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Abstract
Maternal and child nutrition is critical for child health and survival. Appropriate feeding practices are of fundamental importance for health, nutrition,
survival and development of infants and children. In pastoral areas of Ethiopia, barriers related to culture, knowledge, social norms, beliefs, behaviors,
decision making in the household and burden of other responsibilities contribute to nutritional status of women and children to deteriorate. Policies
and strategies are recommending assessment of barriers for designing programs and interventions to improve maternal and child nutrition practices.
This study is aimed to assess barriers of optimal maternal and child feeding
practices in Pastoralist areas of Somali region, Eastern Ethiopia. A qualitative
community based research method was used involving 17 focus group discussions and 20 in-depth interviews with mothers, grandmothers, health
professionals and religious leaders from three districts. Data from FGDs and
interviews were transcribed and coded. The agreed upon codes were synthesized and grouped into exhaustive categories. The categories were then merged
into themes representing the most common barriers on maternal and child
feeding practice that emerged from the FGDs and interviews. We found that
traditional beliefs, myths, culture custodian influence, low accessibility and
availability of nutritional foods, pattern and burden of other responsibilities,
poor knowledge and health seeking behavior, perceived milk insufficiency as
main barriers for optimal maternal and child feeding practices. Barriers on
optimal maternal and child feeding are very common in the study areas.
More work needs to be done to strengthen community-based nutrition with
strong social behavioral change communication with emphasis on age-specific
counselling on maternal and child nutrition at health facilities, during antenatal and early postnatal visits in the study areas through different media
channels, particularly, Somali Region TV and FMs to promote optimal nutri-
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tion in the region.
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1. Introduction
Maternal and child nutrition is critical for child health and survival. Optimal
feeding practices are of fundamental importance for health, nutrition, survival
and development of infants and children. Maternal nutrition is critical to both
mother and child [1]. Poor nutritional status before and during pregnancy is
been associated with intrauterine growth retardation (IUGR), low birth weight
(LBW) and premature delivery conditions. The critical window for improving
child nutrition is from pregnancy through the first 24 months of life [2].
Optimal maternal nutrition during the first 1000 days is critical from conception through the first 6 months of life to improve the nutritional status of the
woman and infant and reduce the risk of adverse birth outcomes such as low
birthweight and preterm birth [3] [4]. Several barriers exist that hinder adequate
dietary intake among pregnant and lactating women. Food intake during pregnancy and lactation is largely driven by personal preferences and cravings. Other
factors include food avoidance due to cultural beliefs or food taboos, perceived
appropriateness of foods for pregnancy or lactation/postpartum, economic constraints and beliefs surrounding pregnancy physiology. Some studies indicated
lack of knowledge and beliefs as main barriers for optimal maternal nutrition
[5].
Food avoidance was also identified as a barrier for maternal nutrition; food of
high nutrient value was avoided during pregnancy due to a range of cultural taboos and misinformation [6]. Food avoidance can also stem from beliefs of
ill-effects during labor and delivery caused by barriers to maternal diet during
pregnancy and lactation [7].
Another barrier was the lack of understanding the physiological state of pregnancy and the fetal development process in relation to maternal diet. Study revealed that mothers, community leaders, and health promoters related poor nutrition during pregnancy to low birthweight or intrauterine growth restriction
because they attributed the child’s health to “divine will” [8]. Similarly, in Ethiopia, study results reported that women thought the health of the baby is determined by God [9]. Few studies cited beliefs that fetus and food were both located
in the stomach, and therefore if women ate too much food the baby would not
have room to grow [10].
Women also relayed intentionally eating less food during pregnancy due to
fear of having a large baby and long, difficult labor. The practice of intentionally
eating less or “eating down” during pregnancy for fear of delivering a large baby
DOI: 10.4236/fns.2020.116038
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and enduring long, painful labor was cited in several countries, including Senegal, Nepal, Laos, India, Japan, Pakistan, Indonesia, and Burkina Faso [9] [11].
