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ABSTRACT In majority of the households, decision on items to cook is done predominantly by housewives and
thus, their knowledge about healthy food is a key factor in deciding food consumption pattern and hence, overall
family health. The current study, based on data collected through a semi-structured interview schedule from 84
currently married women of the district of Balasore in India, selected through a multi-stage sampling process,
aimed at analyzing the level of and factors associated with women’'s awareness about healthy diet and eating
practices. It was observed that affluent, educated and urban respondents were more aware of healthy eating habits,
while the large chunk of economically and educationally disadvantaged samples were backward in their awareness
level and more seriously; such respondents were highly complacent about the healthiness of their diet. All it asks
for is a need and behavior based nutrition education intervention especially in rural areas of the district.

INTRODUCTION

In most part of thedevel oping world, involve-
ment of women in making important household
decisionsisusually negligible. However, many
empirical studiesconducted in Indiasuggest that
in majority of the households, decision on what
to be cooked for daily meals is done predomi-
nantly by daughter in laws/women (Routray et
al. 2017). Thus, in a given economic structure
and environmental setup, nature of food con-
sumptionwill belargely controlled by thewom-
en. Assuch, knowledge of women about healthy
food and eating practiceswill be akey factor in
deciding the actual food consumption pattern
and hence, overall health status of the family.

It is well known and documented that diet
and nutrition play animportant rolein maintain-
ing health of individuals. As such, diet quality
and dietary patterns are poor across much of
the world and contribute substantially to the
non-communicabl e disease burden (WHO 2013
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cited by Arenaet a. 2015). Both medical aswell
as socio-economic surveysall around the globe
have revealed that physical inactivity and poor
diet were significantly associated with poor self-
reported health (Liu et a. 2017). In fact, in the
words of Shelton (2005), peopl€e's health is af-
fected greatly by what they do and do not eat.

Although researchers like McCrickerd and
Forde (2016) have found that the sensory prop-
erties of foods and beverages are operational
before, during and after an eating event and thus
guide our preference, what we eat and what we
do not isin fact, based on the decision affected
by several interlinked factors. Aslisted by Bel-
lisle (2005), such factorsinclude biological de-
terminants (hunger, appetite, and taste), econom-
ic determinants (cost, income, availahility), phys-
ical determinants (access, education, and skill),
social determinants (culture, family), psycholog-
ical determinants (mood), as well as attitude,
beliefsand knowledge about food. Amongst all,
awareness and knowledge about healthy diet
and eating practice appear to be one of the most
important factors, from public health point of
view.

Itisgenerally believed that providing infor-
mation about healthy diet can result in a posi-
tive changein the perception and attitude of the
respondents towards healthy diet consumption
(Verbekeet al. 2009). Further, it is possible that
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through generating awareness, individuals may
be more likely to make informed food choices
and decisions conducive to their health despite
their occupation (Ezeet al. 2017). Usually, lack
of nutritional knowledge acts as a barrier to
choose healthy diet. Farahmand et a. (2012) in
their study found that women's lack of knowl-
edge was an important barrier to healthy nutri-
tion, asdemonstrated by their inability to distin-
guish healthy foods. But, there are also some
scholars, who do not accept the thesis compl ete-
ly. According to Paquette while thelink between
perception and behaviour can be inferred, it is
not clearly supported in literature (Paquette
2005). Some scholars are of the opinion that al-
though nutritional knowledge is necessary, but
not sufficient for accurate healthful decisions
and healthy eating (Miller and Cassady 2012).
Few researchers have failed to find any strong
significant association between nutritional
knowledge and dietary behaviour/habit. For ex-
ample, studies done by Kigaru et al. (2015) on
children and Spronk et al. (2014) on adult popu-
lation could not find any strong association be-
tween nutritional knowledge and dietary prac-
tice. However, importance of focusing on rais-
ing the awareness|evel from policy perspective
can never be denied off. According to WHO
(2011), the conditions that promote unhealthy
eating practicesamongindividualsincludealack
of adequate health and nutritional knowledge,
and the acquisition of misinformation about
health and nutrition matters. For effective
healthy eating promotion, it is necessary to un-
derstand the attitudes towards and belief about
nutrition of the general public (Kearney et al.
2001). Infact, in countrieslike UK, attemptsto
improve the nation’s health through dietary
change have tended to centre on education un-
der the assumption that providing people with
the information necessary to choose healthy
foodswill ultimately lead to animprovement in
diet (Parmenter and Wardle 1999).

