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Abstract 

Background 

In Liberia, more than 40% of children suffer from chronic malnutrition. Malnutrition is also the principal 

underlying cause of child mortality and morbidity. This mixed methods study aims to understand the 

factors influencing malnutrition in rural Liberia. 

Methods 

We surveyed 100 mothers with nourished and malnourished children. We also conducted 50 in-depth 

interviews to explore infant malnutrition in rural Liberia. We used logistic regression to analyze the 

quantitative data and thematic analysis to interpret the qualitative data. 

Results  

Married women (or those in a domestic partnership) were significantly more likely to have malnourished 

children (AOR = 6.87). In contrast, higher income (AOR= 0.17), exclusive breastfeeding (AOR=0.19), 

and being literate (AOR=0.23) were protective against having malnourished children. 

Themes that emerged from the in-depth interviews included 1) factors that shape breastfeeding; 2) factors 

that shaped children’s access to food; 3) reasons for not seeking care at the hospital. 

Discussion 

Imperial legacies, structural adjustment, exploitative mining and logging companies, and enabled civil 

war are important macrosocial determinants of childhood malnutrition in Liberia. This studied provides a 

more granular depicition of barriers to optimal infant feeding. 

Conclusions 

Our study demonstrates that there is an urgent need to develop malnutrition that comphrensively 

addresses issues of poverty and food insecurity. While most interventions focus on providing education 
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on feeding practices to mothers, our study shows that most of the mothers knew adequately the right 

feeding regimen. However, structural forces prevent them to adequately feed their children. 
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Part 1. Political economy/background 
 
Breastfeeding in Liberia from a Biosocial Perspective 

It was on a rainy day in Harper, Maryland, when Wede, a 15-month-old child, was taken to the 

Out-Patient Department (OPD) of the J. J. Dossen Hospital. Wede’s aunt and caregiver told us that 

Wede’s mother died in childbirth and the whereabouts of her father was unknown. Wede’s mother lost the 

first child due to undernourishment during pregnancy. Wede was not breastfed and, instead, was given 

infant formula by her aunt, a woman who worked hard to provide food for her family of six, but often did 

not have enough. It was not a matter of pure personal choice that Wede was not breastfed and, ultimately, 

ended up malnourished and in the hospital. To understand why Wede was malnourished, we need to 

explore why her mother was malnourished. 

This introductory paper examines breastfeeding in Liberia from a biosocial perspective. First, I 

argue that there is a political economy of breastfeeding, one that results in impoverished and 

malnourished mothers who are incapable of breastfeeding. To be clear, it is difficult to practice exclusive 

breast feeding when you are hungry (1). Then, I review some of the structural reasons that women do not 

breastfeed or stop breastfeeding before turning to the cosmetic and interpersonal reasons. 

 

I. 
As a part of the Sustainable Development Goals, addressing malnutrition has become central 

priority in the elimination of poverty in the last decade (2). Chronic malnutrition is associated with 

approximately 50 percent of deaths in children under the age of five and leads to stunting, which not 

causes irreversible cognitive and physical effects, but also reduces the ability of a child affected by it to 

escape poverty (4–7). According to the United Nations International Children’s Emergency Fund 

(UNICEF), the growth of the child during the first two years of life is essential to cognitive development. 

Chronic growth failure or stunting which persist beyond two years is irreversible (3). The World Bank 

reports that 85% of the global burden of malnutrition comes from only 37 countries, one of which is 

Liberia (2).  



 

2 
 

Early initiation of breastfeeding can prevent this outcome. In Liberia “about 54% of the children 

were introduced to solid foods at the right age of 6–9 months. On the other hand, a significant number of 

children approximately 30% were introduced to solid foods before the age of complementary feeding, 

contrary to the recommendations by UNICEF and WHO that complementary feeding be introduced at the 

age of six months” (4). Though the UNICEF recommendation for exclusive breastfeeding is not followed 

completely in Liberia, the reasons why are not matters of personal choice, but, rather, they are socially 

and structurally determined. 

 This paper argues that it is the political economy of poverty and agencies that constrain the 

mothers and perpetuate the state of impoverishment thus making breastfeeding and exercise in futility. In 

order to understand why mothers are unable to breastfeed their children, it is important to understand 

poverty and its consequences on breastfeeding. 

Some studies in the published literature have concentrated on malnutrition in Liberia at a country 

level. However, there is a gap in the knowledge base about the magnitude of the problem in Maryland 

County, Liberia, even though anecdotal evidence abounds that there is high rate of malnutrition in the 

population sub group less than two years old. 

The rate of malnutrition in Liberia is one of the highest in the world as nearly a quarter of a 

million children suffer from chronic malnutrition (5). Under 30% of mothers in Liberia exclusively 

breastfeed their infants; that is, fewer than a third of mothers only feed their children breast milk from 

birth until they are six months and do not give them water or any other supplementary foods (6). 

For many women, breastfeeding is not a matter of choice. For example, the antenatal clinic 

teaches young mothers how to take care of themselves and their baby during and after pregnancy in 

addition to routine health care. Yet, even with this information, some of them do not exclusively 

breastfeed. One reason is that they do not sufficiently produce milk. In addition, some adolescent mothers 

do not exclusively breastfeed because they fear it will interfere with their education (7) as they cannot 

breastfeed their children while in classes. 
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There are also other factors that have impact on whether women are able to breastfeed. Among 

them is early pregnancy which is usually associated with other factors such as single parenthood, less 

income and lower educational level, which leaves you at the bottom of the potential growth ladder. In 

addition, these teenagers relate their own food security and lack of confidence in themselves to provide 

food for their baby, with the lack of support from their parents or relatives. Another reason for low level 

of exclusive breastfeeding among mothers is body image. Young teen mothers are often reluctant to 

exclusively breastfeed due to the received wisdom that doing so will make their breast to become flabby 

and alter their beauty (8). 

 

Poverty 

  It is also important to recognize that women who are malnourished themselves cannot breastfeed. 

