
 

 

Complementaryfeeding practices in childrenaged 6 to 59 months in 
the rural commune of Sinder/Tillaberi/Niger 

 

Abstract :  

Adequatenutritional practices duringearly and earlychildhood are essential to ensure the growth, 

health and development of the full potential of thesechildren (1). These practices beginwith exclusive 

breastfeeding for the first six months of the child's life (2), then continue 

withcomplementaryfeedingwhilecontinuingbreastfeeding up to twoyears or more (3). This studyaims to 

assess the practices of complementaryfeeding by mothers and wet nurses in the rural commune of 

Sinder. This is a descriptive cross-sectional study, on a representativesample of mothers of 

childrenunder five yearsold. A questionnaire wascompletedusing a structured interview. The data 

werecollectedwith ODK software and thenanalyzedwith SPSS and Epi Info version 7.2 software. A 

total of 166 mother-child pairs wereidentified. Before the 6th month, the majority of 

childrenwereintroduced to complementaryfoods (55.56%), 44.44% of mothers gave 

complementaryfoods at the ideal time. The averageage of introduction of complementaryfoodsis 

4.9±2.77 months. Children on complementaryfeedingrepresent about 38% and those on total 

ablactation about 62%. The averageage of weaningwas 17.2±4.67 months. The frequency of 

consumption of complementaryfoods (CF) varies from one to three times a day but the majority of 

children (55.56%) are fedtwo (2) times a day. Cereal-basedfoodswere the mostconsumed. The 

minimum acceptable dietwas not satisfactory for the majority of children.  
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I. Introduction :  

Adequatenutritional practices duringearly and youngchildhood are essential to ensure the growth, 

health and development of the full potential of thesechildren (1). These practices beginwith exclusive 

breastfeeding for the first six months of the child's life (2), then continue 

withcomplementaryfeedingwhilecontinuingbreastfeeding for twoyears or more (3). From 6 months, 

children'snutritionalneedsexceedwhatbreastmilkalone can provide. It istherefore essential to 

providethemwithfluid, semi-solid or solidfoods in addition to breastmilk (4). To promote optimal growth, 

itisstronglyrecommended to increase the consistency of foodsgraduallywith the age of infants. 

Dietsthatmeet minimum standards for mealfrequency and diversification are essential to 

avoidmicronutrientdeficiencies, stunting and wasting. If appropriatecomplementaryfeeding practices 

wereextended to a near-universalscale, nearly 100,000 deaths of childrenunder five 

couldbeavoidedeachyear (5). Exclusive breastfeedingduring the first six months, 

adequatecomplementaryfeeding and healthyeating practices up to the age of two are essential to 

ensure normal growth and development of the childduringthis crucial period (6). In Niger and 



 

particularly in rural areas, complementaryfeedingisverypoorlydiversified. It isgenerallypresented to the 

child in the form of simple porridge of local cereals (kunu), millet ball (Fura) or to (Tuwo), which have a 

lowenergy and nutritionaldensity (7). The repetitive and non-diversifiedconsumption of thesefoods, 

veryoftenprepared and stored in poorhygienic conditions, could have an impact on the health and 

nutritionalstatus of children. The wasting and stunting of childrenobserved in rural areas are indicative, 

amongotherthings, of the monotony of their basic diet, the nutritionalintake of whichislow for 

youngchildren (8).  

This chapteraims to evaluate the practice of complementaryfeeding and to estimate the nutritional and 

energy value of the foodsoffered to childrenaged 6 to 59 months in the rural commune of Wogo in 

Sinder. 

II. Methodology 

II.1  Study framework 

The study was conducted in the rural commune of Sinder, an island commune on the Niger River. It 

covers an area of 300 km2 and is made up of around fifty islands. It is located in the Tillabery region 

(15°2’27’’N 2°42’18’’E), one of the eight (8) regions of Niger. Twelve (12) villages were the subject of 

this study by random draw. 

 

Figure 1: Map of the rural commune of Sinder (IGNN, 2021). 



 

 

II.2  Type, Period and Duration and Population of the Study 

This is a descriptive cross-sectional study with two passages. The 2 visits to the study area were 

carried out just after the harvests (October-December) and during the lean period (June–August) of 

the year 2021. Questionnaires on complementary foods and their introduction periods were completed 

by all mothers. 