Despite of the general agreement that an
understanding of the general public’s attitudes
towards and beliefs about food, nutrition and
health are necessary for health promotion to be
successful (Biloukhaand Utermohlen 2001), ac-
tual understanding of consumers' attitude are
not properly researched in the areas of food safe-
ty and nutrition (Gibney 2004; Bektaset a. 2011).
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In fact, socio-economic differences in health-
related behaviours have been widely studied in
the Western populations, but are seldom con-
sidered in Asian populations (Fong et al.
2007).Similarly, the associ ation between socio-
economic status and non-communicable
disease behavioural risk factorsis well estab-
lished in high-income countries, but it isnot clear
how behavioural risk factorsaredistributed with-
in low-income and lower-middle-income coun-
tries(Allenetal. 2017). Understanding personal
and socio-economic predictors of nutrition be-
haviour and dietary change is necessary for the
development of effective public health nutrition
education programmes (Drenowski 1997). As
such, the necessity of such studies has become
more pronounced in recent time. To explain the
change in the type and amount of food with
severe health consequences adopted by mod-
ern and urban societies, theterm Nutrition Tran-
sitioniswidely used now which in the words of
Popkin (2015), isexplained asaremarkabl e shift
in dietary behaviors associated with changesin
the foods and beverages consumed along with
reduced physical activity. Under the influence
of globalization, rural areasof Indiaarealso fac-
ing anear similar transition. Inthewords of Mis-
raetal. (2011), Indiaisfacing an“epidemic” of
diet-related non-communicable diseases (DR-
NCDs), along with widely prevalent under-nu-
trition resulting in substantial socio-economic
burden on the nation. It has also been estimated
that risein nutritional morbidities like diabetes
and obesity inthe coming 10 yearswill be simi-
lar to that took place in USA in last 50 years
(Dhar 2011). Therefore, thereisdefinitely agreat
need of creating awareness, for which such stud-
ies become highly inevitable in all types of
localities.

Targeting only the women in such analysis
and studying their awareness level is primarily
because of the type of role played by the wom-
en, especialy in the developing world house-
holds. Inthewords of McGuigan (2012), in many
familiestheresponsibility of family health falls
mainly onthe mother and thereisacomplex rela
tionship between family health, care, and moth-
ering practices that has not been fully investi-
gated. In fact, women are always found to be
responsible for the nutrition of their family in
any society or culture (Cakiroglu and Vashfam
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2007). Therefore, most of theresearchersbelieve
that creating awarenessin women can influence
the family members’ diet positively (Gawande
2011).

It has been well observed now that targeting
entire mass simultaneously in devel opment pro-
cesswon't be successful. Each segment has dif-
ferent level of awareness and thus, demands to
betargeted separately. A number of recent stud-
iesexamining thevariationin dietary knowledge
and habit have revealed that variables, which
account for differences in the knowledge and
awareness of the population regarding healthy
diet, may include education, occupation, income,
household structure, age, marital status, type of
residenceetc. Inthewordsof Bektaset a. (2011),
the observed rel ation between age and nutrition
knowledge has been found to be varying be-
tween studies. Intheir review, they found direct,
inverse aswell as curvilinear relationship (with
middle aged groups having better knowledge)
between age and nutrition knowledge. Lower
level of knowledge has also been found to be
associated with thelower educational attainment
(Fasolaetal. 2018; Liu et al. 2018), lower occupa:
tion (Lim et a. 2018) and lower income (Bookari
etal. 2016; Limet al. 2018) of therespondentsas
well as with those not living in urban areas
(Payghanetal. 2014; Liuet al. 2018).