Let us consider some structural and biosocial reasons why women are malnourished and therefore stop 

breastfeeding. Most mothers may intend to practice exclusive breastfeeding for the first six months and 

continue up to a year in accordance with guidelines. However, they may be malnourished themselves, 

which is a result of poverty. In Liberia, nearly seventy percent of people live below the poverty line and 

more than a third of them live in severe poverty (9). The need to provide support for their household is a 

barrier exclusive breastfeeding.  

This thesis argues that colonial forces have long conspired to keep women impoverished. The 

colonial political economy of Maryland County was biased against women’s empowerment when a large 

area of arable land was leased to the American tire company, Firestone, in its bid to expand operations in 

Liberia beyond the one million acres initially leased for a century. The unavailability of such a land for 

agriculture means women who are the majority farmers for food crops cannot be empowered from 

agriculture. Poverty in Maryland County is historically deep and can be traced to this agreement with 

Firestone Rubber Company. In 1926, the original agreement was reached with the Liberian Government, 

the United States Government and the rubber company that led to the mortgage of one million acres of 

land near the capital, Monrovia (10). Firestone’s operation in Maryland County is estimated to cover over 
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12,000 acres of rubbers trees in the Gedetarbo suburb alone (11). This agreement, instead of alleviating 

poverty, had the unintended consequence of impoverishing the population by disrupting the old age 

tradition of farming, with the lure of plantation work. The lived experiences of the plantation workers 

show that their wages and their work conditions were not optimal (12). 

 In Maryland county, most people leave the rural areas and migrate to the peri-urban areas in 

search of work to improve the standard of their family. However, in most cases many do not gain full 

employment and are on contractual terms and received low wages. The expansion had the unintended 

consequences of introducing pests and disease-causing pathogens: “The entry of these pathogens in the 

local ecological niche was detrimental to the local food production and led to food insecurity” (13). Even 

still, the mothers are expected to take care of the child and herself in the standard way by eating and 

breastfeeding in this state of poverty and food insecurity. 

 

Beliefs 

In response, women often incorporated erroneous beliefs that supported the introduction of herbs 

and solid foods simultaneously with breastfeeding. The knowledge and beliefs of the mothers also have 

significant role in the nutritional outcome of the child. Some parents who have malnourished children 

believe that their children have been bewitched, and taken to traditional healers and the church yard, 

because the mothers feel the illness of the child is not medical and medical intervention is insignificant 

(14). The church yard is a sacred place where people go to seek healing through a prophet when they 

believe the illness is not due to medical condition. The traditional healers are people who are not 

medically trained but are believed to cure certain illnesses through concoctions of herbs.  

By the same logic, malnutrition is sometimes explained by cultural context in the words of Arthur 

Kleinman in “the local moral worlds” of the mothers as witchcraft and a detail mechanism of action is 

socially constructed to include witch sucking the child’s blood and eating its flesh (15), and spirits and 

witchcrafts are often thought to be involved. The specific physiologic signs of malnutrition in children is 

viewed by some in the communities by evidence of witchcraft. Families who read this sign believe that 
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their child has been bewitched and will not seek care at the hospital because witchcraft can only be 

addressed by going to a traditional healer or church yard.  

There are other harmful practices that can make already vulnerable malnourished children more 

ill (16).When the child is malnourished and the feet are swollen up and the stomach is bloated, they 

believe that it is food poison. In some cases, the remedy that children are given in the child yard exhibits 

the physical manifestation of malnutrition leading to death. They are treated by traditional healers who are 

not medically oriented by giving them herbs and will be very detrimental to them. The use of community 

health workers in the various communities to promote the issue that malnutrition is a medical condition 

and not a spiritual, and educating traditional healers and church yard prophets about the causes of 

malnutrition will help mitigate to this problem (14).  

 Some mothers made the decision to take their children to the hospital because of the advice they 

reason from the community health workers in their town. The community health workers are in the 

communities creating awareness, advising women to take their children to the hospital and educating 

them how to identify signs and symptoms of malnutrition. In their education campaign, the community 

health workers also used placards, illustrating photos of children who are malnourished as well as 

children enrolled in the malnourished program in the hospital. Sometimes, they invite mothers with 

babies that have benefited from the program. These community health workers see themselves as an agent 

of change and enjoy the work they do (17).  

 

II. 

In this thesis, I argue that factors that are responsible for low practice of exclusive breastfeeding, 

are ultimately indirect determinants of malnutrition. Efforts to improve health and nutrition start with the 

understanding of the problem. In this study, we seek to increase our understanding of the socio–economic 

and political determinants of malnutrition. 

Malnutrition impacts economic growth negatively and leads to suffering. These people at the 

bottom of the economic ladder in the country where majority of the people who are not malnourished live 
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below the poverty line; these people do live in extreme poverty (9). Most of them barely find the requisite 

meal for they and their family and the lack of water supply, poor sanitation put them at the disadvantage. 

These lead to social suffering and structural violence of the people and the government needs to remedy 

the situation.  

There government also needs to establish and promote joint public–private sector partnership 

initiatives with civil societies, non–governmental organizations (NGOs) and United Nations organization. 

In addition, the government needs to advocate “for the increased access to markets especially for the 

underserved areas and broaden secure access to work opportunities and factors of production especially 

for women and vulnerable groups” (6). They need to increase access to quality formal and informal 

education and enhance employment opportunities especially for women and girls (6).  

 The government needs to galvanize resources and formulate plans to support the needs of the 

afflicted people, because these people who are affected are the vulnerable population. Some of these 

people walk very long distances from their home, about one to five hours to the health facilities to seek 

health care due to lack of finances for transportation. When they arrived at the facilities there are times 

stock out of drugs and supplies. These people become so disappointed and most time do not want to come 

back for care. This is very detrimental to the malnourished patients and can have negative consequences 

on their health, perpetuating social suffering into future generation like those who suffer from stunting.  

In the case of Wede, she was not exclusively breastfed because her mother could not find the 

requisite meal to eat to gain the necessary nutrients and strength required to breastfeed. She also could not 

graduate for the malnutrition program because her mother could not provide for the family and share the 

ration given by the hospital with other children.  

 There needs to be formulation of resources to authenticate a roadmap or plan to sustain 

malnutrition. Is this possible? Looking at the economic status of the country, is there a feasible or 

practical solution?  