Economic constraints are also reported as a major barrier to obtain food in Bangladesh, Indonesia, Burkina Faso, Egypt, Ethiopia, India, Kenya, Nepal, Nigeria,
Pakistan, and Tanzania (e.g. milk), fish, chicken, eggs, and red meat [12].
Child feeding practices comprise of both breastfeeding and complementary
feeding practices [13]. Globally, only a few children are receiving nutritionally
diversified and adequate foods. In many countries, less than 25% of infants aged
6 - 23 months meet the criteria for dietary diversity and feeding frequency. This
problem affects more in developing countries [14]. Sub-optimal breastfeeding in
the first 6 months of life results in 1.4 million deaths and 10% of the disease
burden in children younger than 5 years [15] [16] [17]. Early initiation of breastfeeding results in better establishment of exclusive breastfeeding practices and
continued breastfeeding [5] [18] [19].
Even though breastfeeding is a natural process, it is reported to be influenced
by different socio-cultural factors, customs, values, and behaviors [5]. Studies
show that cultural behaviors related to breastfeeding may be damaging, harmless, or beneficial to the optimal breastfeeding practices [20].
The harmful cultural traits reported as barriers for optimal breastfeeding practices include: giving pre-lacteal feeds, discarding colostrum and avoiding breastfeeding after quarreling out of fear of bad blood entering the milk which later
may affect the child [21] [22] [23] [24].
In other situations, lack of support from family members or health care professionals, peer pressure, mothers’ body image, the role of women in the reproduction process, and pressure to use artificial feeding have led to early cessation
of EBF and breastfeeding [25] [26] [27].
Barriers for optimal complementary feedings are also indicated by various
studies, socio cultural factors and traditional practices influence the practice of
introducing early complementary feeding [28]. Caregivers lack the knowledge
about appropriate complementary feeding and quantity and quality of foods
[29]. Lack of knowledge and understanding among health workers is significantly associated with poor child complementary feeding practices [30]. Low
income and poor household food security are important factors in nutritional
outcomes of infants and young children [30].
Globally, barriers on optimal practice for maternal and child nutrition have
been the subject of various research studies. Studies have reported poverty [31],
poor knowledge [32] [33] [34] [35], influence of culture custodians, lack of decision-making power in the household [36], patterns and burden of other work
responsibilities [37], poor maternal dietary intake and perceived milk insufficiency [33] [36] [38] [39] as barriers for optimal maternal and child nutrition in
general.
Poor breastfeeding and complementary feeding practices have been widely
documented in Ethiopia. Only 58% of infants less than six months old were exDOI: 10.4236/fns.2020.116038
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clusively breastfed, 48.4% of infants 6 - 8 months were breastfed and received
appropriate complementary feeding, and 51.5% of neonates were breastfed within
one hour of delivery [40]. In Ethiopia, mothers give herbal extracts to their children, discarded colostrum, and introduced complementary feeding as early as 3
months [20].
In pastoral areas, barriers related to cultural, knowledge, social norms, beliefs,
behaviors, decision making in the household, burden of other responsibilities
and availability of nutrients are making nutritional status of women and children deteriorate. As result, dietary diversification is decreasing and declining of
milk production leaves most households with milk available only during the
rainy season [41]. Surveys conducted in Ethiopia also show that in the Somali
region only 4.3% and 0.8 % of children 6 - 23 months consumed four or more
food groups and had Minimum Acceptable Diet (MAD) respectively [42]. The
high prevalence of low birth weight (LBW) at 14.8% in the Somali Region, higher than the national average of 10.8%, has its root in poor nutritional status of
women both before and during pregnancy as well as inadequate weight gain
during pregnancy. According to Ethiopian Demographic and Health Survey EDHS
2016, maternal under nutrition (BMI < 18.5) was 32.7% among women in Somali region compared to the national rate of 27%. These figures translate to higher
levels of low birth weight which contributes to intergenerational malnutrition
[40].
Different quantitative studies have reported barriers on maternal and child
feeding practice in Ethiopia. The barriers include cultural, knowledge, social
norms, beliefs, decision making in the household, burden of other responsibilities and availability of nutrients. Few qualitative studies have explored barriers
for maternal and child feeding practice. As far as our knowledge is concerned,
both qualitative and quantitative studies are limited or not existing in Somali region. Thus, this study is aimed to assess barriers to optimal maternal and child
feeding practice in pastoralist areas of Somali region of Ethiopia.