Need of nutritional education iswell docu-
mented now. While some argue about the need
of incorporating health education and informa-
tion about healthy eating habits and lifestyle in
the formal education system as a part of the
school curriculum (Dapi et al. 2007), othersfeel
that for improvement in overall diet quality, so-
cio-economic interventions must be coupled
with health education programmes (Beydoun and
Wang 2008). However, itisamust to understand
thelevel of awareness about healthy eating hab-
its and factors associated with the variation in
the awareness level in order to formulate poli-
cies to tackle the problems associated with bad
eating habits.

METHODOLOGY

The target respondents for the study were
currently married women, who usually take care
of the fooding of their household. The study is
purely based on primary data collected from dif-
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ferent localitiesin Balasore, whichisanorthern
coastal district of the state of Odisha, located in
the eastern coast of India. Selection of respon-
dents for the study followed a three stage sam-
pling process. There are four urban centresin
the district (One Municipality and Three Noti-
fied Area Councils) and Balasore being the only
class | town in the district (rest of the urban
centreswererelatively small having moreor less
rural characteristics) was selected for the study
purposively. In the second stage, slum popula-
tionin Balasorewhich isaround twenty two per-
cent of thetotal city population, one slum pock-
et and three non-slum localities were selected
randomly. Similarly, out of 289 rural GramPan-
chayats (G.P) of thedistrict, one G. P. (Baniadi-
ha) was selected randomly in thefirst stage, fol-
lowed by the random sel ection of three wards of
the village in the second stage. Then, a house-
listing operation was done in all the selected
unitsto have an idea about the actual number of
households in the selected wards/pockets and
background characteristics of households like
household size, presence of migrant in the
household etc. By using the houselist, 42 house-
holds each were selected randomly from the se-
lected village and urban centre, for the current
study, in the third stage.

Most of the guidelines prepared regarding
healthy diet haveincluded ‘ eating fruitsand veg-
etables’, ‘less sugar’, ‘less fat/oil’ and ‘eating
starchy/fibrous food' as healthy eating habits
(HEA 1997; Shelton 2005). Keeping in view the
existing guidelinesand looking at the usual food
practice and availability in thispart of theworld,
aninterview schedulewas prepared. Besidesthe
guestions on the eating habit, perception and
other background characteristics of the respon-
dents, alist of healthy dietary habit was put in
order to measure the level of awareness of the
respondents regarding healthy diet. The sched-
ule was used to collect data from the wives of
the working heads or major earning male mem-
bers of the sample households from 84 house-
holdsin total.

Composite indices help us in summarizing
complex phenomenawith asingleindicator and
are used extensively in social science research.
In this study too, in order to represent the level
of awareness of homemakers regarding healthy
diet, an un-weighted diet score was computed
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for each individual by taking into consideration
13items. For eachitem, ascoreof ‘1" wasgiven
in case of the respondent being aware of the
healthy food habit or ‘0’ in case of her not being
aware of the same. As such, thetheoretical range
of the diet score was between 0 and 13and a
higher value of the Diet Scoreindicated towards
possessing more knowledge about healthy diet.
Inaddition, astandard of living index (SL1) was
computed by taking in to account the posses-
sion of 18 different household articles, availabil-
ity of servant in the household and level of
household income. Score ‘1’ was given to the
respondent possessing a household article as
well as having aservant in her household while
scoresof ‘1" or ‘2" or ‘3" were given to the re-
spondents with low or medium or high level of
self-reported annual income of the household,
respectively. Theoretically, the SLI value was
found to be within the range of 1 to 22. As pos-
session of less than forty percent of the listed
articles, with alow level of income and no ser-
vant in the household would result in a maxi-
mum SL I score of 8, any value between 1 and 8
was kept in the low standard of living group,
whereas the ranges kept for medium and high
standard of livingswere‘9to 13 and* 14 or above
respectively. Similarly, education was also cate-
gorised as‘Low (Illiterateand Primary)’, ‘ Mod-
erate (Secondary and High School)’ and ‘High
(Graduate and Post Graduate)' for systematic
analysis of the findings.

