperature often remains below freezing point in the winter (IRIN, 2008; Fisher and Slaney,
2013). These variations generally influence the climate of South Asia (Fisher and Slai®y, 201
lves (2006) , NDRI (2008) , and WFP (2009) add
inked to farming and agriculture. Variations of climate wil have large impacts on the livelihoods,
well-being, and economy of the country (NFSMS, 2015). Gener#ig farming sector of Nepal

is led by smalholders and rafied production, which is typically affected by rainfall variabilty

and extremes such as floods, droughts, landslides, snowfall, haistones, hot winds and cold spells
(Masset et al., 2011; Fishe and Slaney, 2013; Muzzinet al., 2013). The 7.8 magnitude
earthquake that occurred on 25th April 2015 (see-s®aition 2.9.2) is an example of the natural
disasters that afflict Nepal (Nepal Earthquake, 2015a; 2015b). ICIMOD (2015) further highlighted
that it has criticaly affected communites and childréxs a result of the earthquake, many
chidren are likely to suffer from severe undernutrition and there is a high risk of increasing severe
malnutrition in the country (Nepal Earthquake, 2015a; 201Bgpal is designated a disaster
prone country where two types of disasters occurred: rapid and slow onset (Fisher and Slaney,
2013). There are many more hazards frequently occurring within the country which is not known
because of the limited number of iesttific studies conducted irfNepal For example, the

devastating earthquake in 201Badly impacted on publc health, agricuture and economy of
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Nepal (Nepal Earthquake, 2015a; 2015b). The nextseagkion outlines on thegeographical

location of the stug population.
2.9.16 Geographical location: Rural and Urban

This section mainlydefines the rural and urban area in the context of Negsdte Table 2.4)
because this thesis is comparing maternal knowledgeudes,and beliefs about healthy diet
betwea rural and urban mothers.

Nepal remains one of the leagtanisedcountries in the world and in Soutsia (Gellner, 1986).

The wor d 6rural o describes territory, popul a
whil e Our band sj lardlatedseand hpusimudewelopments located in cities and
towns or urban clusters (FAO, 1986; 1996; Mohanty, 1993; Sharma, 2003; Goldstone, 2010;
Cromartie and Bucholtz, 2008§RSA, 2015). Rural locations are settled places beyond the cities
and towns.They can have an agricultural character, though many rural parts are based on several
natural resources such as gas, petroleum, mines and other natural properties (Geliner, 1986;
Bryden, 2001; Bibby, 2005; DEFRA, 2005; HRSA, 2015). The rural parts aremedsrn, are

poorly developed andinorganisedsettlements and poorer in such matters as education, health,
buildings, roads, and industriesthat are urban locations (Gurung, 2001; Sharma, 2003; Bibby,
2005). Vilagers are probably more associateith tradtions, cultures,and beliefs (FAO, 1986;
Cecchi, 1999; Bryden, 2001; Bibby, 2005; DEFRA, 2005; Cromartie and Bucholtz, 2011).
However, an urban area is associated with an increased population density, ldimiter
opportunites, a better economy with emerging new technologies such as communication
(Ricketts, 2005; IRIN, 2007). The urban part is always developing and highly diversified in
production in towns, cites or metropols (FAO, 1986; 1996; Mohanty, 1993%ef&c 2005;

Goldstone, 2010; HRSA, 2015; Shrestha, 2015).
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Table 24: Rural and Urban differe ntiations

Available Facilities Pokhara Lekhnath
Population density 3848.83 Sg.km 4.76 Sq. km
Presence of urba Present Absent
characteristics
Industry Factory and mills Only small domestic industry

available

Tertiary level health facility Available Not available
Advanced communicatio Active Poor
system
Transportation Linked to all the cities off Poorlylinked to amther city
1 Road Nepal (every 10 min) | due to poor road accesstyil

(every hour to limited area)
1 Airport Present Absent
Education facility Available Poorly available
Water supply Covered whole city Limited
Market Developed Not developed
Farming 20% 67.21%
Living standard High Low
Groups Complex multigroup Simple group society

society

Sources: Gurung, 2001; CBS, 2011; Lekhnath, 2014; Shrestha, 2015

In the context of this thesis, urban and rural are differentiated as follows. P okipapulsusand
advanced withnew facilties such as education, job opportunity, industry, transportation and
communication (Geliner, 1986). On tleet h e r hand, in the Lekhnath a
Areabd i n t his t hesi s, t her e i s tasubsectignteads,i c ant

particularly on theoretical models.
2.9.17 Theoretical models

This section presents a review of literature relating to theories and models of belief, knowledge,
culture, andbehaviour It describes the central issues of these and suesnaf the theories of

belief, knowledge, and behaviours

79



a. UNICEF Conceptual framework

The purpose of this section is to improve theoretical insightainsitendedlinkages between
underlying causes of undernutriton such as faedhaviours health facities, food insecurity and
poverty in 35 years old chidren from theural and urban area of Kaski district contexts. Given

that such a framework does not currently exist, an adaptation of the chid malnutriion Causes
Framework, firstrecognisedby UNICEF in 1990 (UNICEF, 1990; 1998), wil be carried out.
Given its prospective adaptabilty, a number of projects elsewhere have used this model aiming at
comprehensively interpreting solid expressions of malnutrition at diverse stages of complexity
(Smith andHaddad, 2000).

The UNICEF model arranges factors of both a socioeconomic and a biological nature into three
major levels of casualty corresponding to immediate, underlying, and basic causes. Health status
and dietary intake are projected as the immediateses of malnutrition, assumed that they affect
individuals in a direct way. These reasons are influenced by an unhealthy household environment,
family food insecurity, insufficient care of chidren, and a lack of access to health services.
Poverty is tle vital context for understanding the abetated factors of the underlying level of
causation. Basic factors are strong resources whose obtainabilty and utiization may be affected
by poltical, economic, cultural and social determinantbe basiccauges of malnutrition take

place at thecommunity regional and or national levels (UNICEF, 1990; Ruel, 2008). For each
association and components of this model relevant lterature has been revised to explain
definitions and conceptdMalters and Doyle, 2002

Figure 1.1 i s an adaptation of UNI CEF6s t h
association between malnutrition, poverty, and food insecurity during chidhood. It should be
noted that the key focus of this thesis is not malnutrition in ufkrchildren, but the factors of

food andhealthseekingbehaviours The basic causes of malnutrition wil not be the focus of this
project. However, there is complete awareness of their illustrative significance pertaining to a

healthy diet
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b. Conceptual framework for monitoring food & nutrition related literacy in Kaski

This thesis mainly focuses on one level of the pyramid (see Appendix 6), the food/ihutrition
related oOliteracyd ( knowl etday,2001). dhe tmajor wicheofsthis a n d
study is to establish the knowledge (Stickney 1998) about nutritious feaéhble tomothers of

rural and urban areas of Kaski district. It wil explore food recommendations by the mothers of
rural and urban parts. It willso ilicit beliefs about nutrition, which are strongly embedded in
this society. This wil also discuss how the health promotions are provided by local authorities
arranging programs throughout the world helping urban and rural mothers educating them
regading the nutritional diet beneficiary for their chidrerFurthermore, it wil collect
information on the healteeking behavioursandnutrition-related ilnesses.

For changing thebehaviour of humans, it is necessary to investigate that what motivates
individual to changebehaviour (Nutbeam, 1996). Research conducted by Bandura (1986) has
discussed that 95% of thinking in the human mind is done with the subconscious mind so the
immediate research fails to provide what people are actually thinking tlausing failures
(Bandura, 1986).Furthermore, a paper dmehaviouraleconomics suggests it is no longer enough
simply to give people the right informatiomcentives,and disincentives, and expect them to act

in their own best interests (Bandura, 1986ther factors like emotion, habit, social context, the
fear of loss and théehaviourof others play critical roles (Jaak al., 2010). So how do they gain

a deep understanding of these wider issue$P?e s oc i al s et t behayiouavdlése c t s
and emotions demonstrated above (Craig, 2011).

The significance of theory in this context helps in the application of different concepts and shed
light upon the knowledge regarding food nutrition, health behaviours and the recommendation of
food from leading a healthy and active life from the mothers to children, In addition to this, it also
provides recommendations to communites based in urban and rural areas of Nepal. The major
barrier regarding the food recommendation to chidren and how motheparerthem are also

part of this study. This study tends to compare the results with the knowledge of the health and

recommendation of healthy food for the rural and urban community people. Furthermore, the
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study tends to discuss the gaps in nutritionacpices of people in urban and rural areas. The
focus is alsoon the problem of undernutrition being a major health problem in a developing

country such as Nepalhe furthersection focuses on major food barriers.

2.10Barriers to recommending healthy faod

This section focuses on major food barriers to healthier food, including price, margkiingnd
location. It then outlines existing barriers which are correlated with cultural and religious norms
and values. The key barriers are related to thectbgii (see Section 2.13.1).

The study conducted by Khatt al., (2017) stated that nutrition for chidren has been a major
problem in Nepal with mothers playing the important role and thus, rélt®mmendationof
healthy food is necessary. Howeveretie are certaimarriers tothe recommendation of healthy
food such as beliefs of mothers of their conventional and traditional thinking which makes them
hard to change theibehaviourand perception regarding the healthy food. Moreover, another
study by Acharyaet al., (2015) indicated that mothers are not aware and not educated being
reluctant to change their diet and fobedhaviourwhich makes it difficult to recommend them
food because of lack of awarenasfshealthand nutritional food. In this contexthe author of this
thesis has stated that fareschoehged chidren, it is important to educate mothers and create
awareness among them for providing the healthy food recommenddtionthe purpose of
eliminating the problem of malnutrition in Nepd®di et al, 2001). A study conducted by Gt

al., (2015) stated that although mothers have become aware of the healthiness of food and the
requirement of proper micronutrients and nutrition for the people in Nepal to combat the problem
of malnutrition, he mothers regard these foods as being unappetising and appropriate for sick
people only not for normal people. Some significant barriers (i.e. taboos, culture, diversification
of castes,cultures,and religions) exist in the Nepali context for recommendbod to children

and mothers (Christiaret al., 2006; Acharya, 2013)Besidesthis, the community has its own
perceptions regarding health and food basedtheir cultural and religious norms and values

(Stone, 1976; 1986; Storer, 197%harma, 2004; Sdko et al, 2005). Thus, their experiences
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have developed their own principles and beliefs, particularly regarding foodheaithseeking
behaviours They merely believed in allopathic andhonopeopathic medication practices (Stone,
1986). They specifically shared their experiences and perceptions thégnpaid visits to sick
chidren or people. On that occasion, they collected the information of the sickness from the
household members and they advisen food and further consultation based on their past
experiences (Henry, 2014; Acharga al, 2017). This practice is being regularly carried out in the
community. This practice, called multiple opinions, is also perceived as one of the major risk
factors (Henry, 2014; Achary et al, 2017). There is a lterature gap around this issue which

urgenly required further inquiry.
2.11 Chapter summary

The following chapter was the lterature review chapter, which has focused on different aspects
related to undernutrition problems in the broader global context and in Nepal as the focus of this
study. The study has first provided mckgroundof study foasing on chidren and mothers
following the dietarybehavioursand significance of health problems of undernutrition in Nepal
(Sah, 2005) The detaied overview and description of undernutriioe provided with shedding

light upon the problem of malnuion and the consequences caused by it. The chapter then seeks
to highlight the global context of malnutriton and the development plansorg@nisations
working for the betterment of nutrition in the developing and underdeveloped parts of the world.
The regional context is then discussed which is then followed by undernutrition in Nepal some
reasons with determinants of malnutrition. It includes poverty, diseases, low income,
environmental factors, geographical factors, breastfeeding, energy intake awiddgeo of food

and beliefs to name a feWAdhikari, 2010) This chapterfurthermore discusses the theoretical
model to be used in the study for the purpose of validating theory within a generalized context for
attaining the st udydshedghti anthe aimandsobjectiiea pftthe studyh a s a
After the lterature has been done and considerable knowledge regarding concepts and

understanding of the research, the next step is to outlne the methodology for conducting the
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research for the purpesof collecting,analysingand interpreting the data for attaining thien of

the study and answering the research questions formulated for this {Sasislelowski, 2000)

Hence, the available literature suggests that there is a gap in our knowledyasspatterns of

food recommendation in association with existing cultural and religious environments and some
of the key problems mothersd expressions are
depth perception (Jabst al., 2007). This sugges that the need for further focused mixed
methods research on the maternal knowledge, atttudes and beliefs about healthy food including
association with religion and various ethnic groups are highly appropriate ¢datls 2007). In

order to understanthe food andhealthseekingbehavioursamongst the poor and rich mothers, it

is necessary to understand some of the key issues related to their food anddiealiburs
particularly maternal knowledge, attitudes and beliefs about healthy food in Kigtmet al.,

2007).

Most studies debated in this section are large and -so@é#, cover a range of groups (e.qg.
Mothers, children, stakeholders, various ethnic groups and health care professionals) and limited
in insights, information about healthy tdie (Adhikari, 2010; Odent, 2011; Dahal, 2015). Also,
studies are often crosectional surveys (i.e. offering purely quantitative information rather than
additional qualitative images) andover mostly clinical and laboratory investigationdVdlters

and Doyle, 2002Black et al., 2008; Beeret al., 2015). However, the literature suggests that there

is a gap in maternal knowledge around patterns of foodheadthseekingbehavioursand some

of the key problemd$aced by mothers (de Boer, 20Qlawrenceet al., 2007; Leroyet al., 2007).

In other words, this suggests the need for further research focusing on maternal knowledge,
attitudes and beliefs, and their existing traditional food recommendation (ke¢ral;, 2007). The

next section descHs the rationales for this thesis.
2.12 Rationales for study

The major reasons for doing this thesis are: first, there have been very few studies in Nepal,

applying the mixednethod approach on this topic. Hence this thesis has applied multiple methods

84



to address the aim, objectives and research questions (see Section®)2.18elcondly, there has
been little evaluation of the public health aspects which this thesis did not involve any clinical and
pathological investigation. Thirdly, the literature iesv showed that there have been very few
studies on nutrition and eating that target a wide range of stakeholders (e.g. spiritual healers,
social workers, health professionals and policy people).

Food security and nutrition more generally, are globalessiHence, the Government of Nepal
has made it a policy priority as itecognisedthe malnutrition has a negative impact on both
economic growth and human development index (Vaughan, 2011). The government has opted to
develop a plan known as National Mi@ctor Nutrition Plan (MSNP) for the improvement of
nutriton for chidren and mothers specifically and reducing the chronic malnutriion among them
(Pokhrelet al.,2009; 2013).

This thesis has aimed to investigate the reasons which are directlyrectigdassociated with
social constructionbehaviours views of mothers and stakeholders about the healthy diet (see
Section 2.13: 2.13:2.13.2) (Victoraet al., 2008). This is the first Public Health study of its kind

to apply a mixednethod study on # important topic in Nepal, one of the least developed and
poorest countries in the world (Blades, 2004; Benmgttal., 2008; Joly, 2010; NLSS, 2011,
Bhutta et al.,2013).

The recommendations of this study on nutritonal problems wil be a most valsailnee of
knowledge, notions, concepts or guidelines (steorn, mediurterm and longerm) to
policymakers planners, academics, governments and INGOs for implementation of the proper
approach and strategy which might help to gain better health foaffeeted people (UNESCO,
2008; UNDP, 2013; 2014). The lterature review shows that there are very few studies that
describe the food consumption patterns of the general population and their variations according to
ecaregions, districts, and communities ctsing on both urban and rural areas (Walters and
Doyle, 2002; Christiaret al., 2006). The significance of this study is that it provides knowledge

and recommendations for guardians, parents, caf@rsies, and leaders positioned at every level
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to supprt nutritional practice and healthcare serviegiity in these areas in order to eradicate

the problem of undernutrition in Nepal (Pokhae¢kl.,2009; 2013).

2.13 Aim of the study

The aim of this thesis is to compare rural and urban food knowlédgefs and attitudes, and

behaviour of mothers related to feeding preschaged children.
2.13.1 Objectives
The objectives were to:

i. assess the knowledgattitudes,and beliefs about nutritious food amongst mothers.

ii. identify major barriers that assated with existing cultures, religions and ethnic divisions
including public opinions for recommending healthy food goeschoekhged children.

iii. assess healtheeking behaviour for rural and urban children of low sog@onomic status.

iv. determine factorshat affect the availability of food locally.

V. measur e t he mot her s o knowl edge of and at
security.

vi. evaluate the healtbeeking behavioursfor undernourished children and reasons why.

vi.seek mot her s 6 edtargugit®sak endgronsent.f or a b

viii. evaluate the perceptions about healthy diet amongst the stakeholders such as policy

people, health professionals (low level to4teidel), pharmacists and spiritual healers.
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2.13.2 Research questions

Textbox 2.3 Overview of research questions, study methods and aims and objectives

Research questions

Methods

Aim and objectives

What is the leve
of knowledge ang
attitudes abou
feeding preschoal
aged children
amongst rural an
urban mothers?

What challenge
do mothers face?
What do mothers
do to provide
nutritious food?

Interview

guestionnaire
administered by
the enumerators

Assess the knowledge about food
children amongst mothers (rural/urban).
Assessealthseekingoehaviour

Measure the level of knowledge of a
attitudes towards health promotion and fq
security.

Determine the chalenges that exist
mothers to feed their children and how tH
attempt to overcome them.

Determine factors that affect theailability
of food.

Find out attitudes/beliefs regarding fo
amongst rural and urban mothers.

What
maternal
about
food?
What are the
mot her s 6
healthseeking
behaviours
towards preschoc
aged children?

the
views
healthy

are

What challenge
do the mothers
face?

What are the

major factors tha|
affect food
recommendations
What are the mai
issues
nutritious
problems?
What is your
opinion to addres
the nutritional
problems in this
community?

abou
food

Focus grouy
discussions.

Find out attitudes/beliefs regarding &b
amongst rural and urban mothers.
Assess health seekingehaviour of rural
and urban mothers.

Determine factors that affect theailability
of food.

Obtain food andhealthseekingbehaviourg
and attitudes about undernourished chilg
among female commim health workers
ANMs,FCHVsa nd mot her s @
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CHAPTER THREE: METHODOLOGY AND METHODS

3.1 Introduction

This mixedmethod study uses both qualtative and quantitative approaches (Bryman, 2008). This
chapterdiscusses both the methodology and methods executed in this thesis. The section starts
with the case for a mixeshethods approach along witts theoretical underpinning. This chapter

details the researchincluding the research instruments usdite process of data collectign
recrutment of participants, and therganisationof field management. Likewise, the sampling
processthe pilot study and its implications for the main study, and ethical considerations are also
incorporated. Aspects applicable feetwhole study are presented before looking in more detail at

the quanttative and qualtative methods used. This nmxethods exploration offers a general
picture of both mothersd and key respondentsd

to feeding nutritious food to theiinderfive year aged children.

3.2 Methodology

Mixed-methods studies purposefully integrate or combine quantitative and qualtative data to
maximise he strengths of each amshswer questions which are not possible éoalnsweredy a

single quantitative or qualitative design alone (MacKendzyers et al., 2014). Mixed methods

use different philosophical positions (e.g. pragmatic and transformative perspectives) and often
draw upon one or more theoretical frameworkanfrthe social orbehaviaral sciences (Greene,
2008).

Mixed-method research is important in studyihgalth systems because it allows researchers to
view problems from numerous perspectives, contextualize statistical findings, advance a more
comprehensive understanding of a problem, triangulate results, quantify complex constructs,
provide illustrations b context for trends, examine processes/experiences along with outcomes
and capture a macro picture of a system (Crestell., 2011). Hoffmaret al. (2012) defined the

common structures which occurred between the migethods approach and systems oélite
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Furthermore, according to Bryman (2008), it is beneficial to use mnattiod research to find a
respondent 6s ' ink to qua-bp dr sootdeseribe insturnect® Memwan e i t
(2008) also claird that qualtative investigation cadeeply enrich understanding through the
viewpoint of stakeholders and it deals with providing a rationale for health system whie
guantitative components allow researchers to identify the underlying links and understandings of
how research findings are regented.

The words methods and methodology are occasionaly used interchangeably, ibuvery
important to understand the distinction between methods and methodology in themeikeds
approach (Bryman, 2008; Greene, 2008; Lingatdhl., 2008; Crewell et al., 2011; Gilsonet al.,

2011; Hoffmanet al., 2012). The methodology is the theory, which is often referred tthes
research paradigm (Gisoat al.,2011; Hoffmanet al.,2012).

In short, there are two different study methodologies which levewn as positivism and
interpretivism (Hoffmanet al., 2012). The positivist paradigm is based on objectivism, which
takes into account the scientific method and technicalfiée. positivism approach is followed in
guantitative research generaly (Rocad al., 2003; Creswell, 2009). For instance, survey
guestionnaire can be considered as a quantitatve method. The quantitative investigation starts
with prearranged, instrumebfised questions aimed to test prior hypotheses (Gisax., 2011;
Creswellet al., 2011). On contrary to this, there is timerpretivist approachwhich is naturalist

and contextual in nature (Polt and Beck, 20@sitivismbegins from the need to assess theory
and interpretivism to develop theory. This generates problems tfwe investigator who &ma
research questioin an areawhere theory exists butvhich may not be suitable in specific
circumstances (Hoffmaast al.,2012; Gisonet al.,2011).

The above method received criticism from researchers which leldetestabbhmentof a new
method known as construdsin method (Polit and Beck, 2004). This method is based on societal
structures and relativism and contends that authenticitynasilded by the individual and the
cultural rather than being unqualified (Sandelowki, 2000; Downe, 2004; Lingardl., 2008;

Gilson et al., 2011). The case here would be that the researcher might waity through a
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gualtative approach to comprehend how awthy a phenomenonsi affected by social,
behaviourgl or cultural determinants. Qualitative approaches characteristicaly involve a
naturalistic or holistic collection of data through, for example, fadace interviewsor focus
group discussions

From te various defects and criticism of the abowentionedtechniquesscholarscame up with

a new kind of investigaton majorly based on posdernism. (Gage, 1989; Bryan, 2008;
Hoffman et al., 2012), it is said that the mixedethod is considered to be owé the most
practical methasl for conducting research. This method creates a link between qualtative and
guantitative investigation (Tashakkori and Teddlie, 1998; 2003; Greene, 2008; Cresvedl
2011).

In this thesis, the main philosophy is to uaemixedmethod approach by usirg questionnaire
study and focus group discuss®r(Tashkkori and Teddlie, 2003)The fundamentaleasonfor

using a mixeemethod approach is that it provides a better understanding of the issue addressed
this Ph.D. research. Moreover, the research issaenotbe addressed in a comprehensive manner
by usinga quantitative method or qualitative method alone. (Cresvetllal., 2003; van Teijingen

and Hundley, 2005). In this thesis, the mixeshethod approach was empay mainly to
accomplish certain objectives. First, it leadsthe increasedvalidity of the differences in data
gathering. Similarly, a mixethethods approach (questionnaire and focus group discussion)
answers the question from different of perspectidgewise, it ensures that there are no gaps in

the gathered data or information (Tashakkori and Teddlie, 2003Te#ingen and Forest, 2004).

3.3 Mixed-methods

Mixed-methods focus on collectinganalysing and mixing both qualtatve and quantitative
information in a single study or series of studies (Sandelowski, 2000; Rdcaio, 2003). Mixed
methods area more comprehensive method as they combine both qualtatve method and

quantitative method (Lingayd®2008; MacKenzieBryers et al., 2014) which isappropriate for this
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research to givea completepicture (Tashakkori and Teddlie, 1998; 2003; MacKeBuzigers et

al., 2014).

In this thesis, the mixethethods approach was employed to accomplish the following objectives.
First, it increases validity thugh triangulation of qualtative and qualitative data. It ensures that
there are fewer gaps in the information gatldgvan Teijingen and Forest, 2004; Tashakkori and
Teddlie, 2003). Secondly, it reduces potential bias which may be possible when stimmpgu
method (Creswelet al., 2003; Tashakkori and Teddlie, 2003Rualitative methods are frequently

used to clarify quantitative results and develop survey tools for the research.-nvikeat
investigation is important in lowncome countries, wherthere is a shortagef research aiming to
understands oc i al , economic and cul tur al contexts
performance (Tashakkori and Teddlie, 1998; 2003; MacKeBuiiers et al.,2014).

Following the study aim, objectives an@search questions (see Sedidh13.12.13.2), the
investigation iscentred on maternal knowledge, beliefsittitudes and behavioursabout healthy

foods. To examine the aforementioned varialdleg ue st i onnaire was wused t
knowledge about a healthy diet. Structured qtiens have various limitationsuch as the data

only rely on given questions, can be influenced by misinterpretations and lack of (depth
Section 3.5). Similarly, it has been observed that the answers derived &aguehktionnaire lack

detail as only closended questions were asked. This meansgti@titative study could not help
exphinwhy a person behaves in a ©particular way
guestions. Moreover, gestionnaires are noflexible in nature which means the administrator
cannot ask unplanned or new questions. A quantitative approach is not sufficient to investigate
attitudes andoehaviouralissues whereas, a qualtative approach can provide deeper insights from
respondents grticularly in cultural and religious issues as well bshaviouralissues, as it
generalyaddr esses the &6whyd question.

In this thesis, the quantitative method has been used for the purpose of measuring the knowledge
of mothers regarding healthy diet Moreover, it also coleed data about values of nutritious

food, the importance and implications of healthy diet, healthy food recommendations and the
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major barriers in this regard. On the other hand, qualtatve methods addressed -depth in
issues such aspractices of mothers regarding food and hesdtaking behaviourswithin the
norms and values dhe cultural and religious framework.

The FGD (Focus Group Discussiongchedule exploc issues about healthy food including
attitudes, beliefs and knowledge.Thus addresig the issues not covered Hize questionnaire
(Rejaet al.,2004).

Principally, for the following reasons, this study has uaedixedmethod approach (Greesat al.,

1989; Sandelowski, 2000; Tashakkori and Teddlie, 2003;w&ies2009):

91 Different methods of data collection lead to greater validity.
1 Answers the question from a number of perspectives.
T Ensures that there are no 6gaps6é in the i

1 Comprehensively covers all the information which is not iptessn a single method.

Recently there has been growing international interest in combining qualtative and quantitative
met hods i n a si regdle00d.tMany yesedrchérrave li.a. iGreeal., 1989;
Sandelowski, 2000; Roccet al., 2003; Lingard et al., 2008; Creswell, 2009) have mentioned
different ways of mixing methods at many levels in a single study. For example, Sandelowski
(2000) suggests a combination of methods at various research stages: (a) data collection:
combinations inlude the use of instruments for fuller qualitative descriptions, for validation, as
guides for purposeful sampling, and as elicitation devices in interviews; (b) data analysis:
combinations include interpretively linking qualtatve and quantitative dagds; sand (c)
sampling: combinations include criterion sampling from instrument scores, random purposeful
sampling, and stratified purposeful sampling. Gre¢ral. (1989) and Greene (2008) suggest five
broad benefits of combining methods: (tpmpimentary (seeking elaboration, enhancement,
llustration, clarification of the results from one method with results from the other method); (2)
triangulation (seeking convergence and corroboration of results from different methods studying
the same phenomenon);) (Bitiation (discovering paradoxes and contradictions that lead to the

framing of the research question), (4) development (using the results from one method to help
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inform the other method); and (5) expansion (seeking to expand the breadth and raggeyof in
by using different methods for different inquiry components). In addition, methods are mixed to
increase the scope or widdi studies (Sandelowski, 2000)}comprehend or clarify the outcomes
from the other approach better (Creswel, 2009). In thesis, the FGD and interview

guestionnaireos results are synchronized toge
3.3.1 Strengths of mixedmethods research

The overall strengths of mixedethods researdre:

a. Strengthens research outcomes (Creswel, 20D8nscombe, 2010): Mixeahethods
research balances the disadvantages of both qualitative and quantitative methods. For
example, quantitative research may be weak in understanding context because the voices
of participants are not directly heard. Personaséarcher) bias may affect the quantitative
results as the researcher is in the background during interpreting the results combat the
human tendency towards overconfidence in research results, syntheses and critiques and
the interpretations (Denscombe, @P1 Qualtative research makes up for these
weaknesses. Simiarly, it is difficult to generalize findings in qualitative research due to:
(a) researcher bias; the personal interpretations of the researcher; and (ljualtsti/e
samples may not repraselarge populations. Hence, a combination of two approaches can
balance the weaknesses of either approach.

b. Addresses research questions in a more sophisticatedi.eiain away a single method is
not able to. Provides a better perception of the prablenestigated than any one of the
approachks on its own.

c. |ls fApractical o: The researcher is free to

problem. Researchers can use words and statistics to solve rgzebkems.
3.3.2 Limitations of mixedmethods research

Like all methods, a mixethethod approach also has weaknesses (Creswell, 2009; Denscombe,

2010), which are:
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A Takes more time and resources to colleatd examine both qualitatve and
guantitative data.

A Can be complex for a single examiner ¢arry out both quantitative and qualitative
research, particularly if two or more approaches are used in a paralel manner. The
researcher has to be trained in multiple methods and approaches in order to understand
how to combine them correctly.

A Some ofthe details of mixednethod study remain to be worked out fully by research
methodologists (e.g. problems of sample mixing, and how to interpret conflicting

outcomes).

3.4 Locality

3.4.1Definitions of urban and rural

Nepal is one of the leastrbanisednations in South Asia and the world, as only 19% of the
population live in urban areas (CBS, 2011). However, the ratertlminisationin Nepal is very

high (growing at 3.6% annualy) which is the highest in theole of South Asia (Goldstone,
2010) . The t eeenndefided and sedefinedhoees the years and thenadisntlack of
consistency in the definition (Geliner, 1986; Sharma, 2003; Bibby, 2005). There is a rich literature
in the statistical and policglebate on what variables should be considered to distinguish urban
and rural districts. The definition of urban and rural areas varies from country to country and with
periodic reclassification it can also differ within one country over time, making tdirec
comparisons difficult (HRSA, 2015).

In Nepal, several vilages within a Vilage Development Committee (VDC) may be merged to
form an urban municipalty (Geliner, 1986; Sharma, 200Bhe government of Nepal taxes
municipalites as urban areas at a highate than rural VDCs. Therefore, some places feature
vilage characteristics even when they are classed as a municipalty. In those areas, the provision
of infrastructures such as roads, transportation, education, industries and much more are stil

going on (Gurung, 2001; Shrestha, 2015).
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[ n Nepal generally, Our band refers to oO0devel
availabl e, wher eas 6rural o means poor facili
outside of towns and cities,nd difficult to reach Gurung, 2001 Ricketts, 2005; HRSA, 2015).

Urban and rural areas are defined on the basis of population size and geographical location
(Ricketts, 2005). For example, if a settlement of more than 5000 people having features of an
urban environment such as a secondary school, college, judicial and administrative offices,
bazaar, modern communication facilties, mils, or factories, develops into a city or town it is
classed as urbanG@rung, 2001 HRSA, 2015) (see 2.9.16) but those plcthat do not meet

urban conditions are deemed rur@8ufung, 200L As the rural and urban differ substantially in
terms of their economy, type of living and social attitudes, it is essential to differentiate between
them. An urban settlement isharactesed by distinct demographic features as well the
avallabilty of infrastructural facilties. The urban population has been growing more rapidly than
the rural. Urbancentresonce established, tend to influence the secionomic conditions of the

regon and ultimately become highly attractive to the population (HRSA, 2015).

In this study Pokhara isdefinedas an urban locality (Gurung, 2001; Shrestha, 2015). Lekhnath is
officially a municipalty (Lekhnath, 2014) but it does not meet the urban iari@s described

above and most of the population liverimal vilages (Ricketts, 2005;IRIN, 2007; HRSA, 2015).
3.4.2 Study location

The present study covers five urban and five rural places of Kaski district (see Table 3.2). The
pilot study for bothqualtative and quanttative research was conducted at Hemja vilage of the

Kaski district which is in the different location to thaain studyto avoid contaminatian
3.5 Research design

This section describes the research design methods applied ithis thesis. The mixethethod
approach designed for this thesis uses bl survey approach (Bowling, 2002) and FGD
(Bowling, 2002; van Teilingen and Forrest, 2004, Hancock, 2007; Siverman, 2009; Lucas,

2012). In this study, focus groups were employedjather information and opinions about food
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and healtkseeking behavioursamongst mothers from rural and urban regions. Questions were
asked in an interactive session and where respondents were encouraged to discuss their thoughts
freely with other partipants (Bowling, 2002; Lucas, 2012). Such free and open interactions
typically generate ideas. The FGD helped to gain useful insights of the respondents on particular
issues such as knowledge, attitudes, and beliefs about a healthy diet (Hancock, \2007arsi

2009; Lucas, 2012).

This thesis addresses different aspects of issues such as beliefs, knowledge, attitudes and major
barriers to mothers regarding a healthy diet. Moreover, the study explores the level of
empowerment and integration of women Imouseholds (Majupuria, 2007). The survey
guestionnaire reviewed the perspectives of both-efeland deprived people from two distinct
geographical areas (rural and urban) about the importance of availabilty, affordability and proper
utiisation of a hedthy diet. Likewise, the FGDencouragd healthy discussions of different issues

of nutritional problems. The mixing of approaches in this proposal occurred in data collection and
participant selection as wel as the analysis phase (Hancock, 2007; Sive26@®). In the
analytical phase, the quantitative survey outcomes have blkeified by an analysis of the
gualitative results. Both elements of the mixeethods approach are described in detail below.

A crosssectional study is a valuable instrumerded in social sciences to collect relevant
information from a population by studying a sample of that population (Creswel, 2009). A cross
sectional study can provide key information on risk factors and associationse{Padgt2002). In

addition, it is easy to conduct, can provide timely results (Beai., 2002) and is perceived to be
costeffective (Creswell, 2009).

In this thesis, the sequential mixawthods data collection included gathering data in an iterative
processwhereby the data gathered in one phase contributed to the data collected in the next phase.
The survey questionnaire was the first phase which was used in the design of the qualitative phase
two (Hancock, 2007; Siverman, 2009).

Quantitative results wergresented in numbers and percentages whereas qualtative research

outcomes were presented in textual form in the findings chapter (Hancock, Z8@7numeric

96



values of the quantitative data results were interpreted. Al the key findings of qualitatéve da
results including quotes were combined and explained appropriately (Tashakkori and Teddlie,

2003; Creswel and Clark, 2007).

The amal ytic process of combining quantitative
time and pressures the resdwc to workon a tight budget; however, this design seems to be
most appropriate for this thesis (Carvalho and White, 199Fhg openended and structured
survey questionnaire responses warglysedusing an analytic software package, SPSS V21.0
and focusgroup data were coded and waralysedwith the help of thematic analysis.

A structured questionnaire including opemded questions was used in this thesis; however, with
this method it was not possible to collect data to clearly distinguish betwieed and health
seeking issues. With regard to the limitations of the survey questionnaire, there were many
limitations, particularly related to respondents and selected regions. The following limitations are
found in the literature on questionnairesdishonesty, lack of conscientious responses, differences

in understanding and interpretation, feelings and meanings unable to be conveyed, some questions
were difficut to analyse for them, respondents might have their own agenda, lack of
personalization, sBped questions and accessibiity issues. Most of the ahewtioned
imitations existed in this study as wel. For example, the study was conducted in domains of
multi-cultural, multicaste/ethnicity, muiltieligious and mulklanguages where those given
guestions on the questionnaire may misinterpret duethéo difference in ethnicity, religion,
culture and languagelt is worth noting that the duration of the survaythis thesis(between 40

and 90 minutes in some cases) was tedious for some patscigapecially if they had one or
more preschool children in their care.

Conducting focus group discussions provided sufficient and comprehensive information about
the experiences of the participants (Morgan, 1993; 2006; DiBtmwn and Crabtree, 2006)

First, it was considered that survey questionnaire would be more realistic than conducting FGDs
with mother$ group, because of several factors whitlake it difficult for iliterate mothers to

discuss it in an open setting. These factmdude attituces, food beliefs and health seeking
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behaviour of the issues including social lf&yles which are associated with see@onomic

status (DiCicceBloom and Crabtree, 2006). FGD can provide relevant, reliable, appropriate and
detailed information about thknowledge and experiences of key informants (DiGBmm and
Crabtree, 2006; van Teilingen and Pitchforth, 2006; Lucas, 2012) because of the association of
chid and maternal health issues with existing sockural beliefs, attitudes and existing
traditional practices which are more difficult for Nepalese women to discuss in publc places

(Majupuria, 2007; Devkota, 2011; Nishi, 2013).

3.6 Methods

3.6.1 Quantitative

3.6.1.1Survey questionnaire

Surveys have beensed to investigate food habits, patterns in poor andoffedroups, shopping

habits of respondents, food consumption behaviours, and attitudes, knowledge, and beliefs about
healthy diet within rural and urban areas (Gelner, 1986; Shakya, 2006; Bewnatt, 2008;

Odent 2011; Bez&epro, 2015). The survey questionnaire is a flexible research method used to
examine an inclusive array of topics. In this thesis, both structured andepnged questions
including a pictogram were employed in the quesaien (Otsubo, 1988; Norman, 1990;
DovonaOpe, 2008).

A comparative study betweerwad localties, urban and rurausing a questionnaire with63-
questions, including sociedemographic information combinedstructured and opeended
guestions including picograph of common fruits and vegetables: the study used a pictogram of
common and familiar fruits and vegetables. A pictogram is better than a label, and recognizing an
image is easier than readitige text (Norman, 1990). It is a conventional symbolic diryvthat is

used to directly deliver information of a figurative nature to specify an object or to express an idea
and canfulfi numerous functions (Hamedmttia et al., 2004). A pictogram needs to capture its
audienceobs attent i cams areOduimhiebwhen udefs8uBdertake FPamiiat or g
routine tasks but it may not be interpreted correctly for cultures (Triggs and Harris, T882).
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main view of applying this method of assessment was to reanhaccuracyo f mot her s
knowledge on identifyig nutritious food (Wolff and Wogalter, 1998).

The study population comprised mothers (and some other caretakers) of chidren aged three to
five, the majority of whom were housewives and living in a poor sec@omic environment
(Cumming, 2010). With mgard to literacy status (see Appendix 21), only three categories such as
literate, lterate and educated were considelggiracy is usualy agreed as the ability to read,

write and use arithmeticUNESCO, 2006).

3.6.1.2Sampling

Sampling is the techmie of selecting a subset of cases of the total population to represent the
entire population in a study (Aldridge and Levine, 2001). As this thesis applied mixed methods,
two different sampling actions were used. Convenience/quota samgéngMinter 2013) was

used to recruit participants for the questionnaire survey and purposive sampling was used for the
FGD (Morgan, 1993). For the survey, the enumerators went from house to house and interviewed
relevant participants after obtaining their consent armlirang them that the data collected from
them wil only be used for the purpose of the research. If the occupant was not wiling to
participate in the questionnaire or was not a match for the criteria of the sample due to various
reasons, the enumerator vad to the next candidate or house. Convenience/quota sampling is a
method for sampling (Trochim, 2006e Winter 2013) whereby the researcher decides on certain
key characteristics by which to stratify the sample (Section 3.6.1.6). The researcher tiecided
include the threeto-five-yearold chidren. The reason for this was that the chances of
undernutriton are much high in this age group of chidren (Adhikari, 2010; Chandawani and
Pandor, 2015). Another fundamental reason for choosing this particgdargaup rather than
choosing thenewborn group is that chidren ranging from2 years are usualy breastfed and
hence, are lesdkely to be malnourished. A malnourished chid presents certain signs and
symptoms, such as not wanting to eat, frequenngnscreaming anduarreling rough skin, and

much more (Horta and Victora, 2013; NHS, 2015). However, for thesegmgps the mothes

would be more experienced and insightful about chid health issues particularly those who meet
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the criteria of study aim, objectives and research questions including foodemittiseeking
behaviours(Ahmed et al., 2000; Ahmed, 2003; Adhikari, 2010; Chiawani and Pandor, 2015).
Women whose children were not aged three to five years were excluded from the study. Mothers

from other locations, or from outside the study area, and breastfeeding were also excluded.

3.6.1.3Sampling frame

Potential participantsfor this thesis were approached in their homes in selected wards and
vilages. The selection of the respondents was based on a convenience sampling method
(Trochim, 2006;de Winter 2013). The estimated sample size for the study was generated by
Survey Sempl e Size Calculator AFl uidSurveysTMo. Th
population census of 2001 of the Kaski distrishere 31% of the population were chidren aged

Oi 14 years (117,963) and 7% were aged three to five years (26,637). Thaetexbtintal sample

size was 473 (Crouch and McKenzie, 2008)ng a 5% margin of error with a 95% confidence

level (Subsection 3.6.1.4) (de Winter, 2013). A 95% confidence level shows the investigadion is
trustworthy and valid representation and selectiof the sample. The 5% margin of error allowed

is associated with sampling error. This is crucial because it is difficult to know whether results of
samples are identical with the true value of the population. It is common to consider a margin of
error of+5 with a 95% confidence interval in the study (Macéimal.,2008; de Winter, 2013).

The sample size for urban area was 339 (10% of they@ars aged population) and for rural area
was 134 (15% of the -8 years aged population) calculated from thee¢hto five years aged
population of urban (3,391) and rural area (897) (Crouch and McKenzie, 2006)suffey
guestionnaireincluded more participants (n=101) frorthe rural area than estimated sample size
(n=134) due to less population than urban (CB#)122002). The total sample size for the urban
area was 339 and rural area was 235. A total of 574 mothers were recruited in the survey but 50
participants withdrew from the study (Crouch and McKenzie, 2006). Among the withdrawn
participants 16 were frorarban and 34 frona rural area (Trochim, 2006 A total of 524 mothers

were included in the studyrable 3.1 shows the sampling frame.
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Table 3.1:Sampling frame

Study area Total Total Total Estimated | Actual Total
population | population | population | sample size} sample | sample
Oi 14 yrs 3i5yrs Size size
(31%) (7%)

Kaski 380,527 117,963 26,637 473 574 524

District

Urban area| 156,312 48,456 3,391 339 (10%) 339 323

Rural area 41,369 12,824 897 134 (15%) 235 201

Source: CBS, 2002

The mothers who participated in the focus group discussions were from a different community
than those inthe survey,in order to reduce biasesnd avoid contaminatiorbecause they were

chosen for the different purposes such as one group for survey guoeistioand ther for FGD

(Morrison et al.,2005; KCet al.,2011; Pokhrel, 2015).

3.6.1.4Sampling process

The sampling process could not be random as there was no comprehensive sampling frame e.g. of

a list of individual mothers meeting the selectioiteca e.g. exclusion and inclusion from which
a random sample could be drawfBabbie, 2001; Bowling,

guestionnaire, a convenience sampling approach was used to select parti€immioge( 2003;

Trochim, 2008.

3.6.1.5Study period

The data collection period, rfosurvey questionnaireJgly 2012) and FGD (Augt 2012), was
chosen to coincide with the festive season in Nepal when most people, especially farmers,

workers and their famiies are done with farming and prepareelgbmate the upcoming festivals

such

as

Dashain,

Tihar,

Chhat

and

2002) So, for the survey

ot her

et

2015). Many are free in thiperiod; avaiable at home and therefore would have been more likely

to participate in the study.
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3.6.16 Researchinstrument (tools)

A questionnaire was used for data collection (DovOpe, 2008). Opernded and pictogram
guestions were also used the questionnaire (van Teilingen and Forrest, 2004; Walierdl.,

2010). Questions were developed anénidied based on the aims, objectives and research
guestions of the study and using model questions from the Ethiopian Demographic and Health
Survey (2005), the Nepal Demographic and Health Survey (NDHS) (2006), and the Jajarkot
Nutrition Survey (2008) wibh were already validated and tested. Some new questions were
developed, added and validated (Reja al., 2004). The survey questionnaire was divided into
nine sections: (1) household and seatgonographic information; (2) food recommendation; (3)
food <arcity; (4) knowledge; (5) cultural effects or beliefs about nutritious food; (6) barriers or
difficutties to recommend nutritious food; (7healthseeking behaviours; (8) involvement in

health education or promotional activities; and (9) attitudes (ppedix 4a).

3.6.1.7Selection, recruitment, and training

L aGdandee International Colege of Pokhara pravitlerd-year students studying for a Bachelor

of Public Health (BPH) and one BPH tuttw assist inthe study. A BPH tutor with qualtative
reseach experience and ten students were appointed as a research assistant and enumerators
respectively. The research assistant and enumerators were provided three days of training by the
Ph.D. researchebefore starting thdieldwork. This training comprisedmo days of theoretical and

one full day of practical training in data collection technigues and research methods (see
Appendix 15). The students had already completed the theoretical classes on research
methodology as a part of their academic course. Ther tvho was recruited as a research
assistant for thistudy trained BPH students in the theory of a research methodology as part of
their academic course (LadoGrandee, 2013) . Al l
participatedactively dumg the theoretical and practical sessiosse(Appendix 15). The training
focused on the specific research activitids a practical part of the training session, a practice
structured interview was organized between enumerators and a research assisthat s

preliminary feedback could be gained on the suitabilty tbé subject guide, to increase
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confidence including interpersonal confidence (Hetdal., 2003). The interview technique of the
enumeratorsand research assistant, to learn how to buid sufficient rapport with participants and
help reduce the nervousness of the participants (Seoérest, 1972; Larkinet al., 2007; Zibah
Consultants Ltd., 2009). On this occasion, academics and studergsl @iscial issues and
provided appropriate feedback on the research methodology, survey questionnaire, guidelines and
discussion points for the focus groups (van Teilingen and Pitchforth, 2006). This forum was also
very helpful for the development and e~ of the research documents such as questions for the
guestionnaire and discussion points for tR&Ds including appropriate terms in the Nepali
language of the questions (Sechrestal., 1972; Larkin et al., 2007). On the basis of this

feedback, the mearcher reviewetheresearch toolsagain (see Sections 2.132.13.2).

3.6.1.8Data collection

The data collection for survey took place at different times of day at ten different locations of the
study area (see Table 3.2). There were some incidewts,asu poltical strikes and unrests, local
festivals, heavy rainfall, road accidents and sickness of research team members which hindered
the plamed data collection (Culture of Nepal, 1994; Upreti, 2006; Basnett, 2009). However, if the
schedule could nobe followed, the plan was rescheduled for the next week and circulated
immediately to all concerned people (Devkota and Teijingen, 2010).

The quantitative data was collected by the application of the structured anekrajmh survey
guestionnaire.The ae-to-one individual survey questionnaire was conducted with the chosen
sample, generaly in their homes, following the questions in the survey questionnaire. The survey
guestionnaire was administered by 10 trained enumerators. These survey forms werly manua
recorded by the enumerators on the specified survey questionnaire in Nepali (Sethaest

1972; Larkin et al., 2007). No incentives such as money or any goods were offered to the
participants who agreed to be involved in this thesis however, elbesohnd some toys were

provided for the children during the survey questionnaire.
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3.6.1.10 Descriptions of data collection forms

For further field management and other support such as ethical permission at local level and
proposed data collection fromhil care institutions, théh.D. researcher established contact with

local authorities namely; the District Development Committee, Pokhara Metropolitan City (PMC),
the District Public Health Office, Chid Welfare Scheme Nepal (CWSN), Regional Health
Direct or ate and Health Training Centre and Labéb
and telephone calls from the URhe contents of the data collection forms give an idea about the
guestionnaire with mothers and carers of chidren. The rewvgezstiomaire is available in
Appendix 4a.

Section 1 of the questionnaire (questions 1 to 22) was designed to collect the following
information: respondent 6s addr ess including W
excluded from the serial numbers of the questions and -denigraphic information @fly

focused on source of income, lteracy status, family size, responsibility for taking care of children,
sanitation and environment, and use of fuel for cooking.

Section 2 of the questionnaire (questions 23 to 31) was designed mainly to define qoenicg

of healthy food being given to chidren. These nine questions were employed to obtain
information basically on child feeding practices and frequency, the times of food surplus and food
insecurity and the main causes for i.

Section 3 (question 32mai nly | ooked at householdsé experi
months. If the respondent had no food problem in the last 12 months, then the questions 32a and
32b were skipped. | f any respondentdés Iouseh
months, then they were asked about the food shortage period (32a) and the main reason for it
(32b).

Section 4 contained eleven questions (33 to 43), including four @eted questions (33, 34, 35

and 43) . Question no. 3 8 hidaweightmand lis efallodved by n o w i
guestions 38a and 38bDb. | f t he s 8& blneedexl tovbee i g ht
answered. | f t he childos weight i-l& This cectiom | t h
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mainly explored t habout nmotritidm:e foods 6 withk higlo &rid eladv g restritional

value, and signs and symptoms of malnutrition with which they might be familar. This section
also measured their confidence iecognising nutritious foods from a grocery store. In this
section, realmi ts and vegetables including pictogram
about nutritious food. The pictograms represented localy available common green leafy
vegetables and fruits (Appendix 13). Ten pictures with a combination of green leafpableget

and fruits were shown to each of the respon
correctd answers (ten correct out of ten), 0 a
correct out of ten), of pea)r This tedhhigue was \@ry gnportantsfar x ~ w
iliterate mothers, especialy to assess their knowledge on nutritious food. The main idea of using
openended questions was to ascertain the factual insigiggirations and experiences of the
mothers abdu nutritious foods based on different cultures and ethniciidss section tried to
evaluate the knowledge of mothers in negative and positive ways such as their knowledge of
foods of low or high nutritional value.

Section 5 contained six questions (questions 44 to 49), mainly aimed at collecting crucial
information from the respondents by employing five epeded questions and one structured
guestion. This section was primarily linked with cultural values and beliefs albtritious food.

Cultural norms and values are highdensitive therefore, five questions were used to collect
information about attitudes to nutritious food. It also aimed to evaluate beliefs about nutritious
foods and breastfeeding practices, includcwostrum (MMWR, 2007; Mat al.,2013).

Section 6labelediBar riers or di f faihealthyd iye tt of orre caoomimedirdea n

guestions, (50 to 52) designed to <collect t h
chil dr e nhy gliet. awo logemridéd and one structured question were employed for this
purpose.

Section 7( question 53) e | ihealthseekihg behdvieurs Foe ip pumpdse,mat s 6

single question targeted the health case by famiies fomalnourishedchildren.
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Section 8 addressed any involvement in health awareness activities particularly about healthy diet
and also from whom the respondent received information. Two structured questions, 54 to 55,
were used for this purpose.

Section 9 was designed taecord attitudes of the respondents. There were four structured
guestions (56 to 59) to assess attitudes about nutritious food. It mainly aimed at examining
mo t h e r s 0 hedltleseedting behagtiours

The survey questionnaire also contained two commaniop n's : 6Do not Kknowd
to answer 0, in the answers col umn. These opti
the subject matter or did not want to give an answer due to sensitive issues particularly social,
religious or physical reass and leave it blank which differentiates social status, and caste. In this
society, some poor women cannot talk very fluently and also getting nervous about having
conversations with a stranger or a person of a higher class. On the other hand, riiterated

women may believe that the research team is attached to government authorities, such-as higher
level government officials (Chief District Office judge, lawyer) or landlords, army or police
(Nepalese Army 2011). Moreover, there were certaither situations where the respondents
refrained from answering some questions, this was most common among the respondents who
were not mothers of the children and rather werecteetakersand did not know about particular

issues in chidren such as imnmation and feeding hahislin total, there were ten ope&mded

guestions included in the questionnaire (see Appendix 4a).

3.6.1.11Data collection process

3.6.1.11.1 Logistical considerations

The field study itinerary for the survey was set out in ten places (five urban areas and five rural)
based on quota/convenience sampl{#ection3.6.1.2 (Creswell and Clark, 2007; Hancock,
2007). The researcher and study team had discussed approprizge faa the administering of

the questionnaire and the seveniSGDt t he participantsé convenien
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3.6.1.11.2Field schedule and manage ment

The research team was allocated into three groups comprising the researcher, research assistant,
and enumeratordp complete the fieldvork and to balance the workload and travel time among

the team members. Each group was responsible for a particular area of the study site. The primary
job of one group was to visit househouse to find participants and to obtaionsent for
completing the survey questionnaire and have polite conversations. The research assistant was
solely responsible for supervising and monitoring the data collection activities and checking all
the forms and completing them, and also for suppling stationery. The researcher was
responsible for coordinating, supervising and monitoring the -vilekk. Besides this, the
researcher also communicated with his supervisory team about the field activities. The researcher
was equipped with a laptop, mem sticks, wireless interneadapter, interview formsstudy
guidelines, a mobie phone with fuly charged extra battery, first aid box, and gift items for
chidren, stationery and other logistics which were required in the field. A vehicle was always
kepg on standby in casef an emergency occurred during the data collection. All the necessary

instructions were given to rectify the errors and inconsistencies found during the data collection.

3.6.1.11.4Data collection schedule

Table 3.2 shows the data lleotion scheduleThe important meetings witthe stakeholders and
the local authorities were carried out and the piot study conducted in the month of June.
Quanitative datawas collectedin the month ofJuly. The qualitative data wagathered in the

month of August (see Table 3.2).
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Table 3.2 Field itinerary

Steps | Activities 2012
1. Introductory meetings with ethical approval body June
1 Bournemouth University Research Team
1 Nepal Health Research Council (NHRC)

2. 1 Introductory meetings government health authority, local C June
and I/NGOs including private institutions
3. Pilot study for: June

1 Interview Survey (n=60)

1 Focus Group Discussion (n=1)
4. Data collection phases July
1 Pokhara: Bagar, Lakeside, New RoBulauta and Ram Baza
1 Lekhnath: SisuwaRajakoChautaro, Satmuhane, Khudi Khg

and Rupatal
5. Focus Group Discussion August
6. Inttial data checking & entry in Nepal SeptOct
7. Final data entry OctDec

3.6.1.12Pre-testing and piloting

The pilot study was conducted to investigate the appropriateness of the research tools, to measure
the viability of the survey questionnaire, whether the study design was accurate and useful, the
efficiency of the sampling frame and procedure, and the size andnghaipithe sample, to
reassure academic institutions and donors, to explore the budgetary allocation and to train and
encourage the research team (van Teijingen and Hundley, 2001).

Pretesting or pioting studies plays an essential role tlre preparation of largescale
investigations (Lancastezt al., 2004). Addtionally, a pilot study enables the researcher to refine
methods, test ideas, evaluate and assess difficulties and advantages for participants and
researchers, clarify project timelines and retxg unexpected problems or benefits at low cost
compared with largscale studies (Fox and Ventura, 1983; van Teijingeal., 2001; Carfootet

al., 2004). In the social sciences, researchers mainly use piot studies in the two different ways:
for a smd-scale feasibiity study and for meticulous fpesting of study instruments (van
Teijlingen and Hundley, 2002). This piot study jested the feasibiity of the survey

guestionnaire for the final research. The pilot testing was significant to dwstéisis content
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validity of the instrument and to improve the survey format and questions (Creswel, 2009). A
further advantage of carrying out a pilot study is that it may provide advance warning of where
the core study plan could fail, where study etiggtmay not be observed, or whether proposed

techniqgues or tools are unsuitable or too complicated (van Teijlingen and Hundley, 2002). This
piot study was conducted to test the structured survey questionnaire (Fox and Venture, 1983;

Carfoot et al.,2004).

3.6.1.12.1Pre-te sting/piloting of survey questionnaire & FGD schedule

The basis of the survey questionnaire was the NDHS (2006), the Jajarkot Nutrition Survey (2008)
and the Ethiopian Demographic and Health Survey (2005). Most of the questionsadsped

from these studies, which were previously valdated individualy. The research questions were
pre-tested twice, in the UK and Nepal.

The survey questionnaire was sent by email to six registered nurses from the UK and Nepal
(based in the UK), consulttupaediatricians in Nepal and Belgium, a research and health training
officer of CWSN, a public health officer of Nepal (Regional Health Training Centre), and staff at

Sight and Life &n INGO based inSwitzerland see http://www.sightandiife.org/home.htjnl

between March and Apri 2012 to prest (Oksenberg, 1991; Forsyth, 2004) the external and
internal validity of the different instruments selected for this thesis. All participants involved in

the pild study were familiar with Nepal ds nutriti
were reviewed, omitted, added and modified. Besides this, there was provision for supervision
from the NHRC (Nepal Health Research Counci#)s wel as from local govement health
authorities. The final version of the questionnaire was used for the main study.

The survey gquestionnaire was also piloted (van Teilingeral., 2001; 2002; van Teilingen and
Hundley, 2005) in Nepal. Bere the pretesting, the Ph.D. reseacher consulted health
professionals, researchers and local government authority officers who provided valuable input,
and after this, the whole instrument was translated into Nepali (Se@trakt1972; Larkinet al.,

2007).
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Likewise, the researcherlgied the research tools with a similar population in the Hemja district

of Nepal before the main study. In the meantime, verbal and written consent was obtained from
the respondents as well as enumerators. On this occasion, carers and parentdoefitbrgear

old children, mothers, social workers, spiritual healers, the executive body of a local club,
l andl or ds, amd helalth sesvice pgovidemeepe invited from the area for the pilot; 60
people for the survey questionnaire ardine people for one FGD were recruited for the pilot
study. The questionnaire and focus group discussion points were modified as appropriate on the
basis of the findings (van Teilingen and Hundley, 2005). Additionally, Sight and Life,
enumerators and participants wealso requested to give their feedbackhey commengdon any

unclear terminology or ambiguous questions; whether variations would be essential to confine the
truth and flow of the survey questionnaire; or whether the questions missed out important point
or were too broads; whether the survey questionnaire was of acceptable length and whether
directions to skip certain questions were required for particular respor{@subreset al., 1972;

Larkin et al.,2007).

The FGD points were also reviewed amdised based on the results of the pilot study. During the
FGDs audio recording and photography of the event were strongly opposed by the participants

(particularly bylow-mid-level health workers).

3.6.1.12.2Recruitment for pilot study for survey questionnaire and FGD

A social motivator, the Public Health Office, and a leading NGO, namely NEPAN (Nepal
Participatory Action Network) working on the Older Citizen Monitoring Proj@as requested to
arrange a puiol gathering in a public resouragentrein Hemja vilage which is a different venue

from the main study area. The exercise started with a large gathering of mothers (n=60)i of three
five-yearold chidren in the public resourceentre Twenty mothers wererecruited for survey
guestionnaire and nine people for one focus group discussion. The research team had struggled to
gather the people for the pilot study. However, it was not an appropriate time to gather people for

research purposes because the vilegeere busy with farm work mostly in June and July.
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During the pilot study, the researcher carefully monitored the process of survey administration

and FGD that were executed by enumerators and research assistant.

3.6.1.12.3Findings of the pilot study

The piot study found some mistakes in the questime Some of the questions were repeated,
were subject to dual interpretations, were found to be difficult for respondents to respond to, or
created confusion for enumerator Amdparticipant. As per thdeedback from participants and
enumerators, some questions were deleted; those presentinghemmihgsor were too direct,
impolite and/or extraneous to the subject. No major changes were made in the structure of the
guestionnaire, but a few questions wenodified and a few new questions were added. This pilot
study also found some errors in the Nepali translation which rendered the wording of some
guestions too direct and impolte. The chief executive of Sight and Life recommended adding
some questionsnofood security and child feeding habit patterns. Outcomes of théegireand

piloting aregiven in Appendix 17.

3.6.1.12.40utcomes of FGDpilot

Before conducting the pilot study for the FGDs, the researcher provided draft discussion points to
the superisory team and received invaluable feedback from them (Keen and Todres, 2007).
Piloting of the discussion points of FGD wadene in the surrounding community (van Teijingen

and Hundl ey, 2005) . Carer s, me mber s | ledlers,a mo
teachers, service providers and polcymakers from the local government bodies and club
executives were actively involved in the discussion. The FGD points were reviewed and modified
based on the participantsd Yxommunication (Kee
The pilot study discovered various relevant and crucial issues (see Appendix 17). According to

t he pilot s t u #@DO sshedalaiteims weneaedined, ré-ttmed and corrected before

the final study. Finally, 15 items were set out for the didonsé~ox and Ventura, 1983; van

Teijlingen and Hundley, 2002; 2005; Carfagital.,2004; van Teilingen and Hundley, 2005).
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Textbox 3.1:Outcomes of FGD pilot study

Pilot study outcomes of FGD agendas

1 The heading of discussion points was chanfieleted address of Bournemo
University and location of the study area)

1 Revised Nepali translated version because some of the points were present
meanings, too straight or direct, used Nepalese words that were diffig
understand by respoants, and/or confusing.

 Some questions of the points wetime-consuming due to poorpractice of
conducting FGDs.

van Teijlingen and Hundley, 2005;Keen and Todres, 2007

3.6.1.12.6Conclusion of pilot study

The participants®d r eeaxgmnadsire®derdonretunef theerebdascio thol fave r e
the main study. The sample size of the pilot study (van Teilingen and Hundley, 2002) was small
due to poltical unrest or conflict and the busy schedule of respondest®uld be noted that it is

not wsed to present any analysis of results in the study. This pilot study empowered the researcher
with more accurate insight about the instrumgkisen and Todres, 2007), helped reveal errors in

the FGD points and questionnaire, helped to revise and retaequestions andhereby to

improve the study instruments (van Teijlingen and Hundley, 2005). In summary, thesfimg

and pioting had provided significant criticism for timely reconsideration, developments and
corrections of the study tools, while it did not specify a neechodify the study plan greatly prior

to the operation of the fedicale research. This approach helped to confirm the internal validity of
the survey (van Teijlingen and Hundley, 2005). The pilot statp revealed some negatives
outcomes. From a resealt managementperspective it was quite difficult to gather people
voluntarily especially in a remote and poor community and it was a leegthy process. The
participants asked for money and similar benefits, and it proved expetisieezonsumingand
associated with risks of debates meaning that the researcher should have special skils to tackle
these problems (van Teilingen and Hundley, 2001). To minimise the associated risks, the

researcher provided tea and snacks to the participants and chocotatiesir fchildren.
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3.6.1.13Quantitative data analysis

3.6.1.13.1Data analysis processes

Most of the survey questionnaires were administered by the enumeeaidrihey compled the
guestionnaire forms andndomplete returns were excludedDuring data collection, 3050
guestionnaires per day were completed by 10 enumerators. The researched tiedompleted
guestionnaire data every day, to reduce mistakes or incomplete information. Brataegularly

and routinely screened for errors or missingadahead of the initial data analysis by reviewing
the questionnaireone by one. All data were transcribed into English from Nepali by the researcher
with the help of a research officer of CWSN (The UK registered charity supported project) and a
lecturer n socioloy in Pokhara campus. Before data analiiss researcher and research assistant
carefuly rechecked data entry to help reduce duplication (Gibsbral., 1994). The rate of
recurrences was tracked for all the variables and where any uncommoodsreere found, data
entry was rechecked with the original records. Besides this, in Bournemouth, the researcher
rechecked all the entries back under the guidance ofupsrvisory team. The study data were
doubleentered by a professional statistician Nepal, the researcher the UK, and validated
(Gibson et al., 1994; Whitneyet al., 1998). Double entries ansingle validation processesere
carried out (Gibsoret al., 1994). In regard to opeended questions, all categoriegre organised

and re-codedbefore data entry. More than 10 variables obtained from-epded questions were
re-categorized and coded, with the support of the statistical and supervisory team. After these
descriptive statistics were generated using a combination of-tmsation and comparison of
frequencies. The majority of the structured questions for the quantitative study had -multiple
choice responses (Douglast al., 2005). Crosgdabulations were generated between various
explanatory characteristics. A statisticiantially ran the analysis then the researcher created a
syntax for crosgabulations in SPSS independently. The results were -ctessked and the -P
value was calculated. Croessbulation with Chsquare tests with continuty amendment was
appled to invetigate the association between variables in 2 by 2 tables and the Pearson Chi
square test was applied frgertables (e.g. 3 by 2) (Field, 2005). A &guare test for trends was
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appled to investigate the association between ordinal and categoricdllesror binary outcome
variables (Field, 2005). A significance level of 95% CIl was selected and then results were
reported as significant if P=<0.05Results of P=<0.05 and P=<0.001 were descriesd
significant. All the results are normaly given in th@ble format with frequency (number) and
percentage (%). The vald percentages were used and the number of missing values also recorded.
All responses that indicated similar meanings were summarized and categorized. All the similar or
synonymous answers teach question were merged into relevant categories. These categories
were operationalised as quantitative data and were analysed in a comprehensive manner. In some
of their answers respondents provided multiple answers which generated many categories.
Amongst those categories which presented similar results, they were merged into analogous
variables. After consultation with the supervisory team, it was decided to merge into common and
similar meaning presented categories. So, muliple categories whicbni@es5% results were

merged, or they were fitted intoverarchingthemes from similar categories into a single category.

3.6.1.13.2Validity and reliability

AReliability and wvalidity are tools of ,pan es
24). Reliabilty is the extent to which an assessment explores consistent results, whereas validity
is dependent on the assessment measuring what it was designed to measureefMdC2001).

Validity identifies the degree of correlation between tiest and the criterion of the study.
Reliability is the overall consistency of a test. A test is said to have a high reliabilty if it produces
the same ressitunder consistent situations.

In this thesis, to ensure the content and face validity (NE9&5)1the questionnaire was reviewed

and refined based on the aims, objectives and research question. It was then modified and
reviewed based on the existing lterature and suggestions of the supervisory team in the UK and
concerned health personnel in Baka who had prior experience in the field of public health
research (Sackett, 1979; McCdal al., 2001). For example, the chief of the regional health
training centre and chief public health officer, a government institution in Nepal, were actively

involved in refining ande-tuning both the interviews and FGD.
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Reliabilty is the extent to which outcomes are reliable over time and an accurate representation of
the total population under study is referred to as reliabiity. In other words, if the research
outcomes of a study can be reproduced under a simiar agbprthen the study tools are

considered to be consistent (Golafshani, 2003).

3.6.1.13.3Potential bias

To reduce potential biases throughout the study and data collection process, the researcher strictly
followed the rules and regulations of the NHRC a@wlrnemouth University research protocols
(NHRC, 2013). There are two main types of bias in social sciences research: selection bias and
information bias (Sackett, 1979; Bourdieu, 1986; Larkeig al., 2007). Several classification
systems exist with regd to bias (Bourdieu, 1986; Larkingt al., 2007), although they are often
grouped into three categories: information, selection and confounding (Sackett, 1979; Kroeger,
1983; Grimes, 2002; Larkingt al., 2007). For this study, selection and informatidasbs are

most relevant.

Information bias describes a systematic or random error in the measurement of the results
(Sackett, 1979; Kroeger, 1983; Gable, 1994). Selection bias is more freely identified in one group
than another group, is an example of Hies that has been reported as a frequent problem in the
iterature relating to breastfeeding and infant infection (Kramer, 1988; Kramer and Kakuma,
2012). In regard to quality control and reducing the biases, the supervisory team has supported the
setting out of appropriate sample size, selection of stakeholders and the data collection and

management for FGD data.

3.6.2 Qualitative approach

3.6.2.1Introduction

Detailed qualitative research (focus group) to gather further insight is essential becaase it
provide relevant, reliable, appropriate and detailed information about the knowledge and
experiences of contributors (DiCic&loom and Crabtree, 2006).Qualtative research (FGD)
mainly examines public opinions and actions in narrative or descriptve ways more closely
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representing the situation as experienced by the participants (Gastlin 1994). This approach

is most suitable when the subject reatbf the research is unfamiiar and when meanings rather
than frequencies are sought. It is also invaluable for relating particular aspdssthamiourto the

wider context (Keen and Todres, 2007). The qualtative approach was chosen because of the
natue of the research problem in this thesis (Gorsedimal., 1994) All the stakeholders were
familiar with child health care and they mostly contributed to the maternal and chid health
(MCH) programme (Stone, 1986; Niraula, 1994; Subedi, 1999; Harper ager,R2009; Subedi,
2009; KC et al., 2011; Pandeyet al., 2013). Pharmacists, spiritual healers, and social workers
(Stone, 1976; Poudyadt al., 2005; Harper and Roger, 2009) were directly involved in chid care
activities whereas as auxiiary nurse midsd, health workers, motheggoup and policy people
were involved through the local government body (Niraula, 1994; Paadey., 2013). Thus, the
stakeholders in thd=GD helped the researcher in gathering potential information about food and
healthseding behavioursincluding beliefs and major barriers employed these groups (Keen and

Todres, 2007)Major characteristics of the stakeholders are:

T Soci al wor ker s and mot her s 6 group wer e ma
communities and health authies. These groups were particularly responsible for creating
awareness about food afmbalthseekingbehavioursand providing appropriate advice to the
needy (KCet al.,2011; Pandet al.,2013).

1 The policy people were mainly responsible for policyplé@mentation, capacity building of
the health professionals and evaluating whole health programmes (Nepal HealttO%t

Sold Nepal and Merlin Nepal, 2012).

3.6.2.2Focus group sampling method and sample size
This thesis useda purposive sampling metbd to select the focus group participants. The
purposive sampling method is a common and simplest method (Gcestain, 1994). The focus

groups were formed such that information regarding maternal and infant management was
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discussed.Therefore; the stydhas selected seven different groups (Newsbral., 2013; Nishi,

2013) (see Table 5.2).

3.6.2.3Data collection process (qualitative)

The focus group discussions were scheduled after completithve sturvey (Table 3.2). The FGD

was completed over aevenday period; however, the management of the focus group took nearly
two months including prenanagement meeting and ethical processes from the local health
authorities including prselected groupsThe researcher made telephone contact with concerned
groups and made appointments with them for the introductory meeting and acquired consent from
each group (Regmet al., 2016). During the introductory session, the researcher presented the
main aim and purpose of the studgformed consent formand discussion points were circulated

to participants (see Appendices 2; 3; 4b). Besides this, the focus group discussion guides and
interview rules were also explained (Appendix 3). The discussion points were fifteen in total
(Appendix 4b), mainly to obin experiences, feelinggpinions and actions about healthy diet
including nutritional problems. Thd=-GDs were run by an experienced and trained faciltator,
supported by an observer and the researcher.

Generally, one group session was conducted peraddylasted between one and two hours (van
Teilingen and Pitchforth, 2006). But a couple of FGD were conducted on the samenday
session in the morning and other in the evening, due to the time constraints of the participants or
requested by the paipants.

The FGD guide had three main sections: backg
backgrounds, including soe@conomic demography, the next section centred on study subjects
and explored wdepth knowledge, attitudes and beliefs aboutitiows foods andhealthseeking
behaviours and difficulties of food recommendation and the last section was a summary of the
discussion and also at very end the respondents were invited to ask if they would clarify anything
about the study(van Teifingen and Pitchforth, 2006 The summary of the conversation was
folowed by tea and snacks. The respondents working in the rehabilitiainesand district

development committee offices did not participate due to their busy schedules.
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The focus groups wereconducted mostly at the seminar/training or meeting rooms of the
government office and one at the seminar room of a hotel which was very quiet and avoided
interaction with other people or groupBhe FGDs were conductdmktween 9:00 am and 4:00 pm,

at a ime suitable for each participant of the groups.few participants of the FGD, from the

group of health workers, policy people, auxiiary nurse midwives including pharmacists, did not
give consent to use audio or video recorders and hewteal FGDs were recorded(van
Teilingen and Pitchforth, 2006(see 3.6.2.3). This was because they were concerned that the
record of their voices might be evidence of their views on sensitive matters of health policy,
criticism of government people and religious iss(@idswsonet al.,2013 Regmiet al.,2016).