With all competing priorities of health, education, security, finance, we realize even though the 

government has a paramount role, this issue is completed and difficult to fix from the onset, but needs to 
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be addressed urgently. The government needs to institute measures and with the aid of United Nation 

organizations and non–governmental organizations to reduce the burden of malnutrition of the vulnerable 

population.  
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Part 2 
 

1. Introduction 

  Addressing malnutrition has been a global priority for more than 20 years (1). Indeed, the United 

Nations has declare a Decade of Action on Nutrition from 2016 to 2025 (2). As part of the Sustainable 

Development Goals (signed in 2015), addressing malnutrition has become central priority in the 

elimination of poverty (3).  

Malnutrition is significant as it underpins child morbidity and mortality. Inadequate access to feed 

is associated with approximately 50 percent of deaths in children under the age of five (4). Not only does 

malnutrition cause children and family to suffer, it negatively impacts economic growth (5). Chronic 

malnutrition leads to stunting, which not only causes irreversible cognitive and physical effects, but also 

reduces the ability of a child affected by it to escape poverty (6). In short, malnutrition affects both 

economic and human capital (7). 

The World bank reports that 85% of the global burden of malnutrition comes from only 37 

countries in the world, one of which is Liberia (3). In Liberia, more than 40% of children suffer from 

chronic malnutrition and 60% from anemia (8). Malnutrition is also the principal underlying cause of 

child mortality and morbidity. The 2013 Liberia Demographic and Health Survey reported that 32% of 

children are stunted, while 6% are wasted (9). 

According to the United Nations International Children`s Emergency Fund (UNICEF), the 

growth of the child during the first 2 years of life is essential to cognitive development. Chronic growth 

failure or stunting which persists beyond 2 years is irreversible (10). Early initiation of breastfeeding 

coupled with exclusive breast feeding during the first six months of life prevents this outcome and should 

thus be prioritized in malnutrition programs (11,12). One of the reasons for failure to exclusively 

breastfeed is related to teenage pregnancy. According to the World Health organization (WHO), every 

year there are approximately 21 million pregnancies in young girls aged between 15 and 19 years; two 

million girls aged under 15 years become pregnant in developed countries (13,14). 
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Another reason is that adolescents do not plan their pregnancies and therefore find breastfeeding a 

difficult task because their minds are not prepared for motherhood and the role of caring for their baby is 

challenging (15). “Psychological stress associated with difficulties of being an adolescent mother could 

impact a mother’s ability to continue breastfeeding” (16). It is also important to note that some of them 

are not emotionally mature enough to continue exclusive breast feeding for their children for the 

stipulated time of six months (16,17). 

There are other factors that have impact on the low breastfeeding practices, including perception 

of body image. Young teen mothers are often reluctant to exclusively breastfeed due to the received 

wisdom that doing so will alter breast firmness and thus their overall beauty (18). 

  Only approximately 29% of mothers in Liberia exclusively breastfeed their infants (19). Many of 

the studies that analyze the factors affecting breastfeeding practices and other causes of malnutrition do so 

from a cognitive or behavioral perspective (20,21). These perspectives also inform breastfeeding 

programs, with many addressing the problem only through education campaigns. However, less attention 

has been paid to the structural factors by public health organizations that limit agency and influence 

breastfeeding practice and infant malnutrition. This study aims to explore these gaps of knowledge, with 

the intention that more appropriate programs could be developed by government and implementing 

partners. 

Through a mixed methods study, we aim to understand the factors influencing malnutrition in 

rural Liberia. The objectives of the study are: 

1) ) to assess the social and demographic factors associated with malnutrition, and to explore how women 

understand and experience breastfeeding; 

2) To investigate women’s understanding and experience with breastfeeding; 

3) To develop recommendations for improvements of childhood malnutrition in rural Liberia. 
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2. Methods 

Sampling 

We recruited a convenience sample of 110 participants. Women were eligible to participate in the study if 

they had a child who was from 0 to two years old and if they lived in Maryland County for more than one 

year. Mothers with both nourished and malnourished children were recruited from the communities within 

the catchment population of the clinical sites. The potential participants who were English speaking did a 

short form interview to ensure they were qualified for the research. The participants were of child bearing 

and did not exceed 50 years of age.  

In total, 110 participants were interviewed. For the quantitative survey portion, 50 mothers who had 

malnourished children were interviewed (25 each from the J. J. Dossen Hospital and the Pleebo Health 

Center). Fifty mothers of children who were not malnourished were also interviewed (also 25 from each 

clinical site). 

 

Overall approach: mixed methods 

Study Design 

This is a cross-sectional, mixed-methods study using an explanatory sequential design in which an initial 

quantitative phase was followed by a qualitative phase to help explain the quantitative findings (22). We 

used two datasets to explore the social and demographic factors associated with infant malnutrition and to 

investigate women`s understanding of and experience with feeding their children, with a focus on 

breastfeeding.  

 

Setting and study population  

The study took place at the J. J. Dossen Hospital and the Pleebo Health Center. These are the two 

largest facilities in Maryland County, Liberia, and have the highest patient catchment in the area. They 

are also among the few facilities in the county providing nutrition services. 
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2.1 Quantitative methods 

For the quantitative survey, 50 mothers who had malnourished children were interviewed, 25 each 

from the J. J. Dossen Hospital and the Pleebo Health Center. Fifty mothers of children who were not 

malnourished were also interviewed (also 25 from each clinical site). 

The survey questionnaires were administered by a research assistant and the first-author. The 

survey included demographic information as well as questions related to feeding practices. The surveys 

lasted between 30 to 40 minutes. (See Appendix I for quantitive survey.) 

 

2.2 Qualitative methods 

The in-depth interviews were all conducted by the first-author through an iterative process that 

facilitated the development of further probes and questioning. In interviewing mothers, topics included 1) 

the kind of care received during the most recent pregnancy; 2) the kinds of food eaten during pregnancy; 

3) views on breastfeeding and breastfeeding practices; and 4) challenges during pregnancy and postnatally. 

