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Abstract:  

Background: Stunting affects 36% of children in Indonesia. While the biological causes and physiological 

effects of stunting are well documented, research on the determinants of caregiver understanding of stunt-

ing is limited.  

Objective: The purpose of this study was to explore factors associated with rural Indonesian mothers‟ 

attitudes, knowledge, and beliefs regarding stunting.  These findings can support the efforts of policy-

makers and program planners in Indonesia to reduce the prevalence of stunting.  

Methods: Researchers conducted 1-hour, in-home interviews with 2100 mothers of children 6-23 months 

of age throughout five rural regions in Indonesia. These regions were selected because of the high preva-

lence of stunting, representativeness, and accessibility. The interviews assessed socio-economic and edu-
cational level, feeding practices, nutritional and stunting knowledge, sources of nutrition and stunting 

knowledge, and acute child health status. Regression analysis was performed to identify factors associated 

with respondent attitudes, knowledge, and beliefs toward stunting.  
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1. Introduction 

Stunting is the most prevalent form of child 

malnutrition, affecting more than 161 mil-

lion children under the age of five world-

wide.
1,2

 It is defined as having a 

height/length below two standard devia-

tions from the “WHO Child Growth Stan-

dards” median for homogenous age and 

sex.
3
 In Indonesia, where the children are 

considered some of the most disadvantaged 

in the world, approximately 9.2 million 

(37%) children under the age of five expe-

rience stunting.
4,5

   

A recent review regarding risk factors for 

stunting conducted by Corsi, Mejía-

Guevara, and Subramanian
6
 identified three 

major risk factor areas or predictors for 

stunting. The first area of risk identified 

was poverty, as defined by maternal height, 

BMI, education, and household wealth va-

riables. A second area of risk associated 

with stunting included dietary diversity and 

poor nutrition. The third group of risk fac-

tors included sanitation, household air qual-

ity, and vaccination. 

Socioeconomic status (SES) shares an in-

verse relationship with stunting.
7
 An in-

creased prevalence of stunting has been 

observed among the rural and urban poor, 

those less educated, and those living in 

low-income neighborhoods.
8
 For low SES 

families and children, both the poor quality 

and low quantity of available foods contri-

bute to the high incidence of stunting.
9
 

More specifically, nutritional deprivation 

and severity of stunting are plainly corre-

lated.
10

  

The period of 6-24 months has been identi-

fied as a critical time for infant growth, and 

is the period in which incidence of stunting 

is highest.
9
 Mothers frequently mistake 

“short” child height as a normal genetic 

circumstance, however child growth and 

stunting is a key indicator of nutritional 

health status among children.
11

 Educating 

mothers and potential mothers regarding 

the causes and risk of stunting is an essen-

tial step in reducing the prevalence of stunt-

ing. A systematic review found that educat-

ing mothers about complementary feeding 

led to extra weight gain of 3.0 kg and a 

gain of 0.49 cm in height when compared 

to control groups.
9
 These results suggest 

that maternal nutritional counseling can 

Results: A negative relationship was found between having received information about stunting more 

than six months prior and knowledge of stunting (ẞ=-0.24, P=0.001). Having never received information 

on child nutrition was negatively associated with stunting beliefs (ẞ=0.20, P<0.0001). Although there was 

no significant difference in amount of knowledge between those who had received their knowledge about 

stunting from a professional versus the internet, having primarily received information from a neigh-

bor/friend, was negatively associated with knowledge of stunting (ẞ=-0.20, P=0.007).  This finding was 

the same for stunting beliefs (ẞ=-0.40, P<0.0001). 

Conclusion: Caregiver knowledge, attitudes, and beliefs toward stunting can be significantly impacted by 

their exposure to both accurate and inaccurate information. From this research, initiatives aimed at reduc-

ing stunting in Indonesian children should consider ways to integrate new education systems that increase 

the range of exposure and incorporate use of the social network in order to impact health behavior 

change.  

Key Words: Stunting, Child Nutrition, Theory of Planned Behavior, Indonesia 
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lead to a significant increase in weight and 

height among children 6-24 months of age. 