The focus group discussions were conducted in Nepali and English languages where appropriate
and also recorded in both languages for the respondents who gave their consent to be recorded
(Appendix 11). The discs®n points were translated into Nepali by the researcher othiass

and were delivered by the research assistant mainly for iliterate groups or those who had

difficutty understanding English. The next section discusses qualitative data record system.

3.6.2.4Qualitative data record

All the qualitative data from the FGD were manually recorded by a note keeper and the researcher
by and maintaining the focus group data recording log book (Appendix 11). The noting of
information in FGD was done by threeeport keepers, in English and Nepal during the
discussion. The record keepers were trained in terms of manual report keeping.

All information given by informants was recorded manually in a log book (Appendix 11). Name,
age, gender, occupationrganisdion, literacy status, and religion of the all the participants were
recorded. In the given format, rows were used for discussion topics and columns were used for
participants. According to the format, each row was used discussion point and each calum

for each participant. For exampl e, di scussion
and so on. | f participant number five did not
and so on. All the common categories from each discugsimt were recorded in the summary

column. The record table (Appendix 11) enables the researcher to record the responses according
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to selected topics of interest. All the responses in the discussions were manually recorded by three
record keepers sepaedt, including the research assistant and researcher. The record keepers
were allocated certain discussion points throughouts#ssionso that the first record keeper was
responsible for recording responses on points 1 to 5, the second one was resfmngdihts 6

to 10 and the thirdor 11 to 15. For recording FGD responses three big registers were used
separately. At the leftand side of the page wascalumn for the discussion point and at tiog,

it was participant number. This means that eaolunin of the record book (see Appendix 11)
represented a discussion point and participant separately. All verbal information was noted in the
record book. Roundtable sitting arrangements were used for the se$tiensextsubsubsection

describes data handling process.

3.6.2.5Data handling

The FGD reported both positive and negative perceptions on the issues specified in this thesis.
The same interpreter who translated the questionnaire also translated the FDG reports, which were
noted down on the register/notebook by three report keepers, from Nepali to EMgisimwhilg

another interpreter, who was fluent in English and belonged to the UK, translated and transcribed
all the FGD results from the register/notebook which were randeergpled to check accuracy
and validity by -ttrteenst at e eema. hl@78.eThdbraseakaher of this
thesis was the first translator, who is biingual. In orderovercome the rigidity of language
barriers,the data was translated shat the researcher could gain useful insights regarding the aim
and objectives of the research. A second translator was a bilingual NeBalésescholar with a

similar research background in public health and translated some of the translatedisdyasmii

into Nepali for quality control purpose, to ensure the accuracy of the translation. To generate the
key themestranscripts and FGD notes were read several times in order to make relevant themes
for thematic analysis (Poland, 1995; Bowling, 2002).

These data were transcribed wéodword, interpreted into English and each question was coded
according to the reactions of the participants (Poland, 1995; Creswell, 2009). The interpreter is a

biingual Ph.D. scholar fromarother UK university, to stengthen therigour of languagebased
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inguiry and to convey the true metaah 2009. Keyf t he
themes and concepts were identified in order to carry out a thematic analysis in a comprehensive
manner (Forrest Keenagt al., 2005; Barun and Clarke, 2006; Bradley al., 2007; Creswell

2009). For the thematic analysis, the researcher has made use of the elenemiseptual
framework approach to generate (Sathikahim, 2008) and to explore the informationllected

from the FGD (Bowlng 2002). Most of the selected themes were correlated with research
guestions and study objectives (see Sest@ri3.12) (Holday, 2002). All the gathered themes

were rearranged and refined, and some themes were merged into mainaortisgnies followed

by a data generating cyd@ppendix 7). Thebelow-given subsection describes the data analysis.

3.6.2.6 Data analysis

All the FGD data, which were manualy recorded on a register, were translated verbatim,
transcribed into English and coded to each question according to the responses of the participants
(Creswel, 2009). The translator was thelifgual researcher in oed to strengthen thegour of
languagebased inquiry (Larkinget al., 2007). This effort aimed to convey the true meaning of the
participant $he themate emalyses rsc(Brain & Clarke, 2006xs used due to its
flexibiity and accessibiity toresearchers with litter or no experience of qualtative research.
Thematic analysis was also considered an appropriate tool as it sursrkayiskeatures of large

bodies of the qualitative data (Attritirling, 2001).

The following paragraph focuses gualitative data analysis process. The responses of the FGD
were coded At the end, approaching the analysis this way has enabled the researcher to find out
how many times an issue was discussed during the focus group discussion, as well as how many
times a response was given by the participants. The approach was very useful when combining the
results from different groups on the same topic (see Appendices 7; 8; 11; 20). This alowed the
researcher to focus on the issues that emerged as most relevamticipapts; in contrast to
applying an encodeftameworkto their accounts (Samibrahim, 2008).

First, the transcribed data were put into the table given in Appendix 20, followed by discussion

agenda. Then, the summary of simiar categories was dedelpeé common themes were put
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into one column. Then these initial themes were refined fmaised Final themes were
generated and put into a final themes column. This research has adopted the approach which is
used by Cresweland Clark (2007). Appendice 11 and 20 show the record BfGDs data
identfied y numbers e. g. 6FGD 3606, a serial number
represents participants based on seating arrangement. For example, 01 indicates participant one
and 02 represents paipant two.

While carrying out the analysis for this study, at the end a different format was used this is
mentioned in Appendes 7 and 8. The format basically includes different rows and columns, rows
were used for issues and columns for the discus€onthe left side of théable the discussion

was done in the rows. On the right side of tible common themes are noted in the find wh&h
abstracted from each issue. Examples of the data recording and analygBojacted in
Appendices 11 and 20-he process of FGD analysis has been described in six stages (Braun and
Clarke, 2006; Creswel, 2009).

Stage 1 Familiarization

Familarization with the data was undertaken in four steps. First, the researcher made himself
familiar with the depth andpan of the content as he gathered all FGD data initially (Braun and
Clarke, 2006). Secondly, the researcher familarized himself with the data while writing down and
interpreting all the data (Creswell, 2009). Thirdly, all the transcripts and manualkdeecdata

were checked against original notes for accuracy (Braun and Clarke, 2006). At the final stage,
further knowledge of the transcribed data was gained through frequent reading (Creswel, 2009) to
create initial codes and to develop possible thenfesrgst Keenaret al., 2005; Braun and
Clarke, 2006).

Stage 2 Creating initial codes

The process of creating codes is parthaf thematicanalysis (Miles and Huberman, 1994; Forrest
Keenanet al., 2005). Usually, codes recognize a characteristic of the data that emerges interesting
to the analyst (Braun and Clarke, 2006). Hence, the researcher read-@atl rdhe whole

recorded manuscript to create codes (Forrest Keebaal., 2005). At this stag, inventories of
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thoughts or sections of the transcript were created manually to develop initial codes (Creswell
2009). After that, common codes were developed from the list of these ideas. The codes
developed by the researcher were then examined by tpervisory team to check their
appropriateness and validity (Appendices9y.

Stage 3 Searching for themes

At this stage, the researcher sorted the different codes, that is, the inventory of code developed in
step two, to generate potential themes (@eds 2009) or basic themes (Attrigftiring, 2001).

Different coloured highlighter pencis and pens were used to underline or highlight different
themes (Forrest Keenaat al., 2005). A thematic diagram was built after reviewing themes within
which the hemes were fitered and sorted (Forrest Keesiaal., 2005; Braun and Clarke, 2006)

(see Appendices-8).

Stage 4 Reviewing themes

Stage four mainly involved refining and reviewing the themes. The researcher continued to repeat
the themes that were ddmeed in step three and checked whether the extracted data completely
supported these themes or not and produced new themes if rediindak-Stirling (2001, p.

395) referred to this step as fiorganizgong t he
in the textual data. For this step, the researcher read all the gathered extracts for each theme and
also read the relevant literature in this regard. Lastly, significant themes were developed in this
step (see Appendices8]. Regular advice and sugp from the supervisory team also helped to
refine the themes in this step.

Stage 5 Defining and naming themes

The researcher started to draw out data and themes developed in step four and prepare them into a
rational and internally reliable account kvieccompanying description (Braun and Clarke, 2006).
These are macro themes,a | Iglebdl theémes by Attride-Stirling (2001). These global themes

are a synopsis of the main themes of step four and an iluminating interpretation of the texts. In
this proess, the researcher recognized the six main themes arising out of the data (see Appendices

7-9).
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Stage 6 Generating the report

Stage six is the final step of data analysis where the researcher translates the data. At this point,
when all the data has beeeparated and charted with key themes, a description of the data is
created and the data set as a whole is translated (Braun and Clarke, 2006; Creswel, 2009). Hence,
familiarization with the data, development of codes and thethesstructure of a thenatic chart,

and construction of the final description was finished in this thematic analysis (Forrest Kgenan

al., 2005; Braun and Clarke, 2006; Bradleyal.,2007).

3.6.2.7Generalizability and transferability

In qualtative research transferabilty is another data quality assurance tool. Transferabilty is the
conversion of the outcomes of qualitative research from one context to another. As recommended
by Lincoln and Guba (1985, p. 31@he Ph.D. researcher has used methods to deraly define

all the contextual information about the fieldwork sites in order to ensure transferatiity.
previous research and data collection experience was an important factor which has helped the
researcher to ensurbigh-qualty data gathering. Ufthermore, the manual note taking by the
researcher and research assistants helped in clarifying the content of the data gathered. The
manual note taking allowed for transcription and this helped in terms of establishment of a correct
record for each grqu Besides this, the data gathering techniques, number, and length of the data
collection periods and data collection time have also been detailed in this report.

The issue of how to assess qualty is an important issue in the field of qualtative re$ttoh

2002; Flick and Flick 2014). In this investigation, the researcher applied the following data qualty

assurance tools.

3.6.2.8Conformability

According to Flck and Flick (2014), objectivity or conformabilty is regardedhesreliability of
mearing when two or more independent researclamalysethe same data and arrive at the same
outcomes. In this study, the translation of the record into Nepali was carried out by a second

biingual Nepalese person with a background in health research andwsmmbacktranslated by
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the researcher for qualty control to ensure the accuracy of the trans@iotio 3.6.2)6 The
translator came up with very similar outcomes that verified the translations and gave assurance of

the quality of the original trasfation.

3.6.2.9Credibility

Regarding credibilty, the researcher has used the following two main procedoregamination

of previous research results and credibiity of the researcher (Lincoln and Guba, 1985; Siverman,
2000; Patton, 2002). SimilarhLincoln and Guba (1985) stated that credibility is an evaluation of
whet her or not the research findings represe
participantsodé original dat a. Lincoln eknadd Guba
Flick (2014), and Denscombe (2010) used a number of techniques to ensure credibility in
gualitative research. Likewise, according to Siverman, the capacity refs@archeto calculate

her or his outcomes likened to existing studies is an impogteintiple to examine credibility.

With respect tathe examinationof previous research results, the researcher compared the results

of this thesis with the results of previous similar studies to ensure the credibility of the qualtative
study. As Siverma (2000) suggested, the abilty of the researcher to describe the results of the
study alongside existing research is an additional vital criterion for appraising qualtative studies
(Kitzinger, 1995).

To ensurethe credibility of the research, theeseacher, and his supervisors have compared and
debated variances between coding and then elucidated consequent codes. The supervisory team

has also examined the research tools and reviewed analytical progress.

3.6.2.10De pe ndability

A comprehensive report albio the procedure of this study with-depth methodological
explanations to boost dependability has been given in this thesis. Similarly, Flick and Flick (2014)
suggested that dependabiity in a qualtative study is tested through a method of auditing that

comprises data gathering, data collection and recording, raw data, data reduction and a summary
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of outcomes. Inthis thesis the researcher has ensured dependabilty with careful dictation and

analysis of the raw data.

3.7 Ethical considerations

In terms of ethical consideration, the researcher should deal with the following ethical protections:
voluntary participation, informed consent, no risk of harm to anybadnfidentialty and
anonymity (Bryman, 2013; Regrait al., 2016). These help to @ect participants and researchers
from being exploited and experimented dme NHRC and the Bournemouth University Research
Ethical Committee (BUREC) both approved this study (see Appendiceandalb) (NHRC,

2013). BUREC has provided a recommendatidgtedeto NHRC for final approval (see Appendix

1b). Furthermore, written and verbal consent was obtained from the Pokhahe®apolitan

City, Chid Welfare Scheme Nepal and the District Publc Health Office of Kaski (Regaii,

2016). None of the asfiies or procedures carried out in this study caused distress or discomfort
to participants and key informants or any other members of their households. For example, the
enumerators withéw the participants who did not complete or wish to withdraw their name from
the study.

Respondent confidentially was assured through the coding of participant mothers with individual
identification numbers and hence data was recorded anonymously. Aldte aé#spondents were
informed about the freedom to withdraw, riscrimination and wilingness to participate the

survey and FGD (Regnet al.,2016).

Some points were taken into account concerning the degree of confidentialty maintained with
respectto the data collected. Responding to questions on famiy income or expenditure patterns or
other issues related to poverty and living conditons are usualy embarrassing for respondents
(INE 2009; DFID 2013; IFAD 2013), especialy in weff famiies. Hence, the facdo-face
guestionnaires were asked in a private setti:l
of signs and symptoms of malnutrition, feeding practices and frequencies, beliefs and cultural

influences were also embarrassing issues,nated by the enumerators and researcher. For all
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these reasons, no names were given to anyone involved in the use of the database, no
guestionnaire, and no famigvel information was shared or provided to anyone (IRIN, 2013).
All the manually recordedorms, registered and relevant documents were held in a secure and

safe placeThe further section presents the conclusion of the chapter.
3.8 Chapter summary

In this chapter, the major reason for adopting a mixethods approach has been presentéd.
mixedmethods technique providequantitative data to help assess the size of the problem, whilst
at the same time offering further detailed insight into the problem through FGD with-sarsiple

for the stakeholdersA survey questionnairecomprises struare and opewnded questions, and
pictographhas been executed to investigate the maternal views of nutritional attitudes and beliefs
about a healthy diet for rural and urban preschgeld chidren ofthe study population.
Further mor e, t larel heattbsedkieg hehdviours iclodshg knowledge, attitudes,

and existing cultural beliefs have been assessed WsBigs The process of selecting study
participants has been outlined. The target population for this thesssthree to five years old

chi drends mothers and st ak é¢hbadaldedruspan ledaton di ther e b
Kaski district. Furthermore, the sample selection criteria for survey questionnaire, the design of
the study,the underpinningof the research philosophy, data sas process, pilot study and its
outcomes, and ethical consideration have also been focused. The analysis of the survey
guestionnaire is describedSimiarly, the section has described how the quantitative and
gualtative informationhas been examined. The main outcomes of this thesis are being discussed

in the ChapterFour for survey questionnaire amrtve for the FGD.
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CHAPTER FOUR: QUANTITATIVE RESULTS

4.1. Introduction

The mixedmethods approach generatbdth quantitative and litative data and in this chapter

the quantitative results&ire presentedThis chapteris divided into two parts: overall results, and
comparative results between urban and rural areas. The first part presents tuersogi@phic
information of respondd#s, socieeconomic characteristics, chid care, and feeding
responsibilities, knowledge about nutritious food, sign, and symptom of malnutrition, beliefs
about healthy diets, breastfeeding and colostrum, barriers to recommending the food, and
mo t h e ws @ feadlbaek to overcome nutritional problems.

The overall research outcomes are presented in Tables 1 to 10 and the comparative results,
between rural and urban mothers, are presented in Tables 11 to 23. All the results of the interview
questions (parbne) are presented as frequency (n), sample size value (n=), and percentage (%) in
the tables. Subsequently, comparative results (part two) are presented as variables, frequency (n),
sample size value (n=), location, positive and negative responses @®=aalues (Schuman and
Presser, 1979). Furthermore, Table 4.9 shows the key barriers to providing a healthy diet to
chidren. Similarly, the second section, 4.3 onwards, shows the comparative analysis between
rural and urban mothers. Nearly 3% of partcifs filed in the survey form by themselves. All

the results presented in the tables are statistically significant.

4.2. Overall outcomes of quantitative method

The survey questionnaire comprised nine different sections including structured arendpeén
guestions (Schuman and Presser, 1979). The majority of the respondents in the survey

guestionnaire were mothers were both from urban and rural localties.
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4.2.1. Sociedemographic information of respondents (mothers)

The study initially targeted moers but some of thehidrenwere found with other carers at home
and therefore, t hese carers (n=8) wer e also
grandparents or other relatives including siblings aged over 16. In addition, the demographic
information is listed in table 4.1. Around 81% of the females participated in the research study
where the male respondents were -tiitle of the total respondents. In terms of relationship to a
child, 67% were mothers, 13% fathers, 12% grandparents and 8%thHeadrelationshipsvith the

chid in their care. The majority 84% of the respondents were Hindu by religion and 31% were
Brahmin/Janajati by caste.

The majority had one chid aged between three to five years (83%), whet&o of the
respondents had d&rger family size with more than six famiy members in theausehold.
Children involved in the study, 32% were aged between 36 and 40 months, 30% were aged
between 56, and 60 months and 22% were aged between 46 and 50 months. Simiarly, 9% were
aged beween 41 and 45 months, and 8% were aged between 51 alkbgtof the mothers were

aged between 31 and 45 years. Moreover, the minimum age of respondents including mothers,
carers, siblings, relatives, amkighbourswere 16 years and the maximum was o06&r More

than 50% of respondents were the head of their families.
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Table 4.1:Sociodemogragphic information of respondents

Characteristic

Frequency (n=524)

%

Study location

Urban: Pokhara 296 57
Rural: Lekhnath 228 43
Respondents with gender

Male 99 19
Female 425 81
Children (315 years of age)

Male 271 52
Female 253 48
Age of respondents (years)

16/ 30 173 33
31 45 256 49
46i 60 44 8
61+ 51 10
Age of child (months)

361 40 165 32
41 45 48 9
46i 50 115 22
51 55 41 8
561 60 155 30
Caste/Ethnicity

Brahman 165 31
Chhetry 71 14
Janajati 164 31
Others: Dalit/Madhesi 124 24
Religion

Hindu 438 84
Buddhist 31 6
Christian & other religions 55 10
Family size of respondents

Two to four 41 8
Five to six 185 35
Six plus 298 57
Number of children aged 3 5 years per household

One child 435 83
Two to three children 41 8
Four plus children 48 9
Relationship to children

Mother 350 67
Father 69 13
Grandparents 65 12
Others 40 8
Status of respondents

Head ofthefamily 264 51
Another memberof thefamily 260 49
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4.2.2 Socieeconomic status of respondents

The socieeconomic issues which were explored in this research include occupation, education,
construction materials of the house, the source of income, property, and types of cooking fuel
consumption by the respondents and their family members. The pstgdy is intended towards

gaining accurate information on the seeic onomi ¢ st atus of the resp
4.2 explains the socec onomi c status and hygienic envir
which are included in this research studys presented in Table 4.2, themajority of the
respondents owned some land, but no livestock or animals; their main income source was
business/service and caslop farming. The majority of respondents were housewives/farmers by
occupation (Jansen, 2006).

Mo s t of t he r es pondfeundts lbe educated, wiaeregs, aslargea humber ol a s
respondents were those who never read a newspaper. The educated and literate respondents were
of equal proportions. However, a large number of respondents hez@s of their famiy, which
accounted for around 51%. Regarding sources of income, 14% @gedtiag financial support

from remittances and 11% earned money from calmiuring work. For cooking fuels, 30%

were using LP and biogas, 30% timber, edwwng, shrubs and grass/straw and 26% kerosene,
whereas use of electricity was low (14%) due to its high price and unavaiabiity. Regarding
sanitation, the majority of the households were using a closed latrine (44%) located outside the
house but a countable nber of people in the community (8%) were stil using open toilets. But

6% of mothers did not answer about the use of toilrtsterms of source of drinking water,

private taps (38%) were stil less used than the publc tap (56%) and a minority were stil
obtaining their drinking water from welldakes,and streams (6%)nd nearly onethird (29%) of

the total respondents were drinking water without purifying (IMU and RCHCO, 2013; RSS,

2013).
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Table 4.2: Socieeconomic and health and hygiene status oéspondents

Economic status Frequency (n=524) %
Occupation of respondent

Housewife/Farming 299 57%
Business 121 23%
Service 52 10%
Others: Labourer/Unemployed 52 10%
Literacy Status

lliterate 141 27%
Literate 189 36%
Educated 194 37%
Reading newspapers

Every day 132 25
Infrequently in a week 165 32
Never 227 43
Land ownership of respondents

Land ownership 314 60
No land 210 40
Livestock, poultry, sheep and animal

Livestock 181 34
No livestock 343 66
Construction materials of roof

Soil, mud, thatched, bamboo 52 10
Slate or local tiles 39 8
GCl sheet 229 43
Concrete 204 39
Principal source of income of family

Crop farning 150 29
Livestock & poultry farming 30 6
Casual wagébour 59 11
Work abroad/ remittance 75 14
Own business orin service 165 31
Others: selling firewood, fishing etc. 45 9
Household cooking fuels

Electricity 74 14
LP gas or biogas 157 30
Kerosene 138 26
Others: timbeguitha/charcoal/shrubs/grass 155 30
straw, etc.

Health & Environment Frequency (n=524) %
Sanitation by household

Closed latrine inside own house 220 42
Closed latrine outside house 230 44
Open latrine or toilet 41 8
Do notwant to answer 33 6
Source of drinking water

Public tap 294 56
Private tap 198 38
Others: well, stream, lake etc. 32 6
Purification of drinking water

Purifying 373 71
Not purifying 151 29

131



4.2.3. Responsibility for taking care and feeding of the child

Table 4.3 presents the data on responsibiity for feeding and caring for chidren aged between
threefive years. In most cases, mothers were solely involved in caring for (65%) and feeding

( 66 %) the <child. F raeiadredn rbathd activitiesinculding ecaniegnaind feeding

the <child at 6% and 5% respectively. Mor eove
more in feeding activities (18%) rather than caring (14%) for the chidren. The study also found
that the age of supplementation bétdiet of the chidren was between three to six months (78%).
Most of the chidren were being fed three to four times a day (79%) but 1 out of 10 children had
no fixed feeding scheduleA s per the respondentsd informati
previous night, 40% provided rice, bread with dal, legumes or vegetable soup with fruits and
green leafy vegetables and 27% porridge, mainly homemade dishes such as halwa, lito, dhindo,
jaulo or khichadi (Christiaret al., 2006; Shakya, 2006; Acharya, 201Besides these, 22% had

served readynade or fast foods including beaten rice (Shakya, 2006).
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Table 4.3: Responsibility for child care and feeding

Characteristic Frequency (n=524) %
Child being cared for by

Mother 342 65
Father 29 6
Grandparents 72 14
Others: siblings, relativesieighbours 8l 15
A child is fed hy:

Mother 346 66
Father 27 5
Grandparents 95 18
Others: siblings, relativesieighbours 56 11
Supplementation age of child

Three to six months 411 78
Nine to twelve months 71 14
<1 month/do not know/do not want answer 42 8
Child feeding frequency (per day)

One to two times 55 11
Three to four times 415 79
Infrequently 54 10
Dishes provided to child(ren) last night

Rice, bread with dalllegumes/veg soup, fruits, GLVs, e 208 40
Rice with dairy products 142 27
Porridge:haluwa dhido, lito, jaulo, khichadi 57 11
Others: fast food/readgade food/beaten rice with suga 117 22

4.2.4Knowledge about nutritious foods

Table 4.4representsthe knowledge of mothers on the food items which are of high or low
nutritonal value. The following is study aimed to evaluate the knowledge of mothers (on both
food items of high or low nutritional value) regardilngally available food items which niwrs

are familiar with and might have been using it regularly. According to the data given in Table 4.4,
meat items, dairy products, green vegetables, and fruits were counted as highly nutritious food
(81%) by most of the respondents, whereas 19% disadhe¢dhey are highly nutritious food.

In addition, Dairy products (79%), fruits and juice (78%) and legus®uts,and soups (66%)

were also counted as nutritious food items. On average dry fruits (17%), fast foods (37%), and
staple food (13%) were sl regarded as the nutritious food items. With regard to dried fruits, 83%
of respondents were in the opinion that they are not a nutritious food item, and 87% for staples,
74% for porridge, and 63% for fast foods were found to be highly nutritious byedipondents of

the study.
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The majority responded that the following food items are poor ornawitious which includes

rice with dal, bhujg beaten rice, dhindo and khichadi (70%), staples (39%), green vegetables
(12%), wild fruits and vegetables (12%gdried vegetables (12%), legumes (14%), fruits and juice
(9%) and fast foods (60%). In addition to thbovestatedresults, a large group of mothers (70%)
negated with the above argument because they believed that these foods are poer or non
nutritious.

Similarly, more than on¢hird of respondents (34%) could not identify and select nutritious food
items from a grocery store. Moreover, the pictogram assessment also foundntparatively

poor knowledge on choosing nutritious food items. Nearly 7% ofgtoep of mothers could not
recognise nutritious foods from the pictures (see Appendix 13) they were shown despite being
generally familar with these food items.

Table 44: Knowledge of nutritious and nonnutritious food items

List of highly nutritious fo od items Yes (%) No/ Do not
(n=524) know (%)
Meat items, fish, eggs, livemomoetc. 81 19
Dairy products including rice pudding 79 21
Green leafy vegetables 54 46
Fruits and juice 78 22
Dry fruits 17 83
Legumes sproutsand soups 66 34
Staples: rice, maize, potato, bread, whémattil, millet etc. 13 87
Porridge:haluwa, litto, dhindho, jaulo, khichadi 26 74
Readymade or fastfoods: 37 63
List of low or non-nutritious food items Yes (%) No/Do no
(n=524) kow (%)
Rice with dalbread beaten ricebhuja& dhindg khichadi. 70 30
Potato pumpkin, bottle guards, bitter & snackguards, yam 40 60
Readymade or fast foods and junk foods 60 40
Legumes, bean, peanuts, and sprouts 14 86
Fruits, juice and dry fruits 9 91
Meat items & dainproducts 6 94
Green leafy vegetables 12 88
Wild fruits and vegetables 13 87
Dried vegetables: gundrukasyeura, gavaadish etc. 12 88
Crops/staples: millet, maize, rice, whdaickwheaetc. 39 61
Mot hersé skill to select n 66 34
stores
Pictogram result (ten different types of green leafy Yes No/Do not
vegetables and fruits are shown to mothers) (Frequency) know (%)
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Table 4.4:Continued.

Right (all (ten correcanswersveregiven) 231 44
Wrong (all (ten wrong answevgere given) 34 7
Partially right (six correcanswersveregiven) 206 39
Partially wrong (six wronganswersvere given) 53 10
4. 2.5 Respondenwdght vi ews on chil d

Table 4.5 r eplknomedge ofahid preightdvehethes idis normal or low, and key
causes for normal or low weight. Most of the respondents who were mothers thought that their
chidren were of normal weight. The main reason for this ggimn of normal weight is due to
medicines and taking good care of the child (34%). Only 21% of the group replied that it was due
to nutritous food which is consumed by chidren and 12% remained neutral to the question
statement. On the other hand, withgard tothe low weightof a child, the 12% of the group
pointed out that the main factors of low weight were lack of nutritious food (19%), poverty (11%),
poor care ofchidren (8%) but surprisingly 62% of the mothers were not familar with the causes

of the low weightof the child or they remained neutral to the questtsted

Table 45: Knowledge ofc hi | d6s wei ght , including reason

Characteristic Frequency %
(n=524)

Weight of your child
Normal for age and gender for social class 379 72
Low 68 13
Do not know/donot want to answer 77 15
Main reason for normal weight
Due to nutritious food 111 21
Due to medicineghatare givenby doctor/healerg 179 34
Due to good care of child 170 33
No knowledge/do not want to answer 64 12
Main reason for low weight of child
Due to poverty 56 11
Due to lack of nuitious food 101 19
Due to poor care of child 43 8
Do not know/do not want to answer 324 62

4.2.6 Signs and symptoms of malnutrition

Tabl e 4. 6 relates to m adcdgeise thed signa rand symptams ofs 6

mal nutrition. Thi s study a i me decognise them sigass and e t

symptoms of malnutrition (see Appendix 16).
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The data below show that the majority of the mothers/carers couldenognise malnurition

from the described signs and symptoms. In addition, niagority of mothers were found to be
unaware of the signs and symptoms of malnutrition anmtbegrestof the respondents. Almost

half were able torecogniselow weight, being lean and thin, as sign anda symptomof
malnutrition. Likewise, 35% responded that the chandpebaviourof a chid is also one of the

signs and symptoms of malnutrition. Most of the mothers scored 26% on the signs and symptoms
of malnutrition.

Table 46: Knowledge about sighs and symptoms of malnutrition

Mot her sd/ carersoé6 ability to 1 Yes (%) No/do not
symptoms (n=524) know (%)
Crying, angry, not sleepinguarrelling 35 65
Diarrhoea & vomiting 11 89
Low weight/lean and thin 49 51
Short in height and slow in growth 15 85
Rough/dry skinny/swollen/big belly/loss of hair/'shrunken eyes, e 17 83
Slow minded/slow in response/poor in speaking 22 88
Poor/loss of appetite/dislike foods/stomach ache 21 79
Always looking weak/ill health/difficulty in walking 26 74

4.2.7 Beliefs about nutritious foods associated with culture

Table 4.7 describes the main existing cultural beliefs about nutritious food. A large number of
mot hersdéd/ carersdé beliefs wer e heéltoydietdNearho76% e hii
replied that healthy foods are essential to chid and mother, hendemaining 71% agreed that
colostrum is good for newsorn babies, and less than 24% out of 76% and 29% out of 71% did not
agree. In general, the majority of the mothers either were not familar with the question statement
asked the respondents or did mantributeto certain traditional beliefs. However, only 9% of the
respondents were in thiavour of breastfeeding neworn babies and providing healthy food in

front of strangers.
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Table 4.7: Beliefs about nutritious food associated with culture

Major existing cultural beliefs or mis-beliefs about| Yes (%) No/do not
nutritious food (n=524) know (%)
Animal products, legumes and honey consumed at same 22 78
causdiarrhoeadysentery and constipation

Animal products and fruits afeigh-calorieitems which are no 17 83
given to persons in weak health especially not during sickne

Yogurt, icecream, GLVs, fruits are believed to be cold items 31 69
Colostrum is harmful to thehild, form of pus, toxc, dirty ang 24 76
smelly, squeeze out and clean it before feeding

Mango, jackfruit,legumes meatitems are hot/highly nutritious 15 85
causdaiarrhoeavomiting, blisters if consumed #tesametime
Colostrum is good for child 71 29
is highly nutritious and compulsorily need to feecheawborn

Nutritious foods, breastfeeding should be avoided in fron 9 91
strangers, it is believed that the child will fall ill

Excessive intake of nutritious foods causes indigestion, ris 29 71
developing obesity, high blogotessureand diabetes

GLVs are only consumed by poor people & beggars 17 83
Meat items avoid child on the day of deworming medication 15 85
Excessive sugary items consed by chidren caused worn 22 88
affect teeth, and cough

Milk and fish not consume same time, avoid mix of salt 10 90
milk as it may cause leprosy

Avoid feeding fast foods, oily and stale or rotted foods to ch 20 80
mother, affect health due to mixture of chieads andcolours

Pregnant women avoid consuming excessive nutritious fq 22 78
because inside the baby géigger,riskto deliver baby

Brahmins not allowed to eat chicken, pork, beef or mea 11 89
buffalo, alcoho| lose their caste/degraded to a lower caste

Mothers become weakigly, aged,shrunkenbreasts and ma 15 85
develop breast cancer by regular/excessive breastfeeding

Healthy foods are essential for child and mother 76 24

4.2.8. Cultural beliefs about breastfeeding and colostrum

Table 4.8 describes existing cultural beliefs abbreéastfeedingand the feeding of colostrum.
Table 4.8 also informs the characteristics of attitudes on foodhaatihseeking behavioursof

the respondents (MMWR, 2007). More than -gpaarter of respondents stil beleved that
colostrum is a form of pus, a toxic and dirty substance and the contrary side, 71% of the same
community believed that colostrum is a highly nutritionabssance which is essential for the
new-born, but 29% were stil not aware of this. In comparison to the previous statement, nearly
onequarter (24%) had slightly positve perceptions towards the feeding of colostrum, but they

believed it should be expresseand strained before feeding. In general, the majority disagreed
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with traditional beliefs about colostrum feeding. On loegn breastfeeding, 15% believed that
mothers become weak, ugly, and older at an early age, breasts can shrink and they may develop
cancer from excessive and reguleastfeedingout 85% disagreed with this traditional belief. In
regards tohealthseeking behaviours 52% of mot her s Visit doctor
institutes for the treatment of a malnhourished child, wheréaskéep the child at home. 19% of

mot hersdé perception is negative tloaddtondts thepr ov i
above statement, 16% of mothers visted heal er 6s clinics multiple
visited clinics. Similarly, only 25% of mothers access government health services.

Table 4.8:Cultural beliefs about breastfe edingand colostrum and attitude s

Major existing cultural beliefs/mis-beliefs about long-term Yes (%) No/do not

breastfeeding and colostrum (n=524) know (%)
Beliefs on feeding of colostrum

Form of pus/toxc or dirty/causaeBarrhoeavomiting, & constipation 27 73
Highly nutritious,/good for health/fast growth/increases immunity 71 29
Good for health but needs to squeezed out and cleaned before fe 24 76
Never feedd newborn/baby become weak health in later life 12 88
Lots of fears and tensions /exsting beliedshours 15 85
Everyone says good for health and encouraged it but practically n 15 85
feeds it to own children, even healtlorkers and educated families

Senior family members and spiritual healers discouraged feedin 19 81

colostrum, with the exception of health workers
Beliefs on longterm breastfeeding

Mother becomes weak, ugly, older at an early age, shrubleasts 15 85
and may develop breast cancer by regular or excessive breastfee
Attitudes about food and health-seekingbehaviours Frequency %
(n=524)
Frequency of child visited spiritual healer
One’ two times 299 57
Several times 84 16
Never 141 27
Health seekingbehaviaurs of the mothers
Do ct or sadd pavaté health institutions 271 52
Spiritual/traditional healer/temple/Church 90 17
Asha clinic/ GONESA/SHP/HP/Ward Office/ WRH 129 25
No where 34 6
Mo t h epercejdiions ¢ feeding of healthy diet
Survive 50 9
Fill the stomach 57 11
Keep healthy and increase immunity power 350 67
Grow child fast 67 13
Perceptions on providing GLVs & fruits during sick
Bad for child health 101 19
Good for child health 368 70
No knowledge/do not warb answer 55 11
Perceptions on giving GLVs & fruits regularly
Keep child healthy 366 70
Make child sick 41 8
Protect child from devilso6/ evi 39 7
Know knowledge/do not want to answer 78 15
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4.2.9 Major barriers to providing nutritious foods

Table 4.9 shows the result of two different variables (key barriers to get healthy food and main
reasons not providing healthy food): first the main barriers to obtaining nutritious food and second
the reasons for not providing a healttigt to children. In the first variable, the major barriers
were; poverty (45%), poor or no education about healthy foods (43%), processed or fast foods
used (28%), scarcity of food (29%), food not grown in the kitchen garden (22%), and lack of time
(15%), no need felt to provide healthy food or ignorance or poor knowledge on infant young child
feeding andchidcare (21%). Other barriers include lack of empowerment of women (14%),
existing beliefs/ misbeliefs (13%), and no mother carer (12%). Overal, $% of respondents
reported that there were no problems with providing nutritious food to their children regularly.

The second variable gives the main reasons that mothers/carers do not feed healthy food to their
chidren. The most common reasowere: 40%responded that the chid dislikes homemade food
due to its monotonous taste and the child gets sick after feeding the homemade food. Similarly,
36% said it is difficult to prepare healthy food at homes because they do not have time to prepare
and feed itto the child; 24% had no or po&nowledge aboupreparation; 21% referred to family
pressure, large family size and difficulty of food distribution; 20% followed the advice of spiritual
healers and 16% health workers; 19% referred to fear and tensiomoardving appropriate

foods available at home; 18% referred to the practicéashion of consuming processed foods.

Overal, 35% had no any difficulty or problem in feeding their children nutritious foods.
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Table 4.9:Major barriers to provide nutritious foods

Major barriers to getting nutritious food Yes (%) | No,/donot| No problems
(n=524) | know (%) (%)
Poverty, expensive, market price, no money 45 19 35
No time/distance 21 44 35
Poor or ndknowledge abounutritious foods 43 22 35
Food scarce, high demand, seasonal variation 29 35 35
Poor or no purchasing powfar women 14 51 35
Poor knowledge, ignorance about child care and | 21 44 35
practices, save money, no need felt
Not grown/available in the kitchen garden or homeste 22 43 35
Existing beliefs and impacif socio-culturalinfluence 13 52 35
Family pressure, conflict and big family structure 19 47 34
Processed food with various chemicals apturings 28 37 35
No mot her or no one to c 12 53 35
Main reasons for not providing nutritious foods
Poor or ndknowledge aboufood preparation 24 42 34
Child dislikes homemad&od, getssick after feeding 40 25 35
Family pressure, big famildifficult in sharing conflict, 21 44 35
no money to buy food 19 46 35
Not available at home, poor availability in the market
No time /difficult to preparand feed at home 36 29 35
As per advice of doctors and health workers 16 49 35
Fear, tensions, sick child cannot digest gets worse 19 46 35
No eatinghabita nd feeding as pe 15 50 35
As peradvice of spiritual/traditional healer 20 45 35
Fashion for processddods, chemicatolourings 18 47 35
Poverty/expensive/affordable, save money 20 45 35
Cultural beliefs, traditional food habits and attitudes 23 42 35

42.10Mot her s6 opi ni ons

Tabl e 4. 10 presents mot hersé/ carersd view on
These views were obtained from opemded questions. The themes identified from the various
responses included: feeding of nutritious food, reviewing the apmpteppolcy of free health
services to mothers and chidremmunisation family planning, research and dissemination, and
capacity building and educati on. enphasidedeguidr. 10 s
feeding of fresh and healthy foods fohid and mother; 54%emphasizedfree health care,
immunisation deworming and family planning; 56% indicated awareness, caphgiting, and
research; and 51% focused on nutrition policy. Measures that were raised but less frequently
were: improvement folYCF practices and change of attitudes (31%), maintaining a healthy
environment (24%), gorogrammefor supplementation of diet with healthy snacks (14%) and

development of agriculture (26%). 33% of the group of mothers received nutritional information
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from doctors and other health professionals, 3#fpharmacistshealers,and teachers, whereas
only 10% from health institutionstemple and church.

Table 4.10:Measures tocontrol malnutrition

Respondents views on how to contrainalnutrition Yes (%) No/do not
(n=524) know (%)
Providing fresh, healthy foods to children/mothers regularly 60 40
Free health services to child/mother immunization/family plann 54 46
Awareness, mass education, training, research, workshop, sen 56 44
Focus on chid care, change child feeding practices/attitu 31 69
behaviourdavoid mis-beliefs and cultural practices
Review and revise the exsting policies 51 49
Create and maintain healthy and hygienic environment 24 76
Introduce supplementationORS snack programme atdaycare 14 86
centresschools and community
Long-term breastfeeding /encourage colostrum feeding/monito 57 43
Scientific/modern agriculture system/food security and safety 26 74
Sources ofnutritional information Frequency %
(n=524)
Doctors/ HWs/ FCHVs/ mot hersoé g 171 33
Health organizations/Temples/Churches 54 10
Pharmacists/Spiritudtaditional Healers/Teachers 203 39
Radio/TV/Inewspaper/magazine/books/news bulletin 96 18

4.3 Comparative results

The study ai med t o compar e mot her 6s knowl edg
between rural and urban areas. To compare between rural and urban mothers, the variables were

selected based on study title, aim, objectives] r@search questions.
4.3.1Knowledge aboutnutritious food

Table 4.11 shows the comparative breakdown between rural and urban mothers about the
knowledge on nutritious foods. This information was obtained from -epeed questions. The

data indicated that there is no any difference between rural and urban mothers to determine a
healthy food. I n regard to meat it ems, ur ban
(42.9: 38.2). However, the perception dairy products, urban and rural mothemvén the same

opinion (39.5:39.3), fruits and juice (40.1: 38.0), and rice with lentil spafato,and staple (7.1:

5.7). These variables are statistically not significamd). (But there are some variations were

observed between rural and urban mothespecially about green vegetables (36.1%: 17.7%), dry
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fruits (15.3%: 2.1%), and porridge (haluwa) (3.1%: 22.7%) which were statistically significant

(p=<.001; p=<.05).

Table 4.11:Mot hers 6 knowl edge about healthy diet
Knowledge about nutritious foodp¢shilo or tagatilo khang Frequency (%)
tems Urban Rural P=Value

(n=296) | (n=228)

Meat items (meat, fish, egg, livemomqg 42.9% 38.2% ns
Dairy products, rice pudding 39.5% 39.3% ns
Green leafy vegetables 36.1% 17.7% <.001
Fruits and juice 40.1% 38.0% ns
Dry fruits 15.3% 2.1% <.001
Rice with lentil soup, potato, bread, pastaulo, and staples 7.1% 5.7% ns
Legumes, sprouts and soup 35.5% 30.5% ns
Porridge fitto, haluwg dhindo) 3.1% 22.7% <.001
Readymade /fast foods: Chocolate/sweets, lays/criy 14.5% 22.5% <.001
Bournvita, Horlicks, cerealghyawanprashoney etc.

4.3.2 Knowledgeof selection of nutritious foods

Table 4.12 shows the breakdown of identification by respondents of nutritious food items from a
grocery store and pictogram assessment. It measures the capabilties of ruthieesselection

of healthy items from the store. Similarly, the pictogram adep of ten different types of
vegetables and fruits which were shown to participants (see Appendix 13). These fruits and
vegetables were commonly available in the local market and the mothers were also familiar with
them. Urban mothers have tldistincty better knowledge to identify nutritious food from the
grocery store than rural mothers (38.2:27.9). However, pictograph assessment showed that urban
mothers have better knowledge and rural (27.5: 16.6). These both variables are statisticaly
significant (p=<.05). But the pictograph assessment data are statistically not signifitgunt (

Table 4.12:Knowledge of familiar fruits and green vegetables

Knowledge of mothers on selection of nutritious food iter Frequency (%)
Urban Rural P=Value
(n=296) | (n=228)
Mot hersd6 ability to selec| 382% 27.9% <.05
store
Pictograph assessment of common nutritious food items
All correct (all (ten) correct answers given) 27.5% 16.6% <.05
All wrong (all (ten) wrong answers given) 2.5% 4.0% ns
Partially correct (six corre@nswers were given 21.4% 17.9% ns
Partially wrong (six wronganswers were given 5.2% 5.0% ns
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4.3.3 Views about poor or nomutritious food

Table 4.13 shows two different results for the same outcomes. The study uses two distinct models
of questions (opeended and structured questions). In fivst part of the table, results are
derived from opeended questions and the following one fromustured questions. Table 4.13
shows t he breakdown of findings on tnlirlousr e s p O
foods by urban and rural locations with a similar proportion of urban and rural mothers having
shown equal knowledge. The structurgdestions also presented simiar knowledge on- non
nutritious food items. Large proportions of respondents from both urban and rural locations for
both variables beleve rice, potato, beaten rice and bread ar@umiious food items. In

addition, chisquare tests for both variables presented similar outcomes (p=<.05; p=<.001) and
were statistically significant but some results were reported as not signifingnt (

Table 4.13:Perceptions aboutpoor or non-nutritious foods

Mot her s 6 v i e wsnnarhbiousifdod items Frequency (%)
(opentended questions) Urban Rural P=Value
(n=296) (n=228)

Rice with dal/bread, beaten ricghuja, porridge 40.6% 29.0% <.05

(haluwa, lito, khichadi, dhindp

Potato/pumpkin/aubergine/gourgéidalu, yam etc. 27.3% 13.0% <.001

Fast readymade foods: biscuits/noodles/puffs, lay 30.0% 30.2% ns

crisps, sweets, chocolates, ice cream etc.

Legumes, sprouts and soups 8.6% 5.3% ns

Fruits, juice and dry fruits 3.4% 5.7% ns

Meat items and dairy products 4.6% 1.1% ns

Green leafy vegetables 7.6% 4.2% ns

Crops/staples: millet, maize, whe#&tfar, barley 14.3% 25.0% <.001

Dried (fermented) vegetables:gundruk gava 5.7% 6.3% ns

masyeurapotato, radish, bamboo and etc.

Wild fruits and vegetablestarul, githa, mushroom, 5.7% 7.1% ns

stinging nettleslatte,kurilo, niuro, jibre etc.

Knowledge ofpoor or nonanutritious food items (structured questions)

Meat itemsdairy productsGLVs/fruits/mixed of grains| 2.5% 3.1% ns

Rice, potato and beaten rice 44.7% 32.6% <.05
4. 3.4 Knowl edge about chil drenbds wei ght

Table 4.14 shows he breakdown of findings on the resp
normal (38.4%: 34%) or low weight (9%:4%), with the most frequent explanations, by urban and

rural locations. The statistics show there are no significant variances tavéhef knowledge on
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childrends nor mal weight (38. 4%: 34 %) bet ween
(5.3%:5.3%), lack of nutritious food (9.5%:9.7%) and poor care ohila (5.7%:2.5%) are the

major reasons for low weight among chidren. Motte 6 responses towar d r
nutritious food were statistically not signi fi
about the abnormal weigtdre low from both areas and these differences are statistically not
significant. Based on moher s r esponses, the weight of c hi
diet. I n r e gespodse tichbid weight, thenrajorig/ o f the mothersé r
statistically not significant ns).

Table 4.14.Knowl edge about childrenbés weight

Knowledge ofmothers orchildren weight Frequency (%)
Urban Rural P=Value
(n=296) | (n=228)

Mo t h erespoidseto weight of children

Normal for age and gender for social class 38.4% 34.0% ns

Low 9.0% 4.0% <.05

Mo t h erespoidseto normal weight

Due tonutritious food 12.2% 9.0% <.05

Due to medicines are given by the| 20.8% 13.4% <.05

doctor/spiritual healer

Due totakinggood care 15.5% 17.0% ns

Mo t h erespordse tdow weight

Poverty 5.3% 5.3% ns

Lack of or poor nutritious food 9.5% 9.7% ns

Lack of taking good care afie child 5.7% 2.5% <.05

4.3.5Knowledge d signs and symptoms of malnutrition

Table 415s hows t he breakdown of findings on the n
symptoms of malnutrition by urban and rural locations. From the results, it was found that
higher proportion of urban mothers have better knowledge as compared toahenatirers on
childrends di s ecausreddue tov malnutition aral ithede wariables are statistically
significant (p=<.05 and p=<.001). There was some dissimilarity found between rural and urban
mothers especially about the weight of the c(@@.6%: 17.2%). This difference was statisticaly
significant (p=<.05). These results have been derived spemended questionsHowever,some

of the responses are statistically not significams). (
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Table 4.15:Knowledge about signs and symptoms ahalnutrition

Mo t h &nowlgdlgeof signs and symptoms Frequency (%)

malnutrition (operended question) Urban Rural P=Value
(n=296) (n=228)

Crying, angryguarrelling not sleeping 25.2% 10.3% <.001

Diarrhoea & vomiting 9.4% 2.1% <.001

Low weight,lean & thin 32.6% 17.2% <.001

Short in height and slow in growth 9.7% 5.2% <.05

Poor appetite, do not want to eat, stomache 14.1% 6.5% <.05

Rough/dry skin, big belly, yellow & shrunkgd  10.1% 7.1% ns

eyes, hair loss, prolonged wound, pbogathing,

swollen

Always unhealthy, weak,inconsistent with  20.2% 6.1% <.001

movement

Mentally retarded, no speech or poorin speak 9.7% 12.4% ns

slow minded or slow in response

4.3.6 Attitudes to providing nutritious food to children

Table 4.16 shows he outcomes of mot hersdé attitudes,
various healthy diets to children regularly.
positive towar ds t he healthy di et titudRs gnare di ng
negative than urban mothers (bad for chid health 12.8%: 6.5%). Mothers from both locations are
equally compliant with theadvice of health workers and spiritual healers and also relant on
existing beliefs about nutritious foods. A largamber of mothers from urban locations are keen

to provide soft and liquid foods to chidren than rural mothers (19.5%: 3.2%). This difference is

statistically significant (p=<.05). But some of the variables are not statistically signifingnt (
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Table 4.16: Attitude s towards healthy diet

Attitudes to provide nutritious food to children Frequency (%
Urban Rural P=Value
(n=296) (n=228)

Mot her sdé attitudes t owar

To survive 6.1% 3.4% <.05
To fill the stomach 6.5% 4.4% ns
To keep healthy/ get immunity power 34.4% 32.4% ns
To grow faster 9.5% 3.2% <.05
Providing green leafy vegetables during illness

Bad for child health 6.5% 12.8% <.001
Good for child health 47.3% 22.9% <.001
The importance of providing GVLs & Fruits

To keepchild healthy 38.9% 30.9% <.05
To make child sick 5.3% 2.5% <.05
To protect child from devil eyes 5.0% 2.5% <.05
Feeding of dairy products and meat items togethgd 5.9% 3.2% ns
children

Mot hersd believed that I 48.3% 34.7% <.05

keepchildren healthy
Not providing anything to eat to child during illness,

because of:

Poor knowledge of mothers/carers 5.9% 2.9% ns
Not available at home/no money/food scarce 8.6% 5.9% ns
Advised by healers/health workers 12.2% 17.7% <.05
As per belief of society not to feetliring illness 14.3% 4.6% <.05
Tension and fear 5.0% 4.0% ns
Child does not like to eat 10.5% 8.4% ns
Foods to provide regularly to children

Readymade and fashionable foods 12.8% 20.8% <.05
Rice with pulse and variougpes of vegetables 9.5% 10.3% ns
Soft foods and liquidg:ito, Jaulo, Dhindcetc. 19.5% 3.2% <.001
Rice with dairy products and meat items 14.7% 9.2% <.05

4.3.7 Beliefs on various healthy foods

Table 4.17shows mixed results amongst urban and rural mothers regarding existing beliefs about
nutritious food including feeding of colostrum. These results were obtained by using rafesh
questions. Some beliefs exist in urban locations which are less prewalemal areas and vice
versa. Proportionately a large group of mothesss against the existing beliefs about nutritious
food. The result shows that nearly 49.4% of urban mothers believed that nutritious food is
essential for c hi lodbe eorovided relgutaidy,| vihéreasa just 28.8% ef dusal t
mothers believed this (p=<.001). Similarly, rural mothers were more lkely (14.7%) than urban
mothers (7.1%) to believe that excessive consumption of nutritious foods by pregnant women
causes difficulty in delivering the (larger) baby. This difference is statistically significant

(p=<.001). Some outcomes, under this variable, are statistically not significgnt (
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Table 4.17: Beliefs on various healthy foods

Beliefs on feeding dairy products and meatnie Frequency (%)

Urban Rural P=Value

(n=296) | (n=228)
Child becomes healthy/strong/active/ 49.4% 28.8% <.001
intelligent/brainy/smart/happy!/ lives long
Gain weight and height 14.9% 10.7% <.05
To increase immunity power/fight against diseases 19.8% 4.6% <.001
To promote good health and create a healthy communil  31.1% 17.0% <.001
Major existing cultural beliefs about nutritious food
Animal products, legumes, honey not consumed s| 15.1% 6.5% <.05
time, causesliarrhoeadysenteryand constipation
Animal products/fruits aréigh-caloriefoods/not given tq  7.8% 9.0% ns
the ill health person or during sickness
Yogurt, icecreams, GLVs, fruits are cold items/cau 21.6% 9.7% <.001
cold/ avoided in winter
Colostrum harmful to children/form opus, toxin, dirty,| 14.1% 10.1% <.05
smelly, squeeze & clean before feeding
Colostrum good for chil 40.8% 30.0% <.05
nutritious, compulsorily need to feed
Mango, jackfruit, lequmes, meat/fish/hot/highly nutritioy  9.4% 5.7% <.05
causdliarrhoea, vomiting, blisters
Ghee/milk makes mothers healthy/prevents from cold 9.5% 4.4% <.05
Never breastfeed/give nutritious foods in front 2.7% 6.7% <.05
strangers, child gets il/spits up on nipples before it
Excessive nutritious food develops il healtf 18.3% 10.5% <.05
undigested/high blood pressure/diabetes
GLVs consumed by the poor & beggars, vl 5.7% 11.3% <.05
community hesitate to feed and eat
Meat avoided on the day of deworming medication 11.3% 3.8% <.001
Milk/fish do not consumeat the same time, it caus{ 6.5% 3.8% ns
leprosy/stinging nettle not cooked in the kitchen
Consuming sweets, iegeam/may get worms/affec{ 11.6% 10.5% ns
teeth/cough and toothache.
Avoid oily, stale, dirty, rotted, readymade, & junk fooq 13.0% 7.4% <.05
child, mother affects by chemicals acalours
Pregnant women ban nutritious foods/inside baby ¢ 7.1% 14.7% <.001
bigger/causes problems /high risk in delivery
Brahmins prohibited chicken, pork, egg, beef, buffa| 7.6% 3.2% <.05
alcohols/lose their caste
Regular/excessive breastfeeding cause weak, ugly, b| 10.1% 5.2% <.05
shrinkage, looking aged/develop breast cancer
Nutritious food essential/provide it regularly 46.8% 29.2% <.001

4.3.8 Beliefs about feeding of colostrum

Table 4.18 showsthat urban mothers have both positve and negative experiences about the
feeding of colostrum, more so than rural mothers. These results were obtained through open
ended questia Respondents from both localties (43.3% and 27.7%) have strong beliefs about
the feeding of colostrum and that it is essential for the-beww babies. Overal, the results are
statistically significant (p=<.001)A similar proportion (11.6%:12:6%) ofhe group of mothers
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from urban and rural feeding colostrum newbornsafter squeezing out and cleaning the yellow
and thick substances which they believed it is a kind of pus, toxic or dirty material. This result is
not statistically significant ns).

Table 4.18: Existing beliefs about feeding colostrum

Exsting keliefs about feeding colostrum Frequency (%)

Urban Rural P=Value
(n=296) | (n=228)

Dirty,form of pus, toxic/squeeze out &ean beforgd 16.8% 10.1% <.05
feedindcausedliarrhoea, vomiting, and constipation

Highly nutritious /good/growth/ immunity power 43.3% 27.7% <.001
Good for child health /squeeze/cleaned before feed| 11.6% 12.6% ns

Never feed to nesdorn: unhealthy/weak in later life 7.4% 4.2% <.05
Lot of fears/tensions /exstingis-beliefs/rumours 7.4% 7.8% ns

Saying good for children but due to poor in pracf 11.1% 4.6% <.05

within own family: health workers /educated famili
of the society
Old people/healers /some health workers discourag| 12.0% 7.3% <.05

4.3.9 Foodrecommendations patterns to children

Table 4.19 showshe results of two variables; the local trend of the recommendation of food to
chidren, and the food those chidren most like or demand. These outcomesaevareedby

using operended questions. Th&end of fast food or readyade food is increasing in both
communities, however, urban mothers provide fast food more than twice as much as the rural
mothers (35.1%:16.8%). Likewise, rice with datead,and porridge are equaly recommended by
both commauities (40.8%: 34.5%). Recommendatiofer meat and dairy products are nearly
double in urban communities as compared with rural (25.2%: 16.2%). On the other hand, chidren
from both localties preferred readyade food items on homemade foods; just 11df%hildren

from urban areas and 3.2% of rural chidren demand huoade foods. Beaten rice and sugar
were demanded by nearly 10% of urban children, whetéagural chidren demanded 0.6%nly.

This result is statisticaly significant (p=<.001). Some ultss under this variable are found

statistically not significant ).
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Table 4.19: Food recommendation by parents and food demand by children

Food items regularly recommended to the child Frequency (%)
Urban Rural P=Value
(n=296) | (n=228)
Fastfeadymade/junk foods: noodles, biscuits, lay| 35.1% 16.8% <.001
crisps, icecream,bourn vitg Horlicks, chyawanpragtc.
Rice with dal/bread/potato/maize/popcorn/fried bel 40.8% 34.5% <.05
porridge Haluwa, Jaulo, Dhindo, Khichadi, Lijo
Rice withsoup of legumes or vegetables and sprouty 21.0% 9.0% <.001
Rice with dairy products 25.2% 16.2% <.05
Rice with meat items 25.8% 16.0% <.05
Food items that child demanded or most liked (food demand)
Fast or readynade food items 26.7% 30.7% <.05
Rice with pulse /vegetables/animal products/fruits 11.1% 3.2% <.05
Beaten rice with sugar 9.9% 0.6% <.001
Nothing 8.8% 9.0% ns

4.3.10 Major barriers to providing nutritious food

Table 4.20shows the major barriers to providing nutritious foachong the urban and rural
mothers. Lack of knowledge, affordability or availabilty, beliefs and time constraints were found
to be the major barriers in both localties. The result also shows that urban mothers have more
problems than rural mothers. Knoddgee about nutritious food is an equal barfier urbanand

rural mothers (10.3%: 8.2%) which is not statistically significant. Poverty, &marcity, and

beliefs are the major barriers for urban mothers, more than rural, due to their busy lves, populous

environment, and people depending on markets. This result is statistically significant (p=<.05) but

variables are statistically not significanihs).

Table 4.20:Major barriers to providing nutritious foods

Main food barriers Frequency (%)
Urban Rural P=Value
(n=296) | (n=228)
Lack of knowledge about nutritious food 10.3% 8.2% ns
Affordability: Poverty / Expensive / No money] 14.1% 6.9% <.05
Availability: Food scarce/ shortage in market | 7.1% 0.4% <.05
Mis-beliefs about nutritious food 4.4% 2.9% ns
No time 6.3% 7.6% ns

4.3.11 Major barriers to obtaining nutritious food

Table 4.21 shows the major barriers respondents encountered in obtaining nutritious foods for

their preschool chidren. This result reflects main difficutties overall in the urban and rural areas.
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The most frequently cited reasons were poverty and manied, pespecially in urban areas
(28.8%: 16.6%). Likewise, the frequencies of citing poor or no knowledge about nutritious food in
the urbanar ea was al most double that in rur al ar e
about nutritious food, it mainlyelates to the #epth knowledge concerning nutrients such as
balanced diet. All the results presented in the table are statistically significant (p=<.05; p=<.001).

Table 4.21:Main barriers to obtaining nutritious foods

Major barriers tayettingnutritious foods Frequency (%)
Urban Rural P=Value
(n=296) | (n=228)
Poverty/expensive/little or no money 28.8% 16.6% <.001
No time/distance 19.1% 1.5% <.001
Poor/no knowledge about nutritious food 28.1% 14.5% <.001
Food scarce/high demand/fresloyganic foods no| 18.5% 10.9% <.05
available/seasonal variation of GLVs and fruits
No purchasingower is giverto mother/woman 10.9% 3.4% <.05
Poor knowledge/negligence on child care, IYCF/ say 15.5% 5.2% <.001
money/ no need felt to provide healthy diets
Not grown or available in the kitchen garden 17.6% 4.0% <.001
Existing beliefs/sociaulture impact 9.0% 4.0% <.05
Big family/Pressure/Conflict 12.4% 6.9% <.05
Reliance on processed foods /chemicals/colourings 24.6% 3.4% <.001
No motherornmne t o take care 7.8% 4.2% <.05

4.3.12 Health seekindpehaviours

Table 4.22 showshealthseekingbehaviours mainly of mothers for their sick chidren, between

ur ban and rur al areas. The data show that ma
and private hospitals (38.5%) whereas, just 13.2% of rural mothers visit clinics and health
institutions. Hove ver , 16% of rur al mot her s attend spi
meagre proportion (1.1%) of mothers from urban areas. In rural areas, 6.1% of chidren stay at
home during sickness, whereas, only 0.4% of urban children remain at home sittkimess In

regard to getting information about nutritious food and a healthy diet, a large proportion of
mothers in urban areas (25.6%) obtained advice from pharmacists and teachers, including spiritual
healers, compared with just 13.2% of rural motheéfbe role of health institutions for health

promotion was greater in urbareas than rural areas (9.2%:1.1%); 18.9% of mothers from urban
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areas attended awareness campaigns, whereas 15.1% mothers from rural areas did. These results

are statistically sigficant (p=<.05; p=<001).

Table 4.22:Health seekingbehaviours

Health seekindgpehaviourdor sick children Frequency (%)
Urban Rural P=Value
(n=296) (n=228)
Doctorso6 clinics/ privat 38.5% 13.2%
Spiritual, traditionahealer/temple/church 1.1% 16.0% <.001
Asha Clinic/ GONESA/Hospital /HP/SHP/Ward 16.4% 8.2%
office
Nowhere 0.4% 6.1%
Mot her s source of i n floodromteedlthycdiet a bo ut n \
Doctors /| Health worker 21.8% 29.2% <.05
Healthinstitutionsward office,Hindu temple Church 9.2% 1.1% <.001
PharmacistHealer, Teacher & Others 25.6% 13.2% <.001
Mother attended awareness campaign 18.9% 15.1% <.05

4.3.13 Mot herso vi ews

Table 4.23 showsthe opinions offered by respondents from both localities on reducing the
problems of undernutriton in the community. These results were obtained byeoged
guestions. The respondents covered the major essential subjects which related to undernutrition
The results show that urban mothers are more proactive than rural mothers. Most of the mothers
gave similar opinions on matters such as policy issues, food supplementation, chid care and
feeding practices. Most of the results are statistically significgp=<.05). But some of the

mot hersodé views are 99.atistically not signific

Table 4.23:0pinions on overcoming Unde rnutrition

Mot hersd6 ideas to solve Frequency (%)
community Urban Rural P=Value
(n=296) | (n=228)
Providefresh healthyfoods to children/mothers regularly| 35.9% 24.4% <.05
Free health services to children/mothers 28.8% 25.4% ns
Awareness/education/training/research/workshop/sen]  30.5% 20.2% <.05
Focus on child care/improve IYCF/changattitudes,| 13.2% 12.2% ns
behaviours /avoid mibeliefs/cultural practices
Review/revise policies 22.3% 21.4% ns
Create/maintain a healthy and hygienic environment 33.0% 25.6% <.05
Introduce supplementation ORS, healthy snack progral] 28.4% 30.3% ns
in theschool and community
Long-term breastfeeding/encourage to fd 28.6% 23.9% <.05
colostrum/proper and regular monitor
Adoption of scientific or modern agriculture systq 35.7% 26.7% <.05
focusing on food security and safety
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4.4 Chaptersummary

This chapter begins with an introduction and descriptions of quantitative results which also
faciltated subheadingsfor clear understanding to the readePximarily, this chapter highlights

rur al and ur ban mot her 6s knowl edge, attitud
recommending barriers including mothersd opini
forms such as overall (table 4.1 to 4.10) and coaipe (table 4.11 to 4.23). In regards to major
barriers to providing nutritious food, 35% of total respondents have said they do not have any
problem to provide healthy food to their chil
on highly nutrious food, there are not any differences found between rural and urban mothers
(Table 4.11). The pictogram assessment shows that rural mothers are found to be poor (2.5%:
4.0%) on identifying healthy foods compared to urban mothéms.general, rural mothes 6
perceptions about poor or nontritious food items were found weaker than urban (Table 4.13).

In the issues around malnutrition signs and symptoms, the rural mothers are seen poor (Table
4.15). In regards to attitudes towards healthy diet, there igrdficant differences observed
(9.5%:3.2%) between rural and urban mothers (Table 4.16). Rural mothers are seen negative in
regard to green leafy vegetables compared to urban (6.5%:12.8%. Some of the results of a
guantitative investigation, which are netrongly associated with the study aim, objectives, and
research questions, are excluded in this section. Food beliefs are more strongly embedded with
rural mothers than urban (Table 4.17). However, rural mothers are also strongly associated with
beliefs @ the feeding of colostrum than the urban (Table 4.18). Urban mothers are broader to
recommendreadymade food than the rural (Table 4.19). Concerning issues around major food
access barriers, affordability occurred by 14.1%: 6.9% between urban and otivatsmwhereas
availabilty accounts 7.1%: 0.4%, but in regards to key barriers #nerao significant differences

seen b entishekefe @ b odu t what i s nutritious; and 6no
4.20). Urban mothers have found broader kndgde in regards to tackling the problems within

their community rather than rural (Table 4.23) where 35.7% of mothers highlighted about the

adaptationof scientific or modern agricutture systems. In regards to issues around health policy,
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longterm breastfeding practice, thentroduction of supplementation, improvement of chid care
and feeding practices, and free health facilties, there diffewence observebdetween rural and
urban groups (Table 4.23). After explaining quantitative outcomes, thewifgjlochapter

describes on qualitative results.
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CHAPTER FIVE: QUALITATIVE RESULTS

5.1. Introduction to qualitative findings

Participants in the focus group discussions (FGDs) were keen to discuss how nutritional status is
maintained in the context of ghisocietywhich type of food needs to be provided regularly that is
primarily related with income of the household. Each of the seven focus groups had different
viewpoints on poverty and healthy diets. In Nepal, the main causes of chid and maternal
undenutrition include poverty, poor maternaducation and food security (Odent, 2011; Acharya
etal.,2016) . The mothersé group for FGD is a <col
who involved in the survey questionnaire (see Chapter 3;seciibn 3.6.1.3). This chapter
outines the FGD results in two sections. The first section presents thedsowmgraphic
characteristics, list of groups and length of discussion, and literacy status of the stakeholders and
section second focuses on the key thergenerated from a thematic analysis of the focus group
discussion data. The following section summarises with demographic characteristics of the

participants.
5.2.Demographicsof focus group participants

This sectionis intended towards providing demoghic detail of the FGD participants (Table 5.1)

before outlining the key qualtative findings textbox 5.1. There were 50 participants (male
33/female 17) actively participated in the focus group discussion. Majority of the participants
were belonging ttHi ndu and aged between 36 and 45 year

and spiritual healersd group was smallest.
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Table 5.1: Demographic of FGD patrticipants

Group identity (no Gender Age Group Ratio Religions
of participants) Male | Female | 25-35 | 36-45| 4655 56-65+ Hindu Buddh/
Christ.
Pharmacists 4 0 1 3 0 0 4 0
Auxliary Nurse 0 7 4 2 1 0 5 2
Midwives (ANMSs)
Spiritual Healers 5 0 0 0 0 5 5 0
Mot her s o 0 7 2 3 1 1 3 4
Health Workers 10 1 3 5 3 0 10 1
Social Workers 9 0 3 2 3 1 9 0
Policy People 5 2 3 3 1 0 7 0
Total 60) 33 17 16 18 9 7 43 7

For the FGD, the researcher composed seven groups of individuals who have been extensively
associated with child health care activities within the study area (Kaski district) andlsare
among the most crucial resources in terms of service providibrthose involved in the FGD

were fairly familiar with the existing resources within the study area and particularly well placed
to explore the major understandings of nutritional problemghe Kaski district, where all seven

FGD were conducted. There were 15 discussion points mainly relating to undernutrition (see
Appendix 4b). Table 5.2 shows information on the group of stakeholders, number of participants
and the time length of discussio

Table 5.2: Focus group discussion participants and length of discussion (August 2012)

Name of the groups Number of participants Length
Pharmacists 4 1% hours
Auxiliary Nurse Midwives 7 1% hours
Spiritual Healers 5 1 hr& 15 mins
Health Workers 11 1% hours
Mothers Group 7 1 hr & five mins
Social Workers 9 1 hr & ten mins
Policy People 7 1 hr & ten mins

Table 5.3 shows the literacy status of focus group participants.

Table 5. 3: Focus grostajus partici pant és l'iteracy
Literacy status Percent (%)
(n=50)
lliterate 8%
Literate 26%
Educated 66%
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Table 5.3 highlights the lteracy percentage of the focus group participants, which elucidates that
around 8% of the participants were iliterate, where 26% were found to be literate and a majority
of the participants were educated whish66% (see Apperx 21). A few participants from the
group of spiritual healers and mothers group were iliterate.

All the FDG participants are directly or indirectly involved in the field of chid health. For
instance, most of the pharmacists have been running theirbaginess for more than 10 years
and supporting those who come to them, with or without prescriptions, for help (Hzreer,

2011) Similarly, t he mot her so group, AN Ms , soci
community, especially chidren and others. Likewise, health workers amblicymakers are
involved directly or indirectly in monitoring and supervising health programmes including
nutriton. The group of policy people was made up of representatives from the Regional Health
Directorate, the Rgional Health Training Centre, the District Publc Healthfic®f the Sub
metropolitan city the SUAHARA (Saddha Santulit Aahar, Hamro Jeevan Rakchhya ko Baliyo
Aadhaal) Project (USAID/Save the Children), NHSSP (Nepal Health Sector Support Programme;
supprted by the UKDFID) and the vaccine surveilance office of WHO. The mothers, spiritual
healers, and ANMs were of low social status vatw-level educational background and financial
position (middle and low status). In contrast, the pharmacists, heatiters, social workers, and
policymakers were of high status and strong in educational qualfications and financial position
(well-off group). The key findings of the FGD wermategorisedinto six themes (Textbox 5.1).
Under each theme or heading the ifigd are presented. The analysis of the focus group
discussions revealed several4dmes which are discussed below under six broad headings:

Textbox 5.1:Key findings from FGD

Themes

Financial issues/poverty
Knowledge/education
Resources:

1 Availability

1 Accessibility

1 Affordability
Policy/strategy
Environment/time/situation
Beliefs and cultural influences

—) —) —

—_—) —) —)
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5.3. Financial issues and poverty

Poverty was the principal theme regarding the maintenance of the nutritional status of households
as well as their children. Financial issues or poverty are also significant barriers to a healthy diet
which is particularly difficult for low-income househals to overcome. Almost all the FGD
respondents were agreed on this issue. In addition to this, poor households cannot buy any healthy
foods and they neither consume it by themselves nor provide into their chidren. The general
agreement on this issue wdst there is no undernutriton among rich households compared with
those who live below the poverty line. In this essence, numerous responses regarding financial
issues could be quoted, but most of them explored are common and similar ideas.

Policy makershad somewhat different opinions regarding the costs associated with existing health
facilties in the area. The Government of Nepal provides free health care services, especially for
chidren and senior citizens. They explored this during the discusSie. participant explained

that:

AHardly any poor people reach this facility be
to poortadakvadak(decoration) compared with private ones. So, the poor people are &igiagted

by private facilities Most of the rural community rarely reach services because of their poor finances.
On the other hand, they are habitua(FDG Pdliayvol ve
People- 1).

The focus grops also agreed that poor healthenvironment paticularly in rural communitiess

a significant cause of undernutrition. Rural communities are often deprived of pure drinking water
and good quality health services and they suffer poor health and hygiene (RSS, 2014). Diarrhoea
is equally prevalentni rural and urban location8esides these, rural households are nearly always

in a financial crisis so they cannot voluntarily create a healthy environment in their locations.

The social workers stressed that a focus on rural areas was likely to bee gostiveway of
controling health and environments including malnutrition. One of the participants from this

group argued that:
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AThe g o \souldfaoows ortrural parts rather than urban. | was surprised to learn about the
Urban Health Policy which has recently been launched in urban areas. It is absolutely unfair to poor
rural communities. Rural people cannot access quality health semmigesod food either mainly due

to financial constraints along with other factors. There is no policy of social capital from which poor
people may get theenefit Even it should beubsidisedand an effective policy on health care and

food supply focusing oanderprivileged groups in the community, wnestly most of them are
unawareofi t . On the other hand, the poor afGD: al wa:
Social Worker - 2).