(See Appendix II for qualitative interview guide for mothers.) For the health worker interviews, topics 

included 1) the kind of care given to malnourished children; 2) parents’ perceptions and understandings of 

malnutrition; 3) counseling of mothers on breastfeeding; and 4) admission and discharge criteria for 

malnourished children. (See Appendix III for qualitative interview guide for health workersw.) The 

interviews were audiotaped and transcribed.  

 

2.3 Data analysis 

Quantitative Data 
For the quantitative data, we used a logistic regression model with nourished/malnourished as the 

dependent variable to assess associations with various social variables. Covariates with a p-value  

	≤ 0.2 in univariate analysis were included in the adjusted multivariate model. Data were analyzed using 

STATA/IC 12.1 (STATA Corporation, College Station, TX). 
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Qualitative analysis 
For the qualitative data, the analysis started with the transcription of the interviews. From there, a 

subset of interviews was used to develop a set of initial codes. These initial sets of codes subsequently led 

to the development of a code book. The code book was piloted and revised. The code book was used to 

direct code the data set with the support of the qualitative software, Dedoose. The coded data was examined 

for key themes or repeated contents that helped us understand infant feeding practices and perception of 

malnutrition. These were formulated into a set of thematic accounts. Categories were obtained and revised 

through an iterative process. 
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3. Results 
3.1. Quantitative findings 

Table I shows socio-demographic characteristics categorized by whether the participant’s child was 

nourished or malnourished.  

Table 1  Demographics 
 

Variable Nourished Malnourished 
Age 

  

≤25 32 18 
>25 22 28 
Marital status 

  

Single/Divorced/Widowed 32 18 
Married/Domestic Partnership 13 37 
Education 

  

None or Primary School 23 27 
Junior or High School 39 11 
Income 

  

<$50 per month 14 36 
≥$50 per month 33 17 
Exclusive breastfeeding 

  

Yes 46 35 
No 4 15 
Literate 

  

Yes  25 25 
No 9 41 

  
 
Age, marital status, education, marital status, income, literacy, and whether a woman exclusively 

breastfed were associated (p < 0.2) with wellbeing in the univariate analysis. However, in the multivariate 

analysis, only marital status, income, literacy, and exclusive breastfeeding reached significance (see Table 

2 for adjusted odds ratios). Married women (or those in a domestic partnership) were significantly more 

likely to have malnourished children (AOR = 6.87). In contrast, higher income (AOR= 0.17), exclusive 

breastfeeding (AOR=0.19), and being literate (AOR=0.23) were protective against having malnourished 

children. 
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Table 2 Multivariate Analysis 
Variable  Adjusted 

Odds Ratio 
95% CI p-value 

  
  
  
Age > 25 1.78 0.60-5.30 0.301 
Married/In Union 6.87 2.14-22.02 <0.001 
Education: Junior High and 
above 0.56 0.18-1.70 0.303 
Income > $50 per month 0.17 0.06-0.51 <0.001 
Exclusive breastfeeding 0.19 0.04-1.02 0.052 
Literate 0.23 0.07-0.72 0.011 

 
3.2. Qualitative findings 

I. Factors Shaping Breastfeeding behavior 
 

A. Early Complementary feeding 
 
Mothers who attended antenatal clinic were encouraged to exclusively breastfeed their children for six 

months. After that time, they are taught that it is safe to add complementary foods. Some mothers we 

interviewed, however, gave complementary food within the first months of life. Health care workers note 

an association with malnutrition: 

When I get to know the age then I ask the parents which one of the food the child is eating. For 

some of the babies they start giving them food soon, because from 0 to 6 months they are only 

supposed to be on taytay water (breast milk), but some of the parents can start giving the children 

food soon. Sometimes at three or four months. Some of the food they give the children they can’t 

prepare it good that’s why they come down with malnutrition. (Doc. # 44) 

Some women noticed the negative effects that supplementations had on their babies as explained by these 
mothers: 

I started giving him rice when he was four months and at the same time giving him the taytay. I 

used to give him the soft rice when I cook but I only did it for few months and stop because it was 

giving his stomach hard time and he was reducing. (Doc. # 12) 
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She was five months when I started giving her fufu. I was still giving her the taytay and also water. 

She was not doing fine so I carry her to the hospital and they weigh her and said she was 

malnourished. (Doc. # 18)  

Reasons mothers decide not to breastfeed 

Mothers provided differing reasons for not exclusively breastfeeding. These were particularly young 

women who had babies before they finished high school. These teenage mothers wanted to continue their 

education, and they were thus unable to exclusively breastfeed. These mothers elected to stop breastfeeding 

so they could return to school. 

After this time I will transfer her to her grandmother, my mother and I will start school. I need to 

go to school to have a good future for me and my children. I don’t want my family to suffer. (Doc. 

#15)  

Some young women rely on their mothers to take care of their babies while they are in school. Schools 

require mothers to be away for significant periods of time, and it causes them to stop milk production. 

One mother explained:  

When you asked the mother why are you not breastfeeding the child, they tell you I am in school. 

The mother tells you the time I can take to be in school when I come back before breastfeeding the 

child is hard, so the breast milk is dried and I can’t breastfeed that’s why the child is malnourished. 

(Doc. #44) 

Others in the study elected not to breastfeed because they were concerned about the physical effects on the 

appearance of their breasts: 

Some can say they don’t want their breast to fall so for that reason, they buy powder milk and 

don’t give their babies’ breast milk. I have two of my friends that can do that. (Doc. #14)= 

C. Views of Colostrum  

Some mothers deprived the child of the first breast milk (colostrum) because they believed it to be 

diseased. They therefore delayed the initiation of breastfeeding to prevent giving it to the baby. Others 
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perceived it to be harmful and impure and a cause of death for children. One health worker explained her 

ordeal with some of the parents: 

They feel that the first breast milk is not good for the baby and this milk which is the colostrum 

and has all the vitamins within it. Some of them feel that the first breast milk has disease in it and 

they refused to give it to the child. (Doc. #46) 

Some parents will say their breast milk is not good for the baby. Whenever they have a child and 

give the breast milk, the child will pass out, the child will lose his/her life, meaning the breast 

milk is not good. 