RESULTS

In the current study almost three-fourth of
the respondents were of age 30 years or above
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and the median age was found to be 38 years.
Asfar as education was concerned, urban non-
slum respondents had the highest educational
level (80% were graduates) followed by therural
women, whereas the educational level of the
slum dwellers was extremely poor. There were
very few working women (13.1%) and majority
of the respondents were of low standard of liv-
ing group, with the respondents from urban
slums found to be with the worst possible con-
dition (92% with poor living standard).
AsshownintheTable1, thelevel of aware-
ness regarding various ways of making the diet
healthier was extremely poor among the sam-
pled women. Interestingly, most of the respon-
dents (nearly 85%) reported about consumption
of vegetables and fruits as a healthy food habit,
while more than one-third of the respondents
were of the opinion that consuming fish can be
a healthy food habit. Very few of the respon-
dents were aware of the possible harm in con-
suming more sugar, oil and fried food, which, in
fact, isamajor issue of concern in this phase of
nutritional transition. Level of awareness was
not at all satisfactory among the women in the
study area. Further, irrespective of the educa-
tional attainment, age, standard of living and
place of residence etc. many important dietary
practices like reducing consumption of junk
food, chocolate, ice cream, more consumption
of fresh food and including fruit juice, vitamin
and mineral supplementsin thefood, were hard-
ly reported by the respondents. Interestingly,
less than five percent of the respondents were
aware of the problems associated exclusively

Table 1: Percentages of respondents reporting about different ways to make the diet healthier

S.No. Healthy food habit Percentage 95% Confidence Interval
LB (%) UB (%)

1 Consuming more fruits and vegetables 84.5 77 92

2 Consuming more fish 35.7 25 46

3 Consuming less oil/ fried food/ cholesterol etc. 19 9.5 26.2

4 Consuming less sugar 13.1 6 20

5 Consuming more salad 10.7 6 20

6 Consuming more water 9.5 4 17

7 Consuming more fresh food 9.5 3 16

8 Consuming less junk food 2.4 -1 6

9 Consuming more vitamin and mineral supplements 2.4 -1 6

10 Consuming more bread and less rice 1.2 -1 4

11 Consuming more fruit juice 1.2 -1 4
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Table 2: Diet score across different background
characteristics of the respondents

S.  Variable/Category Mean+SD
No (95% ClI)
1. Age of the Respondent (in years)
Up to 30 1.38+.590
(1.11-1.65)
31 to 40 1.71+1.045
(1.36-2.07)
Above 40 2.92+2.544
(1.90-3.95)
2. Type of Residence
Rural 1.81+1.269
(1.4-2.210
Urban slum 1.17+405
(.911.45)
Urban non-slum 2.60+2.298
(1.74-3.46)
3. Education of the Respondent
Low 1.18+ .395
91.01-1.36)
Medium 1.80+1.141
(1.31-2.27)
High 2.67+2.23
(1.91-3.42)
4. Husband’s Educational Level
Low 1.20+422
(.90-1.50)
Medium 1.70£1.725
(1.06-2.34)
High 2.43+1.810
(1.86-2.99)
5  Most Educated Household Member
Up to High School 1.37+.688
Up to Graduation (1.10-1.64)
1.34+.745
Post-Graduation/Technical (1.08-1.61)
Graduation 3.52+2.312
(2.57-4.47)
6. Standard of Living
Low 1.43+£725
(1.23-1.66)
Medium 2.08+1.605
(1.42-2.74)
High 4.00+2.892
(2.16-5.84)
7. Occupation of the Respondent
Not working 1.94+1.686
(1.55-2.34)
Working 2.5+1.958
(1.1-3.9)
8. Occupation of the Husband
Labour 1.1+316
(.87-1.33)
Agriculture 1.63+885
(1.15-2.10)
Business 1.37+£761
(1.00-1.74)
Service 2.76+£2.216
(2.02-3.50)
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Table 2: Contd...

S.  Variable/Category MeantSD
No (95% ClI)

9. Major Source of Household Income
Agriculture 1.47+834
Service (1.00-1.93)
2.69+2.178
Business and others (1.99-3.40)
1.36+731
(1.07-1.65)

10. Approximate Monthly Income

Up to Rs.4000 1.33+ 1.265
Rs.4000 to Rs.10,000 (.80- 1.89)
2.03+ 1.696
More than Rs.10,000 (1.44- 2.62)
2.60+ 1.936
(1.80- 3.40)

SD = Standard Deviation; ClI = Confidence Interval

with cholesterol and all of them belonged to ei-
ther medium or high standard of living house-
holds staying in urban non-slum areas.