Poor households from rural comniti@s also cannot afford tose existing health care services to
treat their chidren in case of undernutriton or any other diseases. Moreovehgdiibcare
services generaly are also very expensive for the poor community. Financial issues are also
significantly associated with tntion and prosperity of the people. Most of the FGD participants

expressed similar views on financial issues within the community. One of the mothers from the

group stated that:

il remember those diffi culdgowhanyveas nohableto prbvidp as s e
healthy diets to all my children due to extreme financial problems. They were quancglling, and
demanding the luxurious food items. Now | have already passed the bad days for my children which
hardly afford the health servis@lue to financial problems. Honestly speaking, people have no money
to fill up their stomachs and no (FiGibe tMmtthteirrs
Group - 3).

Rural communities have always been subject to multidimensional povertyis Isetting,a person

or household is frail against insufficient food supply, including lack of nutritious food, as well as
being prone to shortages of other services and goods such as clothing, accommodation,
transportation, and medical requirements.gkmeral, this has direct effects on human happiness

and health. There is always starcity of job opportunities and also low pay in rural locations.

Rural people face a double burden of poor health amdakeconomy.

Most of the FGD participants agreed tthandernutrition is prevalent in rural areas. Dissent was

expressed by one participant of the pharmacist group, who opined that:
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i | n obwmgrvationgenerally rural people seem stronger and healthier than urban people because
they always consume fresh aadjanic food which is hardly possible in urban locations. Urban
communities are always affected by food scarcity and are influenced by (availability of) processed
food items. Urban areas are equipped with advanced facilities but they are populous goid gred

always struggling to escape from unhealthy environments, such as pollution and unhealthy food. |
have found the lifestyle in urban areas is relatively more costly than fitlralpooior disadvantaged

groups move into urban areas due to various joo p p o r t(RGD:iIPhaimacst.- 4).

The ANM group shared their own experiences on the financial burden. One participant hesitantly
shared her personal experience. She stated that:

ATher e ar e eimgfamilninchodingbegen children. So, we hardly eat meat and other
highly luxurious food items becauseneed large quantity which is very difficult to manage in terms

of food distribution and money in such a large family size which creates an unheaitmonment
including conflicts within the family members. | also could not choose healthy food for my children
because of | ack of money. Poor pepED:ANM &Y e no
The health workers discussed how financialiess are major constraints in Nepalese society. They

all agreed on this issue. One of the group members said:

Al remember that househol d |Teas(d erdonvditeogamea)®r r e g
juwaand paid out big amounts of money. He trie¢dwer up the lost money by spending little on

food and health for his family. This is one cause of food deficit within the household. Most of the
(heads of) households are also very much like misers who mostly hesitate to spend money on food and
health cae of household members. This could be one of the strongest reasons for undernutrition
within t he (FG Health Worked-%6). 0

Regarding economic issues, one of the experie:
Al t hink t h eovemaespeciallyaatredt ahildren wéo ape suffering from hunger or poor
diet. The Government of Nepal has no dedicateldfund mainly for the poor and disadvantaged
groups; therefore, there are many people in the community who do visit spirituai¢redibealers.
Households are earning mainly for food, shelter, education for children and health care. All these

costs a lotwhich is a big problem for thiew-incomegroups This groupinvestsonly in theshelter
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food, and health of the family. Poorggde find it very difficult to cover their body and fill up their
stoma@@Fle®: o Mot hefB.6 Group

Spiritual healers are often consulted amongst the middle andndome famiies. They are

trusted by the community and ready to negotiate for their servidesy accept goods or money

and wil barter with staples like rice, rig@ddy, mustard, milet, utkwheat, wheat, and maize.

All FGD participants were agreed on this point and one of the policy people said that:

Al t i s t he thatspiwiualdealsistrustes byshe community and also they are familiar

and active day by day due to th&wv cost rather than private and public health institutions. They

also readily accept goods and barter for their service with crops. We have monitoréttifeution

of free quota which is still poorly understood by the community and they come totloe $erb

through thewrong system which they unsuccessful and they spreaddbativemessage in the
community. It is known that people are still highly trusting of healers rather than doctors. Slum
communities have greatscarcity of money to covertmei b a s i c(FGD:€ePelidysPeople- 8).

A health worker also stateaifew words about this issue:

Al have found many disadvantaged groups of m
spiritual healerds cl i ni c nottwstorcaneobaffonetinetcosboé c a u
treatment at hospitals and clinics. It is also noticed that the healers are so kind to poor and
disadvantaged groups. In regards to a healthy diet, poor people have a difficuktbamaluth
(existence),so, serioudlyh ey t hink to f il up their stomach
(FGD: Health Worker - 9).

Another health worker observed the high cost of medical treatment:

i have observed s e v bwiacbmebouset®lds,theyfioskgto b yhareacy i t s
and then to government health facilities and request free treatment. If they do not get free services in
those facilities then lastly, they visit the healers. Itis a kind of common routine mostly-iottome
groups. Some pharmacistsaaeo ki nd and they provide them fre
history an(@GDlc ldealth Warkeo-1Q). 0

Highlighting t he government 6s progr ammes t o

people expressed that:
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APoverty constraintfoethiseecietpas well as this country. More than 25% of people live

in poverty and reside in remote areas. Transportation is a serious problem for the poor patients here.
They also do not have confidence in health care because moneyhis patyt matter. The government

has announced free health services for these people and circulated (information) to (those) concerned.
Mostly they are found (¢@D: RoticaBeppleal)ay fr om t hi
Adding moreissues orfinance, a socialvorker pronounced that:

APoverty i scadséokunderautriion anal various diseases in our community. People
cannot afford the cost of treatment, cannot get@pereducationand are always under pressure.
Underprivileged cohorts are generallgconomically, socially, physically, as well as mentally
deprived. | have taken a few sick persons who were eligible to get free health care services from the
regionalhospital but there was no free quota left for them to be admitted into the systermolilgy

could not pay the cost of treatment so they ran away frorhalspitaland accessed the service of
spiritua(FGDhSecal Workes ©12).

The ANMs also colected information about the free service system which is being delivered by
the WRH ofPokhara and one added:

AYes, I t hi nk mo n eotheigrewthtohachildrbni ag et as househotds in this
community. Nowadays NGOs/INGOs are supporting the community in many aspects including
financial issues. We could imagine that whe®DE/NGOs (support is) over then what will be the
situation of the people of this area? Haxll they survive without any support? Pokhara,most of

the food items are expensive even compared to the Kathmandu, which creates food shortage mainly in
disadvaitaged householdswhielnet he cause of poor nutRGD:ANM N a mo
- 13).

It can be asserted from the discussion above that, due to the structure of Nepalese society,
underprivieged ethnic groups and Dalits are poor whether in urban or rural locations. In general,
they are of lowsocioeconomicstatus and susceptible to underiiah. There arevariationsin the

Human Development Index among sgrioups of both rural and urban people, particularly based

on caste/ethnicity and region or ecological zone. Ethnic and geographical variation impacts on
peopl ebdbs | if e sstoyshfe drinkisgumatar, usesof t@accoetge of mother at first
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birth, and sanitation, which can contribute to chid and maternal undernutrition. These factors may
be influential regarding childrendéds and women
All the FDG partigpants agreed that mothers of low and middme households could not
provide nutritious foods to their chidren as well as betfértheir famiies due to increasing
financial constraints. They have limited money to purchase the foods their childneinand it

costs more to obtain them. For example, a mother/carer needs to go to the nearest market to get
food, which cost her more money for transportation. {imvome households have limited money

and generally, they buy basic foods with goor nutritious value which are relatively cheaper.

They also include other family members as well as children and there is no special arrangement to
ensure the children receive the more nutritious food. Ultimately financial issues are major barriers
to improving child health in this community. For instance, poverty can also lead to frequent
infections, big size of households, regular pregnancies, and consumption of inadequate food all of

which can cause child undernutrition and malnutrition.
5.4. Knowledge/education/avareness

I n this section, 6knowl edge/ e dai knantledge rof/ naotiveaisr e n e
about undernutrition, as well as common healthy andheaithy foods, and themvailabilty are
highlighte d.

Discussion of this theme mainly aimeéd explore understanding about nutritious foods that are
practisedin the community. What are the cultural or religiongplications of beliefs or taboos

that are strongly rooted in the society? Why do these frequently come into practice in very
systematicbehavioursand yet are also highly diversified into different platforms such as ethnic
groups, castes and religions? They are not always documented, even though they occur very
frequently in society. For example, in one group, colostrum feeding is ewealrand in other
groups, it is rejected. Similarly, poor households do not focus on the condition of chidren,
whereas rich households are highly focused on them and try to tackle their condition urgently.

This variation is definitely due to different I of knowledge. Theabovestated theme
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O0knowl edge/ educ aa hetien Undenstamdiegn &aengsd thei seducated participants
rather than iliterate or literate. For example, a few participanta ohothers group, spiritual
healers and ANMs.

In general, all participants of focugroups have shared their experiences that the level of
awareness about undernutrition to be fairly poor in the communities they serve. This poor level of
nutritonal awareness ishe main factor in continuingbehavious that harm nutritionaktatuses

such as nonexclusive breastfeeding, incorrect chigdeding practices, inadequate diet, and
insufficient rest for women during pregnancy and inadequr@ithseekingbehaviours Most of

the participants also regarded thev level of knowledge as one of the major factors of
undernutrition.

Regarding knowledge of the major factors of undernutrition, one of the participants from the
ANM group, said that:

Al noticed one f ami | y-health most 6SHRhyNg Working aréa, whottad t o
four children. The grandparents always used to recommend them-readiy foods. After a year of
thetime these childrefi three out of foui were diagnosed with undernutrition by the SHP and sadly
one died. After this episodbeyrealisedthat it was due to thieegularfeeding of readynade food to

the children. People of this area have fairly pdarowledge ora healthydiet. It may be due to
poverty and | ow (HGB:\AEM -1d)f educati on. 0O

Knowledge about nutritious food is highly diversified in the district. A few mothers who live in an
urban area, who are educated and belong to rich households, are highly knowledgeable on food
sciences but have poor knowledge on nutritious food prefergmeparation, and preserving the
nutritional value of foods. One of the participants in the policy people group drew on his personal
experience in observing that:

i On e wefghbouysvhois well off and highly educated never buys green vegetablesatsd fr

from the market because of food adulteration. He always grows them in his own garden. | have also
experienced that many mothers from disadvantaged communities do not give priority to child ailments
unless the condition of the child gets worse. Thie tyf knowledge is widepyractisedn Nepal which

is creating big problems is o ¢ i @&Dy; Pobicy People- 15).
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Al the groups were in agreement about underr
level of knowledge. They also indicated thrabst of the issues of undernutrition including dietary
patterns were not the priority of households due to several reasons, such as poverty and poor
knowledge of the nature and effect of tlisease They shared their own experiences and ideas on
healthy diet and the nature of the effects of undernutrition which is caused by neglect. On this
matter, one social worker suggested that:

Aln regard to tackling the existing problem
government must include tipeovision of the human rights to adequate quality of food and better
health facilities in the Constitution; protect land rights, focus on agricultural development,
empowerment of womenequality,and food security. To achieve all of these gdhérequirea

high level of political commitment including standard rules and regulations. The people do not give
priority to undernutrition because of its nature of affect in the body. This community gergpvally

priority to high fever, unconsciousness, major igjor trauma and diseases that present with redness,

high body temperature, swelling, and parFGD: Social Worker - 16).

The group of healerbas shared their own experiences of knowledge of undernutrition and about
child problems which were very different from the other groups. They commented:

NRAt present di seases are prevalent amongst chi
suffeing. People have problems of their own. Honestly speaking people in the community generally
neglect most of t he lowlevelodknaviedgs Kupastsae ia sotasbigdssue t o
if all the people strictly followthe religious rules and téations.Generally,people are displaced

from acultural discipline which is causing an effect on the health of children. The word Kuposhan is

misleading but this condition needsagentvisit to thehospital For this condition, | also used to

advise6 keep the c hi(FGD6SpirituslHealma-d®. f ul | . 0
Regarding child feeding trends, one ol der and
Aln regards to food recommendation, many mothe

only fast or junk foods such as Ch@hau (vai-wai= instant noodles). They do not want to consume

any other recipes except waai. Generally, most of the children do not like to eat homemade foods
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such adito, jaulo, khichadi,halwa, khir and everdal-bhat. But they do not know junk foods are
harmfultoc hi | d r e n ¢F6D: Mathed Grohp. - 8).

Similarly, one of the policy people stated that:

AWor kf orce empower ment i s really highly hel p
policymakerare well aware but middle and grassot level health workers must be trained in the
subject. The practical knowledge of people in the community about undernutrition would help to
identify it early. Much information has been collected of poor knowledgetaimdernutrition. For
example, people with lovgocioeconomicstatus have generally negative attitudes towards
undernutrition due to theow!| e v e | of (FGDoRwuliceRtagpke-.19).

Policy people group realy warmed up on the issue and explored various keeking
behaviars which pertainingto low levels of knowledge about healthy diet. One member of the
group stated that:

ASerious action shoul d bilspiritua kealar, mapractitiomer and u a ¢ k
medicine vendor for the misleading of knowledge in the community in the name of free health services
that are being provided by them. It is absolutely against human rights and illegal actiVhies.
governmenhas aly authorisedskilled and trained professionals to provide care services to needy

¢ o h o (FGB: Padlicy People- 20).

One could arguehat it is misleading for poor and honest villagers by quacks, traditional/spiritual
healers, and other practitioners ig¥h causerisk to life. The sufferers generaly place their full

trust in treatment by those people, whose help delay, them from presentmghatisedhealth
institutions for proper consultation and treatment.

The health wor k e r sdicatiog rpatienns oh imgthelsj dathére dand even
grandparents of chidren as helping to maintain health and hygiene, food preservation, and
improve child feeding practices and the picture of healthy and nourished chidren at all levels.
During the teryea conflict (19962006) many rural people migrated to safe and secure places
within urban areas such as the capital or district headqua(@asnett, 2009) Migrant
communities have strong faith in their traditional beliefs which they carry to their newe.ho

Hence cultural beliefs and food taboos exist equally in city and vilage areas. This low level of
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nutrition education is a key factor in continuibghavioursthat harm nutritionaktatusessuch as

late and improper chid feeding practices, stertn or nonexclusive breastfeeding, inadequate

eating, and rest for women during pregnancy and unsatisfactory health care debkingurs

All the participants from FGD agreed that the level of knowledge on undernutrition and food
behavioursshould be focsed at the community level:

AEducation has a huge powdehaviowrsofithmfuture gemerdatidne Kk n
mainly on healthy diet. Educated mothers play a crucial role in many aspects such as creating a
healthy and hygienic environment iretfamily. Mothers should have good knowledge of child feeding,

child health and caring, sanitation and hygiene and poshigalthseekingbehaviours Mothers of

this community are generally found to have weak knowledge on these. Mostly they folloanaditi

b e | i(leGD:ssPolioy People- 21).

The social wor ker further add eéengacstoon thet chid healilo t h e r
status that:

Al ncreasing educat i on beftemuttitienal status bf the isfancandadult r t s
Education generally is also effective in man)
decision making or womené6és empower ment, i mpr o
girlsé participation i n s crhgnanty. Theatucatedanoteersyof a n d
this society are generally employed in offices and all their children are being cared for by
grandparents, carers, siblings, andfegighboursso the children are poorly cared for by these groups

due to theraditionalor | ow | ev el of k n @@D: Sodig Workern22c hi | d ¢
Regarding national policy about awareness and education focusing on healthy food, one of the
policy people highlighted that:

ALack of knowledge i s a sintgisareg. WNamen ofierahave émitedf  u 1
i npuence over how resources are spent and what
needs of women and children is not adequate, especially in rural areas and in lower income
households. Theknowledge bnutritious food is generally influenced by cultural and religious
beliefs which affect the child health and feeding practices. Even households are still attached to
traditi on@&GD: Polcy Peopleg23)0
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AN Ms , health wor ke rpmrtcipaats) dad simdar kieavs $ éhe galicy pepple
because they work under their guidance and supervision. Social workers and pharmacists were
more critical aboutthe gover nment 6 s existing health servic:
peopl edets. st at

The health wor ker s explored community percep
undernutrition based on their experiences. These health workers mainly work at the district public
health office and are responsidier monitoring and supeising all health programmes including
nutriton. They all agreed that:

APertaining t ounderdulritoa,mastoohthearmbtioetst both educated and poorly
educated, could noecogniset and mostly neglectit, calling it Kuposhan (lack of tutrion) o6 Runc
(crying chil é&@Frightemed)ASdarbre se@asycanditons of malnutrition are termed

as Sukenagnarasmus) and Fukenélevashiorkor). The undernutrition occurs mainly between six
mont hs and two year s o(FGDaHgathWoskard?24).t i s irreve
All the focus group participants, except the spiritual healers, independently voiced simiar
opinions about motheds knowl edge and maj or perceptions
Spiritual healers disagreed with health wor ke
ARunche and Sato Gayeko c ondigdneralintisey are dele toitbet d u «
effectod e v i | s Gbaye(ghos). Inathsdtuation,medication does not work so the child needs to
undergo a spiritual course. Patrticularly it is oniyecessary to sacrifice a Kalo Bhale (black cock) or

Kalo Boka blackbuch which helps to extractdevilsgrhost f r om t he ¢ htimé,dd6s Lk
the child also needs to egaristbhojan (healthy food items) such as animal products, dried fruits,

and f (FGD: SpituabHealer - 25).

Interestingly, the spiritual healer also believed that an idcameeds nutritious food which helps

control undernutriton and wil help the child get better. The health workers, policy people, ANMs
and mot heemphésisedhe paorpcaring systems which stil exist in both urban and rural

households which oftendhere totraditional cultural and religious influences.
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All were concerned that traditional caseeking behaviourduring common childhood illnesses is

a significant factor ofundernutrition status and thisbehaviour is still widely practisedin the
community (Sreeramareddst al.,2006):

AiDue to poor knowl edge of mot hers on child
undernutrition situation has been emerging in our society which is hindering efforts to enhance
national, social and ecamic development. It is very difficult to tackle the problem in Nepal.
However, lack of variety in the diet is a severe problem throughout much of the country. Awareness
about healthy diet amongst t (FED:Rarmdcistr25). wo ul d
Similarly, social workers also anxiously argued about the need for education of the mothers,
including wealthy people

AKnowl edge about child health including di s
componentsfthe communitybasedprogrammedealing with thell health of children. There is a
massivelack of knowledge among mothers agdissrootslevel health workers mainly about
healthy diet, child feeding practices, and child care. They are also strongly influbyeedsting
culturalbelif s or taboos which | adHGD:iSocial Warker-”9 r i ght
A spiritual healer said that:

il have he arpercenbfahidreniaNepalisgufférifgfrom Kuposhan. But | doubt this
(figure) because more than ®@r cenof children who visit my clinic for treatment and advice, mostly

they look very lean and thin, | mean they are Kuposhit (undernourished). Many children from poor
and disadvantaged groups asaffering fronthese conditions. In mnknowledgeijt is due to &ck of
education incl udi nRGD:Sprtual Hehlere 28ary habi ts. o
Similarly, one participant from the group of policy people raised the point that:

AEducated households are also found tGeneralav e | o
they could not balance a healthy diet in their daily meals, such as fat, protein, calcium, iron,
carbohydrate, and vitamins. Thus, their children do not get enough nutrition. Some of the educated
and rich households are also very miserly and do naiégpa healthy food such as meat, eggs, fruits

and gr een ((F@&DgRolicaRebpke-s29).0
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One pharmacist expressed that:

il think there is a big gap of understanding o
a big burden, if we fed our children properly as per the recommendations and by avoiding all the
existing beliefs anthisbeliefsabout nutritious food and keep theild in a healthy environment. So, it

wi | | help to overcome on (RGD:®Peamacistt-80).t i on fr om
Health workers urged awareness or education, includingheaithseeking behaviours among

rich and educated people:

AMost of the rich people of this area, mainly
the health facilities for children and mothers which would help to eliminate all forms of malnutrition
including other health problems. So, this actloelps to build up a healthy society. They should be
aware that the gover n(f6DhHeathdVorkeo-t31)do everythin
The oldest participant from the ANM group volunteered that:

il have been feeding pl ent y withéutknhowing ang nutitodal v e g e
values. When she getmrrhoeg and vomiting after feeding the-salled healthy diets, ineality, it

makes me anxious and createfotof doubts about nutritional value whichay bedue to poor
education. Therefore, mbaf the mothers of this community, barely offeshilokhana (healthy diet)

to children. Consumption of healthy food regularly by children of this area (makes them) become

s i ¢ (KGDOANM - 32).

Another group of FGD participants, the spiritual healerdicised the nutritional value of foods
available in the market:

AAs per my knowl edge, I do not allow my family
the market because these items are nutritionally poor due to the use of valmwsand chemicals

for their benefit. | amvery mudonscious abota nd never buy anytHGDng f r
Spiritual Healer - 33).

Likewise, one of the participants from the group of health workers from the DPHO explained that:

Al have better knowledge on choosing the nutri

my wife as she is not confidémselecting healthy food items from the stores or shops. She also makes
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me confused because her knowledge is stronghemdkecbyreligious matter and existing beliefs or

t a b o (@GD. Health Worker - 34).

Whether, educated, uneducated, or iliterate, people in the district have gquestiomatiedge 6
undernutrition, food consumption, and chid health. Knowledge abotieathy diet and chid
health is moderately shaded by or associated with existing cultural beliefs and taboos. It is also
noted that ethnic cultures and percepbasedevidence are creating wrong information about

food and health. For example, in somemomnities, if a newborn baby suffered from
constipation ordiarrhoeaand vomiting and died soon after being breastfed with colostrum then
this becomes a sort abimour and spreads very quickly in the community. Afthis, no one wil
suggest and encoumagmnothers to offer colostrum to ndwern babies. Such types of incidents
become important information for the ethnic group or community which spreads widely and
produces negative thoughts about nutritious food. Thus, mothers are compelled to thinky seriousl
before offering colostrum to their nelorn. Generaly, there are several food beliefs which are
active in every society and particularly present negative impacts on chid health and diet. These
rumourswhich exist after the occurrences may be true tefdut they become evidenbased
perceptions passefiom generation to generation under the aegis of mothers, grandmothers, and
mothersin-law. These messages nmimours differ between religious clusters and ethnic groups or
castes. In Nepal, there is @muthentic documentation available about the existing food beliefs and
rumours It has also not been noticed that almost all the old people of these communities possess
such types ofrumoursand information which came to them through their previous gemesaas
anecdots. Education plays a vital role in overcoming such kinds of belief. Another unlikely
example, which is very common in the Nepalese community, is not providing dairy products and
meat items together at the satmae to chidrenor even any dmiy member. This belief is stil so
strongly rooted that dishes with dairy products and meat items are barely given to chidren,
pregnant or lactating women, and sick people. The majority of people stil believe that consuming
dairy products and meat iites at the same time causes harm because no one can digest these items

due to their high nutritonal value. Consumption of dairy products and meat items causes of
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diarrhoea dysentery, constipation and vomiting, even loss of life. Unfortunately, there is no
Iiterature available about these rumours and beliefs. Hence this study suggests future action

research mainly focusing on the occurrence of perceptised evidence.

5.5. Resources (availability/accessibility/affordability)

During the FGDsall the participants devoted their attention &xisting health care services and
whether they are basicaly equally available, accessid, affordable or not.The FGD also
concentrated on other factors directly or indirectly associated with healthy food #thatare

issues. There were several quotes evolved under this theme but only the major and most relevant
guotes are presented in this section.

Under t his t he me, t he spiritual heal er s, ANM
were found highlyrelevant and practical rather than any of other groups. This is because these
groups play dual roles as service providers and consumers generaly due to living behind the
poverty line (NLSS, 2011).

The policy people expressed their views on health regssuvehichemphasisedhe legacy of the
tenyear conflict within the country (Devkota and van Teiingen, 2010). This condition is also
one of the major factors responsible for the increased nutritional problem. A typical remark was:
il h ave o bissegaledcil walganerally disturbed the rural health care services and
they were compelled to restrict themselves to safe places for the security of the staff. Additionally,
Kaski district is a highly fertile and higher rainfall area of Nepal. (duaflict) rarely caused food
shortage in this district compared with other districts of Nepal. Within the lasyéges,| have not

heard about a food deficit in this area. But this area s a bit expensive duattutrstfocusedo ar t . 0
(FGD: Policy People- 35).

Members of the group of social workers were seen to be highly excited while discussing issues of
availability, accessibility, and affordability of the resources. THegw on bitter experiencabese

issues whilst serving real clients. Thukistgroup was highly familar with the existing resources,
particular issues of food deficit, healtitare and other relevant subjects. One of the group

members commented that:
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APrivatisation of t hrespdmsivéolirifliencmghe esogrogesbecause itiss h i
outside of government authority and a strong monopoly exists in terms of cost of services which poor
people cannot access and afford. The public health services have faced huge barriers which are
influenced by @shortageoffurd s, heal t h wor k e (FGD: Soaiat Workere36p t e S €
The group of pharmacistas involved quite excitedly in the discussion over resources pertaining

to health and food. Moreover, their discussion was very direct and aggressive as comgaged to
groups of policymakers health wor ker s, A NMs and t he mo
practical experiences with the health infrastructure mainly for rural locations which is important

to improve life expectancies. One of the pharmacists sharecehistiat:

AMai nly i n Nepalthere ara numexcaus ahifdren and adults still dying from seasonal
diseases such as ARljarrhoea fever and the common cold due to poor health (careypet
Knowing these consequences, we are still turning adlbdipe which is a real disappointmeihe
governmenis still facing huge problems of resources even to provide basic health, shelter, education,
and f ood (FG@GD:Rhanapist-e87).0

It was generaly observed that underprivieged communities laneincome groups generally

have poor access to better facilties such as health, education, and food. Therefore, these groups
rely on the traditional and religious customs passed down from generation to generation. This may
be due to limited and urbdocused resources, familiarity with old traditionspsteffectiveness

and their wide acceptance by the majority of the people. The health infrastructure of Nepal is
inadequate particularly in remote parts. In the town andaciyasthere are lots of privateealth
institutions providing quality care but they are comparatively expensive. The disadvantaged and
poor people can hardly access these services. The government is faiing to provide basic health
services to citizens due to lack of sufficient funding.

All the social workers who actively participated in tliscussion concluded with one voice that:
AThere 1 s a huge barrier which is affecting
populations also could increase their wbking if there were good transportation facilities.
Transportation can improve food distribution, propetilisation of health facilities, education

services, and markets which can contribute towled-beingand (help prevent) undernutrition in
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children. In many places of thistrict, the transportation facility is poor and expensive, which the

poor populatoncanar el y &6GD: Socia Warker - 38).

Pertaining to resources for health care services, the group of health workers indicated some
development of health facilties in rural areas of the district:

ANearly 10 or 12 year syaxajable, ndtévenrasingleaAgshaplasalh e a |l t
(pharmacy) at Phedi and Rupatal areas. Now there are plenty of pharmacies, and health clinics,
which are run by health workers, health posts, and-kaalth posts. The people of this area can
access these fatties whenever they require but the poor are still far away from using these facilities,
maybe due to either p ¢FGER: Health Worker 138 c k of educat
All the FGDs accepted that people are stil not coming to access the health faciitdsaneas.

The ANMs and mothers group both raised the same issue regarding poor accessibiity by
malnutrition cases in the remote communities:

ARThere is no facil it yengedarimblrubitior cases, sonlvesetfacibtiés t h e
are not being used particularly by malnourished children. It could be a reason why focused cases are
not assessi nEGDtANK ansl Klathers Greup - 40).

One spiritual healer responded aggressively that:

AThese health prof esgsamndonsult Ussat durebehénd. Altimasely st tha last e d
stage of children, they advise parentsanoraiosi
(spirituality) then take your children to tlthamijhankri (healer) as we cannot do ampo r leath so
surprised at their advice because if the child did not get food for a long time and the doctor just gave
water through a s@alled saline bottle and nothing to eat, certainly the child will die without filling

the stomach. | presumed this condittame aboutdue to tisearcityo f f ood at t he hou
(FGD: Spiritual Healer - 41).

The social workers raised important issues about resources. They explained the real story about
food scarcity within the households. On thebservation,the bus e hol dsd access
food is a less important cause of nutritional status than how food is distributed among members of
the household, mainly to chidren and women. All the members of this group similarly were of the

opinion that:
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AA hierarchy exists in the distribution of foo
within one family is no guarantee that women and children will have adequate consumption and meet
their dietaryneeddecause they alwayshave food shogte due t o various reasoa
(FGD: Social Worker - 42).

The health workers also added more views ordisieibution of food and all equally voiced that:

AThe inferior position of women inwbmenlbiserarda
practices. For children, this hierarchy also influences their intake, depending on the hierarchy of how
the food is shared with children during eating times. It could be one of the possible causes of
undernutrition of children and womeninh i s ¢ o I(F@D: iHeatthyWorker - 43).

The mothersd group saliently expressed their
rural locations. The agreement on this point is represented by the following good example:

AMost of tshmongstpanrhndriehihdudeholds areinfluenced by tradition, culture, and
beliefs which are biggest barriers in sbcietywhere assessment of fobehaviouris urgently

required. We need to think how to get away from this. Food shortage in the househistul very
prevalentin the slum community of this area. Food shortage mhaitslyo labourg r o u (FGD: 0
Mothers Group - 44).

In the summary of opinions regarding resources, all the groups actively presented their own views
and argued healthily buhte s oci al w ogrolkpeandshealthmvrkeinsemers éore vocal

in sharing their opinions on this theme. There were a few dissimiar opinions presented by the
policy peopl e wh o particularly highlighted t
common features of the discussions were particularly poor infrastructure as well asktiog

funds, low socioeconomicstatus, and income of households and low level of awareness about

resources which contribute to raising the conditions of undernatritio
5.6. Policy

In this theme, the debate was focused on the existing health and food policies of Nepal. The
groups of pharmacists and polisglated people were more actively involved than other groups in
the discussion of this theme and they activelytigpated in this debate, by meticulously sharing
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their experiences about the issues. I n contra
not discuss anything about polic@bviously ANMs, mothersgroup and healers have no broad
knowledge about health policy including nutrition because they have stmvioeconomicstatus
(deprived) and are poorly educated (see Appendix 21) as compared to the other groups.
Additionally, ANMs and undertthe dealh dvorkgrs anad policya peeple w o r
in the local health network. Thus, these groups were not very open during the FGD because they
think that their voices might reach to higher authorities and it may affect their jobs. Likewise, the
health workers wre also observed to be silent or digress from the topic when discussing policy
issues becausapparently,they were also stressed to do healthy criticism which associated to the
higher authority and they wil have faced the same situation as ANMs andrenaoup.

A major concern was about the free health care services being provided dpyvéinament The

group of pharmacists were agreed on this subject and stated that:

AAn of ficially free health ¢ amaginplisedgrotipsintha s ma
society butin practice on tlgground,high disparities remain as rich people are getting more benefit

than the poor. Itis documented in the government records that the service has been used by poor and
disadvantaged groups but practicallyt was used by rich andFGpol it
Pharmacist - 45).

A policy for the provision of free healitare services at a MoHP faciity under the district
hospital was progressively introduced, reducing financial barriers to accessin@edsing
utiisation by poor andmarginalisedgroups. However, as just cited, disparites remain as the non
poor benefit more than the poor from such programmes.

In Pokhara,there are many private sector hospitals and laboratory services which areisigoro
operated; with three times, the number of private health laboratories than public sector ones.
Although it has a major role in service delivery, regulation of the private health sector has been
minimal. These private health institutions are still und®mme control from the government

authorities in terms of charges, facilties, and qualy.
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The group of social workers and pharmacists discussed this issue more openly than the rest of the
groups.So in regards to the existing health policy of Nepa¢ ohthe social workers argued that:

Al think the existing health pol isacigtybecause this n ot
policy seems a bit diverted from the underlying causeaist fully dependsn foreign assistance.

There isa big doubtabouts u s t a i n(BAD:i Sodiat WWorker - 46).

Similarly, the pharmacists blamed the current political situaiibthe country and said:

AThe current political sitwuation of the countr
assue social protection to its people. So how can we ensure from this concurrent situation that it is
fairly responsiveo focus on an appropriate policy and impose it? | assume that politically there
should be strong commitment and assurance requiredtcetackl h e under nut(FRGD:t i 0o n
Pharmacist - 47).

On the other hand, the group of policy people highlighted the policy issue that:

AThe existing health policy is able to address
by leading expds. This policy had shown some indication of progress such as achievement of
(Millenium Development Goal) targets, reduction of the malnutrition rate, food security, rate of
breastfeeding practices, and Maternal and Chilglalthcareissues. The local parérs with political
commitment would help to support it vigorouslgFGD: Policy People- 48).

The group of pharmacists noted the major weak points of the existing health faciites and one
member of the group said that:

Aln urban areas, there are unsatisfactory heal
such asmmunisatiorand antenatal care. In the past, there were efforts to develop urban maternal
and child health services. This service should be styoimgposed in all communities which would
generally improve child and maternal healtfFGD: Pharmacist - 49).

The group of social workers pointed out that the human resources of the health sector are always
seen as insufficient. This group fairly evakmtthe human resources management of MoHP. In
addition, all the participants of this group equally agreed on this issue, such as:

AfProbl ems of retention, insufficiency, poor di
of Nepal. Many voicgare coming out from the dissatisfied health workforce which affects the whole
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health care services including quality of care. This is the major drawback of the health sector of

N e p a(FGD:0Social Worker - 50).

During the debate,one of the members ohe policy people group shared a crucial point on human
resources relating to nutrition. He urged that:

AThe count ry shkilledwerkforéceyn pobéicendadth rautrition whicis really lacking.

Qualified human resources do not want to watthegovernment level because of high expectations

of wages where thgovernmentannotfulfiit h e d e (fR@Dn Rolicy People- 51).

Most of the participants from the group of health workers raised the issue of the supply system of
the government and urgedatht should be reviewed and revised urgently such as:

AWe do not receive s upaghtrevehieh hbmperssenviteat ruradgpaltio n a |
centres Delays in supply and budgets are the main constraints tdelieeryof services in health

posts andubhealthposts. It clearly signifies our poor work efficiency and efficacy. Most of the
communities are generally dissatisfied with us
(FGD: Health Worker - 52).

Additionally, one health worker courageously expressed his views:

AThere is huge discrimination within the exist
properly here. There is not any provision for staff motivation with educational and training
opportunities. Honestly speaking the high authority of the health department is engaged in pleasing
the political leaders rather than fulfilling its own responsibilitgF-GD: Health Worker - 53).

The health service providers (ANMs, policy people, healibrkers and mothers; group)
generally indicated poorcoordination between private health institutions and the NGOs/INGOs

who are providing good services in the area. The group of pharmacists and social workers shared
their evaluation of the existing hdaliservices being provided by NGOs/INGOs in the area. On

the other hand, there is a good relationship between private health institutions and NGOs/INGOs.
For example, the Asha Clinic atdONESHA are the best health institutions for children and are
supportel by foreign agenciesGONESHA has been running the Malnutrition Rehabilitation

Centre in the study area.

177



The policyrelated peoplerealisedthat the level of publc awareness in the community is stil
suffering. One of the participants from the same rsaid:

il f ichildcarepraetices are really poorin the society and usually the baby is not fed nutritious
food properly after six months of age. So, the public awareness service should bring change in feeding
pr act (FGDeRolicgPeople- 54).

Another member of policy people group, from the right corner, suddenly remembered the data
which was revealed by the DHS (2011) and added:

A For t uexdusive brgastfeeding rates are progressing frorp&3centto 70per centbut this
proportion isnot muchdifferencebetween theural and urban area whicls 52 per centand 44per
centrespectively. | would request donor groups to support the conduct of more research in the field of
undernutrition which informs us of actual progress and improveim€RGD: Policy People- 55).

The pharmacist group also added about the weak policy on child and maternal health. Provision is
very different between private and public health institutions. The polcy must be the same in both
health arenas. The private hbakector is not following government rules and regulations with
regard to public health issues. There is a lack of supervision and monitoring. For example, the
female staf$ working in government and privaterganisationsare treated differently in termsf

pre- and postnatal facilties.

The group of pharmacists explained that women are really deprived of facilties during delivery of
babies, especially in rural areas. It is more common in poor and disadvantaged groups. One
member of this group stated:

ARThe | adies are unfairly discriminated in the
been seen that the mothers of malnourished children lack ptogedth carebefore and after birth
because most of the time, mothers are expected tagleto family chores, such as workiogthe

farm or the kitchen just after delivery and it affects flealthof the mother and child and their

nut r i (EGDoRharmwacist- 56).

The summary of this debate has addressed the availabilty, accessihiityaffordability of the
resources such as health services and healthy diets which are basic requirements for the

community to avoid undernutritiorBased on theaboverecordedarguments which were explored
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by the key informants, this debate was discusswihly with two groups; one group who fully
comply wi th government 6s rul es, such as A NMs
group and the others who are very independent, such as the pharmacists, spiritual healers and
social workers. The polcy pepl e mainly associated with gover
support and strategies pertaining to control over the undernutrition problem. On the other hand,
other groups pointed out major defects in policy and the strategy which affected the getin tar
groups. Al the groups equally contributed their knowledge based on their experiences to enhance

this theme.

5.7. Environment/time/situation

Almost all the members of all groups were observed to be very active during the debate on this
topic. This tleme generalywas in the existing health care environment including time and
situation of the household members whighclosely associated with food arukalthseeking
behaviours(Sreeramareddet al., 2006).

Under this section environmentrefers to saltation, poor caringbehavioursincluding poor infant

and young child feedindgpehavioursand it is also important to note that a culture of chidbearing

at an early age also gives rise to a high rate of child stunting anbirihwweight babies due to

the low BMI of their mothers. During the FGD, the mothers shared their experiences about
preparing healthy food. Most mothers had similar experiences to the one who said:

Al had great difficulti ehalwaandlgop(@orridge)dor mychildrent i o u s
due to time constraints &n unfavourableenvironment. One child out of three ate theirs but other two

did not even touch it. They always demardealichay lays, andkurkure(junk foods). Nowadays the

fashion of fast fod amongst children is familiar due to various sources of advertisements. | also find it

is very easy to provide these items whsavemy t i me (RGD:weMdt. lbe f5)06 Gr o u ¢
Regarding thenvironment another mother from the group also added that:

A Wh e n litto @nd khiehadi to my children, they gdarrhoea vomiting, and stomacehche.

Since then | did not feed those foods that were disliked by children as well. | usually provide them

ready-madegfoods) which are available at the nearest staoyl it also saves my time. Children are
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always demanding readyade foods because they are influenced bydleeo f me(BGDa . ©
Mot her s 858Group

Generally, rural mothers are observed to maintain poor hygiene and sanitation whie preparing
food for their chidren as well as the family (Christiah al., 2006; Odent, 2011). Very often, this

can be noticed in chidren when they show adverse reactions of indigestion from consuming
homemade food. Most of the chidren reflect this due to their weak intyniand poor
absorption ohigh-calorie foods by their body.

The members of pharmacist group had fairly judged the real condition of chidren and mothers in
the community which have been affectey the traditional food andhealthseekingenvironment.
Existing chid care and feedinpehavioursare found very fragile and mostly depending on
artificial resources mostly in the urban area. The group of pharmacists debated this openly and
one said:

~

i have been observing c hnyidthecity area, (whemt) eflueated i n g
mothers mostly rely on carers or servants for feeding and care of the children. This environment has
been rapidly emerging nowadays. Educated urban mothers have limited time for feeding and caring
fortheirchidrendu e t o e n g a g e(R@GDnRharmiacist-\89.r k . 0

The social workers also very confidently and openly pointed out the realty of existing trends of
the child feeding environment in city and vilage areas. They elaborated it as:

AThe maj or ity are fegularth providng teadgade foods to their chidren. They
say, 60Children I|like these f oofdod. Tha fashionaslhsawiy i t
practisedby mothers in both communities. This environment makes mothers inactive aripgep
healthy food and i nkKGD:eSackaeWorker h6i0)l d mor bi dityo.
The policy people also raised a similar point to the pharmacists. All the participants amongst the
policy people equally voiced the opinion that:

ANowa d ay s-madb a fastoeddetding environment is growing very fast because firstly it is
liked by children secondlythe mother saves her time (by not having) to prepittce halwaand
khichadijaulo (porridge) at home and thirdly fast foods are easily available in thpshdothers are

in high competition on providing for their children. Fast food production and the selling environment
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particularly in South Asia are very different than developed countries, where food production
companies have to comply with particularealand regulations which strictly adherewéh public
health issues, and come with cl| é6D:PalicyPenplanat i on
61).

The health workers fuly elaborated on the effect of #mvironmentleading to undernutrition

from the viewpoint of their experience and said:

A | & bigrahson forundernutritiom our community is created by the poor health environment

due to poor living conditions, poor sanitation, and poor hygiene practicesy lobservation most

child health problems occur due to mistakes of parents and guard@i@D: He alth Worker - 62).

The social workers were actively involved in the discussion about time and environment issues
which indirectly impacted thehealth of chidren. Mostly they raised the same opinions and
recommendations based on their observation while visiting villages:

APoor access to safe drinking water and sani
which associated with acute respiratory ection, skin, and diarrhoeal diseases. Al these
conditions are indirectly | FGX Botgial Woskeru®3der nut r i
One participant from the mothersdé6 group openl
she recalled that

AA long time ago, my household had scarce food
by overrainfall. We could not fill our stomachs for nearly half a year. Because we had no money to
buy food we could hardly feed the children. That resuitteundernutritionproblems in two of my
children, out of five. | will never forget this period in my life. Now modern mothers have also a
scarcityof time in which they are mostly involved in (watching) TV serials, fashion, and imitation of
other women bBout modemization. | wonder how they can be responsible for their new geneayation
(FGD: Mother Group - 64).

Regarding the time and environment themes, one of the ANMs highlighted this and shared her
experience on food shortage with grief and said:

iwhen | was nine years old our family frequent

small brothers and sisters were screaming when they felt hungry. We had nothing to eat in our house.
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My grandfather sold Chandi kéahanasilver ornament) ofny grandmother and he bought a sack of
riceandpl se from t he mBGDKANM -85hd f ed wus. o

The social worker group also elaborated the condition of food scarcity of disadvantaged and poor
famiies in the area. A few participants of the group sthahe condition of food shortages within

their vilage. On several occasions, they personally or institutionally (Red Cross Society) provided
basic foods to people when food was scarce. One of the group members said:

ARThe Dalits of myplemsndaiyaixymonttsagb whioh ocdurrgdrdwe to heavy
rainfall and some of the family members did not find work and they had finished their stored foods.
The whole family including children were left without food for several days. When | knew of this,
instantly | provided food to the children and family members. Llaighese families were supported

by the Red Cross. This type of occurrence is frequently happening in poor and disadvantaged
c o0 mmu n (FGD: Sacial dVorker - 66).

Environmental health ¢luding water, sanitation, waste management, and air qualty are also
considered as determinants of undernutriton (&aial., 2001; Sah,2005). Environmental factors

for good health such as safe water, sanitation, and hygiene remain critical aspectsitoessed

along with undernutrition. These environmental factors are associated with communicable
diseases which are leading causes of chid deaths. Health workers and policy people actively
participated in this debate and made notable recommendatioestinaor the other groups. On this

point both groups confidently voiced that:

AMost of the children in this c¢ ocootordueitotthgpoari e du
environment . 't can be cont (FGD: Policg Pebpierara tiealth a p p r

Worker - 67).

5.8. Food beliefs

All the participants of the FGDs were actively involved in tlebateunder this theme. Spiritual
healers were very assertive during the debate on beliefs and taboos gulictmeaked group
was relatvely less interested inthis issue followed by the pharmacist group. All the participants

from each group presented negative and positive beliefs mainly albuesltay diet. Food beliefs
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particularly, associated with chidren, whether positive or negative, are strongly embedded in
Nepalese society and are routingyactisedby every householdRegardingthe promotion and

support of the food beliefs, the mothers andicsemomen in the households are to be blamed. In
addition, religious people such as healers/shamans, priests, monks and pastors including existing
traditional environment are also supporting the food beliefs in this community. Some unfortunate
event or in@ent that occurred within a household or community after certain food items were
consumed also helps to create the negative beliefs about food. For example, the majority of
mothers of this society do not give pomegranates to chidren because they betrweses
constipation. This is an example of percepbased evidence in the community.

The beliefs or misbeliefs about nutritious food might have been continuoystctised mainly

from the Ayurvedic and Unani eras and they are stil actively embeiddatil ethnic groups as

well (Stone, 1976; Storer, 1977; Subedi, 2002). Wdmg theyso strongly rooted in Nepalese
society? The first reason feat going back nearly two decades; the health care system was much
more focused on urban areas, mostly theit@lagities/towns, and district headquarters. For the
remote and vilageareas,spiritual healers Jhankrig and herbal remedieslgdibuti) were the

only healthcareoptions. Nowadays, even after tHevelopmeniof the healthcaresystem of Nepal,

most peple stil have trust inspiritual healers. It is mainly due tmliefs because people feel that

they were made sick by devis such Beksi and Bhut and they go to healerand use herbs
extensively. Shamans or healers are also ptlctising numerous bé@fs including with foods.

They have been continuously and staunchly supportive of this system as it is their main business,
and they perpetuate superstitions in the society. Thus, these beliefs are stil deeply rooted in
Nepalese custom and tradition (Stanet al.,2 00 6 ; Odent , 2011) . The h
the publicds beliefs abreasonthefeeisastiltsbopeafar ¢hosedwho e r s ¢
believe in healers and who are poor and uneducated. Things are improving and will chalyge slo

for the better in future:

il also read some news about undernutrition wh

prevalence of undernutrition is also found in weff households. So, it made me a bit confused that
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undernutrition is not de to poverty or lack of money. | felt it is associated with flo@ldaviours The
communityalsothinkst hat obese or overweight c@EGD:8oci@dn ar e
Worker - 68).

The mot hersé group shared tniseonceptiors xapoatrfdodk and e s
eating needs of pregnant women which are widespread and varied across ethnic groups

AMy knowl edge waestingheaithy foods e.g. daryyaodutts, dry fruits etc. with
combining meat items that caused harmtadren or anyone who consumed them together. But now |
believed that it really caused harm. Because | had seen a few cases who had got vomiting and
diarrhoeaby eating fish fry, ric@udding,and some fruits ghe sameaime. | think it is more harmful

to children. So, by seeing this, | am highly scared to counsel the people to eat dairy products and meat
items atthe samd¢ i me . Even | coul dnét mubgeasheemedbngt a
(FGD: Mothers Group - 69).

The mot her s 6 ageri®o fampiiariamd trustadeby thad wdmen and they share all their
health issues. So, they are also respected within the poor and less educated community. A
mot hersé group member added that:

AMany families, around my woegnantwogenaaroed foodlwd | i ev
make delivery difficult, so they even reduce the amount of food once they notice the pregnancy. Thus, |
have observed that many pregnant women(F@GD e bei
Mot her s 870Gr oup

The health workers, pharmacists, and social workers also expressed similar views. Overall focus
group participants shared their experiences about the status of healthy chidren at a community
level. Obese or overweight chidren are believed to be healtligrenn andlow weight babies

signify the poor socioeconomic status of the households in this soc@the experienced social

worker highlighted that:

Aln remote parts of Kaski,yoghit eggs, GLVsgnd some fruissu b e r
are awided while pregnant due to fear of miscarriages. Some ethnic groups believed that these food
items can cause harmto the unborn baby and pregnant women are also likely to get common colds

and stomach problems which harm the baby. | also heard that inthbspme doctors are also
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advising women to avoid foods in some sort of conditions. | think these misconceptions generally came
out from some of the Hi n@GD: Social Wokerutl)es and f il
One mot her f rom t hare usiogtcbhneplensedtary gvitamiu packetswdistobuted

by the DPHO, cited:

i have three children, for the first two, | a
of misconceptions existed about healthy food. Duringhird time | was pregnant,did have a
nutritious enough diet which caused a big problem during delivery due to the big size of the baby.
There are numerous negative beliefs which are associated mainly with children, women, and sick
people; even | coul dF @:t Mcetmeenww/®d Grheup (al |l ) .
Only policy people, pharmacists, and health workers were found to distinguish the cultural impact
and foodbehaviour of community people. Policy people argued that:

ACul tural issues have abehdviow Rogd hahipaadpractioes argp e o p |
closely associated with the typical fdmehavioursof particular groups of people or cultures which

follow codes of conduct in relation to food choice, cooking methods and eating and including
frequency of meals, time (ofe al s) and (PGDrPolicyoPeopls-i73.e . 0

According to traditional Nepalese -culture, food is divided into hot and cold items. Spiritual
healers expressed their views on consumption of fruits and green vegetables during winter
especialy by chicen and mothers:

NRnGreen | eafy v e gesduadflcaddandahildienand preghast wamereor lactating
mothers should not eat them. They cause addadnachachediarrhoea and vomiting. Poor people

have always been deprivedg#rnishfood. They have to wait for special occasions to get healthy
food. Therefore; we advised them to sacrifice black bucks, cock, and pigs and so on. The main motive
to advise this is téulfil their nutritional regimes. Thus, this way the sick child and his jacahsume

meat andfulfilt hei r nut r i((RGD:GSprritudl Heralere s . 0

Similarly, the mothersé group members agreed
AWe have heard from the community people that
certain fruits, vegetablesand animal products during the treatment period. Fstance children are

banned from consuming meat items after taking deworming medicine; aubergine/eggplant is banned
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during postoperativeeare. We are always confused on how to advise people in the community on a
healthydiet because doctors, health workers and pharmacists, and spiritual healers contradict each
ot hdrGDd: Mot hef7o6 Group

ANMs sharedheir experience about existingisconceptions, such as:

AiSome communities believe that green | eafy veg
SoO OWe are not cooki n gitchenTaererare sewesiaf nysconoemiens abbut e s
food in this community. Theref@rmost of the mothers avoid feeding of colostrum and-teng
breastfeeding which they learn from the older women of their households. | think Hindu texts, some
Dharmik (religious) films, and TV serials are also generally responsible for existing fdod leef s . 0
(FGD: ANM - 76).

Beliefs abouta healthy diet are very prevalent in the study population and in Nepal which was
retrieved from the FGD.Generally, iliterate people have astrong negative perception about
healthy foods. Besides this, educated peaple also highly influenced by the social constructions

and religious beliefs which contradictions betwdealthy and nutritious foods.

There are several storiesgrdinciationsand examples of gossip about the signs and symptoms of
undernutriton. Some e por t it is due to sin in a past (I
in the past. Unfortunately, there is a lack of published information about this. This issue is also
very serious in the context of social norms and values:

il t h i n KukeRasanccFbkenas are not a disease because there are not any severe signs such
as swelling, redness, hotness, and pain seen. But the child is always guanglling and does not

want to eat except readlyade foods. These sympt@ns being emergeddomwitchcraftor devil eyes
(bhutpret, boks) which are preventing and discouraging to children from good health and
development, and also, they are being prevented from healthy diets such as breastfeeding including
colostrum, maintain &ealthyenvirorment and etc. | do not think that crying aqurrelling is some

sort of disease. These are a kind of sin from the past life or curse from the god which caused them to
be born in a poor family and unhe a(FGD piriwah vi r on

Healer- 77).
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According to the social workers, the food beliefs which are stil common in this society and being
practisedby the mothers in every household. The social worlarphasisedhe need for an
awareness programme on infant and young chid feeding including healthy food preparation
which would address the beliefs of a range of people who influence the mother, including
husband, iHaws, elders, other relatives, and community mersb One of the very active social
workers who mainly worked at the Hipeer education programme of the Red Cross expressed
that:

AFood belief is a very peculiar soci al stigm
generation and is strongly rootedor attached to the religion. It has been observed that the beliefs
(positive or negative) are generally transferred into the new generation and thus travel through
traditional culture, religion, and literature which angractisedby individuals, ethnigroups, and

society. Mothers and mothens-law are seen more dynamic in transferring traditional cultures
including foodbehaviours Some points from Hindu texts, some religious films, and TV serials are also

f uel | i QFED: Bdtial Worker - 78).

A health worker voiced the opinion that:

AThere is much gossip in the society abomut ob
green vegetables and fruits to children and pregnant women. It is even rooted in my family and
sometimes it creates fagniconflict due to disagreement with my parents over food beliefs. | am
surprised that the obese or overweight children exeognisedas healthy by this community. |
consider that some Hindu texts, religious films, and TV serials (Hindi version) ars@lgsoes of
knowledge about food belieds(FGD: Health Worker - 79).

One of the oldest me mb e r s egperence Aned maimobsdvagiaonss 6 g r
about beliefs which are beingactisedon a daily basis at tHaouseholdleveland said that:

Aln our community, old people especially are g
regards to the dietary pattern generafiynphasisetbr children, pregnantvomen and sick people.
Religious books and some Hindi films are also equally responsible for carryinigeth@viourfrom
generation t(FoGDOye nveortahtei r&NO. 0Gr o up

An ANM explained her own bad experiences which she had faced during her pregnancy:
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Aln my first and second pr egna Rrelawosconsumptivaos ¢ o
foods before and after delivery. Consequently, | was completely banned from consuming green
vegetables, fruits and some dairy products and meat items besteiselieved that those food items

may harm my baby. It seemed that she W& mor e
ANM - 81).

One of the participants from the group of policy people recalled food beliefs from his childhood:

A My gr and ohtotsdyene that yoa should not eat cow milk and meat at the same time or
consecutively as that may cause leprosy. | was very curious particularly abottefoadoursduring

my childhood and al ways stood agaermggidancegndgr ann
have always been very strong. | have had not ever taken even a single tablet. Educated individuals
should take a stand accordingly against the food beliefs. This will help to scrap theeMeoymn
househol d i nFGB:Pslity®eople-82). me . 0

The pharmacist group also had different experiences regarding beliefs. One expressed his views
angrily and stated that:

il do not rely on all the existing cultural be
my parents includig my mother and fathen-law- principally on food choices and feeding habits
including aselectiorof food. | am also against tteacrifice of black ducks, cocks, and whatever. But |

am highly concerned with these religious matters. | could not changp ey e comcepds,
particularly on f @GO Pharhaocist<88). and habits. o

Policy people have wider experiences and gathered information on food beliefs from different
areas of Nepal because they have visited many parts of Nepal during thieie sEmiod. One
participant raised the issue that:

Al can honestly say that the believers are pro
it is strongly enrooted. Nobody wants to escape fromthis. | find really it is very hard to alhaotfiai.

be incited by some Hindu texts and ®GDtBalicyr el i g
People- 84).

Another member of the group of policy people highlighted existing cultural beliefs saying that:
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Al am quite ag adespsdallyaboutfodaemaviouss sod was krewni ashhucho
manchhe(irritable person) within my village but | do not care at all. | have been trying to raise
awareness on the subject with the more intelligent people of the community and they do not hear me,
particularly on foocdbehaviours cultural and religious matterddore people still follow Hindu texts in

the community which i nsi s {FGD: Rolidy Rempte-8)e i ng mor e
The groups also discussed the paseimgof traditional beliefs from one generation to the next.
How do the cultures obehaviou shift to the new generation and who was taking the major part in
this? There was &vely debate on this point. It was very difficult to conclude because almost all
the participants were followers of the Hindu religion and held strongly enrooted citliefs

about food. On the other hand, the majority of the focus group respondents, besides the spiritual
heal er s, were agreed on the foll owii#ndaw ar¢ at e mq
associated with the exchange of customs and cafowindghe beliefs, whether it is positive or
negative, from generation to generation. During the debate, the spiritual healers were more
agitated because they are significantly associated with the beliefs. This may be due to their low
level of educational stas. They also appeared a bit frightened to discuss religious and cultural
matters more openly because if their views should reach the community it may have a negative
impact on their profession.

Beliefs and attitudes concerning breastfeeding were alsociased with cultural and traditional
beliefs. Most of the female participants showed considerable interest in breastfeeding and felt that
breast mik was better for the chid than any artificial food and supplementation. A typical
comment was:

il t heastiekdindis highly effective for children. My motirefaw and mother taught me the
importance of breastfeeding and colostrum because there kxteo&rumoursabout breastfeeding
around this society. My mother and mothedaw neveristen tothe fact about breastfeeding and
colostrum practices and confronted either.

associated with longerm breastfeeding in the past. She is still beautiful and heafiR¢gD: ANM -

86).
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The mot her s @Gcistg,rsocialpworkers,haad puolcy people also debated that traditional
and cultural beliefs about healthy foods were not always being advocated in the community. Most
of the health issues pertaining to mothers and ¢taldith are not being clearly commioated by

the health workers and even by the senior members of households. In addition, policy people
noted that:

AMostly people of this area want to imitate th
behaviourdut they failed due to the poeconomiaground. Poorly educated and poor people are

strong followers of cultural and religious beliefs. Even when they migrate to any new places in this
world, they retain the same attitudes. They also carry out thesédrad and culturalbehavioursat

t he new(FeD: Bdioy Beople- 87).

An ANM shared her own experiences with existing beliefs on breastfeeding which she faced
during her preand postnatal periods. She said that:

Al breastf ed rhyeeyedrsiandde idstll healthy. But nowadays most of the mothers
just stop breastfeeding even earlier than six months. It may be due to the condition of the mothers and
several existing misconceptionsramoursabout breastfeeding and colostrum. Thasaoursreally

are discouraging to us. Colostrum s regarded as a form of pus, toxic, and a harmful substance by
society. Theseumoursar e strongly embedded in every moth
promoted generally by senior women of thewomn i t y and (HIDnAWNM -8Bk xt s. 0
Social workers in this area observe the hebéhavioursand attitudes of community people are
commonly associated with old traditions apdactised continuously. Some of the cultures or
traditions represent nega beliefs which alsovary from one community and another or one

ethnic group and another. All the groups presented similar opinions on this point, but the group of
spiritual healers differed because their profession is strongly attached to religiorecpiel lpave

high faith in them due to religion. One of the participants of the group of social workers said:
ASeveral mothers, eit hercomuunityanetstd disitingrhealerseTlisi c at e
community still has huge faith in them, witlyh compliance. Thus | can confidently say that the
healers, seniorwomen, and religious people are generally responsible for endorsing the traditional

cultures including mis c(lGD:.cSec@ltWorgem-s89).i n t hi s com
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The group of policy peple was too guarded to confess to the existence of cultural or traditional
norms and values of society which are strongly associated with religion. Thus, there are many
negative and positive beliefs about healthy diets which help to increase nutritional prdtiemys.

are fuly aware ofthis. One of the membersf this group stressed that:

Al think we <c¢annot bebaviaursgf @eopldoxermghtiwhich is deeydiffiautt d
work and it might take a long time. These are many issues andiiffieyfromone society and
another society. There are so many delicate issues attached to beliefs, such as an obese child being
known as healthy by this community, and old people also avoid daily physical activities. So, it needs to
seriously focus on this scenarithe needassessment would be the first step on this. Alfitet; the

problems can be solvetl(FGD: Policy People- 90).

With regard to healthseeking behaviour systems, most of the participants had similar views
except the spiritual healers. Most groupsre able to propose possible reasons for the poor (not)
accessing available health services in the area, but they also discussed cost, timesl thfe
awareness of t he household or right decision
ANMs, and social workers discussetiealthseeking behaviour from different angles and
expressed their experiences more openly. But the group of spiritual healers was muted and
expressed that:

AExi sting health institutions are ultifately c
andPichas(spiritual conditions). Thus, people are knocking on our doors because all the mothers
care about their children and want to escape fronyttablems as soon as possible. We are honest,
kind, and more familiar with the commu@GDhy and
Spiritual Healer i 91).

ANMs and mothersd group members were Vvery O0pE
healthseeking behavioursand beliefs. They expressed that the main trouble commonly faced by
mothers in the case of a sick chid was that mothers are compelszhtaall the problems and

they suffer stress and fatigue as a result. They want to escape from the problem as soon as
possible and thus wil choose a quick course for the treatment of their children. It is also noted

that some sick chidren have recoveraiter eating the meat of sacrificed birds or animals. This
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means sick chidren may be getting their nutritive requirement by eating the meat. The group of
ANMs also decisively gave similar reasons faalthseekingbehaviourthat includes the use of a

heal er 6s services as:

AAbsolutely al/ the mothers would not access
community environment indicated it. And sharing of the positive outcomes by women after visiting the
healerdés cliniadcaétsd bsesilsesl ¢eh&sn ser vices in
positive outcomes after visiting of heal er so
sacrifice (FGD: ANMW-9Phal s . O

The mot her sé group c oulhr di goriseholdbehavioudaspeciallysdsriegd t h e
the sickness of a chid. They agreed that most mothers wait for the child to recover by itself and

later they also make a quick visit to a healer and wait for some days. If the chid does not get

better it is oly then that they think to go to existing health institutions. If they do not have enough

money then the child stays at home. One of th
il have heard a |l ot of voices fr oghomeavisitgatmpt her
clusters when, honestly speaking, the children

message mainly on medication and dietFGwhi ch
Mot her s 693Group

Just after this remarknaot h e r participant from the motherso
AiMany parents in the village complain that (ad
by health workers or healers, so they perceive that both have similar knowledigis aratter. Even

the doctors focused more than the healers on eating patterns during sickissesally,| also
become confused and irri t(r@Gk:d Mo tthe Td3d)c t @rrosubp f
The mot her s o group and Amdtvwss have peerr mant@ining $ome t |
traditional breastfeeding practices including the eating of special foods by lactating mothers, even
after migrated to the urban area. According to their information, the rural mothers are still
recommending some Ayurvedi poti ons and solids to the baby
respondent s had reported eating O6special f ood

including foods such aghiu-bhat soup of celery seedghiu-chaky sutkeri ausadhiand meat
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soup, especially mutton (from the leg and head). It varies depending on ethnic groups and their
culture. For example, mothers do not breastfeed unless the baby cries. It is strongly believed that a
screaming child is hungry. In some ethgioups they give Janmaghuti (herbal medicine) to the

baby in the first few weeks or month of life in the belief that it helps with digestion and prevents
vomiting, diarrhoeddysentery and also helps to keep the baby healthy. The mothers believed that

the breas mik is heavy for babies and they cannot digest it easiyaumaghuti helps baby to

digest the breast mi | k. On the other hand, tf
for this reason. It was noted that the retention of cultural bdiiedisd a gener ally pos
on breastfeeding practices. There was some r
which did not necessarily yt with Nepalese op

healthy by this community. So,eliefs are strongly associated with food patterns which affect
food frequency and preferences of chidren. This creates problems of undernutriton amongst

chidren and women of the Kaski district.

5.9. Chapter summary

All the groups were equally involveld the discussion and explored very interesting issues in the
debate. Discussion subjects particularly relate to dbexmunity or househal environments or
situation andmainly influencing the provision of a healthy diet to children.

In regards to food Hefs, the senior citizens, mainly the females of the community, and Hindu
texts and fims were generaly blamed for influencing fdmehaviour and patterns of societal
behaviour The group of spiritual healers was mdesourabletowards religious matterthan the

other groups. The healers explained the rationale for sacrificing animals as a pragmatic means to
fufi t he patientds nutrient requirements.

I n this society, di sadvantaged and |l owly educ
housholds. In general, all the groups found some tendency to uphold and practice food beliefs

even though they viewed them both equaly positively and negatively (Acharya, 2013).
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The focus group discussions gathered crucialdepth information around undestntion
problems. According tothe focus group analysis financial issues (povewgs the central factor

for the high prevalence rate of undernutriton. However, the focus group concluded that the
knowl edge and e d lara areassociatedf wh ohild t hbadthr dieselopment and

mot her s 6 hdaltheedkingbemaliours Further, the focus group data revealed that local
resources are another component fueling undernutrition. Food scarcity, limited education, and
poor health service uptake in the study populaton are perceived as big challenges. The
environment, time, ahfinancial restraints are also challenging factors on food rexadthseeking
behaviour especially for lowly educated and disadvantaged groups. However, the focus groups
highlighted policies and strategies which are stidiufficient to tackle the undeutrition problem

at a community JIlevel. The O0beliefs and cultu
cultural and religious norms and values playing a pivotal role in food recommendations and
healthseekingbehaviour Many key findings that cameub of the focus group analysis link to the
iterature and require further investigation. The FGDs have addressed the research questions and
objectives (see 2.13.& 2.13.2) of this thesis. Finally, this assessment has covered the literature

gaps which codl not found in the lterature.

194



CHAPTER SIX: DISCUSSION

6.1 Introduction

This chapter discusses the mix@eéthods findings regarding maternal nutritional beliefs and
atttudes towards nutritious food for rural and urban presewmil childrenlin this chapter, the
guantitative findings are compared and contrasted with the qualtative outcomes and the broader
iterature. It is divided into eight sections: (1) knowledge about healthy food; (2) beliefs: (a) food
beliefs or misconceptions; (b) beliefs abdueastfeeding and colostrum; (3) attitudes; (4) child
feeding practices, food insecurity and barriers; (®althseeking behaviours and culture; (6)

mot hersoé Vviews; (7) strengths and weaknesses
The thesis has identified important gaps in literature pertaining to food kealthseeking
behaviouralforms (Subbaet al., 2008). It extensively added new knowledge to the literature
(Appendix 10). The quantitative and qualtative findings have been summaegedatel (see

Chapters 4 and 5).
6.2 Knowledge about healthy food

This study has evaluated the abilty of mothers to recognize healthy food and its importance for
their childrenoés heal th (Appoh and Krekling,
(Aldridge andLevine, 200) as pictographs (Norman, 1990; Barragtsal., 2013), structured and
openended surveyguestions and FGDs (Asfaw, 2008cheampong and Haldeman, 2013he
results associated with mothersd knowledge at
and the research questions (Sections 223.3.2).

The qguantitative dat a demonstrated t hat rur
remarkably porer than in urban areas, as found elsewhere (Onta, 2003; Adhikari, A2 fya

et al., 2015; Acharyaet al., 2016) Surprisingly, it has been identified that urban mothers are more
reactive to food beliefs than rural mothers (Sah, 2005). However, naiatogesults were

perceived to be poor between rural and urban mothers, whereas just owbirdomé mothers
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were educated oliterate (see Tables 4.2, 4:4112). Interestingly, rural and urban mothers had
similar views about highly nutritious food itenfsee Table 4.13) (Onta, 2003; Sulddaal., 2008;
Shrestha, 2015). There was not any difference regarding knowledge in the identification of the
weight of chidren, and signs and symptoms of malnutrition (GBSal., 2006; Odent, 2011,
Pokharelet al.,2013) between both groups of mothers (see Tables#41B).

Surprisingly, the results showed that more thantbind of the group of mothers were not able to
select healthy food from a grocery store, whereas only 7% were incorrect in pictograph
assessmenfTable 4.4). It is more likely that poverty stops women from buying healthy food for
their children (Atkinson, 1987; Antony and Laxmaiah, 2008) than their knowledge per se (Barton,
2001). Fur t her mor e, the mother sd kno wlheegdogeey storé s el
(Bandura, 1977; 1986) and pictographs assessment showed that there is neither a statistically
significant difference between urban and rural mothers (T4BR) nor is the lteracy status of the
respondents significantly different (TabK.2). However, the pictogram assessment (Bareins

al., 2013) has shown that mothers were sufficiently skiledrerognising healthy food items
(Norman, 1990; HameeAnttia et al., 2004). There may be several influencing factors such as
sociocultural gender or religious issues (Appendix 10) emerged (Pradhan Malla, 2000;eSudo
al., 2005; Adhikari, 2010; Achary&t al., 2016) however, mothers became very emotional during
the assessment that lead to a poor outcome (Hakettla et al.,2004; Barronst al.,2013).
Interestingly, the majority of mothers (81%) described the following as items of healthy food:
meat, dairy products, fruits and juices, legumes, sprouts and sBapsr$tein, 1999) They
regarded those food products as highly nutritiboisd items (Bandura, 1977; 1986; Sah, 2005;
Christian et al., 2006). However, a small group of mothers from the same locality had given
negative views (Aunger, 2000) about dried fruits and staples, as they tagged them as low or non
nutritious food items (@ble 4.4). It could because staple foods are not recognized as healthy food
items in some communities (Sah 2005; Achaeyaal., 2015). A small percentage of mothers were
found to have poor knowledge in recognising -natritious food items (Acharyat al, 2015)

because they indicated that animal products (6%), green vegetables (12%), dried vegetables (12%)
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and wid vegetables (13%) are food items low in nutrition (Table 4.4). It may be because such
findings are a result of the responses provided berdle) siblings, relatives areighbourswho

were also included in the study (Acheampong and Haldeman, 2013). These findings also obtained
from mothers who were only just 16 years old and with a low ssmmomomic status (SES)
(Agarwal 1990; Ahmedcet al.,2000; Lamsal, 2014).

Dried fruits were also marked as low nutritious food (9%) items and not given to chidren to eat
although some people ate them regularly (B&tein, 1999; Arzoaqucet al., 2015). Dried fruits

are mostly used in religious fummis, whereas in some communities, people beleved that green
leafy, dried and wid vegetables are generaly consumed bystlatus people or beggars
(Christian et al., 2006; Nilofer et al., 2013), so they marked them as Joar nonnutritious foods

(Table 4.4). It was also noted that healthy food items are expensive and of limited availability
(Christian et al., 2006; Acharya, 2013; Ellahi, 2014). There were noticeable disagreements about
highly nutritious food items (Table 4.4). Surprisingly, the majodfy mothers (70%) regarded
carbohydratesich food items also as newtritious food (Table 4.4) (Christiaet al., 2006;
Adhikari, 2010). Similar responses were also observed from urban and rural mothers (Table 4.13).
Considering t he omutire they @o npteseem ¢ophaive celiaBle knowledge of
nutritional values in carbohydrateh food (Buniket al., 2006; Carrigaret al., 2006; Khanalet

al., 2016).

The comparative results (Table 4.11) also showed that there was no significargndif found
between urban and rural mothers in regard to knowledge about highly nutritious food, but there
were major differences imecognisingthe nutritional value of certain food items such as dried
fruit and porridge (Niloferet al., 2013). Rural mdters counted dried fruits as low in nutritional
value, whereas urban mothers felt porridge was of poor value because they did not count it as a
nutritious food item (Subedi 2002; A&t al., 2005; Drewnowski 2005; Khanadt al., 2016).
Similarly, rur al mot hersé viewpoints were foul
(Sah 2005; Christiaet al., 2006; Adhikari 2010; Acharyat al., 2015), than urban mothers (Table

4.11).
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Regarding mot her sd ktnandvheght gfechideet, dhe tresults Istowedvthat g h
72% of the mothers had good knowledge, but only 21% were incapable of recognizing that the
main reason for normal weight (Dancer and Rammohan, 2009; eYaal., 2013) was due to
nutritous food (Table 4.5)Similarly, there was no significant difference observed between urban
and rur al mot hersé opinions about nor mal and
children, the focus group participants offered additional insights. They all stateddlautrition

in chidren was not considered as a disease (Dugstakel., 1979; Shankaet al., 2006; NPAN

2007; Pokharelet al., 2009, Adhikari 2010). The community generally associated the following
terms with malnutrition: crying chid (Runche Lagekyp frightened (Satoegayekd, marasmus
(Sukenap and kwashiorkor(Fukena$ (see Defintion no. 25 & 26 on pg. XXIV) (Adhikari,
2010). These conditions were tackled differently by society (Section 5.4) and they rarely sought
medical advice or help for them t¢(Be, 1976; Sudebi, 1999; 2000; 200Zler and Krawinkel,

2005. These terms of malnutrition are very commonly used in Nepalese society which believe
that theseconditions (Section 5.4) are solely associated with devils; due to which, children with
these conditons are taken to the spiritual or traditional healers rather than health institutions
(Table 4.22) for treatment (Stone, 1976; 1986; Miler, 1979; Shakya, 2006; Adhikari, 2010).