As a result, there has been an educational campaign to change women’s perspectives on colostrum. In the 

following examples, mothers explain messaging on the radio and at workshops that have helped them 

understand the importance of colostrum and infant health. 

On Unmil radio you can hear them saying baby ma when you give birth give the baby taytay 

water and they can say the first taytay water is good for the baby. I can hear it, that’s how I 

managed to know and I gave it to my baby. (Doc. # 22) 

I also learned from a workshop that they have for the mothers concerning the yellow taytay water. 

We were told to give the baby the first taytay water which is yellow (colostrum) because it is very 

good for the baby. (Doc.#15) 

II. Factors that shape children’s access to food 

A. Mothers struggle to feed their families 

Some mothers had a difficult time in finding food for themselves and families.  

We are nine in the house and at times we but only one kilo of rice so we share it small, small. We 

manage it so you can just have something to taste and you manage to sleep. Sometimes I used to 

eat with my neighbor because I never had food. (Doc. #22) 

Women explained that they will often hustle to find means to get money to purchase food. Some of them 

go around asking for contracts to wash clothes and clean the yards of others to gain wages 
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I can have hard time in getting food to eat before because the woman who used to help me is not 

around again and she does not have money again. So I don’t have any support. I have to wash 

people clothes before I can get money to eat. (Doc. #30). 

Despites these efforts, some women reported that their family could eat only once a day. Others explained 

they must choose nutrient-poor food such as farina and cassava to sustain themselves.  

I always never had enough to eat, Sometimes when we cook in the morning and I eat, then I will 

eat farina in the evening because no money to cook good food. When I have money I can buy tea 

and drink it in the night before I sleep. We only used to cook one time during the whole day. Food 

business was hard. (Doc. #29) 

Health workers corroborated the experiences above: 

Most often when you ask why this child is malnourished they will always tell you they do not have 

enough food to eat, they are not working and at the end of the month there is no earning or salary 

to purchase food for the family. Instead, every day they go on the hustle to find some kind of work 

to enable the find food for their family. (Doc. #22) 

B. Children left unattended 

Some health workers in the sample reported that in an effort to find foods for their family, many mothers 

leave their children at home for several hours unattended. Some may have a small plot of land that they 

farm on. These plots are often far from their homes, so they must leave the children at home the entire day 

in order to get produce from their farm land. Health workers surmised that children who are left at home 

are more vulnerable to malnutrition: 

There are some parents cannot who afford to feed their children on a daily basis regularly. So, it 

could be one of the reasons some go to check for something for the children to eat and all day long 

and leave the child home and they go and before they come back it is the evening time. The child is 

not eating well and the child is not taken care of and at the end the child becomes malnourished. 

These children have poor home care. (Doc. #41) 
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Most of the parents usually go on the farm and leave the children at home and return after noon 

before they decide to find food for the children (Doc. #47) 

C. Supplemental food is sold or shared 

Children who have been treated for malnutrition at the hospital often relapse when they return to 

a home environment that is marked by food insecurity. Children are given food with specific instructions 

by health workers in order to fortify them while recovering from malnutrition. However, some mothers 

reported that when they returned home, they had to divide this food among all family members of the 

household. In some cases, these foods were sold in order to meet the family’s other needs. 

If you give the child the take home food, she will share the food with the rest of the families at 

home and you will notice that the child is not getting the total amount he/she is supposed to get. 

In this case, the child will fall back to severe malnutrition again. (Doc. #47) 

When the children do not receive the supplemental food, their condition can often deteriorate. Health care 

workers report that mothers sometimes do not bring children back to the clinic when they deteriorate 

because they are ashamed that the food was sold as narrated by one health care worker: 

What we noticed about the relapse is that when they go home, the way you tell them to give the food 

they are not giving it. Some of them even sell the food because they need money because some of 

them are from a poor income family. They say if I sell few of these things given to me from the 

hospital I will be able to buy rice for us to eat, so they sell it. The quantity of RUTF the child is 

supposed to eat the child is not eating it and so the child starts to deteriorate. When the child 

deteriorates most of them say I was shame to come back to the hospital because I ate the RUTF or 

I sold the RUTF so they sit down home. (Doc. #48) 

 III. Seeking care for the malnourished child 

A. Reasons for seeking health care 

Some of the mothers that attended antenatal clinic were very receptive to the nutrition education given by 

the health workers. When they went back to their communities, they tried to encourage other mothers with 

malnourished children to go for treatment. 
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One of my friends advised me and said the way this boy is getting sick why can’t you carry him to 

clinic so you can explain it to the people that he stopped sucking because he is still small and he 

needs to continue to be sucking taytay. Go and explain it to them so they can see what they can do, 

that’s how I brought him to the clinic. (Doc. #22) 

Health workers corroborated that some of their patients are reporting to the clinic having gained 

knowledge from their peers. 

This went together with education campaigns run by community health workers. These teams 

taught women how to identify signs and symptoms of malnutrition through the use of placards showing 

what malnourished children look like.  

The community health workers are in the community creating awareness and using placards and 

some babies’ mothers that have benefited from this program along with some photos to see the 

progressions that have been made with these children. If we continue this most people will come 

to the hospital and the rate of malnutrition will reduce. (Doc. #46) 

B. Reasons for not seeking care at the hospital 

Some mothers in our sample explained that they felt ashamed to bring their children to the hospital 

because they felt they would be laughed at by their friends. Many mothers with malnourished children 

were also pregnant. They worried they would be judged for not spacing their children properly. Fearing 

judgement, they decided not to bring their malnourished children to the hospital. One health worker met a 

mother in the community who explained her fear of being stigmatized: 

 Some of them will be bold and tell you I was shame that was why I did not come earlier. 

I ask one of the mothers who child was malnourished and she uprightly told me she was shame to 

come to the hospital because she was pregnant and her child was too dry and not looking good. 