Family dynamics also play a role in risk of 

stunting. Studies suggest that the familial 

influence can impact stunting incidence as 

much or even more than national and terri-

torial factors.
12

 One study in Pakistan found 

that maternal empowerment (and increased 

decision-making in the home) was asso-

ciated with reductions in child stunting.
13

 A 

study in Nigeria identified an association 

between mothers who work outside the 

home and are unable to bring children to 

work with an increased risk of child stunt-

ing.
14

   

The Theory of Planned Behavior (TPB) 

hypothesizes that intention is the best pre-

dictor of behavior. According to the TPB, 

three primary factors influence an individu-

al‟s intentions, including attitudes toward 

behavior, social subjective norms, and per-

ception of behavioral control. Interventions 

targeting one or more of these determinants 

are predicted to impact an individual‟s be-

havioral intentions and subsequent beha-

vior.
15

 The TBP has been used to evaluate 

the effect of maternal knowledge, attitudes 

and beliefs on childhood health. A study of 

mothers in Hong Kong concluded self-

efficacy, or perceived behavioral control, 

was a significant predictor of prolonged 

breastfeeding.
16

 Penafiel et al.
17

 found that 

increased knowledge related to the health 

benefits of traditional foods among moth-

er‟s in Ecuador decreased child malnutri-

tion. A cross-sectional study in Indonesia 

and Bangladesh concluded that increased 

maternal education resulted in significantly 

reduced stunting risk in both countries.
18

  

Interventions targeting knowledge, attitudes 

and beliefs have the potential to dramatical-

ly impact health behavior and decrease rate 

of stunting among Indonesian children. 

Programs designed to influence key con-

structs of the TPB have the potential to 

improve current health behaviors and de-

crease rates of stunting among Indonesian 

children. The purpose of this study was to 

investigate and identify risk factors asso-

ciated with Indonesian mothers' knowledge, 

attitudes, and beliefs related to stunting.   

2. Methods 

2.1. Design. This study utilized data from a 

survey conducted by the National Nutrition 

Communication Campaign (NNCC). The 

survey was designed to assess the impact of 

nutrition-related attitudes and behaviors of 

mothers in rural Indonesian provinces. Data 

were collected to inform a future media 

campaign effort. The current study includes 

cross-sectional data collected prior to the 

mass media campaign. 

2.2. Sample. The study sample consisted of 

mothers of children under two years of age. 

Respondents who did not qualify for this 

category were excluded. Women were re-

cruited from five regions in Indonesia, in-

cluding Sumatera, Java, Kalimantan, Nusa 

Tenggara and Sulawesi. These regions were 

selected for the larger effort because of the 

high prevalence of stunting, representative-

ness, and accessibility. The number of res-

pondents within each region was deter-

mined using the 30 Cluster Method.
3
 A 

village within a district was considered a 

cluster, and 30 were selected from each 

district. Respondents within clusters were 

then randomly selected to participate. The 

sample for the current study included 2,100 

respondents that reported using or not using 

the internet to acquire stunting/nutrition 
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information. Participants without a re-

sponse were excluded from analyses. 

2.3. Procedure. Participants were recruited 

to participate in a 60-minute interview. An 

interview guide was developed for each 

component of questionnaires and each 

question was addressed. The questionnaire 

was piloted prior to data collection to en-

sure moderator calibration and resolve 

problems. After a participant‟s home was 

randomly selected for participation, an in-

terviewer traveled to the home, acquired 

consent to participate and then conducted a 

face-to-face interview. Interviewers used a 

structured interview guide to ask questions 

and collect responses. Participant responses 

were recorded on the actual interview guide 

and then transferred to an electronic data-

base for data cleaning and analyses. Partic-

ipants were compensated for their time in 

the form of soap, detergent, and tooth paste. 

All study procedures were approved by 

FPH-UI Ethic Clearance no 104/H2.F10/ 

PPM.00.02/2014. 