II.3  Inclusion criteria and ethical considerations 

The study was approved by the University's Academic Scientific Council. It was authorized by the 

regional and municipal administrative authorities. The protocol conformed to the 1975 Declaration of 

Helsinki as revised in 2008. Participation in the study was voluntary. All mothers with children aged 6 

to 59 months whose informed consent was obtained were included in the study. No biological samples 

of any kind were taken. 

II.4 Data analysis 

The ODK Open Data Kit software (https://opendatakit.org) was used for data collection and processing 

was carried out with SPSS software (version 28.0) IBM Corp. Released 2021. IBM SPSS Statistics for 

Windows, Version 10. Armonk, NY: IBM Corp and Epi info software version 7.2. Atlanta Center for 

Disease Control and Prevention (CDC), United States in collaboration with the World Health 

Organization (WHO) free software tools for public health practitioners and researchers worldwide. 

II.5  Sampling 

The minimum household size n which will ensure a level of confidence  will be determined by the 

following formula: 

n= z²p(1-p) deff/i²  (Schwartz, 1960). 

 n= 1.96²×0.09(1-0.09) × 1.5/ 0.05² 

n= 188.77 so the minimum size n of our sample is 189. 

For this work we collected a sample of 250 children aged between 0 and 59 months. including 166 

children aged 6 to 59 monthswho are the subject of thisstudy. 

 

II. Result 

II.1. Socioeconomic and demographiccharacteristics of mothers/guardians of children 

The studyincluded 166 mothers and theirchildrenaged 6 to 59 months. Table I presents the 

socioeconomic and demographiccharacteristics of mothers/guardians of childrenaged 6 to 59 months. 

The population of mothersismostlyveryyoungwith an averageage of 30.15±4.33 years. About 38% are 

between 15 and 24 yearsold and 35% between 25 and 34 yearsold. Motherswhowere not in 

schoolrepresented 61.45% compared to 38.55% whowere in school, of whom 25.9% 



 

 

hadprimaryeducation and 12.65% hadsecondary and highereducation. About half of the mothers 

(50.6%) wereunemployed, 30.12% wereengaged in small business and crafts, 11.45% had a stable or 

occasionalsalariedactivity and 7.8% worked in the agriculture and livestocksector. Married 

mothersrepresented 97% of the mothers and the remaining 3% weredivorced or widowed. The 

majority of the mothersweremultiparous, 76.51%. Motherswhoreceivedadvicefromhealthworkers on 

the practice of optimal breastfeedingrepresented 73.49%. The percentage of motherswho gave birth in 

a health center was 73.49% compared to 26.51% of home deliveries. 

Table I. Socio-economic and demographiccharacteristics of mothers/guardians of childrenaged 
6 to 59 months. 

Parameters Percent  Number 

Ages 
15 – 24 37.95 63 

25 – 34  34.94 58 

37 – 53 27.11 45 

Averageage of mothers 30.15±4,33an

s 

 

Level of education 
Unscolarised 61.44 102 

Primary 25.9 43 

Secondary/higher 12.65 21 

Occupation    

Uemployed 50.6 84 

Agriculture/ livestock 7.83 13 

Work (OJF) 11.45 19 

Commerce/ craft 30.12 50 

Marital status   

Maried 

Divorced/widowed 

97 

3 

161 

5 

Parity   

Primiparous 9.03 15 

Biparous 14.46 24 

Multiparous 76.51 127 

Mothers’information   

Yes  73.49 122 

No  26.51 44 

Place of delivery 
Health center  73.49 122 

Home  26.51 44 

 



 

 

II.2. Practice of complementaryfeeding by mothers/guardians of children 

The 166 mothers of childrenaged over 6 monthswerequestioned on the date of introduction, the nature 

and the frequency of intake of the first complementaryfoodsgiven to their infants. The results are 

presented in Table II. The childrenwereaged 6 to 59 months, the predominantage range being 24 to 59 

months (42.77%) with an averageage of 23±6.12 months. Before the 6th month, the majority of 

childrenwereintroduced to complementaryfoods (55.56%), 44.44% of mothers gave 

complementaryfoods at the ideal time. The averageage of introduction of complementaryfoodsis 