This thesis findingshowed that a large group of mothers (77%) wesenarkably poor in
identifying malnutrition by its actual signs and symptorMiilier and Krawinkel, 2005 Pakpour

et al., 2011; Saaka, 2014; Acharyt al., 2015). Nearly half of the group of mothers identified

that weight is a significant sign of malnutit, but on averag&0% of the total group of mothers

could not recognize malnutrition conditions by signs and symptoms (Table 4.6) (Pakpalr

2011; Saaka, 2014). The comparative result shows that the group of urban mothers had a better
abiity to identify symptoms of malnutriion when a chid has low weight, compared to the
awareness of rural mothers on this topic (Sah, 2005). Similarly, urban mothers have better
knowledge about and ability to define the reasons for the abnormal weight of chidtemetie
associated with malnutrition (Saaka, 2014) (Table 4.14). Urban mothers were seen to be more

knowledgeable than rural mothers in identifying malnutrition by observing signs and symptoms,
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which was statistically significant (Table 4.15) (Pakpetrd., 2011; Patel and Kubde, 2014). The

study found that nearly otrehi r d of the total respondent s h
weight (Nolla et al., 2014; Saaka, 20145imilarly, nearly a quarter of all respondents were well
aware that chidren hang normal weight was due to consuming nutritious food, whilst more than

half of the respondents claimed it was due to medicines and gjulddare by their mothers

(Antony and Laxmaiah, 2008; Saaka, 2014). On the other hand, a large proportion of the group
disliked exploring the reasons that could exp
issues that were associated with their prestige and value in society (Pekpby2011; Patel and
Kubde, 2014) . Ur ban and t determinihg namoal veeght of &chidiem o wl €
was not statistically significant (38.4%:34.0%), but in regards to determining low weight, urban
mothers were more knowledgeable than rural (9.0%:4.0%) (Table 4.14) (Atkinson, 1987; Antony
and Laxmaiah, 2008; Pakpoat al.,2011; Saaka, 2014).

Correspondingly, t he FGD results al so descri
(Section 5.4). At the time of the FGD, a mother who was working as an ANM, expressed her lack

of confidence in determining the nutritional value of fruits and greeyetables, which she had

been providing her own chid with regularly (Section 5.4, FGD: Al (Atkinson, 1987;

Antony and Laxmaiah, 2008; Shookeit al., 2011). Most of the key informants of the FGD
strongly agreed that a neoet dnueial éosponentsothrat canl gag a a n d
significant part in overcoming malnutrition in society. They also negatively criticized food
fashion trends, artfficial lifestyles, and tiggnce in chidcare which are very common in most
households, whether they are rich or poor, educated or literate (Skoakk, 2011; BizaZepro,

2015) (Section 5.4).

This thesisalso showed that health workers in the study area were also partly seen to be lacking in
the abilty toexplain the importance of healthy food to these mothers (Table 4.6) (Murphy, 2011).

In the context of a developing country like Nepal, health workers were stil distinctly poor in
delivering dietary suggestions because they were mostly bound by strdiignethand religious

norms and values (Stone, 1976; 1986; Subedi, 1999; Murphy, 2011). Knowledge about a healthy
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diet appears to be better in higskome countries (Murphy, 2011). For example, mainly due to
advice to cancer patients from health workemsmf developed countries like the UK, the latter

have a much wider knowledge than those from developing nations (Murphy, 2011).

Shrimpton and Ghimire (2012) assessed the nutrition capacity of communities and local
governments through muftiector nutrition programmes in Nepal and found that most people
could not identify malnutrition as being undesirable or as a harmful condition at all (Padtpour

al., 2011; Shookriet al., 201). They also revealed that 80% of district and vilage committees and
community groups thought malnutriion was a problem (UNICEF, 2013). With regards to
malnutrition, this thesis also agreed with Shrimpton and Ghimire (2012) because the group of
mothers did not think malnutrition was a problem because they linked it with otheredisesdiser

than malnutrition (Acharyaet al., 2015); far less perceived it to be a critical condition (Shoskri

al., 2011; Shrimptom and Ghimire, 2012This thesis further found that less than 5% of those had
knowledge about malnutrition, micronutrientefitiencies and obesity (Shrimpton and Ghimire,
2012; Mayet al., 2013; UNICEF, 2013. Drewnowski (2005) had also categorized low and high
nutritious food items in his study. Hence, this thesis also explored simiar results as explored by
Drewnowski (2005)in regard to knowledge of mothers to recognize high and low nutritious food
tems.

Appoh and Krekling (2006) revealed that a <ch
practice, which in turn is assoctioastded Batont h a
(2001) reminds the reader t hat healthy feedi:/
and experience, as well as on the availability, affordabilty, and accessibiity of food. With regard
to Appoh and Kr ekI| ensgaboat feddingBpaactices aré similasttis dhesis m

finding (Tables 4.44.6, 4.9, 4.144.15, 4.204.21).

Dancer and Rammohan (2009) showed that a mott
nutrition of children, mainly for girls in the Terarem of southern Nepal (Sah, 2005; 2007; Sluik

et al., 2019 . Thi s t hesi s al so confir med t hat a mo

nutritious foods, is strongly associated with
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(Sluik et al, 2015). Concerningpasic knowledge of food patterns, it is highly controversial within
ethnic groups because each group has different subjective opinions and views regarding the same
type of food due to their particular cultural values and norms (Crald,; Desmett al., 2015).

This thesis observed that in some aspects of recommending food, mothers are very confused and
uncomfortable, and as a result are also incapable of making correct decisions on the selection of
food (Tables 4.16, 4.120, 4.22) (Gisonet al., 1998; Devkotaet al., 2012; Acharyeet al., 2016).

This may be due to the influence of diversified views which occurred during the chid sickness
(Appendix 10).

However, Pokhareét al., (2009; 2013) also pointed out that poor knowledge abeuntral health

care is a serious issue in Nepalese society and is one of the major barriers to developing and
maintaining good health. The FAO and WFP (2007) cited that some households in rural areas
often suffer not just economically but socialy. Theyvéalimited reliable knowledge regarding
nutrition, appropriate hygiene and caring practices (NPAN, 2007; Dancer and Rammohan, 2009;
Shookri et al., 2011), and their views regarding gender divisions within the household @udo

al., 2005), where women arplaced in an underprivieged position compared with men further
aggravate this position (FAO and WFP, 2007; Simkhataal., 2010; Adhikari, 2013). In this

study, the FGD participants such as ANM, Healtorkerand Mot her sé groups,
issuesaround the domains of gender, inequalty and empowerment which are strongly supported
by findings from FAO and WFP (2007) and Pokhaedl.,(2013).

Many studies (e.g. Caldwel, 1979; Subedi, 2002; 2@4h, 2005; Sudet al., 2005; Acharyaet

al., 2015; 2016) have shown that chidren are genenayfi-nourishedwhere the majority of
mothers are found to be literate (Barton, 2001). Educated mothers are more likely to learn relevant
information about t he chil dodoss hedeaelntef i f 8r anhte
(Simkhadaet al., 2010; Adhikari, 2010; 2012). Literate or educated mothers can play active roles

in alleviating the influence of cultural beliefs and taboos (Stone, 1976; Colile, 2008; Tamang

and Brown, 2010).
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Acharya (2000@a nd Mar mo't (2007) stated that a mother
of nutritional consequence at the family level since a major reason for malnutrition is simply poor
knowledge about the determinants that contribute to good nutrition. dRegarg a mot he
knowledge, an outcome of research from thissisis also very similar to a study conducted by
Marmot (2007). According to the Nepal Demographic Health Survey (2006), children of iliterate
mothers are more likely to be underweight thaidien of other (more literate) groups. Thus, an
association between mothersd education and nt
several deficiency consequences (MoHP, 2007). The major marginal effects of improvements in
education are lkgl to be found in the mountain regions where the malnutriton rate among
chidren is onehird lower for women with primarevel education than for those with no
education (NDHS, 2006; MoHP, 2007). Considering the results of this thesis regarding child
feeding frequencies and practices, healfeking behaviours food recommendatign and
knowledge (see Tables 443%5), there were many inconsistencies observed about what constitutes

a healthy diet (Adhikari, 2010; Johnse al., 2012). Abovementioned restd were influenced by

mot hersé poor k n bealthsedkipgissuas which are dontraverslal in the context

study population.

In general, thisthesis detected that urban mothers were found to be more efficient in food
recommendation, food sefmn, communicating, feeding and chid care, including meal
preparation, compared to rural mothers (see Tables441B] 4.16, 4.19, 4.21 & 3.22; Sections
5.45.5, 5.75.8) (Marmot, 2007; BezneKerr et al., 2008; Pokharekt al., 2009; Johnsoret al.,

2012).

Onta (2003) conducted a narrative survey, S u |
focusing on knowledgepractices and coverage of théealthcarefacilties, particularly on child

and maternal nutrition issues by interviewing 300 motlw#r€-23 monthsold children in the far

western region of Nepal. He reported that the knowledge of mothers (84%) about the signs and
symptoms of children ilnesses that require prompt medical services was slightly higher in the

Brahmin and Chhetri caste than Tharu and Dalits (Sudet al., 2005; Bishwakarma, 2009). The
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Tharu and Dalits ethnic groups are lowly educated living in rural areas with low SES (WFP,
2009). This thesis has shown the same outcome (see Tables 4.1 and 4.2; Sectidgh&335

where this thesis employed a larger size (n=524) -& years old aged mothers than the sample
used by Onta (2003). Furthermore, Onta (2003) demonstrated that most (91.7%) motmets did
know about a healthy diet (super flour) which was available in the community. Onta (2003) stated
that nearly 62% of the mothers were m@avare of the weight and height of tihechidren even

after the chid reached the age of 4 months whereas ne&@dy @d8mothers were aware of
childrenods il Il nesses when t hey 2810)0%mlahd Onmat i n ¢
(2003) further found that nearly 35% of the group of mothers provide less than usual foods to the
sick child but more to drink (38%)rhe findings of Onta (2003) are similar to the findings of this
thesis around issues of t he mot hersdé knowl ed
chidren (see Table 4.4, 4-#215; Section 5.4). However, the knowledge of mothers about
healthy det may depend upon the traditons and beliefs of households and the lteracy of mothers
which is stil provocative (Sah, 2005; Christiat al.,2006; Adhikari, 2010).

With regard to knowledge of nutritious food, Christiah al., (2006) showed that thenajority

group of mothers had poor knowledge which was generaly compounded by cultural and religious
norms and values in the Sarlahi district of Nep@lristian et al, (2006) examined the foed
related beliefs and practices mainly related to reducingl fowake during the pregnancy.
Apparently, Christiaret al, (2006) observed that the foecelated beliefs and practices influenced
womenos knowa educedintake sofuleathy food during pregnancy. For issue around
the knowledge and recommendatigractices, Christianet al, (2006) and this thesis have
obtained similar findings such as mothl@ontrol over on food recommendations underfive

chidren (see Tables 448, 4.164.18; Sections 5-5.5, 5.75.8) whereas pregnant women
reduced foodntake themselves (Sah, 2005; Elahi, 2014).

However, both studies have the same concepts whie recommending healthy food to their children
that theylearnt during pregnancy and lactating conditions (Sah, 2005; $udd., 2005; Shrestha,

2015; Acharyaet al., 2016). Thus, thisthesise val uat ed mot thae nfleedcedkfood wl e d

203



recommendationsto children in the urban and rural area of Kaski district of Nepal whereas
Christian et al., (2006) examined the tendency of mothers particularly during pregnancy in the
rural terrain of Nepal (Odent, 2011; Acharya, 20I¥)e author of this thesis has a disagreement
on Christianet al, (2006) because educated and lterate mothers are strangled with the
existing cultural and religious norms and values (see Tables4dl@7and itis very hard them to

get rid of from these norms and values (Stone, 1976; Adhikari, 2010; Spector, 2013). Literally,
mothers of this study population, have to paisorily follow the rules and regulations of their
community (Adhikari, 2010; Arzoaquoi et al, 2015; BizaZepro, 2015). There is a strong
association between community and culture and religion (Odent, 2011; Acharya, 2013). On the
other hand, study timeaarget groups, study methods and geographical location were different than
in mostofthek ey |l iterature (see Appendix 22heath Thus,

seekingbehavioursare stil very traditional (Christiaret al, 2006; Odent, 2011).

6.3 Beliefs

This section explores in detail foodlated beliefs (Upreti and MillerBoker, 2010 Subedi,

2010; Acharya, 2013; Acharyet al., 2017) amongst mothers of both urban and rural communities
of the study population (Fishbein and Ajzen, 1973).also describes the social and cultural
sensitivites about lonterm breastfeeding and colostrum (Odent, 2011) which is strongly
influenced by misconceptions (Wastial.,2011; Acharyeet al.,2017).

Shakya (2006) examined traditional food and heddtiefs in the Nepali community. Food
classification was associated with cultural practices and religious norms and values which differ
from one ethnic group and religion to another. Shakya (2006) highlighted that food beliefs and
practices are strongly ssciated with rituals and festivals and often seasons and the environment
(Stone, 1976; 1986; Christiaet al., 2006; Acharya, 2013Acharyaet al., 2017. This association

goes beyond the availabiity and access to foods and to particular meaning aesl thaluare
tradttionally constructed (Radt al., 2001; Sudcet al., 2005). Shakya also argued that some of the

beliefs are crucial, even offered ideas for current understanding, and others are basicaly accepted
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without apparent meaning or value. Withgaed to food and health beliefs, the mimdthods
approach in this thesis found the same results fromntbéhers when responding to multiple
factors particularly knowledge, and belefs about healthy diet including breastfeeding and
colostrum (see Tabled.4, 4.74.8, 4.114.13, 4.164.18; Sections 5.4, 55.8). However, there

stil remains a need for further investigation in the field of cultural beliefs and practices for
developing critical and holistic understanding about food and its implicationscHiat health
because food beliefs and taboos are strongly rooted in this community (Odent 2011; Acharya
2013; Karkeeet al., 2014; Acharya et al., 2017). The next Sections (6.34.3.2) outline the
association with beliefs about healthy food, leegn breastfeeding and its misconceptions

including cultural and religious influences.
6.3.1 Food beliefs or misconceptions

This section defines existing positive and negative -fedated beliefs which are strongly
embedded within cultures and customs (Shakya 2006; Subedi PQit6fi and MullerBoker

201Q Acharya, 2013). Foodeliefs including cultural influences were strimgmbedded at all

levels, ethnic groups, and religion in the study population (Shakya, 2006; eudb, 2005;

Adhikari, 2010). Mothers have stih strong association with food beliefs (Adhikari, 2010;
Acharya, 2013).

For beliefs about nutritious foodhe majority of the group of mothers (71%) presented high
confidence t hat healthy foods, including col
growth and development (Contentd al., 1988; Kakuteet al., 2005; Odent, 2011; Adhikari,

2012) (see @ble 4.7; Section 5.8).

Food beliefs were reflected in some of the results of thissis such as mot he
recommendation patterns (see Tables 4.7, and 4.19), -seaking behaviours (Table 4.6, and

4.22), attitudes (Table 4.6, and 4.12) and diielding practices (Table 4.5; Section 5.8) (Johnson

et al., 2011; Acharya, 2013; Karkeet al., 2014). The chid feeding frequency (Table 4.5)
appeared to be very inconsistent due to food beliefs (Lewis, 1994; Acharya, 2013; Aehalya

2017).
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Surprsingly, more than onéfth of respondents were stil not providing several nutritionally rich
foods to their chidren (see Tables 4.7 and 4.17) because they believed them to cause diarrhoea,
dysentery, and vomiting or constipation due to a poor digesysem (Sibekoet al., 2005;

Adkiakri, 2010; Acharya, 2013)Similar to the results of several studies (i.e. Raial., 2001;

Kakute et al., 2005; Sah, 2005; Christiagt al., 2006; Adhikari, 2010; Chapagain, 2014; Karkete

al., 2015), this thesis also evealed that urban mothers have more positive beliefs regarding
healthy food whereas rural mothers have more negative ones (Table 4.17). Nedoyrinef
respondents have negative perceptions about colostrum, and a similar proportion of the group of
mathers stil have strong faith in food beliefs which they apply in their daily practice (Tables 4.7,
4.17-4.18) (Odent, 2011).

Moreover, this thesis discovered that nearly-smth of the group of mothers were not providing
animal products including meatems and fruits to sick chidren (D'Souza, 200Burthermore,

they believed that sick children cannot digest these foods; this caused harm to their health (Tables
4.7 and 4.17). In regard to negative beliefs, only a small group of mothers agree tti¢ &

and nutritious food should not be fed to chidren in front of strangers, whereas a significant
number of the mothers did not agree (Tables448] (Kakuteet al., 2005; BezneKerr et al.,

2008; Khanakt al.,2016).

Acharya (2013) explored thgpatients undergoing postoperative care have a strong association
with food beliefs. The patients mostly avoid certain food items duringgpasttive care whilst

health professionals also counsel patients particularly about diet during hospital stags thed

time of discharge (D'Souza, 2003; Shakya, 2006). For example, yogurt, meat items, sour items
such as lime, tomato and etc., some fruits and vegetables are not recommended for those with a
high fever; nor are brinjal, fish and honey for patients eongoing minor or major surgeries
(Shakya, 2006; Subedi, 2010; Ulak al., 2012; Acharya, 2013). Thithesis obtained that the
majority of the mothersdé6 attitudes were o0cCccCuUf
5.8) mainly from the following mvironments: patients counseling system, Ayurvedic and Yunani

medi c al practices, healerb6s practice and mult
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by existing cultural and religious environments (Simkhadaal., 2010; Acharya, 2013; Ellahi

2014; Acharya, 2015; Acharyat al.,2016; 2017).

Focus group participants of this thesis also explored food beliefs. Some FGD members mentioned
that generally doctors provided prand postoperativeounselingalong with guidance on dietary
patterns $ection 5.8) and the practice of various groups such as Ayurvedic, healers/shamans and
religious groups (Acharya, 2013). For example, for the initial few weeks, patients who had
cataract surgery are made aware about hard and chewable foods such ashmieatesit dried

fruits including nuts, betel nuts, dry dates, popcorn, roasted chickpeas and peas which believed
that these food habits may effect on the operated eyes (&trdda 2003; Acharya, 2013).

In addition, FGD participants indicated that peopk this society are also influenced by food
beliefs which arelearnt from cultural and religious ethics (Section 5). These are also transferred
from reading Hindu texts, watching religious fims and TV serials (Khare and Rao, 1986; Biza
Zepro, 2015). Foodbeliefs are also varied based on ethnicities and religions (Stone, 1976; Storer,
1977; Telushkin, 2009; Spector, 2013). For example, meat items, alcohol, garlc, onions,
aubergines and many more items are totally prohibited during religious events stieh faseral
ceremony, Shraddha (the annual commemorative ceremony honour of deceased family
members) and?ooja (Rudri, Purar) (Culture of Nepal, 1994). This is similar in Brahmin and
Chhetri ethnicities whereas it is found to be quite different in the Janajati ethnic group even
though they belong to the Hindu religion (Daledlal., 2002; Purnel, 2009Telushkin, 2009). In

Nepal, foodrelated beliefs are also disseminated anénirced by traditions and rituals (Stone,
1976; 1986; Aunger, 2000).

The researcher of this thesis, who is from Nepal, also remembers his own chidhood life which
was embedded with numerous food bslieinder the guidance of his mother and grandmothers
(BeznerKerr et al.,, 2008; Subedi, 2010Upreti and MdullerBoker, 201). For example, the
researcher 6s mot her strongly believed (Purnel
would help to kep away various aiments, especially those concerning the stomach and digestive

system (Drewnowsket al., 2005; Handzo, 2009; Telushkin, 2009; Alonso, 2015). Similarly, the
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resear cher drevergalloweu dhe @dtitg eofr dairy products aneat temsat the same

tme (D'Souza, 2003; Bezn&err et al., 2008). Her main motivationwas to prevent the
researcher from experiencing sevatiarrhoea dysentery, and vomiting, or leprosy (Stone, 1976;
Pool, 1987; Acharya, 2012; Spector, 2013). The researaBer has noted that most Asian and
African communities based in the UK are living under their own religious norms and values. So,
by having food beliefs, they celebrate their own festivals and rituals in the UK, thus, they are
strongly embedded with own kures and religions (Dunet al., 2005; Ellahi, 2014). However, in
regards to food beliefs, the present research perceived similar results as detailed above; the
mothers were stillpractising the same cultural beliefs in this society (Christien al., 2006;

Subedi, 2010; Ellahi, 2014).

As seen in a study by Nizami and Bhutta (2008), the notions of food beliefs came from Ayurvedic
or old Greek systems of medicine. Consequently, Greek ideas about the classification of food
tems and aiments are widespreashd intensely embedded amongst the overall population
(Kleisiaris et al., 2014). All peoplein the society, includinghonmoeopathsand doctors, utiize the
theory of cold and hot food beliefs when considering diseases (Stone, 1976; Cétistlar2006;

Shakya, 2006; Subedi, 201Qjpreti and MullerBoker, 201(. Belief and faith in classified food

items, such as the cold and hot effects of diet, is widespread in most parts of the globe (Stone,
1976; Miller, 1979; Purnel, 2009). According to Inaet al., (2003), the origin of this theory
begins in the 5th century BC in the work of Hippocrates whilst in India; this belief appears as
early as the 2nd century BC. It is widespread in most of the religious groups regarding what kind
of food can and cannot be samed (MayeiRochow, 2009). Simiarly, Buddhists are commonly
vegetarians but most of them eat certain meat, whereas Hindus are often vegetarians who do not
consume meat items due to their strict food beliefs (M&gahow, 2009).

Similarly, Ellahi (2014) revealed that food beliefs or misconceptions commonly exist amongst
South Asian communities in the UK, particularly with regard to food and héeltaviours
(Ingram et al., 2003). Colding and Folke (1997) noted that when specific taboos are considered to

be given by God and hence play a considerable role in the religious or cultural belief system.
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Ingold (1994) and MeyeRochow (2009) added that it is usually seen as part of a larger plan to
protect the followers and defend them against evil. In effeegd circumstances set in motion an
unchallenged negative impression about colostrum which is widespread amongst rural and urban
mothers of Nepal (Table 4.18; Section 5.8) (Sah, 2005; Odent, 2011). These phenomena,
however, have been poorly defined by tings literature (Christiaret al., 2006; Shakkya, 2006;
Subedi, 2010).

Biza-Zepro (2015) stated that it is commonplace for the youngest and weakest chidren to be at
an additonal disadvantage in family food sharing in some conservative cultures in Ethiopia.
According to MayetRochow (2009), taboos indicate fairly well ursteod social rules that
regulate humanbehaviour Mostly, a taboo bans an individual from doing something which is
prohibited by members of the society who regard it as inappropriate or unacceptable.

Every society has its own values, norms, beliefs, customs and practices regarding health, diseases
and intake of food (Christiaret al., 2006; Shakya, 2006Upreti and MullerBoker, 2010.
Concerning food beliefsStirrat and Pfaffenderge(1983) revealedthat in Sri Lankan culture,
people believed that oily foods are considered to be chosen by the demons. Therefore, eating fried
and oily foods by women during menstruation causes such a girl to become extra susceptible to
evil influences $tirrat and Pfaffederger, 1988 In regard to food beliefs, this thesis also found
same perceptions (Section 5.8) as discussed above. Most of thispepudgtionfits in one of

two generations, the new (below 40 years of age) and old (over 40 years), who generaly
contradict each other about food and healdekingbehaviours(Christianet al., 2006; Acharya,

2013). These two generations are embedded with food beliefs including cultural and religious
misconceptions and generaly, they are responsible to transfer it fnemtao other generation
(Astin, 1998; Inamet al., 2003; Ingramet al., 2003; Acharya, 2013). Besides this, religious
institutions  (churchesmosques and temples), senior citizens and some medical practitioners
(Ayurvedic, Yunani, Traditional/Spirtual Hé&a and Quack)and health professionals are also to

be blamed (Stone, 1976; Miler, 1979; Shan&aal.,2006; Nizami and Bhutta, 2008).
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On the other hand, the religious texts of Hindus, Muslims, and Christians, as well as religious
films (Indian and Urd) and some TV serials (Nepali, Hindi or Urdu) are also partially responsible
for this (Korda and Itani, 2011; Seher, 2012; Rannamets, 2015). Traditional societies often focus
narrowly on traditional medicine (Novella, 2012; George al., 2013). If any coplications
occurred in an individual by consuming any healthy foods, it wil rapidly spread @aci.,

2010) negative impact of the healthy food within the community (ShaB®@2; Shakya?2006)

and thus, an individual case wil become an eviddyasel rumour which wil only further
become the notion that the particular healthy food wil be banktiN&h 2009; Dredze 2012).

For example, if the chid geta running nose after consuming a banana or any fruits during the
winter, this issue becomes virafithin this community. Consequently, chidren are not allowed to
take fruits during the winter (Acharya, 2013; Ellahi, 2014). This thesis marked engrained
negative or positive beliefs about what is and is not nutritious food (Lobstein and Daviesin2008.
Nepal, foodrelated beliefs were highly diversified across the various ethnic groups (Ketkatie

2005; Shakya2006 Biza-Zeprq 2015; Acharyeetal., 2017).

Mothersin-law and mothers of pregnant women are imposing restrictions on certain food items
such as green leafy vegetables, fruits, and some staples for chidren and/or pregnant and lactating
women (Sharma and Kanani, 2006; BezKerr et al., 2008; Madhl et al., 2009). Moreover,
mothers and motheis-law have shared bad experiences about colostrum (Odent, 2011); whereas
health workers are encouraging it for feeding (Sharma and Kanani, 2006). Ulimately, new
mothers do not use it because they are obligedollow the injunctions and guidance of their
mothers and yet have to increasingly consider the different perspective of health workers, hence
multiple opinions have developed which make mothers confused (see Appendix 10). Storer
(1977) andShatensteinand Ghadirian (1998have also shown that in some communites some
mothers avoid providing an excessively healthy diet to pregnant women because they believed
that inside the body the baby gets bigger and mothers wil have difficulty in giving birth
(Chrigian et al., 2006; Daset al., 2013). However, most of the study population use some form of

food classification (see Appendix 14) under the cultural beliefs regarding suitable or unsuitable
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foods for those in special physiological states (Stone, 1976Gd§W002; 2010; Acharya, 2013).
Based on cultural beliefs, certain foods are considered inappropriate for women, infants, children,
pregnant or lactatihg women, the sick and the elderly (Chrigiaml., 2006; Shakya, 2006;
Acharya, 2018 The concept ofcold and hot diets is relatively common in Nephalt the
standards for categorizing food as cold and hot (see Appendix 14) are not clear because they are
not based on scientific principles or logic (Stone, 1976; Christiaal.,2006; Shakya, 2006).

Jmba et al., (2003) and Shankegt al., (2006) have mentioned dietary patterns associated cultural
norms and commonly prescribed by Tibetan/ spiritual healers throughout Nepal (Stone, 1976;
Poudyalet al., 2005; Kloos, 2008). These practices are also ontbeoEncouraging factors of food
beliefs (Aryal, 2014) in Nepal. Beliefs have an impact on food selection, planning, distribution
and ingestion which exist in one form or another in virtually all human cultures (Shakya, 2006;
Subedi, 2010). Furthermore,etle are several causes and effects of dietary taboos. In numerous
cultures, dietary rules and consumption have been guided by religious and spiritual sources as
well as the considerations and factors which attach to both (Stone, 1976; Storer, 1977;, Shankar
2006; Kloos, 2008). Some food taboos have been created to protect individual health, with certain
items prohibited because they are thought to make a person unhealthy (Kloos, 2008). Research
conducted by Nizami and Bhutta (2008) and Magechow (2009) lBo delineated simiar
notions about foodelated beliefs.

The spiritual and traditional supporters or advocators usualy are Hindu (Subedi, 1999; Tamang
and Broom, 2010) thus in the rural areas of Nepal, many traditional beliefs continue to exist; for
exa mpl e, |l eprosy is believed to be caused by
(Acharya, 2012). Thus, some mothers stil beleve that the condition of malnutrition (Abuiakar

al., 2011) is also not due to lack of food or poor recommendatiohealthy food, but due to
devil 6s eyes and witchcraft ( Dunn, 2015; Evart
and rural localities of this study suggested that there is no significant difference in food beliefs
(Table 4.17) (BareBtein, 1999; @ristian et al., 2006; Subedi, 2010) because most of the

respondents were formerly the rural residersyden, 2001;Gurung, 2001;Bhagat, 2005) who
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had migrated to urban areéBasnett, 2009; Koehlegt al., 2009; Upreti andMiller-Boker, 2010.
Therefoe, their fooerelated beliefs and practicesere stil based on their original rural culture,
albeit in a different setting (Ahmeet al.,2003; Ali et al.,2005; Dunn, 2015; Evans, 2015).

Acharya (2013) measured the food belief and practices among q@@dtop patients particularly
during the postoperative period in various departments of teaching hospitals of Kathmandu city.
The findings of this were very interesting as almost all respondents (89%) had strong food beliefs.
Furthermore, the key food suds potato, fish, egg, ginger, meat, garlic, onion, and pulses
avoided by the postoperative patients (Stone, 1976). The patients believed thabrtteiseich

foods develop pus at surgical location sites. Acharya (2013) further claimedtititosst fruits,

dairy products, fishmeat and eggs were alsavoided during postoperative care pesioBut they

were agreed to takébre containing foods which needed to prevent constipation. Acharya (2013)
found that a majority of the respondents replied that food beliefs havepbeeisedsince ancient

times. However, this thesis discovered some simiar findings around food belef§dbles 4.17

4.18). With regard to foodbeliefs, maternal knowledgettitudes and practices have been fuelling

and reinforcing by influencing factors such as policy, family environment, resources, cuftural and
religious environments. These influencing ¢ t or s affected mo t Ihadefss 6 k n
and practices either positively, negatively or neutraly ultimately controling over on food and
healthseeking behaviours (see Appendix 10). However, diversified views (multiple opinions)
help to caise malnutriton in mothers and chidren in Nepal (Achaetaal., 2015; Shrestha,
2015).

Adhikari (2010) has defined key insights aboodlnutrition in communities where the majority of
children ar e under weight and sunreatistceashd areTim e s e
conflict with moderate forms ofmalnutrition which would be unacceptable as public health
problems (Yadawet al., 2013). Furthermore, Adhikari (2010) has mentioned community terms for
the malnourished childrenfor example,runche or sato gayeko(a crying child), sukenas(see
Defintions 25 on pg. »4) (drying up) for marasmus, amhukenas(swollen up) (see Definitions

26 on p@ge xxvi) for kwashiorkor for children suffering from malnourishment, which people
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believe are caused by iegpirits or being touched by pregnant women, but are actually due to
inadequate feeding which parents never realse (Stone, 1976; Subedi, 2010; Odent, 2011).
Adhikari (2010) found carseeking behaviour during common childhood ilnesses is a crucial
factor of nutritional status. However, this thesis found that chid feeding practices were poor
which was linked directly with cultural and religious norms and values {Bigao, 2015). This

thesis strongly agreed with the major outcomes that Adhikari (28B8pvered such as food
beliefs, knowledge abouthe sign and symptoms of malnutrition, and culturally enrooted food and

hedth-seeking behaviours(seeTables 4.1#4.18; Sections 5.4, 5.8).
6.3.2 Beliefs about breastfeeding and colostrum

This section discusses cultural beliefs about breastfeeding and colostrum in the study population.
This thesis uncovered factors that were associated with negative (traditional culture) beliefs about
breastfeeding and colostrum (Paneru, 1981; MMWR, 2003zn&Kerr et al., 2008; Spector,

2013) (see Table 4.8). The majority of the group of mothers (71%) believed that colostrum is a
highly nutritional substance and is essential for 4w babies, but more than egearter of the

group of mothers (29%) arstil not aware of this. The data suggest that overquaater of the
mothers (27%) still believe that colostrum is a form of pus, a toxic and asdiistance (Table

4.8), however, the majority of the group of mothers (73%) disagree with this (Kakuate, 2005;

Odent, 2011). A small group (12%) stated that colostrum should be discarded because either a
chid wil be vulnerable to vomitingdiarrhoea and constipation or wil become unhealthy later in

ife (Table 4.8) (Christiaret al.,2006; Odent, 201).

Interestingly, nearly onéfth of the group of mothers (19%) reported that senior members of the
family and healers discouraged the feeding of colostrum (Beraet al., 2008; Odent, 2011).

The result shows that 15% of the group are completeinstgbngterm breastfeeding. This
thesis showed that urban mothers have more positive beliefs bleadtfeeding than those of

rural mothers (see Table 4.18). However, there was no differfenod between rural and urban
mothers on the practice of cdingm (see Table 4.18) (MMWR, 2007). Some urban mothers still

negative beliefs about colostrurwhich reflect migration factors (Arzoaquoi et al., 2015)
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(Sapkota, 2010).Many migrated mothers, from rural areas, atdl practising their traditional
cutured s tr adi t i ons heaéhgemkinglbehagoursinate durbaa arda (Elah2014;
Arzoaquoiet al., 2015. In regardto food beliefs urban mothers presented controversial results
(see Tables 4.16 and 4.18).

The FGDs also confirm that most mothers have entrenched negative beliefs about both giving
their baby colostrum and losigrm breastfeeding Gracey et al., 1996; Acheampong and
Haldeman, 2013) All the FGDs shared their experiences which thegrnt from community
memlers. Mother groups, ANMs, social workers and spiritual healers are inclined towards
negative thinking about breastfeeding and colostrum compared to that of health workers,
pharmacists and policymakers. Section 5.8 highlghted that mothers with low ligrdevels

gave an in-depth explanation of their ideas about using colostrum and-teng breastfeeding
(Gracey et al., 1996; Acheampong and Haldeman, 201Gpnsidering the results of the FGD,
they virtually agreed that the low opinion of breastfeedind aolostrum is strongly influenced by
religious, social and cultural issue&il et al., 2004) Religious and cultural anecdotes are one of
the major factors for low levels of breastfeeding (see Section 5.8) gtoahi 2012). Similarly, a

group of traltional spirtual healeravas found to be particularly negative regarding breastfeeding
and colostrum(see Section 5.8 ulture of Nepal 1994; de Boeat al.,2004)

WHO (2001) has recommended breastfeeding as one of the major psychological therapies for a
mother and the baby. Thugrmstrong et al., (2015) claimed that the concept of psychological
therapy encouraged mothers to exclusively breastfeed their childmewtarls Horta et al.,
(2007) stated that breastfeeding helps to reduce maternal morbidity and chid mortality. For
instance, McCanret al., (2007) and Mannioret al., (2013) revealed that women trust that breast
mik is the best food for children but theare only minimaly aware that breastfeeding reduces
some particular health hazards.

With regard to breastfeeding in Nepal, the NDHS (2011) projected that within the first hour of
birth only 45% of chidren are breastfed, and within a day 85% of chidrerbreastfed. Roughly

a quarter ofbabiesare nourishedwith a prelacteal feed. The NDHS (2011) found that nearly 70%
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of babies are breastfed up to six months after birth and 88% of babies are breastfed for at least one
month. Breastfeeding is widesprkan Nepal (70% of chidren of agei  months), and the
average duration of breastfeeding is 34 months (NDHS, 2011). Although the initiation of
breastfeeding improved slightly between 2001 and 2006, and exclusive breastfeeding increased
substantially betwen 2006 and 2011, the current level of exclusive breastfeeding is simiar to
what it was in 2001. This may be influenced by misconceptions (Paneru, 1981;eButik 2006;
BeznerKerr et al.,2 00 8) . A motherds milk is 8LhelOWest f o
which is also recommended by WHO. WHO recommends supplemented breastfeeding to be
continued up to two years or more, whist the American Academy of Paediatrics (AAP)
recommends continuation for at least one year after the age of six mort@, @QU03; Gartneet
al., 2005). Furthermore, Mullangt al., (2008) stated that exclusive breastfeeding practice has
important effects on child survival and mortality.
In Nepal, exclusive breastfeeding in educated mothers, who are those in the hightlst we
quintile, that tend to be less than lowly educated mothers (@oshi., 2012; Armstrong et al.,
2015) which seems to be deterioratpgnerally in the city and urban areas (NDHS, 2006; 2011,
Joshi et al, 2013. The trend of feeding babiesplostrun or prelacteal feeds seems stronger
amongst mothers in the richest wealth quint&oleauet al., 2006; Joshet al., 2012) In reality,
well-off and educated mothers are very conscious abouttdony breastfeeding because they
believe that it may aéfct their health which is more common in urban areas than in the rural ones
(Gill et al.,2004; Gartmert al.,2005; Joshet al.,2012; Acharyeet al.,2017).

It was noticed that the concept of mothers of the Kaski district regarding breastfeeding
and its longterm effects are completely at variance along with the evidence ofdomgeffects
of breastfeedingaccordingto the findings of Hortaet al., (2007). This thesis has found that
mot her sd& b e |term foreastfaedimucan bé oeuafive resulting in a poor breastfeeding
rate (53.1%) in Nepal (NDHS, 2011; Joghial., 2012). Manjeshworet al., (2012) conducted one
study in Bhaktapur, Nepalyvhich showed the prevalence of exclusive breastfeeding at one; three

and six months resulted as 74%1%, and 9%, respectively (Josht al., 2012). Cultural food
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taboos and beliefs, deeply rooted in some communites, were found to influence bregstfeedin
practices (Kakuteet al., 2005; Vaughan, 2011). These taboos and beliefs were also major
determinants influencing perceptions of breastfeeding practices (Vaadteria 2001; Kakuteet

al., 2005; Christianet al., 2006; Odent, 2011). Kramer and Kakun(@012) revealed that
breastfeeding is accepted as a priority area of health globally however in Nepal, it is differently
perceived by the group of mothers. This may be due to influences of culture, poor education and
religion (Appendix 10) (Shirimaet al.,2001; Bezneet al.,2008; Ulaket al.,2010).

With regard to breastfeeding and colostrum, numerous beliefs and misconceptions stil exist in
this community, resulting in completely diverse ideas between ethnic groups based on the muiltti
religious and mdtultural makeup of society (Paneru, 1981; Slusser, 1982; Jeshal., 2012;
Spector, 2013).Yadav et al., (2013) discovered thabnefourth of mothers did not initiate
breastfeeding within one hour of delivery whereas the majority of mothers (85.@%6pltestrum

to their children due to cultural beliefsO@ent, 2011).

However, many studies have been conducted in Nepal on chid feeding including breastfeeding
(.e. Raiet al., 2001; Onta, 2003; Sah, 2005; Sueloal., 2005; Odent, 2011; Yadaet al., 2013;
Shrest ha, 2015) , all these studies wer e asso
knowledge and education, poverty or economic burden, poor feeding practices, food beliefs,
traditional food behaviours, and taboabat are strongly embeddein culural or religious issues
(Adhikari, 2010). This thesis agre® with literature discussing breastfeeding beliefs (see Tables
4.7, 4.8 & 4.18).

Odent (2011) investigated about early infant feeding practices and neonatal mortalty across two
trial surveilance area of Mawanpur and Dhasha districts. The study focused on the
discarding colostrum and neonatal mortalipyd Odent (2011) found that discarding colostrum
was associated with chid mortality in both districts (p=<0.0001:0$343). Addtionally, Odent
(2011) discovered that there were great differences in the perception of colostrum feeding.
However, practices of disposal of colostrum included squeezing out small volumes of early breast

mik before feeding the neworn. Odent(2011) suggested that disposal of colostrum signifies an
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essential dimension of early infant feeding in addition to breastfeeding start time, with
implications for policy and research (Hor&t al., 2007 ) . I n regard to mot
colostrum,hi s thesis was also very <close to Odent ¢
contradictorily responded that colostrum is good for 4 but it needs to be squeezed out
before initiation (Table 4.18). Werd more criticat her s
than those of rural mothers (16.8%:10.1%). They also believed thatelongbreastfeeding is a
danger t o t heGannaréthle2005;sloshieeahl, 2002h Ulaket al.,2012

Ulak (2012) examined the factors influencing kteeding including exclusive breastfeeding
practices, and infant feeding patterns in Kathmandu Valley. Ulak (2012) observed that mothers
may introduce supplementation to the baby, before six months, due to insufficient breast milk.
Ulak (2012) also foungoor counselingon breastfeeding during the antenatal visit. With regards

to the feeding of colostrum, there were some differences observed between Odent (2011) and
Ulak (2012) as well as inttiated breastfeeding within one hour of delivery. Ulak (2012)
enphasizedcounselingto mothers who may help to reduce child morbidity and nioetality rate

as wel as the malnutrition problem in the community (Hartaal., 2007). However, this thesis
discovered a similar perception on breastfeeding practices ast @@#i) and Ulak (2012)

which added to the already high prevalermfemalnutrition in Nepal (Shrestha, 2015; Achasta

al., 2016) . On t he o tpéreeptionsh aboud breastfemding eamd scolostrum are
strongly influenced by various factors indihg diversified views (Appendix 10)Henry, 2014,
Acharya et al., 2017). If mothers are being educated focusing on these key influencing factors,
there is the potential for this community to be free from malnutrition (Sah, 2005; Henry, 2014).

The analyse of the survey questionnaires and FGD in this study identifiestonceptionof
breastfeeding practiceare highly complex which is strongigmbeddedwith existing cultural and

religious environment. The mothers are strongly associated with their cultndeseligions which

are highly diversified, forexample food beliefs were observed to vary according to culture,
religion, and ethnicity (Sah, 2005) Thi s would support t he noti o

improved if an awarenessaising strategy was implemented in both urban and rural locations
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including refresher training to the motherShe results of qualtative and quantitativesearch
indicate that misconceptions about breastfeeding including colostrum practices are significantly

associated withtthe cultural and religious environmen(Odent, 2011)

6.4 Attitudes

It is very difficult to describe beliefs and attitudes separately because they are strongly correlated
to each other Hagly and Chaiken, 2007Subedi, 2010). It is also hart measure what is
considered to be a healthy diet (Fieldhouse 1@@8dman and Heuveline, 2000An attitude is a
significant aspect of humahbehaviour which is influenced commonly by culture (Desnwt al.,

2015). Eagly and Chaiken (2007) stated thatadtitude is a psychological tendency voiced by
assessing specific entity with some degreeaebur or disfavour Moreover, attitudes cannot be
observed and can only be inferred from responses to questions.

This thesis data showed that 67% of the grouipnothers confidently said that nutritious foods
help to keep their chidren healthy and with better immunity, whereas 33% do not (see Tables 4.8,
4.16) Qittelsohnet al., 1997) Likewise, 16% and 20% of respondents said that they were not
giving anythingto eat to their chidren during ilness, as per advice by health workers and spiritual
healers respectively (Table 4.9) (Acharya, 2013). Similarly, the reasons behind for not providing
nutritious food to the children were as follows: 23% respondentsitsgiddue to cultural beliefs

of society, 40% of the mothers said children do not like to eat it, and 19% said due to fear or
tension Gorstein et al., 1994). Regarding the healtbeeking behaviour of mothers, only 52%
chidren were taken to a doctor orditl institution, whereas 6% of children kept at home during
the ilness and 17% chidren were taken to a spiritual healer, which half of the children visited less
than twice, 16% multiple times and 27% never visited (Table 4.8).

Two-thirds (67%) of the wthers said that the regular feeding of healthy food helps to keep the
chid healthy and increase immune function whereas 9% of the masiagdsit was just for
survival and 11% of the mothers remarked just to fil the stom&itbeléohn, 1991) Similarly,

mot hersd attitudes on providing f rsicknessl®eaind gr
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the mothers showed negative attitudes, whereas 70% have positive attitudes and 11% of the
mothers did notesponl (see Table 4.8)On the other hand, a large majority of the mothers (70%)
agreed to keep their chid healthy by providing fruits and green vegetables regularly during
normal health, 8% responded it caused harm to chid health, 7% spidtéa their chid from

the evil eye, and 15% of the group has no knowledge or isfamiliar with it (Table 4.8). Nearly

7% of the respondents believed that fruits and green vegetables protect a child from the evi eye
(Gorstein et al.,1994; Subedi, 2030

These thesis findingsshow the negative attitudes were strongly associated with food and -health
seekingbehavioursamongst the mother of urban and rural ardzagly and Chaiken, 20Q7With

regards to using théoilet, 33 individuals (6%) did not answer because of the culturalipeaend

social stigma (Jenkinst al., 2014). The respondents might be hesitated to talk with the researcher
about defecation system which exists within their households and generaly, these people do not
ke to debate in the public area on this issueyéhet al., 2015). For example, green vegetables

are degraded in some communities because these items are generaly consumed by poor people,
including beggars, and are widely available and inexpensiespie et al., 1996; Gittelsohnet

al., 1997; Giles et al., 2007) Degradation and devaluation of green vegetabiesstil common in

the Terai area (Sah, 2005; Christiah al., 2006) whereas consumption of green vegetables is
culturally and socialy dominant in some communities (Gibgtnal., 1998; Faiso and Kuate

Defo, 200§. The negative perception of the consumption of green vegetables amongst high
ranked households still exists, and it is assumed that they are being regarded as greedy in society
if these vegetables are consumed regularly (Sah,; 2B@fan and Sherrington, 2013)nother

good example of the negative attitudes most of the mothers were not providing healthy food to
children during sickness due to fear and poor confidence (&iled., 2007; Jenkinset al., 2014;

Sluik et al.,2015 (see Tables 4.8nd4.16.

Martoll et al., (1998) stated that a lobirth-weight baby is prone to developing several health
problems such as poor cognitive skils, higher risk of chidhood morbidity and mortality, and

impairment of growth. Similarly, Chtisn et al., (2006) clearly demonstrated about food
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recommendations to pregnant and lactating mothers, who were revealed to have a critical diet
excluding eating green leafy vegetables and fruits (Chrisgiaral., 2006; Shakya, 2006). He
explained that sue believed that eating these can cause harm to the baby as well as themselves
(Acharya et al., 2015). Similarly, decreasing food intake during pregnancy involves a higher risk
of preterm delivery (Christiaret al, 200§. Thus, it is one of the main reaso for low birth

weight babies born in Nepal (Seiga al.,2001; Simkhadaet al.,2015).

King and Bruner (2000) noted that the effects of social prestige may be more prevalent amongst
certain groups. For instance, food choice varies between elderly and ywmen. Lawrencet

al., (2007) also discovered that food choices which are made by girls and young women in society
are often very different from those of their elders. On this issue, Tumoral., (2015)
demonstrated that it is very difficult to pide a variety of food to chidren where there are no
options for food choices; something very different from the situation of food systems of
developed countries.

Karkee et al., (2014) investigated breastfeeding atttudes and supplementary feedingepracti
information collected from a cohort of pregnant women of the central hills of Nepal. Kerlkde

(2014) claimed that attitudes towards breastfeeding were positive in the popufatidrermore,

they stated that 11% of pregnawobmen thought of breffeeding wasunenjoyald. However, this

thesis report has also discovered similar outcomes on infant and chid feeding practices, mainly
issues around maternal attitudes and beliefs (Tables 4.8 & 4.16). Other stud&stuckes
towards infant and child feeding practices contket in Nepal have shown similar findings (Sah,
2005; Sudoet al., 2005; Yadavet al., 2013). Christianet al, (2006) examined théodrelated

beliefs, attitudes and practices among the pregnant women to redinaadgihy food intake during

the pregnancy. The womenés attitudes whrel e r
based on what thejearnt from their own during the pregnancy and lactatiByt this thesis
showed that mwetrelperceiedas reedative tawardséesalthy food especially during

ther childd ssi ckness. Thus, t his t h e stitgdes and gplactices e d
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about healthy diet including food recommendation for chidren, whereas Chegtiah, (2006)

examinedthe tendency of mothers, particularly during pregnancsunal part of Nepal.

6.5 Child feeding practices, food situations & barriers

This section discusses théndings about existing child feedingpractices, food demand by
chidren, trends of food recommendation by parents, and major influencing factors (diversified
views) (Sah, 2005; 2011; UNICEF, 2012). Food barr@mnd their causes are also discussdus
thesisfound more than onthird of mothers (36%) do not provide animal products regularly, and
more than a quarter (26%0l o n 0 t have green \eteal),€01@ Dasetsal, dai |l vy
2013). Nearly onghird of the mothers (29%) did not provide fruits, nearly-tite never gave

snaks with salad, and a quarter did not regularly provide meat items to their chidren (see Table
4.5). The main reasons for poor feeding practices were mostly a result of existingléded

beliefs and culture (Dast al.,2013) and also may be due toldtpreference.

Feeding pattern issues were openly discussed in the FGDs, where all participants agreed on the
common themes (Sections %) according to which there were not any specific schedule for
feeding practice and no dietary regulations exisiinghis population (Dibleyet al., 2010; Daset

al., 2013). In this community, the feeding practice is based more on the availabilty of food rather
than a choice made amongst all food. It is due to the scarcity of food as well as diversified cultural
and negative attitudes (Henry, 2014), with a low level of awareness about chid care (Randey
al., 2010; Sah, 2011). The majority of this group of people was poor and hasbi@economic

status and could not afford expensive and luxurious items (Patddy 2010; Sah, 2011; Dast

al., 2013; Hawset al., 2017). Withrespect to this, the feeding pattern depended on the availability

of food items and was also highly influenced by cultural and religious beliefs (Section 5.5); these
beliefs generally preverthe feeding of chidren being informed by nutritional science (Biaal.,

2013). Urban mothers generally adapted to the issues surrounding food beliefs better than their

rural counterparts (Storer, 1977; Shakya, 2006; Subedi, 2010; Acharya, 2013).
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In Nepal, food recommendations were found to be basetheravailabiity of the given food
items in househol ds. The motheroés main tenden
seemed slightly diverted towards readgde food (Hewittet al., 1998). Nearly half of the
mothers regularly provided readyade food whereas more than half (57%) of the children
demanded it, according to their mothers (Table 4.7). Nearly a fifth of total children did not have
any food choices. Similarly, more than 50% of thethers were feeding their children only rice

with animal products regularly (dairy and meat items) whereas rice with lentil soup, vegetables,
and soft foodsvasless common (Table 4.7) (Desnedtal.,2015).

Urban mothers generaly were more likely tooyide readymade foods compared to rural
mothers (Aemroet al., 2013; Yadavet al., 2013). Whilst there were no dissimilarities between
rural and urban mothers on feeding rice with lestilip, vegetables, and soft food items (Table
4.19) (Gibsonet al., 1998; Yadavet al., 2013). Also, rural chidrerwere more likely to prefer
readymade food items than children the urbanarea. Regarding food demand, mostly rice with
meat items, vegetables, lentil soup and fruits, this thesis data showed that firah dtad a less
demand than urban children (3.2%: 11.1%). A large number of mothers started feeding solid food
to their children at the age of three to six months, usualy feeding three to four times a day (Table
4. 3) . A father 6s eciwldng feddng, wasnverytpoor, evéni nhotk sactban
siblings and for neighbours (see Table 4.3). This is mostly due to the social patriarchal
construction of Nepalese society (Adhikari 2012; 2013). All participants of FGDs agreed that
readymade foods wre popular (Section 5.7), due to media promotion. In general, the media
plays a major part as a particularly influential factor to increase the use ofmealdyfood items
(Appendix 10) (Giles et al., 2007; Dredze, 2012). Advertising has produced icdomd images

and entices in thdorm of various attractive animations and stori€itt¢lsohnet al., 1997) The

main reasons for the popularity of readpde food items are that they are available at any time,
are tasty and have attractive packaging (2805; 2011).

With regard to problems related to food recommendations, this thesis also revealed that 40% of

t he mot her s said t hat childrenos dislike of
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24% of the mothers said that maternal poor knowledgedted on poor quality of food which
prepared at home (Diblegt al., 2010). More than one in five (21%) of mothers said a large
family size leads to family pressures or conflicts due to financial constraimgpéh and
Krekling, 2006) Besides these, 23%f the mothers stated the cultural beliefs also negatively
influenced the food recommendation to chidren (Table 4.9). Simiarly, a low confidence level in
mothers about chid feeding also created fear or tension, mainly during the chid sickness.
Negligence in chid health or poor knowledge about Infant and Young Cteldding Practices
(IYCFP) and chidcare were also observed to be substantial barriers (Table 4.9) (Dugidalk,

1979; Gibsonet al., 1998). Similarly, other obstacles to food recommeodatwere associated
with womends empower ment, e xi st i cgetakees(Bhalkyd, s an
2006; WHO et al., 2008; Upreti and MullerBoker, 2010;Karkee et al., 2014). More than one

third of the mothers (35%) had no problems accgssind providing nutritious food regularly
(Table 4.9). Interestingly, urban mothers normally faced these problems more than rural mothers.
In urban areas, most were fairly dependent on the market, which sometimes may be closed due to
various reasons sucls goltical strike, natural disasters etc., making it very difficult for mothers

to manage the situation in an efficient manner (Basnett, 2009; eDad., 2013). On the other

hand, knowledge, affordabilty, availabiity and cultural beliefs were also riao determinants
which create problems for getting food items from the market (Sibelad., 2005; Subedi, 2010;
Karkeeet al., 2014). Poor resources influenced the food security and it affects particularly for the
disadvantaged group of this study pegian which support to increase nutritional problem (Das

et al., 2013). The findings of this thesis support the abmemtioned statement (see Table 4.20

21; Section 5.5).

There is a need for more debate over healthy diets and dietary patterns (Sténé&lldBiy 2014;

Henry, 2014).Besides this, if we are surrounded by rmdltigious, multicultural and muiethnic
environments (Bennetet al.,, 2008; Subedi, 2010; 2011; NDHS, 2011), we could have huge
confrontations regarding a healthy food and hesdidkingbehaviours(Higgs and Thomas, 2016;

Henry, 2014. In every society, there are debates over various nutrients and food items such as
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carbohydrates, protein, alcohol, nicotine, fat, coffee, sugar, tea or salt and whether these are good
or bad for ourhealth (Christianet al., 2006; Ellahi, 2014; Higgs and Thomas, 2016). Actually,
there is substantial agreement on food &edlthseekingbehavioursamong the professionals or
experts, but the public is conflicted (Ellahi, 2014). Thus, this thesis umeddveral questions,

about healthy foods, which are associated with the research objectives (see Section 2.13.1),
mothers and stakeholders (see Appendixb4a . Mot her s o k ntelefs amtg e ,
practices were affected by various factors suctrem®urces, policy, and religion (Appendix 10)
which support to generate positive, negative and neutral feelings about nutritious foods, and
uttimately these feelings embark upanfood and healtkseeking behaviours The researcher of

this thesis argued thaa lot of poor and religious people have opinions that are not based on
scientific evidence (Christiaet al., 2006; Henry, 2014). Thus, this thesis has not only discovered

a new knowledge also added to lterature and filed a gap in the literature fielthef public
heathnut ri ti on. This new knowledge is tetaed O6d
2017. The next paragraphighlights diversified views.

One of the key objectivesf the thesis is to evaluate the major barrieyghe food andhealth

seeking behavioursamongst the mothers and stakeholders (Section 2.13.1). Further, it is also to
discover the food recommendation and influencing factors (Ruel, 2008; Petudé) 2013). At

this point, thisthesis has identified a we element which termed diversified viewshich are
associated with the objectives ii & vii (see Section 2.13tl)appears that knowledge, attitudes,
beliefs, and practices are influenced by various factargl people (Ruel, 2008). This process
creates psitive, negative or neutral insights that affect food recommendations and deskihg
behaviour of mothers (Adhikari, 2010; Henry, 2014; Karkes al, 2014; Shrestha, 2015)he
findings of guantitative research demonstrate
(b) signs and symptoms of malnutrition; and (c) attitudes and beliefs towards healthy diets were
inconsistent (see Tables 4.4, 4.6,-4.8, 4.11, 4.138). Similarly, the FGDs with stakeholders
also reported that mot herds <childrends mother

religious norms and values (Ludwigt al, 2011; BizaZepro, 2015) whichresulted in
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inconsistency ondentifying and recommend healthfoods to their chidren due to in community
beliefs and behaviour (see Sections 5.3, 56 5.8). These results indicate that maternal
knowledge and attitudes on healthy diets are influenced by people around them in their
communities $Htone, 1976; Storer, 1977; Ludwigt al, 2011; BizaZepro, 2015). Thus, the
existing culture, religion, and beliefs in a local community are creating and maintaining these
diversified views (Purnell, 2009; Ludwigt al, 2011; Acharya, 2013). Most of tleessystems

have existed for generations and are maintained through the sharing of experiences, anecdotes and
stories (Regmi and Adhikari, 1994; Bezi€err et al, 2008; Purnel, 2009; Simkhadat al,

2010; Ludwig et al, 2011). For example, if one childotgsick after consuming some green
vegetables and fruits in the winter. The parents may perceive that green vegetables and fruits were
the main cause of sickness of the chid (Onta, 2003; Luetigl, 2011; Acharya, 2013). They

share this occurrencevith their relatives,neighbours and friends. During
relatives, friends, and neighboursw i | | Visit the sick childbés hom
the visit, they collect information relating to chid sickness, including foods aedications.

They then share their perceptions about the child sickness with several and similar examples
based on their past experiences (Kaksteal, 2005; Ludwiget al, 2011). Besides the food
recommendations, visitors wil also advise on necessapithheonsultations of the chid e.g.
particular hospitals, doctors, healers, pharmacists, hot food and drink and etc., are good or bad for
the chid (Harper and Jeffery, 2009; Hanwl al, 2012). Parents are receiving such a verbal
support and informatioruntil these people visit the sick chid (Stone, 1976; 1986; Storer, 1977,
Pool, 1987). They share their experiences in different voices, but ultimately the key aim of their
assistances control over on food antiealthseekingbehaviours (Christiaret al, 2006). These

visitors believe that they were supporting the sick chid with their valuable opinions (Henry,
2014). These multiple opinions offered by visitors are strongly associated with existing cultures,
practices and religious norms and values (s@pefdix 10) and are stil commonjyactced by

poorer mothers (Subedi, 1999; Suelbal, 2005; Christiaret al, 2006). Ulimately, the parents of

sick child trust Visitorsd opinions amtdal,of t en
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2011; Odent, 2011). At the santime, these conflicting suggestions from different visitors can
create a lot of confusion, (Ellahi, 2014; Karkee al, 2014). Ultimately, due to these multiple
suggestions/opinions, the parents become confused tothakeight decision for their sick child
(Onta, 2003; Henry, 2014). This occurrence generates the culture which does not provide green
vegetables and fruits to the chidren during the winter and rainy seasons (Pool, 1987; Shakya,
2006; Adhikari, 2010). Theyelieved that fruits, green vegetables awodhurt cause chidren to

be cold and making them sick (Onta, 2003; Acharya, 2013). The concept of cold and hot diets is
common in Nepal, however, the standards for categorising food as cold and hot (see Appendix
are not clear because they are neither based on science nor logic (Stone, 1976; Pool, 1987;
Christian et al., 2006; Shakya, 2006; Ludwigt al, 2011). Notions of foods being hot or cold

came from a commonly accepted food classification system whitierices diets (see Appendix

14) (Pool, 1987; Shakya, 2006). These diversified views emerge every time by visiting of
relatives, neighbours and friends when a child is il. Thus, this multiple opinions or diversified
views are founded one of the major Er towards healthy eating and seeking appropriate
medical care (Henry, 2014). The diversified views also emerged within the South Asian
community in the UK (Ludwiget al, 2011; Ellahi, 2014). According to the research conducted by
Kennedy and Pauline 982), when a household migrates to another part of the country, they bring
with them their traditions and culture, including food habits (Ludefgal, 2011; Ellahi, 2014).

As a component of the geographical relocation, the household may adopt or hefcichanges

in the new place with respect to the social value, new food, eating fashion and language (Welsh,
1998; Ludwiget al, 2011; Ellahi, 2014). At the conclusion, diversified views appear to be one of
the key barriers for food recommendations tesphool chidren (Appendix 10). As part of muli
cultural and multethnic environments (Benne#t al, 2008; Subedi, 2010; 2011; Ludweg al,

2011; NDHS, 2011), people experience potential confrontations regarding advice on healthy food
and healtkse&ing behaviours Whitfield-Brown et al, 2009; Henry, 2014; Higgs, 2016; Hawd e

al., 2017). In every society, there are huge debates over various nutrients and food items such as

carbohydrates, protein, alcohol, nicotine, fat, coffee, sugar, tea or Isethev these are good or
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bad for our health (Christiaat al, 2006; Ellahi, 2014; Higgs and Thomas, 2016). Actualy, there

is substantial agreement among experts, but the public is conflicted (Ellahi, 2014). This thesis
argues that the opinions of theopi&e with low SES and religiously attached, may or may not be
logical and scientific (Christianet al, 2006; Whitfield-Brown et al, 2009; Henry, 2014).
However, based on the findings, this thesis has not only discovered a new knowledge also added
to the literature and filed the literature gaps in the field of public heafth nutriton. This new
knowledge is equally emerged in the condition of child sickness within every household (Acharya
et al, 2015; 2017).

CBS et al., (2006) described the actual seeiconomic status of households, food consumption
including energy intake, and factors associated with causes of povérty t affected mo
and healthseeking behavioursand emerged as the major barriers for recommending healthy diet
(Pokharelet al., 2013). Furthermore, CB8t al., (2006) demonstrated issues around poverty, food
consumption and poverty in different levels hawvestrongassociation withundernutrition (Sibeko

et al., 2005; WFP, 2009; Karkeeet al., 2014). Since most urban residerdspend on the market to
supply their food needshis large number of people creates high demand, leading to a scarcity of
food items more often than in the rural areernnedy and Peters, 199%raig, 2011; NeKSAP,
2013). Surprisinglyfindings of thisthesis showed thaa low level of knowledge about a healthy

diet and a high proportion of negative food beliefs were observed in urban areesl dsee

Table 4.1} This may be due to the fact that migrated mothers have feetisingand retaining

ther old culture even in the new urban location (Khare and Rao, 1986; Chedtiah, 2006;
Subbaet al.,2008; Ellahi, 2014; Biz&Zepro, 2015).

About feeding practices, the SAARC and FAO (2008) maintained that proper feeding practices
and food consumptiorof a child require good chid care, correct food handliing, adequate
education on health and nutrition, health care, hygiene and sanitation (Chapagain, 2014).
Concerning food barriers, food security is a major determinant in the study location (WFP, 2009;
FAO, 2014b). The rural localties face major problems with food security, such as changing

climatic patterns (WFP, 2013; FAO, 2014b) (which affect livelihood), lack of basic infrastructure
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(roads, healthinstitutions and educational hubs) and low agriowdl production (Obayelu, 2014;
WFP, 2015). Thus, these are some of the reasons for the nutritional problems in Nepal (Sah, 2005;
Karkeeet al.,2014; Acharyeet al.,2016).

Addttionally, Nepal is a foodlefict country. The WFP (World Food Programme, 23007
examined the food consumption of Nepalese households and found that only 3% of households in
rural areas consume healthy food whereas 16% consume very poor food. Similarly, 40% of rural
households consume healthy food, whereas 11% consume food whicborisfqp health.
Similarly, food availability in Nepal varies, and is hightependenton the seasons, festivals and
purchasingcapabilty of householdsGfimes, 2012) This thesis data showthat 29% had food
scarcity (Table 4.9)and urban mothers suffered more than rural o&ables 4.221). WFP

(2009) stated that in Nepal, the production and availabiity of food, along with consumption
patterns amongst several community grow®, affected by social and cultural diversitipredze

2012 Karkee et al., 20149, and by diverse ecological changeability, which causes variability in
food security and makes monitoring activity complex and chalenging (Yadawal., 2013;
Acharya et al., 2016). The qualitativeresults of this study disceved similar outcomes on food
insecurity as well as revealed by SAARC and FAO (2008) (Table 5.1; Section\&=5).(2009)

has stated that food obtainabiity in Nepal is through all forms of local production, commercial
imports and assistance or donatio@easonal food insecurity is widespread in Nepal, especially
more in the mountain regions as compared to the hilherplain area, is also affected by social
and cufltural diversity (Dredze, 2012),and by diverse ecological changeabiity. This has a
tendency to cause variabiity in food security anbis makesmonitoring activity complex and
chalenging. So, agricultural production is not sufficient for household needs (WFP, 2006; 2007,
2009). Hence, households need external food assistattwenwise ther consumption levels go
down below the minimum threshold level, leading to malnutrition (WFP, 2009).

The NLSS (2011) survey reported that over the past 15 years, food insecurity and chronic
malnutrition have declined in Nepal, yet many households stitamed trapped in a cycle of

hunger and poverty. Twenfive per centof householdss food deficient, meaning that the total
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value of their food consumption is inadequate to ensure a basic diet (NLSS, 2011; UNICEF,
2014). Nearly half of chidren undervé years of age suffer from chronic malnutriton and its
consequences. Ahe nationallevel, about 41% of children under the age of five are stunted, 29%
underweight, and 11% are wasted (UNICEF, 2014). Kennedy and Pauline (1992) observed that
food is clogly associated with economic circumstances, social environment, religion, and the
cutture of ethnic groups. Fieldhouse (1995) expressed that the good health of household is
infuenced by food preference, eating methods, food preparation, daily meal fhgqeesning

times, and the size of portions consumed. Kennedy and Pauline (1992) suggested that when
households migrate to different places within a country or abroad, it affects their food preferences
in a number of ways, such as food access, increasadotasaditional foods (Christiat al.,

2006; Somet al., 2007; Subedi, 2010), different shoppimgethods and arrangements, change
employment levels, pressure from social media and the influence of racism (Kennedy and Pauline,
1992; Dredze, 2012).

Accordng to research conducted by Kennedy and Pauline (1992), when a household migrates to
another part of the country, they bring with them their traditions and culture, including food
habits. As a component of the geographical relocation, the household watyocadeject these
changes in the new place with respect to the social value, new food, eating fashion and language
(Welsh, 1998; Elahi, 2014). In addition, lewn ¢ 0 me househol ds 6 access
micronutrients, such as meat, fish, dapyoducts, fruits and vegetables, and-fouified staple

foods is restricted (Sah, 2005; Karkee al., 2014) due to lack of knowledge and misinformation,
financial constraints, limited availabiity and a related lack of demand for nutritious foods
(Christian et al.,2006; Subedi, 2010bayelu, 2014).

The NLSS (2011) has described the common problem of chid feeding practices in Nepal as low
income. Lowincome households depend [tour exchange to provide income, enabling them to
fuffil their daily calorie requirements (WFP, 2006; NLSS, 2011). Thus, people with low incomes
are more likely to work in order to afford food and meet their basic needs, and so their lack of

agricuftural output is either due to lack of knowledge about resouncesiodern techniques,

229



leading to limited food production and food security (WFP, 2009; NLSS, 20%i). regards to

food security and barriers, ishthesis has discoveredsimilar results tothose discussed in the
iterature. In regard to economic circuaistes, social environment, religiomthnicity, and
cuture have a strong association with food dmhlthseeking behaviours(see Appendix 10)
(NLSS, 2011).

WH O 06 (2001) recommendations about the basic standards of nutritional management include
offering a diet with adequate energyoducing foodstuffs and highuality proteins.To attain

high energy intakes, feeding chidren at numerous intervals is required, along with feeding them
nutritious food (WHOet al., 2008). According to the results of thise#iis, it was not possible to
maintain the basic standards of nutritional management as suggested by WHO (2001) due to
various influencing factors as exposed in diyv
food andhealthseeking behaviours (Henry2014; Acharyeet al.,2017).

A hospitatbased study on complementary feeding practices conducted by Chapagain (2014) in
Nepal found that 87% of mothers knew the recommended starting time of complementary
feeding. Further, he stated that 53% of mothersdufod from the market and 28% mothers
offered porridge(lito) as a complementaryfood. This study further revealed that although 37% of
mothers had proper knowledge of the frequency of food only 33% praisingit. Just 10% of
mothers were offeringobd more frequently.This study claimed that nearly 16% of mothers
provided complmentary food to their chidren e.g. in an ideal frequency and qualty, and
sufficient amount. However, this thesis also found inconsistencies in providing a healthy diet to
chidren mostly influenced by poor knowledge, negative attitudes and cultural food practices
(Tables 4.8 and 4.16).

The NDHS (2011) stated that the complementary foods are not introduced in a timely fashion (i.e.
as recommendedby WHO, 2001 for all chidren in Nepal. Only 70% of infants have
complementary foods by the age ofd6months (Murtaugh, 1999; NDHS, 2011Interestingly,
87.3% of all the mothers are familiar with exciusi breastfeeding but only 33% wepeactisng

this (NDHS, 201). Chapaga (2014) stated that one of the mawasonsfor this big gap is a
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cultural practice. Further, he added that a chid is introduced to sold food after the weaning
ceremony fasn) which starts between the age of five months for girls and seven for boys
(Karkee et al.,, 2014). The NDHS (2006; 2011) identified infant feeding practices in all
communites to be poor, and complementary feeding practices in some communities to be
generally worsening.

It was noticed that the wuncertain improvement in the proporid chidren receiving
complementary feeding between 2001 and 2006 was followed by a greater and continuing
decrease between 2006 and 2011. Since 2006, there has been a reduction in the proportion of
chidren receiving complementary food before reachimgnsonths. Overall, there had been an
increase between 2001 and 2006 (Beneetdl., 2008; NDHS, 2011). The bottkeeding practices

were found to be almost double in chidren under six months, though the rates remain very low
(NDHS, 2001; 20062011).In regards to cultural practicethis thesis also agreed with the results

of Chapagain (2014) because 78% of the mothers said that supplementation age of the child is
between &% months (see Table 4.3)in the FGD, the food shortage issue was also disdusse

depth, and all the groups shared their experiences about food shortages regarded as one of the
major causes of malnutrition in Nepal (see Section 5.5) (FAO and WFP, 2007; NeKSAP, 2013).
Thi s thesis shows t hat mo t h e actos®, inkludingwrutetiolly e at
food, is low and derived from cultural beliefs (Bhattaclenal., 2009; Subedi 2010; BizZepro,

2015). On average, 15% to 25% of mothers have strong faith and attachment to existing cultural
beliefs (Tables 4.7, 4.17 ar®kdion 5.8). According to the NLSS (2011) report, if the head of the
household is educated, the family membiensd to eat better quality food in comparison to literate

or iliterate household members. By considering the outcomes of NLSS (2011) investdaiun

chid feeding practices, Adhikari (2010) had very clearly elaborated the major influencing factors
such as cultural and religious norms and values which are stil affecting these practices in Nepal
(Ruel et al., 2003). According to Adhikari (2010\bubarkaret al., (2011) and Acharya (2013),
existing cultural and religious ethics are responsible for beliefs and negative attitudes towards

food and healdseeking behavioural forms. Storer (1977) highlighted that food classification
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belief are stil practising in the Nepalese communities. Stone (1976) discovetted food
classification beliefs are generally being appled to sick peofies thesis also has a simiar
agreement with Storer (1977) in regards to food classification which perceivedrsmotbee still
embedded andgractising in the community which theyesitatedto recognisevegetables which

were shown in the pictogram may be due to the food classification system (see Table 4.12). On
the other hand, rural mothers might b®re influenced ly food classification environment than
urban womendue to a lack of awareness and livingairtraditional vilage environment (Shakya,
2006).

