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Abstract
Background: Family’s ability to care for children with

avoidant restrictive food intake disorder (ARFID) is a central indi-
cator in preventing the children from worse nutritional disorders.
Environmental factor, child factor, caregiving behavioral systems,
and beliefs can improve the family’s ability to care for children.
The aim of this research was to analyze the effect of environmen-
tal factor, child factor, caregiving behavioral systems, and beliefs
on the family’s ability to care for children with ARFID.

Design and Methods: This cross-sectional research was car-
ried out on 245 families with children suffering from ARFID in
Malang Regency, in the working area of the Health Office of
Malang Regency. The population of this research was families
with children suffering from ARFID within the working area of
the Health Office of Malang Regency. The research sample size
was computed using the rule of thumb in structural equation mod-
eling (SEM), the sample size used was 245.

Results: Results showed that the family’s ability to care for
children with ARFID was highly influenced by the caregiver’s
belief (t = 21.796; β = 0.713). Caregiver’s belief became a domi-
nant factor in the promotion of the family’s ability to care for chil-
dren with ARFID. A caregiver’s belief was influenced by his/her
behavior.

Conclusions: It was concluded that the caregiver’s belief
serves as a primary factor in the promotion of the family’s ability
to care for children with ARFID. A caregiver’s behavior holds a
prominent role in influencing his/her belief in providing care for
children suffering from ARFID.

Introduction
Nutritional issues in children remain a major problem in

developing countries. Low-income countries will be at risk of
65% under-fives experiencing growth and developmental disor-

ders due to undernutrition and over nutrition.1 One of the nutri-
tional problems encountered in under-fives is avoidant restrictive
food intake disorder (ARFID).2 ARFID is a new term illustrating
feeding disorders in infants and toddlers with the characteristics
refusing eating, poor eating schedule, low eating skills inappropri-
ate to child developmental phase, lack of interest in eating, avoid-
ance based on the sensory characteristics of food (foods appear-
ance, aroma, and flavor), fear arising when eating like dysphagia,
and fear of swallowing food.3

Children struggling with ARFID will experience disturbances
to their growth and development. They will undergo stunting and
wasting.4 Indonesia is going through fluctuating and upward
trends of stunting within the period 2007-2010. This is as demon-
strated by Indonesia’s stunting data: 36.8% in 2007, 25.6% in
2010, and 37.2% in 2013.5 The problem of difficulty eating in
children is affected to a high degree by family factors, especially
mother-child dysfunctional interactions, environmental and socio-
cultural influences, and psychological tension.6 Johnson’s behav-
ioral system model (JBSM) describes patients, in this case care-
givers, as a behavioral system that is composed of complex sub-
systems: affiliative, dependence, ingestive, eliminative, sexual,
aggressive, and achievement.7 One of the determinants of the
imprinting of good eating behavior by mothers in their children is
belief. The belief concept in the health belief model (HBM) can be
used to determine mother’s belief in taking disease-preventing
actions and carrying out health-promoting activities and to shed
light on why a mother changes or maintains specific health behav-
iours.8

This study was aimed at analyzing the simultaneous effect of
environmental factor, child factor, belief, and mother’s behavior
system on family’s ability to care for children with ARFID. The
results of this research will be useful for the fostering of family’s
ability to provide care for children with ARFID. Improved fami-
ly’s ability to provide care for children with ARFID will prevent
nutritional disorders in children like stunting and wasting.

The relationship between factors that influence family’s abili-
ty to care for children with ARFID and the nutritional status of
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Significance for public health

The results of this research will be useful for the fostering of family’s ability to provide care for children with ARFID. Improved family’s ability to provide care
for children with ARFID will prevent nutritional disorders in children like stunting and wasting.
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children with ARFID can be seen in this research’s conceptual
framework below (Figure 1).

Design
The research used a cross-sectional design with surveys by

structural equation modelling (SEM) to investigate the effects of
caregiving behavioral system (CBS) through individual belief (IB)
on family’s ability (FA) and child nutrition (CN), where CBS
served as a mediating factor in the relationships between environ-
mental factor (EF) and IB and between child factor (CF) and IB.