2.4. Measurement. Demographic informa-

tion was gathered as respondents were 

asked to report their age, education level, 

floor material type, commodity ownership, 

and work status. Additional information 

gathered by the questionnaire included: 

infant feeding practices; health practices 

during pregnancy and use of local health 

services; access to clean water and adopted 

sanitation; acute health status of the child-

ren in the household; decision making in 

the home in regards to the purchase of me-

dicines, expensive goods, daily necessities, 

and food; knowledge of stunting and atti-

tudes toward nutrition; media consumption 

habits, household revenue, and household 

expenditures. 

In measuring attitudes, responses for items 

“Nutrition and child health are moth-

er/women issues,” “Not every house must 

have a latrine,” “Because husband is re-

sponsible to sustain the family, he does not 

need to help his wife take care of their 

children,” and, “Boy child needs better nu-

trition than girl child” were combined to 

form a composite variable. Each item re-

sponse was recoded as either zero or one to 

indicate positive or negative attitude. These 

responses were then summed, with a higher 

value indicating a more negative attitude 

toward stunting. Several items were ex-

cluded from the composite variable after 

factor analysis. An additional item was also 

excluded as it was determined to represent 

knowledge rather than attitudes.  

Respondent knowledge was evaluated us-

ing the item, “In your opinion, what does it 

take to avoid stunting/shorty in under 2 y/o 

child?” Respondents provided answers such 

as vitamin intake, participation in sports, 

and hygiene practices. These responses 

were then recoded with correct answers 

equaling one and incorrect answers equal-

ing zero. Numbered responses were 

summed, resulting in a “knowledge” varia-

ble with a range of 0-4, where higher num-

bers represent more knowledge.  

Beliefs were measured using a similar 

technique where the item, “In your opinion, 

stunting/shorty in under 2 y/o child will 

cause what?” was used to create a beliefs 

variable. Responses included stupidity, 

illness, interrupted growth, and obesity. 

Correct answers then were recoded as 1 and 

incorrect answers were recoded as 0 result-

ing in a scale ranging between 0 and 4 with 

4 representing correct beliefs.  
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Regression analysis was performed com-

paring respondent attitudes, knowledge, 

and beliefs to the following response items: 

source of information about stunting, who 

the women went to for prenatal care, 

whether or not they had utilized an Inte-

grated Health Post and frequency of use, 

when they had last received information on 

stunting, acute health status of child, 

whether or not they had received informa-

tion on child nutrition and when the last 

time they had received information on child 

nutrition was. Several of these variables 

were recoded to make analysis more effi-

cient. Source of information on stunting 

was recoded to have three categories: pro-

fessional, internet, and friend. Source of 

prenatal care was divided into two catego-

ries: trained provider (which included gen-

eral practitioner, gynecologist, nurse, vil-

lage midwife, private midwife, and health 

center midwife) and traditional birth atten-

dant (which also included other and none.) 

For acute health status, several items were 

summed to create a composite variable 

where a high score represented more health 

problems.  

2.5. Statistical Analysis. SAS version 9.4 

was used to calculate all statistics. Descrip-

tive statistics were calculated for demo-

graphics and decision making practices. 

Multiple regression analysis was used to 

identify factors associated with stunting 

knowledge, attitudes, and beliefs. A second 

regression model was run to adjust for the 

following variables: mother‟s age, wealth 

indicator, mother‟s education, and mother‟s 

occupational status. 

 

3. Results  

The respondents averaged 27.97 years of 

age with 88.60% not working (Table 1). 

Whereas educational status varied from 

none or less than primary graduate to at 

least some college, the majority of respon-

dents' highest level of education was prima-

ry school graduate or less than senior grad-

uate (55.45%), followed by senior gra-

duates at 25.10%. Most respondents owned 

between two and five commodities 

(43.43%), with 6.57% owning fewer than 

two, and 14.1% owning six or more. 

The decision-making status in respondent 

households was largely equal or in favor of 

the mother, with the husband and wife be-

ing equally responsible for purchase of 

child medication and purchase of expensive 

goods (49.1% and 46.7% respectively) 

(Table 2). Many respondents reported being 

responsible for deciding what food was 

purchased (68.2%) and cooked in the 

household (77.7%), as well as what food 

was given to the youngest child (83.9%). 