In another way of analyzing the awareness
level, mean diet score was computed, which had
avaueof 2.0, indicating an extremely low level of
awareness about healthy food/diet among the
respondents. Arithmetic means of diet scores of
different categoriesof sampleswere computedin
order to identify the possible association between
various factors and the level of awareness about
healthy diet and theresults are shownin Table 2.

In this study, working women respondents
had significantly higher knowledgelevel regard-
ing healthy food habit in comparison to their
non-working counterparts. Further, as evident
from Table 2, knowledge about healthy diet was
found to be increasing significantly with in-
crease in age, educational level of the respon-
dents, husband’s educational level, standard of
living and approximate monthly income of the
households. In fact, diet score for the respon-
dentsin the highest categories of the mentioned
variables were found to be more than double of
those in the lowest categories, which showed
the association of nutritional knowledge with
the background variabl eslike household income
and age. Knowledge level was also found to be
higher among the sample from those house-
holds, having ahighly educated family member
or urban non-slum location. Thus, affluent, edu-
cated, relatively older urban respondents with
higher standard of living were more aware about
healthy eating habits than their counterparts.



Another major problem in this stage of nutri-
tional transition is increasing consumption of
fast food/junk food. In this study, as evident
from Table 3, a huge variation with statistical
significance in the preference of fast food was
observed across different categories of educa-
tion, residence type and standard of living of
the households. The preference towards junk
food was found to be significantly higher for
the respondents with high educational level,
urban non-slum residence and medium/high stan-
dard of living. In contrary, only 2.5 percent of
urban sum dwellers, 22.7 percent of respondents
with low educational level and 34.8 percent of
respondents with low standard of living pre-
ferred fast food/junk food. Affluent and educat-
ed women, who happened to be more aware
about healthy dietary habits, were moreinclined
towardsfast food consumption, which madethe
entireissue morecritical. In contrary, in case of
other households with lower socio-economic
strata, the situation was expected to be in a bet-
ter side. However, a mgjor issue of concern is
whether their attitude can effectively guidetheir
children and fellow household memberstowards
avoiding or limiting the consumption of such
foodinreality, whenfast foodiseasily available
outside and at amuch affordable price.

Table 3: Percentages of respondents preferring
fast food/junk food across major background char-
acteristics

S. No. Variable/Category Percentage
1 Type of Residence”
Rural 54.8
Urban slum 25
Urban non-slum 86.7
2 Education of the Respondent™
Low 22.7
Medium 60
High 86.5
3 Sandard of Living™
Low 34.8
Medium 96.2
High 91.7
" p<=.001

A lower level diet score indicated towards
the possibility of aless healthy diet being con-
sumed in the sample households. Adopting
healthier food practice, beside other factors, also
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depend on the proper evaluation of their exist-
ing diet quality. However, inthis study, only thir-
ty-one percent of the respondents felt that their
family diet could/should be healthier and the
rest perceived their diet to be either very healthy
or normal. Although, the association was not
found to be statistically significant, less educat-
ed and younger respondents and those staying
in rural or urban slums were found to be quite
satisfied about the healthiness of their food.
Amusingly, such respondents did have less diet
scores. To be exact, ninety seven, ninety two
and eighty two percent of rural, urban slums
and less educated respondents respectively, did
not feel the need of improving their diet quality,
which definitely makethe picture graver.

For abetter statistical analysis, bivariate cor-
relation coefficientswere computed between the
obtained diet score and selected background
characteristics, which showed the existence of a
highly significant statistical association among
the variables. Though the strength of the asso-
ciationswere not extraordinarily high, thelevel
of awareness in terms of the secured diet score
was found to be positively associated with re-
spondent’s age (x244™"), educational level
(£344"), husband education (+300™) and house-
hold standard of living (466™).