Participants
The population of this research was families with children suf-

fering from ARFID within the working area of the Health Office of
Malang Regency. The research sample size was computed using
the rule of thumb in structural equation modelling (SEM), i.e., the
number of parameters estimated was multiplied by 5 or 10. The
number of parameters was identified from the indicators and struc-
tures. There were 21 indicators, making the total number of indica-
tors estimated 42 (21×2=42), while the number of structures esti-
mated was 7. The total number of parameters estimated was 49
(42+7 = 49), and, thus, the sample size used was 245 (5×49=245).

Public Health Center (Puskesmas)
Some puskesmas were selected by the simple random sampling

technique by randomly choosing three from five puskesmas in the
working area of the Health Office of Malang Regency. The
puskesmas selected were Puskesmas Karangploso, Singosari, and
Ardimulyo.

Integrated Services Post (Posyandu) 
Some posyandu were selected by the proportionate random

sampling technique from three puskesmas of choice. The
researchers needed 20% of the posyandu in each of the operating
areas of the puskesmas of choice. Puskesmas Karangploso’s area
had 71 posyandu, Puskesmas Singosari’s area 95 posyandu, and
Puskesmas Ardimulyo’s area 65 posyandu. Hence, the numbers of
posyandu in the operating areas of Puskesmas Karangploso,
Puskesmas Singosari, and Puskesmas Ardimulyo were 14, 19, and
13, respectively. The total number of posyandu enrolled sample
was 46.

Family 
As many as 246 families with children suffering from ARFID

were selected by the simple random sampling technique from the
24 posyandu in the operating areas of the three selected puskesmas.
The family inclusion criterion was mothers being the main care-

givers for children with ARFID. The characteristics of children
with ARFID used in this research were having ARFID, aged below
five years, having no chronic diseases, having no congenital
defects in the digestive tract, and avoiding food due to sensory
stimuli (food appearance, aroma, and flavour).

Data collection

Questionnaires
The data in this research were collected using questionnaires

which integrated the parent child interaction model (PCIM),
JBSM, and HBM theories. Participants filled out the question-
naires within the agreed upon period. The questionnaires measured
the variables researched, namely EF (environmental factor), CF
(child factor), CBS (caregiving behavioural system), IB (individ-
ual belief), FA (family’s ability), and CN (child nutrition). The
measurement tools are be developed by our self. 

Environmental factor questionnaire
Environmental factor (EF) was measured using a questionnaire

consisting of three indicators, namely physical environment (4
items), father closeness (7 items), and parents’ cooperation (8
items). Scoring was based on a Likert scale anchored by 1 (never)
to 5 (always). The maximum and minimum scores were 19 and 95,
respectively. 

Child factor questionnaire
Child factor (CF) was measured using a questionnaire consist-

ing of two indicators, namely temperament and adaptability. The
child temperament items were adopted from the Temperament
Assessment Scale for Children (8 items), and the child adaptability
items were adopted from the Child Behaviour Checklist (16 items).
Scoring was based on a Likert scale anchored by 0 (never) to 2
(sometimes). The maximum and minimum score were 0 and 24,
respectively.

Caregiving behavioral system questionnaire
Caregiving behavioral system (CBS) was measured using a

questionnaire consisting of seven indicators, namely attachment-
affiliative (7 items), dependency (6 items), ingestive (13 items),
eliminative (3 items), sexual (10 items), achievement (3 items),
and aggressive/protective (5 items). Items 3 and 4 in the depend-
ency indicator, items 4-8 and 10-12 in the ingestive indicator, and
an item in the eliminative indicator were scored inversely. The sex-
ual indicator items were adopted from the Female Sexual Function
Index (FSFI). Scoring was based on a Likert scale anchored by 1
(never) to 5 (always). 

Individual belief questionnaire
Individual belief (IB) was measured using a questionnaire con-

sisting of five indicators, namely perceived susceptibility (4
items), perceived severity (11 items), perceived benefits (10
items), perceived barriers (7 items), and self-efficacy (7 items).
Scoring was based on a Likert scale anchored by 1 (never) to 5
(always). 