Likewise, Shankaret al., (2001) compared visual evaluations, including the incidence of
xerophthalmia, in childme for both sharglate and individual plate conditions. Hatlebakk (2012)
showed that poor feeding practices prevent chidren from fulfiling nutritive requirements and lead
to a high prevalence of malnutrition in Nepal. The FAO and WFP (2007) reportetiehaestern
development region (this study area) has a lower average calorie intake (2,310 kcalday) than the
country as a whole (2,405 kcalday) (Himi al., 1994; Ohnoet al., 1997; 2005; FAO, 2010;

2013). Besides poor chid feeding practices, thetaiie energy supply is also poor amongst
Nepalese households. The FAO (2014a) has calculated the diet and sharing of dietary energy
supplies amongst the Nepalese people. Table 6.1 shows that the dietary energy supply increased
by 14% between 1992 and 20IPhe data show that the overall daily dietary supply is adequate,
however, the share of supply meagre In general, dietary intake and energy supply is not
sufficient, having a considerable impact on the malnutrition problem in Nepal (FAO and WHO,

1992; Detary Practice, 2004; FAO, 2010; 2013).
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Table 6.1:Dietary intake and energy supply in Nepal

Variable s 1992 2002 2014
Diet
Dietary energy supply (kcallcap/day) 2,214 2,276 2,538
Average dietary energy supply adequacy (4 106 108 117
Average protein supply (g/cap/day) 56 58 62
Average fat supply (g/cap/day) 36 39 41
Share of dietary energy supply
Cereals excluding beer (%) 73.4 69.8 68.1
Vegetables (%) 14 1.8 2.1
Fruits - excluding wine (%) 2.1 1.9 2.0
Meat and offal (%) 2.0 1.9 1.9
Source: FAO, 2014a

In regard to the improvement of IYCFP in the developing world, Rueil., (2003) and Bhuttaet

al., (2008) commented that interventions to enhance complementary feeding practices are unclear.
On the other hand, progress in improving chid feeding practices in the developrig
including Nepal hasbeen slow for numerous reasons, such as a lack of glearnational
recommendations for some aspects of IYCFP that has prevented the development of universal
indicators to deyne opti mal f eedi ngetd.¥03).t augh,
After the child feeding regulations (see Table 6.2), Naional Nutrition Programme developed a

food composition chart in 2012 which is more scientific, credible and realistic. If only 50% of the
community would follow the guidelines of the food composition table, it would help to reduce the
nutritional prokém in Nepal (WHO, 2001; PAHO and WHO, 2002; MoAD, 2012). Furthermore,
this composition chart enables one to get an estimate of the average amount of different types of
food and nutrients available (MoAD, 2012). Dibley al., (2011) revealed that infantsé young

chid feeding practices in South Asia have not reached the expected levels required to achieve a
considerable reduction in chid mortalty. In Nepal, IYCFP is generally poor and tradiional
(Acharya, 2000; Alonso, 2015). The present study did asstess IYCFP, but some dateere
colected relating to child feeding patternshich show the poor outcomes (see Sections 4.3 &

5.6).
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The food habit ofthe Nepalesesociety is very different from those in Western societies. The
eating and drinking culturés closely related to caste and religion (Khare and Rao, 1986; EBahal

al., 2002; Dietary Practice, 2004; Bennett, 2006). Food regimes are highly diverse: normaly high

in carbohydrates and low in protemicronutrient and fat (OCHA, 2008; Moret al., 2015). In

many ethnic cultures, women commonly have a smaller amount o fofbein of lower quality

and are even prone to eating leftover food (OCHA, 2008). The findings faciltated by the OCHA
(2008), found that 11% of households in rural areas have diets, and 16% extremely poor diet
patterns and eat only maize andaily basis which is complemented by barlege, and tubers,
depending on the season. The incidence of caste/ethnic group arrangement and social ranking are
further susceptible to shagknatural disasters and lack of food (Chrisgaral., 2006; Moro et al.,

2015). This thesis also pointed out similar reasons for feeldhviour forms of chidrenwhich

may be due tdhe existing cultural environment. For example, Brahmins are directed by religious

rules which do not allow them to eat meat (bgmitk, and buffalo) (Tables 4.7 & 4.17P 6ol

1987; Dietary Practice, 2004; Subedi, 201@ubba et al., (2008) examined chid feeding
practices of chidrenwho attended an immunization clinic in Pokhara. Sulgaal., (2008)

included 168 mothers in the study for the evaluation of complementary feeding and breastfeeding
practices. Subbat al., (2008) showed that complementary feedingcicas in the Pokhararban
arearemain poor. Poor breastfeedingnd complementary feeding practicas strongly associated
with mothersé | evel s etfal, D8 argued tah cuturél and eeligieus , S
associations are major barriers. This thesis statistiso agreed with thiindings of Subbeet al.,

(2008) about breastfeeding and complementary feeding. Based on the outcomes of this thesis, the
breastfeeding and colostrum feeding practices of this community is still assoweittietladitional

and relig ou s taboos leading to poor out comes eve.
education status been increased (see Tables 4.2, 4.8,73.16

The WFP (2007) also asserted that the income of households is a major factor which generally
affects chid feding practices and recommendations. Poor income is also a barrier for-middle

and lowincome households. According to the WFP (2007) results of household income
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generation, a low percentage of the population of the community is engaged in some sort of
income-generation activities; for example, 15% of households are in small business, 17% work as
unskiled wage labourers, 15% are engaged in handicrafts and natural resources exploitation, and
only 13% work in agricutture (WFP, 2007; 2009). Hence, they caewmnfuffi their basic needs

such as food, educationlothes and health. Usually, people with low SES dwe/-educatedand

have low productivity (WFP, 2007). They also use water from unprotected wells or springs and
ive in poor health and unhygienic environments (WFP, 2007; Bdgearet al., 2008; Douglas,

2009). Thus, WFP has only examined about food security anculagal development including
income generation of the community in Nepal. However, this thesis found 10% of mothers
involved in the service and business sectaspectivelyand 57% in agriculture where 40% were
without land (see Table 4.2). In regards the principal source of income of the famiy, crop
farming accounted for 29%, livestock & poultry farming only 6%, and casual \leoger 11%.
However, the data show own business and service (31%) sectors to be the major source of
earning, whereas renatice contributes 14% and 9% from seling firewood, and fishiraplé

4.2) which contrasted from the study conducted by the WFP X200ése results indicate that
Nepalese people are poor in termstité sourceof income apparently this associated wita thoor

SES of the community which after food ahdalthseekingbehaviours(Rai et al, 2001; Odent,

2011).

UNCT (2007) examined the dietary system for women from three geographical areas of Nepal.
Food barriers and recommendations are also stronglyciatsh with the distribution of food

within households, which was found to be highly discriminatory against girls and womengSudo

al., 2005). In general, this system is mostly reflected in areas such as the Terai where women are
the most likely to havepoor diets, where 40% of women of the Terai, and 22% of women of the
hils have a low body mass index due to an inadequately balanced diet (UNCT 2007). NPHC
(2012) and GHFSI 2013 (Feed the Future Innovation) have clasellysedthe food insecurity
situaton of Nepal. Both studies have blamed the situation on natandl global economic

recessioa and hikes in market prices.
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Many researcherge.g. Sahn and Stifel, 2002; Gaiha and KulkaP@05; Bharati, 2007; Dancer

and Rammohgn 2009 have conducted imilar causes of investigations for all forms of
malnutriton and demonstrateal direct or indirect link with food and healthehaviours However,

Dancer and Rammohan (2009) focused on several issues about Nepal, mainly relating to food
availabiity and casumpti on, including a househol dés f
Rammohan, 2009) examined mainly intausehold allocation of food but not the amount of

various type of food intakend focused on how household wealth affects the nutritional status of
children.

Concerning the major barriers to getting nutritious food, according to the outcontbis thfesis

(see Table 4.13), the majority of mothers expressed that poverty wasfiaasigtiarrier, as well

as having a little or no knowledge about healthy foods (Griffthsl., 2002; Devkotaet al., 2012;

Desmet et al., 2015). The <arcity of food in the market or community and availabilty of
processed or fast food are also esaéfiod barriers that were found to exist (WEB09). When

food was not available in oneds own kitchen ¢
due to the lack of time for food preparation and the distance required to find it (Table 4.13)
(Mumtaz et al., 2003; Kakuteet al., 2005; Kelley, 2010).According to the analysis of GHFSI
(2013) , Nepal 6s farming growth rate is only 2
rate is 15% to 18% (GHFSI, 2013n Nepal, food recommendation guidet (WHO, 1988) and
child-feeding plans prepared by the MoAD in 2012 (Table 6.2) are rarely folowed by middle and
low-income mothers (PAHO and WHO, 2002; Morrisehal., 2008) because of busy lifestyles

and time commitments for work/household chores. dditian, siblings may be likely to feed the
younger chidren if they are not getting enough food to eat. Thus, they might not follow any
dietary guidelines or food recommendations (Morrisgral.,2008; MoHP, 2012; Spector, 2013).

The MoHP (2012) showetl h a t due to the parentsd work com
inconsistent, mainly in middle and lewn c ome househol ds. On the ottt

recommended feeding schedule is equally responsible for poor chid feeding practicesg riasulti
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a high prevalence of malnutrition in Nepal (Joly, 2010). The findings of this thesis also showed
inconsistency for chid feeding practices (see Table 4.3).

Table 6.2: Chid-feeding schedule

6 months up to 12 monthl Give adequate servings of masliedds such as rice, lentilddl),

12 months up to 2 years| mashed bread (roti), biscuits, milk, yoghurt, seasonal fruits

2 years and older as banana, guava, mango, etc.), vegetables (such as pd

carrots, green leafy vegetables, beans, etc.), meat, fish and ¢
Source: MoAD, 2012

Table 6.2 shows that there are no distinct criteria for child feeding schedules for the different age
groups of chidren (Madhet al., 2009). It has differentiated chid age groups but not specific
food items for those particular age groups, resulting in chid feeding guidelines that are very
confused and unclear, and therefore, ineffectual (Barton, 2001; Chapagain, 2014). Generally,
these guidelines in Table 6.2 are recommended by the entire health workforce in Nepal and
certainly, influenced by cultural and religious norms and values (WHO, 2001; Sah, 2005;
Chapagain, 2014). Poor chid feeding practices are also responsible for higltritioalrates in

Nepal Chirmulay and Nisal, 1993; Fides, 1998; Peaital.,2003: Madhuet al.,2009)

NPHC (2012) explained the other cause of food barriers, such as seasonal food scarcity in Nepal.
This creates a series of lotgym food insecurity qblems amongst study population. There are
two separate agricultural lean times (NLSS, 2011), one in the winter (February to April) and
another in the summer (July to August). During these two lean periods, -incluliee,
marginalized and lovincome group face a shortage of food in all geographical areas (Smithson,
1995; WFP, 2009). With regard to agricultural production, this is extremely vulnerable and fragile
due to frequent natural and human disasters, which also destroy livelihoods. Generally,
agricutural production is not keeping pace with the growing population, which is the main cause
of the food deficit in Nepal (Regmi and Adhikari, 200Hisher and Slaney, 2013YFP, 2013).

Food insecurity is also responsible for the high prevalence of mabwtiit Nepal (Jolly, 2010).

The World Food Programme (2009) has stated that Nepal is one of the mostefiomoht

countries in the world, mainly in the remote districts. Additionaly, WFP has also estimated that
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many Nepalese households wil have nodfao the future including many families slip in and out

of hunger due to the uncertainty of their own crop production cycles, or lack of access to
purchased food (NPHC, 2012). i§hthesis alsofound that nearly oneighth of the group of
mothers said thathere was some level of food scarcity (Table 4.4). Thus, the author of this thesis
argued t hat Nepal 6s maj or food insecurity
production, seasonal food scarcity, adverse effects of climate changes, hikeskeat priaes,

poltical instabiity and global economic recession factors which influenced foelthviours
(WFP, 2007; 2009; 2013).

Conversely, the climate of Pokhara is very suitable for agrictitidiestry, more than other
districts of Nepal. Pokhara hake highest rainfall in Nepal (Gurung, 2001; WFP, 2009) and is
richer in culture, business, tourism, education, and many aspects than other districts (Gurung,
2001; Paudel, 2008; Shrestha, 2015). Howetles, thesisstil found somerespondents from this

area reporting food shortag€lable 4.4).In Nepal, humaitausedfood shortage is more common

than the shortage caused by natural factors (Asfaw, 2008; ldaak, 2017). Market price is one

of the main constraints for people of low seemonomic statu (Asfaw, 2008; NDRI, 2008; UEA,

2012) whereas poor and marginalized ethnic groups cannot pribvdeutritious foods essential

for the growth and development of children, which leads to malnutriton (de &oait., 2004;

Somet al.,2007).

Overall, ths thesis has identified a vemconsistencyin chid feeding practices within rural and
urban communities. It may be due to association with strong cultural and religious influences.
Before blaming the culture and religion on influenced the chid feediagtipes, there may be
strongest reasons associated with this, are key barriers such as poverty, low SES, low levels of
awareness, lack of resources, misconceptions about healthy food (Claistdn 2006; Shakya,

2006; Adhikari, 2010; Desmeet al., 2015), and more importantly diversified views (multiple
opinions) which emerged from mothersbo past i
directly (Henry, 2014). For example, the chid gets constipation by consuming pomegranate

because pomegranaterish in iron which cancauseconstipation. Likewise, most of the Nepalese
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people do not take dairy products and meat items at the same time because they believed that it
may cause vomiting odiarrhoeaor both. Perhaps it was the inability to digest higbtein foods

which causeddiarrhoeaor vomiting. In order to overcome on it, proper training and orientation on
chid feeding practices of mothers, better food policies and supplies, and income generation
schemes could improve such poor chid feeding practices and should be considered a priority by
local government agency includingolicy people The existing polcy should be reviewed and
revised based on food artkalthseekingbehavioursincluding cultural and religious norms and

values.
6.6 Health-seekingbehaviours and culture

This section describesehlthseeking behavioursand cultural issues amongst rural and urban
mothers. Many researchers around the world such as Delgadal. (1994), Goldman and
Heuveline (2000), Ahmecet al. (2000), Nakagawaet al. (2001), Uchudi (2001), Nyamongo
(2002), Stephaeson and Hennink (2004), Poudyat al. (2005), Subedi (2010) anécharya
(2013 have focused on healfeeking behaviour, beliefs and cultural issues. Fuyrtiey also
highlighted that mothers are stil strongly embedded with the existing traditiodalredigious
norms and values which might be a potential and that may affect foodheaithseeking
behaviourstowardschildcare (Som et al.,2007; Acharyaet al. 2015).

This thesis revealed that more than 50% of mothers opt for modern health instiotiotie
treat ment of their children (see Table 4.6).
clinics, and 6% revealed quite negative attitudes towards ‘segdtking behaviour (Hoff, 1992;

Jin et al., 2002). This thesis showed that educafesbple are stil strongly influenced by
traditional and religious issues generaly in food and heaéking behaviour (Tamang and
Broom, 2010). This thesis indicated that a majority of people (57%) frequently visit healers
because other people have sgrofaith in spiritual healing (Table 4.9) and mothers from rural
community visit healers (16%) than urban community (1.1%) (Table 4.22). The people found that

healers are affordable (cheaper), more easily accessible and familar to society (Stone, 1976).
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Therefore, healersé services are widely avail
1979; Shankaret al., 2006; Adhikari, 2012).Therefore mothersv i s i t heal er 6s c |
even in critical conditions of childrer:urther this thesis showed that 6% rural mothers keep their
chidren at home during the sickness whereas only 0.4% of urban mothers (Table 4.22). This
result indicates that ur ban mothers are bett
mothers.

Spediically, Subedi (2002) observed that mothers are aware of available local health systems
rather which they use rather than improving their knowledge or awareness of food and health
seekingbehaviour (Upreti and MullerBoker, 2010). Howeverthis, in turn,links to issues such as

social organisation social capital and social responsibiity (Sah, 2005; Blatk al., 2008;
Shrestha, 2015). In Nepal, there are common features of foodheaithseeking behaviours

which are strongly embedded and regularly psadt by most people (Sah, 2005; Simkhadaal.,

2010; Acharya, 2013), mainly poor and rexiucated households in both rural and urban settings
(Subedi, 1999; 2010; Tamang and Broom, 2010).

A body of research agrees with Pokhae¢lal., (2009) onbehaviowal aspects, such as child
feeding behaviour as important for chid nutrition (Blackt al., 2008). Onta (2003) highlighted

the lack of knowledge on wdleing and health safety along with nutritious food and uptake of
health services in Nepal. It may hk&tributed partly to traditional/spiritual supporters and their
status in society (Mishra and Retherford, 2000; Lobstein and Davies, 2008).

With regard to hanevashing ShresthaBasnet (2008) stated that chidren of poor and iliterate
households rarely ve their hands before meals, nor do mothers explain this practice. But
nowadays, these views and practices can be n
househol dés productivity (Fisher, 1990)are Due
programmes in Nepal (Gautam, 2011), community members are beginning to observe and hear
about changes, and develop an interest in it, prompting others to adopt the newly introduced forms
of behaviour that can be of advantage to th&hafenstein and @dirian, 1998;Mahat et al.,

2011). Hutter (1996) has founchangesin food consumptiorbehaviour during pregnancy more

240



than at any other stage of life. At the same time, Seigal., (2001) demonstrated that pregnant
women require more food during pregog to develop thdoetus

In Nepalese culture, after delivery, women are supposed to stay indoors with the baby
compulsorily for a period of eleven days and untouched until all of the rituals are completed
(Furuta and Salway, 2008yiartin, 2008; Simkhadaet al., 2010), and they are strictly under the
dietary restrictions (Soret al.,2007; Ghandhi, 2012).

The study by Sah (2005) was conducted in a remote part of Dhanusha district which investigated
the factors that cause chid malnutrition including chiekeding practices.Sah (2005) also
evaluatedthe impact of rice scum (rice glue after washing) on chidren. As a cultural practice,
most of the educated mothers discard rice scum in this community. Thus, Sah (2005) noted that
chidren from households whdo not discard rice scum are relatively better nourished. In regard
to cultural practices such as discarding of rice scum, this thesis hassmiian views on cultural

issues andlustrated that ruramothersdo not recommend green leafy vegetables to their children
because they believe that green leafy vegetables were only consumed by bedgeasise harm

to chidren (Sect i on 5. 8). Data from tféod behaviobreasd s s h
practices arecompletely bounded with different factors e.g. policy, religion, resources, famiy
environment (Appendix 10) which are resulted in positive, negative or neutral feelings that control
the food andchealthseeking behavioursof mothers

In Nepal, food and rath-seekingbehaviourare influenced by existing traditions (Sibe&b al.,

2005; Odent, 2011). The members of households stil rely on some part of the traditions which
have been carried out in a similar manner generation after generation (Tamang @ngd Z8D).

These traditional cultures or beliefs are especialy applied with regard to health for pregnant and
lactating women, children, and those suffering from ilnesses (Storer, 1977; Khare and Rao, 1986;
Pool, 1987; Christiaret al., 2006). For examp| people belonging to the higher Brahman or
Chhetri caste normally never cook or eat meat items such as mutton, cliiskeand eggs

during the period of rituals (Khare and Rao, 1986; Purnel, 2009; Spector, 2013). Changing a

mot her 6 s at food andlhedatsedkioghehaviauss not an easy task (Jet al., 2002;
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Acharya, 2013; Acharyat al., 2015). It might take longer to improve it even if great attention is
paid.

Stone (1976) discussed the caste system and practices of the spiriticléfduealer, Ayurveda,

and herbal including food classification. Stone (1976) clarified why this community is strongly
embedded with cultural and religious norms and values which still exist incohemunity.
Poudyal et al.,, (2005) conducted a study inural Nepal which linked healtbareseeking
behaviouras well as the health policy of Nepal: it has found that individuals prefer to visit healers
before visiting other healbare workers. This may be due to the fact that healers are very
accessible; the are inexpensive and are believed to diagnose conditions accurately. The study
found that the aid of a doctor was only to seek as ddak option and only if deemed necessary
(Stone, 1976; Storer, 1977This thesis revealed that the majority of peaple still surrounded by

the existing traditional and religious culture, which influences their food laewlthseeking
behaviours(see Section 5.8).

Kroeger (1983) mentioned that the following factors influence hesaldkingbehaviour cultural

and socield e mogr aphic factors, womends autonomy, ec
patterns, and physical accessibilitstephenson and Hennink (2004) have categorized these
mainly as economic conditions, physical and financial accessibility, culted@fdy and socio
demographic status, womenos a udemiceassues. However, di s
cultural practices and beliefs remain prevalent regardless of age, theesmo@nic status of the

family or level of education (Pergzuevaset al., 1996) which negatively affects heatbeking
behaviour Women of this community are highly vulnerable and disadvantaged due to the life
cycle, gender discrimination, chieéaring, low nutrition, healtbare seeking, lack of education

and gender (Hasan and Khanum, 2000; Uchudi, 2001; Shrestha, 2015). OmeAfSioan study
conducted by Pronylet al., (2001) found that 72% of patients with contagious aiments accessed
government services more than for other medical conditions, whereas 15% attended a spiritual or
traditional healer, and only 13% accessed aatwidoctor. This thesis also revealed similar

findings to Pronyket al, (2001) (see Table 4.6; Section 5.8). It may be tiudhe existing
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traditional health behaviours(Biswas et al, 2017). In Southern Africand South Asia, including
Nepal, similar cheacteristics of healtseekingbehavioursare found (Biswa®t al., 2017). In both

South Africa and Nepal, there is already a substantial problem of dewmigking or late
presentation, mainly amongst women (Chapagain, 2014). A study by Ablmadl, (200) also

noted that multiple healtbeeking practices are used by people in the Philippines, which may
delay in diagnosis of c hi | étrak,(2008) found oty i29% of n . F
patients had inttially visited a healtbentre whilst 53% had visited a private doctor. Similarly,

69% of patients had been told by a member of the family to seek medical advice based on their
symptoms. With regard to health seeking practices, the outcomes of this thesis are also more
similar with Ahmedet al., ( 200 0) such as 52% children atter
visited healers and 25% of the children visited health institutions during their sickness (Table 4.8;
4.12). There is also great concern about people not utiizing government health ss¢taoson

and Berman, 1998; Ahmedt al., 2000) There are many factors that have been identified as
leading causes of poor utilization of government health services (Section 1.10) in Nepal. So,
people in Nepal have various options for healiine servicesand households are free to select

any healtkcare institutions, including healers based on accessifiltgjlability, and affordability

(Stone 1976; 1986; Foster aminstrupAndersen, 1981Astin, 1998; Ryan]1998; Olenja, 200R
Government health séces are poor and limited, so wealthy people rarely access them (Subedi,
2010). Middle and lowncome people usualy depend on government health services, herbal
medicine and spiritual healers, but those who do not have faith in goverrseevices of course,

choose private ones (Dahal and Baral, 2015).

Healthseeking behavioursare found to be verwague and diverse as per resources, attitudes,
knowledge, tradition and practices: they mostly depend on cultural and religious norms and
values (Shresth&015; Biswaset al., 2017). To some extent, it is understandable because most of
the population follows the traditional culture a$ociety (Ellahi, 2014; Biswast al.,2017).

With regard to the culture of the study population (Tables42]), it is highly diverse are due to

the multi-ethnic, multicultural, multireligious and mullingual composition of Nepal (NDHS,
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2011; NPHC, 2012; CDSA, 2014) in general, the Kaski District is a reflection of this. These
factors are strongly correlatedith eachother. Each ethnic group has, to some extent, its own
culture, language, and religion (NDHS, 2011; NLSS, 2011). For example, one group does not
alow meat,fish, and eggs in the ritual function whereas another group accepts them (Cletistian
al., 2006; Sbedi, 2010;Upreti and MullerBoker, 2019. Most people learn their culture from
their daily work, such as using the right hand for eating, using water instead of toilet paper
cleaning up, ways of meeting and greeting seniors, avoiding beef and pork draghd caste
system (Khare and Rao, 1986; Kaketeal.,2005).

Shrestha (2015) has mainly examinbdalthseeking behaviour among the mothers (n=102) of

sick chidren from a rural area of Kathmandu district. Only 84% of mothers sought health
treatment ath 69% reach health facities, and one third (31%) of the mothers accessed healers.
Shrestha (2015) found education of the mot her
awareness are the key factors influencing food hedlthseeking behavioursof the mothers.
Considering healtseeking behaviour the results of this thesmlso concur withShrestha (2015).

For exampl e, mo t headthseeking behaviour wetedobservedh to dbe negative as
they did feed their chidren when sick. Shrestf015) claimed that there was no relationship
between healthseeking behaviour and the occupation ofmothers. But this thesis haa
disagreementwith Shrestha (2015) because it was perceitleel strong relationship between
healthseeking behaviourand tle occupation of mothers where housewife (57%) and unemployed
(10%) mothers mostly visited healerds clinic
Utmost thought on child care, particularly those suffering frmanutrition and other diseases,
shoud be taken to identify the danger of various health issues, prevent ilnesses, and treat them
immediately (Sah, 2005; Biswast al., 2017). For these reasons, food and hesdibking
behaviouris of major significance and is essential ttee health of the individual as well as the
community (Shrestha, 2015). However, the process of responding to perceivedséekiily

behaviour involves multiple steps (Simkhadat al., 2010). Thus, it is very important for mothers
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to be able torecognisethe malnutrition problem and seek quick action which can help to reduce
the undeifive-y e a r s malnbtritibndréte in the community.

Reflecting on quantitatve and qualitative data, this thesis determined that the health seeking
behaviour of some mothers is predomihambsessed and embedded in existing traditional and
religious norms and values which means it is very difficult to bring change to their attitudes,
particularly on food andhealthseekingbehaviour in this community (Sudet al., 2005; Odent,

2011; Achaya et al.,2016; Biswaset al.,2017).

This thesis concluded that the desired health care seeking behaviour, particularly related to child
health, for an ilnessoccurrence should be obtained by seeking first and foremost help from a
trained allopathic actor, spiritual healers (Stone, 1976; Karkee al., 2014) in this community
setting (Tables 4.8 and 4.22). Yet a consistent finding from sekesahrches is that, for some
sicknesses, mothers are choosing healers, quacks or homeopaths, pharmapee(Hdr 2001;
Tamang and Brooms, 2009), or untrained allopathic doctors above formally trained health
professionals or government health institutions (Ahnetdal., 2001). For instance, Yamasaki
Nakagawaet al., (2001) described that mothers in Nepares more likely than fathers to seek

help from healers first. Likewise, Rahman (2000) in a rural area of Bangladesh, 86% of mothers
received health care from noupalfied health care providers whichave implications for
diagnosis, and mothers have beeuntl to have significantly longer delays to diagnosis than
fathers (Yamasalilakagawaet al., 2001). Hence, thighesis also revealed similar results mainly
mothers were involved in chid care than fathers as Yam&&sfagawaet al., (2001) stated. In

Nepal, all the mothers are responsible for thieldcare But fathers have all the rights such as
shopping, health care, education and other social networking. In case of there is no father then
only mothers are active (Malla Pradhan, 2000).

Healthseekingbehaviouramongst the mothers dhis Ph.D. study population is found to be very
complex and more diverted towards cultural and religious dimensions (Barton, 2001; Aebarya
al., 2016) . Because mot her s from bot h ssravaialsel an

health services whether these are private or government (Chastiah, 2006; Shrestha, 2015).
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The accessing health car e services ar e al sc
accessibiity and level of knowledge about available heaservices (Onta, 2003; Sah, 2005;
Karkee et al., 2014). In regards tbealthseekingbehaviourand atttudes amongst mothers of this

Ph.D. study population are strongly associated with cultural and religious beliefs (Seiblad.,

2008; Chapagain, 2014) (Table 4.8). Therefore, it may be beneficial to conduct a comparative
study across these factors, such as food faalthseeking behavioursin order to explore the
connection amongst social capitahealthseeking behaviour commuity participation, and

malnutrition (Karkeeet al.,2014).
6.7 Mothersé6é views to solve the prob

This section provides important suggestions expressed by the respondents. Several suggestions
were collected from mothers to overcome the problemmalnutition (Rastogiet al., 2011;
Szwajceret al.,2012.

The group of mothers from the survey questionnaire largely covered most of the relevant issues
(see Tables 4.10 and 4.23) such as policy, knowledge about healthy food, fooeadihdeeking
behavious, existing beliefs, and economic scarcity (Dahal and Baral, 2015). A large number of
respondents (60%) suggested that regular feeding of fresh and healthy food to mothers and
chidren certainly fuffis the nutritional requirements of the body. Secondheyt focused on
exclusive breastfeeding (57%) and encouraged mothers to feed their babies colostrum (Table
4.10). Thirdly, 56% of the group of mothers pointed out awareness of a healthy diet, education,
training, research and seminars which helped to disagmthe information to all levels of people
(MacNab, 2009) Likewise, 51% of mothers clearly spoke about existing policy which should be
reviewed and revised. On the other hand, a small group of mothers of the questionnaire (14%)
also focused on supplemtation, improving care and avoiding the cultural practices and beliefs
which were regularlypractisedby all mothers (Table 4.10) (Gdit al.,2015).

A majority of urban mothers were observed to be more alert on providing valuable opinions than

rural mohers (see Table 4.23). The comparative statistics showed that there were no considerable
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differences found between urban and rural mothers, but proportionately urban mothers were more
optimistic than rural ones (Table 4.23). They were also found to be reaiistic, proactive and
knowledgeable than rural mothers (Gracely al., 1996). Based on soec@&conomic status and
responses 0n, thieothesis¢Tabled 4.2vanek 423) showed that urbaaothers are
educated, welbff, more exposed and open new to information and more conscious of the subject
than rural ones (Gracegt al., 1996). Based on information available on table 4.23 where urban
mothers were found smarter to sharing their viewscontroling of the nutritional problem in the
society. It may be because rural mothers were struggling to provide snacks and other food
supplements for their chidren, which is why they were more famiiar with readymade food items
than urban mothers. Sisicaly speaking, in generalhere are no statistically significant
variances found between urban and rural mothers on cultural practices about healthy food
(11.6%:10.5% & 7.8%:9.0%) (see Table 4.17) and polcy issues %22131%) (Table 4.23)
(Spector 2013). This could be because 49% of the group of mothers were not interested in
providing suggestions (Table 4.10), or they gave it low priority (BeKmer et al., 200§. The
mothers also suggested that there should be activities for raising awarenbagscing the
workforce, and carrying out research and dissemination of the research outcomesefFallah
2013).

The focus group discussions in Section 5.6 also brought out the same issues of policy which focus
on public health, including nutritionaspects $zwajceret al., 2012) In the FGDs, policy people,
pharmacists, health workers and social workers were seen to be more active than the rest of the
groups. A majority of key informants mostly talked about free health services, neglect in rural
areas, shortage of resources (including workforce), poor health care system, and generaly
excessive dependence on foreign support (see Section 5.6) (Chapagain, 2014;eKatke2014;
Shrestha, 2015). Three groups such as the ANhghers and healers ere very quiet during the
discussion particularly on policy issues (Maligit al., 2014; Oli et al., 2015). This may have

been due to their poor knowledge regarding existing health policy and environment (Chapagain,

2014). On the other hand, it may havweeb due to the official hierarchy; some of the members of
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the focus groups were sient on policy issues and health facilties because they work under the
policy people (MoHP, 2003;Adhikari and Maskay2004; SOLID Nepal and Merlin Nepal, 2012).

The quantiative part of this study showed that a large group of mothessery poor knowledge

(86%) about supplementatiorsnack programmes and ORSable 4.10), whereas statistically
there is no significant difference between urban and rural mothers (28.4% \B§&8%) (Table

4.23) (WHO, 1998;Appoh and Krekling, 2006; Acheampong and Haldeman, 208§ finding

may be influenced by ewmpgowemeftand mghtsain sosiety (Peadharg a t i ¢
1985; Malla Pradhan, 2000; ADB, 2001). With regard to &weass issues, a large group of
mothers from rural and urban locations (Table 4.23) responded that they did not attend any health
education classes or awareness activites about nutrition in the area (Fisher, 1990; Huang, 1995;
Seher, 2012). They indicatetiat pharmacistshealers and teachers (39%) and health workers
(33%) play an important role in delivering information (Table 4.10 and 4.23) about healthy food
(DarntonHill, 2013). Statistically, these two groups contribute equally to provide dietary
guidance in the community (be 4.10). The existing health institutions in the area are observed
to have a poor role in these activities (Marinek, 2006). At the same time, a large group of urban
mothershas visited doctors and private heatlth institutions whereas rural mothers weeelikedy

to go to healers (Table 4.23).

This study revealed that urban mothers were more likely to attend awareness activities than their
rural counterparts (Table 4.23). In the urban area of Kaski district, there are many NGOs focusing
on maternal andhid health (Table 4.23) and several awareness campaigns have been conducted
regularly, which urban mothers take more advantage of more than rural mothers (Micklewright
and Stewart, 2000; Marinek, 2006; Seher, 2012). Surprisingly, rural mothers recetxgohaiu
information from health workers, whereas urban mothers gather it from health institutions,
pharmacists, healers, teachers and others (Table 4.23) é®ethi 2003; MoHP, 2012Darntor

Hill, 2013). The present study gathered very effective iopi from mothers to solve nutritional
problems (Table 4.10 and 4.23) (IRIN, 2013). These suggestions are highly relevant arad have

potential towards tackling the existing malnutrition problems of Nepal (Dhakal, 2015).
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The main philosophy behind this @ass s me n't was to evaluate the m
sensitivity to nutritional problems (Brahm, 2015). Simiarly, the following researchers had also
revealed similar ideas or views of various participants particularly on improvement of the
nutritional status of community people; Kroeger (1983), Delgatical., (1994), Ahmedet al.,

(2000), Goldman and Heuveline (2000), Hasan and Khanum (2000), Nakagaala (2001),

Uchudi (2001), Nyamongo (2002), Stephenson and Hennink (2004), Pcetdydl, (2006), and
Subedi (2010) . Mot hersé views also were dire
very relevant and appropriate issue raised by them (Table 4.10). According to a joint study
conducted by the FAO and WFP (2007), the existing trend ofirfgrin Nepal stil follows
traditional agriculture systems and is poorly developed. There are stil knowledge gaps about how
to reshape farming to improve nutritional outcomes (Jha, 2010; FAO, 2011; WFP, 2013b). It is
not clear how income from farming praztion is being paid, and to what extent this impacts upon
familieséd intake of nutritious foods (NFSMS,

In 2015, Nepal signed up to the SDGs (Sustainable Development Goals) (SDG Nepal, 2015;
United Nations, 2005 Of the seventeersDGs, goal 2 focses on food availabilty: it aims to
Afend hunger and ensuimpatculatda hes spolby 0 all B0xbppe3p dI eN,a
SDG gal 2 relatesto ending hunger, achieving food security and improving nutrition and
promoting sustainable agriculu (Gostin and Friedman, 2018nd is therefore also relevant for

t his thesis. Mot her s 6 suggestions for i mpr
nutrition for the entire populations with largeale food fortification, free health services,
breastfeeding, and a review of the policy (NLSS, 2011; Rastbgil., 2011; Szwajceret al., 2012;

MI Nepal, 2015).Motheisd6 vi ews and ageosenlaswhen fit co®ds Gs improving

nutrition (Kumar et al.,2016.

Urban mothers focused on providing suggestions to solve nutritional problems (Table 4.23) such
as that improvement of the food supply in the community and household which supports a
balanced diet, particularly focus on mothers and young children (Teaté, 2009). A group of

mothers (Table 4.10 and 4.23) clearly focused on the consumption of healthy foods, good care,
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existing health faciities, income and level of knowledge which is associated with their health
(Lee et al., 2009; Rastoget al., 2011). They also mentioned (Table 4.10 and 4.23) that improving

the nutritional quality of food through agricultural development and practices, and have advocated
for proper interventions can suppanh increasein demand for foodas the SDGsemphasised
(SAARC amd FAO, 2008; WFP, 2013b).

According to Howardet al. (1997), appropriate training and education would help to improve
knowledge for child feeding behaviour a n d it woul d certainly supp
atttudes and recommendations about healthy f@ddhikari 2010; Parmaret al., 2013).
Adequate training and education are essential for any type of health service, even in the developed
world (Philipp, 2004; Martinek, 2006; Zibah Consults Ltd., 2009; Bagtlal., 2013). Infant
feeding depends on thattitudes,practices and recommendations of the health professionals and
mothers. All respondentsagreed that the malnutrition problem can be reduced by educating
mothers about effectivaitiisation of inexpensive locally available foodélable 4.10 and .23)

(Huff, 1992; Rastoget al.,2011; Szwajceret al.,2012; Fallahet al.,2013)
6.8. Philosophical underpinnings and theory

This section discusses the philosophical foundations and underpinning theoretical justifications of
this thesis. There are a number of theories that attempt to clarify the problems of maternal
knowledge about healthy diet. Trenquiry for this thesis is wéther and how theories of maternal
literacy on a healthy diet can help our und e
(Ludwig et al, 2011) The theory of foodbehaviour mentioned in the lterature reviewed (see
Section 2.9.17) addresses theadaquacy ofpreschoeeged c hi | dr ené s dietary
Appendix 22).This thesis has used mainly two theoretical models to support the theories adopted
by this thesis. The first one is the UNICEF conceptual framework (see Figure 1.1) which explains
potential causes of malnutrition along with essential nutrition strategy (UNICEF, 1990). The
second theoretical model, developed by Magksal, 2001 (see Appendix 6) considarstions of

belief, knowledge,and behaviours in relation to the major influencingsues of food and health
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seeking behaviours (Onta, 2003) Each theoretical model contributes something to our
understanding of how the underlying causes of malnutrition affect rural and urban communities,
particularly mot-$eekingbéhavidure(8ettiona2rd.d7) (©Oetaa RODBudwig et

al., 2011) This section discusses the key reasons for maternal knowledge about healthy diet,
which influenced by existing beliefs and cultural issues from a theoretical perspective (Section
2.13, objectivesi-vii) (Ludwig et al, 2011) Social theory helps us to better understand the
reasons for maternal knowledge about healthy diet including existing beliefs, attitudes, and major
barriers tofood recommendations amongst rural and urban mothers (Onta, J0@8)theoretical
overview for this thesis has been constructed based on an appraisal of a number of previous
researchers, e.g. UNICEF (1990) theoretical framework and conceptual framework for monitoring
food and nutrtion-related literacy (Marks et al, 2001). In the second theoretical model (see
Section 2.9.17b), key theories about monitoring food and nutrélated lteracy are
synthesised This section helps the reader to under
theoretical models as ajgul to the analysis and in the discussion of this thesis (Nutbeam, 1996;
Marks et al, 2001). The next few paragraphghlight of the key factors among rural and urban
mot hers that resonate with the conce pdfood | fr.
and healthseeking behaviours(UNICEF, 1990; Markset al, 2001; Onta, 2003Ludwig et al,

201)).

The conceptual framework dhis Ph.D. research project is based on a general publc health
behaviouralc hange model . Soci al scientists argue t
the social interaction people have with each other (Matkal, 2001). Therefore, no study of
behaviour would be complete without considering these social intersc Socioeconomic and
cultural influence can include direct influencesuqwig et al, 2011) like group decisiommaking
(Nutbeam, 1996), as wel as indirect influences, like imagining how friends would react to a
particular situation. The meaning atted to food is a matter of theoretical perspective, cultural
background or personal interpretation (Nutbeam, 199@wig et al, 201). The latter two are

the ones that apply to the individual and so are both influenced by the context of the individual
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(King, 1996; Markset al, 2001). Thus, the meaning attached to food links to our definition of
realty, which is a collective social process where groups influence what individuals experience
and beleve (Market al, 2001). The social construction ofaley means we perceive realty in
accordance with our preconception of it; our perceptions of another peffemt our behaviour
towards that person, and finally, doehaviourinfluences the person in such a way that thefj

our expectations of therfKing, 1996; Nutbeam, 1996;udwig et al, 201).

This Ph.D. study is mainly focusing only one level of the pyramid, the -oatitioni related
60literacyod6 (knowl edge, etalf2001x Uhe engjor focased poirty f thise f s )
study wold be what sort of knowledge (King, 1996; Mar&s al, 2001) about nutritious food is
available to poor mothers of Kaski district (Onta, 2003). Likewise, it wil explore food
recommended by the mothers of the rural and urban part. It alsseaith abduexisting beliefs

about nutriton, which is strongly embedded in this society. How does health promotion
(Nutbeam, 1996) that provided by various programmes in that area, helping with rural and urban
mothers to recommend nutritional food for their chifdteFurthermore, it wil collect information
about thehealthseekingbehavioursof the rural and urban community (Marks al, 2001).In the

FGD, in all groups, a majority of participants expressed their dissatisfaction that the level of
information, focusing on existing cultural food beliefs, provided by the nutriited
institutions which had not sufficient to change food #edth-seekingbehavioursof the mothers
(Biza-Zepro, 2015). This opinion suggests that the mothers are unsatisfied with and unconvinced
about t he existing nutr it iebal, 2018;s2014)t Uherefore, st 0 ir
appears that in order tanticipate any food antdhealthseekingbehaviourschange a project
requires to sufficiently exchange appropriate information with mothers that many eventualy
support them review their traditional and cultural beliefs (Storer, 1977; Adhikari, 2O@idig et

al.,, 201). The study conducted by Furet al, (1996) found that multiple factors including
resources, the social framework, life course, physiological and psychological traits, food contexts
and sensory perceptions influenced the foethaviou(Onta, 2003; Ludwig et al, 2011; Shrestha,

2015) Furthermore, based upon a conceptual model adopted for this thesis, addiional
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investigation was coherent to the chidren (Maétsal, 2001). Findings from the survey in this
thesis suggest that social franmks become more influential to the maternal food knowledge
which represented strongly held beliefs and attitudes adbdwdalthy diet (Onta, 2003; Sah, 2005;
Acharya et al, 2015; 2Q7). Furthermore, findings of this thesis suggest that -fedated
behavour albeit food recommendation is affected by inherent personal and social factors (see
Chapter 4 & 5). The theory compromised fdmehaviourdescribed a process wherein the mothers
assesses and judges the healthy food and its impact on chid healtBe@@®m 2.9.17) (Onta,

2003; Ludwig et al, 2011)

In developing countries like Nepal, the public health problems are increasingly those of human
behaviour encouraging healthier lifestyles, understanding the social determinants of health, and
barriers to effective public policies, including health care policies (King, 19@6dwig et al,

2011; Karkee et al, 2014, Shrestha, 2015)). This study aimed at those with some understanding of
health and health care with little exposure to social research whigfieisting the welbeing of

the community peopleL(dwig et al, 2011; Subedi, 2010; 2011). It is varying due to unbalanced

of socioeconomicstatus and high discrimination by caste division in the society (Nutbeam, 1996).
To changebehaviour we need toaunderstand what motivates people to daid(vig et al, 2011)

That may seem straightforward, but recent thinking by neuroscientists suggests that understanding
how consumers think is not as easy as we first thought (Metried, 2001; Karkeeet al, 2019.

They say that 95% of our thinking happens in the unconscious, so superficial opinion research
frequently fails to give us insight into what people think, feel, beleve and do (Khare and Rao,
1986; Nutbeam, 1996; Market al, 2001; Ludwig et al, 2011). What 6s mor e,
Economics seminal paper dpehaviouraleconomics suggests it is no longer enough simply to
give people the right informatiorincentives,and disincentives, and expect them to act in their
own best interests (Khare and Rao, 1986; Kdaat al, 2001). Other factors like emotion, habit,
social context, the fear of loss and tehaviourof others play a critical role (Onta, 2003; Kat

al., 2011). So how do they gain a deep understanding of these wider issues? The social setting has

on aspects of individuals, including their behavioualues,and emotions demonstrated above, it
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i s clear t hat what one individual (or researtr
social construct and society takes for granted the way most paoplen a society is normal
(Delgadoet al, 1994; Markset al, 2001). This thesis applied to elucidate the level of knowledge,
atttudes about nutritious food and food recommendation by mothers to their chidren and
community people of rural and urban (#srya et al, 2015). What are the major barriers to
recommend healthy food for their chidren and what mother do to prepare it? In this study, it has
compared the level of knowledge about healthy food recommendation between rural and urban
community (see &ctions 4.3.43, 4.3.9). This thesis mainly evaluated for what were the major
gaps (Walters and Doyle, 2002; Onta, 2008pwig et al, 201} between rural and urban and

rich and poor people of the community and why the nutritional problem is a significilit

health problem of developing country like Nepal (see Section-23).1 The next section outlines

a key summary of the chapter. Above discussed two theoretical models of this thesis (Section
2.9.17) call for additional research to more clearlycidate the active components of
independence, capability and understanding support, about food and-skekittg behaviours

that faciltate effective change amongst the mothers including a member of the households
(Walters and Doyle, 2002; Onta, 2003; &t et al, 2006). Despite the complexities of cultural
and religious i ssues, it remai ns behavieursplayaas e t h
critical role in chid health outcomes and in the efficacy of food practicedwig et al, 2011,
Acharya, 2013; BizaZepro, 2015). These theoretical models (see Section 2.9.17) suggest that
mot hersé I|iteracy can enhance their efficacy
to overcomeit (Subedi, 1999). Despite this, this issue is nohdpeiescribedn any literature. One

hand, no one can stand against of this environment from the community (Walers and Doyle,
2002; Onta, 2003; Whitfielrown et al, 2009; Adhikari, 2010). On the other hand, the existing
awareness campaigns, whigre béng caried out by various institutions including government

are stil very low to address the existing malnutritional status of the chidren (Onta, 2003;

Whitfield-Brown et al, 2009: Adhikari, 2010; Ludwiget al, 2011).
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6.9 Strengthsand limitations of the study

It is significant for researchers to reflect on the strengths and limitations of their own work
(Grbich, 1999). In a qualitative study, this consists of reflecting on the role and influence that the
researcher during the research procesdf if¥eatt, 2007; Denscombe, 2010). In doing so, the
researcher enables others to understand and make sense of the work, draw their own conclusions
about research datdindings, and valdity (Popeet al., 2000). However, as this is a mixed
methods study thereflections on the strengths and weaknesses (Maxwel, 20dA8pn and
Stutchbury, 2000 also cover the quantitative questionnaire and the particular mix of methods in
this thesis.

This thesis evaluated maternal knowledge, attitudes and beliefs amarajsarmdi urban mothers

about food and healthseeking behaviours including food recommending barriersThis
investigation is based on a cres® ct i onal review of 6a compar at
nutritional and beliefs about a healthy diet for rumabl urban prescheabed children (Oninlaet

al., 2006; Parmaet al., 2013). Thec hi | dr e n 6 s questionddmsed on & eomlgnation of
convenience andjuota sampling proceduresdé Winter 2013). The subsections below highlight

the major strengghand weknesses of this investigation.
6.9.1 Strengths

This part of the thesis discusses the process and findings of the study, identifying particular
strengths. Earlier in Chapter 3, the philosophical argument (Wison and Stutchbury, 2009) that
supporeéd the research methodology used in this thesis, was discussed and justified to issues
around sampling, reliabilty, validity, and generalisabiity The adoption of critical realism
(Bhasker, 1989; Hammersley, 1992), allowed the identification of social phenomenon from
representations of the phenomenon in the survey questionnaire including FGDs along with the
uncovering of a range of mechanisms whidtew the attention back to existing knowledge,

attitudes, beliefs, anblehaviour
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The researcher of this thesis had experiesfcand insight into the government health care system

as well as other systems e.g. Ayurvedic medicine and faith healing dortwe decades. Prior to

this journey, he had also worked in several relevant organizations (Narayani Eye Care
Programme/AOCA Japan, Swiss Red Cross, CWS UK/Kid Asha, Prevention and Blindness
Control Programme (WH@lepal), Red Cross and Dental Collegeliating and faciltating a

range of community development activites such as management, fundraising, networking and
health promotion. This knowledge and experience gave him a broad view of Publc Health
Nutrition. In order to avoid influencing the panpents, the study was conducted where he was
not local or had any family association. This proved to aestrength as respondents and
participants made their assessments of the researcher from an earlier knowledge of the work
delivered in the study area,thar than on the basis of familial relationship or connectidims

thesis shows additional key strengths (Section 3.3.1). First, the main strength of this thesis is that
it selected a mixedhethod approach, combining both qualtative and quantitativeoapipes to
gain insights mot her s o knowl edge, at tsedakingd e s
behavioursof the children in Nepal (Leet al., 2009; Parmaet al., 2013). The major strength of

this approach is that it broadens the understanofintpe research problem where the evaluation
included a survey of a large number of mothers of children -ioréiee-year old for the
guantitative analysis.

For the gqualtative section of the study, FGDs were identified based on certagelgreed

criteria  (Maxwel, 2009). Whist the quantitative analyses showed several risk determinants and
outcomes, the qualtative analysis examined in detail the reasons behind food andetddritn
behaviour Consequently, this thesis has been able to identifyf@eg barriers impacting on the
health of chidren aged between three and five. There has been a highly effective debate
concerning how to assess qualitative study methods, particularly, whether the same three criteria
can be used (Ryaet al., 2001). Accading to Ryanand coleagues(2001), when different criteria

have been developed for qualtative approaches, there have had strong parallels with those used

for quantitative approaches. The way in which selection criteria are appled may vary between
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appraches of qualitative and quantitative methods. For example, qualtative studies often use
purposive sampling to select a group of people or a setting with particular characteristics, whereas
in quantitative methods generalisabiity is ensured often thromghdom sampling and
statistically assessment through comparison with the characteristcs of a wider population
(Marshall and Rossman, 1989).

The most appropriate criteria to evaluate qualtatve methods are validity, reliability,
generalizabilty, accepbilty, cost and objectivity (Ryanet al., 2001). The following discussion

will include the possible errors and biases in study design, research ideas, data collection
processes, sampling and analysis of the data that may have affected these -criteligy, (Bo
1997). Secondly, thishesis has employed survey questionnaires &@Ds as data collection
methods in order to reach to the reality of the issues related to healthy di€@dMztcal., 2001).

The next strength is the public heafibrspectiveof the study through which it has investigated
maternal knowledge, attitudes, and beliefs about a healthy diet and explored major barriers for
recommending healthy diet to chidremnder five years of age (Lest al., 2009; Acharyeet al.,

2015). Moreover, it has excluded all clinical and pathological investigations as it sought to
provide insights into the local community (Goodbwhal., 1995; Ludwiget al., 2011; Parmaet

al., 2013).

This research has some methodological strength.stiQus relating to maternal knowledge,
attitudes and beliefs including major barriers following food recommendations were developed

to suit mothers of young children linked to the present lterature (Ma@Cddl., 2001). The
guestionnaire was develpp by adapting questions from similar previously conducted surveys
(Section 3.6.1.7). The questionnaire was bilingual (English and Nepal) for achieving effective
communication between researcher and respondents. More importantly, the questionnaire was
teded twice (in UK and Nepal) through a pilot study and revised to make it suitable for research
purpose. A further strength of the thesis is that the researcher is biingual, which strengthens the
rigour of languagebased inquiry (Larkinet al., 2007) andd mor e | i kely to repr

experiences effectively and efficiently.
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Additionally, the researcher has prior exper.i
in Nepal (Acharya, 2032 The success of a 95% response rate amongst theipaats contacted

should be considered a success; the literature mentionsathagh response ratéor research

entas 91% (Section3.6.1.3 and &ble 4.1) for a facéo-face method of subject enrolment (Sitzia

and Wad, 1998). As the respondents jogniin this research represented diverse age groups,
castes, ethnic groups, religions, languages and educational status, the inner validity of these
outcomes is reflected as reliable and acceptable. Most prominently, it has discovered new

knowledge about dersified views

6.9.2 Weaknesses

Besides the several strengths emphasized above, there are a number of limitations to this
investigation whichis important to describe here. First, this is a ci®sstional study and it is
impossible to establish causnd-effect associations amongst health hazards and health status as
well as many socieconomic issues. Thus, when a longitudinal study is required to determine any
relationship orarother outcomeof the research, an investigation has been expected totsideou

the scope and time frame of this thesis. Secondly, with regard to the questionnaire, one main
weakness, as stated in Appendix 4a is that knowledge was only assessed by using pictographs,
showing pictures of locally available fruits and vegetables gatthering information by asking
participants torecognisewhether they are nutritious foods or not. Besides this, there are several
imitations of a questionnairewhich has already discussed in this thesis (see Section 3.5). In
conducting this kind of stly, each aspect related to health care could have only been talked about
by the respondents through asking tharimited numberof questions. Besides, as highlighted in
Sections 4.2.4 to 4.2.9, there were a few responses provided to thenoleehquestion on the
surveyquestionnaire it is difficult to analysethese responses expressively.

Participants in the FGD were selectedséd on quota or convenience sampling rather than a
random sampling procedure. Therefore, selection bias could be a potential limitation of this
qualitative part of the study. Similarly, this evaluation was conducted in Nepal particularly in a

wel-develogd area in terms dhe developmentof infrastructure, availabiity of many resources
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and, moreover, a famous tourist area of the country, after the capital (Shrestha, 2015). Further,
due to the lack of resources and time and poor list of community populatainly female

groups at Pokhara and Lekhnath city (CBS, 2001; 2011; NDHS, 2011), it was difficult to conduct
randomi sed or l ongitudinal research. The tar
mothers, were available in theswn houses, ina preselected study location during the survey
period.

Similarly, this research population only included femal@s>-yearold chidrens mothers) and
restricted to those chidren who were breastfed, not living in selected study locations, and children
younger than three and over age five. The selection bias, however, has unlkely affected the
validity of the study findings. Moreover, the study design of this thesis is also a limitation. Hence,

it is also not considered to have any major impact on thdityadf the research findings. Time
management was observed as the major limitation (as it is foPhmy. thesis), putting immense
pressure on the researcher throughout the process because it must be completed within the
allocated time frame, enforceg bnroiment in the course.

The next constraint was gathering funds for the study which was an essential part of the process
(Leroy et al., 2007). A limited budget always puts high pressure on scholars because without
proper funds the study could not be completed in a rigorous and academic manner. Hence,
funding was a crucial element of this journey. The third limitation was observed intutie s
included several challenges and risks associated with fieldwork abroad such as local poltical
conditions, social and cultural environments, and several other unseen hurdles. Gaps in the
iterature of the particular subject, mainly Hindu cultural amgdgious information amongst
Nepalese ethnicities, were also considered as another limitation. Therefore, the research was
restricted to one area which has been considered as another weakness of the study.

This investigation employed eleven enumeratorsexecute thequestionnaire aftethree days of
theoretical and practical training on data collection (Zebah Consultants 2009. This study
surveyed literate, lterate and educated mothers who were associated with diverse socio

economic status and fecultural ethnicity (Khare and Rao, 1986; Pradhan, 2006; Subedi, 2011).
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Some mothers from the study area had difficulty understanding and speaking the Nepali language.
In such a case, specific language interpreters had been employed for translatingpéicim
languages such as Gurung, Magar, Tamang, Newari, and Thak&lepali However, the
researcher of this study is a Nepali native who did not have these language barriers.

The study observed that the majority of the group of mothers, whether educated, rich, iliterate or
poor, had simiar notions particularly regarding food amehlthseeking behaviour (Jin et al.,

2002; Kakuteet al., 2005). Many mothers were influenced byltural and religious norms and
values and have more or less simiar perceptions particularly in food haadthseeking
behaviour Thus, this thesis focused on mothers only which could involve bias in evaluating
knowledge, attitudes and beliefs about ladthy diet and hence is considered as another limitation.
One of the limitatons of a mixeshie t hod research is that atehe r e
divided between two methods such as quantitatve and qualitative (Johnson and Onwuegbuzie,
2004). If trere had only been a quantitative part, the study could have included more participants
and some of the statistical analysis might have been considered as stronger with a larger sample.
Similarly, if there had only been a qualtative part, the study cae fincluded more interviews,
perhaps from other sectors as well. This would have made it a different study and possibly a more
robust one.

This research has used FGDs (Pesdlkal., 1998; Gil et al., 2004) and survey questionnaire
(Bowling, 2002) asts methods of data collection. In the FGD, the study did not include mothers
because of confidentialty reasons and,particular cultural and religious issues which are very
difficult subjects for Nepalese women to discuss in a group (Devkota, 2014)reBearcher of

this thesis is a Brahmin by caste, Hindu and from a middieme family. This background could

have influenced the women an FGD as nearly all belonged to a low caste and were pderis
educatedperson however, is compeled to followhe cultural and religious norms amdlues of

his community (Kakuteet al.,2005).
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6.10. Keysummary

This chapter has provided a summary of key findings of this thesis which was then discussed in
relation to the wider literature on six different variables which influenced the maternal knowledge,
attitudes, and beliefs about healthy food including heseléking behaviours The knowledge,
attitudes, beliefs, and chid feeding practices including cultural issues evaluated in this thesis are
compared to other inquiries based in Nepal and elsewhere, especialy South Asia. The survey
guestionnaire identified aeficit maternal knowledge on healthy food, negative attitudes towards
healthy food and healtbeeking behaviours chid feeding and breastfeeding practices are stil
under the traditional patterns. Moreover, food recommendation patterns are stil @flueypc
cultural and religious norms and values. The FGD highlighted key factors around fobe aditd
seeking behaviours which are mainly poverty, knowledge/ education, poor resources,
policy/strategic issues, environment/situation, and food belief ingludultural influences. These
themes are explained in Chapter 5. More importantly, some FGD participants expressed positive
experiences in the contrast to existing misconceptions, cultural and religious issues which are
directly or indirectly associateditv healthy food. There were no significant differences observed
between rural and urban mothers regarding religious and cultural issues relating to food and
healthseeking behaviour ~ But urban mothers are found more educated, knowledgeable and
sensitive towards chid health care than rural mothers. Finally, this thesis identified new
knowledge Odiversified viewsd which i sealthne of
seeking behaviours (Appendix 10). This thesis has added this new knowledge dolitdrature

which is a potential finding in the field of public health nutrition. Furthermore, it incorporated
personal reflections. The key strengths of this thesis are: (1) a-ma#ads approach to gain
insight into mot her ddiefskaboatvh¢athy fped,that anfluencets doddead a n
healthseekingbehavours of the children; (2romparing on rural and urban perspectire&aski

district of Nepal;, (3)the publc health prospect; and (4) having a biingual researcher with
previous resarch experience. On the other hand, the main limitations/weaknesses of this thesis

are: (1) only included mothers in the survey questionnaire; (2) exclude any clinical and
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pathological investigations, and (3) exclude mothers of currently breastfed rghildne of
chidren below three and over five years old chidren. The overall conclusions of this thesis are

presented in Chapter 7.
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CHAPTER SEVEN: CONCLUSION

7.1 Introduction

The conclusion signals the end of this research report and concludes wigythedsage of the

Ph.D. investigation. This mixedme t hods study was undertaken t o
about a healthy diet (see Sskction 3.3).

This thesis discovered new knowledge which adds to theeymséing literature. The diversified

view (seeSection 6.5 is one such new factor which inhibits the ability to effectively recommend
healthy food to chidren, pregnant and lactating women in this study population. The diversified
views concept is associated with ten influencing factors whwk three distinct impressions
(negative, neutral or posityevhi ch emer ged based on indhevi dual
neighboursand relatives share their good and bad experiences related to that ilness including its
pros and cons Moreover, they also suggest further food restrictions or recommendations
particularly regarding this medical conditon and appropriate healtking points. Hence
diversified views are a powerful factor and include a plethora of views and perspectives across
from ane extreme position to another, and with each having varying degrees of credibility.

There are still many questions letinansweredabout the issues of food andealthseeking
behavioursamongst the rural and urban communities of Kaski district and massibjeo truths
brought through this inveigation. This study aimed to establish the kegsocidgbn with healthy

foods, and traditonal and religious norms and values including rbajoiers which have been
practied by the community regularly. Moreovethe researcher contended that adhering to
historical legacies about healthy foods, particularly to provide chidren under five, pregnant and
lactating women, as complex as those of cultural practice and religious norms and values, keeps
local poor people rbm being able to understand apthctise Furthermore, it needs to develop
paradigms of analysis that allow researchers to perceive and interpret their cultural attitudes, and
behaviours related to the issues of healthy food. Cultural and religious pesctderived

oppressions that are more fundamental to how people understand healthy foods.
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This study was also presented at some international conferences where nutrition experts and
delegates carefuly discussed the outcomes; particularly existing knewleelgfs and attitudes

about a healthy diet. They provided useful comments some of whighihluenced the analysis

and wee therefore incorporated in the thesis. The conclusions are presented below in different
categories: (1) knowledge; (2) attitide ( 3) beliefs; (4) barrier

behaviours and (7) overall conclusion.

7.2 Knowledge

In general, it was observed that the meaning of undernutrition and malnutrition (see definition no.
16 & 21 on pg. no XX and XXVI) were understood to be the same by the community as well as
the majority of the informants of this study (see Chapter 2; 2.9.11).

Mot her sé knowledge about nutritious food was
urban areasThis is also related teheir ability to identify the difference between nutritious and
nonnutritous food items and choosing healthier food for their children. Similarly, poor
knowledge was shown about recognizing signs and symptoms related to undernutrition, including
agerelated weight and height (see Sections 6.2 and 4.2.6). Furthermore, in general, they were also
deficient in information about chid care and feeding practices. The findings revealed that these
poor (i.e. low economic status) mothers were poor at providihgadthy diet to their children (see
Sections: 6.2; 1.8.2; 2.9.6).

Maternal education has been identified as an important factor in improving chid health outcomes.
Besides t his, t he mot her so knowl edge ahu@lu t a
norms and values, which were mostly derived directly from smgioral environments (see
Sections 6. 2; 2.9.3) . The mot hersdé knowledge
and values (see Sections 1.9;-8)3including geographicalariances (rural and urban) about food

and healtkseeking behaviours(see Sections 6.6; 4.3.1ZJhe ®cio-economic class was a key
determinant as better knowledge existed about a healthy diet among mothers who were mainly

from betteroff and educated failies. Women with a higher economic status were likely to have
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changed their thinking regarding different traditional food beliefs or misconceptions (see Sections
6.3; 6.3.1) and had adjusted their lfestyle accordingly. Concerning knowledge associdlted wi
healthy diet, el der cohort s, i . e. ttheonoore 6 mo
conservativeviews, whereas younger groups (between 20 to 40 years old) have more modern
ideas (see Sections 4.2.1; 6.3.1). Knowledge about diet shared byutteteeldcommunity was
generally not a high priority in a community that relies on practical experience (see Section 6.2).
Not surprisingly, the study population gave a high priority to pradveaéd knowledge rather

than academibased knowledge becausbey perceived that appropriate results come from
practical experience. This section is associated thithmain aim of this thesis, which sufficiently

covered the lterature gaps (see Section 2-28.1

7.3 Attitudes

The study showed that mosif the mothers experienced negative attitudes, especialy about
healthy food and healtbeekingbehaviourswhich generally deprive chidren andomenfrom a

good food. Healthy food was closely correlated with hesdibking behavioursdue to dietary
influences from medical practitioners such as Ayurvedic (Homeopathy), traditional/'spiritual
healers,quacks and pharmacists during periods of il health (see-sdiion 1.10.1). In Nepal,
most people in the community (see Sections 6.4 and 4.2.6) are highly pessimisistéaod and
health behavioursand always criticied that bad outcomeare caused by particular foods (see
Section 6.6). In Nepal, there are several common misconceptions about healthy food and these are
closely correlated with socioultural and religious norms and values (see Sections 1.9 and 2.9.3).
This misconception dictly or indirectly influences the food artkalthseekingbehaviours(see
Sections 6.3; 2.9.123). On the other hand, in genenadany are highly conscious about existing
food beliefs which they have begmactisingroutinely. In particular to somedegee they do not
commonly consume particularly animal products, green vegetables and fruits including oily,

sugary and readyade food They mostly practce these beliefs and rituals during ilness and
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religious functions. Thus, due to cultural practice tgiaing food andhealthseeking behaviour

this helps explain the higlprevalence rate of undernutrition (see Section 2.9).

In the study population, it was observed that the younger population mostly have positive attitudes
whereas older people are moikelly to have negative attitudes towards nutritious food and health
behaviour( see Sections 6. 4; 1.10. 2; and 2.9.8). T
associatd with objectivei, and it has discovered the major attitudes particularlyoeissed with

food andhealthseeking behavioursamongst the mothers (see Section 2.13; 2.13.1).

7.4 Beliefs

There were several misconceptions about the consumption of nutritious foods in the study
population, which generally derived from traditional amdgious values and norms (see Sections
6.3.2; 5.8; 4.2.1112; 2.9.1112). These misconceptions were strongly associated with food and
health behaviours and prevented mothers from recommending healthy foods. Therefore, most of
the mothers showed negativeelibfs about healthy dietsCombined withdiversified viewsand

being poor,these negative views lead tw@omen making thewvrong decisions (see Section 6.3.1

and Appendix 10). At the same time, the misconceptions and beliefs about healthy diets were also
stongly linked with the mulkcultural, multireligious, muitiethnic and mulkiingual (see

Sections 1.8; 6.4 and 6.6) societpll these elementsogethermeanthat peoplecan pass on the

wrong messages and infoation a n d adversely affecting peopl
(MacNah 2009). Some food beliefs are also found to be highly beneficial to undernourished
chidren such as the reason behind advising scarifying animals (see Section 5.8). This section is
associatd with objectives 66 nd 6 6i(is e e Section 2.13.1) whi ch

complimented the literature gaps.

7.5 Barriers

This study explored food barriers that are due to various causes associated with climate change;
traditional agriculturalmethods correlated with poor accessibility, availabiity and affordabilty of

the resources (see @ens 6.6; 5.5; 4.3.2@1) and the educational status of mothers. Lack of
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resources was a major barrier whi c hectoarsf56ct ed
and 4.2.4). Consequently, there were limited options for portions and food choices due to poor
resources. In this environment, there is no point to think about a healthy diet where people are
struggling to find basic food. In the context of thecial environment of the study population, one

of the major barriers was multip@pinions or diversified views. The community had its own
values and norms ima society which had to be followed by individuals residing in poor
communities. People sharedmany issues within the community and theyere supported in thie
community (see Appendix 10). This is the main platform where diversified views are being
generated; consequently, affecting food and hesaltking behaviour (see Sections 6.2 and

6.6). To my knowledge, no previous studies have investigated the influence of diversified views
which influence food anchealthseeking behaviourin Nepal in the area of public health. This

section has clarified the objective which was given under thBection 213.1.

7.6 Motherso views

The group of mothers provided very relevant feedback regarding steps to tackle the problems of
undernutrition in this community. Regarding the solutions, the mothers were particularly focused
on a healthy diet, suitable policieawareness and proper dissemination of scientific outcomes
which can be gained from several research and survey sources (see Sections 6.7 and 4.2.14). They
objectively emphasized their views about overcoming existing problems in this society, which
coveredall the provisions for an improved nutritional status of children (see Sections 6.7; 4.2.14;
and 4.3.13). The publc health sergcén Nepal are stil suffering from various problems
including lack of resources. It is alwaysderresourcedn terms of sevice coverage and quality.

Thus, most welbff people do not trust it and stil choose private health institutions. This variable

has explained the study objectivé which was presented under tBection of 2.13.1.

7.7 Behaviours

Health behaviours (positve and negative) are influenced by cultural, social and physical

frameworks. These are designed by individual selections and external limitsBiensoi}6.9.2).
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Positive behaviour regarding healthgiet is virtualy associated with health promatioand
prevention of diseases, while negative behaviour is linked with risky beha@ewtion 6.6).

In the present study, healtligodrelatedchoices orudgementsmade by mothers appeared to be
influenced by a highly complex array of factors (Sectons 1.9 and 2)9 These included mainly;
eating behaviour the price of various food items, demographic influences, ancestral and family
influences, concepts of healtthe seasonalvulnerability of food, ethicalkconcerns and broader
societal tendenciesé¢eSections 1.91; 2.9).

In regard to food and healbehaviours the younger generation was less likely to be affected by
traditional and religious elements, whereas the old generation is more likely to be influenced.
Unfortunately, however, the new mgration always surrenders to the old generation due to
cuttural and religious norms and values. Thus, a belief about healthy food is widely spread
throughout the community (see Sections 6.6; 2.9.2; 4.2.7). This trend has been changing slowly in
educated tuseholds in the community. From time to time, this information is highlighted by
social media and local newspapeBe¢tion xx¥. Thus, the above examples show how people of
this area strongly wedded to cultural and religious practices. This variallked With main aim

and objectives of this thesis (see Section 2.

7.8 Overall conclusion

Understanding healthy eatingpehaviours in pre-school chidren are crucial to help prevent
undernutrition, growth retardation, malnutrition and acuted chiltrition problems and in addition

to preventing prolonged and lotgrm health problems. In this study, it was found that mothers
were mostly responsible for these issues and role models for their chidren regarding eating habits
(see Sections 4.2.3; . 5; 1.9.4). Hence, it i s i mportar
attitudes, beliefs about healthy diet and major barriers for recommending healthy foods. These are
al so affected by S 0 me determinants S u stdius, a s S

age, working status, and knowledge of nutritional food and chid health. The nutritional
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knowledge level of the mother could be effective on eatebavioursof chidren (see Sections

6.2; 2.9.8;1.10.2).

After the review ofthe literature and tte findings of thisresearchit can be said that mothers are

an i mportant sour ce of information for chilc
knowledge about chid care and feeding practices are crucial factors for a healthy life of chidren
(seeSection 6. 2). Thus, this study examined mot
present study also addressed major influencing factors regarding nutritious foods. The mothers
who had a better level of nutritional knowledge about hedtogs fed their children more with

animal products, vegetables, fruits, and grains and less fast or junk food items than those mothers
who have a poor level of knowledge enhealthy diet (see Sections 4.2.8; 4.2.11; 4.3.6). The
study determined that most ofethmothers have a low level of knowledge, negative attitudes, and
have minds burdened with several beliefs about healtbg {see Sections 4.2.8; 4.2.12).
Besides these, mot hers are trapped by sefver al
child sicknesso, existing cultur al and relig
following recommended healthy diefsee Sections 4.2.13; 4.319). Consequently, Nepal is

facing severe malnutrition problems (see Section 2.9). The studpiekae d mot her sd o
on how to tackle this problem. The majority of mothers raised relevant and important issues which
supported the factors to overcome the problems (see Sections 6.7; 4.2.14). The results from this
study of mot her dgé and attitudest suppartathe in&lusianwof knowledge and
attitudes in dietary interventions (see Sections 6.7; 4.2.14).