Further, the respondents were categorized
into two groups based on their diet scores ( mean
or less' and ‘above mean’) and the chi-square
values were computed between the diet score
categories and major background classes. The
resultillustrated in Table 4 clearly indicated the
existence of a statistically significant associa-

Table 4: Computed Chi-square values between
Diet Score categories and major background vari-
ables

Independent Pearson Degree  Level
variable Chi-square of of
value freedom signifi
cance
Residence 4.853 2 0.088
Age 8.99 2 0.011
Standard of living 11.101 2 0.004
Education 8.991 2 0.011
Working status 0.033 1 0.856
Husband’s education 8.776 2 0.012
Husband’'s occupation 12.63 3 0.006
Income level 7.689 2 0.021
Highest educational 22.536 2 0

level of any household
member
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tion of the diet score with variables like stan-
dard of living, highest educational level among
the household members, age, education, hus-
band’s education etc.While the associations
with knowledge about healthy diet were signifi-
cant at ninety nine percent in case of SLI and
highest educational level of a household mem-
ber, in case of age, education and husband’s
education, the associations were found to be
significant at alevel of ninety five percent.

DISCUSSION

Not surprisingly, eighty one percent of the
sample in this study was actively involved in
the decision about what items to be cooked for
the family and magjority of them were taking the
decisonaone(70.2%). Suchafinding itself points
towards the fact that knowledge and awareness
of women/ housewives regarding healthy food
and eating habit can be a mgjor factor in deter-
mining the household food consumption and
overall health of thefamily members.

The primary finding of the study was that
the level of awareness about healthy food and
dietary habit was significantly lower among the
womenin the study area. Consuming morefruits
and vegetables was the only healthy dietary
habit about which most of the respondentswere
aware of. The computed diet score was aso a
sign of the lower awareness level among the
sample.

Many studies have found age to be one of
the most important variables accounting for dif-
ferenceinthe nutritional and dietary knowledge
of thewomen al over the globe. Although Dun-
neram and Jeewon (2013) had found younger
women having higher nutrition knowledge in
their study on Indo-Mauritian women, most of
theavailableliterature either on general popula-
tion (Fasola et al. 2018; Liu et a. 2018) or on
pregnant women (Bookari et a. 2016) havefound
nutrition knowledge to be positively associated
with age. This study also found similar results
with women above 40 years of age were found
to be having better knowledge about healthy
food.

Another important variable associated with
better nutrition knowledge has been education-
al attainment of the respondent. Going in line
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with the existing literature (Bookari et al. 2016;
Fasolaet a. 2018; Liu et al. 2018) thisstudy also
found that women with higher educational at-
tainment had better knowledge about healthy
diet.

The current study also found that working
women and women from urban areas, especially
from the non-slum households had better nutri-
tion knowledge; which was similar to the find-
ings of other researchers (Payghan et al. 2014;
Limetal. 2018; Liuetal. 2018).

Many studies have found nutrition knowl-
edge to be positively associated with house-
holdincome (Bookari et a. 2016; Limet al. 2018).
In this study too, women from the households
with higher standard of living and with husband
working in service sector had better knowledge
about healthy diet than their counterparts.

It was found that respondents from migrant
households aswell asfrom those having an out-
migrant from their households had relatively
higher awarenesslevel and it was probably due
totheir exposureto the modern world and infor-
mation system. Further, nutrition knowledge of
the respondents in the current study was found
to be positively associated with educational at-
tainment of the husband and highest educational
level of a member of the household. As such,
presence of a better educated individual was
possibly responsible for dissemination of prop-
er knowledge in the household, resulting in a
higher level of awareness about healthy diet
among the women of such households. Econom-
ically and educationally disadvantaged samples
inthisstudy were also backward in their aware-
ness level regarding healthy diet and that itself
isamajor issue of concern. More seriously, such
respondents with lower educational level and
standard of living were not much serious about
their existing diet and very rarely reported about
the possibility or requirement of making their
family diet healthier than the existing ones.

Another major issue related to food con-
sumption pattern all over the world at this point
of time has been preference and frequent con-
sumption of fast food/ junk food. Interestingly,
in case of junk food preference, thelink between
nutritional knowledge and healthy dietary be-
haviour could not be established, as the afflu-
ent and educated respondents, who were more
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informed about healthy dietary practices, were
inclined more towards fast food/ junk food.