Family’s ability questionnaire 
Family’s ability (FA) refers to family’s ability to care for chil-

dren with AFRID. Measurement of this variable was conducted
using a questionnaire consisting of two indicators, namely ability
to manage eating disorders (9 items) and ability in promotive
behavior (11 items). Scoring was based on a Likert scale anchored
by 1 (never) to 5 (always).

                            Article

Figure 1. Research conceptual framework. EF, environmental fac-
tor; CF, child factor; CBS, caregiving behavioral system; IB, indi-
vidual belief; FA, family’s ability; CN, child nutrition. 
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Child nutrition questionnaire
Child nutrition (CN) was anthropometrically measured based

on WHO’s standard of 2005. The indices used included the weight-
for-age index (BW/A) (Z-score classification: extremely under-
weight = <-3.0 SD; underweight = -3 SD to <-2.0 SD; normal = -
2 SD to +2 SD; overweight = >+2 SD)), the height-for-age index
(BH/A) (Z-score classification: extremely stunted = <-3.0 SD;
stunted = -3 SD to <-2.0 SD; normal = -2 SD to +2 SD; lanky = >2
SD), and the weight-for-height (BW/BH) (Z-score BW/BH:
extremely wasted = <-3.0 SD; wasted = -3 SD to <-2.0 SD; normal
= -2 SD to 2 SD; obese => 2 SD).

Questionnaires validity and reliability testing
Validity and reliability tests of the five questionnaires were

performed on 25 mother participants with children who struggled
with ARFID. The validity for EF, CF, CBS, IB, and FA were
reported as 0.60, 0.54, 0.58, 0.67, and 0.68, respectively. The
Cronbach’s alpha was used to assess reliability. The Cronbach’s
alpha coefficients for EF, CF, CBS, IB, and FA ware reported as
0.61, 0.80, 0.69, 0.75, and 0.86, respectively.

Data collection procedure
The study has conducted in the early week of August 2018

until the end of February 2019. Questionnaires were distributed by
the research staff to every mother of child with ARFID at her
home. The questionnaires filled out in complete by the mothers
were returned to the research staff, who later submitted the filled-
out questionnaires to the researchers. The whole data collection
process took two months to complete.

Data analysis
The model testing in this research used the partial least

squares-structural equation modelling (PLS-SEM), which is a
regression technique that explores the linear relationship between
some independent variables and one or more dependent variables.9
Given that the primary assumption for the SEM data analysis was
that the data were normally distributed, a Kolmogorov-Smirnov
test was performed (Table 1). The data analysis used the SPSS v.
22 software to describe the demographic variable. The mean and
standard deviation values of the independent variables were ana-
lyzed using the PLS v. 2 software.

Results

Demographic characteristics of mother participants
with children suffering from ARFID

The average age of the mothers was 30.2±6.1 years. Most of
the mothers were senior high school graduates (36.3%) and were
unemployed (77.6%). A larger portion of the mothers came from
families with monthly income of Rp 1-2 million (51.4%) and fam-
ilies with only one child (42.4%). The average age of the children
was 2.1±1.1 years. There were more female than male children
(55.1% vs. 44.9%). The majority of the children were of normal
nutritional status based on the BW/A (8.4%), BH/A (60.8%), and
BW/BH (76.7%) indices, although nutritional disorders in the form
of stunting and wasting were also identified (35.9% and 12.3%,
respectively) (Table 2). 

Measurement model
For data analysis using the SEM-PLS, the measurement and

structural model fit should be first examined to ensure their utility.
The measurement model shows how manifest or observed variables
represent latent variables to measure. The structural model is used to
analyze the path between exogenous latent constructs (independent
variables) and endogenous ones (dependent variables).10
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Table 1. Kolmogorov-Smirnov test for research variables.

Variables              Test statistic                                    p-value

EF                                            0.036                                                            0.200
CF                                            0.052                                                            0.200
CBS                                         0.057                                                            0.060
IB                                             0.034                                                            0.200
FA                                            0.030                                                            0.200
CN                                           0.041                                                            0.200

Table 2. Demographic characteristics of the participants.