Finally, the study results showed that the majority of the group of mothers were feeling
uncomfortable on recognizing healthy food itemsay be due to social and religious frameworks,

and presented inconsistemesults (see Sections 4.28) and also equaly given multiple
responses about nutritious food. On the other h&ndwledge and attitudes about healthy food

(see Section 2.9.8re strongly associated with cultural and religideliefs (see Sections 2.9.11

12). Hence, including other determinants (see Sections 1.10; 2.9) these variables are observed

major barriers to recommending healthy food to their chidrEime abovestatedvariables are
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strongly associated with sociocultural ethics and religious norms and vakesSéctionsl.9.1;

1.9.2; 2.9.34). Similarly, it was also noticed that a majority of the group of mothers presented
multiple responses on healthy food (Smxtiors 4.2.613).

Nepal is a muklingual multi-cultural and mulktethnic country (see Section 1.8). This study did

not analysereligious, cultural and ethnic matters in detail (Sstions 1.9.1 1.9.4; 2.9.3 2.9.4).

Thus, it is important to compile cuial, religious and ethnicity issues in regard to a healthy diet.
Subsequently, there are more studies needed to be conducted in other parts of Nepal investigating
a larger study population in order to give researchers and policymakers a general idea about
mot hersé knowledge about healthy diet and its
Both research approaches (quantitative and gqualtative) revealed that knowledge about a healthy
diet is significantly different among rural and urban mahection. Rural mothers have poorer
beliefs and attitudes about nutritious food than urban ones, this finding has correlated with the
available literature in this regard (Christiah al., 2006; Odent, 2011; Acharya, 2013). However,

food and healtseeling behaviours are reasonably similar across both groups of mothers (Shakya
2006; Subbaet al., 2008; Acharya, 2013) and these are strongly embedded with cultural and
religious norms and values (Sah, 2005; Benmttal., 2008; Acharya, 2013; Shrestha, 23p1

Based on this thesis finding, urban mothers have observed shown strong and wider perspectives
on controling of undernutrition conditions in society more than rural (Onta, 2003; Sudd.,

2005; CBSet al., 2006; Bennett al., 2008; Subbeet al., 2008). One possible explanation is that

rural mothers typically are more traditional and are more likely to prepare homemade foods which
are processed under the poor hygienic environment and provide to their chidren whereas urban
mothers are more aware amgnsible towards food anbealthseeking behaviours But urban
mothers are modern in food recommending and thereby promoting poor quality ofnredely

food items due to the busy lifestylsegSections 5.5, 5-8 and2.9).

Finally, this thesis has rematka elucidated the underpinning aims, the objectives and research

guestions that aimed to explore (see Sac#d3.
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CHAPTER EIGHT: RECOMMENDATIONS

8.1 Introduction

The recommendations resulting from this investigation may help poorer or low SES grdbps
community and local government to tackle the problems of undernutrition more predkely.
findings from this study reinforce the need to focus on nutritional issues in Nepal and conclude
with the following recommendations. They are divided iteé parts 1) sheterm, 2) medium

term, and 3) longerm recommendations.

8.2 Community level (shortterm)

8.2.1. Findings showed that chid feeding practice was poor due to traditional and religious
values and the fathers were least involved in chid feedind aaring than the
grandparents and siblings. Based on this information, further analysis of IYCF practices
including the importance of child care is urgently recommended the community level
(see Sections 6.34.3.2; 6.5; 7.27.4).

8.2.2. In this study mothes 6 knowl edge, attitudes and belie
to the chidrenwere remarkably poor. More researdh neededabout healthy diets and
their key factors including existing practices and beliefs followed by various ethnic groups
at thecomnunity level (see Sections: 6&23; 6.56.7; 7.47.7).

823. Based on this study héalthsetkinglghaviounswerb encrgpted f o o d
with their own traditional and religious norms and values. However, there stil are gaps in
the literature about food recommendations pertaining to social and religious norms and
values. Therefore, this study recommends further baseline surveys and needs assessment
to focus on food andealthseekingbehaviours particularly targetingethnic groups and
religions in remote communitie (see Sections: 5.6; 6.4; ®&; 7.7).

8.2.4. This study showed that the health and environment of the study populeion stil

critical (see Table 4.2). Thus, it is strongly recommended that the government and donor
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agencies supportatrine construction and usage aonsider a water and sanitation
programme which is directly linked to child il health suchdiesrhoeaand dysenterysee

Sections: 5.4; 6.3.2; 6&6; 7.3; 7.5).

8.3 Policy level or government agency (mediuterm)

8.3.1.

8.3.2.

8.3.3.

8.3.4.

Basd on the key findings of the focus group discussions, under the policy and strategy
theme (Section 5.6), the existing nutrition policy and strategy was not able to achieve the
goals thatfocus on coordination between private and public hedttis reconmended that

the existing policy including coordination with the referral system should be revised and
monitored more effectively. This would help in identifying nutriti@tated problems
earlier and prevent or mi ni mi s eordtibna (seaf u |
Sections: 6.7; 7:%.6).

This study showea low level of knowledge amongst rural and urban mothers on healthy
foods. Thus, there is a need to focus on creating a level of awareness targeting various
groups inthe community such as the olthd young generations including mudiigious,
multicultural and mulktethnic groups (see Sections: 6.3; 7.8).

The pictogr ashovwed sigaficantly @oare lsnowledge of mothers regarding
the identification of nutritious food (see Table 4.12). Hewer, to increase the knowledge
about existing healthy food items amongst the community people, there is an urgent need
to organisethe practical base training focusing on healthy food and their impact on the
health of children in the community.

Based onthe outcomes of this study, there remain gaps in the issues around attitudes,
beliefs, existing cultural and religious norms and values including ethnic minority groups.
It is recommended that researdh conducted on the efficacy and effectiveness of
promising and relevant interventions on emndutrition (see Sections: 5%6; 6.56.7; 7.5

7.6; 7.8).
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8.3.5.

8.3.6.

This study indicated that maternal nutrition knowledge, attitudes and food beliefs were
affecting food recommendations for children particularly thdseg in rural parts.
Therefore communitpased management of undernutrition, including food supply,
strengthening appropriate tools, skils and support systems for critical case detection, early
diagnosis and completing treatment is recommended to umdaolcy (see Sections: 6.7;

7.8).

From the findings of this research, the health sector was revealed as stil limited due to
insufficient funding and human resources. It is strongly recommended to focus on
sustainable mulsectorial methodologies to prove nutrition throughout the life cycle by
addressing social and economic determinants of all forms of undernutrition in the Nepali

society (see Sections 5.3 & 5.5).

8.4 Acadenmics/researchersand donors (longterm)

8.4.1.

8.4.2.

8.4.3.

The qualitative outcomes of this dju showed that Nepalese people were poor and that
the country needs sufficient funding to deliver appropriate healktices (see Sections

5.3; 5.55.6). This study recommends urgent support to train the health workforce,
develop the infrastructure, prade instruments and equipment, and conduct more research
in health overall.

The study showed t hat mot her 6s literacy
undernutrition. Therefore, local government policy needs to provide free education to both
boys and girls. Moreover, this study suggested the need for further investigations on how
sciencebased nutrition knowledge influences better child nutritionthet householdlevel

(see Setons: 5.6; 6.2; 6.7; 7.2; -B.6).

This study showed poor educatiai the mothers was influenced by food ahealth
seeking behaviours Therefore, this study recommends that nutrition education to the
mothers should be provided in order to eradicate the existing misconceptions about

nutritious food, tradition, and highesocial barriers to access including exclusive

273



8.4.4.

8.4.5.

8.4.6.

8.4.7.

breastfeeding practices, diversification of food, provision of three meals plus two snacks a
day for chidren under five; and for feeding practices during periddsiness (see
Sections: 7.2.7).

This thes results showed that rural and urban mothers have different views about healthy
diet and healthseeking behavioursfor the undernourished children which affect the local
health management of undernutrition. Nutrition programmes should be focused on rural
communities focusing on disadvantaged and-ilmeme groups. Caste or ethnic group
based data collection is urggnttequired in the community because of each caste or
ethnic group has own distinct foodagtice (see Sections: 667; 7.5; 7.7).

Based on the findings of this thesis, the main reason for giieation of public health
services by the community peeplvas generally due to high faith in healgrsyerty and

poor knowledge.It is recommended that government health services, at al levels, is
enhanced and equipped with a skiled workforce as well as the provisionodérn
equipment and improvedapacl in the nutrition sectiorat both national and community
levels (®e Sections 6-8.7; 7.57.6).

Based on the qualitative findings of this study, this thesis argues that further improvement
on the level of coordination between community (see Sectionss®H5& 5.7), district, and
national level be made. This improved coordination wil ensure the improvement of the
gualty of health services including proper supervision and monitoring of nutrition
programmes and the availability of free health care sesvio mothers and ddhien (see
Sections 5.3; 6:6.7; 7.57.6; 7.8).

This study found the policy and strategic issues were still influencing the footeatit
seeking behaviour of the community people. Thus, it is recommended that all donors,
researches, and multinational companiesprovide technical guidance and support in
regard to the development and promotion of a comprehensive strategy and plan of action
for the provision of communipased interventions focusing on maternal and child thealt

(seeSections: 6.5; 6.7; 7-B.6; 7.8).
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8.4.8. This study showed that food amalthseekingbehaviourswere strongly inculcated with
traditional and religious nor ms and value:c
strategy®6 i s t he b e sts thea grqups oof diffrentt ldvedst whicma i n |
involve policy people, professionals, and public/people. In the context of Nepal, poliical
groups and Red Cross would be the best gréopeliver this strategy (see Seos: 5.6
5.7; 6.2; 6.5; 6.7; 7.2; 7.6; 7.8)

8.4.9 This study has identified new knowledge, diversified views (multiple opinions) which
have influenced food andealthseeking behaviours of the mothers. Therefore, it is
urgently required to conduct several commubiged studies underpinned by the
multiple  opinions (diversified views) particularly about food arigealthseeking

behaviours(see Sections: 5.6; 5.7; 6.2; 6.5; 6.7; 7.2; 7.6; 7.8).

275



REFERENCES

Abubakar, A., Holding, P., Mwangome, M. and Maitland, K., 2011. Maternal perceptions of factors
contributing to severe undeutriion among children in a rural African setting. USA: Rural and
Remote Health.

Acharya, B., 2013Food belief and practices during postoperative period ampost operative
patient Post Basic Bachelor of Nursing. Kathmda: Institute of Medicine, Tribhuvan University.

Acharya, J. R., 2012. The Barriers to Uptake of Eye Care Services for Leprosy Patients in Nepal.
Nepalese Journal of Participatory Developmentl4 (13), 5969. Available at:
http//www.nepan.org.np/gatig/publication/PARTICIPATION13.pdf [Accessed 23 March 2016].
Acharya, J., van Teijingen, E., Murphy, J. and Hind, M., 2015. A comparative study on nutritional
problems inpreschool agedhildren of NepalEuropean Journal of Nutrition & Food Safefy (5,

389 389.

Acharya, J ., van Teijlingen, E. , Mur phy, J ., I
ur ban mothers in Nepal: A gNepdl Acadermia Goencil BMNAC) vi e w
15th  Annual Nepal Study Days, pp 16.Available from:http//bnac.ac.uk/wp
content/uploads/2017/03/BNANSD-2017#Abstracts.pdffAccessed 19 April 2017].

Acharya, L. B., 2000. Maternal and child health servinesral Nepal: Does access or quality matter
more?Health Policy and Planningl5 (2), 228229.

Acharya, M. and Bennett, L., 1981. The rural women of Nepal an aggregate analysis and summary of
8 vilage studies. Kathmandu: Tribhuvan University.

Acharya, O., Zotor, F. B., Chaudhary, P., Deepak, K., Amuna, P. and Elahi, B., 2016. Maternal
nutritional status, fooahtake and pregnancy weight gain in Nepidurnal of Health Managemeit8

(1), 1 12.

Acheampong, I. and Haldeman, L., 2013. Are natritknowledge, attitudes, and beliefs associated
with obesity among lovincome Hispanic and African American women Caretakels@rnal of
Obesity 2013, 18.

Adams, 0., 2007Primary Health Care: Service Delivery. Volume Oxford: Oxford Policy
Management.

ADB, 2001. Country Briefing Paper Women in Nepal Asian development bank programs department
west division 1. Manila, Philppines: Asian Development Bank.

ADB, 2010.Overview of gender equality and social inclusion in Nepédnila,P hiippinesAsian
Development Bank.

Adhikari, B. B., 2012. Book review: Caplan, A. Patricia (1972). Priests and Cobblers: A study of
social change in a Hindu vilage in western Nepal. San Francisco: Chandler publishing company.
Dhaulagiri Journal of Sociology andmhropology 5 (0),£130.

Adhikari, R. K., 2010.Food Utilization PracticesBeliefsand Taboos in NepalUSA: USAID.

[online] Available at: http://pdf.usaid.gov/pdf_docs/pnaeb772.pdf [Accessed 24 March 2016].

276


http://bnac.ac.uk/wp-content/uploads/2017/03/BNAC-NSD-2017-Abstracts.pdf
http://bnac.ac.uk/wp-content/uploads/2017/03/BNAC-NSD-2017-Abstracts.pdf

Adhikari, R., 2013. Empowered wives and frased husbands: Nursing, gender and migrant Nepali in
the UK. International Migration 51 (6), 168179.

Adhikari, S. R., and Maskay N. M.. , 2004. Health sector policy
multiparty democracyHealth Policy 68 (1), 108112

Adler, N. E., 1993. Socioeconomic inequalities in health. No easy soldtice. Journal of the
American Medical AssociatiQi269 (24), 31403145.

Aemro, M., Mesele, M., Birhanu, Z., Atenafu, A. and Corporation, H. P., 2013. Dietary diversity and
meal frequency practices among infant and young chidren ag28 onths in Ethiopia: A
secondary analysis of Ethiopian demographic and health survey 2®ddnal of Nutrition and
Metabolism 2013,28 . [online] Available at: http://www.hindawi.com/jonals/jnme/2013/782931/
[Accessed 29 March 2016].

Agarwal, B., 1990. Social security and the family: Coping with seasonality and calamity in rural India.
The Journal of Peasant Studjds (3), 341412.

Ahmed, S. M., 2003. Changing headtbekingbehaviour in Matlab, Bangladesh: Do development
interventions matterPlealth Policy and Planningl8 (3), 306315.

Ahmed, S. M., Adams, A. M., Chowdhury, M. and Bhuiya, A., 2000. Gender, socioeconomic
development and healdeekingbehaviourin BangladeshSocial Science & Medicinesl (3), 361

371.

Ahmed, S., Sobhan F., Islam, A. and Barkat-Khuda, 2001. Neonatal morbidity and caeeking
behaviourin rural Bangladeshlournal of Tropical Paediatrics47 (2), 98105.

Aldridge, A. and Levine, K., 2001Surveying the social world: Principles and practice in survey
research Philadelphia: Open University Press.

Ali, N., Azam, S. and Noor, R., 2008¥omen® bel i ef s and practices r
during pregnancy and lactation:haspital basestudy.Journal of Ayub Medical Collegd6 (3), 29

31. [online] Available from: http//www.ncbi.nim.nih.gov/pubmed/15631367 [Accessed 24 March
2016].

Almaata Declaration, 1978\Imaata declaration enUSSR: International Conference of Primary
Health Cae.

Almond, D., Currie, J. and Herrmann, M., 2012. From infant to mother: Early disease environment
and future maternal healthabour Economicsl9 (4), 475483.

AlZDmarBadrarand AKshanimSaad, 2010. Utilization of hospital resources: A sdpaesgd study of
Saudi hospitals in Riyadh ciban International Journall5 (2), 134141.

Alonso, E. B., 2015. The impact of culture, religion and traditional knowledge on food and nutrition
security in developing countries. The Netherlands: LEI Wagemikfj@versity & Researchentre
Al-Shookrj A., Al-Shukally, L., Hassan, F., Aheraj S. and AlTobi, S., 2011. Effect of mothers
nutritional knowledge and att Omandvedical dourndléa n i C
(4), 253 257.

277



Amatya, S, 2010. Rana Rule in NepalKathmandu:Nirala Publications. [online] Available at:
http://niralapublications.com/niraleries/ranaule-in-nepal/l [Accessed 24 March 2016].
Anaemia Policy Brief, 2015Global Nutrition Targets 2025; Anaemia Policy Bri&ereva: World

Health Organization. [online] Available altttp://thousanddays.org/tdagentent/ uploads/Anameia

Policy-Brief.pdf [Accessed 10 October 2015].

Anamol, A., 2016. Malnutrition stalks chidren in ButwaThe Kathmandu Post4 Apri, no
pagination. [online] Available athttp://kathmandupost.ekipur.com/news/20164-04/ malnutrition
stalkschildrenin-butwal.html [Accessed 4 April 2016].

Angen M. J., 2000. Evaluating interpretive inquiry: Reviewing the validity debate and opening the
dialogue.Qualitative Health Research0 (3), 378395.

Antony, G. and Laxmaiah, A., 2008. Human development, poverty, health & nutrition situation in
India. The Indian Journal of Medical Researcd28 (2), 198205.

Appoh, L. and Krekling, S., 2006. Maternal nutritional knowledge and child nutritionaksitathe
Volta region of GhanaMaternal & Child Nutrition 1 (2), 100 10.

Armstrong, A. and Anderson, A., 2015. Breastfeeding intentions and practice among vegetarians in

the United StatesA pilot study.Journal of Nutrition and Health Sciences(3), no pagination.

Aryal, B., Adhikari, K. and Panthi, S., 2015. Assessment of Ecological Sanitation Approach in Nepal.
Technical Journal of Water, Sanitation, Health and Environment Is$8(@3,710.

Aryal, M., 2014. Stunting: The cruel curse ofalnutrition in Nepallnter Press Service: News
Agency 22 July. Available from: http//www.ipsnews.net/2014/07/stuntittge-cruetcurseof-
malnutritionrin-nepal/ [Accessed 21 March 2016].

Arzoaquoi, S. K., Essuman, E. E., Gbagbo, F. Y., Tenkorang, E. Y., Soyiri, I. and Laar, A. K., 2015.
Motivations for food prohibitions during pregnancy and their enforcement mechanisms in a rural
Ghanaian districtJournalof Ethnobiology and Ethnomedicinkl (1).

Asfaw, A., 2008. Does supermarket purchase affect the dietary practices of households? Some
empirical evidence from Guatemalevelopment Policy Revie®6 (2), 227 243.

Astin, J. A., 1998. Why patients useesthative medicineJournal of American Medical Associatipn

279 (19), 1548.

Atkinson, A. B., 1987. On the measurement of povdtgonometrica55 (4), 749.

Atkinson, A. B., 1989.Poverty and social securityUnited Kingdom: Prentice Hall, Harvester
Wheatsheaf.

Attride-Stirling, J., 2001. Thematic networks: An analytic tool for qualtative rese&uhlitative
Researchl (3), 385405.

Aunger, R., 2000. The life history of culture learning in a faetace societyEthos 28 (3), 445481.
Babatunde, R.O., Olagunju, F.l., Fakayode, S.B. and-Gola F.E., 2011. Prevalence and
determinants of malnutrition among undee chidren of farming households in Kwara State,
Nigeria.Journal of Agricultural Scienge3(3), p.173.

278


http://thousanddays.org/tdays-content/%20uploads/Anameia-Policy-Brief.pdf
http://thousanddays.org/tdays-content/%20uploads/Anameia-Policy-Brief.pdf
http://kathmandupost.ekantipur.com/news/2016-04-04/%20malnutrition-stalks-children-in-butwal.html
http://kathmandupost.ekantipur.com/news/2016-04-04/%20malnutrition-stalks-children-in-butwal.html
http://www.ipsnews.net/2014/07/stunting-the-cruel-curse-of-malnutrition-in-nepal/
http://www.ipsnews.net/2014/07/stunting-the-cruel-curse-of-malnutrition-in-nepal/

Babbie, E. R., 2001 The practice of social researchAvailable at: http//www.worldcat.org
ftitle/practiceof-sociatresearch/oclc/44076041 [Accessed 24 March 2016].

Bain, L.E., Awah, P.K., Geraldine, N., Kindong, N.P., Siga, Y rrmBed, N. and Tanjeko, A.T., 2013.
Malnutrition in Sulb Saharan Africa: burdemausesand prospectsPan African Medical Journal
15(1).

Bandura, A., 1977. Se#éfficacy: Toward a unifying theory of behavioral changsychological
Review 84 (2), 191215.

Bandura, A., 1986Social foundations of thought and action: A social cognitive theory. Prehidie

series in social learning theonjonline] Available at: http://psycnet.apa.org/psycinfo/198423

000/ [Accessed 24 March 2016].

Baral, B., Prapati, R., Karki, K. and Bhandari, K., 2013. Distribution and skil mixheflth
workforce in NepalJournal of Nepal Health Research Coundi (24), 12632.

Baral, L. R., 1987. Nepal in 1986: Problem of poltical managemesiin Survey27 (2), 178180.

Baral, L. R., 1988. Nepal in 1987: Poltics without pow&sian Survey28 (2), 172179. Available
athttps://www.researchgate.net/publication/249972952 Nepal in_1987 Poltics_without Power
[Accessed 24 March 2016].

Barasi, M. and Mottram, RF., 1990. Human nutrition (4th edition.). United Kingdom: Arnold,
Cambridge.

BarerStein, T., 1979You eat what you ard* edition). United Kingdom: McClelland and Stewart.
BarerStein, T., 1999. You eat what you are: People, culture and food tradfibiasce Reviews
Online, 37 (3), 37 1508.

Barker, C. E., Bird, C. E., Pradhan, A. and Shakya, G., 2007. Support to the safe motherhood
Programme in Nepal: An integrategpioach.Reproductive Health Matterd5 (30), 8190.

Barros, |., Alcantara, T., Mesquita, A., Santos, A., Paixdao, F. and Lyra, D., 2013. The use of
pictograms in the health care: A literature revi®esearch in Social & Administrative Pharmaag

(5), M4 19. [online] Available at: http//www.ncbi.nlm.nih.gov/pubmed/24332470 [Accessed 29
March 2016].

Barton, S. J., 2001. Infant feeding practices of-leeome rural mothersThe American Journal of
Maternal Child Nursing26 (2), 9897.

Basnett, Y., 200. From Politicization of Grievances to PoliticgiolancesAn analysis of the Maoist
movement in NepalWorking paper series No &8. LondonDevelopment Studies Institute, London
School of Economics and Political Scierii83. [online] Available at:
hitp://www.Ise.ac.uk/internationalDevelopment/pdf/WP/WP78.pdf [Accessed 24 March 2016].

Basu, A., Roy, S. K., Mukhopadhyay, B., Bharati, P., Gupta, R. and Majumder, P. P., 1986. Sex bias
in Intrahousehold Food Distribution: Roles of ethnicity and SocioecionGimaracteristicsCurrent
Anthropology 27 (5), 536.

Bauchner, H., Leventhal, J. M. and Shapiro, E. D., 1986. Studibseabtfeedingand infections.

How good is the evidencélhe Journal of the American Medical Associatigs6 (7), 887892.
279


http://www.worldcat.org/

Bec-Var, B., no datelntroduction to Jyotish: Vedic astrologZalifornia,USA The Chopra Center.
[online] Available at: http://www.chopra.com/cclintroductimjyotish-vedic-astrology [Accessed 3

April 2016].

Beer, S. S., Juarez, M. D., Vega, M. W. and @and. L., 2015. Pediatric malnutrition: Putting the
new definition and standards into practibutrition in Clinical Practice 30 (5), 609624.

Behrman, JR. and Rosenzweig, M. R., 2004. Returns to Birthweight. Reeiew of Economics and
Statistics MIT Press Journal86 (2), 586601.

Bellamy, C.,1998T he St at e Of The Wor | doCxfor€ Oxforddmiversity F o c
Press. Available at: http//www.unicef.org/sowc98/sowc98a.pdf [Accessed 28 March 2016].

Bennett, L.,1983. Dangerous wives and sacred sisters: Social and symbolic roles-chs$tighwomen

in Nepal. (1’ editon). New York, USA: Columbia University Press.

Bennett, L., 2006. Unequal Citizens: gender, caste and ethnic exclusion in Nepal. Katibrdbdu:

and The World Bank.

Bennett, L., 2011Dangerous wives and sacred sisters: Social and symbolic roles of high caste women
in Nepal. Kathmandu: HIMALDOC and ICIMOD [online]  Available  at:
http:/lib.icimod.org/record/2979 [Accessed 24 March 2016].

Benrett, L., Dahal, D. R. and Govindasamy, P., 2008. Caste, ethnic and regional identity in Nepal
further analysis of the 2006 Nepal demographic and health survey. Kathmandu: USAID and Macro
International

Bennett, S., McPake, B. and Mils, A., 19%fivatehealth providers in developing countries: Serving

the public interestChicago: University of Chicago Press.

Berg, A., 1993. Sliding toward nutrition malpractice: Time to reconsider and redaplyal Review

of Nutrition, 13 (1), 115.

Bergold, J., Rrin, F. U., Thomas, S. and Al®alomonrHochschule, 2012Participatory research
methods: A methodological approach in matidorum: Qualitative Social Research3(1),30.

BeznerKerr, R., Dakishoni, L., Shumba, L., Msachi, R. and Chirwa, M., 2608/e gr and mot h
know plentyod: Breastfeeding, complementary f ec
Malawi. Social Science & Medicin®&6 (5), 109561105.

Bhagat, R. B., 2005. Rurérban Classification and Municipal Governance in Indangapore
Journal of Tropical Geography26 (1), 6173.

Bhaskar, R., 1989. Reclaiming realit@ritical introduction to contemporary philosophy. London:
Verso Books.

Bhattachan, K. B., Sunar, T. B. and Bhattachan, Y. K., 2088teBased Discriminatiom Nepal.

New Delhi, India: Indian Institute of Dalit StudieNepal working paper serie8(8),1-48.

Bhattarai, B. R., 2003Underdevelopment and regional structure of Nefdw Delhi, IndiaAdroit
Publishers.  [online] Available at:  http//www.bannedthought.net/Nepal/\Work&drker
09/W9_ReviewBhattaraiBook.pdf [Accessed 24 March 2016].

280


http://www.bannedthought.net/Nepal/Worker/

Bhutta, Z. A., Ahmed, T., Black, R. E., Cousens, S., Dewey, K., Giuglani, E., Haidek,,B.
Kirkwood, B., Morris, S. S., Sachdev, H. and Shekar, M., 2008. What works? Interventions for
maternal and child undernutrition and survivelhe Lancet371 (9610), 41i7440.

Bhutta, Z., Das, J. K., Rizvi, A., Ga#fy, M. F., Walker, N., Horton, S., Vb, P., Lartey, A. and

Black, R. E., 2013. Evidendsased interventions for improvement of maternal and child nutrition:
what can be done and at what coBt2 Lancet382 (9890), 452477.

Bishop, B. C., 1990. Karnali under stress: Livelihood strategelssaasonal rhythms in a changing
Nepal Himalaya (university othicago geography research papers)® (&dition). University of
Chicago,USA Committee On Geographical Studies.

Bishwakarma R., 2009.Social Inequalities in Child Nutrition in NepaWashingon D.C.: World

Bank Internship Project Paper.

Bisset, A.,2014B|l ackstoneds internat i @hedion). DxordaOxford i g ht
University Press. [online] Available dittps://www.waterstones.com/bobldckstones-international
humanrights-documents/alisebisset/9780198709558 [Accessed 24 March 2016].

Bist a, DTh8. Prae@&ads o6f Nepalizationd Anthropol
Area in NepalTokyo: Institue for the Study of Language and Cultures of Asia and Africa2pp 1

Bista, D. B., 1991. Fatalism andevelopment Nepal 0s struggle for mo
Sangam Books Ltd.

Biswas, T., Islam, A., Islam, M. S., Pervin, S. andvMdh L. B., 2017. Overweight and obesity among
chidren and adolescents in Bangladesh: A systematic review anean@yais.Public Health 142,

94i 101.

Biza-Zepro, N. B., 2015. Food taboos and misconceptions among pregnant women of Shashemene
district of Ethiopia. Science Journal of Public HealtB (3), 410.

Black, R. E., Alderman, H., Bhutta, Z. A., Gilespie, S., Haddad, L., Horton, S., Lartey, A., Mannar,
V., Ruel, M., Victora, C. G., Walker, S. P. and Webb, P., 2013. Maternal and child nuutidimg
momentum for impacfThe Lancet382 (9890), 372375.

Black, R. E., Allen, L. H., Bhutta, Z. A., Caulffield, L. E., de Onis, M., Ezzati, M., Mathers, C. and
Rivera, J., 2008. Maternal and chid undernutrition: Global and regional exposures dhd hea
consequence3he Lancet371 (9608), 243260.

Blades, M., 1998. Intermediate nutriton and health: An introduction to the subject ofntaoton

and health. United Kingdom: Highfield.co.uk Ltd.

Blades, M., 2004. Intermediate nutrition amelalth: An introduction to the subject of foautrition

and heatlth. United Kingdom: Highfield.co.uk Ltd.

BLS, 2013. Consumer Expenditure Survey, U.S. Bureau of Labor Statistics. USA: U.S. Bureau of
Labor Statistics.

Bold, M. vanden, Quisumbing, A. Rand Gilespie, S., 2013%%o me n 6 s Empower ment a
An Evidence ReviewwWashingtonD.C.,USA International Food Policy Research Centre. [online]

Available at: http://papers.ssrn.com/sol3/papers.cfm?abstract_id=2343160 [Accessed 23 March 2016].
281


https://www.waterstones.com/book/

Bond, R. and Mukherjee, N., 2002. Livelihood asset status tracking: An impact monitoring tool?
Journal of International Developmerii4 (6), 805815.

Bourdieu, P., 1986.The forms of capital by Pierre Bourdieu 198fonlne] Available at:
https://www.marxists.org/reference/subject/philosophy/works/fr/boufdisas-capital. htm

[Accessed 24 March 2016].

Bowling, A., 1997. Research Methods in Health Investigating health and health services. Birmingham:
Open University Press.

Bowling, A.,2002.Research methodsin health: investigating health and health serg®&sdition).
Buckingham: Open University Press.

Brahm, P., Cortazar, A., Filol, M., Mingo, M., Vielma, C. and Aranguiz, M., 2015. Maternal
sensitivity and mental health: Does @&arly chidhood intervention programme have an impact?
Family Practice, 33 (3), 22632.

Braun, V. and Clarke, V., 2006. Using thematic analysis in psycho@gglitative Research in
Psychology3 (2), 77 101.

Bryce, J., BoscHrinto, C., ShibuyaK. and Black, R. E., 2005. WHO estimates of the causes of death
in children. The Lancet365 (9465), 11471152.

Bryden, J., 2001Rural Development Indicators and Diversity in the European Unjonline]
Available at ; http://citeseerx.ist.psu.edaivdoc/download?doi=10.1.1.199.4439&rep=repl
&type=pdf [Accessed 25 March 2016].

Bryman, A., 2008. Why do Researchers Integrate/Combine/Mesh/Blend/Mix/Merge/Fuse Quantitative
and Qualtative Researclr? Bergman, M. M., edAdvances in mixedethods esearch: Theories

and applicationsUnited Kingdom: Sage Publications Ltd.

Buni k, M. , Clar k, L., Zi mmer , L. M. , Jimenez,
2006. Early infant feeding decisions in lamcome LatinasBreastfeeding Medicind (4), 22% 235.

Caplan, P.,199Fo00d,healthand identity: Approaches from the social sciendemsdon: Routledge.
[online]  Available at:  http//www.gold.ac.uk/anthropology/stafffpaplan/fooehealthidentity/
[Accessed 25 March 2016].

Care Nepal, 201 Health Problems among Urban Poor in Selected Slums along Bishnumati River in
Kathmandu 2008 Kathmandu: Care Nepal Publication Available at:
http://un.org.np/sites/default/files/report/tid_188/2@1012-CARE-Health ProblemAmongUrban
Poorin-Kathmandu.pdfAccessed April 2017].

Carfoot, S., Wiliamson, P. R. and Dickson, R., 2004. The value of a pilot stumgastfeeding
researchMidwifery, 20 (2), 188193.

Carrigan, M., Szmigin, I. and Leek, S., 2006. Managing routine food choices in UK families: The role
of convenience consumptioAppetite 47 (3), 372383.

Carvalho, S. and H.White., 1995.C o migithe guantitative and qualitative approaches to poverty
measurement and analysis: Practicedhadt ent i al 6. Techni DE.IUSPRTheer 3

World Bank.
282


http://un.org.np/sites/default/files/report/tid_188/2010-01-12-CARE-Health-Problem-Among-Urban-Poor-in-Kathmandu.pdf
http://un.org.np/sites/default/files/report/tid_188/2010-01-12-CARE-Health-Problem-Among-Urban-Poor-in-Kathmandu.pdf

CBS,2002Popul ati on Growth and EduKatmanduCenbdureaud o p me
of Statistics, National Planning Commission, Government of Nepal.

CBS, 2003aNational sample census of agriculture Nepal, 2@002 Kathmandu: Central Bureau of
Statistics, National Planning Commission, Government of Nepal.

CBS, 2003b.Populaton Monograph of Nepal 2003, Volume Hathmandu: Central Bureau of
Statistics National Planning Commission, Government of Nepal.

CBS, 2011.Nepal Living Standard Surveyjonine] Available at: http://Nepal Living Standards
Survey. Nepal: Central Bureau $fatistics. [Accessed 8 May 2017].

CBS, WFP and WB, 2006.Nepal - Small Area Estimation of Poverty, Calorintake and
Malnutrition. Kathmandu: CBS, World Fod@rogrammeand The World Bank.

CDSA, 2014.Poverty and Exclusion in Nepal: further analysisrecent surveys and censy$"

edition). Nepal: Central Department of Sociology &mthropology, TribhuvanUniversity.

Cecchi, C., 1999. How to be rural in late modernity: Process, project and discourse xdfibitess

of the European society for alrsociology.Sociologia Ruralis39 (1), 135143.

Chalker, J. C., Kapali, M. and Khadka, B., 19B@alth post usage in a mountain district in Eastern
Nepal: a focus group studyournal of the Institute of Mediciné? (3),247257.

Chandwani, H. and Pandor, J., 2015. Healthsaeking behaviors of mothers regarding their children

in a tribal community of Gujarat, Indi&lectronic Physician7 (1), 990997.

Chapagain, R., 2014. Complementary feeding practices of Nepali mothérgnmnths to 24 months
chidren.Journal of the Nepal Medical Associatids? (191), 44B8.

Chirmulay, D. and Nisal, R., 1993. Nutritional status of tribatlerfive chiidren in Ahmadnagar

district, Maharashtra in relation to weaning/feeding practiceian Pediatrics 30 (2), 21522.

Christian, P., Bunjun Srihari, S., Thorhgman, A., Khatry, S. K., LeClerqg, S. C. and Shrestha, S.R.,
2006. Eating down in pregnancy: Exploring femdhted beliefs and practices of pregnancy in rural
Nepal.Ecologyof Food and Nutrition45 (4), 258278.

Colding, J. and Folke, C., 1997. Conservation ecology: The relations among threatened species, their
protection, and taboo&cology & Sociologyl1 (1), 6.

Colding, J. and Fol ke, c. , 2001. Soci al t aboos
biological conservatiorEcological Applicationsll (2), 584.

Colvile, W. J., 2008. Universadpiritualism :spirit communion in all ages among all inas. New

York, USA: R.F. Fenno & company.

Contento, I. R., Michela, J. L. and Goldberg, C. J., 1988. Food choice among adolescents: Population
segmentation by motivationgournal of Nutrition Education20 (6), 289298.

Craig, S. R., 2011. Migraton s oc i a l change, healt h, and the f
between Nepal and New YorRnthropology and Humanisr@6 (2), 198214.

Creswell, JW. and Clark, V. P. L., 201Designing and conducting mixedethods research2"

edition). Thosand OaksCalifornia:SAGE P ublications.

283



Creswell, J.W. and Plano Clark, V. L., 20@ksigning and Conducting Mixemethods Research
Thousand Oaks, CaliforniSAGE Publications.

Creswell J.W, 2009.Research design, qualitative, quantitative antkedmethods approact8™
edition). Thousand Oaks, California: SAGE Publications.

Crewel |, J. ., 2010. iMappi ngmetthheo dd e v elscepa rnagh ol a
Mixed-methods in Social & Behavioral Research, Tashakkariand Teddlie, GEds.). Thousand
Oaks,California :SAGE Publications.

Cromartie, J. and Bucholtz, S., 20@8e f i ni ng t he 6 6 Ru rUsA: Y8DAMonlikep r a |
Available at: https//www.ers.usda.gov/amberaves/2008/june/defininthe-ruratin-ruralamerica/
[Accessed 21 April 2017].

Crouch, M. & McKenzie, H., 2006. The logic of small samples in intenbased gualtative
researchSocial Science Informatiodb (4, 483499.

Cuet o, M. , 1996. OHi ppocratesod Latin MAdletni can
of the History of Medicingr0 (1), 138139.

Culture of Nepal, 1994 Culture and Customs of Nepal: history, people, clothing, traditions, women
beliefs, food, customs, family.Kathmandu: Hikenepal.cam [online] Available at:
http://www.hikenepal.com/nepal/cultureistoms.php/Accessed 21 April 2017].

Cumming, R. G., 2010. I®robabiity Sampling Always Better? A Comparison of Results from A
Quota and a Probability Sample Surv€pmmunity Health Studie$4 (2), 132137.

Cutler, P., 1984. The measurement of poverty: A review of attempts to quantify the poor, with special
reference to IndiaWorld Developmentl2 (1112), 11191130.

Dahal, D. R., Gurung, Y. B., Acharya, B., Hemchuri, K. and Swarnakar, D., 3id@tional Analysis

of Dalits in Nepal: National Dalit Strategy RepoKathmandu: National Planning Commissiot8

Nepal. [online] Available at: https/iwww.researchgate.net/publication
/265065281 _Situational Analysis_of Dalits_in_Nepal SubmittedAzcessed 26 March 2016].

Dahal, M. and Baral, K., 2015. Health seeklighaviouron child morbidity amongninority group of
people of Chandranighapur VDC, Rautahat district, Neédahmeen Journal of Medical Scien¢8s

(3), 184 188.

Dahal, N., 2007Implications of climate change on Biodiversity in Nepal: Some observations and
opportunities.23rd Warden Seminar November 2006 held in Pokhara, NiKp#imandu: National
Trust for Nature Conservation.

Dancer, D. and Rammohan, A., 2009. Maternal aumbgnand child nutritionIndian Growth and
Development Review (1), 18 38.

DarntorrHil,, 1., 2013. Nutrition counselingduring pregnancy:Biologicalbehaviouraland contextual
rationale. Geneva: World Health Organization.

Das, N., Chattopadhyafp., Chakraborty, S. and Dasgupta, A., 2013. Infant and Young Child feeding
perceptions and practices among mothers in a rural are@stBengal, India.Annals of Medical

Health Sciences Researh(3), 370375.
284


https://www.ers.usda.gov/amber-waves/2008/june/defining-the-rural-in-rural-america/
http://www.hikenepal.com/nepal/culture-customs.php
https://www.researchgate.net/publication/265065281_Situational_Analysis_of_Dalits_in_Nepal_Submitted_by
https://www.researchgate.net/publication/265065281_Situational_Analysis_of_Dalits_in_Nepal_Submitted_by

Dayal, E., 1989. Rural poverty in India: A regional analdiirnal of Rural Studies (1), 87 98.

de Boer, M., McCarthy, M., CowaQ. and Ryan, I., 2004. The influence of lifestyle characteristics
and beliefs about convenience food on the demandoforenience foods in the Irish mark&bod
Quality and Preferencel5 (2), 155165.

de Onis, M., Bléssner, M. and Borghi, E., 2011. Prevalence and trends of stunting amscigopie
children. Public Health Nutrition 15 (01), 14R148.

de Onis, M.,Frongillo, E. and Blossner, M., 2000. Is malnutrition declining? An analysis of changes
in levels of chid malnutrition since 198Bulletin of the World Health Organizatiof@8 (10), 122p

33.

de Winter, J. C. F., 2013. Small sample sizegerextradon, and unrealistic expectations: A
commentary on M. MattssoAccident Analysis & Preventioi0, 776 777.

Def o, B. K., 1997. Ef fects of socioeconomic di
CameroonSocial Science & Medicind4 (7), 103i 1042.

Delgado, E., Sorensen, S. and der, V., 1994. Health sdeMiayiourand selftreatment for common
chidhood symptoms in rural Guatemalan nal es de | a Soci ®t ® 74023, ge d
161 8.

Delisle, H. F., 2008. Povertannals of the New York Academy of Sciend486 (1), 172184.
Denscombe, M., 2010. The good research guide: For-sozd social research projects: For small
scale social research projects” gtition). United Kingdom: Open University Press.

Denzin, N.K. and Lincoln, Y. S., 2005The handbook of qualitative researd8® edition). Thousand
Oaks, California: SAGE Publications.

Deolalikar, A. B., 2005. Poverty and chid malnutriton in Bangladekiurnal of Developing
Societies21 (12), 55 90.

Desmet, K., Ortufi®rtin, I. and Wacziarg, R., 201&ulture,ethnicityand diversity NBER. [online]
Available at: http//www.nber.org/papers/w20989 [Accessed 27 March 2016].

Devkota, B. and van Teiingen, E. R., 2009. Polticianapnon Casestudy of rebel health services

in Nepal.Asia-Pacific Journal of Public Health21 (4), 377384.

Devkota, B. and van Teifingen, E. R., 2010. Understanding effects of armed conflict on health
outcomes: The case of Nep@bnflict and Health4 (1), 20.

Devkota, B. and van Teilingen, E., 2007. Basic health as peace dividend Hoopfist Nepal.
HEPASS3 (1), 21 23.

Devkota, M. D., Uprety, A., Subedy. and Poudel, R., 2012dentification of gaps and priority
interventions for maternal nutritio in Nepal: A review child health divisiofonline] Available at:
http://dohs.gov.np/wjgonte nt/uploads/chd/Nutrition/Maternal Nutrition

Review Report_23 Mech_2012.pdf [Accessed 27 March 2016].

Devkota, M., 2011. Mental health in Nepal: The voices of Koslisterican Psychology Associatjon

July 2011. [online] Available at: http://www.apa.org/international/pi’2011/07/nepal.aspx [Accessed 27

March 2016]
285


http://dohs.gov.np/wp-content/uploads/chd/Nutrition/Maternal_Nutrition_%20Review_
http://dohs.gov.np/wp-content/uploads/chd/Nutrition/Maternal_Nutrition_%20Review_

Devkota, P. L., 1994. Anthropological perspectives on grassroots development inQEgzdional
Papers in Sociology and Anthropolagy(0), 50 71.

Dewey, K.G. and Begum, K., 2011. Lorigrm consequences of stunting in early éaternal &

Child Nuftition, 7, 5 18.

Dewey, K.G. and Brown, K. H., 2003. Update on technical issues concerning complementary feeding
of young children in developing countries and implications for intervention progrBowd and
Nutrition Bulletin, 24 (1), 5 28.

DFID, 2013.Regional dimensions of poverty and vulnerability Nepahdon: Government of UK.
[online] Available at: https://www.gov.uk/government/publications/regioivaé nsionsof-poverty
andvulnerabilty-nepal [Accessed 27 March 2016].

DFID, WB and ADB, 2006. Assessment of Poverty in Nepal: Nepal Resiience Amidst Conflict An
Assessment of Poverty in Nepal, 1996 and 200804. Kathmandu: The World Bank.

Dhakal, P., 2015. What We Ai@oing : Mother Knows Best How radio is improving child nutrition

in Nepal. Save the Children:  Every One [online] Available at:
https://everyone.savethechildren.net/article s/mekhews be sthow-radicimproving-child-nutrition-

nepal [Accessed 29 March 2016].

Dhami, N., Parajuli, A., Shrestha, N., Bist, G., Karki, Rd&adayat, T. M., 2009. Complementary
and alternative medicine in Nepal: A case stullge Journal of Medicine Use in Developing
Countries 1 @),3-13

Dibley, M. J., Roy, S. K., Senarath, U., Patel, A., Tiwari, K., Agho, K. E. and Mihrshahi, S., 2010.
Acrosscountry comparisons of selected infant and Young Child feeding indicators and associated
factors in Four south Asian countri#god and Nutrition Blletin, 31 (2), 366379.

DiCicco-Bloom, B. and Crabtree, B. F., 2006. The qualitative research inteMedical Education

40 (4), 314321.

Dietary Practice, 200/Religion and dietary practicegonline] Available athttp://www.diet.com/g/

religion-anddietarypractices [Accessed 30 March 2016].

DiGirolamo, A., Thompson, N., Martorel, R., Fein, S. and GrumBteawn, L., 2005. Intention or
experience? Predictors of continued Breastfeetieglth Edication & Behavior 32 (2), 208226.
Dodge, Y., 2003The Oxford dictionary of statistical term®xford: Open University Press.
Dougl as, E. , 20009. Nepal s O6silentd food crisi
short of funds. For th@eople of Nepal, the consequences are dilee Guardian 15 December.
[online] Available at: http//www.theguardian.com/commentisfreefgieen/2009/dec/15/workbod-
programmenepalcrisis [Accessed 27 March 2016].

Dougl as, E., 2 0 bdbcrisis.Nhe gsadrdiag 31 ®ecenhbern[onime] Available at:
http//www.theguardian.com/commentisfreefgit en/2009/de c/15/workbod-programmene pai

crisis [Accessed 27 March 2016].

Douglas, F., Teilingen, van, Brindle, S., Hundley, V., Bruce,ntl &orrance, N., 2005. Designing

guestionnaires for midwifery researclournal of the Royal College of Midwives(5), 2125.
286


http://www.diet.com/g/

DovonaOpe, D. R., 2008. A rationale for employing mixethods design in doctoral research about
female studentsd academic achieve melnternational sec o
Journal of Pedagogies and Learnig(2), 59 67.

Downe, S., 2004Normal childbirth: Evidence and debat®xford: Elsevier Health Sciences.

Dredze, M., 2012. How social media will change public helBE Intelligent System&7(4),8184.
Drewnowski, A., 2005Conceptof a nutritious food: Toward a nutrient densityose The American
Journal of Clinical Nutrition 82 (4), 721732.

Drewnowski, A., 2009. Obesitty, diets, and social inequalifiéstrition Reviews67, S36S39.

D'Souza R. M., 2003. Role of HealBeeking Behaviour in Child Mortality in the Slums of Karachi,
PakistanJournal of Biosocial Scien¢&5 (1), 131144.

Dubuc, S., 2009. Fertiity by ethnic and religious groups in the UK, trends in acoiwltial context.

the IUSSP International Population Conference, Marrakech, 2nd of Octabsfiord: Oxford
University. [online] Available at: http//iussp2009.princeton.edu/papers/93139 [Accessed 27 March
2018].

Dugdale, A. E., ChandleD. and Baghurst, K., 1979. Knoedge and belief in nutritionThe
American Journal of Clinical Nutrition32 (2), 441445.

Dunn, L. C., Dubinin, N. P Ltvi-Strauss, C., Leiris, M., Klineberg, O., Bkteile, A., Essigtiom, E.

U., Tjwan, G., Rex, J. and Gluckman, 20@®ace, Scienceand Society [online] Available at:
http://unesdoc.unesco.org/images/0001/000154/015484eo0.pdf [Accessed 27 March 2016].

Eagly, A. H. and Chaiken, S., 2007. The advantages of an inclusive definition of at@odél
Cognition, 25 (5), 582602.

Edris, M, 2007. Assessment of nutritional status of preschool chidren of Gumtwity west
Ethiopia. Ethiopian Journal of Health Developmegil (2), 125129.

Eksmyr, R., 1970. Anthropometry in Privieged Ethiopian Preschool Chidren: CNU report no. 33.
Acta Paediatrica59 (2), 157¥163.

Elahi, B., 2014. Dietary intake patterns of south Asian men attending mosques in Burnley, UK.
Webmadecentral.com 5 (10), WMC004721. [online] Available at: https://www
webmedcentral.com/wopdf/Article_ WMC004721.pdf [Accessed 28 March 2016].

Emmons, K.M., 2000. Healthehavioursin a social context. In L.F.Bekman & |.Kawachi (Eds.),
Social epidemiology242-266. New Y ork: Oxford University Press.

Enterprise Survey, 201epal : Country profile. Washington D.C., USA: The World Bank and
International Finance Cooperation.

Ergo, A., Gwatkin, D. R. and Shekar, M., 2009. What difference do the new WHO child growth
standards make for the prevalence and socioeconomic distribution of UnidemRuifood and
Nutrition Bulletin, 30 (1), 3 15.

ESDSoton, 2012Poverty and RuradRoads The Geography and Environment Postgradu@aline]
Available at: https://room1077.wordpress.com/2012/05/02Amaectswil -roadconstructiorhave

uponrruratcommunities/ [Accessed 29 March 2016].
287


https://www/

Evans, R. , 2015. O0WitchcbBBeg fUKO1ll @dbiobes. eAvaiabie sae s 0 |
http://iwww.bbc.co.uk/news/uB4475424 [Accessed 11 December 2016].

Fallah, F., Pourabbas, A., Delpisheh, A., Veisani, Y. andi@hash, M., 2013. Effects of nutrition
education on levels of nutritional awareness of pregnant women in westeinteanational Journal

of Endocrinology Metabolispd1 (3), 175178.

FAO and WFP, 2008pecial Report: FAO/WFP Food Security AssessMétion to Nepal[online]
Available at: ftpJ//ftp.fao.org/docrep/fao/010/ah869e/ah869e00.pdf [Accessed 28 March 2016].

FAO and WHO, 1992International Conference On Nutrition : major issues for nutrition strategies
summary Rome,ltaly: Food and Agriculture Organization of the United Nations World Health
Organization.

FAOQO, 1986.Population and the labour force in rural economi&ome, Italy: Food and Agriculture
Organization of the United Nations.

FAO, 1996.The Sixh World Food SurveyRome, Italy: Food and Agriculture Organization of United
Nations. [online] Available at: http//www.fao.org/docrep/012/w0931e/w0931e.pdf [Accessed 28
March 2016].

FAO, 2009.An Introduction to the Basic Concepts of Food SecuFiyod Security Information for
Action. Rome, Italy: Food and Agriculture Organization. [online] Avaiable at:
http//www.fao.org/docrep/013/al936e/al936e00.pdf [Accessed 24 March 2016].

FAOQO, 2010.Assessment of Food Security and Nutrition Situation ipaléathmandu: Food and
Agriculture Organization of the United Nations. [online] Available at:
ftp://ftp.fao.org/TC/CPF/Country%20NMTP F/Nepal/thematic%20studie s/Food%20Security%20_Fina

| .pdf [Accessed 28 March 2016].

FAO, 201l1a. The State Of The Wod 6 s Land and Water Resources
managing systems managing systems at risk from Routledge. Rome, Italy: The Food and Agriculture
Organization of the United Nations and Earthscan.

FAO, 2011b.The State of Food and Agriculture: WomarAgriculture Closing the gender gap for
development[online] Available at: http//www.fao.org/docrep/013/i2050e/i2050e.pdf [Accessed 28
March 2016].

FAO, 2013.State of the Food and Agriculture: Food System for Better Nutrifmmine] Avaiable

at: http//www.fao.org/docrep/018/i3300e/i3300e.pdf [Accessed 28 March 2016].

FAO, 2014a. Understanding the true cost of malnutrition : The cost of malnutrition to the global
economy in lost productivity and health care expenditures is staggering. Food gaindltuke
Organization of the United Nations. [online] Avaiable at: http//www.fao.org/zhc/detail
events/en/c/238389/ [Accessed 28 March 2016].

FAO, 2014b.The state of food insecurity in the world : strengthening the enabling environment for
food secuty and nutrition Rome, Italy: Food and Agriculture Organization of the United Nations.
Available at: http://www.fao.org/3/&030e.pdf [Accessed 28 March 2016].

288



FAO, 2015. The State of Food Insecurity in the WorlRome, Italy: Food and Agriculture
Organization of the United Nations. [online] Available at: http://www.fao.org/hunger/en/ [Accessed
22 March 2016].

Ferreira, F. H. G., Gignoux, J. and Aran, M., 2011. Measuring inequalty of opportunity with
imperfect data: The case of turkdye Journalbf Economic Inequalityd (4), 651680.

Field, A., 2005Discovering statistics using SPSg" ed). London: SAGE Publications.

Fieldhouse, P., 199%00d and nutrition: Customs and cultur@™ ed). London: Chapman & Hal.
Fides, V., 1998. Infant feeding practices and infant mortalty in Engl@adtinuity and Changel3

(2), 251 280

Fimer, D. and Pritchett, L., 2010. Estimating wealth effects without expenditure dat@ars: With

an applicaton to educational enradnmis in states of India. [onlne] Available at:
http://documents.worldbank.org/curated/en/1998/10/442667/e stirvediati e ffe ctswithout
expendituredataor-tearsapplicatioreducationaenrolimentsstatesindia [Accessed 28 March 2016].
Fishbein, M. andAjzen, I., 1975. Belief, Attitude, Intention, and Behavior: An Introduction to Theory
and Research. Reading, MA: Addisdresley.

Fisher, J. F., 1978Himalayan anthropology: The Inddibetan interface Germany: Mouton de
Gruyter.

Fisher, J. 1990. Education and socihimalayamange
Research Bulletin, the Journal of the Association for Nepal and Himalayan Studigy, 3034.
Fisher, S. and Slaney, M., 20Ihe monitoring and evaluian of climate change adaptation in
Nepal: A review of national systemfonine] Avaiable at: http://pubs.ied.org/10064I11ED.html
[Accessed 28 March 2016]

Flick, U. and Flick, P. U., 2014An introduction to qualitative researcl{4" edition). Los Angeds:
SAGE Pubilications.

Flood, G, 1996. An introduction to Hinduism [online] Available at:
http://resourcelists.ed.ac.uk/items/595C266%20FD80AD7-EAEBBE96D3A6.html [Accessed 28
March 2016].

Food Standard Agency, 200@anual of Nutrition (11" ed. London: tso shop, part of Wiliams Lea.
Food Standard Agency, 2010. Eat Well Your guide to healthy e&irigps for making healthier
choices [online]  Available  at: http//www.food.gov.uk/sites/default/fles  /multimedia/
pdfs/publication/eatwell0708.pdf [Accessed 28 March 2016].

Forrest Keenan, K., van Teilingen, E. and Pitchforth, E., 2005. The analysis of qualtative research

data in family planning and repraciive health careJournal of Family Planning and Reproductive
Health Care 31 (1), 4043.

Forsyth, B., Rothgeb, J. M. and Wilis, G. B., 20@oes Pretesting make a difference? An
experimental testMiethods for Testing and Evaluating Survey Questiorsdii?5 546.

Fotso, J. and KuatBefo, B., 2006. Household and community socioeconomic influences on early

chidhood malnutrition in AfricaJournal of Biosocial Scien¢&8 (3), 289313.
289


http://www.food.gov.uk/sites/default/files%20/multimedia/

Fouch, M., 2014. Nepalourney Through The Eastelfemisphere:WorldHistory. [online] Available

at: http://fallpath473.weebly.com/nepal.html [Accessed 28 March 2016].

Fox, R. N. and Ventura, M. R., 1983. Smattale administration of instruments and procedures.
Nursing Researct32 (2), 122125.

Fricke, T., 1994HimalayanhouseholdsTamang demography and domestic proceskiesv York,

USA: Columbia University Press.

Fuguitt, G. V., 2004. Some Demographic Aspects of Rurddigsearch in Social Stratification and
Mobility, 22, 73 90.

Fu ut a, M. and Salway, S., 2006. Womenb6és positi
health care use in Nepéhternational Family Planning Perspective3? (1), 1727.

Gable, G. G., 1994. Integrating case study and survey research snéthaeikample in information
systemsEuropean Journal of Information Syster8g2), 112126.

Gage, N . L., 1989. The Paradigm Wars and Thei
Teaching Educational Researchet8 (7), 4 10.

Gaige, F. H.1975.Regionalism and national unity in Nep&erkeleyCalifornia,USA University of
California Press.

Gaiha, R. and Kulkarni, V., 2005. Anthropometric failure and persistence of poverty in rural India.
International Review of Applied Economi&8 (2), 179197.

Gaman P.M. and Sherrington, K. B., 2013he Science of Food: An Introduction to Food Science,
Nutrition and Microbiology (2" edition). London: Elsevier.

Gannon, C. and Liu, Z., 199Poverty and transport TWA30 poverty and trasport Washington

D,C., USA: The World Bank.

Gartner, L., Morton, J. LSahanlegRn ane EidelRan, A., 20@by | o r |
Breastfeeding and the use of human ndilknerican Academy of Paediatrit$5(2)496 506.

Gaut am, M. |, 2011. Ne pal 6 sTheHkathrhandu P&&3cNowvemberh a s r
[online] Available at: http://www.ekantipur.com/th&athmandypost/2011/11/13/

development/negds-healthsectorhasmilesto-go/2281®.html [Accessed 28 March 2016].

Gelner, D. N., 1986. Language, castelgion and territory: Newar identity ancient and modern.
European Journal of Sociolog27 (01), 102.

George, D. R., Rovniak, L. S. and Kraschnewski, J. L., 2013. Dangers and opportunities for social
media in medicineClinical Obstetrics and Gynaecology6 (3).

German Technical Cooperation, 208 alth sector support Programme, freealth carein Nepal

findings of a rapid assessmemtathmandu: German Technical Cooperatibtealth Sector Support
Programme and Department of Health Services.

Ghandhi S.,2012B| ack st oneds i nter nat i(8"rediton). Gxionh@xfordr i g ht
University Press.

290


http://www.ekantipur.com/the-kathmandu-post/2011/11/13/

GHFSI, 2013.0ur work in Asia: Nepal: Global Hunger and Food Security Initiativigline]
Available at: http//www.nutritioninnovationlab.org/abaig/wherewe-are/nepall  [Accessed 28
March 2016].

Ghimire, M., Gautam, G., GhimireM., Sharma, T. and Sharma, B., 2013. Impact of SGaitural
Factors on Antenatal Practicelaurnal of Health and Allied Science (1), 24 26.

GHS, 2004Linkages Project Ghana: Final Repofhana: Ghana Health Survey. [online] Available
at:  http://www.linkagesproject.org/media/publications/Technical%20Reportshanafinalre port. pdf
[Accessed 28 March 2016].

Gibson, E. L., WardleJ. and Watts, C. J., 8. Fruit and vegetable consumption, nutritional
knowledge and beliefs in mothers and childr@ppetite 31 (2), 205228.

Gll, 2014.Gender Inequality Index: Human Development Rep@fashington D.C., USA: United

Nations Development Programme. [onlinéjvailable at: http://hdr.undp.org/en/contengender

inequalityindexgii [Accessed 28 March 2016].

Gies, M., Connor, S., McClenahan, C., Malett, J., Stesfax, B. and Wright, M., 2007.
Measuriy young peopleds attitudes t dehdviouedawnalfofe e di n
Public Health 29 (1), 17 26.

Gil, P., Stewart, K., Treasure, E. and Chadwick, B., 2008. Methods of data collection in qualtative
research: Interviews and faegroupsBritish Dental Journa) 204 (6), 291.295.

Gil, S. L., Reifsnider, E., Mann, A. R., Villarreal, P. and Tinkle, M. B., 2004. Assessing infant
Breastfeeding beliefs among lemcome Mexican Americandournal of Perinatal Educatiorl3 (3),

39 50.

Gilespie, S., Mason, J.and Martorel, R., 19960 w Nut r i ti on | mproves 1 Nu
paper No. 15Geneva: ACC/SCN and World Health Organization.

Gison, L., Hanson, K., Sheikh, K., Agyepong, I. A., Ssengooba, F. and Bennett, S.Baldidg

the field of health policy and systems research: Social science m#&ttdylic Library of Science
Medicing 8 (8), e1001079.

Gittelsohn, J., 1991. Opening the box: Intrahousehold food allocation in rural Sepé&l! Science &
Medicine 33 (10) 1141 1154.

Gittelsohn, J., Thapay. and Landman, L. T., 1997. Cultural factors, caloric intake and micronutrient
sufficiency in rural Nepali householdSocial Science & Medicind4 (11), 17301749.

Gl obal Finance Report, 2015. TGlabal Wwanck Magazindki ¢ h e
11 March. [online] Availableat: https://www.gfmag.com/globalata/e conomialata/richestountries
in-the-world [Accessed 20 September 2015].

Global Target, 2014.Global nutrition targets 2025: Policy brief serie&eneva: WHO. [online]
Available at: http://www.popline.org/node/624747 [Accessed 10 November 2015].

GLSS, 1995.Ghana Living Standards Survey Report on the Third Roéwdra, Ghana: Ghana
Statigical Service.

291


http://www.linkagesproject.org/media/publications/Technical%20Reports/
http://hdr.undp.org/en/content/

Golafshani, N., 2004. Understanding reliability avalidity in qualtative researchThe Qualitative
Report 8 (4), 597 607.

Goldman, N. and Heuveline, P., 2008ealthseeking behaviourfor chid ilness in Guatemala.
Tropical Medicine and International Healilb (2), 145 155.

Goldstein, M.C. and Beal, C. M., 1986. Family Changéasteand Elderly in a Rural Locale in
Nepal.Journal of CrossCultural Gerontology 1(0), 30% 315.

Goldstone, J. A., 2009The new populationbomh Foreign Affairs. [online] Available at:
https://www.foreignaffairs.com/articles/2600-01/newpopulationbomb [Accessed 28 March 2016].
Goodburn, E., Gazi, R. and Chowdhury, M.,1995. Beliefs and Practices Regarding Delivery and
Postpartum Matern&lorbidity in Rural Bangladeststudies in Family Planning6(1), 22.

Gordon, D., 2005Indicators of poverty & hunger expert group meeting on youth development
indicators Available at:
http//www.un.org/esa/socdev/unyin/documents/ydiDavidGordon_povdfty[dccessed 28 March
2018].

Gorstein, J., Sulivan, K., Yip, R., de Onis, M., Trowbridge, F., Fajans, P. and Clugston, G., 1994.
Issues in the assessment of nutritional status using anthroporBetigtin of the World Health
Organization 72 (2), 23 283.

Gostin, L.O.and Friedman, E. A., 2015. The sustainable development goalmal of the American
Medical Association314 (24), 2621.

Gracey, D., Stanley, N., Burke, V., Corti, B. and Beilin, L. J., 1996. Nutritional knowldxddjefs
andbelavioursin teenage school studenkealth Education Researchl (2), 18v204.

Graham, W. J., 1998. Outcomes and effectiveness in reproductive Szadibl Science & Medicine

47 (12), 19251936.

GranthamMcGregor, S., Cheung, Y. B., Cueto, S., Glewwe, P., Richter, L. and Strupp, B., 2007.
Developmental potential in the first 5 years for chidren in developing countries.Lancet369
(9555), 60 70.

Gr ay, J. N. , 2008. T lye Powéoands omimahce énradNepaliWdagd. d :
Oxford: Oxford University Press.

Grbich, C., 1999Qualitative research in healtiist edition. Thousand Oaks, CA: SAGE.

Grebmer, K. V., Headey, D. D., Olofinbiyi, T., Wiesmann, D., Yin, S., Yohannes, otey,FC.,
Oppeln, C. V., Iseli, B., Béné, C. and Haddad, L. J., 2Gl8bal Hunger Index (GHI): The Challenge

of Hunger Building Resilience to Achieve Food and Nutrition SecUudA: International Food
Policy Research Institute.

Green, J. C., Caracelv. J. and Graham, W. F., 1989. Toward a conceptual framework for-mixed
method evaluation design&ducational Evaluation and Policy Analyskkl (3), 255274.

Greene, J. C., 2008. Is mixeatthods social inquiry a distinctive methodologid@urnal of Mixel-
methods Research (1), 1 22.

292



Griffths, P., Matthews, Z. and Hinde, A., 2002. Gender, family, and the nutritional status of children
in three culturally contrasting states of Indicial Science & Medicin®5 (5), 775790.

Grimes, D.A. and Schlz, K. F., 2002. Bias and causal associations in observational res€haech.
Lancet 359 (9302), 24852.

Grimes, E. K., 2012. Determination of the fruit consumption and purchasing habits -eéirst
colege students participating in the University DiniServices Program. [online] Available at:
http://iwvww?2.uwstout.edu/content/lib/thesis/2012/2012grimese.pdf [Accessed 28 March 2016].
Grimshaw, K. E. C., Aksoy, B., Palmer, A., Jenner, K., Oliver, E. M., Maskell, J., Kemp, T., Foote, K.
D., Roberts, G.C., Ellahi, B. and Margetts, B. M., 2013. Prospective food diaries demonstrate
breastfeeding characteristics in a UK birth cohdraternal & Child Nutrition11(4)703 711.

Groleau, D., Souliére, M. and Kirmayer, L. J., 2006. Breastfeeding and the loudfiguration of
social space among Viethamese immigrant workalth & Place 12 (4), 5186526.

GSCP, 2006UN Global Compact Sustainable Supply Chains: Resources and Pradteehington
D.C.,USA UNGO s The gl obal soci al Awiablepdtihtdpd/sugply Pr og
chain.unglobalcompact.org/site/article/126 [Accessed 28 March 2016].

Gubhaju, P., 2016. Rescue séveremalnourished chidKathmandudealth Newspaper (Nepali
version) 23 May. [online] Available at: http://swasthyakhalbam/2016/05/48441.html [Accessed 23
December 2016].

Gurney, G., 1986. Kingdoms of Asia, the middiestand Africa: An illustrated encyclopedia of ruling
Monarchs from ancient times to the preseri.gdition). USA: Random House Value Publishing.

Gurung, G., 2009. Chid health status of Nepal: Social exclusion perspedtivenal of Nepal
Paediatric Society29 (2), 79.

Gurung, H. B., 2001Pokhara valley: a geographical surveathmandu: Nepal Geographical
Society.

Gurung, H., 200®ccasional Papers in Sociology and Anthropoldggpal Journal Onling®(0),:21.
Guttenberg, A. Z., 1959. A muliiple land use classificasigstem Journal of the American Institute

of Planners 25 (3), 148150.

Habicht, J. and Pelto, G. H., 2014. Fromldgical to program efficacy: Promoting dialogue among
the research, policy, and program communit@dvances in Nutrition: An International Review
Journal 5 (1), 27 34.

Haddad, L., 2000. A conceptual framework for assessing Agricudtome Nutrition linkages.Food

and Nutrition Bulletin 21 (4), 367 373.

Haddad, L., Alderman, H., Appleton, S., Song, L. and Yohannes, Y., 2003. Reducing chid
malnutrition: How far does income growth take g% World Bank economic reviedr (1), 10¥

131.

Hal, H R.and Jol Il vy, K., 2014. Womenés use of C 0 Mg
pregnancy: A crossectional studyMidwifery, 30 (5), 499505.

293



Hamal, P., Shrimal, S., Khadka, M., Sapkota, B., Thapa, J., Pariyar, J. and Magar, A., 20h2. Healt
system through the eyes of a doctor from rural NeJmalrnal of Nepal Health Research Counéil
(2),1957.

HameeprAnttila, K., Kemppainen, K., Enlund, H., Bush Patricia, J. and Marja, A., 2004. Do
pictograms i mpr ove c hiihedeafetinfosnation®Patient Educatmmand g o f
Counseling55 (3), 371378.

Hancock, B., Ockleford, E. and Windridge, K., 20@4 introduction to qualitative research the
NIHR research design service for Yorkshire & the Humhaited Kingdom: NHS/Natical Institute

for Health Research.

Handzo, G.,, 2009A Di cti onary of Patientsd Spiritual
Professionals New  York: Health  Care  Chaplaincy. [online]  Available  at:
http://www.healthcarechaplaincy.org/userimages/doc/CulturdcBonary.pdf [Accessed 30 March
2016].

Hanson, K. and Berman, P., 1998. Private health ganasionin developing countries: A preliminary
analysis of levels and compositiodealth Policy and Planningl3 (3), 195211.

Haque, M., Hossain, S., Ahmed, K. R., Sultana, T., Chowdhury, H. A. and Akter, J., 2015. A
comparative study on knowledge about reproductive health among urban and rural women of
BangladeshJournal of Family andReporductiveHealth, 9 (1), 3% 40.

Hard Rock Treks, 2004Ayurvedic treatment in NepaKathmandu: Hard Rock Treks & Expedition.
[online] Available at:http//www.hardrocktreks.com/program.php?countiyepal&title= Ayurvedic-
Treatmentn-Nepal [Accessed 30 March 2016].

Harper, I. and Jeffery, R., 2009rust, ethics and spurious medicin€athmandu:HimaMagazin.

[online]  Available at: httpJ//old.himalmag.com/component/content/articleti®@2ethicsand
spuriows-medicine.html [Accessed 29 March 2016].

Harper, I., Rawal, N. and Subedi, M., 2011. Disputing Distribution: Ethics and Pharmaceutical
Regulation in Nepaln: Subedi, M., edStudies in Nepali History and Socieathmandu: Mandala
Book Point, 139.

Hart, L. G., Larson, E. H. and Lishner, D. M., 2005. Rural definitions for health policy and research.
American Journal of Public Healt®5 (7), 114D1155.

Hasan, 1.J. and Khanum, A., 2000. Health care utiization during terminal child ilness intsquat
settlements of Karachiournal of Pakistan Medical Associatips0 (12), 406409.

Hatlebakk, M., 2012. Malnutrition in Southksia poverty, diet or lack of female empowermeGid|
Working Papey2012 (4), 122.

Haws, K., SampleK. and Reczek, R.,201Why is healthy food so expensive? Maybe because we
expect it to be. [online] chicagotribune.com. Available at:
http//www.chicagotribune.com/news/opinion/commentarieaithyfood-expensive20170105

story.html [Accessed 22 Jul. 2017]

294


http://www.hardrocktreks.com/program.php?country

Health Act, 1997 Nepal Health Service Act. Ministry of Health and Population Nefmalline]
Available at: http://nepalpolicynetom/images/documents/publichealth/acts/1997 Nepal%620 Health%
20Service%20Act.pdifAccessed 1Recember 2015].

Henry, A., 2014There's So Much Confusion Over Health and Nutritifmmline]. Lifehacker.com.

Available at: http:/lifehacker.com/wktheresso-muchconfusionovernutrition-andfitness
1572870867 [Accessed 25 July 2017].
Hewitt, M.,1989.Def i ning 6 rural &6 areas: | mpWashingtoo n  h e

D.C., USA: Congress of United States.

Hewitt, M., Webb, K. L. and Stickie B., 1998.Measuring key aspects of food habits and food
intakes in populatiofbased surveys in NSW: Recommendations for short modu@¥, Australia:

NSW Food and Nutrition Monitoring Projec [online] Available at: http:/trove.nla gov.au/
work/34469133?selectedversion=NBD40835422 [Accessed 29 March 2016].

Higgs, S. and Thomas, J., 20ocial influences on eatin@.urrent Opinion in Behavioral Sciences

9, pp.16.

Hill, J. A., 1919. Spiritualism, its historypheromenaand doctrine New York: George H. Doran
Company.

Hind, M., Norman, I., Cooper, S., Gil, E., Hiton, R., Judd, P. and Jones, S., 2003. Interprofessional
perceptions ohealth carestudentsJournal of Interprofessional Card7 (1), 21 34.

Hinduism, 1999. Introduction to Hinduism: Beliefs and Practiceqdonline] Available at:
http://hinduwebsite.com/hinduindex.asp [Accessed 29 March 2016].