There was no significant association be-

tween source of knowledge about stunting 

and attitudes about stunting (Table 3). 

There was also no association between atti-

tudes and type of care the women received 

during pregnancy. Those who did not go to 

the Integrated Health Post were more likely 

to report negative attitudes toward stunting 

(β= 0.18, P = 0.043). There was also no 

relationship between how recently someone 

had received information about stunt-

ing/shorty and their attitude toward stunt-

ing. However, those who had never re-

ceived information on childhood nutrition 

were more likely to demonstrate negative 

attitudes toward stunting (β = 0.20, P < 

0.0001). 
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 Table 1: Summary of Participant Demographics 

 

 

Percent 

(N=2100)  

Average mother’s age* 27.97 years 

Ownership of House   

Privately owned or house belongs to parents/family/sibling  96.57 

Does not own house 3.43 

Wealth Index**  

Owns 0 Commodities  1.00 

Owns 1 Commodities  5.57 

Owns 2 Commodities  15.24 

Owns 3 Commodities  20.62 

Owns 4 Commodities  26.10 

Owns 5 Commodities  17.33 

Owns 6 Commodities  9.38 

Owns 7 Commodities  3.05 

Owns 8 Commodities  1.29 

Owns 9 Commodities  0.38 

Owns 10 Commodities  0.05 

Mother’s Occupation Status   

Working  11.40 

Not Working  88.60 

Mother’s Education Status   

None or less than primary graduate  11.81 

Primary school graduate or less than senior graduate  55.48 

Senior Graduate  25.10 

At least some college 7.62 

*Mother‟s age is reported in years not percentage.  

**Wealth Index includes a sum of all the commodities in the home. Commodities include: electricity, 

radio, telephone, mobile phone, refrigerator, TV, bicycle/canoe, motorcycle/motor boat, car/truck, and 
computer/laptop.  

There was no significant difference in 

amount of knowledge between those who 

had received their knowledge about stunt-

ing from a professional versus the internet 

(Table 4). Having received information 

from a neighbor/friend, however, was nega-

tively associated with knowledge of stunt-

ing (β = -0.20, P = 0.007). Those who uti-

lized a birth attendant rather than a trained 

health professional were less likely to have 

knowledge about stunting (β = -0.10,          

P = 0.01). There was no significant rela-

tionship between use of an Integrated 

Health Post and knowledge of stunting. 

There was a negative relationship between 

having received information about stunting 

more than six months prior and knowledge 

of stunting (β = -0.24, P = 0.001). No sig-

nificant relationship was found between 

having received information on childhood 

nutrition and knowledge of stunting. 
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Table 2: Summary of Decision-Making Status within Participant Households 

 

 
Percent  

(N=2100) 

 

Question* 
Respondent Husband Husband and  

Respondent 

Other 

Person 

Respondent 

and other 

person 

Decision 

never been 

taken 

Child medication  30.67 14.14 49.05 2.52 3.62 0 

Buy expensive 

goods  

12.10 33.24 46.67 2.86 3.05 2.10 

Buy daily needs 

(besides food)  

51.95 15.33 26.05 2.62 3.38 0.67 

Buy household 

goods for food 

68.24 9.43 13.19 4.71 4.00 0.43 

Type of food to be 

cooked everyday  

77.71 4.29 8.14 5.24 4.10 0.52 

Type of food to be 

given for the 

youngest child 

83.95 2.81 7.14 1.86 2.95 1.29 

*All questions were in response to “Who in your family does the following:”  

Although there was no significant differ-

ence between receiving knowledge about 

stunting from a professional or the internet 

and beliefs about stunting, receiving infor-

mation from a neighbor/friend was nega-

tively associated with beliefs about stunting 

(β = -0.40, P < 0.001) (Table 5). No signif-

icant relationships were found between 

beliefs about stunting and Integrated Health 

Post use, or having received information on 

stunting/shorty. Not having received infor-

mation on child nutrition was negatively 

associated with stunting beliefs (β = -0.14, 

P < 0.001).  