4.9±2.77 months. Children on complementaryfeedingrepresentapproximately 38% and those on total 

ablactation approximately 62%. The majority of childrenwereweanedbetween 21 and 24 months 

(27.71%). The averageage of weaningwas 17.2±4.67 months. The frequency of consumption of 

complementaryfoods (CF) varies from one to three times a day, but the majority of children (55.56%) 

are fedtwo (2) times a day. In ablactatedchildren, the frequency of mealintake varies fromtwo (2) to 

four (4) per day but 41.75% of themhadthree (3) dailyintakes.From 6 months, all childrenhadreceived 

water. The differentfoodsgiven to childrenwere porridge 82.54%, Djitti (traditional plant decoction) 

49.21%, familydish 61.9%, pureedbeans 25.4%, fish 50.79%, meat 12%, vegetables 11.11%, 

dairyproducts 17.46% and fruits 6.35%. The composition of the familydish in householdswas as 

follows: for breakfast, 67.46% take the reheateddishfrom the previousday, 47.59% take porridge. At 

lunch, 59.04% have the ball (fura) or porridge and a dish (rice sauce, ricebeans, tuber) 40.96%. The 

eveningdishconsists of to (corn or rice) with sauce and fish or meat 15.06%, withoutfish or meat 

17.46%. Rice with sauce withfish or meatrepresents 25.30% and ricewith sauce withoutfish or 

meatrepresents 42.16%. 

 

Table II. Complementaryfeeding practices by mothers/guardians of infants and 

youngchildrenaged 6 to 59 months. 

Parameters Percent % Number N 

Age of children in months   

6 - 11                                                                           21.69                          36 

12 - 23                                                                         35.54                          59 

24 - 59                                                                          42.77                          71 

Age of introduction of complementaryfoods 
< 6months 55.56 35 

From6months 44.44 28 

Feedingstatus of children   

Children on complementaryfeeding 37.95 63 

Children on definitive ablactation 62.05 103 

Age of weaning (in months)   

11 - 16 17.47 29 

17 - 20 15.06 25 



 

 

21 - 24 27.71 46 

> 24 1.81 3 

Mealconsumptionfrequencies of children 
1 25.40 16 

2 55.56 35 

3 19.05 12 

Nature of complementaryfoods   

Water  100 63 

Porridge   82.54 52 

Djitti 49.21 31 

Family meal 61.90 39 

Pureedbeans 25,4 16 

Fish  

Meat 
Vegetables 
Dairyproducts 

Fruits  

50.79 

19.05 

11.11 

17.46 

6.35 

32 

12 

7 

11 

4 

 

Table III shows thatmothersaged 15 to 24 years more often gave optimal complementaryfeeding 

63.64% thanmothers in otherage groups, but the association is not significant (p = 0.10). 

Motherswhoattendedschool and thosewith a secondary or highereducation gave more 

complementaryfoods at the right time (66.67%) thanthosewhodid not attend school, but the 

association is not significant (p = 0.34). Unemployedmothers and thoseworking in agriculture and 

livestockfarmingdiversified the diet of their infants aged 6 months and over more, with respective rates 

of 56.25% and 55.56%. However, the differenceis not significant (p = 0.08). Multiparousmothers 

(57.5%) and thosewhoweresensitized (54.17%) practiced more diversified and 

timelycomplementaryfeedingwith respective probabilities of 0.02 and 0.00. Married mothers (53.45%) 

and thosewho gave birth at home (81.82%) gave more optimal feeding to their infants, as 

recommended by WHO, at 6 months, as recommended by WHO, with respective probabilities of 0.09 

and 0.001. 

  



 

 

Table III. Optimal complementaryfeedingaccording to the sociodemographic and 

economiccharacteristics of mothers and guardians of children. 