2. Methods
Qualitative Community based was conducted from 12th of July 2018 to 10th of
August, 2018, through focus group discussions (FGDs) and in-depth interviews
with caregivers of infants aged 0 - 24 months, religious leaders and health professionals. The study was conducted in Dagahbur, Gursum and Goljano districts
of Fafan Jarar zones Somali Regional State, Eastern Ethiopia. The purpose of the
study was to explore barriers to optimal maternal and child feeding practice in
the selected sites.

2.1. Study Areas and Recruitment
The study was conducted in Goljano and Gursum districts of Fafan zone and
Dagahbur district of Jarar zone, Somali region, eastern Ethiopia, Dagahbur is
relatively urban and (180 km) from Jigjiga, capital city of Somali region.
DOI: 10.4236/fns.2020.116038
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Data were collected by three nurses and one nutritionist for each district; data
collection process was supervised by the principal investigators. The researchers
approached the local council leaders of six selected villages and sub-villages to
initiate the data collection process. The village leaders who are the responsible
for the public records about residents in the village provided researchers with
information about households with pregnant women and infants/ children in
the age-range of 0 - 24 months.
The inclusion criteria were pregnant women, caretakers for children aged 0 24 months, health professionals and religious leaders in selected sites. We preferred these categories from the villages, particularly primary care givers because
they are more likely to be able to recall maternal and child feeding practices. We
explained the objectives of the study and asked the mothers/caregivers and religious leaders to give consent to participate in the study. Written consent was
obtained from the study participants who agreed and were willing to participate.
The focus group discussions were conducted in various settings preferred by
the group members, including the health center, health posts, villages offices,
community meeting halls, under trees and in a classroom. Each focus group was
comprised of 8 - 11 mothers and the discussions lasted for one to one and a half
hour. In addition to this, in-depth interview was conducted with religious leaders and health professionals. The FGDs on each day was guided by one of the
researchers, using the interview guide. The proceedings of the FGD and in-depth
interview were recorded using a voice tape-recorder, and detailed notes were
taken by the research teams.

2.2. Data Collection
An FGD and interview guide with written questions and probes were used during the data collection. It included questions like the maternal nutrition during
pregnancy and breastfeeding, meaning of infant and young child feeding practices and personal experiences with maternal nutrition, exclusive breastfeeding,
community influences, and practices regarding colostrum, insufficient milk, signs
of a hungry child, introduction of complementary feeding, contents, information
given during delivery, complementary feeding, challenges, and suggestions to
improve the practice of maternal and child nutrition practice in the community.
The focus group discussion was conducted in Somali and facilitated by trained
researchers with experience in FGD. The facilitator is a native Ethiopian and
speaks Somali. All participants were identified by number and not by name, and
before the start of each FGD the facilitator discussed with the participants the
issue of confidentiality. During discussions, hesitant participants were reassured
of anonymity which created a comfortable environment for them to talk.
Participants were also informed that the discussions and interview would be
tape-recorded for later use by the researcher. Further, field notes were taken by
research assistants which helped the research team in identifying new informaDOI: 10.4236/fns.2020.116038
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tion relevant to the study. The field notes were used for triangulation. After each
FGD and interview, there was a debriefing where the researcher and the nurses
discussed the important themes and newly emerging themes.

2.3. Data Analysis
A thematic analysis was performed according to six steps as described by Braun
and Clarke [43]. The first step was familiarization with the data whereby the
FGDs and interviews were transcribed verbatim and translated to English by the
facilitator. All the transcribed FGDs and interviews were read by two investigators who did the data analysis. During the second step, the investigators developed initial codes individually and later compared them with each other. The
developed codes were refined until there was no new code that emerged. The
third step was searching for themes. A matrix table was used to list the codes,
and all the codes that were related were sorted and listed into one theme.
The last three steps involved reviewing and refining the themes and report
writing. Themes representing the most common barriers on maternal and child
feeding practices that emerged from the FGDs and interviews were refined. The
results presented below are organized in a way that shows themes explaining the
main barriers for appropriate nutrition practice.

2.4. Ethical Considerations
The study was approved by Jigjiga University ethical committee. A letter of ethical approval was obtained Jigjiga University before commencing data collection.
Permission letter was also provided to district health offices. Participants were
well-oriented about the purpose and procedure of data collection, and that confidentiality and privacy will be ensured.

3. Result
The results are presented in three main themes; barriers to optimal diet during
pregnancy, and the second comprises factors that enable or facilitate optimal
MIYCN practices. These two main themes are also broken down into sub-themes;
maternal, infant and young child nutrition.

3.1. Barriers to Optimal Diet during Pregnancy
There are four sub-themes generated from FGDs and key interviews data that
explain barriers to optimal maternal nutrition during pregnancy, the sub-themes
are; traditional beliefs and myths, poor knowledge on maternal nutrition, poor
accessibility of health services and nutrients, influence of culture custodians and
burden of other responsibility.
3.1.1. Traditional Beliefs, Myths, and Misconceptions
Surrounding Pregnancy Physiology
This study revealed that mothers belief that pregnancy is associated with diseases
and difficulties. So, intake of nutrients decreases. The study also revealed that
DOI: 10.4236/fns.2020.116038
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mother and grandmother belief if pregnant mother increases intake of foods
during pregnancy fetus will be larger than the birth canal.
“I usually limit food and nutrient intake during pregnancy due to vomiting

and nausea; at same time I also believe if I increase intake of food during pregnancy the fetus will be bigger to pass through the birth canal” [Dagahbur town,
Mother 3].
This practice of limiting intake of food and nutrients during pregnancy is
reinforced by important and influential members of the family such as grandmothers, as indicated below.
“If intake of food increases, this causes the fetus larger than the birth canal,