Demographic characteristics            n                           %

Mothers’ ages (years)                                                                               
            17–25                                                        61                                24.9
            26–35                                                       139                               56.7
            36–45                                                        45                                18.4
Mothers’ education                                                                                    
            Primary education                                 50                                20.4
            Lower secondary education                75                                30.6
            Upper secondary education                89                                36.3
            Tertiary education                                 31                                12.7
Mothers’ occupational statuses                                                              
            Employed                                                 55                                22.4
            Unemployed                                           190                               77.6
Family income                                                                                             
            >Rp 2 million                                          63                                25.7
            Rp 1–2 million                                       126                               51.4
            <Rp1 million                                           56                                22.9
Number of children                                                                                    
            1                                                                104                               42.4
            2                                                                 97                                39.6
            3                                                                 36                                14.7
            4                                                                  7                                  2.9
            5                                                                  1                                  0.4
Children’s ages (years)                                                                             
            ≤3                                                            177                               72.2
            >3–5                                                         68                                27.8
Children’s genders                                                                                     
            Male                                                        110                               44.9
            Female                                                    135                               55.1
Body weight for age index (BW/A)                                                          
            Overweight                                               2                                  0.8
            Normal weight                                       197                               80.4
            Underweight                                           39                                15.9
            Extremely underweight                         7                                  2.9
Body height for age index (BH/A)                                                           
            Lanky                                                          8                                  3.3
            Normal                                                    149                               60.8
            Stunted                                                    38                                15.5
            Extremely stunted                                 50                                20.4
Body weight for body height index (BW/BH)                                       
            Obese                                                       27                                  11
            Normal                                                    188                               76.7
            Wasted                                                     23                                 9.4
            Extremely wasted                                   7                                  2.9
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Indicator reliability
Indicator reliability reflects which indicators are fit in a latent

construct. Reliability was calculated using factor loading by drawing
correlations between constructs and indicators. Based on the rule of
thumb, the factor loading for research of exploratory nature is any-
thing between 0.4 and 0.7. In this research, the factor loading used
was equal to or higher than 0.5. Indicators scoring below 0.5 would
be dropped from the modelling. The reliability scores of the indica-
tors forming this research’s constructs can be seen in Table 3.

Construct reliability
For measuring the construct reliability, Cronbach’s alpha and

composite reliability coefficients were used. Composite reliability
coefficients beyond 0.7 indicate internal consistency within a
measurement model. For EC, CF, CBS, IB, FA, and CN, the com-
posite reliability coefficients were 0.917, 1.000, 0.794, 0.850,
0.937, and 0.794, respectively. Therefore, the reliability of all vari-
ables was confirmed (Table 4).

Convergent validity
Convergent validity is a measure of the model fit. Average

variance extracted (AVE) is used to measure the amount of the
variance captured by constructs in comparison to the variance
caused by measurement errors. AVE values should at least be 0.5.
These values describe adequate convergent validity, which means

that one latent variable is able to explain more than half of the vari-
ance of indicators in average. In this research, the AVE of EF, CF,
CBS, IB, FA, and CN were 0.847, 1.000, 0.437, 0.739, 0.882, and
0.614, respectively (Table 2).

Discriminant validity
Discriminant validity concerns with the principle that meas-

ures (manifest variables) of different constructs should have no
significant correlation. To test the discriminant validity, the square
root of AVE for every construct is compared with the correlation
coefficient between construct in a model.10 The results of the dis-
criminant validity testing in this research can be seen in Table 4.

Structural model
In the present study, to see the structural model fit, significant

coefficients (t-value), coefficients of determination or R2, cross-
validated redundancy measure or Q2, effect size or F2, and good-
ness of fit or GOF were used.10

Significant coefficients (t-value)
The basic criteria used to measure the relationship between

constructs were significant coefficients (Z or t-value). The value
used as a reference was a T-table value (1.96). An exogenous factor
will be declared as influencing an endogenous factor if the T-sta-
tistics is higher than the T-table 1.96 at error tolerance (α) of 5%
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Table 3. Factor loading for the measurement model.