She said she was seven months pregnant and the child was less than two years. She was even crying 

when she was explaining and said she was embarrassed. (Doc. #48) 

Some of them are shame because some of them are pregnant and these children are malnourished 

and to hold that child to come to the hospital they feel ashamed that their peer group will laugh at 
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them and say oh, their child hasn’t walk and she is pregnant. That’s the reason why the child is 

being malnourished. So actually, to bring these children is not an easy thing. (Doc. #42) 

The specific physiologic signs of malnutrition in children are viewed by some in the communities 

as evidence of witchcraft. Families who read this sign believe that their child has been bewitched and will 

not seek care at the hospital because witchcraft can only be addressed by going to a traditional healer or 

“church yard.” The church yard is a sacred place where people seek prophetic healing when they believe 

an illness is not due to a “medical condition.” One health worker explains: 

There are some of them who will say no it is not hospital thing, it is witch. The child been sick 

and we were told in the church yard that the child is in witch or they are bewitching the child. So, 

going to the hospital I don’t think it will help the child. (Doc. #48) 

Health workers also explained that, in some cases, the remedy that children are given in the church 

yard can worsen their condition: 

“The first thing when the child is malnourished and the feet are swollen up and the stomach is big, 

they believe that it is food poison. It these situations sometimes they go to the extent of giving the 

child herbs. Sometimes they find herbalist that will give the child enema, and lots of herbs to drink 

that will not do the child any good.” (Doc. #44) 

4. Discussion 

Imperial legacies, structural adjustment, exploitative mining and logging companies, and enabled 

civil war are important macrosocial determinants of childhood malnutrition in Liberia. This studied aimed 

at a more granular depiction of barriers to optimal infant feeding. 

The quantitative data demonstrated that income is significantly associated with malnutrition. It 

was observed that mothers who had higher income had less malnourished children in our setting. This 

finding was also seen in other studies where those with a high family income were less susceptible to 

become malnourished as compared to those with a lower income (23, 24). 

Marital status was significantly associated with malnutrition. Interestingly, single mothers were 

less likely to have malnourished children. We explored this phenomenon in the in-depth interviews and 
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found that single mothers were more likely to have extended family support, including resources for food 

and childcare. On the other hand, married women (or those in domestic partnerships) often complained 

that their husbands had their own extended families to support, leaving little for the nuclear family. 

In addition, the findings demonstrate a strong link between literacy and malnutrition. Whereas 

there was no association between level of education and malnutrition, literate mothers were less likely to 

have malnourished children. This is a very important finding because it demonstrates that quality, not 

quantity, of education pays positive health dividends. (It is not uncommon to find secondary school 

student in rural Liberia that cannot read). Literacy leads to improve health outcomes of the family by 

making appropriate decisions. This also enhances and sustains the life of the family.  

The final variable to reach significance in our study was exclusive breastfeeding. Women 

exclusively breastfed their children were less likely to have malnourished children compared to those 

mothers who did not. This is supported in the literature by studies which show formula-fed babies in poor 

households can suffer from malnutrition due to diluting formula (to save powder) and to increase 

diarrheal illness and sepsis due to unsafe unwater (25–28). Indeed, the World Health Organization has 

recommended that exclusive breastfeeding last until six months and complementary food can then be 

added (29). 

Our qualitative findings indicate that mothers living in food insecure conditions go the extra mile 

to find work-arounds that they believe could enhance their milk production. Physiologically, mothers who 

are not sufficiently nourished are often unable to produce sufficient amounts of breastmilk (30). Women 

in our sample were aware that their lack of nutrition affected their milk production, and they sought 

innovative ways to ensure a steady milk supply. This included increasing intake of water and the 

ingestion of simple foods such as raw peanuts. Evidence suggests that increased fluid intake does not 

affect milk volume (31). While the actions of women in our study may not results in a direct increase of 

breast milk production, their efforts are an important indication of their commitment to breastfeeding their 

children. 
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Our qualitative findings demonstrated that teenage mothers were particularly at risk for having 

children who suffer from malnutrition. Our interviews indicated that these young mothers are interested in 

completing their education, and therefore leave their children with grandmothers in order to return to 

school. In other settings in sub-Saharan Africa, we see family members providing important support to 

young mothers in terms of childcare (17, 32). While mothers in our sample are investment in the long-

term wellbeing of their children by completing their degrees, they must forgo breastfeeding in order to go 

to school. These mothers are away from their children for a long period while in school without 

breastfeeding regularly, and tragically these children become malnourished because their mothers do not 

enact the knowledge of breastfeeding. This was also seen in another study where study, where school 

served as a barrier to breastfeeding. This was also seen in another study in Africa, where school served as 

a barrier to breastfeeding (33), teen mothers in this study breastfed the few days during postpartum to 

transition back to school. This make these children susceptible to other diseases and malnutrition because 

they are not getting the requisite nutrients and support from their mothers. The government should enact 

policy ensuring that adolescent mothers continue to breastfeed whilst in school to prevent and/or reduce 

the burden of malnutrition, this should commenced at the community level and scale up (34). 

Studies have shown that poverty is a major driving factor towards breastfeeding practice (35, 36). 

Liberia has GDP per capita of only 38.6 percent lives below less than 1.90 US dollars per day (37). 

Poverty also created conditions, for which obtaining food becomes a daily struggle. 

16 percent of households in Liberia experience food insecurity (38). In settings of food insecurity 

mothers cannot adhere to adequate supplementary food. This was also observed in Malawi (39) and 

similar studies in (40, 41). Thus our data reveals that poverty is associated significantly with malnutrition 

because it affects both breastmilk and supplementary food availability. This was also seen in other study 

(42). 

Our in-depth interviews suggest that women give complementary food to their infants before the 

recommended period. Studies have found that giving complementary food before the recommended time, 
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causes the child to be exposed to early infections and disease like pneumonia and diarrhea and neonatal 

sepsis (25–28). 

Our findings suggests that despite health care messaging provided at the clinics, mothers continue 

to feed their children supplementary food to meet the demands of the child. Poverty has created 

conditions in which breastmilk itself in the first few months of life cannot be produced in sufficient 

enough amounts to satisfy the infants demands. supplementary feeding as a response to poor breast milk 

production were also observed in other study (42). 