Paramters Optimal complementaryfeeding Total  Probabilit
y 

 Yes  No    

Ages      

15 - 24 63.64(14

) 

36.36(8) 100(22

) 

.100 

25 - 34 54.55(12

) 

45.45(10) 100(22

) 

35 - 53 36.84(7) 63.16(12) 100(19

) 

Level of education 
unschooled 45.71(16

) 

54.29(19) 100(35

) 

.340 

Primary 60(12) 40(8) 100(20

) 

Secondary/higher 62.5(5) 37.5(3) 100(8) 

Profession     
uemployed 56.25(18

) 

43.75(14) 100(32

) 

.080 

Agriculture/livestock 55.56(5) 44.44(4) 100(9) 

work O/J/F 37.5(3) 62.5(5) 100(8) 

Commerce/craft 50(7) 50(7) 100(14

) 

Parité      
Primiparous 33.33(2) 66.67(4) 100(6) .020 
Biparous 43.75(7) 56.25(9) 100(16

) 

Multiparous              

58.54(24) 

41.46(17) 100(41

) 

Mothers’ information 
Yes  54.17(26

) 

45.83(22) 100(48

) 

.000 

No  46.67(7) 53.33(8) 100(15

) 

Marital status 
Married 52.46(32

) 

47.54(29) 100(61

) 

.090 



 

 

Divorced/Widowed 50(1) 50(1) 100(2) 

Place of delivery 
Health center 46.15(24

) 

53.85(28) 100(52

) 

.001 

Home 81.82(9) 18.18(2) 100(11

) 

 

III. Discussion 

III.1.  Sociodemographic and economiccharacteristics of mothers and 

guardians of children 

The results of thisstudyshowedthat the age of motherswasbetween 15 and 53 yearswith an average of 

28.15±4.2 years. The mostrepresentedage group (42.4%) wasbetween 15 and 24 years. In a 

studyconducted in the rural commune of Liboré in Niger, the authorsfound an averageage of mothers 

of 28.47 years, similar to our observations (9). In Mali, the authorsobserved an averageage of mothers 

of 26.56 years ± 5.05 years (10). In Nairobi, Kenya, mothersunder 25 yearsoldwere the 

mostrepresented (11). 

 

Motherswhodid not attend schoolrepresented 61.44%, thosewithprimaryeducation 25.9% and 

thosewithsecondary and highereducation 12.65%. This couldbeexplained by the lowschoolenrollment 

rate of young girls in Niger, in general and in rural areas in particular, due to social constraints. Some 

parents are reluctant to sendtheirdaughters to school (12). In a studyconducted in the village of 

Tshamalale in the DRC, only 5% of motherswere not in school, those at the primarylevelrepresented 

36.5% and mothers at the secondary or higherlevelrepresented 59% (13). Note that the proportion of 

motherswith a secondary or highereducationlevel (59%) far exceeds the rate of schooledmothers 

(38.55%) observedduring the presentstudy. In anotherstudyconducted in Kware in Nigeria, a country 

whose North shares the same socio-cultural realities as Niger, 66% of motherswere not in school, 18% 

had a primarylevel and 16% asecondary or higherlevel (14), a profile similar to thatobserved in the 

presentstudy. Unemployedmothers at the time of the surveyrepresent 50.6%. Amongthosewho have 

an activity, the majority are engaged in small businesses or crafts (30.12%). This high rate of 

unemployedmothers has already been observed in studiesconducted in the sub-region. Thus, in 

Nigeria, authorshadidentified 61% of unemployedmothers, 12% of civils servants and 27% of traders 

(14). In Mali, Mariko (15) hadfoundthat 52% of the motherssurveyedwerehousewives and civil servants 

represented 16%. 

 

About threequarters (3/4) of the mothersweremultiparous (76.51%), biparousrepresented 14.46% and 

primiparous 9.03%. In a studyconducted in Mali, multiparousmothersrepresentedonly 11.9%. 

Motherswerepredominantlybiparous (54.8%) and primiparous (33.3%), whichis about triple the 



 

 

percentages observed in the presentstudy (16). In Kenya, a studyreported a predominance of 

multiparousmothers 39% whilebiparous and primiparousmothersrepresented 27.8% and 33% 

respectively (11). 

 

Mothersweresensitized to 73.49% on good practices of optimal breastfeeding by healthworkers. 

Theseresults are differentfromthoseobtained in the Kaolack district of Senegalwhere the 

authorsreportedthat 61% of womenhadreceivedadviceduring ANC and 67% duringCPoN (17). In 

Nigeria, 28% of mothershad not received information on optimal IYCF practices compared to 72% 

whohadreceivedit (18). 