Table 3: Regression to Predict Attitudes about Stunting 

 Unadjusted 
 

Adjusted* 

Variable Point  

Estimate 

P-value Point  

Estimate 

P-value 

Source of Knowledge About Stunting 1.5  2.4  

Professional - - - - 

Internet -0.03 0.83 0.10 0.52 

Neighbor/friend 0.11 0.22 0.12 0.19 

To whom did you check during your pregnancy? 1.8  1.8  

Trained Health Professional - - - - 

Birth attendant or none 0.22 0.009 0.06 0.47 

Did you ever go to Integrated Health Post 1.8  1.8  

Yes - - - - 

No 0.22 0.013 0.18 0.043 

Use on Integrated Health Post 1.8  1.7  

Did go to Integrated Health Post last month - - - - 

Did not go to Integrated Health Post last month 0.14 0.043 0.10 0.16 
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When was the last time you ever got information 

about stunting/shorty? 

1.5  2.5  

< 3 months ago - - - - 

4-6 months ago 0.25 0.13 0.12 0.47 

> 6 months ago 0.06 0.49 0.07 0.45 

Child Acute Health Status ** 1.8  1.8  

Illness Severity  0.03 0.11 0.016 0.44 

Have you ever got information about child nutri-

tion? 

1.7  1.7  

Yes - - - - 

No 0.31 <0.0001 0.20 <0.0001 

When was the last time did you get information 

about child nutrition? 

1.7  2.4  

< 3 months ago - - - - 

4-6 months ago 0.06 0.59 0.06 0.59 

> 6 months ago 0.06 0.41 0.10 0.18 

*Adjusted for mother‟s age, wealth indicator, mother‟s education, and mother‟s occupation status. 

**Acute health issues can include: fever, cough, breathing problem, breathing faster or gasping, diarrhea 

more than 3 times in a day followed by soft/liquid feces. 

Table 4: Regression to Predict Knowledge of Stunting 

 Unadjusted 

 

Adjusted* 

 

Variable Point  

Estimate 

P-value Point  

Estimate 

P-value 

Source of Knowledge About Stunting 1.9  1.3  

Professional - - - - 

Internet -0.11 0.36 -0.19 0.15 

Neighbor/friend -0.18 0.009 -0.20 0.007 

To whom did you check during your pregnancy? 1.9  1.8  

Trained Health Professional - - - - 

Birth attendant or none -0.099 0.008 -0.10 0.01 

Did you ever go to Integrated Health Post 1.9  1.8  

Yes - - - - 

No -0.01 0.78 -0.009 0.83 

Use on Integrated Health Post 1.9  1.8  

Did go to Integrated Health Post last month - - - - 

Did not go to Integrated Health Post last month -0.02 0.61 -0.02 0.51 

When was the last time you ever got information 

about stunting/shorty? 

1.9  1.4  

< 3 months ago - - - - 

4-6 months ago -0.21 0.11 -0.17 0.21 

> 6 months ago -0.24 0.0008 -0.24 0.001 

Child Acute Health Status ** 1.9  1.8  

Illness Severity  0.015 0.095 0.016 0.1089 

Have you ever got information about child nutrition? 1.9  1.8  

Yes - - - - 

No -0.002 0.94 -0.004 0.88 
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When was the last time did you get information about 

child nutrition? 

1.9  1.8  

< 3 months ago - - - - 

4-6 months ago -0.03 0.65 0.005 0.94 

> 6 months ago -0.05 0.24 -0.04 0.34 

*Adjusted for mother‟s age, wealth indicator, mother‟s education, and mother‟s occupation status. 

**Acute health issues can include: fever, cough, breathing problem, breathing faster or gasping, diarrhea 
more than 3 times in a day followed by soft/liquid feces. 