The situation about the knowledge of
healthy eating habits among the sample was not
at all satisfactory as most of the women were
not aware of the eating habits, which should be
adopted and which should be avoided. Women
with higher standard of living and those staying
inurban non-slum areaswerein arelatively bet-
ter position. But the fact that more than two-
third of the total population of India and more
than four-fifth of the total population of Odisha
staysin therural areas does not leave any room
for complacency. Further, among the urbanites,
quite a high share of population stays in the
slums and they werefound to bein aprecarious
situation in connection to their dietary belief and
practices.

Lack of knowledge about healthy food and
unhealthy eating practices may create a nutri-
tional disaster, if not checked in time. As such,
thereis serious need of stepsto be taken by the
government and civil societiesfor creating aware-
ness about healthy eating habit, improving the
existing knowledge of thetarget population and
ingtilling the attitude of adhering to healthy eat-
ing practicesin the general public. Many stud-
ies across the globe have found that a well-re-
sourced, well-planned, targeted and coordinat-
ed nutrition education and intervention canim-
prove knowledge, healthcare-seeking behav-
iours, and practices significantly (Saaka 2014;
Pem and Jeewon 2015). L ooking at the growing
trend of unhealthy eating habits among both
rural and urban population acrossthe globe and
its possible consequences, it isdefinitely ahigh
timeto create awareness about healthy diet and
lifestyle among the less informed population
groups. Further, sufficient skills must be devel-
oped among the target population so asto utilize
the knowledge. In the words of Pem and Jeewon
(2015), the scope of nutrition education isbroad-
er than just educating about nutrition in relation
to personal health. In fact, the aim of nutrition
education, besides disseminating knowledge on
what is and what is not advantageous for our
health, should & so be to develop skills and hab-
itsfacilitating effective utilization of thisknowl-
edge (Waszkowiak and Rogal ewska 2007).
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CONCLUSON

The small sample size does not allow for a
generalization of the findings; but the issue of
lack of proper knowledge about healthy diet can-
not beignored. Findingsmay change, whenlarge
cities are taken into consideration. But it has
been ascertained from the study that problems
do persist in the rural areas and smaller urban
centres of the state. And due to the fact that
food type and consumption pattern have signif-
icantly changed even in the rural areas, lower
level of knowledge about healthy diet may make
theissuemorecritical. All it asksfor isincreas-
ing awareness and appropriate knowledge
among the women and general public about
healthy food and lifestyle through proper popu-
|ation education system. However, while plan-
ning such awareness campaign, it must be kept
in mind that requirement of different subgroups
of population would be different and elements
of any such programme should be designed as
per the requirement of the specific group.

One of the mgjor limitations of the current
study has been not analyzing the association
between ‘knowledge about healthy diet’, ‘food
consumption behavior’ and ‘overall health sta-
tus'. Further scope of such studies lies in ex-
panding the domain of research to incorporate
thementioned analyseswith involvement of larg-
er citiesand more diversified respondents. Nev-
ertheless, systematic evaluation of the existing
level of awarenessin thisregard and providing
basic knowledge about healthy diet for a posi-
tive change in their attitude should be an inte-
grated part of population, health and nutrition
education system, especially in rural areas.

RECOMMENDATIONS

Nutrition knowledge of womenisconsidered
to bean important factor affecting overall health
of the household members. In this connection,
based on the findings of the study, following
recommendations may be made.

+ Stepsshould betaken by different stakehold-
ersincluding government, civil societiesand
social activists for creating awareness and
improving the existing knowledge about
healthy eating practicesinthe general public.



KNOWLEDGE ABOUT HEALTHY DIET AMONG WOMEN 9

+ Nutrition education may be incorporated as
apart of the curriculain theformal education
system.

+ Prioritization must be made to identify the
groups those need to be targeted first as far
as imparting nutrition education is con-
cerned. In the current sample, such groups
could be those staying in rural areas, in ur-
ban slums and those with lower educational
level and standard of living.

+ People should be made aware of the harmful
consequences of increasing consumption of
fast food/ junk food.

+ Educating women aswell as other individu-
alsin acommunity regarding healthy eating
practicesand skillsrequired for utilization of
the knowledge must be a part of the public
health care delivery system.
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