Married mothersrepresent 97% of the sample and divorced or widowedmothersrepresent 3%. In a 

previousstudyconducted in Maradi, Niger, marriedmothersrepresented 98% of the sample, and 

divorced and widowedmothers 2% (12). In Kenya, the authorsreportedthat 90.5% of 

mothersweremarried at the time of the surveycompared to 9.5% whowere not (11). 

 

The majority of motherssurveyed gave birth in health centers (73.49%); only 26.51% gave birth at 

home. Theseresults are higherthanthoseobtained in a previousstudyconducted in Maradi, Niger, where 

the authorsreportedthat 62% of mothers gave birth in a health center compared to 38% who gave birth 

at home (12). A studyconducted in Nairobi, Kenya, supports thisview, sinceit reports that 71.4% of 

mothers gave birth in a hospital setting compared to 28.3% who gave birth at home (11). 

 

III.2.  Introduction of complementaryfoods 

The World HealthOrganization (WHO) recommendsintroducingcomplementaryfoodsfrom the age of 6 

months (19). In thisstudy, only 44.44% of mothersintroducedcomplementaryfoods (CF) from 6 months. 

In previousstudiesconducted in Niger but in the regions of Diffa and Niamey, the authorsshowedthat 

57.6% and 60.5% of mothersintroducedcomplementaryfoods at the idealage of 6 months (20; 21). In 

Benin, authorsobservedthatonly 5% of mothers in rural areas know the idealage for 

introducingcomplementaryfoods and 74% of themsaythatcomplementaryfeeding can bedonebefore 

the sixthmonth (22). In Côte d'Ivoire, the authorsreached the sameresult by findingthat 74% of 

motherssurveyedwereunaware of the concept of optimal complementaryfeeding. Only 48.5% of 

thesemothersintroducedfoodsveryearly (23). This high rate of rural motherswithlowknowledge of the 

age of introduction of complementaryfoodsisthought to be due to a lack of nutrition education (22). The 

proportion of motherswhostartedcomplementaryfeeding in a timelymanner at six monthswas 55% in 

India and 56% in Liberia (24), 49% in Ethiopia (25), and 60% in Kenya (11). In sub-SaharanAfrican 

countries, 85.5% of infants werereported to have receivedcomplementaryfoodsbefore 6 months of age 

(26). The meanage of introduction of CF is 4.9±2.77 months. In Ethiopia, the meanage of introduction 

of CF was 4.19 months in the 2011 Demographic and Health Survey (25). In a studyconducted in the 

DR Congo, the authorsreported a meanage of introduction of AC of 4.20±1.59 months (13). 



 

 

Approximately 72.5% of the mothersinterviewedhadintroduced AC early, according to 

theseauthorscompared to 55.56% in the presentstudy. The optimal age of introduction of 

complementaryfoodsisstilldebatedamongmothers. If the introduction of AC isdonetooearly, 

thiswillreduce the quantity of breastmilkconsumedgiven the reducedgastriccapacity of the infant; if 

itisdonetoolate, breastmilkalonewill no longer besufficient to meet the nutritionalneeds of the infant, 

leading in each case to a risk of malnutrition (27; 28). The WHO guidelines for optimal feeding of 

youngchildrenrecommend not only the introduction, from the age of 6 months, of diversified and 

sufficientcomplementaryfoods, but also to continue breastfeeding the childuntil 2 years or more (29). In 

the presentstudy, only 28% of mothersweanedtheir infants between 21 and 24 months of age and 

about 2% continuedbreastfeedingbeyondtwoyears of age. In a studyconducted in rural Egypt about 

half (50.2%) of mothersreportedthat the infant shouldbecompletelyweanedfrombreastmilk by 2 years of 

age, and 37.1% of themreportedthatweaningwouldoccurafter 18 months (30). In Kano, Nigeria, only 

24.5% of motherscontinuedbreastfeedinguntil 18 to 23 months of age and 7% until 24 months and 

beyond. Theseauthorsalsoreportedthat 61.5% of mothersstoppedbreastfeedingabruptlywhile 38.5% 

weanedtheir infants gradually (31). The complementaryfoodsconsumed by childrenfrom 6 

monthsweremainlycomposed of local cereal porridge (82.54%), fish (50.79%), familydishes (61.9%), 

dairyproducts (17.46%), legumes (beans) (25.4%), vegetables (11.11%), fruits (6.35%), meat 