Hirai, K., Nakayama, J., Sonoda, M., Ohno, Y., Okuno, Y., Nagata, K., Tamura, T., Sakya, H. N. and
Shrestha, M. P., 1994. Food consumption and nutrient intake and their relationship among Nepalese.
Nutrition Researchl4 (4), 499511.

HKI, 2003. Nutritional surveillance projectBangladesh: Helen Killer International.

HKI, 2014. Helping Families Grav Better Food: Improving Nutrition USA:Helen Keller
International. [online] Available at:  http//www.hki.org/ework/improvingnutrition/helping
families-grow-betterfood [Accessed 29 March 2016].

Hoff, W., 1992. Traditional healers and community tiredMorld Health Forum13 (23), 182 187.

[online] Available at: http://www.nchbi.nlm.nih.gov/pubmed/1418332 [Accessed 4 April 2016].

Horta, B.L. and Victora, C. G., 2013.ongterm effects of breastfeeding: A Systematic Review.
Geneva: World Health Orgaation. [online] Available at: http://apps.who.int/iris/bitstream
/10665/79198/1/9789241505307_eng.pdf [Accessed 3 April 2016].

Horta, B. L., Bahl, R., Martinés, J. C., Victora, C. G. and WHO, 2891dence on the longerm

effects of breastfeeding: Systematic reviews and-amreddyses Geneva: World Health Organization.

Horton, R. and Lo, S., 2013. Nutrition: A quintessential sustainable developmentigealancet
382 (9890), 37i1372.
Horton, R.,2008. Maternal and child undernutrition: An urgent opportuiiitye Lancet371 (9608),

179.
295


http://nepalpolicynet.com/images/documents/publichealth/acts/1997_Nepal%20%20Health%25%2020Service%20Act.pdf
http://nepalpolicynet.com/images/documents/publichealth/acts/1997_Nepal%20%20Health%25%2020Service%20Act.pdf
http://trove.nla/
http://apps.who.int/iris/bitstream

Horton, S., 2001. United Nations ACC/SCN Fourth Report on the World Nutrition Situation: UN
ACC/SCN in collaboration with IFPRRAgricultural Economics26 (1),85 86.

Horton, S., Shekar, M., Mcdonald, C., Mahal, A. and Brooks, J. K., 8xdling up nutrition what

will it cost? Human developmendashington D.C., USA: The World Bank.

Hox,J, 2002. Multlevel analysis: techniques and applications. Mahwah, NJ: Erlbaum.

HRSA, 2015.Defining rural population USA: U.S. Department dfiealhtand Human Services.
[online] Available at: http://www.hrsa.gov/ruralnealth/aboutus/definition.htmlcgssed 29 March
2016].

Huang, G., 1995. National data for studying rural educatimerform] : elementary and secondary
education applications. Australia: National Library of Australia.

Huff, W., 1992. Traditional Healers and Community Heaklorld Health Forum 13 (23), 182 187.
[online] Available at: http//apps.who.int/iris/bitstream/10665/51901/1/WHF_1992-3)3(2.82
187.pdf [Accessed 17 April 2016].

Human Development Report, 20Human development report: Sustainability and equity, éebet
future for all New York: United Nations Development Programme. [online] Available at:
http://hdr.undp.org/sites/default/files/reports/271/hdr_2011_en_complete.pdf [Accessed 26 March
2016].

Hutter, 1., 1996. Reduction of food intake during pregnancsuial south IndiaTropical Medicine

and International Healthl (3), 399405.

IFAD, 2013.Enabling poor rural people to overcome poverty in Nepal rural poverty in Né&jmahe,

Italy: International Fund for Agricultural Development.

IFPRI, 2010.Ensuring Food and Nutritional Security in Nepahdia: International Food Policy
Research Institute

IMU and RCHCO, 2013Nepal: Drinking water statusNew York: United Nations Nepal Information
Platform. [online] Available at: http://un.org.np/maps/nepahking-waterstatus2011 [Accessed 3
April 2016].

Inam, S. N. B., Punjani, F. Z., Omair, A., Siddiqui, S., Sultana, S. and Qureshi, K., 2003. Beliefs of
medical students in the Hot and Cold Effects of Food: Impact of Nutrition Educatiomnal of
Pakistan Medical Associatiqrb3 (6), 229234.

INE, 2009. Poverty and its measurement the presentation of a range of methods to obtain measures of
poverty. Spain: Instituto NacionBle Estadistica.

Ingold, T., 1994. Part II: Culturelntroduction to alture In: Ingold, T., edCompanion Encyclopedia

of Antropology London and New York: Routledge, 3229.

l ngr am, J ., Johnson, D. and Hami d, IMeastfecdiig0 3 .
in Bristol. Midwifery, 19, 318 327.

IRIN, 2007. Poor in remote villages struggle to access health cdomline] Available at:
http://www.irinnews.org/report/74713/negador-remotevillagesstruggleaccesshealthcare

[Accessed 29 March 2016].
296



IRIN, 2008.Huge challenges in preparingif natural disastersKathmandu: IRIN. [online] Available

at: http://www.irinnews.org/feature/2008/10/08[Accessed 29 March 2016].

IRIN, 2013.Behaviour change needed to combat malnutrition in Nelathmandu: IRIN[online]
Available at: http//www.nnews.org/report/97949/be haviecinangeneedeecombatmalnutritiors
nepal [Accessed 28 March 2016].

ISF and UTS, 2011Nepal: WASH Sector BriefAustralia: Institute for Sustainable Futufenline]
Available at: https://www.uts.edu.au/sites/defaldigfiSF_NepalWASHSector.pdf [Accessed 29
March 2016].

Ives, J.D. and Messerli, B., 1989The HimalayanDilemma : Reconciling Development and
ConservatiomNew York: United Nations University Press and Routledgeiline] Available at:
http://archive.unu.@u/unupress/unupbooks/80a02e/80A02E00.htm [Accessed 29 March 2016.

Ives, J. D., 2006. Himalayan perceptions: Environmental change and thbeingllof mountain
peoplesHimalayan Journal of Science? (3), 17 19.

Jack, S. M., Brooks, S., Furg&,. M. and Dobbins, M., 2010. Knowledge transfer and exchange
processes for environmental health issues in Canadian aboriginal commurigiesational Journal

of Environmental Research and Public Health(2), 651 674.

Jaeger, WK. and Plantinga, A..J2007.How have laneuse regulations affected property values in
Oregon?USA: Oregon State University.

Jansen, L. J. M., 2006. Harmonization of land use class sets to faciitate compatibiity and
comparability of data across space and tidmurnal ofLand Use Sciencgd (24), 127 156.

Jenkins, M.W., Freeman, M.C. and Routray, P., 2014. Measuring the Safety of Excreta Disposal
Behavior in India with the New Safe San Index: Reliabiftglidity and Utility. International Journal

of Environmental Reseeh and Public Health11(8), 83198346.

Jernstrom, H., Lubinski, J., Lynch, H. T., Ghadirian, P., Neuhausen, S., Isaacs, C., Weber, B. L.,
Horsman, D., Rosen, B., Foulkes, W. D., Friedman, E., Ger8f@onch, R., Ainsworth, P., Daly, M.,
Garber, J., Olss, H., Sun, P. and Narod, S. A., 20Bdeastfeedingand the risk of breast cancer in
BRCA1 and BRCA2 mutation carrierdournal of the National Cancer Instityt@6 (14), 10941098.

Jha, H. B., 2010Rapid Situation Assessment on Agriculture afidration in Nepal Kathmandu:
FAO. [onine] Available at: ftp://ftp.fao.org/TC/CPF/Country%20NMTPF/Nepalthematic
%20studies/Migration%20_Final _.pdf. [Accessed 3 April 2016].

Jha, H. B., 2011The economics of peace: A Nepalese perspedtiges Delhi: Observer Research

Foundation. [online] Available at: http://iwww.orfonline.org/wp

content/uploads/2011/12/OccasionalPaper_29.pdf [Accessed 3 April 2016].

Jimba, M., PoudyalA. and Wakai, S., 2@ The need for linking healthcaseeking behavior and
health policy in rural Nepalhe Southeast Asian Journal of Tropical Medicine and Public He24th
(2), 462 3.

Jin, X. W., Slomka,J. and Blixen, C. E., 2002. Cultural and clinical issues in taee cof Asian

patients Cleveland Clinical Journal of Medicin@&9 (1), 5061.
297


ftp://ftp.fao.org/TC/CPF/Country NMTPF/

Johnson, C. M., Sharkey, J. R., Dean, W R.,
and what we e aelated iddritedie famsiydfood ahaicd\ppetite 57 (1), 220228.
Johnson, RB. and Onwuegbuzie, A. J., 2004. Mixetethods research: A research paradigm whose
time has comeEducational Researche83 (7), 14 26.

Jolly, J., 2010. BBC news Nepal malnutrition affecting half ofinderfives. BBC South Asia4
March. [online] Available at: http://news.bbc.co.uk/1/hilworld/south asia/8550503.stm [Accessed 25
March 2016].

Joshi, S. K., BarakotB. and Lamsal, S., 2012. Colostrum feeding: Knowledgttude and practice

in pregnant women in a teaching hospital in Nepdébmed Central Medical EducatioB (8),
WMC003601

Justice, J., 1989. Policies, Plans, &wbple :Foreign Aid and Health Developmeerkeley,USA
University of California.

Kakute, P, Ngum, J., Mitchell, P., Kroll, K., Forgwei, G., Ngwang, L. and Meyer, D., 2005. Cultural
barriers to exclusive Breastfeeding by mothers in a rural area of Cameroon, A@icanal of
Midwifery & WD@p34328. Heal t h

Kandel, S. P., 200Chepang mom has no idea what hospitallliee Himalayan Timed,8 February.
Available at: https://thehimalayantimes.com/nepal/chepaog-hasno-ideawhathospitalis/
[Accessed 29 March 2016].

Karkee, M., 2008Nepal Economic Growth Assessment amglicdulture. Kathmandu: Ministry of
Agriculture Development. Available from: http://pdf.usaid.gov/pdf docs/Pnadn016.pdf [Accessed 29
March 2016]

Karkee, R. and Jha, N., 2010. Primary health care development. Where is Nepal after 30 years of
Alma Ata declaation?Journal of the Nepal Medical Associatiod9 (178), 17884.

Karkee, R., Lee, A. H. and Binns, C. W., 2013. Why women do not utilize maternity services in
Nepal: A lterature reviewWHO SoutkEast Asia Journal of Public Healt2, 3 4.

Karkee, R, Lee, A. H., Khanal, V. and Binns, C. W., 2014. Infant feeding informadititidesand
practicesA longitudinal survey in central Nepahternational Breastfeeding Journ8l(1)14.

Kayastha, P., Rauniyar, G. P. and Parker, W. J., I¥8&rminants boff-farm employment in eastern
rural Nepal New Zealand: College of Sciences, Massey University.

KC, N., KC, A., Sharma, N., Malla, H., Thapa, N., Aryal, K., Vitrakoti, R. and Bhandari, R., 2011.
Community Participation and Mobilization in Commuridasal Maternal, Newborn and Child
Health Programmes in Nepdburnal of Nepal Health Research Coun&il(19), 101106.

Kearney, M., Bradbury, C., Elahi, B., Hodgson, M. and Thurston, M., 2005. Mainstreaming
prevention: Prescribing fruit and vegetablssaabrief intervention in primary caréublic Health 119

(11), 981 986.

Keen, S. and Todres, L., 2007. Strategies for disseminating qualtative research findings: Three
ExemplarsForum Qualitative Sozialforschungdrum: Qualitative Social Resear@h(3), 17.

298



Keley, A. G., 2010. Reducing financial barriers to reproductive health care: Experiences with free
care and health insurance ministerial leadership initiative for global health. USA: Results for
Development Institutes and Council of Women Wdréaders.

Kennedy, E. and Peters, P., 1992. Household food security and child nutrition: The interaction of
income and gender of household heatbrld Developmen0 (8), 10771085.

Khadka, N., 1985. The political economy of the food crisis in N&fghn Survey25 (9), 94B962.

Khanal, K., 2013Female Astrologers make professional strides in Ne@#dbal Press Journal

[online] Available at: https://globalpressjournal.com/asia/nepal/feastwlogeramake professional
stridesin-nepal/ [Access# 3 April 2016].

Khanal, V., Lee, A. H., Scott, J. A., Karkee, R. and Binns, C. W., 2016. Implications of
methodological differences in measuring the rates of exclusive breastfeeding in Nepal: Findings from
literaturereview and cohort studdMC Pregnang and Childbirth 16 (1).

Khare, R.S. and Rao, M., 1986-00d, society, andulture :aspects in South Asian food systems
Durham, N.C.: Carolina Academic Press.

King, M. F. and Bruner, G. C., 2000. Social desirability bias: A neglected aspectidiiy tasting.
Psychology and Marketind.7 (2), 79103.

Kitzinger, J., 1995. Qualitative research: Introducing focus groBpsish Medical Journal 311
(7000), 299302.

Kleinman, A., 1981. Patients and healers in the context of culture: An diquiosh the Borderland
between anthropologynedicine and psychiatry. Berkeley: University of California Press.

Kleisiaris, C. F., Sfakianakis, C. and Papathanasiou, |. V., 2014. Health care practices in ancient
Greece: The Hippocratic idedlournal of Melical Ethics and History of Medicings (6). [online]
Available at: http//www.ncbi.nim.nih.gov/pmc/articles/PMC4263393/ [Accessed 30 March 2016].
Klement, J. and Siverman, B., 2003. Primary Health Care Services in Nepal program options in
response taeonflict working document. Washington D.C.: LTG Associates Inc.

Kloos, S., 2008. PotenKnowledges Preserving oOTraditional 6 Tilb
science. India: Waxmann Verlag.

Koehler, G., Cali, M., StirbuM. and Koéhler, G., 2009. Retthking poverty and social exclusion
responses in poesonflct Nepal: ChidSensitive Social Protection, 19 (2), 2249.

KolehmaineprAitken, R. and Shrestha, I., 200@uman resource strategy options for safe delivery
Global Resource Center, USA: RTI  ténnational. [online]  Available at:
http://iwww.hrhresourcecenter.org/node/3730 [Accessed 29 March 2016].

Korda, H. and Itani, Z., 2011. Harnessing social media for health promotion and behavior change.
Health Promotion Practicel4 (1), 1523.

Kraemer, K., 2014. Global Nutriton Report: Resources Supporting a World Free from Hidden
Hunger. USA: IFPRI.

Kramer, M. and Kakuma, R., 201@ptimal duration of exclusive breastfeeding (Review Paper).

Cochrane Database of Systematic Reviews, Cochidorary, (8), CD003517. [online] Available at:
299



http://onlinelibrary.wiley.com/doi’10.1002/14651858.CD003517.mudi2/ abstract [Accessed 30
March 2016].

Kramer, M. S., 1988nfant feeding, infection, and public healPediatrics 81 (1), 164166,

Kravdal, &., 2004. Child mortalty in India: The commusiyel effect of educationPopulation
Studies58 (2), 177192.

Kroeger, A., 1983. Anthropological and sceoedicd health careresearch in developing countries.
Social Science & Medicind7 (3), 14v161.

Krugman, P., 1991. Increasing returns and economic geographynal of Political Economy99 (3),
483.

Kumar, S., Kumar, N. and Vivekadhish, S., 2016. Milem development goals to sustainable

development goals: Addressing unfinished agenda and strengthening sustainable development and
partnershipindian Journal of Community Medicinél (1), 1.

Lad Grandee, 20183. Bac ha b o dee tnfernafand College[ddlised | t h  (
Available at: http://www.lagrandee.edu.np/courses/bactodpublic-health/ [Accessed 30 March
2016].

Lamsal, E., 2014. Cost of living index in Nepastatistics & graphs oéconomy Ekendraonline

[online] Available at: http://ekendraoniine.com/nepal/ctgng-indexnepall [Accessed 25 March
2018].

Lancaster, G. A., DoddS. and Wiliamson, P. R., 2004. Design and analysis of pilot studies:
Recommendations for good practideurnal of Evaluation in ClinicaPractice 10 (2), 307 312.

Larkin, P. J., Dierckx de Casterle, B. and Schotsmans, P., 2007. Multlingual translation issues in
gualtative research: Reflections on a metaphorical pro€aessitative Health Researcii7 (4), 468

476.

Lawrence, J. M.Devlin, E., Macaskil, S., Kelly, M., Chinouya, M., Raats, M. M., Barton, K. L.,
Wrieden, W. L. and Shepherd, R., 2007. Factors that affect the food choices made by girls and young
women, from minority ethnic groups, living in the UBournal of Human Nuttion and Dietetics20

(4), 311 319.

Lee, D., Ngai, I., Ng, M., Lok, I., Yip, A. and Chung, T.,2009. Antenatal taboos among Chinese
women in Hong KongMidwifery, 25(2),104113.

Lekhnath, 2014Governmenbf Nepal Lekhnath municipality: Introductiofonine] Available at:
http://lekhnathmun.gov.np/en/bagiage/welcome?language=en [Accessed 30 March 2016].

Leroy, J. L., Habicht, dP., Pelto,G. and Bertozzi, S. M., 2007. Current priorities in health research
funding and lack of impact on the numberabfild deaths per yeaAmerican Journal of Public

Health, 97 (2), 219223.

Levesque, J.F., Harris, MF. and Russel, G., 2013. Patiesgntred access to health care:
Conceptualising access at the interface of health systems and populatemsationalJournal for

Equity in Health 12 (1), 18

300


http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD003517.pub2/

Lewi s, T. T. , 19914. Book review of 0 Mesocos|
Newar City in Nepald by Robert HimalayaneResearcqhwi t h
Bulletin Himalaya, the Journalfahe Association for Nepal and Himalayan Studies(1).

Lincoln, Y. S. and Guba, E. G., 1988aturalistic inquiry Berkeley,Canade&SAGE P ublications.

Lingard, L., Albert, M. and Levinson, W., 2008. Grounded theory, mirethods, and action
researchBritish Medical Journal337 (3), a56i7a567.

Lipton, M. and de Kadt, E., 1988. Agricuttuhealth linkageswHO Offset Publication= 104,11 111.

[online] Available at: http://www.ncbi.nlm.nih.gov/pubmedB238 [Accessed 30 March 2016].

Lobstein, T. and Davies, S., 2008. Defining dabeling6é heal t hyd and Publienhe al
Health Nutrition 12 (3), 331340.

Lucas, S. R., 2012. Beyond the existence proof: Ontological conditions, epistemological implications,
and indepth interiew researchQuality & Quantity 48 (1), 387408.

Ludwig, A. F., Cox,P. and Ellahi, B., 2011. Social and cultural construction of obesity among
Pakistani Muslim women in North West Engla/diblic Health Nutrition 14 (10), 18421850.

Machin, D., Camphbkg M., Julious S., Tan, S. B. and Tan, S. H., 208&mple size tables for clinical
studies (3° edition). Oxford: Blackwell Science.

MacKenzie Bryers, H., van Teilingen, E. and Pitchforth, E., 208dvocating mixedmethods
approaches in health reselarNepal Journal of Epidemiologd (5),417423.

Madhu, K., ChowdaryS. and Masthi, R., 200Breast feedingractices and newborn care in rural
areas: A descriptive crosectional studyindian Journal of Community Medicing4 (3), 248246.

Mahat, G., Ann Scoloveno, M. and Ayres, C., 2011. HIV/AIDS knowledge ane#ielicy among
Nepalese adolescents: A peer education progresearch and Theory for Nursing Practi@d (4),

271 283.

Majupuria, 1., 2007 Nepalese Womerk Vivid Account of the Status and Role of Nepalese Women

in the Total Spectrum of Life, Religious, Social, Economic, Poltical, and Legal: Focus on Equaliy,
Development, and Pead@alifornia, USA: University of California

Malick, N., Ray, S., Mukhopadhyay, S. and Cogion, H. P., 2014. Eating Behaviours and body
weight concerns among adolescent gildvances in Public Healt2014,18 [online] Available at:
http//www.hindawi.com/journals/aph/2014/257396/ [Accessed 27 March 2016].

Manchanda, R., 2004Maoist insurgency in Nepal: Radicalizing Gendered narratv@sltural
Dynamics 16 (23), 237 258.

Mannion, C. A., Hobbs, A. J., McDonald, S. W. and Tough, S. C., 2013. Maternal perceptions of
partner support during breastfeedingernational Breastfeedingournal 8 (1), 4.

Marcos, A., Nova,E. and Montero, A., 2003Changes in the immune system are conditioned by
nutrition. European Journal of Clinical Nutritiorb7 (Suppl), 566569s.

Marks, G. C., Webb, K., Rutishauser, I. and Riley, M., 200&nitoring food habits in the Australian
population using short questionAustralia: Australian Food and Nutrition Monitoring Urjbnline]

301



Available at: https://www.researchgate.net/publication/43472898 Monitoring_Food
Habits_in_the_Australian_Population_Using_Short_$jiaes [Accessed 07 December 2016].

Marmot, M., 2007. Achieving health equity: From root causes to fair outcontes.Lancet370
(9593), 11581163.

Martin, J., 2008. Womends ¢ onc e rEtissinvActiofbé)n Ne p a
Martinek, N., 2006Nutrition education for mothers promotes child health in Burkina FaidCEF.

[online] Available at: http//www.unicef.org/nutrition/burkinafaso_35979.html [Accessed 29 March
2016].

Martorel, R., Horta, B. L., Adair, L. S., Ste A. D., Richter, L., Fal, C. H. D., Bhargava, S. K.,
Biswas, S. K. D., Perez, L., Barros, F. C. and Victora, C. G., 2010. Weight gain in the First Two years
of life is an important predictor of schooling outcomes in pooled analyses from Five birtts dobim

low- and middleincome countriesJournal of Nutrition 140 (2), 348354.

Maru, D., Pierson, J. and King, C., 2013. Himalayan Health: Improving Hospitals and Clinics in
Western Nepal. Solutions 4 (4). [online] Available at:
http://www.thesolutiogjournal.com/node/23928 [Accessed 31 March 2016].

Maschinot, B., 2008The changing face of the United States the influence of culture on early child
development WashingtonD.C.,USA National Center for InfantsToddlersand Families.[online]
Available d: http://main.zerotothree.org/siigdcServer/Culture_book.pdf?docID= 6921 [Accessed 30
March 2016].

Masset, E., Haddad, L. and Cornelius, A., 2011. A systematic review of agricultural interventions that

am to improvenutritional status of children. London: Social Science Research Unit.

Maxwel, J. A., 2009. Book review: Bergman, M. M. (Ed.). (2008). Advances in mettiod
research. Thousand Oaks, CA: SAGBurnal of Mixedmethods ResearcB (4),411 413.

May, A. L., Freedman, D., Sherrmd. and Blanck, H. M., 2013. Morbidity and Mortality Weekly
Report (MMWR). Washington D.CUSA, Centre for Disease Control argrevention 62 (3), 120

128.

McCann, M. F., Baydar, N. and Wiliams, R. L., 2007. &teeding attitudes and reported problems
in a national sample of WIC participanfmurnal of Human Lactatior23 (4), 314324.

McColl, E., Jacoby, A., Thomas, LSoutter J., Bamford, C., Steen, N., Harvey, E., Garratt, A. and
Bond, J., 2001. Designnd use of questionnaires: A review of best practice applicable to surveys of
health service staff and patienktealth Technology Assessmen({31).

McNab, C., 2009. What social media offers to health professionals and cBzdlagin of the World
Health Organization 87 (8), 566566.

Meedya, S., Fahy, K. and Kable, A., 2010. Factors that positively influence breastfeeding duration to 6
months: A literature reviewlomen and Birth23 (4), 135145.

MeyerRochow, V., 2009. Food taboos: Theiigirs and purposeslournal of Ethnobiology and
Ethnomedicing5 (1), 18.

302


https://www.researchgate.net/publication/43472898_Monitoring_Food_Habits_in_the_Australian_Population_Using_Short_Questions
https://www.researchgate.net/publication/43472898_Monitoring_Food_Habits_in_the_Australian_Population_Using_Short_Questions
http://main.zerotothree.org/site/

MI Nepal, 2015.Nepal continues to focus on saving lives and improving the health of women and
children. Kathmandu Micronutrient Initiative. [online] Available at:
http://www.miconutrient.org/miin-the-world/asia/nepall [Accessed 31 March 2016].

Micklewright, J. and Stewart, K., 200Q€hild weltbeing in the EU' and enlargement to the east
Florence, Italy: UNICEF Innocenti Research Centre.

Miler, C. J., 1979. Faith Healinip the Himalayas: An Investigation of Traditional Healers and Their
Festivals in Dolakha District of Nepakathmandu Center for Nepal and Asian Studies Tribhuvan
University.

Mishra, V.K. and Retherford, R. D.,20000 me n 6 s e duc at i omutritoain Indiamp r o v ¢
India: Internationallnstitute for Population Sciences and Honolulu: EWétst Center.[online]
Available at: http://scholarspace.manoa.hawaii.edu/handle/10125/3468 [Accessed 31 March 2016].
MMWR, 2007. Breastfeeding trends and updhatnational health objectives for exclusive
Breastfeedingthe United Statesbirth years 20002004.MMWR Weekly56 (30), 760763. Available

at: http//www.cdc.gov/immwr/preview/mmwrhtml/mm5630a2.htm [Accessed 31 March 2016].
MoAD, 2012.Food CompositionTable for Nepal Kathmandu: National Nutrition Program, Ministry

of Agriculture Development. [online] Available at:
http://www.fao.org/fileadmin/templates/food _composition/documents/regional/Nepal Food Composit
ion_table_2012.pdf [Accessed 31 March 2016]

MoAD, 2014. Nepal food security bulletid issue 41 food security phase classification map
Kathmandu: Food Security Monitoring Unit and United Nations World HAeoarramme [online]
Available at: http://neksap.org.np/uploaded/resources/PublicatmuResearch/ FoodSecurity
Bulletins/Nepal _food_security _bulletin_41 Eng.pdf [Accessed 31 March 2016].

MoFP, 2008.Povertyindicators :Household Income and Expenditurer®y - 2006/07 Sri Lanka:
Department of Census and Statistics, Ministry of Finance and Plarjoniine] Available at:

http//www.statistics.gov. lk/poverty/povertyindicators.pdf [Accessed 31 March 2016].

Mohanty, B., 1993.Urbanisation in developing caouries: Basic services and community
participation. India: Institute of Social Sciences and Concept Publication Company.

MoHP and RTI, 2009Human resource strategy options for safe delivé¥ashingtorDC.,USA RTI
International.[online] Available athttp://www.hrhresourcecenterg/node /3730 [Accessed 31 March
2016].

MoHP and WHO, 2011.Nepal Pharmaceutical Country Profile[online] Available at:
http://iwww.who.int/medicines/areas/coordination/nepal_pharmaceutical profile.pdf [Accessed 26
March 2016].

MoHP, 1997.Nepal Health Service AcKathmandu: Nepal Law Commissidieniine] Available at:

http://nepalpolicynet.com/images/documents/publichesdt/1997 Nepal
%20Health%20Service%20Act.pdf [Accessed 31 March 2016].

303


http://neksap.org.np/uploaded/resources/Publications-and-Research/
http://www.hrhresourcecenter/
http://nepalpolicynet.com/images/documents/publichealth/

MoHP, 2003.Nepal: Strategic Plan for Human Resources for Health 20@017. Kathmandu:
MoHP and WHO Couny Office for Nepal [online] Available at: http://apps.who.int/
medicinedocs/documents/s18827en/s18827en.pdf [Accessed 31 March 2016].

MoHP, 2007.Nepal Demographic and Health Survey 200&athmandu: Population Division,

Ministry of Health and Population, Nepal New ERA, Nepal Macro International Inc. Calverton,
Maryland, U.S.A.[online] Available at:http://dhsprogram.com/pubs/pdf/fr¥9ft191.pdf [Accessed

31 March 2016].

MoHP, 2011. Nepal: Pharmaceuticals Country ProfileKathmandu: Ministry of Health and

Population in Collaboration with  World Health Organizatiorfonline] Avaiable at:
http//www.who.int/medicines/areas/coordinatimpal _pharmaceutical profie.pdf?ua=1 [Accessed
31 March 2016].

MoHP, 2012.Nepal Demographic and Health Survey 20Kathmandu: Population Division Ministry

of Health and Population, New ERA, ICF International Calverton, Maryland, U.f#ine]
Available at: http//dhsprogram.com/pubs/pdf/FR257/FR257%5B13April2012%5D.pdf [Accessed 31
March 2016].

MoHP, 2014a.National Drug Policy Framework in NepaKathmandu: Department of Drug
Administration, Department of Health. [online] Available at:
http://Amww.mohp.gov.np/index.php/20438-21-09-41-44/deptof-drugadministratiordda  [Accessed

31 March 2016].

MoHP, 2014b.Fact sheets: Country Profile of Nep&athmandu: Ministry of Health and Population.
[online] Available at: http//www.mohp.gov.np/indgphp/201403-21-08-58-15/factsheets [Accessed

31 March 2016].

Morgan, D. L., 1993. Qualitative content analysis: A guide to paths not t&kemitaive Health
Research3 (1), 112121.

Moro, S., Testa, L., Rossi, M., Porzio, E., Roggi, C., Valétiand Maccarini, L., 2015. What are
childrendés breakfast habits and how is breakfa
northern Italy.Journal of Nutrition and Health Sciencex(2).

Morrison, J., Osrin, D., Shrestha, B., Tumbah&egK. M., Tamang, S., Shrestha, D., Thapa, S.,
Mesko, N., Manandhar, D. S. and Costello, A., 2008. How did formative research inform the
development of a womenos Jpuroalql Perimtolegy284Sugp2)on i n
S14 S22.

Morrison, J., Tamang, S., Mesko, N., Osrin, D., Shrestha, B., Manandhar, M., Manandhar, D.,
Standing, H. and Costello, A., 2005. Womenos
Nepal.BMC Pregnancy and Childbirtlb (1), 6.

Moser, C., 1998. The assetlinerabilty framework: Reassessing urban poverty reduction strategies.
World Developmen®6 (1), 119.

Mosley, W. and Cowley, P., 1991. The Challenge of World Hé&adiulation Bulletin 46 (4), 1 39.

[online]Available at: http://www.popline.org/notg18292 [Accessed 31 March 2016].
304


http://apps.who.int/
http://dhsprogram.com/pubs/pdf/fr191/

Mullany, L., Katz, J., Li, Y., Khatry, S., LeClerq, S., Darmstadt, G. and Tielsch, J., Bo88st
feedingpatterns, time to initiation, and mortalty risk among newborns in southern Néjgallournal

of Nutrition, 138 @), 599 603.

Miller, O. and Krawinkel, M., 2005. Malnutriton and health in developing countGesadian
Medical Association Journal73(3), pp.27286.

Muller, O. and Krawinkel, M., 2005. Malnutriton and health in developing count@esiadian
Medcal Association Journall73 (3), 279286.

Mumtaz, Z., Salway, S., Waseem, M. and Umer, N., 2003. Gdyedead barriers to primary health
care provision in Pakistan: The experience of female provittgralth Policy and Planningl8 (3),

261 9.

Murphy, J.L. and Girot, E. A., 2013. The importance of nutrition, diet and lifestyle advice for cancer
survivors- the role of nursing staff and interprofessional workéosirnal of Clinical Nursing22 (11

12), 1539 1549.

Murtaugh, M., 1999. Book review: Cofementary feeding of young children in developing countries:
A review of current scientific knowledgdournal of Human Lactatiorl5 (4), 355356.

Muzzini, E., Aparicio, G. and Muzzini, A., 2018BIrban growth and spatial transition in Nepal: an
initial assessmentWashington D.C.USA: The World Bank[online] Available at: http://crossasia
repository.ub.urheidelberg.de/3556/1/Urban%20Growth%20Nepal.pdf [Accessed 31 March 2016].
Nair, K., 2007. Malnourishment among children in India: A regional asalgsonomic and Political
Weekly 42 (37), 379i73803.

Nazni, P., Pradheepa, S. and Hasan, A., 2010. Effects of weaning biscuits on the nutritional profie and
the cognitive development in preschool childréalian Journal of Pediatrics36 (1),18.
NDHS,(2017).Demographic and Health Survey: Key Indicatofsnline] Nepal Demographic and
Health Survey 2016. Available at: https://dhsprogram.com/pubs/pdf/PR88/PR88.pdf [Accessed 25 Jul.
2017].

NDRI, 2008.Market and price impact assessment Nepal: Teramen on their way to the local
market final report Kathmandu: United Nations World Food Programme (WFP) and Nepal
Development Research Institute (NDRI).

NeKSAP, 2013 High Lights and Summary: Food Security Outcontésthmandu: NeKSAP and
WFP. [online] Available at: http//reliefweb.int/sites/reliefweb.ifités/resources/wfp 260241.pdf
[Accessed 31 March 2016].

Nepal Earthquake, 2015&8arthquake brief of 29 Mayathmandu: ICIMOD]online] Available at:
http//www.icimod.org/?q=18505 [Accessed 31 March 2016].

Nepal Earthquake, 2015blepal: Earthquake 2015 Situation Report No. 16 (as of 18 May 2015)

Kathmandu: United Nations Office for the Coordination of Humanitarian Affgarsine] Available
at: http:/reliefweb.int/sites/reliefweb.int/files/resourc@&YHANepalEarthquake
SituationReportNo.1§18May2015).pdf [Accessed 3darch 2016].

305


http://reliefweb.int/sites/reliefweb.int/
http://reliefweb.int/sites/reliefweb.int/files/resources/OCHANepalEarthquake%20SituationReportNo.16
http://reliefweb.int/sites/reliefweb.int/files/resources/OCHANepalEarthquake%20SituationReportNo.16

Nepalese Army, 201MVestern Division: History of Nepal Armiathmandu: Ministry of Defence.
[online] Available at: http://www.nepalarmy.mil.np/west.php? [Accessed 31 March 2016].

Nevo, B., 1985. Face Validity Revisitetburnal ofEducational Measuremer2 (4), 28v293.

New Era, 2007An analytical report omationalsurvey of female community health volunteers of
Nepal Kathmandu: USAID, NewEra and MoHP. [online] Available at : https://dhgrogram
.com/pubs/pdf/FR181/FCHV_Nepal2007.pdf [Accessed 31 March 2016].

Newson, R. S., Lion, R., Crawford, R. J., Curtis, V., EImadfa, |., Feunekes, G. I., Hicks, C., van Liere,
M., Lowe, C., Meier, G. W., Pradeep, B., Reddy, K., Sidibe, M. and Uauy2(®3. Behaviour
change for better health: Nutritiohygieneand sustainability BMC Public Health 13 (Suppl 1), S1.

NFSB, 2014aFood Security Monitoring and Analysis in Nepal: Process and Outcomes of Integrated

Food Security Phase ClassificationNepal: NeKSAP and WFP.[online] Available at:
http//neksap.org.np/uploaded/Brochure_Poster/Nek$odterFINAL.pdf [Accessed 31 March
2016].

NFSB, 2014b.Nepal Food Security Analysis Bulletin No..4dathmandu: WFP and NeKSAP.
[online] Available at: http//neksap.org.np/uploaded/resources/P ublicatmuEResearch/Foed
SecurityBulletins/Nepal_food_security _bulletin_41_Eng.pdf [Accessed 31 March 2016].
NFESMS, 2015Crop Situation Update:A joint assessment of winter créqahmandu: MoAD, FAO
and WFP J[online] Available at: http//neksap.org.np/uploaded/resources/P ublicatiths
Research/Crop%20Situation%20Update/Crop_Situation_Update_winter_cropd.520d#4
[Accessed 31 March 2016].

NHRC, 2013.Ethical Approval Processes and Formaksathmand: Nepal Health Research Council.
[online] Available at: http://nhrc.org.np/ [Accessed 1 April 2016].

NHS, 2015. Malnutrition: Signs and Symptori8dS Choices[online] Available at:http://www.nhs.
uk/Conditions/Malnutrition/Bges/Introduction.aspx [Accessed 12 January 2015].

Niaz, U., 2003. Violence against womensdnuth Asian countriesAr ¢ hi v e s of Wo me n
Health, 6 (3), 173184.

Niraula, B. B., 1994. Use of health services in hil vilages in central NEgallth Transition Review
4 (2), 151 166.

Niraula, B. B., 1995. Old age security and inheritance in Nepal: Motives versus reansal of
Biosocial Science27 (1), 7178.

Nishi, K., 2013.Mental health among AsiaAmericans USA: American Psychagical Association.
[online] Available at: http//www.apa.org/pi/oema/resources/ethritslth/asiaramerican/article
mentalhealth.aspx [Accessed 31 March 2016].

Nizami, S. Q. and Bhutta, Z. A., 2008. Sediported feeding advice by physicians formooon
childhood ilnessesJournal of the Pakistan Medical Associatje® (12), 298301.

NLIS, 2010.Interpretation guide nutrition landscape information system: Country profile indicators
Geneva: World Health Organizationjonline] Available at: http://www.who.inthutrition/nlis_

interpretation_guide.pdf [Accessed 1 April 2016].
306


https://dhsprogram/
http://www/
http://www.who.int/

Nola, N. P., Sop, M. M. K., Mananga, M. J., Ekoe, T. and Gouado, I., 2014. Assessment of nutritional
status of preschool children inettBangang rural community, Camerodmternational Journal of
Biotechnology and Food Scien@(2), 44 52.

Nolon, J. R., 2009. Local land use control in New York: An aging citadel under BiegeYork State
Bar Journal 38, 3841.

Norman, D. A., 1990The Design of Everyday Thingdew York: Doubleday.

Novella, S., 2012Why do people turn to alternativeedicine Sciencebased medicinelonline]
Available at:  https//www.sciencebasedmedicine.orghdtrpeopleturnto-alternativemedicine/
[Accessed®5 March 2016].

NPAFN ,2013. National Plan for Action for Food and Nutrition. Kathmandu: Ministry of Health and
Population. [online] Available at: http:/faolex.fao.org/docs/pdf/mya145314.pdiAccessed 20
October,2016.

NPAN, 2007.National Plan for Action on NutritionKathmandu: New Ergonline] Available at:
http://nnf.org.np/wpcontent/uploads/2012/04/NatiorRalarrof-Action-on-Nutrition.pdf  [Accessed 1
April 2016].

NPC, 2003.Population Monograph of NepalKathmandu: Central Bureau of Statistics, National

Planning commission of Nepal [onine] Available at: http//cbs.gov.np/sectoral

statistics/population/population_monograph_nepal 2003_adcg¢ased 1 April 2016].

NPC, 2005.Nepal millennium developmegbals:ProgressReport Kathmandu: National Planning
Commission and United Nations Country Team of Nepgbnlne] Available at:
http://planipolis.iiep.unesco.org/upload/Nepal/Nepal?%20MD G%262@d [Accessed 1 April 2016].
NPC, 2012.Nepal- Nepal Living Standards Survey 202011 Kathmandu: Central Bureau of
Statistics, Government of Nepgbnline] Available at:http://cbs.gov.np/nada/index.phpéatalog/37
[Accessed 1 April 2016].

NPC, 2013.Nepal thematic report on food security and nutritidfathmandu: National Planning

Commission Central Bureau of Statistics In collaborateith: World Food Program/[online]
Available at: http://neksap.org.np/uploaded/resources/P ublicatimetResearch/
Reports/Nepal%20Thematic%20Report% 20Food%20Se curity% 20% 20N utrition% 202013. pdf
[Accessed 1 Agl 2016].

NPHC, 2012National Population and Housing Census 2011 (National Repi§edhmandu: National

Planning Commission, Central Bureau of  Statistics[onlne]  Available  at:

http://unstats.un.org/unsd/demographic/sources/census/2010 _phc/NepeRiegus2011Voll.pdf
[Accessed 1 April 2016].

NSSO, 2012. Provisional Results of Household Consumer Expenditure Shisey.Delhi, India:
Press Information  Bureau,Government of India. [online] Available at:
http://pib.nic.in/newsite/erelease.asmpitl=85631 [Accessed 1 April 2016].

NSW, 2001. Recommendations for food and nutrition monitoring project in NSW: food and nutrition

monitoring project better health good health care. Australia: University of Sidney and NSW Health
307


http://faolex.fao.org/docs/pdf/mya145314.pdf
http://cbs.gov.np/sectoral_
http://cbs.gov.np/nada/index.php/
http://neksap.org.np/uploaded/resources/Publications-and-Research/

Department.  [online] Available at.  http//sydney.edu.au/science/moleculsioscience

/cphn/pdfs/food_nutrition_monitoring.pdf [Accessed 1 April 2016].

Nyamongo, I. K., 2002. Health care switchibghaviourof malaria patients in a Kenyan rural
community. Social Science & Medicin®4 (3), 377386.

O6Cat hai n, FEAand NidairJp 2007. Why, and how, mixegthods research is
undertaken in health services research in England: A miattiods stdy. BMC Health Services
Research7 (1), 85.

Obayelu, A. E., 2014. Postharvest losses and food waste: The key contributing factors to African food
insecurity and environmental challengesrican Journal of Food, Agriculture, Nutrition and
Developmentl4 (2).

OCHA, 2008.Nepal needs analysis framework: Key Findingew Y ork: United Nations, Office for

the Coordination of Humanitarian Affairs.

Odent, P. L. G., 2011. Early infant feeding and neonatal survival in Nepal: Breastfeettingum

and dscarding of the first mik Ph.D.Thesis. University College London, UK.

Ohno, Y., Hirai, K., Sakata, S., Shimizu, S., Akai, Y., Ogoshi, K., Sherchand, S., Gurung, R.,
Sherchand, J. B. and Shrestha, M. P., 2005. Food consumption and serum nutritichaf giaople

living in the Kathmandu valley in Nepd&nvironmental Health and Preventive Medicid® (2), 78

85.

Ohno, Y., Hirai, K., Sato, N., Ito, M., Yamamoto, T., Tamura, T. and Shrestha, M. P. S., 1997. Food
consumption patterns and nutrientalke among Nepalese living in the Southern rural Terai Region.
Asia Pacific Journal of Clinical Nutriton 6 (4), 251255. [online] Available at:
http://apjcn.nhri.org.tw/server/apjcn/6/4/251.htm [Accessed 29 March 2016].

Ojofeitimi, E. O., Ogunjuyigbe, PO., Sanusi, R. A., Orji, E. O., Akinlo, A., Liasu, S. A. and Owolabi,

O. O., 2008. Poor dietary intake of energy and Retinol among pregnant women: Implications for
pregnancy outcome in southwest NigeRakistan Journal of Nutrition7 (3), 480484.

Oksenberg, L., Cannel, C. and Kalton, G., 1991. New Strategies for Pretesting Survey Questions.
Journal of Official Statistics7 (3), 349 365.

Olenja, J., 2003. Editoriddealth seekindpehaviourin context.East African Medical JournaB0 (2),

61 62.

ol i, N., Vaidya, A., Subedi, M. and Eiben, G. ,
gualitative study of DBV Preh®9,8l9Mmot her sé percept
Oninla, S. O., Owa, J. A., Onayade, A. A. and Taiwo, O., 2006. Comgalstidy of nutritional

status of urban ardiral Nigerian school childredournal of Tropical Pediatric$3(1)39 43.

ONS, 2004 Census:Keystatistics,Ruraland urban arealassification:Releasedition reference

tables [online] Available at:
http//webachive.nationalarchives.gov.uk/20160105160709/http://ons.gov.uk/ons/publications/re
referencetables.html?edition=tcm%3A7Z11129 [Accessed 25 March 2016].

308


http://sydney.edu.au/science/molecular

Onta, S., 2003. Nepal: the report of knowledge, practice and coverage final survey in Kanchanpur
district Nepal. Kathmandu, Nepal: CARE Nepal Child Survival Project.

Otsubo, S. M., 1988. A behavioral study of warning labels for consumer products: Perceived danger
and use of PictographBroceedings of the Human Factors and Ergonomics Society Annudiniglee

32 (9), 536540.

Pahari, D., Bastola, S. and Paudel, R., 2GHktors affecting retention of child health card in a rural
area.Journal of Nepal Health Research Coun®8il(2), 1548.

PAHO and WHO, 2002Guiding Principles for Complementary Feeg of the BreastfedJSA: Pan
American Health Organization and WHO. [online] Available at:
http//www.who.int/nutrition/publications/guiding_principles_compfeeding_breastfed.pdf [Accessed
31 March 2016].

Pakpour, A. H., Yekaninejad, M. S. and Chen, H 2011. Mot her s o6 per ce
schoolchildren: A survey and the impact of an educational intervedtional de Pediatria 87 (2),

169 174.

Pandey, J.P., Dhakal, M.R., Karki, S., Poudel, P. and Pradhan, M.S., 2013. Maternal and Child Health
in Nepal: The Effects of Caste, Ethnicity, and Regional Indentify: Further analysis of the 2011 Nepal
Demographic and Health Survey. Kathmadu, Nepal: Nepal Ministry of Health and Population, New
ERA, and ICF International.

Pandey, S., Tiwari, K., SenahatU., Agho, K. E. and Dibley, M. J., 2010. Determinants of infant and
young child feeding practices in Nepal: Secondary data analysis of demographic and health survey
2006.Food and Nutrition Bulletin31 (2), 334351.

Paneru, S., 1981Breastfeeding in Bpal: Religious and Cultural BeliefsKkathmandu,Negl:
Tribhuvan University.  [online] Available at: http://www.thlib.org/static/reprints/
contributions/CNAS_08 02 04.pdf [Accessed 12 August 2015].

ParmarA., Khanpara, H. and Kartha, G., 2013. A study on taboos and misconceptions associated with

pregnancy among rural women of Surendranagar didttéalthling 4:4043.

Partap, U. and Hil, D. R., 2012. The Maoist insurgency (12066) and child retth indicators in
Nepal.International Health 4 (2), 135142.

Patton, M. Q., 2002Qualitative research and evaluation meth.t@ﬂ%ed).Thousamﬁ OaksCA: SAGE.
Paudel, R., Pradhan, B., Wagle, R. R., Pahari, D. P. and Onta, S., 2013. Risk fac&itstiog
among children: A community based case control study in N&adhmandu University Medical
Journal 39 (3), 1824.

Pelto, G. H., Levitt, E. and Thairu, L., 2003. Improving feeding practices: Current patterns, common
constraints, and the desigf interventions Food and Nutrition Bulletin24 (1), 4582.

Perilla, J. L., Wison, A. H. and Wold, J. L., 1998. Listening to migrant voices: Focus groups on health
issues in South Georgidournal of Community Health Nursing5 (4), 251263.

Pinstup-Andersen, P., 1981introducing nutritional considerations into agricultural and rural

development [online] Available at: http//www4.fao.org/cgbin/faobib.exe?rec #219413
309



http://www.thlib.org/static/reprints/
http://www4.fao.org/cgi-bin/faobib.exe?rec_id

& database=faobib&search_type=link&table=mona&back_path=/faobib/mona&lang=eng&format_na
me=EFMON [Accessed 24 March 2016].

Pokharel, R. K., Houston, R., Harvey, P., Bishwakarma, R., Adhikari, J., Dev, K. and Gartoula, R.,
2009. Nepal nutrition assessmeand gap analysis final repartKathmandu,Negl: Child Health
Division, MoHP.

Pokharel, R. K., Houston, R., Harvey, P., Bishwakarma, R., Adhikari, J., Dev, K. and Gartoula, R.,
2013. Nepal nutrition assessment and gap analysis final report nutrition asssd team .1
Kathmandu, Nepal: Chid Health Division, MOHP.

Pokhrel, A.,20l15Ma ki ng waves in the mountains: The wome
Nepal Insight on Conflict. [online] Available at:

https //iwww.insightonconflict. org/blogfd 5/03/makingvave smountainswomensgroupsfighting-
fairer-future-nepal.

Poland, B. D., 1995. Transcription quality as an aspect of rigor in qualitative res@araltative
Inquiry, 1 (3), 290310.

Pool, R., 1987. Hot and cold as an explanatandel: The example of Bharuch district in Gujarat,
India. Social Science & Medicin@5 (4), 389399.

Pope, C., Ziebland, S. and Mays, N., 2000. Analysing qualtative Batesh Medical Journal 320
(7227), 114116.

Poudyal, A. K., Jimba, M. Poudyal, B. K. and Wakai, S. , 200
services in NepaBritish Journal of Ophthalmologyg9 (10), 12501253.

Pradha Mala, S., 200Effectiveness of existing laws and institutional mechanism to combat
trafficking in women and children in NepaKathmandu, Nepal: UNIFEM and FWLDonline]
Available at: http://www.fwld.org/uploads/pdf/Combating%20Trafficking.pdf [Accessed 30 March
2016].

Pradhan, B., 1985The role of women in household production systems andarogng in Nepal
London: International Rice Research Institute i 2537 .

Pradhan, R., 2008\Negotiating Multiculturalism in Nepal: Law, Hegemony, Contestation and
Paradox Jakarta: XVth International Congress of the Commissimnline] Available at:
http//www.unibielefeld.de/midea/pdf/Rajendra.pdf [Accessed 1 April 2016].

Prothero, S., 1999. Spiritualism in antebelum America: Religion in North America. Bloomington,
USA: Indiana university pres€hurch History 68 (1), 205.

Purnell, L. D., 2009Guideto culturally competent health caré&™ edition). Philadelphia, USA: F.A.
Davis Company.

Raheela, F., 1994. Disabilty in the Bengalicommur@h i | dr en 6 $1,1B18r eau UK
Rahman, S. A., 2000. Utiization of Primary Health Care Services in Rural Bangladesh: The
Population and Provideder Perspective$.D. Thesis. London School of Hygiene and Tropical
Medicine.

310



Rai, S. K., Rai, G., Hirai, K., Abe, A. and Ohno, Y., 2001. Tiemlth system in Nepal: An
introduction. Environmental Health and Preventive Medicieg1), 1 8.

Rannamets, H., 2015. How movies influence our dietary behavigaitz Screen Media Review

(1), 126 141.

Rastogi, S., Rastogi, R., Rastogi, D., 8ings., Chiappeli, F. and Corporation, H. P., 2011.
Evaluating the impact of a pragmatic nutrition awareness program for expectant mothers upon birth
weight of the newborrEvidenceBased Complementary and Alternative MedicR@L1, 17. [online]
Available at: http//www.hindawi.com/journals/ecam/2011/185672/ [Accessed 26 March 2016].
Ravallion, M., 1992Poverty comparisons: A guide to concepts and methéshington D.C.: The
World Bank. [onine] Available at: http//info.worldbank.org/etools/docs/library/93518/
Hung_0603/Hu_0603/RavalionEnglish.pdf [Accessed 1 April 2016].

Regmi, B. R. and Adhikari, A., 2007. Human Development Report : Climate change and human

developmeni risk and vulnerability in a warming world Country Case Stitpal. Nev York,USA:
United Nations.

Regmi, P., Aryal, N., Kurmi, O., Pant, P., van Teijjingen, E. and Wasti, S., (2016). Informed Consent
in Health Research: Chalenges and Barriers in -aom Midde-Income Countries with Specific
Reference to Nepabeveloping World Bioethicd.7(2), pp.8489.

Regmi, S. and Adhikari, R., 199A study on the factors influencing nutritional status of adolescent
girls in Nepal Washington D.C.: International Centear fResearch on Women and Nutrition of
Adolescent Girls Research Prografmnline] Available at: http://www.popline.org/node313213
[Accessed 1 April 2016].

Regmi, S. K., Pokharel, A., Ojha, S. P., Pradi&n). and Chapagain, G., 2004. Nepal mental health
country profile. International Review of Psychiatr6 (12), 142 149.

Reja, U., Manfreda, K. L., Hlebec, V. and Vehovar, V., 2@0Benended vs. Closended questions

in web questionnaires Slovenia: Faculty of Social Sciences, University of Ljubljangonline]
Available at: http://www.statl.s¥mz/mz19/reja.pdf [Accessed 1 April 2016].

Renfrew, M. J., McCormick, F. M., Wade, A., Quinn, B. and Dowswell, T., 2012. Support for healthy
breastfeeding mo#rs with healthy term babie€ochrane Database Systematic Revid@ (5),
CDO001141. [onlne] Available at: http//www.ncbi.nim.nih.gov/pmc/articles/PMC3966266/
[Accessed 1 April 2016].

Richards, E., 2011Gender Influences on Child Survival, Health and Nutrition: A Narrative Review
New York, USA: UNICEF and Liverpool School of Tropical Medicinfonline] Available
athttp//www.unicef.org/gender/files/Gender_Influencess Child_Survival a_ Narrative_review.pdf
[Accessed 30 March 2016].

Ricketts, T. C., 2005. Workforce issues in rural areas: A focus on policy euigrican Journal of
Public Health 95 (1), 4248,

Roberts, I. F., 1991. Human Lactation 4 : Breastfeeding, nutrition, infection and infant growth in

developed and emerging countri®estgraduate Medical Journgh7 (786), 408.
311


http://info.worldbank.org/etools/docs/library/93518/
http://www.popline.org/node/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC396
http://www.unicef.org/gender/files/Gender_Influences_

Rocco, T. S., Bliss, L. A., Gallagher, S. and Pé#emdo, A., 2003Taking the Next Step: Mixed
methods Research in Organizational Systdnfermation Technology, Learning and Performance
Journal, 21 (1), 19 29.

RonquesiRoss, L-C., Vink, N. and Sigge, G. O., 2014. Food consumption changes in South Africa
since 1994 South African Journal of Sciencel South African Journal of Science South African Journal
of Sciencelll (9), 112.

RSS, 2014. 035% peopl e ddhperKathmaddu @dsBlsDacermber.dr i n k
[online] Available at: http//kathmanduposkamntipur.com/news/201@1-12/35peopledeprivedof-
safedrinking-water383790.html [Accessed 29 March 2016].

Ruel, M. T., 2008. Addressing the underlying determinafhtsndernutrition:Examgls of successful
integration of nutrition in povertyeductionand agriculture strategies. Washington DC: International
Food Policy Research Institut¢oniine] Available at: https://www.ifpri.org/publication/addressing
underlyingdeterminantaindernutrition [Accessed 1 April 2016].

Ruel, M. T., Brown, K. H. and &uffield, L. E., 2003Moving Forward with Complementary Feeding:
Indicators and Research Prioritie®Vashington D.C.: International Food Policy Research Institute.
[online] Available at: http://agecosearch.umn.edu/bitstreatt417/1/dp 030146.pdf [Accessed 1
April 2016].

Ryan, G. W., 1998. What do sequential behavioral patterns suggest about the medicairdakisipn

process? Modeling home case management of acute ilnesses in a rural Cametiageiagocial
Science & Medicing46 (2), 209225.

Ryan, M., Scott, D. A., Reeves, C., Bate, A., van Teijingen, E. R., Russell, E. M., Napper, M. and
Robb, C. M., 2001. Eliciting public preferences for healthcare: A systematic review of techniques.
Health Technology Assessmest(5).

Saaka, M. , 2014. Relationship between mother s
growth of children living in impoverished rural communitidsurnal of Health Population Nutrition

32 (2), 237248

Sackett, D. L., 1979. Bias in analytic reseadurnal of Chronic Disease82 (12), 51 63.

Sah, A. K., 2011. Infant and Young Child feeding practice in Néjedlth Prospectl0 (0), 53 54.

Sah, N., 2005Determinants of child malnutrition iNepal: A case analysis from Dhanusha, central
Terai of Nepal KathmanduNep: Save the Chidren Japan[onine] Available at:
http://iussp2005.princeton.edu/papers/51628 [Accessed 1 April 2016].

Sahn, D. E. and Stifel, D. C., 2000. Poverty compariswes time and across countries in Africa.
World Developmen®8 (12), 21282155.

Sahn, D. E. and Stifel, D. C., 2002. Parental preferences for nutrition of boys and girls: Evidence from
Africa. Journal of Development Studie39 (1), 2145.

Samiklbrahim, R. M., 2008. Grounded theory methodology as the research strategy for a developing
country. Forum: Qualitative Social Researchl (1), 19. [online] Available at: http://nbn

resolving.de/urn:nbn:de :01¥4s0001198 [Accessed 28 March 2016].
312


http://ageconsearch.umn.edu/bitstream/

Sandelowki, M., 2000. Combining qualtative and quantitative sampling, data collection, and analysis
technigues in mixedhethod studiesResearch in Nursing & Healil23 (3), 246255.

Schuman, H. and Presser, S., 1979. The open and closed quastoitan Socimgical Review44

(5), 692.

SDG Nepal, 2015Government of Nepal national planning commission 2015 sustainable development
goals 20162030 national (preliminary) reportKathmandu: National Planning Commission of Nepal.
[online] Available at: http://www.npc.gov.np/images/download/23rd Jan final

for_print_Sustainable Development Goals jgifcessed 28 March 2016].

Sechrest, L., Fay, T..land Zaidi, S. M. H., 1972. Problems of translation in cogsiral research.

Journal of CrossCultural Psychology3 (1), 41 56.

Seher, C. L., 2012. Social media and dieteéducatonWhéts not t o Jdournakafthe a bou
Academy of Nutibn and Dietetics112 (9), 18.

Sethi, V., Kashyap, S. and Seth, V., 2003. Effect of nutrition education of mothers on infant feeding

practicesIndian Journal of PaediatricsrO, 463 466.

Setswe, G., 1994. Prevalence and risk factors for malnutaiticong children aged 5 years and less in

the Lefaragatlha vilage of Bophuthatswa@airationis 17 (3), 385.

Shakya, M., 2006. Traditional Food and Health Belig$ucation and developme2 (Special), 58

68. [online] Available at: http//www.cerid.org/publication/fles/11721302Edu_Dev_2006.pdf
[Accessed 1 April 2016].

Shankar, A. V., Gittelsohn, J., Stalings, R., West, K. P., Gnywali, T., Dhungel, C. and Dahal, B.,
2001. Comparison of Vi s u a Isizese dei bothtskaspthteodnd c hi |
individuatplate conditionsJournal of the American Dietetic Associatid®l (1), 4v52.

Shankar, R. P., Paudel, R. and Giri, R., 20@6aling traditions in NepalNepal: The online Journal

for the American Associatio of Integratve Medicine. [online] Available at:
http//www.aaimedicine.com/jaaim/sep06/Healing.pdf [Accessed 1 April 2016].

Sharma, A. and Ross, J., 1990. Nepal: Integrating traditional and modern health services in the remote
area of Bashkharkdnternational Journal of Nursing Studie®7 (4), 348353.

Sharma, A., 2002. The Hindu Tradition Religious Beliefs and Healthcare Decisions. llinois: the Park
Ridge Center.

Sharma, B. K., 1999The origin of caste systemin Hinduism and its relevantedrpresent context

United Stateslointly published by Indian Society and Samdan Publishers, Nepal.

Shar ma, M. and Kanani , S. , 2006 .Indi&@r Jourrthinaf t h e r ¢
Paediatrics 73, 295 298.
Sharma, P. R., 2004. Caste, isat | mobility and Sanskitization:

Kailash, 271 299. [online] Available athttp://himalaya.socanth.cam.ac.uk/collections/
journalskailash/pdf/kailah_05 04 02.pdf [Accessed 28 March 2016].

313


http://www.npc.gov.np/images/download/23rd_Jan_final_%20for_print_Sustainable_Development_%20Goals.pdf
http://www.npc.gov.np/images/download/23rd_Jan_final_%20for_print_Sustainable_Development_%20Goals.pdf
http://himalaya.socanth.cam.ac.uk/collections/%20journals/
http://himalaya.socanth.cam.ac.uk/collections/%20journals/

Shatenstein, B. and Ghadirian, P., 1988uences on diet, health behaviours and their outcome in
select ethnocultural and religious groupsnutrition. London: Elsevier.[online] Available at:
http://www. nutritionjrnl.com/article/S0839007(97) 004 25%/pdf [Accessed 28 March 2016].

Shirima, R., Greiner, T., Kylberg, E. and GelMedhin, M., 2001. Exclusive breafdeding is rarely
practised in rural and urban Tanzamablic Health Nutrition 4 (2), 147 154.

Shrestha, 2015a. About Pokhar®okhara[online] Available athttp//www.pokharacitycom/about

pokhara/ [Accessed 1 April 2016].

Shrestha, C.H.,,200RlGO6s a Thekkedarsiar i 8e NaGosindentaeNotni t
Sector London[online]Available at : http://himalaya.socanth.cam.ac.uk/
collections/journals/ebhr/pdf/EBHR_22 full.pdf [Accessed 31 March 2016].

Shrestha, K. M., 2005. Religious Syncretism and context of Buddhism in medieval Meja. of
History, 20 (1), 5160.

Shrestha, P. D., 2015b. Health seeking behavior among mothers of sick chiltvemal of Nepal
Health Research Council3 (30), 11R115.

Shrestha, S. S. and Findeis, J. L., 2007. Maternal human capital and childhood stunting in Nepal: A
multi-level modeling approacfihe American Agricultural Economics Association Annual Meeting
Portland: The Pennsylvania State University. [online] Available at:
https//www.academia.edu/10085300/Maternal_Human_Capital_and_Childhood_Stunting_In_Nepal
A_MultiLevel Modeling_Approach [Accessed 31 March 2016].

ShresthaBasnet, A., 2008Global Handwashing day messages spread across Négthmandu,
Nepal UNICEF. [online] Available at:http://www.unicef.org/wash/nepal 4611&ml [Accessed 31
March 2016].

Sibeko, L., Dhansay, M. A., Charlton, K. E., Johns, T. and ®Gayald, K., 2005. Beliefsattitudes,

and practices of Breastfeeding mothers from a Periurban community in South Aénoanal of
Human Lactation21 (1), 3138.

SiegaRiz, A. M., Harrmann, T. S., Savitz, D. A. and Thorp, J. M., 2001. Frequency of eating during

pregnancy anis effect on preterm delivenAmerican Journal of Epidemiolog$53 (7), 64v52.

Siverman, D., 2009Doing qualitative research(3* edition). London: SAGE Publications.

Simkhada, B., Porter, M. A. and van Teijingen, E. R., 2010. The role of rsathlaw in antenatal

care decisiommaking in Nepal: A qualitative stiy. BMC Pregnancy and ChildbirthO (1)34.

Sitzia, J. and Wood, N., 1998. Response rate in patient satisfaction research: An analysis of 210
published studiednternational Journafor Quality in Health Carel0 (4), 311317.

Sluik, D., Streppel, M. T., van Lee, L., Geelen, A. and Feskens, E. J. M., 2015. Evaluation of a
nutrientrich food index score in the Netherlandsurnal of Nutritional Sciencet (0), el4.

Slusser, M. S., 2. Nepal Mandala: A cultural study of the Kathmandu valley (2 Vols.). USA:
Princeton University Press.

314


http://www.pokharacity/
http://himalaya.socanth.cam.ac.uk/
http://www.unicef.org/wash/nepal%20_46116

Smith, L. C. and Haddad, L., 200@vercoming child malnutrition in developing countries:
Washington D.C. IFPRI. [online] Available at:
http://ebray.ifpri.org/cdm/ref/collection/p15738coll2/id/48018 [Accessed 31 March 2016].

Smithson, P., 1995. Quarts into pint jugs?: the financial viabilty of health sector investment in low
income countriesHealth Policy and PlanninglO (0), 6 16.

Social Media,2016. How has social media brought about cultural change in Indian mindsets?
CareerRide.comonline] Available at: http://www.careerride.com/view.aspx?id=15203 [Accessed 30
March 2016].

Solid Nepal and Merlin Nepa lpemeatatibtnZand Managementiofe r s
Human Resources for Health in Nepal: Human Resources for Health Management from Central to
District Level 0. Kat hmandu, Nepal: E u[onlmgd e a n l
Available at: http//www.merlin.org.uk/siteefault/files/Report%204.pdf [Accessed 31 March 2016].
Som, S., Pal, M. and Bharati, P., 2007. Role of individual and household level factors on stunting: A
comparative study in three Indian statdéeanals of Human Biologys4 (6), 632646.

Sonntag, D. Schneider, S., Mdege, N., Al, S. and Schmidt, B., 2015. Beyond food promotion: A
systematic review on the influence of the food industry on obed#yed dietary behaviour among
children. Nutrients 7(10), pp.8568576.

Spector, R. E., 201&ultural diversity in health and illnes¢8" edition). Boston: Prentice Hall.
Sreeramareddy, C. T., Shankar, R. P., Sreekumaran, B. V., Subba, S. H., Joshi, H. S. and
Ramachandran, U., 2006. Care seeking behaviour for childhood-ilaegaestionnaire survey in
western NepaBMC International Health and Human Righ&(1), 7.

Stephenson, R. and Hennink, M., 20Barriers to Family Planning Service Use among the Urban
Poor in Pakistan Baltimore: John Hopkins University. [online] Avaiable at:
http://r4d.did.gov.uk/Output/61059/ [Accessed 31 March 2016].

Stephenson, R. and Tsui, A. O., 2002. Contextual influences on reproductive health service use in
Uttar Pradesh, IndiéStudies in Family Planning3 (4), 308320.

Stirrat, R. L. and Pfaffenbergds,, 1983. Caste in Tamil culture: The religious foundations of Sudra
domination in Tamil, Sri LankaMan, 18 (4), 805.

Stone, L., 1976. Concepts of ilness and curing in a central Nepal vilagenal of the Institute of

Nepal and Asian StudieS5 80.

Stone, L., 1986. Primary health care for whom? Vilage perspectives from Memadhl Science &
Medicine 22 (3), 298302.

Storer, J ., 1977. O0Hot 6 and 6Coldb6 food beli
International Journal of Foodbciences and Nutritiqr3l (1), 3840.

Subba, S., Chandrashekhar, T., Binu, V., Joshi, H., Rana, M. and Dixit, S., 2008. Infant feeding
practices of mothers in an urban area in Nefathmandu University Medical Journd (1), 427.

315



Subedi, M. S.1999.Healer Choice in Medically Pluralistic Cultural Setting: An Overview of Nepali
Medical Pluralism Kathmandu,Ne@:. Tribhuvan University. [online] Available at:
http://himalaya.socanth.cam.ac.uk/collections/journals/opsa/pdf/fOPSA_08_09.pdf  [Accesxed
March 2016].

Subedi, M., 2002Explanatory model of food, health and iliness ideology in Newar town of Kirtipur
Kathmandu, Nepal: Central Department of Sociology/Anthropology, Tribhuvan
University[online]Available at: https//www.academia.edu/4037779/Explanatamgdel| of

Food_Health_and_llness_Ideology_in_Newar_Town_of_Kirtipur [Accessed 31 March 2016].

Subedi, M., 2010a. Caste system: Theories and practices in N@palayan Journal ofSociology

and Anthropology 4 (0), 134159. [online] Available at:
http://iwww.nepjol.info/index.php/HJSA/article/view/4672 [Accessed 31 March 2016].

Subedi, M., 2010b. Trade in health service: Unfair competition of pharmaceutical products in Nepal.
Dhaulagiri Journal of Sociology and Anthropolog¥ (123), 12B142.

Subedi, M., 2011. Caste system: Theories and practices in M#palayan Journal of Sociology and
Anthropology 4 (0), 134 159.

Sudo, N., Sekiyama, M., Maharjan, M. and Ohtsuka, R.5.2@@nder differences in dietary intake
among adults of Hindu communities in lowland Nepal: Assessment of portion sizes and food
consumption frequencieEuropean Journal of Clinical Nutritior60 (4), 469477.

SUN Movement Nepal, 2012lepal: SUN Countnfsummary, Septemhdfathmandu: Scaling Up
Nutrition. [online] Available at: http://scalingupnutrition.org/wpontentiiploads/2012/ 10/FINAL
NEPAL-SUMMARY .pdf [Accessed 4 April 2016].

Sun Movement2012. The vision of the SUN Movement is a world without hunger and malnutrition

Scaling Up Nutrition Secretariafonline] Available athttp://scalingupnutritionorg/about [Accessed
24 March 2016].

SUN, 2010.Scaling up nutrition: A framework for actiotSUN Movement[online] Available at:

http://scalingupnutrition.org/wpontent/uploads/pdf/SUN_Framework.pdf [Accessed 4 April 2016].
SUN, 2014.Scaling Up Nutrition In Outline: anintroduction to the Scalidg Nutrition Movement
Sun  Secretariat. [online] Available at: http:/scalingupnutrition.org/wpontentiiploads/
2015/06/Orange_Internal_InOutline_ ENG_20140415_web.pdf [Accessed 8 April 2016].

SUN, 2015.New report on scaling up impact on nutrition: What will it tak&&aling Up Nutrition.

[online]  Available at.  http://scalingupnutrition.org/news/ne@porton-scalingup-impacton
nutritionwhatwill -it-take [Accessed 31 March 2016].

Suvedi, B. Krishna, A., Pradhan, S., Barnett, M., Puri, S. R., Chitrakar, P. and Poudel, SN&pa9.
Maternal Mortality and Morbidity Study: Summary of Preliminary Findingathmandu, Nepal:
Family Health Division, Department of Health Services, Government palNe

Szwajcer, E., Hiddink, G. J., Maas, L., Koelen, M. and van Woerkum, C., 2012. Nutrition awareness
before and throughout different trimesters in pregnancy: A guantitative study among Dutch women.

Family Practice 29 (suppl 1), 8288.
316


https://www.academia.edu/4037779/Explanatory_
http://scalingupnutrition.org/wp-content/
http://scalingupnutrition/
http://scalingupnutrition.org/wp-content/

Tamang, A. L. ad Broom, A., 2010. The practice and meanings of spiritual healing in Nexpaih

Asian History and Culturel (2), 328 340.

Tashakkori, A. and Teddlie, C. B., 2008age handbook of mixedethods in social and behavioral
research Thousand Oaks, CAASSE Publications.

Tashakkori, A. and Teddlie, C., 1998. Mixagthodology: combining qualitative and gquantitative
approaches, Thousand Oaks: CA: SAGE.

Telushkin, J. R., 2009. A code of Jewish ethics, volume 2: Love your neighbor as yourself. New York:
Crown Publishing Group.

Testa, M., Livingston, J. and VanZiEamsen, C., 2011. Advancing the study of violence against
women using mixednethods: Integrating qualtative methods into a quantitative research program.
Violence against Wome7 (2), 23650.

Thapa, K., Karki, Y. and Bista, K., 2010. Myths and misconceptions about abortion among
marginalized underserved communifournal of the Nepal Medical Associatiof8 (176), 27680.

Thatte, N., Mullany, L., Khatry, S., Katz, J., Tielsch, Jd &@armstadt, G., 2009. Traditional birth
attendants in rural Nepal: Knowledge, attiiudes and practices about maternal and newborn heatth.
Global Public Health 4 (6), 600617.

Thaver, I. H., Harpham, T., McPake, B. and Garner, P., 1998. Private pnacsitio the slums of
Karachi: What quality of care do they offeés®cial Science & Medicind6 (11), 14411449.

The Himalayan Times, 2010. Nepal honoured with MDG Awarfinline] Available at:
http://iwww.thehimalayantimes.com/fullNews.php?headline=Ndjmaieure d+with+MDG+
award&NewsID=258453. [Accessed 30 March 2016].

The Himalayan Times, 2003. Half the kids below 5 malnourished, 28 February, p.17. [online].
Available at http//www.pressdisplay.com/pressdisplay/viewer.asf#ccessed on 16 April, 2016).

The Himalayan Times, 2018udget crunch delays nutrition programnihe Himalayan Timesa
daily national newspapeironline] Available at: http//www.thehimalayantimes.com [Access3d
March 2016].