Our interviews also suggest that peer influence and advice is an important determinant for 

whether children experiencing malnutrition will receive clinical care. Our study found that women in the 

community who had received educational messages about childhood malnutrition were able to identify 

malnourished children in their own communities, and encourage mothers to take their children to health 

facilities for proper care. A study in developing countries (43) demonstrated that trained peer counselors 

played an important role in disseminating accurate information about malnutrition to their communities. 

Instituting formal training for peer counselors could strengthen the positive effects of peer referrals 

identified by our qualitative data. 

Community health workers have devised useful education schemes in working with mothers in 

the communities. In addition to peers being an important avenue for identifying malnutrition cases and 

referring to care, our study found that community health workers also played an effective role in 

educating women on the signs and symptoms of malnutrition. In other studies, the community health 

workers along with the health care workers work with the clients in delivering educational messages to 

improve the nutrition outcomes of these malnourished children (43, 44). Interestingly, in our study, 

community health workers formulated education messages that included the success stories of women in 

the communities. These community health workers were, in fact leveraging the importance of peers in 

creating effective messages that helped mothers identified signs of malnourishment, and encouraged them 

to seek care at the hospital.  
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Another significant finding from our qualitative data is that women in these communities often 

elect to forgo breastfeeding during the first hours after a child’s birth in an effort to avoid ingestion of 

colostrum. The World Health Organization promotes breastfeeding within the first hours after birth to 

ensure that newborns benefit from colostrum, which provides important vitamins and minerals, and 

transmits immunity from mother to child (45, 46). In contrast to these recommendations women in our 

study reported concern that colostrum presented a health risk to the developing child. In an effort to shield 

their child from these negative effects, women in the community delayed the initiation of breastfeeding. 

The association of colostrum as a “dirty” “heavy” or “toxic” substance has been noted in other contexts 

(47, 48). Negative perceptions of colostrum have been linked elsewhere with delayed initiation of 

breastfeeding (49, 50). 

In our study it was seen that some mothers learned about the importance of colostrum form 

workshops and spot messages on the radio. These media improve the knowledge, attitudes and practices 

of some mothers, but there are still more awareness that need to be instituted. This was also seen in 

another study a low in come setting in Africa (51) 

Our data also indicates that, there is a sense of shame associated with having a child who is 

malnourished. This was especially acute in mothers who were pregnant. Stigma associated with 

malnutrition prevented some mothers in our sample from seeking care for their child at a health facility. 

In conditions of scarcity and food insecurity, structural conditions often prevent mothers from being able 

to provide adequate nutrition to their children. Nonetheless, shame has come to be associated with a 

mother’s inability to provide nutrition to her children. While not systematically documented, this 

association between malnutrition and shame has been observed in other settings of poverty (52). 

Stigmatization as a causative agent of not seeking care for malnutrition has been reported in other low 

income settings in Africa (53, 54). This shame is often reproduced during nutrition education campaigns 

that often exaggerate the agency of the mothers and conceptualize malnutrition as caused by the lack of 

knowledge or incorrect feeding practices (55). 
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Finally, our qualitative results indicated that women in this community often seek care for their 

malnourished children at non-medical institutions such as the Church. Traditional healers and church yard 

prophets often provide first line care for these malnourished children. Health care workers in our study 

noted that the types of services provided by these healers were sometimes detrimental to the care and 

survival of these malnourished young children. In other low-income settings, traditional healers have been 

formally incorporated into the referral system (56, 57). 

Traditional healers were trained to identify signs of malnutrition, and rather than accept these 

clients into their practice, they referred parents and the affected child to the hospital for care. Our data 

indicates that traditional healers and Churchyard prophets are often the first point contact in parents’ care 

seeking trajectories. Maryland County could benefit from a similar program that acknowledges the 

importance of these healers in the care-seeking process, and then formally incorporates them into the 

system of hospital referrals. 

5. Limitations 

The study was conducted at two health facilities in Maryland County and used a convenience 

sample. Therefore, the findings may not be generalizable to the entire rural population.  

6. Conclusions 
 

Our study demonstrates that there is an urgent need to develop malnutrition programs that 

comprehensively address issues of poverty and food insecurity. While most interventions focus on 

providing education on feeding practices to mothers, our study shows that most of the mothers knew 

adequately the right feeding regimen. However structural forces prevent them to adequately feed their 

children.  

Scale up of food supplementation and malnutrition treatment programs using community based 

delivery strategies could improve malnutrition in our setting.  

To meaningfully address the problem of malnutrition in this community, the structural factors 

must be addressed.  
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Appendix I 
 
The Risk of Understanding Malnutrition in Children aged 0-24 months in Maryland County, Liberia 
                   Quantitative survey: 
     1. City             2. Date of Birth 

� Harper           _____\ ________ 
� Pleebo           month  year- 4 digit 

 
 3.   Marital Status                                              

� Married                               
� Widow                                
� Divorce                                
� Separated                              
� Never Married                          
� Domestic partnership                     
� Others 

 
  4.   Education Level 

� Never been to school 
� Elementary level 
� Junior High level 
� Senior High level 
� High School graduate 
� Some college education 
� Others 

 
  5.   Employment Status 

� Petit trader 
� Marketer 
� Farmer 
� Housewife 
� Laborer 
� Government employee 
� NGO employee 
� Unemployed 
� Others _______________________ 

 
 

 
6.  Wealth Index/ Salary 

� $50 to $75 
� $76 to $100 
� $101 to $125 
� $126 to $150 
� $151 to $175 
� $176 to $200 
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� $201 to $225 
� $226 to $250 
� $250 to $300 
� Others ___________________ 

 
           7.  Gender of the child 

� Male 
� Female 

 
         8. Age of the child 

� 1 to 3 months 
� 4 to 6 months 
� 7 to 9 months 
� 10 to 12 months 
� 13 to 18 months 
� 19 to 24 months 
� 24 months and above 
� Others ____________ 

   
   9. Are you currently breastfeeding? 

� Yes 
� No 

 
   If No, go to question 10 
 
   10. How long have you been breastfeeding? 

� 1 to 3 months 
� 4 to 6 months 
� 7 to 9 months 
� 10 to 12 months 
� 13 to 18 months 
� 19 to 24 months 
� 24 months and above 
� Others __________________ 