(19.05%). Childrenalsoreceive water (100%) and plant decoctions (49.21%). During a studycarried out 

in Tessaoua in Niger, the authorsreportedthat the mostconsumedACs by childrenwerecereals (90%), 

followed by legumes (35.4%) with a lowconsumption of fruits and vegetables 0.8% and 2% (12). Still in 

Niger but in the rural commune of Liboré, the authorsreportedthat the mostconsumedACs by 

childrenwerecereals, followed by legumes, fish and meat. The use of fruits and vegetablesisquitelow 

(9). This predominance of cereals as AC wasalsoobserved in Mali (32). Cerealswere the 

foodmostcommonlyconsumed by children as AC (35.73%) and dairyproductsrepresentedonly 0.5% 

(33). In Yaoundé in Cameroon, cereals, seeds and tubersconstituted the essential part of the diet for 

more than 80% of infants, lessthanhalf of themhadreceivedfoodsfrom the meat/fish/egg group the 

daybefore the survey and fruits and vegetableswereconsumed in smallquantities (34). In Kenya, from 

six months, breastfeedingmothersintroducedfoodssuch as mashedpotatoes (49%), porridge (49%), 

cereals 26%, caramelizedmilk 15% and powderedmilk 10% as complementaryfoods to their infants 

(35). 

This studyhighlightedthatmost of the complementaryfoods are mainly carbohydrate in nature as 

reportedfromEthiopia (36). Althoughthese local complementaryfoods are cheap and readilyavailable in 

developing countries, studies have observedthattheirenergydensity and nutrient value are suboptimal 

(35;36). WHO and UNICEF recommendthatbreastfeedingmothersbeencouraged to feedtheir infants 

with local nutritiouscomplementaryfoodsthat are rich in calories, proteins, minerals and vitamins and 

preparedunder good hygienic standards (19). 

 

WHO recommends a frequency of 2 to 3 meals per day for infants aged 6 to 8 months and 3 to 4 

meals per day for thoseaged 9 to 23 months, with one or twoadditional snacks whenneeded (37). In 



 

 

thisstudy, the frequency of consumption of meals by children in complementaryfeeding varies from one 

meal (25.40%) to threemeals (19.04%) per day. Thus, 74.6% of infants have at least twomeals per 

day. This resultishigherthan the rates previouslyreportedwhichwere 44.7% (25) and 50.4% (38) in 

Ethiopia, 57.3% in Ghana (39), 30% in the Democratic Republic of Congo (40) and 42% in India (41). 

In anotherstudycarried out in Niger but in the rural commune of Liboré, the authorsreportedthat 62.8% 

of childrenhadconsumedonly one meal per day, 29.9% twomeals, 3.6% threemeals and 0.7% more 

thanthreemeals in the 24 hoursbefore the survey. According to theseauthors, 

thispoorlydiversifieddietwouldbedictated by householdpovertywhich forces them to limit the number of 

dailymeals (9). 

 

III.3.  Complementaryfeeding practice by socio-demographic and 
economiccharacteristics of mothers and guardians 

Young mothersaged 15–24 yearswere more likely to practice appropriatecomplementaryfeeding to 

their infants. However, the association betweenmaternalage and optimal complementaryfeeding 

practice was not significant (p = 0.1). In a studyconducted in Sokoto, North-West Nigeria, the 

authorsreportedthatmothersagedlessthan 35 yearsprovidedappropriatecomplementaryfeeding to their 

infants thanthoseaged more than 35 years. Heretoo, maternalagewas not predictive of good 

complementaryfeeding practices (p = 0.20) (42). However, a previousstudyconducted in the 

sameregion of Nigeria found a significant association betweenmaternalage and timely introduction of 

complementaryfoods (p = 0.040) (43). 