The Kathmandu Post, 2001Ne p al 6s progr ess .oonline]vVbaiable at:x e mp |
http://kathmandupost.ekantipur.com/news/2004.4/nepalsprogresson-mdgsexemplary.html
[Accessed 30 March 2016].

The Lancet, 2015Editorial: Nepalmanmade disaster loom3JSA: Elsevier.[online] Available at:
http//thelancet.com/journals/lancet/article/PIISOGBF36(15)0116D/fultext. [Accessed 7 April
2016].

TheFreeDictionary.com, 2003a. Knowledda: The Free Dictionary.Comonline] Available at:
TheFreeDictionary.com [Accessed April 2016].

TheFreeDictionary.com, 2003b. Tabotn: The Free Dictionary.ComJ[onine] Available at:
TheFreeDictionary.com [Accessed April 2016].

Triggs, T. J. and Harris, W. G., 1982eaction time of drivers to road stimulelbourne, Australia:

Monash Unversity, Accident Research Centre.
317


http://www.pressdisplay.com/pressdisplay/viewer.aspx
http://thelancet.com/journals/lancet/article/PIIS0140-6736(15)01162-9/fulltext

Trochim,  W. M., 2006. Nonprobabilty = sampling [online] Avaiable at
http://iwww.socialresearchmethods.net/kb/sampnon.php [Accessed 30 March 2016].

Truswell, A. S., 2003ABC of nutrition (4" edition). London: BMJ Publishing Group.

Tull, A., 1997.Fat and oil food and nutrition(3® edition). Oxford: OxfordJniversity Press.

Uchudi, J. M., 2001. Covariates of Child Mortality in Mali: Does The Headtkking Behaviour of
the Mother Matterdournal of Biosocial Scien¢&3 (1), 3354.

UEA, 2012. Supermarket offers a healthy choice for consurfzes? Releas Archive of University
of East Angila[online] Available at https://www.uea.ac.uk/about/medisom/presgeleasearchivet
/asset_publisher/a2JEGMiFHP hv/content/supermaokietrs-a-healthychoicefor-consumers
[Accessed 30 March 2016].

UK Census Regrt, 2013.2011 Census Analysi€omparing Rural and Urban Areas of England and
Wales London: Office for National Statistics.[online] Available at http://webarchive
nationalarchives.gov.uk/20160105160709/http://www.ons.gov.uk/ons/dcpl71776_337939.pdf
[Accessed 30 March 2016].

Ulak, M., Chandyo, R. K., Mellander, L., Shrestha, P. S. and Strand, T. A., 2012. Infant feeding

practices in Bhaktapur, Nepal A cresstional, health faciity based surveynternational

Breastfeeding JournaV (1), 1.

Uljaszek, S. J., 1996. Relationships between undernutrition, infection, and growth and development.
Human Evolutionl1l (34), 233 248.

UN Milennium Project, 2009nvesting in development A practical plan to achieve the Millennium
Development Goals UK and USA: Earthscan. [online] Available  at
http://www.unmillenniumproject.org/documents/MainReportCompletees. pdf [Accessed 30
March 2016].

UN, 1948. The United HtionsUniversal Declaration of Human Rights, Article no.25,-§.9online].
Available at: http//www.jus.uio.no/Im/un.universal.declaration.of. humaights.1948/portrait.a4. pdf
(Accessed on 07 July 2017).

UNESCO., 2004The Plurality of Literacy and its implications for Policies and Progr&ddsication

Sector Position Papef3.

UNESCO., 2006. Understandings of lteracy, Education for@lhbal Monitoring Report[online]
Available at  http//www.unesco.org/education/GMR2006/fullchapt6 endgpdkessed on
28,Sept.2016].

UNICEF, 2013.Capacity Building to Strengthen Local Government and Community Participation in

Multi-Sectoral Nutrition Programmes in Nepalonlne] Available at: http//wphna.org/wp
content/uploads/2013/10/multisecterairition-programsNEPAL.pdf [Accessed 8 May 2017].

UNICEF., 2007. Chidren and the Millennium Development Goals: Progress towards a world fit for
chidren. New York: UNICEF.

318


http://webarchive/
http://www.jus.uio.no/lm/un.universal.declaration.of.human.%20rights.1948/portrait.a4.pdf
http://unesdoc.unesco.org/images/0013/001362/136246e.pdf
http://www.unesco.org/education/GMR2006/full/chapt6_eng.pdf

UNICEF., 2008 The State of The Wor | dNew YdkhUnited\atiens : Ch
Chi | dr e rdnliee] Avaiable at http//www.unicef.org/sowc08/docs/sowc08.dfccessed 2

April 2016].

UNICEF., 2009. Tracking Progress on Chid and Maternal Nutrition: A suremdl development
priority. New York: United Nations Childrenos
UNSCN, 2004. Progress in Nutrition: 5th Report on the World Nutrition Situation: Nutrition for
improved development outcomes. Geneva: World Health Organization.

UNSCN, 2010.Progressm Nutrition: 6th Report on the World Nutrition Situatiddew York: United
Nations Standing Committee on Nutrition.  [online] Available at
http://www.unscn.org/files/P ublications/RWNS6/report/SCN_report.pdf [Accessed 2 April 2016].
Upreti, B. R. and MulleBdker, U., 2010.Livelihood insecurity and social conflict in Nepal
Kathmandu, Nepal: South Asia Regional Coordination Office Swiss National Centre of Competence
in Research (NCCR).

Upreti, B. R., 2006. The Maoist insurgency, pasgotiations, and opportunites for conflict
transformation: Armed Conflict and Peace Process in Nepal. New Delhi: Androit.

USAID, 2008.Global food insecurity and price increase updatéashington D.C.: USAID[online]
Available at http://pdf.usaid.gopdf docs/Pnadi418.pdf [Accessed 2 April 2016].

van Teijlingen, E. and Forrest, K., 2004. The range of qualtative research methods in family planning
and reproductive health cadmurnal of Family Planning and Reproductive Health Ga&@ (3), 171

173.

van Teijingen, E. and Hundley, V., 2002. The importance of pilot studiessing Standard16 (40),

33 36.

van Teilingen, E. and Hundley, V., 2005. Pilot studies in family planning and reproductive health
care.Journal of Family Planning and ReprodudiWealth Care31 (3), 219221.

van Teifingen, E. and Pitchforth, E., 2006. Focus group research in family planning and reproductive
health careJournal of Family Planning and Reproductive Health Ce&82 (1), 3032.

van Teilingen, E. R., Rennie, A.M., Hundley, V. and Graham, W., 2001. The importance of
conducting and reporting pilot studies: The example of the Scottish births slovemal of Advanced
Nursing 34 (3), 289295.

Vaughan, L. T., 2011. A socioulturd study investigating the influences on food and lifestyle choices,
and the cultural transition, of British Bangladeshis living in tower Hamlets East LdAddD. Thesis.

City University London.

Victora, C. G., Adairr, L., Fall, C., Halal, P. C., Marel, R., Richter, L. and Sachdev, H. S., 2008.
Maternal and child undernutrition: Consequences for adult health and human Gagithancet371
(9609), 340357

Victora, C. G., de Onis, M., Hallal, P. C., Bléssner, M. and Shrimpton, R., 2013. Werldwidg of
growth faltering: Revisiting implications for interventiorBediatrics 125 (3), 478480.

319


http://www.unicef.org/sowc08/docs/sowc08.pdf

vonGrebmer, K., Headey, D. D., Olofinbiyi, T., Wiesmann, D., Yin, S., Yohannes, Y., Foley, C., von
Oppeln, C., Iseli, B., Béné, C. and Haddad, L.2013. Global Hunger Index: The Challenge of
Hunger. Bonn, Germany: Deutsche Welthungerhilfe (German AgroAction) International Food Policy
Research Institute (IFPRI).

Walford, G., Tucker, E. and Viswanathan, M., 20I8e SAGE Handbook of Measuremditausand
Oaks: SAGE.

Walters, E. and Doyle, J., 2002. Evidence based public health practice: improving the quality and
qguantity of the evidencéournal of Public Health Medicin@4(3): 227229.

Walton, E. and Allen, S., 2011. Malnutrition in developir@umtries. Paediatrics and Child health
21(9), pp.418124.

Wasti, S. P., Simkhada, P., Randal, J., Freeman, J. V. and van Teilingen, E., 2012. Factors
influencing adherence to Antiretroviral treatment in Nepal: A mx@dhods studyPLoS ONE7 (5),
e35547.

Watt, D., 2007. On becoming a qualitative researcher: The value of RefleXiigy.Qualitative
Report 12 (1), 82101.

Weiss, B. D., Hart, G. and Pust, R. E., 1991. The relationship between literacy andJbeafial of
Health Care for tle Poor and Underserved (4), 351363.

Welsh, J., 1998Food Security, Health and the Immigrant Experien€eronto, Canada: School of
Nutrition and Centre for Studies in Food Security, Ryerson Polytechnic Univgosiige] Available

at http://www.ryerson.ca/foodsecuriprbjects/immigrationsettliement/Welsh 1998.pdf [Accessed 29
March 2016].

WFP, 1996.Rome declaration and plan of actioRome, Italy: World Food Programm@nline]
Available at http://www.fao.org/docrep/003/w3613e/w3613e00.HTM [Accessed 2 April 2016].

WFP, 2006.Nepal - small area estimation of poverty, caloric intake and malnutritifomline]

Available at https//www.wfp.org/content/nepamaltareaestimationpoverty-caloricintakeand
malnutritionseptembe006 [Accessed 25 March 2016].

WFP, 2007. Executive Brief: Nepal Comprehensive Food Security and Vulnerability Analysis.
Kathmandu, Nepal: United Nations World Food Programme.

WFP, 2008.Passage to India Migration as &oping Strategy in Times of Crisis in Nepal
Kathmandu, Nepal: WFP and Nepal Development Research Instfioméne] Available at
http//documents.wfp.org/stellent/groups/public/documents/ena/wfp194034.pdf [Accessed 2 April
2016].

WFP, 2009 Winter Draught in Nep&2008/09:Ciop and Food Security Assessmefathmandu,
Nepal: Ministry of Agricuture and Cooperatives, WFP and FAfonlne] Available at
http://documents.wfp.org/stellent/groups/public/documents/ena/wfp202832.pdf [Accessed 2 April
2016].

WFP, 2010.NepalCrop and Food Security Update: Summer Crop 2009K#&hmandu, Nepal:

Ministry  of  Agriculture and  Cooperatves and WFP.[online] Available at
320


http://www.ryerson.ca/foodsecurity/

http://documents.wfp.org/stellent/groups/public/documents/ena/wfp219805.pdf?iframe [Accessed 2
April 2016].

WFP, 2012a.Nutrition at the world food Programme programming for nutritispecific
interventions Rome, Italy: United Nations World Food Programm@niine] Available at
http://documents.wfp.org/stellent/groups/public/documents/commumsatifp258650. pdf

[Accessed 2 April 2016].

WFP, 2012b.World Food Programme: Two Minutes to Learn About School Mdadsne, Italy:

World Food Programme. [online] Available at http://documents.ip.org/stellent/groups/

public/documents/communications/wfp249632~4.pdf [Accessed 2 April 2016].

WFP, 2013aClimate risk and food security in Nepal: Analysis of climate impacts on food security
and livelihoods Kathmandu, Nepal World Food Programmgonine] Available at
http//www.uncclearn.org/sites/default/files/inventory/wfp07.pdf [Accessed 2 April 2016].

WFP, 2013bNepal- thematic report on food security and nutritiokiathmandu, Nepal: National
Planning Commission, World Food Program, USAID abiNICEF. [online] Available at

https /iwww.wfp.orgéontent/nepathe maticre portfood-securityandnutrition-march2013 [Accessed

2 April 2016].

WFP, 2015.Nepal: Current issues and what the World Food Programmedisgd Rome, Italy:
United Nations World Food Programranliine]Available at https://www.wfp.org/countries/nepal
[Accessed 3 April 2016].

Whitfield-Brown, L., Hamer, O., Ellahi, B., Burden, S. and Durrington, P., 2009. An investigation to
determine the nuti t i onal adequacy and individual sdé expe
V hypertriglyceridaemiaJournal of Human Nutrition and Dietetic22 (3), 232238.

Whitney, E. N. and Rolfes, S. R., 2004nderstanding nutrition (10" edition).California,USA:
Wadsworth Publishing.

WHO, 1948.Constitution of WHO: principles  [online] Available at:
http//www.who.int/about/mission/en/ [Accessed 8 May 2017].

WHO, 1991. Indicators for Assessing Breastfeeding Practices. Gélexd:Health Organization.

WHO, 1998.Complementary feeding of young children in developing countries: A review of current
scientific knowledgeGeneva: World Health Organizatideniine] Avaiable at http//www.who.int
Inutrition/publications/infantfeang/WHO_NUT_98.1/en/ [Accessed 27 March 2016].

WHO, 2001.The Optimal Duration of Exclusive Breastfeeding Report of an Expert Consultation
Geneva: World Health Organization. [online] Available at
http://www.who.int/nutrition/publications/optimal_duration_of_exc_bfeeding_report_eng.pdf
[Accessed 30 March 2016].

WHO, 2003. Global Strategy for Young Child feedingGeneva: World Health
Organizatiorjonline]Available at http://apps.who.int/iris/bitstream/10665/4259024156
2218.pdf?ua=1&ua=1 [Accessed 3 April 2016].

321


http://documents.wfp.org/stellent/groups/
https://www.wfp.org/
http://apps.who.int/iris/bitstream/10665/42590/

WHO, 2008.Challenges for Child Health in the Western Pacific Regianila,Philippires: Western
Pacific RegionWorld Health Organization.

WHO, 2010alncreasing access to health workers in remote and rural areas through improved
retention: Global Policy Recommendations  [online] Available at:
http//www.searo.who.int/nepal/mediacentre/2010_increasing_accehleatth_workers_in_remote_a
nd_rural_areas.pdf [Accessed 8 May 2017].

WHO, 2010blinfant and young child feedingNorld Health Organization. [online] Available at:
http//www.who.int/mediacentre/factsheets/fs342/en/ [Accessed 8 May 2017].

WHO, 2012. GlobhHealth Observatory: the one stshop for health datgonline] Avaiable at:
http//www.who.int/features/2012/global health_observatory/en/ [Accessed 8 May 2017].

WHO, 2013a.WHO Country Cooperation Strategy Nepal, 202817 KathmanduwWHO Country

Office for Nepal. [online] Available at http//www.who.int/countryfocus/

cooperation_strategy/ccs_npl_en.pdf [Accessed 3 April 2016].

WHO, 2013b. Nepal statistics summary (200@resent): Global Health Obseatery country views.
[online] Available at: http://apps.who.int/gho/data/node.country.coldiBi[Accessed 8 May 2017]
WHO, 2014a.Prevention and control of noncommunicable diseases in the European region: A
progress report Geneva: World Health Organizatn. [onine] Available at
http//www.euro.who.int/en/healttopics/noncommunicabldiseases/nectiackgroune
information/preventiorandcontrotof-noncommunicableliseasedn-the-europeasregiona-progress
report [Accessed 27 March 2016].

WHO, 2014b.Complenentary feeding of young children in developing counti@nevaWorld
Health Organization [online] Available at  http//www.who.int/nutritionpublications
/infantfeeding/WHO_NUT_98.1/en/ [Accessed 24 MaPEi6).

WHO, 2015. Global targets 2025 Geneva:World Health Organization[online] Available at
http//www.who.int/nutrition/globatarget2025/en/ [Accessed 10 March 2016].

WHO, UNICEF and World Bank, 2013. Global Database on Child Growth and Malmutfaioine]
Joint UNICEFT WHO i The World Bank Chid Malnutrition Database: Estimates for 2012 and

Launch of Interactive Data Dashboards. [online] Available at:

http//www.who.int/nutgrowthdb/jme_2012_summary_note_v2.pdf [Accessed 9 May 2017].
WHO, USAID,AED, FNTA, UCDAVIS, IFPRI and UNICEF, 2008ndicators for assessing infant
and young child feeding practices Part JTonline] Available at http//apps.who.int/iris/
bitstream/10665/43895/1/9789241596664 eng[pdfcessed 3 April 2016].

WHO, USAID, AED, FNTA, UCDAVIS, IFPRI and UNICEF, 201hdicators for assessing infant
and young child feeding practices part 2 measuremgorline] Available at http://www.

unicef.org/nutrition/filedY CF_Indicators_part_Il_measurement.pdf [Accessed 3 April 2016].
World Bank, 2000World Development Report 2000 /2001, At Tacking Pové&gford: Oxford
University Press.

322


http://www.who.int/countryfocus/
http://www.who.int/nutrition/
http://apps.who.int/iris/
http://www/

World Bank, 2006aNepal- resilience amidst conflict: An assessment ofgsty in Nepal from 1995
96 to 200304. [onlne] Avaiable at http//documents.worldbank.org/curate d20@606/
6919674/ne palesiienceamidstconflict-assessmesgovertynepal199596-200304. [Accessed 25
March 2016].

World Bank, 2006b. Unequal Citizens: Gender, Caste, and Ethnic Exclusion in Nepal. Kathmandu:
The World Bank and DFID.

World Bank, 2011. Poverty headcount ratio  [online] Available at
http://data.worldbank.org/indicator/SI.POMVOAY [Accessed 30 March 2016].

World Bank, 2013a. Health expenditure, public [online] Available at
http://data.worldbank.org/indicator/SH.XPD.PUBL [Accessed 27 March 2016].

World Bank, 2013b. Nepal: mortalty rate, adult, redeintry comparisonindexMundi. [online]

Available at http//www.indexmundi.com/facts/indicatoB?.DYN.AMRT.MA/compareZountry=np
[Accessed 27 March 2016].

World Bank, 2015a.Poverty headcount ratio at national pawe lines [online] Available at
http://data.worldbank.org/indicator/SI.POV.NAHC [Accessed 27 March 2016].

World Bank, 2015bCountry and lending groups: South Asiepal Washington D.C.: The World
Bank. [online] Available at http://data.worldbank.orgbout/countryandlendinggroups [Accessed 3
April 2016].

World Bank, 2016Nepal: World Development Indicators: Access to electri¢agline] Available at

http://data.worldbank.org/country/nepal [Accessed 27 March 2016].

Yadav, D. K., Gupta, N. and Shrestha, N., 2013. Infant and Young Child feeding practices among
mothers in rural areas of Mahottari district of Nepal. Pokhara, Népainal of Gandaki Medical
College 6 (2), 28 31.

Yamanaka, K., 2005. Changing fayrditructures of Nepalese transmigrants in Japan:ipiteholds

and dualvage earnersGlobal Networks5 (4), 337 358.

YamasakiNakagawa, M., Ozasa, K., Yamada, N., Osuga, K., Shimouchi, A., Ishikawa, N., Bam, D.
and Mori, T., 2001. Gender differende delays to diagnosis and health care seeking behaviour in a
rural area of NepalThe International Journal of Tuberculosis and Lung Dise&sd), 24 31.

Yang, K. and Banamah, A., 2014. Quota sampling as an alternative to probabilty sampling? An
expaimental studySociological Research Onlin&9 (1).

Ygberg, S. and Nilsson, A., 2011. The developing immune systénom foetus to toddlerActa
Paediatrica 101 (2), 1267.

You, D, HuglL., Ejdemyr, S, BeiseJ. and Idele, P., 201kevels & trends irestimates developed by

the UN interagency group for chid mortalty estimation 2018ew York, USA: UNICEF, United
Nations Children Fund, the World Bank and WHRblic Library of Scienced(7), e101112.

Zibah Consultants Ltd., 2009raining Manual andsuide for the World Bank Household Surveys for
African Migration Project in Nigeria NigeriaThe World Bank. Available at http://

microdata.worldbank.org/index.php/catalog/402/download/12004 [Accessed 27 March 2016].
323


http://documents.worldbank.org/curated/en/
http://www.indexmundi.com/facts/indicators/

Jabs, J., Devine, C.M., Bisogni, C.Aarrell, T.J., Jastran, M. and Wethington, E., 2007. Trying to
find the quickest way: empl oy e dJoummat &f enutrdtidn ¢ o n s
education and behavipB9(1), pp.1&5.

324



APPENDICES

Appendix 1. Ethical approval letters
Appendix 1a. Nepal Health Research Council

Nepal Health Research Council

Estd. 1991
\\'r' NV -;r‘.j;’),/"l

Ref. No. |42
Executive Committee

Executive Chairman
Prof. Dr. Chop Lal Bhusal

Vice - Chairman
Dr. Rishi Ram Koirala

Member-Secretary
Dr. Shanker Pratap Singh

Members

Prof. Dr. Meeta Singh
Prof. Dr. Suman Rijal

Dr. Narendra Kumar Singh
Dr. Samjhana Dhakal

Dr. Devi Gurung

Representative
Ministry of Finance
National Planning Commission
Ministry of Health & Population
Chief, Research Committee, IOM

Chairman, Nepal Medical Council

3 July 2012

Mr. Jib Raj Acharya
Principal Investigator
Bournemouth University, UK

Ref: Approval of Research Proposal entitled A comparative study on
Nutritional Problem in Preschool Aged Children of the Kaski
District of Western Development Region of Nepal

Dear Mr. Acharya

[t is my pleasure to inform you that the above-mentioned proposal submitted
on 11 May 2012 (Reg. no. 36 /2012 please use this Reg. No. during further
correspondence) has been approved by NHRC Ethical Review Board on 1
July 2012 (2069-03-17).

As per NHRC rules and regulations, the investigator has to strictly follow
the protocol stipulated in the proposal. Any change in objective(s), problem
statement, research question or hypothesis, methodology, implementation
procedure, data management and budget that may be necessary in course of
the implementation of the research proposal can only be made so and
implemented after prior approval from this council. Thus, it is compulsory
to submit the detail of such changes intended or desired with justification
prior to actual change in the protocol.

[f the researcher requires transfer of the bio samples to other countries, the
investigator should apply to the NHRC for the permission.

FFurther, the researchers are directed to strictly abide by the National
Ethical Guidelines published by NHRC during the implementation of their
research proposal and submit progress report and full or summary report
upon completion.

As per your rescarch proposal, total research amount is US$ 2,600.00 and
NHRC processing fee is US$. 100.00.

I you have any questions, please contact the research section of NHRC
Thanking you.
Sincerely Yours,

Dr. Shanker l’l'?xt:xp' Singh
Member Secretary

Tel. +977-1-4254220. 4227460, Fax: -977-1-4262169. RamShah Path, P.O. Box 7626, Kathmandu. Nepal.

Website: http: www.nhrc.ore.np. Email @ nhre/anhre.org.np

325



Appendix 1b. BU Recommendation letter for main Ethical Approval

School of Health & Social Care

Prof B. Gail Thomas

Dean
thomasg@bournemouth.ac.uk
Direct line +44 (0) 1202 962114

Bo‘l.lrnel.nouth Ref: GT/letters/Jib Acharya
University Date: 13" June, 2012

The Member Secretary

Nepal Health Research Council (NHRC)
P.O. Box 7626

Ramshah Path

Kathmandu

NEPAL

Re: Jib Raj Acharya

I can confirm that Mr Jib Raj Acharya is enrolled in a full-time research MPhil/PhD doctoral programme
within the School of Health and Social Care at Bournemouth University.

He has been registered on the programme since 26" April 2011 and is self funded.

Mr Acharya is carrying out his field study in Nepal, and his study subject is:

A comparative study on nutritional problem in preschool aged children of geographical area of Kaski district
of Nepal

Should you have any questions regarding his enrolment or his studies, please do not hesitate to contact me.

Yours faithfully

L/)\‘:z)\ﬂm mos

Prof. B. Gail Thomas
Dean

326



Appendix 2. Informed consent form for interview and interview guide

Bournemouth University, UK

Nutritional Survey in Kaski District of Nepal

July 2012

INFORMED CONCENT FORM

| am Jib Raj Acharya, a Nepalese student at Bournemouth University, UK. | am conducting a
research study to ask rural and urban mothers of 3 — 5 years old children of urban and rural area
of the kaski. | would very much appreciate your participation in this survey. | would like to know
more about your knowledge, attitudes and beliefs about nutrition and in general, what type of
food that provided/recommended by mothers to their children. Similarly, this information will
help the local government to make further plans on the nutrition issues of rural and urban
society. If you agree to take part, it will probably take about 30-45 minutes. | have a number of
questions, would like to ask you but | would also like to hear about anything else you feel is
relevant. | will be either writing down or recording your answers but the information you provide,
will be kept strictly confidential and will not be shown to other persons. Participation in this study
is voluntary, and if | ask you any question you don’t want to answer, just let me know and | will
jump up on to the next question; or you can stop the interview at any time. However, | hope that
you will participate in this study since your views are very important. If you would like more
information about this study, please contact on 009779843139230, or 9849450069.

Note: You can only take part if you have children aged between 3 to 5 years old, child birth
certificate/record is compulsory).

At this time, would you like to ask me anything about this study?
Would you like to take part in the study?

Signature of interviewer:

Date:

Language of Interview: Nepali

Respondent Agrees to be interviewed:

Start the interview
RESPONDENT DOES NOT AGREE TO BE INTERVIEWED:

End the interview.
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Appendix 3. Consent form to participate n focus group discussion

Nutritional Survey, Kaski (Nepal)
Bournemouth University, England
2012

FGD Consent form, Demographics of Participants and rules

Focus Group Participant Demographic and ground rules (T U9 TeThel Fl

MIHEs ¥ GEaATEsH [davuEs)

Date (FAT): Time (TH): Place (¥]T9): Remarks
What vou do/profession: qursai & How long have you been

Service (ATEH) Sta\ ing in this place? (ITE FT 99 F@

Labour work (F559T) AT EIAA TE AT AOH )

Private practice (T 9Ti#a+) [| Less than 5 years (Y37 v FH)

Social work(FTHIS® FTH) || 5t0 10 years (4 3@ 90 W)

Run the pharmacy (FTHAT =ET3) [ | more than 10 years (90 T T q12)

FCHV (AZe a8 JiaFT)
Traditional/Spiritual Healer (STHT ¥RTh1)

Politician(FTHATAA I )
Policy maker(FAT AT FA7)
Child carer (FI==ITehl Z3E=R TH)
Your age (AIEE FTH): Your gender (fd%):
20 to 30 (30 3F@ 30 M) [ Male (T29)
31 to 5003 3@ YO W) [ female (ATZAT)

51 to 60 (49 3@ %0 T
over 60 (50 T W=T AIT)

FOCUS GROUP INTRODUCTION (RT## T GARAH T7=)

WELCOME (T&T 397%q H*—HUI Hal{HIded ¢ _'I'I—'s' BTaeF =HTd *Id@]

Thanks for agreeing to be part of the focus group We appreciate your vullmgness to participate.
(FTFT TT FAFAST AT TS0 T I F AR AT AIEEEATS aETE A
TS

INTRODUCTION (7%=

Moderator (FTTFT THATAE): MEeveeeoreeereeeereesseneeesonens

Assistant moderator(TE BTTHH TTATTE \uveerreereerrrneerressnnes

PURPOSE OF FOCUS GROUPS(IT HTIHH I 3297

We have been asked by Mr JlIJ Achar\ a,a PhD student of Boul nemouth Univer sll\ of UK, to
conduct the focus groups. (ETHIEZATE THHISYT [Aeaaardge SeTaaHI ]QC{Q_J ELAT AT AT
ST AT o 47 FBTAHH T T ] WU 7T):

The reason we are having tllese focus groups is to find out nutl itional status of pr eschool aged
children of Kaski district. (ETHTe IT chl#‘*H 1T FTFT TFeAT HT kel TATT ATAANARTEEHT
ATIUET ATTIT ALAT AHAETT I TS ):

‘We need your input and want you to share your honest and open thoughts with us. f%'l":l’:lel'lé'
ANMEEEHT AT TATE 7 AFHTEEEH] ATFFFAT G 7 THRRIAT 7 Gedl (a9 @07 FEa0
HfeT gFITET T

GROUND RULES (FTTFHET [HIHE?):

1. WE WANT YOU TO DO THE TALKING. (F93T FIFAT 9Tl ITaT ATATGTa )
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We would like everyone to equally participate. (I FTIHEET T SATe AL ETHT T s
ﬁ_"i;%:l?lTJ:

We may call on you if I haven't heard from you in a while. fETHQI??'_;T W]’s’ ?:fT‘o:F ?TF:!B‘}I' aﬁ’
TS AT FA TATE TATTHT GULHAT |):

2. THERE ARE NO RIGHT OR WRONG ANSWERS. (&1 El;_:l' e 7 TAT IE ET:!' A GRE
Every person's experiences and opinions are important. (FTUFY T AEANIEEET ATHT ¥
T [aUFAT aROT AEEE T 1)

Speak up whether you agree or disagree, (GeTHeTAT HZHI 9T AHEHT HAUIHT driILh_ﬁ\l g =Yth
T A

We wimt to hear a wide range of opinions. (BTHT TF fa9gar dqlécﬁl A T el = q
EIERN

3. WHAT IS SAID IN THIS ROOM STAYS HERE (F9T5¢l faque fa=mmzs afq wr aifaw
= 7 U1 F127 199 A1 4T 79 A )

We want folks to feel comfortable sharing when sensitive issues come up. (T97Z 5 a’;_'jr TAATET
7 HEEANTA [TUT SR g8 TASTAIT ATFHAT ATAT o AT (AT ATGTT TETH
e |

4. WE WILL BE TAPE RECORDING THE GROUP DISCUSSION (by your permission only).
(eTIE ETHT AT FATT AT T99T RS q(T T o 1)

We want to capture everything you have to say. (9Tg - FTHT TATET Tl T AT WFI'I_‘:{
TFE T G )

We don't identify anyone by name in our report. You will remain anonymous. | FTET fedqreAT
FEFT I ATH FA IEET G AT T TS [GANIHE AL AT, FeelE T THREEE AT
M 78T B | )

5. There will be 6 - 9 people of same professional in each group. (I FTTFHFT =T TF
AT HUH & 3@ ¢ AT F YT T3 1

6. A Focus Group Discussion 1s not: A debate, Group therapy, A conflict resolution
session, A problem solving session, An opportunity to collaborate, A promotional
opportunity, An educational session ETHT (U7 FTa T fgTFa= arstadrs, AHEF Adh,
faars fgeT wTHT 79, FHT FEEE T, F AFIL TS, BT T TR FAR T AT
HERR

7. The focus group is conducted by a team consisting of a moderator and assistant
moderator. The moderator facilitates the discussion; the assistant takes notes and runs
the tape recorder. -I7 FIFHHAT UF (AT FUHY FoATeAE 7 Tk TAT Tare feaw g1 B

Thank you (&4T5)
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Appendix 4. Research tools

Appendix 4a. Interview que stionnaire

Nutritional Study in Nepal 2012
Interview Questionnaire

Serial No.:
Address: Village:
Age of respondent:

Ward No. :
Gender of respondent: M/ F

Section 1: Household and Sociemographic information

S.No

Please tick or circle in right answer and fill in the blank where appropriates.

Area (Localty)

1. Urban 2. Rural

N

Age of child

w

Gender of child

1. Male
2. Female
3. Other

Education of respondent

1. lliterate (No any formal education obtaine
2.Literate (Under SLC ttower Secondary schb
. Educated (Schoodaving Certificate to PhD

Religious

Hindu
Buddhist
Christian
Muslim
Other

Ethnicity

. Brahmin

. Chhetri

. Janajati

. Dalit

. Madheshi
. Other

Occupation

Farmer
Housewife
Business
Service
Labour
Unemployment
Other

8. Dondt %OrDo mot want taanswer

Are you heading the household?

Yes, | am
No, | am not

Who is giving an interview from thi
house?

Mother

Father

Grandfather

Grandmother

Other (Please specify)

8. Donobt k ®oDw not want taanswer

10.

Is this child still breastfed?

Yes
No

8. Dondt 9R Donetwanttoanswer

11.

Who is responsible for taking care
this child now?

Mother

Father
Grandmother
Grandfather

Other

>15 yrs. old children

PUAWNRENRQOAWNRENROENOORONROORWONROTE®NR|W
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(o]

.Donot

None
>15 years old children
%9 Do mot want to answer

12.

Who usually feeds this child?

oo

Mother

Father

Grandmother
Grandfather

Other

>15 yrs. old children

<15 Yrs old other children
Child himself

None

. Do not know 99. Do not want to answer

13.

Can you tell us the size of yo
family?

0o

Two

Three

Four

Five

More than 6 people

. Donot know 99.Do not want to answer

14.

How many chidren, between &
years old, are at your home?

0o

One

Two

Three

Four

Five

More than 6

. Do not know 99.Do not want to answer

15.

What is the household's princig
means of livelihood (during th
season)?

ONODOAWNPROITAWNPOOAWNRPOOOND T AWNRE QO N

[0}
(o]

Crop farming

Livestock farming/P oultry

Casual wage labour

Remittance

Own business or salaried job/ service
Firewood, natural resource collections & sale
Fishing

Assistance program (pension, NGO, Disability
allowance& etc.)

. Do nd know 99.Do not want to answer

16.

Do any members of this househ
own any agricultural land?

1
2.

Yes
No

88. Do not know 99. Do not want to answer

17.

Does the household
ivestock, herds,
poultry?

own a
farm animals

0o

Yes
No

. Do not know 99. Do not want to answer

18.

Where does yourhousehold ge
drinking water from?

o O

Public tap

Private tap

Tube well, borehole, trade/ pump,
Protected dugvell, springs
Unprotected well

Rain water

Pond, lake or stream

Purchase bottle/jar

Neighboring tap

. Other
. Do not know

99Do0 not want to answer

19.

Do you purify the drinking water?

NPOEROONOO~WNERRONE

Yes
No
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88. Does not know 99. Do not want to answer

20.

usualy defecate?

Where do members of your househ

Closed latrine in own homestead

Closed latrine outside of homestead
Open latrine/toilet

Open field/ Jungle/ House yard/Road
Pound/Lake/River/Steam

8. Do not know 99. Do not want to answer

21.

mainly for cooking?

What types of fuels do you us

Electricity
LPG
Natural gas
Biogas
Kerosene
Charcoal
Woods
Straw
Shrubs, Grass,
. Dung (Animal)
11. Other
88. Do not know 99Do not want to answer

©CONOUTARWNRPOOAWDNR

=
o

22.

yes, how often?

Do you read newspapers at home

1. Everyday

2. Once a week

3. Some times in a month

4. No/Never

88. Do not know 99. Do not want to answer

Section 2: Food Recommendations

23.

How many times did you give yol
chid to eat yesterday during the d
and evening?

(o]

One time
Two - three times
Four or more times
Other
. Do not know 99. Do not want to answer

24.

What types of feasts did you feed
your child yesterday eveningdi¢k
on possible answers

CONOOUA~WONRPIOAWNE

Dal curries & rice

Dal, curry, rice & vegetable
Mik & rice

Ghee (butter) &ice

Dalrice & meat

Rice & yogurt

Gundruk (died veg soup) & rice
Rice, chily & salt

Dhindho (fafar, maize & millet)

10. Bread with salt

11. Dal curry, gram soup and peanut
122.Yel | ow
13. Pudding

14. Nothing

15. Other

88. Do not know 99. Do not want to answer

colour 6s

fruit

25.

Do you give meat, fish & egg to yo
child weekly?

Yes
No

8. Do not know 99. Do not want to answer

26.

What was the age of your chid wh
you started to feed soft and liqu
feasts?

Less than 1 month
Three months

Six months

Nine months

One year

Other
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88. Do not know 99.Do not want to answer

27.

How many times do you gV
vegetables to your child in a day?

Once

Two-three times

Fourfive

Do not like to eat salad

Never give salad and vegetable to child
. Do not know 99. Do not want to answer

o]

28.

How many times do you give fruits
your child in a day?

Never
Two-three times
Four or more times
Sometimes
. Do not know 99. Do not want to answer

(o]

29.

How often do you give tiffin/snack
including salad to your child?

Once in a month
Once in a week
Two-three times in a week
Four or more times in week
Never
Child dislikes
. Do not know 99. Do not want to answer

(o]

30.

How many times do you give meat
your child in a month?

Some times in a month

One two times in aveek

Three or more times in a week

Never

Child dislkes meat

8 Do not know 99.Do not want to answer

31

How many times do you give fry
juice to your child?

Some times in a month

Once in a week

Two-three times in a week

More than seven times in a week
Never

Child dislikes

88 Do not know 990 not want to answer

PAPONEIDORONREONSWNEERONREARONE

Section 3: Food Scarcity (Please tick

or circle on possible answers)

32.

Did your household experience a
food shortage in the past 12 months

1. Yes

2. No

88. Do not know 99. Do not want to answer
(if yes, goto Q. No. 33 a & b)

32.

If food shortages were experienc
what was the primary reason for t
shortage?

1. Own production/food depleted

2. Lack of labor opportunities & income

3. Increased in food prices or high market
4. Remittance did not come

5. Household members migrated out

6. Food scarce in the market

7. No nearby market/ poor accessibility

88. Do not know 99. Do not want to answer

If food shortages were experienc
then which month was the shortage

JunJul (Ashadh)
JutAug (Shrawan)
Aug-Sept (Bhadra)
SepOct (Ashwin)

Nov-Dec (Mangsir)
DecJan (Paush)
JanFeb (Magh)
FebMar (Falgun)

1
2
3
4,
5. OctNov (Kartik)
6
7
8
9.
1

0. Mar-Apr (Chaitra)
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11. Apr-May (Baishakh)
12. May-Jun (Jestha)
88. Do not know 99. Do not want to answer

Section 4: Knowledge (please give be

st answer for Q.no 34, 35, 36, & 44)

33.

Give us the name of highly nutritiod
foods!

8 Do not know 99.Do not want to answer

34.

Do you have any knowledge abq
signs and symptoms of malnutrition?

8 Do not know 99.Do not want to answer

35.

In your opinion, which foods have 1
nutritious value; give us name of lea
nutritious foods?

WPWNHWWPWNHWW%WNH

88 Do not know  99.Do not want tcanswer

36.

Why do you need to provid
nutritious foods to your children?

1. To survive

2. Fill the stomach

3. To get immunity

4. To keep healthy

5. To grow child fast

6. Other

88. Do not know 99. Do not want to answer

37.

What doyou think about feeding g
green leafy vegetables and red, yel
colors fruits to your child during th

1. Bad for children health
2. Good for children health
3. No knowledge about it

ilness period? 4. Other
88. Do not know 99. Do not want to answer
38.| Do you know about the weight { 1. Normal
your child at a moment? 2. Low

88. Do not know 99. No answer
(if answeris 1 then skip Q No. 39 b and if answe
is 2 then skip Q. N0.39 a)

38.| Do you know the reasowhy your|{1. Due to nutrttious food
A | chid has normal weight? 2. Due to medicines
3. Good taking care of
4. Treated by spiritual/ traditional healer
5. Other
88. Do not know 99. Do not want to answer
38. | Do you know the maimeason why thg 1. Poverty
b | weight of your child is low? 2. Poor nutritious food
3. Poor chidcare
4. Other
88. Do not know 99. Do not want to answer
39.| Are you able to select or choof 1. YesIcan
healthy or nutritious foods at th 2. No | cannot
grocery store? 3. Do not have confidence
88. Do not know 99. Do not want to answer
40. [ In the shown pictures, which of 1. Right (all correct, out of ten)

is/fare nutritious or no nutritious?

2. Wrong (all incorrect, out of ten)
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3. Partialy right (up to six correct)
4. Partialy wrong (six wrong out of ter
88. Do not know 99. Do not want to answer
41.| Do you think it is important to giv{ 1. To keep child healthy
fruits and vegetables to your chidref 2. To make child sick
3. To protect child from devil eyes
4. Other
88. Do not know  99. Do not want to answer
42.| Which of these foods do you thif 1. Fish, Meat, Egg and Liver
is/are nomutritious? 2. Green vegetables
3. Fruits
4. Mik, Yogurt, Butter
5. Mixed of grains
6. Rice, Potato & Bitten rice
88. Do not know 99. Do not want t@answer
43.| In your opinion, what do you do { 1.
overcome chid malnutriton? GiM 2.
five points on this. 3.
4.
5.

88. Do not know 99. Do not want to answer

Section 5: Cultural effectBeliefs about
experience)

nutritional food (Please provide best answer based on your

44.| What do people think about regul 1.
feeding to the children the dairy aj 2.
animal products? Give reasons! 3.
4,
5.
88. Do not know 99. Do not want to answer
45.| What are the existing beliefs abq 1.
nutritious food in this community] 2.
List! 3.
4,
5.
88. Do not know 99. Do not want tanswer
46. | What do people of this area thif 1.
about to feed colostrums? Please ¢ 2.
five concepts. 3.
4,
5.
88. Do not know 99. Do not wanto answer
47. | Have you ever feed to your childrd 1. Yes
the dairy product, fish and meat af 2. No
time or together? 88. Do not know 99. Do not want to answer
48. | What sort of food do you give or feq
your chidren regularly? Give U
name.
8. Do not know  99.Do not want to answer
49. | Give us the name of foods which yg 1. Noodles

child likes most. Tick on possible
answers

. Biscuits & chocolates

. Rice, pulse & vegetable
. Fish, meat & eqgg

. Bitten rice & sugar

. Rice & Ghee

OURAWNRRODWNR
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7. Rice & mik

8. Fruits

9. Others

88. Do not know 99Do not want to answer

Section 6: Barriers/ Difficulties to recommend nutritional food.

50.| What are the major burdens | 1. Lack of knowledge

recommend nutritious food to yo| 2. Food scarce in the market

child? 3. No money/expensive

4. High misbelieves ocultural influence about
nutritious food

5. No time to prepare

6. Other

88. Do not know 99Do0 not want to answer

51.| What are the main difficulties to g
nutritious food for your child? List
five reasons!

agrwdhE

6. No problems
88. Do notkknow  99. Do not want to answer

52.| Why do you not providing nutritiou
food to your child? List fivaeasons.

agrwdE

6. No problems
88. Do not know  99Do not want to answer

Section 7: Health seeking behaviours (please tick or circle in possible answers)

53. | Where do you takeyour chidren Doctoros clinic

when he gets sick? Spirtualtraditional healer

Asha Clinic

Health/Sub health post

Ward office

Gandaki hospital

Private hospital/ nursing homes
Nowhere

. Other

88. Do not know 99. Do not wanto answer

©CONOU A~ WN

Section 8: Involvement in Health Education/Promotional activities (pleases tick or circle on possible
answers)

54. | Have you ever attended any hed 1. Yes
education awareness classes al 2. No
nutrition in your area? 88. Do not know  99Do not want to answer

5. | How did you get the informatio Health workers

about healthy food? From where? FCHV/Mother groups

Doctors

Ward Office

Church

Hindu temple

Health organizations

Teacher

. Pharmacist

10. Spirtualtraditional healer

11. Media (Radio/TV)

12. Newspaper, magazine, book, & news bulletin
88. Do not know 99.Do not want to answer

©CONOU A~ WNH
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Section 9: Attitudes (please tick on possible answers)

56. | Do you believe that providing health 1. Yes
food wil help keep your chidrel 2. No
healthy? 88. Do not know  99.Do not want to answer
57. | Why did you not recommend eatif1. Not avalable at home
anything to the chid during th2. Advised by healer
ilness? 3. Advised by health worker
4. As per belief of society that do not feed anythi
during the ilness
5. Tension and fear
6. Chid does not like to eat
7. Other
88. Do not know 99.Do not want to answer
58. | How many times didyou take your 1. Onetwo times
chid to spiritual or traditional heald 2. Many times
during the ilness? 3. Never
88. Do not know  99. Do not want to answer
59. | What sort of foods do you like to g\ 1. Readymade food

your child?

2. Rice, pulse& vegetables

3. Soft food and liquids

4. Milk, yogurt, ghee and rice

5. Rice with meat, fish and eggs
6. Other

88. Do not know 99. Do not want to answer

Thank you very muchfor your participation and time.

Name and signature ofnumerator:

Date:
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Appendix 4b. Agenda for focus group discussion

10.

11.

12.

13.

14.
15.

Nutritional Survey, Nepal
2012

FOCUS GROUP DISCUSSION AGENDA

Which ethnic group of this area have greater problems in feeding their children healthily?
Why is this problem?

In your opinion, rural or urban mothers have appropriate knowledge of nutritious food
recommendation to their preschagled chidren and why? Do you think there is a difference
between rural and urban mothers regarding their knowledge of healthy food for elseinqul
chidren? Why do you think this is the case? What kind of knowledge or information is
lacking?

What are the difficulties faced by mothers to providing nutritious foods to their children?

What do people in Pokhara and surrounding areas regard awosh nutritious foods for their
offspring?

What do people in Pokhara and surrounding areas regard as the least nutritious foods for their
offspring?

In your observation, what challenges exist for mothers giving nutritious food to their
preschoehged tildren and how do they attempt to overcome them?

To what extent are poor people aware of health promotion message around health eating?
Please outline your answer.

8. What do poor people do when their malnourished children fall il? Where or to whom do
they go for diagnosis and treatment?

Do spiritualtraditional healers help people in your community with health problems related to
malnutrition and poor diet?

What kind of information is provided by the FCHV towards nutritious food especially for il
or malnourish children?

What are the major factors that affect the local availabilty of certain foods (last six months)
and where they get food from?

What major factors seem to help mothers in providing healthy nutritious food to their
preschool aged childn@

In your own opinion, what are the main difficulties in preparing nutritious food for preschool
aged children?

How would you help solve malnutrition in your community?

What are your main issues about the nutritious food problems in Nepal?
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Appendix 5. Diagram of the study design

Diagram of study designed

Individual interviews
(Quantitative)

Focus group discussions
(Qualitative)

Participants declined to
complete the study
50
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Appendix 6. Diagram for conce ptual framework

Intakes

Food
Purchasing /

Acquisition

Food/Nutrition Policy and
action

-
Food and supplement Biomedical
consumption habits risk factors

Food & Nutrition

Related Literacy Diet related

(Knowledge, Attitudes diseases /

and Beliefs) Conditions

Food supply/ Community
access

Adopted from: Marks et al 2001
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Appendix 7. Focus group data generating cycle

Bournemouth University, UK
Kaski Nutrition Survey

2012

FGD data generation cycle

e
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Appendix 8. Qualitative data analysis form

The summary o] Summary of synonymous categorq Common themes| Final themes
statements

1.

2.

3.

4,

At the final stage of analysis, the different format was used. At the left side of the table, the summary
of the statements was sequentially placed in rows then drawn the summary of synonymous categories
in the columns. At the right side of the table, noted common themes and at the end, the final themes
abstracted from each issue. Focus Group Discussion analysis hasasedron Appendix 9 diagram

(see Appendi®).
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Appendix 9. Diagram of qualitative data aralysis process

Diagram of Qualitative Data Analysis Process

| FAMILIARISATION | | CONSTRUCTION REFINING &
WITH DATA | OF INITIAL SET T ggg&ng%F
OF CATAGOGIES
CATETORIES
NEW DATA R
COLLECTION ORI T
DATA l e
DEVELOPMENT OF
EXPLANATIONS/
THEORY
EXPLANATIONS OF T S TN
THE RESULTS ‘
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Appendix 10: Diagram of diversified views

Issues

¢ Knowledge
e Attitudes

* Beliefs

¢ Practices

Diversified Views (Multiple Opinions)

Experiences/Feelings Control

¢ Puositive ¢ Food Behaviours
+ Negative . Hu]th_ Seeking
¢ Neutral Behaviours

Note: The highlighted variables (on the diagram above (‘Influencing Factors’ section) were strongly associated directly with the study’s
aim, objectives and research questions. Non-highlighted variables are also important, but fo a less direct degree than the highlighted ones.
Thus, the highlighted variables are commonly revealed to be the key/activating issues (Knowledge, Attitudes, Beliefs and Practices) about
healthy foods which present positive, negative and neutral views that directly or indirectly control/influence food and health seeking
behaviour either positively, negatively or neutrally. The study found mostly negative outcomes, towards the healthy diet. Diversified views
(DV) emerged when relatives, friends and neighbours visit sick child home. They generally collect information about the causes of child
sickness, shared similar past experiences and advised for food and further health consultation. DV emerges during the visit to the sick child,
which creates multiple opintons and ultimately confused the mothers for proper decision particularly food and health seeking behaviours.
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Appendix 11. Focus group data record log book

Qualitative Data Record Legook

Name of the group: Date:

No. of participants: Start time: End time:
Par t i daenffieatioh éosand their statements

Discussion agendg 01 02 03 04 05 06
1.Which ethnicf Dalits Chhetri Dalits Dalits Dalits
group is mos
affected with
undernutrition?

2.

3.

4.

This format was developed for recording fogusup data. On the top right, the name of the group and
no. of participants recorded. On the left side of this form is for the record of date and time. Likewise,

on the |left side of the format i s f oragehda2c us s i
and so (see Aendix4 b)) . I n the middle of the form infor
statements. For example, agenda no.1 discusses vulnerable ethnic group in the area and participant
6016 says Dalits abtnbd3 66 0i2s6 ssiadyesnc@h h eTthruis ,and i s
example of focus group data record is given i

on the front page of this register.

=2 |

As shown in the abovehown register, rows are representingas@umbers of the discussion points

and summary of the statements that reacted by participants. The columns are representing the
participants along with their arguments. The last row of the format is used for the summary of the
discussion. The enumeratdrave used both languages for the focus group data record.
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Appendix 12. Study sites: Pokhara (Urban area) and Lekhnath (Rural area)

MAP OF NEPAL
KASKI DISTRICT
nothakur itgo.

IPokhara(Urbau)l ‘

ILekhuath (Rural)l ’

MAP OF NEPAL
ADMINISTRATIVE DIVISION
75 Districts, 14 Zones, 5 Regions

Area: 147,181 square km
Capital: Kathmandu

INDIA - 3
fm/ 1
i ok BS

2

Source: http://www.weallnepali.com/about-nepal/map-of-nepal

346



Appendix 13. Pictographs of green leafy vegetables and fruits

Nutritional Survey
Pokhara, Kaski 2012
Pictographs ofcreen Leafy Vegetables and Fruits
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Appendi x 14. Lists of

food classifications

Foot classification under the cultural beliefs

Classifications of food items which are associated food beliefs/taboos are briefly described.
Traditionally food items are grouped into main three parts: Beneficial. Curative and Harmful.
These food beliefs are found to have extremely influenced by households® food practices. The
controversial food items with several types are not listed here because these may not appropriate
to other ethnic groups and households. First. two opinions about beneficial food types are
common and the other two mainly exists in the rural area in Nepal. Some beliefs are common.
some are limited and some are typically family specific to the local community.

The following messages about food classification were gathered by the author during the

questionnaire interview.

Neutral food items Cold food items

Hot food items

Pumpkin. radish, cabbage.
tomato cauliflower, radish
leaves, rape leaves. mustard
leaves. spinach. eggplant.

Boiled potato.
Cooked rice

Red lentil (Musuro).
boiled potato, green
lentil (Buckwheat)

Green peas. gahat, soybean
Masyang. yellow lentil.
WVarious fruits: Papaya. apple.
banana

Duck. sheep. pork. duck eggs.
yoghurt, cow’s milk buttermilk.
milk. Coconut oil

Lemon.
Orange

Aniseed. coriander seed

White beer (chhyang. rice
beer/Jand) Sugar, salt

cucumber. Jau (Barley). Phafar

Potato. sweet potato

(fried or baked). Pineapples.
Tarul (yam).

Garlic (leat/ bulb). water cress.
spinach, colocasia tuber, bitter
gourd, snake gourd. dried
leaves, bamboo shoot. saffron
and nettle

Staples: wheat. millet. rice bread.
Chapatti and beaten rice
Yellow lentils (Rahar). Bengal
gram (Chana). dry pea. horse
gram. cluster bean. roasted
beans

Mango. jack fruit, guava.
pomegranate, banana. nuts
Coconut

Fish, Chicken. goat. pigeon.
chicken. eggs. buffalo milk.
clarified butter

Mustard oil. sesame oil
Onion, garlic. chilly. ginger.
pepper. celery seed, dill seed.
cumin seed. saffron, chilly.
fenugreek seed

Alcohol. tea. coffee
Jaggery. molasses, honey

Beneficial food items

*  Soup of celery seeds (Jwano) helps to increase milk secretion/production in lactating
mothers. It is widespread within Nepalese society whereas Newar community uses white

beer (Thon) for this purpose.

e Taking a glass of warm milk daily that helps to keep health condition good

e Intake of a spoon of Ghiu (clarified butter) daily it increases body power

e  Dhindo (porridge prepared by maize) and Gundruk (fermented dried vegetables) are heavy

foods which give more energy than other food items mainly for farmers.

e Herbal medicines (Jadi Buti) are the best remedies which have no any side effects as

Angreji Dabai (allopathic medicines)

e Guava, banana, papaya and are given to relief from constipation.
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Curative foods

e Large proportions of the mothers strongly believe that some food items have curative effects
such as Sesame seeds. celery seeds, horse bean (Gahat), black bean (Mas). banana, and
guava.

* Most of the ethnic groups use lemon with hot water to cure common cold

* A spoon of honey with ginger juice help to cure a cough

e (Celery seeds and turmeric powder boiled with water help to cure common cold and cough

e  Green banana. fenugreek seeds. and yoghurt using to cure diarrhoea in the community

e Soup of Gahat (horse-gram) for relief from the problem of gallstone (Patthari)

® For the swelling of body or any part of body use stinging nettle soup (Sisno soup) to reduce
swelling

* Use mint leaves either fresh or dried and cold water extract of mint leaves for a headache
due to heat

* Use water of coriander seed to cure urine problems mainly in women

*  Use boiled water with saffron seeds and Misri (type of sugar) for dysentery

e Solve the problem of night blindness in children. feed mashed liver (goat. chicken. pork) .
baked egg. mashed green-gram. Bhringaraj (Eclipta prostrata). and rice water (Chaulani
pani)

e  Some community believed that chilli and alcohol help to kill worms

Harmful foods

e Pregnant women are not allowed to eat white pumpkin/winter melon. papaya and honey
because it may cause abortion

e Roti or Chapati (Bread of wheat) reasons a headache due to acidity so it is banned for the
person with a gastric problem.

e Fresh and uncooked radish is believed a source of a cough and gastric problem so children.
pregnant and lactating women and old people are not allowed to eat.

e Tt is believed that sheep meat causes swelling and joint pain

e Some ethnic group of the study area believed that a bitter gourd causes low pressure and
weakness

e Widely believed that pomegranate and guava cause constipation so not providing to
children, pregnant women and old age.

e Some community believed the sour food and fruits cause cold. diarrhoea. stomach ache and
tever

e (Colostrum is a poisonous, toxic and form of pus which harms to children. It causes
constipation, diarrhoea, stomachache and vomiting to child

e In winter, some ethnic groups are not providing yoghurt, buttermilk, fruits and green
vegetables to and lactating mothers and children because they believed that these items
cause cold and stomach-ache to children.

e Tt is widely believed that animal products, legumes. and honey are not consumed at the
same time that causes diarrhoea/dysentery. vomiting and or constipation.

* Cauliflower causes gastric problem and acidity.

L]

Green vegetables. yoghurt, some fruits, buttermilk. and some staples are the source of
common cold and restricted to sick and old age people. children and lactating mothers.
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Appendix 15. Training schedule for enumerators

Training manual for enumerators

Research title: A Comparative Study on Nutritional Problems in Preschool Aged Children of
the Kaski District of Western Development Region of Nepal

Research methods: Mixed methods (Qualitative and Quantitative)
Research tools: Structure questionnaires and Focus Group Discussions

Research question: What is the level of knowledge and attitudes about the food
recommendation/preparation for preschool aged children amongst rural and urban mothers?
Research Objectives:

General:

To measure the level of knowledge and attitudes about the food provided for preschool aged
children amongst rural and urban mothers.

Specific:

Individual study

e To know the knowledge of food for children amongst mothers of rural and urban, how this
links with food purchasing/ consumption.

¢ To find out attitudes/beliefs regarding food amongst rural and urban mothers

e To assess health seeking behaviour for malnourished children in rural and urban
communities and rationale for choices in health services to over come on health
illnesses(where they go for treatment such as health mstitutions(private or government),
traditional/ spiritual healer, or quack)

e To collect information about knowledge & attitudes towards food from Female Community
Health Volunteers (FCHV)

e To determine factors that affect availability of food (last six months), where they access
good food at religious & cultural events

e To determine the challenges that exist for mothers giving their children food and how they
attempt to overcome them

e To measure the level of knowledge of and attitudes towards health promotion.
Epidemiological study data

e To establish population-based problems using epidemiological data of nutritional status of
preschool aged children (aged 3 to 5 years) i Kaski district

e To identify higher risk groups for under nutrition: gender, age, caste/ethic group, wealth
ranking etc

Target groups for FGD and Interview:

e Mother of 3-5 year old children (for semi structure questionnaires )
e FCHV, Policy maker, Pharmacist, Health worker, Spiritual/Traditional healer, Social
worker and Red Cross Volunteer (for focus group discussion)

Ethical approval:

e« BU ¢ CWSN
e NHRC ¢ LGIC
PSMC
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Study area: Urban and Rural Part of Pokhara and Lekhnath

e MCH Clinic of PSMC (focusing urban area and rural community)
¢ Asha Clinic

Sample size:

e 200 mothers of Urban area
200 mothers of slum area

® 50 persons from 7 FGD (7 persons of each group of Mothers Group, PM, Pharmacist,

Social Worker, Spiritual healers, ANM, and HW)
Pilot study:
Venue: Hemja and Laltin Bajaar

Sample of pilot study (Target): 20 mothers of each place, One Focus Group Discussion for
FCHYV or Social Worker of Hemja or latin Bazaar

Exclusion criteria

o Mother of breastfed children
o Mother from outside of research area

Data analysis

e SPSS computer software for quantitative
e NVivo for qualitative

No. of enumerators involving in the study

e 10 student from BPH stream
e ] Research Assistant from BPH Tutor

Expected date to complete data collection

e 7-—10days for planning of Interview and FGD
¢ 20 days for questionnaire interview (10x20x20)
* 6 days for focus group discussion

Benefit for the enumerator

Exposure on research method

Practical empowerment on research

Appreciation letter will be provided on behalf of BU

Transportation, tea snacks and lunch or dinner will be provided by the principle
investigator

Institutional link will be established between La Grande and BU
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Appendix 16. Signs and symptoms of malnutrition conditions

According to the NHS hitp//www.nhs.uk/Conditions/Malnutrition/Pages/Symptoms.aspx) a child
with malnutrition shows the following signs and symptoms:

Feeling tired all the time and lacking energy

Frequently getting infections

Taking a long time to recover from infections

Delayed wound healing process

Poor concentration

Difficulty keeping warm

Depression

Poor or lack of appetite

Poor digestion or disruption in the normal process of digestion (diarrhoea & vomiting)
Poor immue system

Poor growth of weight and height

Changes in behaviour: irritable, sluggish or anxious

Changes in hair and skin colour

= =4 =4 =4 -4 -4 -4 -4 A -8 -4 -a -5 -

Loss of weight
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Appendix 17. Outcomes of pretest and piloting

The following outcomes have been obtained fromtpst and piloting of questionnaires.

Pretest in UK Pretest in Nepal Pilot in Nepal

T Removed name of th T Questionnaire in Nepg 1T Heading of
district and script only and guestionnaire forn
participants from thg guestionnaire forma was changed
form reviewed and revised. | T Age and gender d

T Corrected dug T Al answers of respondent was addq
meanings, direct an guestionnaires wer at the top of section
impolte words ang setup into  Arabi¢ T Age and gender g
sentences in Nepd sequential order. chid was added i
language T Removed name ( section 1.

T Al the Nepali district, participantf T In secton 2, ong
translated word answer column, from guestion deleted.
reviewed and form 1 In section 5, three ne
corrected T Removed ethnicity guestions added.

T Unrelated question occupation, education { T In section 6, ong
deleted and totg religion from the top o guestion deleted whic
reduced from 64 to 59 foom & moved into presented dud

T Al the questions section 1 meanings
divided into ninel T Al questions presentd T In section 9, two nev
sections in numeri( in sequential numeri guestions added
order: households ar order (total question T Sedion for
sociedemographic are 57 but Q34 & Q4 enumer ator
contains 16 question have two sulmuestiong signature and date wza
food scarcity 3Qs each. added at the end ¢
knowledge 11Q§ T Seven questions we guestionnaire form
beliefs 4Qs, fooq added in section 1, tw
recommendation guestions deleted fro
12Qs, food barrier section 2 which
5Qs, health seekin presented dug
behaviours 1Q connotations. Likewisg
involve in educationa Q34 divided into twq
activities2Qs, an( subquestions as 34a

—_—)

attitudes 3Qs.
Section 4: in Q2

Nepali word was
amended, & adde
new vari a
with code
Similarly, Nepali
word in Q6 was
corrected

34b. Q40 parted int
two subquestions a
40a & 40b. In section §
Q2 amended in Nepd
and one guestio
deleted. In section ¢
two questions delets
and one from section 9

Section 1. Q4, 5,
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| Revised all the added 6ot h

questions, reduced th column & correcteq
answer options an Nepali in Q16
fixed for opemrended T In SS questions addd
guestions (19, 3@2, t he variab
42 44, 50, 51) knowo6é with
T Al the questong 1T Section 2: Q1
presented in  bot correction of Nepali
scripts  (English & language & addedal
Nepali) Bhat Tarkariin Nepal,
Q5: correction made
Nepali

I  Section 3. Q2 & Qf
changed into  suf
guestions and given §
Qla and Q1b.

Some deleted arf
added: in section
households and soei
demographic  contain
16 questions, foo
scarcity 3Qs, knowledg
11Qs, beliefs 4Qs, fog
recommendation 12Q
food barriers 5Qs, heal
seeking behaviours 1(
involve in educationg
activities 2Qs, an
attitudes 3Qs.

—)

Sources: van Teijingen and Hundley (2002); Creswell (2009).
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Appendix 18. Table of dietary patterns and sharing of food

The

Dietary patterns and Share of Food

THEMES 1992 2002 | 2014
Diet patterns

Exclusive breastfeeding, childrer6 mths (%) | na 68.3 53.0
Min. dietary diversity, inf. and young child (%) na na na
Min. meal frequency, inf. and young child (%) na na 82.0
Dietary energy supply (kcal/cap/day) 2214 2276 | 2538
Average dietary energy supply adequacy (%) 106 108 117
Average protein supply (g/cap/day) 56 58 62
Average supply of animal protein (g/cap/day)| 9 9 10
Average fat supply (g/cap/day) 36 39 41
Share of dietary energy supply

Cereals, excluding be¢¥b) 73.4 69.8 68.1
Starchy roots (%) 3.1 3.9 4.8
Sugar and sweeteners (%) 1.7 2.1 2.0
Pulses (%) 2.8 3.1 3.4
Tree nuts (%) 0.1 0.4 0.3
Oil crops (%) 0.0 0.0 0.0
Vegetables (%) 1.4 1.8 2.1
Fruits, excluding wine (%) 2.1 1.9 2.0
Alcoholic beverages (%) 0.0 0.0 0.1
Stimulants (%) 0.0 0.0 0.0
Meat and offal (%) 2.0 1.9 1.9
Vegetable oils and animal fats (%) 7.1 7.8 8.0
Fish, seafood and aquatic produ@s) 0.1 0.1 0.1
Milk, excluding butter (%) 3.6 3.6 3.7
Eggs (%) 0.2 0.2 0.2

Source: FAO 2014a

healthy diet amongst the Nepalese populaton was described by FAO (2014a). This Table
basically explains diet patterns and share of food supply in different years: 1992, 2002, and 2014. The
table describes, for chidren under six years: dietary pattéraquency of meals, dietary energy
supply, share of dietary energy supply and exclusive breastfeeding between 1992 and 2014. The
statistics of this table are significantly associated with undernutrition among Nepalese children.
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Appendix 19. Figure of nutritional status of Nepal: Rural vs. Urban and its trends

Nutritional Status in Nepal: Rural vs. Urban

Nutritional Problems in Nepal:Rural vs Urban gSource:NDHS 2011)
47%
50% -
s A% 41%
40% - 359 35% 36%
0,

5% 27% 20% S000 28%
30% -
25% - 17% Overall
20% -

11% Rural
15% - 11% oo
10% - Urban

5% -

0% . . . . .
Stunned (U5 Wasted (U5  Underweight (U5 Children age 6-59Women age 15-
moderate to moderate to children) months with any 49 with any

severe) severe) anaemia anaemia
Trends in nutritonal stutus of children, 1992016
Percent
57 57

42 43

Stunting Wasting Underweight
mNDHS 1996 mNDHS 2001 mNDHS 2006 mNDHS 2011 =mNDHS 2016
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Appendix 20: An example of focus group data analysis framework

An example for focus group analysis

NAME OF THE GROUPS

rural area

than rural.

because of

are more

e

able than

Pharmacists Auxiliary Spiritual Mothers Health Social Policy Summary or
Nurse Healers Group Workers Workers Makers Conclusions
Midwife
(ANM)

Slum Poor and, Underserved Poor & More in Mainly Brahmin, All ethnic
community, illiterate community’s | illiterate poor and poor Chhetry groups of Nepal
poor people population children communit | undeserved | community and those who are
and mainly mainly due y mainly community and Deprived living under
underserved lower caste | to not taking due to due to schedule group, poverty,
population Due to lack care of lack of poor socio caste due mainly due unaware about
Mainly due of children and money economic to poor to lack of nutritious food,
to poverty awareness away from (poverty) status, financial education, illiterate, and
and lack of and the faith, and social condition, poverty culturally and
awareness education cultural knowledg | taboos and poor and socially

beliefs & e of education knowledge, traditional bounded in

poor children artificiality eating food practices

environment | care culture, pattern and health

(educatio and high seeking
n) market behaviours
price

Rich & Urban Rural In Urban Urban Urban Mostly rich and
educated mothers mothers practice, mothers mothers mothers educated
mother of are very have poor rural have are more are more mothers are
urban or conscious knowledge mothers appropriat knowledge fascinated highly conscious

on nutritious

ethnic group of this
area is more

those who are living in poverty,
unaware about nutritious food,

group(Brahman/
Chhetry

Because Because poverty and conscious knowledge rural. competitiv food than
reach & they are poor than but not Because e with their | illiterate and
educated aware and education. urban using it in urban neighbours poor mothers of
mothers are familiar Urban mothers. proper way | mothers . They have rural area.
conscious with mothers are Because due to are rich money, Urban mothers
market. more urban various and knowledge are more
with market They are conscious mothers factors familiar and an idea | fashionable and
and rich & and are exists. It with on child familiar with
fashionable educated. knowledgea always seen that market and care. They valuable items
items The ble on busy with urban product. are very which are
competitiv nutritious work, TV mothers On the familiar available in
e food program are more other hand with market. They
environme mes, practical they are market and | can afford and
nt also marketin and showy and product. staying at
exits in g and compliance | competitiv They also accessible point
urban area welcomin with health e with their are staying than rural
g guest related neighbour at nearby mothers.
etc messages accessible,
that available
delivered and choice
by HP/SHP able point.
An example of FGD analysis (Thematic analysis)
Discussed points Summary of themes Common themes Coding
In your All ethnic groups (Dalits, Jana - Poor people
observation, which jati, brahman, chhetry) of Nepal - Disadvantaged Poverty

vulnerable by the - dalits, lower

nutritional problem illit-_erate, and culta..urally and castes)

and Why ? socially bounded in food - Miterate
practices and health seeking - Poor knowledge
behaviours - Environment

In your opinion, Mostly rich and educated - Rich

rural or urban
mothers have
appropriate
knowledge of
Nnutritious food and
recommendation
to their preschool
aged children and
why?

mothers are highly conscious of
iterate and

nutritious food than
poor mothers of rural area.
Urban mothers are more active,
clever and fashionable than rural
mothers. They also familiar with
healthy foods which are
available in the market. They are
affordable and staving at the
accessible point than rural
mothers. Rural mothers have no
or limited options for
recommendations where urban
have many.

family/Urban
mothers

- Educated/consci
ous

- Fashionable
Facrtive

- Limited options
for rural mother

- Many options for

urban Mmother

Poverty
Education

(Availab v/
Accessibility)

What are the
difficulties faced by
mothers to
providing nutritious
foods to their
children?

The common difficulties thart
faced by both communities are
poverty (lack of money & high
market price, lack of time, poor
resources & knowledge about
Nnutritious food. Similarly women
empowerment, decision-making
power within the household,
government policy and cultural
factors.

- Poverty/High
market price
- Poor knowledge

about healthy
foods

- Lack of time

- Lack of resources

- Wormen
empowerment

- Decision making
pPower

- Government
policy

- Cultural factors

Policy
Education
Resource(Availa
bility,
Accessibility,
Affordability
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Appendix 21. Definition of Literacy Status

In regards to meaning of lteracy, the UNESCO defines it as the abilty to understand, identify, create,
communicate, interpret, and compute, using printed and written materials associated with varying
contexts. Literacy involves a continuum of learningeimabling individuals to achieve their goals, to
develop their knowledge and potential and to participate fully in their community and wider society
(UNESCO 2004The Plurality of Lieracy and its implications for Policies and ProgradlNESCO
Education Sector Position Papei3).

This thesis has used the following definition for the literacy status of the respondents.

llliterate: In this thesis, iliterate refers who have could read and write well and acquired the
informal education of extensive knowledge, learning or culture.

Literate: In this thesis, literate refers who able to read and write and having or showing extensive
knowledge, learning or culture and who have alsbagoinformal qualfication from below School
Leaving Certificate (SLC) degree.

Educated: In this thesis, educated person refers who have acquired academic university degree (SLC
to Ph.D.level).
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Appendix 22. Flow Chart for the Key Literature Review

Flow chart for the key literature review

Total journal articles
selected
1716

\‘ Irre levant articles

v

Relevant articles
751

- 593

‘ Similar articles
> (duplicates)

v

Total numbers of
abstracts reading
157

76

|

>‘ Irrelevant Articles

v

Key literatures

29

128
\l, >‘ Difficult to assess ‘
| 65
Fully assessed
63
| \‘ Excluded after fully ‘
\1/ rd assessed
15
Selected andncluded :
in the study
23

The lists of 23 key literature- Acharya, 2000; Raet al, 2001; NDHS, 2001; 2006;
2011; Onta, 2003; Sah, 2005; Swda@l, 2005; Christianet al, 2006; CBSet al,
2006; Shakya, 2006; Bennedt al, 2008; Subbat al, 2008; Bishwakarma, 2009;
Adhikari, 2010; 2012; Odent, 2011; Ulad al, 2012 Acharya, 2013; Pokharest
al., 2009; 2013; Yadawet al, 2013; Chapagain, 2014; Karkeeal, 2014;
Shrestha, 2015; Acharyat al, 2016.
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Appendix 23. Lists of Publications

61

Assessment of Knowledge, Beliefs
and Attitudes towards Healthy Diet
among Mothers in Kaski, Nepal

- JIB ACHARYA, PROF. EDWIN VAN TEIJLINGEN,
JANE MURPHY, PhD, & MARTIN HIND, PhD

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 5. 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-nutrition in poor communities like this.

Key Words.: Healthy diet; knowledge; attitudes; childhood, under-nutrition; stunting.

1. Infrodudion

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.e.
less than USS3 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

A : Assessment of knowledge, beliefs, and attitudes towards héathgmong mothers in Kaski, Nepal.
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