  
        11.  At what age did you wean the baby (baby`s age)? 

� 1 to 3 months 
� 4 to 6 months 
� 7 to 9 months 
� 10 to 12 months 
� 13 to 18 months 
� 19 to 24 months 
� 24 months and above 
� Others ___________ 

    
   12. When did you start to breast feed your baby? 

� Immediately after birth 
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� Within the first 2 hours after birth 
� More than 2 hours of birth 
� On the second day after birth 
� Cannot remember 
� Other 

 
   13. Did you receive information about breastfeeding? 

� Yes 
� No 

 
  14. How often do you breastfeed daily? 

� Less than 6 to 8 times 
� 6 to 8 times 
� More than 8 times 
� As often as the baby wants 
� Others _____________ 

 
   15. Length of time of each breastfeeding 

� Less than half an hour 
� More than half an hour 
� I don`t count 
� breastfeeding when asleep 
� Others 

 
 
 
 
   16. Do you carry out exclusive breastfeeding? 

� Yes 
� No 
� Others 

 
   17. Do you give baby supplement other than milk? 

� Rarely 
� Sometimes 
� Often 
� Most of the time 

 
   18. How long do you intend to breastfeed 

� 1 to 3 months 
� 3 to 5 months 
� 6 months 
� 7 to 12 months 
� 13 to 18 months 
� 19 to 24 months 
� Others __________ 
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Appendix II 
 

Mother’s Interview Guide 
 

Hello, I am Odell Kumeh, a student from the Harvard Medical school, from the Department of 
Global Health and social Medicine. I am doing a research study on malnutrition in Maryland 
County affecting children especially those between 0-24 months. All information obtained will 
be confidential and not made known to anyone outside of the study. Thanks for accepting to go 
through the interview. 
 
Today I would like to speak to you about your most recent pregnancy.  
 
1. Can you tell me about the care you received during your most recent pregnancy?  
   Ask follow-up question: why did they choose that kind of care? 
 
2. If yes to antenatal clinic: 
   

a.  Can you tell me what you learned about how to care for yourself while pregnant? 
Were you able to do that/How did that go for you? 

b. What did you learn about how to care about your baby? Were you able to do 
that/How did that go for you? 

c. Did you learn about pregnancy and baby care from anyone else?  
d. Was food given to you during the visit? What do you think about that? 

 
 If No to antenatal clinic:      

b. Describe the care you received outside of the clinic. 
c. How did you learn about self-care during pregnancy? 
d. How did you learn about how to care about for your baby? 
 

3. Can you describe for me how you ate during your pregnancy? Walk me through a typical day 
and how you ate. What influences what you ate? 
 
4. Tell me about whether your family has enough to eat.  
   How is food apportioned in your family? 
 
5. Are you breastfeeding? Determine YES, DISCONTINUED or NEVER. 

 
If YES: 
 

       5a. How has breastfeeding been going for you?  
5b. How did you make the choice to breastfeed? 
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5c. What do you like the most about it? 
 

 5d. What has been the biggest challenge? How do you overcome that? 
5e. How do you feel when you breastfeed your child? 
5f. How do you think your child`s health is doing with breastfeeding? How do you know 
that? 
5g. How long do you plan on breastfeeding? Why that long? 
 
 

If DISCONTINUED: 
 

What led you to stop? Probe for how she felt about stopping. 
How has it been going for your baby since you stopped? How can you tell/how do you 
know that? 
How did you make the choice to breastfeed? 
What did you like the most about it? 

 What was your biggest challenge? How do you overcome that? 
How did you feel when you breastfeed your child? 
How was your child’s health doing while breastfeeding? How do you know that? 
 
 

If NEVER breastfed: 
 
 Why did you not breast feed your child? How did you make that choice? 

Describe for me how you fed your child. 
How do you think your child’s health is doing with that kind of feeding? How can you  
tell/assess that? 
 

6.   Have you introduced food to your baby’s diet? 
a. If yes, tell me how did it go? Probe for: 

a. Kinds of food 
b. When initiated food (At what month you started giving food)? 
c. Whether continued breastfeed while giving baby food. 

 
 

b. If no, tell me about plans for introducing food to your baby. 
 

a. When you intend to start giving food and why at that time? 
b. What kind of starting food and why? 
c. If plan to continue breastfeeding what food are you planning to give the baby? 
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7.  In your opinion, what does breasting do for children? 
 
8.   How does your family view breastfeeding? How about your community? Can you give me an 
example of that? 
 
9.   Tell me the kind of work you do. What does that mean for how you feed your child? 
 
 
10.  Based on this experience, will you breastfeed other children of yours? 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
  



 

36 
 

Appendix III 
 

Health Workers’ Interview Guide 
 
Understanding the Risk of Malnutrition in Children aged 0-24 months in Maryland County, 
 
 
Hello, I am Odell Kumeh, a student from the Harvard Medical school, from the Department of 
Global Health and social Medicine. I am doing a research study on malnutrition in Maryland 
County affecting children especially those between 0-24 months. All information obtained will 
be confidential and not made known to anyone outside of the study. Thanks for accepting to go 
through the interview. 
 
Today I would like to speak to you about child malnutrition in Maryland County. 
 
1. Do you think child malnutrition is a problem in Maryland County? 
 Why? 
 
2.  How much have you seen?  
2a. How often do you see them? 
 
3.  Where did you see these malnourished Children? 
3a. What did you tell their parents after you saw them? 
3b. What was the parent’s reaction? 
3c. Did they come to the hospital/ health center immediately? 
 
4. Do mothers/ caregivers voluntarily take their malnutrition children to the hospital/ health 
center? If yes, how often? If Why don’t they? 
 
5. What do you think are the causes? 
 -Probe food security, breastfeeding issues, witchcraft, etc. 
 
6.  How do you counsel women about breastfeeding? 
 
7. What are the outcomes of those children? 
 
8. What kinds of treatment are given to them? 
 
9. Are there any set criteria for admission? Probe, what are the criteria? 
 



 

37 
 

10. What are the criteria for discharge 
 
 
11. How can we help families reduce malnutrition? 

 
 
	
 