Table 5: Regression to Predict Beliefs about Stunting 

 Unadjusted 

 

Adjusted* 

Variable Point 

Estimate 

P-value Point 

Estimate 

P-value 

Source of Knowledge About Stunting 2.4  1.8  

Professional - - - - 

Internet -0.16 0.27 -0.23 0.14 

Neighbor/friend -0.44 <0.0001 -0.40 <0.0001 

To whom did you check during your pregnancy? 2.04  2.1  

Trained Health Professional - - - - 

Birth attendant or none 0.059 0.19 0.08 0.099 

Did you ever go to Integrated Health Post 2.05  2.07  

Yes - - - - 

No 0.02 0.67 0.05 0.28 

Use on Integrated Health Post 2.05  2.1  

Did go to Integrated Health Post last month - - - - 

Did not go to Integrated Health Post last month -0.04 0.26 -0.02 0.60 

When was the last time you ever got information about 

stunting/shorty? 

2.2  1.7  

< 3 months ago - - - - 

4-6 months ago 0.22 0.18 0.25 0.13 

> 6 months ago -0.14 0.11 -0.14 0.12 

Child Acute Health Status ** 2.06  2.09  

Illness Severity  -0.016 0.13 -0.009 0.42 

Have you ever got information about child nutrition? 2.1  2.2  

Yes - - - - 

No -0.16 <0.0001 -0.14 <0.0001 

When was the last time did you get information about child 

nutrition? 

2.1  1.98  

< 3 months ago - - - - 

4-6 months ago 0.02 0.78 0.04 0.60 

> 6 months ago -0.05 0.36 -0.06 0.22 

*Adjusted for mother‟s age, wealth indicator, mother‟s education, and mother‟s occupation status. 

**Acute health issues can include: fever, cough, breathing problem, breathing faster or gasping, diarrhea 

more than 3 times in a day followed by soft/liquid feces. 
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4. Discussion  

The purpose of this study was to examine 

diverse factors influencing Indonesian 

mothers' knowledge, attitudes, and beliefs 

regarding stunting. Specific variables ex-

amined included source/recent receipt of 

stunting information, prenatal/pregnancy 

care, child acute health status, source/recent 

receipt of child nutrition information as 

relevant risk factors for stunting. 

4.1. Knowledge. Mothers‟ knowledge re-

garding the causes of stunting was pre-

dicted by the primary source of stunting 

information. Mothers receiving knowledge 

from a professional/trained health agent 

had a more accurate understanding of stunt-

ing, compared to those who received in-

formation from a friend or neighbor. There 

was, however, no significant difference 

between mothers who received information 

from an internet source and those who re-

ceived information from a trained health 

professional. As a result, internet sources 

should not be ruled out as a method of 

health knowledge communication. 

Additionally, accuracy of stunting know-

ledge was predicted by the source that pro-

vided prenatal care to the mother. In fact, 

contact with health professionals in general 

(for both pre- and post-natal care) resulted 

in higher knowledge regarding stunting. 

Thus, the more interaction and contact In-

donesian mothers have with trained health 

professionals, the more accurate their stunt-

ing-related knowledge becomes. This is 

valuable information for health and beha-

vioral change agencies as it highlights the 

importance of the source where mothers 

receive health information.
15

 More accurate 

knowledge regarding stunting and general 

health could have a profound effect on fu-

ture behaviors regarding general health 

practices.
6
  

In addition to the source of stunting infor-

mation, the most recently received informa-

tion regarding stunting had a significant 

impact on stunting knowledge. The more 

time that had passed since receiving infor-

mation regarding stunting, the more inaccu-

rate a mother was likely to be with regards 

to stunting knowledge. This negative influ-

ence of knowledge over time would suggest 

more frequent contact from trained health 

representatives could alleviate many of the 

misconceptions surrounding stunting.
11

  

4.2. Attitudes. Attitudes toward stunting 

describe the mothers‟ perceptions regarding 

the impacts of stunting on their children. 

“Negative” stunting attitudes represent the 

belief that stunting has negative conse-

quences for the affected child. In effect, 

negative attitudes toward stunting represent 

the ideal belief system for Indonesian 

mothers. 