Variable                                                                                      Factor loading                   Significant coefficient                       Result

EF                               Father involvement                                                                     0.921                                                       68.499                                                   Valid
                                    Parents’ cooperation                                                                  0.913                                                       51.889                                                   Valid
CF                               Adaptability                                                                                    0.997                                                                                                                     Valid
CBS                             Affiliative                                                                                        0.668                                                       10.990                                                   Valid
                                    Dependence                                                                                 0.611                                                        8.462                                                    Valid
                                    Ingestive                                                                                        0.514                                                        7.112                                                    Valid
                                    Aggressive                                                                                     0.740                                                       15.953                                                   Valid
                                    Achievement                                                                                 0.656                                                       13.157                                                   Valid
IB                                Perceived advantage                                                                   0.893                                                       64.142                                                   Valid
                                    Self-efficacy                                                                                  0.791                                                       28.473                                                   Valid
FA                                Managing eating disorder                                                          0.941                                                       95.912                                                   Valid
                                    Demonstrating promotive behavior                                        0.938                                                       89.688                                                   Valid
CN                               BW/A index                                                                                    0.471                                                        1.629                                                    Valid
                                    BH/A index                                                                                     0.976                                                        3.831                                                    Valid

Table 4. Indicators of measurement and the structure model.

Variable              Average        Cronbach’s          Composite             R2                                                                   Correlation of constructs
                           Variance            Alpha              Reliability 
                          Extracted                                        (CR)
                             (AVE)                                                                      
                                                                                                                                             (1)           (2)          (3)          (4)          (5)        (6)

EF (1)                             0.847                       0.820                           0.917                                                                0.920                                                                                               
CF (2)                             1.000                       1.000                           1.000                                                               -0.210               1                                                                             
CBS (3)                           0.437                       0.676                           0.794                      0.271                                 0.520           -0.128          0.661                                                      
IB (4)                              0.739                       0.650                           0.850                      0.322                                 0.296            0.024          0.559           0.860                                 
FA (5)                              0.882                       0.866                           0.937                      0.509                                 0.409           -0.029          0.555           0.713           0.939             
CN (6)                             0.614                       0.467                           0.747                      0.016                                 0.140           -0.089          0.056           0.077           0.127         0.783



and 1.65 at error tolerance (α) of 10%. The significance test result
of the structural model (inner model) can be seen in Table 5 and
Figure 2.

Coefficient of determination (R2)
R-squared (R2) as the predictive power of endogenous con-

structs stands anywhere between 0 and 1. An R-squared value of
0.67 is considered strong, 0.33 moderate, and 0.19 weak.10 From
this study it was found that CBS was able to predict IB and FA
moderately (R2 of 0.322 and 0.509, respectively). CBS was also
able to predict CN weakly with R2 = 0.016. These values suggest
that the model was fit (Table 5, Figure 3).

Cross-validated redundancy measure (CV-Red)
The Q2 or CV-Red is used to see the predictive relevance of the

research model. A Q2 value greater than zero means that the model
has predictive relevance.10 To calculate the Q2 in this research, the
following formula was used.

Q2 = 1- (1 - R12 )(1 - R22 )……(1 - Rp2 )…  
Q2 = 1 - (1 - 0.509)(1 - 0.322)(1 - 0.016)(1 - 0.271)
Q2 = 0.761

Effect size (F2)
F2 is used to determine the strength of the relationship between

structural models and to indicate the predictive relation between
exogenous and endogenous constructs. F2 values of 0.02, 0.15, and
0.35 suggest low, moderate, and high effects, respectively. The
effects of EF on CBS in this research had a value of 0.516 (high),
CBS on IB 0.558 (high), IB on FA 0.713 (high), and FA on CN
0.127 (moderate) (Figure 3).

Goodness of fit (GoF)
GoF is used to evaluate the measurement and structural mod-

els, and it provides simple measurement of all models’ predic-
tion.10 GoF indices of 0.01, 0.25, and 0.35 describe low, moderate,
and strong fit, respectively. To calculate the GoF index in this
research, the following formula was used: 

Calculated using the formula above, the GoF index was found
to be 0.458. This shows that the model fit was strong.