In thisstudy, school-attendingmotherspracticed more appropriatecomplementaryfeeding of infants 

thanthosewhohadneverattendedschool. However, therewas no significant association between the 

level of schooling and the practice of adequatecomplementaryfeeding (p = 0.34). In a studyconducted 

in Ethiopia, the authorsfound a significant association betweenmothers' schooling and the practice of 

adequatecomplementaryfeeding (44). The probability of 

havingadequatecomplementaryfeedingwasloweramongmotherswhohad not 

attendedschoolthanamongmotherswhohadattendedprimary, secondary or higherschool (44). 

Otherauthorshadalsoreported the positive impact of mothers' schooling on 

adequatecomplementaryfeeding of infants (45; 46; 47; 48; 49). This wouldbe due to the factthatschool-

attendingmothers are more exposed to the media and maternal and childhealth services. They are 

thus more likely to have the necessaryknowledge on appropriatecomplementaryfeeding practices (43; 

48). 

In thisstudy, unemployedmotherswere the oneswhomostpracticed optimal complementaryfeeding. The 

mother's occupation was not significantlyassociatedwith the practice of optimal complementaryfeeding 

(p = 0.08). In a studyconducted in the city of Shashemene in Ethiopia, the 

authorsreportedthatunemployedwomenadopted optimal complementaryfeeding more 

oftenthanthosewhohad a profession (50). Otherstudiesconducted in Africa have 

shownthatmaternalemploymentwasassociatedwith optimal complementaryfeeding practices, 



 

 

particularly in Ethiopia (49; 51) and Uganda (52). Child nutrition islikely to improve if mothers' 

incomesincreasebecausetheywouldbebetter able to providenutritious, healthy and 

variedfoodsthatensurebettergrowth for children (47; 51; 53). In Nepal a significant association between 

optimal complementaryfeeding and maternal occupation wasreported (54). 

In thisstudy, multiparousmotherspracticed more optimal complementaryfeeding. 

Maternalparitywassignificantlyassociatedwith optimal complementaryfeeding (p=0.02). In Ethiopia, 

authorsreported a significant association between optimal complementaryfeeding and parity. 

Theyalsodemonstratedthatmultiparousmotherspracticed more appropriatecomplementaryfeeding (50; 

51). 

 

Motherswhoreceived information on optimal breastfeeding practice practiced more optimal 

complementaryfeeding. Maternalawarenesswassignificantlyassociatedwith optimal 

complementaryfeeding of children (p=0.000). In Enemay district, northwestEthiopia, 

motherswhoattendedantenatal care duringtheirchild’spregnancywerefound to practice optimal 

complementaryfeeding (55). This observation issimilar to thatreported by Harar in 

Ethiopiawheremotherswhowerefollowed up duringantenatal consultations were 2.8 times more likely to 

practice optimal complementaryfeeding at the recommendedagethanthosewhowere not followed up 

(56). 

 

In thisstudy, marriedmotherspracticed optimal complementaryfeeding the most. However, the marital 

status of the motherwas not significantlyassociatedwith the practice of optimal complementaryfeeding 

(p = 0.09). Authorsreported, in a studyconducted in Sokoto in the North-West of Nigeria 

thatmarriedmothers more often gave optimal complementaryfeeding to their infants. However, this 

association was not significant (p = 0.4) (42). The polygamousfamilyenvironmentwouldbe the main 

determinant of the rapid introduction of complementaryfoods. Mothers living in a 

polygamousfamilyweretwice as likely to introducecomplementaryfoods to their infants in a 

timelymanner (p = 0.012) (57). 

Motherswho gave birth at home practiced optimal complementaryfeeding more thanthosewho gave 

birth in healthfacilities. However, according to otherstudies, itwasrathermotherswho gave birth in a 

healthfacilitywhopracticed optimal complementaryfeeding the most, particularly in the southern part of 

India (58); in Nairobi, Kenya (11), in Harar (56) and in Jijiga (51) in Ethiopia. Wefound a significant 

association between the place of delivery and the practice of optimal complementaryfeeding (p = 

0.001). 

 

IV.  Conclusion 

In thisstudy, at 6 months all childrenwereintroduced to complementaryfeeding. However, 

itwasinsufficient in the majority of mothers. The first complementaryfoodsintroduced to infants from 6 



 

 

monthsweremainly water and porridge. Cereal-basedfoodswere the mostconsumed. The minimum 

acceptable dietwas not satisfactory for the majority of children. 
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