The results of the survey indicated that the 

impacts of the chosen variables on stunting 

attitudes were contrary to what might be 

expected, namely that increased education 

regarding stunting produced increased ca-

regiver understanding, and eventual de-

creases in stunting.
16,18

 For mothers sur-

veyed, those who did not receive services at 

the Integrated Health Post were more likely 

to have negative attitudes regarding stunt-

ing as compared to mothers who did re-

ceive services. Mothers who had never re-

ceived information about child nutrition 

also had a more negative view toward 

stunting as compared to those who had re-

ceived information. The reason for these 

results is unclear, and necessitates further 

study and investigation. Potential research 
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questions include learning where mothers 

who were not utilizing the Integrated 

Health Post were receiving their informa-

tion, and identifying what was taught to 

those mothers who received information, 

but still had a less negative view of stunt-

ing.  

These findings suggest several potential 

opportunities to shaping attitudes related to 

stunting among Indonesian mothers. First, 

in order to increase correct maternal atti-

tudes about stunting, it is important to de-

sign programs that provide as many moth-

ers as possible with accurate information 

about child nutrition. Curriculum should be 

evaluated to ensure that information is pre-

sented in a way that is both understandable 

and culturally relevant, as well as personal-

ly relevant to mothers. Second, it is rec-

ommended that efforts focus on utilizing 

existing opportunities to provide education 

regarding stunting, including during visits 

to the Integrated Health Post (Posyandu). 

Efforts should likewise focus on creating 

additional education opportunities for In-

donesian mothers, especially opportunities 

for mothers to challenge engrained cultural 

attitudes related to the causes of stunting. 

Finally, interventions should address exist-

ing barriers and work to increase supports 

to receiving services at the Integrated 

Health Post. 

4.3. Beliefs. Source of knowledge about 

stunting was strongly associated with 

mothers‟ correct or incorrect beliefs about 

stunting. Mothers whose knowledge about 

stunting came from friends and family were 

more likely to possess incorrect or false 

beliefs about stunting when compared to 

knowledge attained from professional 

sources. There was, however, no significant 

difference between mothers who received 

information from an internet source and 

those who received information from a 

trained health professional. These results 

suggest that having accurate information 

available through both professional and 

online sources would help ensure the de-

velopment of correct beliefs about stunting 

that might otherwise remain incorrect if 

derived from family and friends.  However, 

in many cultures advice from family can be 

more influential than from professional 

sources.
19

 Mothers generally receive infor-

mation from a diverse network including 

family, friends, online and written sources. 

Thus, other potential avenues should be 

explored and utilized by professional health 

educators when seeking to disperse nutri-

tional knowledge to mothers.
19

 Potential 

avenues include local published sources, 

and community programs and classes.  

Beliefs about stunting were also found to 

be strongly associated with a mother's past 

exposure to knowledge of child nutrition. 

For those mothers who reported never hav-

ing received information about child nutri-

tion, false beliefs about stunting were sig-

nificantly higher when compared to those 

who had received information about child 

nutrition. This finding agreed with previous 

research in Bangladesh, which found that a 

mother‟s "practical knowledge" of nutrition 

was more important to the overall health 

status of her child than her formal educa-

tion, and that a mother‟s enhanced nutri-

tional knowledge was found to decrease the 

risk of stunting.
20

 These results suggest the 

importance of developing methods to in-

form expectant and current mothers about 

child nutrition to correct inaccurate beliefs 

about stunting.   
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5. Conclusion  

The purpose of this study was to analyze 

the factors that influence Indonesian moth-

ers‟ attitudes, knowledge, and beliefs re-

garding stunting. Findings indicate that 

receiving information on stunting and child 

nutrition is still an important influencer in 

the development of accurate knowledge, 

attitudes, and beliefs predictive of beha-

vioral intent and subsequent health beha-

viors and outcomes. Furthermore, social 

connections are also shown to impact stunt-

ing knowledge and beliefs, but may not 

provide the most accurate messages about 

health and nutrition. No significant differ-

ence was shown in the dissemination of 

knowledge via the internet as opposed to in 

person. Efforts to decrease rates of stunting 

in Indonesian children may consider ways 

to integrate new education systems that 

incorporate use of social networks to create 

interventions that result in positive health 

behavior changes.  
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