Hypothesis testing
Significant coefficient and t-value were used to determine the

between-variable relationship as shown in Table 4 and Figures 2
and 3. EF significantly influenced CBS (t = 8.002; β = 0.516), CF
did not significantly influence CBS (t = 0.285; β = -0.019), CBS
significantly influenced IB (t = 8.513; β = 0.558), EF did not sig-
nificantly influence IB (t = 0.401; β = 0.027), CF significantly
influenced IB (t = 1.933; β = 0.101), IB significantly influenced FA
(t = 21.796; β = 0.713), and FA significantly influenced CN (t =
1.693; β = 0.127).

Discussion
The present research yielded a number of findings. First, envi-

ronmental factor had a positive effect on caregiving behavioral
system, and destructive environmental factor had a negative one.
Too strong environmental factor influence will be detrimental to
behavior system and threaten one’s stability. When the environ-
ment is stable, an individual will be enabled to develop good
behavior. The way an individual behaves is influenced by his/her
interactions with someone else in his/her environment. One’s
behavioral characteristics when seeking health information will be
determined by his/her desire to control his/her health and by
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Figure 2. T-value for an estimate path coefficient meaningful in
model. EF, environmental factor; CF, child factor; CBS, caregiv-
ing behavioral system; IB, individual belief; FA, family’s ability;
CN, child nutrition. 

Figure 3. Structural research model in the standard estimation
mode. EF, environmental factor; CF, child factor; CBS, caregiving
behavioral system; IB, individual belief; FA, family’s ability; CN,
child nutrition. 

Table 5. Result for the study paths.

Paths                       Β                      t-value                Result

EF to CBS                     0.516                            8.002*                    Significant
CF to CBS                     -0.019                           0.285*                Non significant
CBS to IB                      0.558                            8.513*                    Significant
EF to IB                         0.027                            0.401*                Non significant
CF to IB                         0.101                            1.933°                    Significant
IB to FA                          0.713                           21.796*                   Significant
FA to CN                        0.127                            1.693°                    Significant
*p≤0.05; °p≤0.10.
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his/her awareness of environmental factor.11 His/her success in
health education will also depend largely on environmental fac-
tor.12 Based on the sociological model, parent’s attitude, beliefs,
norms, and behavior are formed out of social and environmental
factors in a home setting. The environment has a role in influenc-
ing one’s decisions on which actions to be taken.13 Differences in
social environments and home situations contributes to differences
in eating behavior and food intake. The environment can be a trig-
ger of the high food intake and the high responsive behavior of
mothers to their children.14

Second, child factor influenced caregiver’s belief. The reason
is that poor child conditions like health problems, child anxiety,
and difficulties adapting can influence parent’s belief. Parent’s
belief is linked to children’s level of anxiety15 and health problem
prognosis. It was reported by a separate study that parent’s belief
is affected by the severity of children’s conditions. Parent’s belief
also has a link to children’s adaptability.16 The Barriers to
Treatment Model theory states that child problems will influence
stress levels and set impediments to parent’s actions, for example
impediments to participation and perception on the actions needed
to care for children.17

Third, caregiving behavioral system influenced belief.
Caregiving behavioral system refers to mothers’ behavioral and
personal characteristics that will shape their beliefs. This reflects
the five foundational dimensions explained in the fife-factor model
(FFM): openness to experience (fantasies, aesthetics, feelings,
actions, ideas, values), conscientiousness (competencies, order,
obedience, efforts for achievement, self-discipline, freedom),
extraversion (warmth, friendliness, firmness, activities, pleasure
seeking, positive emotions), agreeableness (belief, straightfor-
wardness, altruism, submissiveness, politeness, modesty, gentle
mind), and neuroticism (emotional stability, anxiety, hostility,
depression, self-consciousness, impulsiveness, vulnerability).18

There are two factors that explain health behavior in HBM, namely
perception on health threats and perception on specific behavior to
reduce and eliminate threats. Perception on threats is strongly
influenced by personal belief about vulnerability. Previous
research shows that mother’s behavior in eating activities has an
effect on child’s eating pattern. Parent’s feeding practices include
activities related to provision and socialization of food (e.g., teach-
ing appropriate eating manners and habits). This is used by care-
givers to manage children’s food intake in terms of what, when,
and how much children should eat.19

Fourth, strengthened caregiver’s belief would improve fami-
ly’s ability to care for children with ARFID. This is in line with the
health belief model (HBM) theory, stating that strong individual
belief determines which actions to take. HBM is a socio-psycho-
logical model that describes and predicts health behaviors with a
focus on individual attitudes and beliefs. According to this model,
an individual will tend to engage health behavior more if he/she is
feeling vulnerable to certain health problems. He/she adopts health
behavior when they feel that health behavior benefits are more
favorable than the bother of adopting protective behaviour.20

Motivation for protection results from perceived threats and the
urge to avoid potential negative outcomes.

Fifth, individual belief about health problems and preventive
behavior played a key role in facilitating or inhibiting health-pro-
moting behavior. Weak belief contributes to failure to find health
service due to inadequate perceived control over health. Another

research study showed that mother’s belief is related to feeding
patterns and children’s body weight status.21 Belief of good cate-
gory and the highest value is determined by the indicator self-effi-
cacy. This suggests that self-efficacy is a pivotal part of mother’s
belief formation in providing care for children with ARFID. It was
proven by an earlier study that mothers’ low self-efficacy is corre-
lated with their low ability to deal with difficult eating disorders in
children. Mothers with low self-efficacy will suffer from depres-
sion. This will subsequently affect the optimal child feeding prac-
tice. 

Sixth, belief also influenced family’s ability to care for chil-
dren with ARFID. The reason is that belief serves as a predictor for
taking protective actions against the threats of health problems,
including ARFID. Besides, belief also dictates one’s disease-pre-
venting actions and health-promoting activities. This explains why
an individual changes or maintains specific health behaviors and
why he/she fails to participate in activities that are aimed to detect
and prevent diseases and predict his/her actions in prevention,
screening, and control over ill conditions.

Seventh, improved caregiver’s ability to care for children with
ARFID, in this case the ability to manage children’s eating sched-
ule, would also improve children’s nutritional status. Nutritional
program support in family and at school can improve children’s
diet and nutritional status.22 Parents’ concern with children’s body
weight status (overweight or underweight) is predicted to be relat-
ed to negative/sub-nutritional feeding.23

Lastly, environmental factor was found not to directly affect
caregiver’s belief as caregiver’s belief is influenced by other fac-
tors like age, gender, ethnicity, personality, socioeconomic status,
and knowledge. This, too, is in line with the HBM theory, which
states that individual belief is affected by perception. Individual
perception is comprised of demographic factor and psychological
characters. The demographic factor affecting individual health
belief model is socioeconomic class. Individuals of lower-middle
class lack the knowledge of disease risk factors, while knowledge
serves as an essential determinant of one’s belief. Poor knowledge
will cause an individual not to be vulnerable to disturbances.24

Conclusions
Based on the research results, it can be concluded that caregiv-

er’s belief is a key factor in the promotion of family’s ability to
care for children with ARFID. In the provision of care for children
with ARFID, caregivers’ belief is highly influenced by their behav-
ior. Caregiver’s affiliative, dependent, ingestive, aggressive, and
achievement behaviors are primary indicators that shape the par-
enting behavior that mothers as caregivers will demonstrate when
caring for their children. Meanwhile, this caregiving behavioral
system is strongly affected by environmental factors, namely hus-
band involvement and parents’ cooperation. A further study that
explores father’s involvement in dealing with children’s difficulty
eating will be necessary. The results of this research offer an option
of intervention for community nurses in the effort of improving
child-nutrition-and-health-based services. To date, the focus of
intervention has been on nutritional disorders. With these research
results, however, the focus of intervention can be shifted to promo-
tive and preventive efforts before the actual nutritional disorders
should occur.

                            Article
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