and the child will need more power than mother’s energy (wuu ka tan badanayaa
ilmuhu wakhtiga dhalmada). Therefore, we recommend mothers to limit intake
of foods until 7 months are completed in which pregnant mothers could take
food” [Fafan, Grandmother 10].
This study also discovered that mothers and grandmothers associate intake of
Iron tablet with pregnancy difficulty, especially larger fetus and complication
during delivery which they think will expose the pregnant mother to caesarian-section, if intake of iron is consumed as recommended by the health professional.
“Iron supplementation is said to be associated with larger fetus, but I do not
take iron supplementation during pregnancy unless I am losing power and having headache” [Goljano, Sandmadhedhe, Mother 4].
This misconception of limiting intake of Iron supplementation or taking Iron
supplementation when mother feels headache and fatigue is also recommended
by influential members in the households, such as grandmothers as echoed below.
“I recommend my daughter to take the iron supplementation from health fa-

cility when she feels headache and fatigue (awoodayadu dhacsantahay), and iron
is given for improvement. I do not advise mothers to take Iron tablet while they
are in good health” [Fafan, Grandmother 10].
3.1.2. Poor Knowledge on Optimal Diets for Pregnant Mothers
The participants reported inappropriate practices on optimal diets during pregnancy and these were mostly stemming from lack of knowledge on increased
requirement of diets during pregnancy. Mothers had low knowledge on extra
food needed during pregnancy. However, if there is any change on appetite of
pregnant mother on intake of food, they do not think to insist taking extra food
as indicated below.
“Pregnancy is associated with decreased intake of food especially during first

three months (first trimester) because I do not take food properly due to pregnancy related nausea and vomiting. If I am not able to take the food I should not
bother and I should wait until these symptoms decreases after first trimester; we
usually say pregnant women neither eat the food nor miss to eat the food” [mana
qado mana qaado) (Dhagahbur city, Mother 2].
DOI: 10.4236/fns.2020.116038
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Mothers have also low knowledge when it comes to type of diet to eat and low
knowledge level of about optimal diets needed during pregnancy. Pregnant
mothers had knowledge only that animal source foods are needed during pregnancy, but they do not know other components of balanced diets needed during
pregnancy such as fruits, legumes and vegetables.
“We should take animal source foods during pregnancy if available, animal

source foods are nutritious during pregnancy. So, I don’t know other foods
which are good for pregnant mothers as animal food” [Goljano, Sandmadhele,
Mother 3].
Grandmothers had also low knowledge level on requirement of extra food
during pregnancy; they do not know extra food is needed due to pregnancy
hence they do not recommend mothers to take more foods during pregnancy.
“its natural thing; one day she may require certain type of foods, other day

another food, the other day she will stop eating; we usually support the mother
according to her need; if she does not need any food for that day we do not prepare for them. My recommendation during pregnancy depends on her; if she
needs, we prepare type of food she prefers” [Dhagahbur, Grandmother 2].
Religious leaders also had low knowledge on requirement of extra food for
pregnant women. In addition to this, religious leaders do not have platform to
recommend mothers on nutrition; they do not even know whether they need or
not. Fathers had low knowledge on this requirement for extra food for pregnant
women; fathers are not aware of what mothers are eating during pregnancy.
Therefore, they have no role on type of food and extent of intake for mothers
during pregnancy.
“I have no knowledge on extra requirement of diets for pregnant women; I

have no information and there is no platform I know to recommend dietary intake for pregnant women in my kebele” [Dagahbur, religious leader].
“I do not have any knowledge what my wife is taking during pregnancy; I am
a busy pastoralist with the livestock the whole day and come home late at night,
therefore, I have no any information on what my wife eats at day and at night”
[Gursum, Gorey, Father 2].
3.1.3. Low Accessibility and Affordability of Diets and Health Services
Accessibility and availability of different foods in some kebeles is another barrier for pregnant mothers to have fully diversified diets needed during pregnancy. This accessibility barrier is also indicated by grandmothers in pastoralist kebeles,
“There is scarcity of fruit, vegetables and legumes here; we have only animal

source foods for pregnant mothers to eat which also become scarce now days
due to recurrent droughts. Sometimes, banana and onion may be available at
market in Goljano town but, it’s rare for mothers to have these foods from Goljano, unless they go for other purposes” [Goljano, Sanmadhedho, Mothers 3].
“I recommend mothers to eat animal source foods because there is no other
nutrient in the kebeles. There is no legumes, fruits and vegetables available in the
DOI: 10.4236/fns.2020.116038
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kebeles; if we need we should go to Dagahbur which is not always possible for
pastoralist pregnant women” [Dagahbur, Agasur, Grandmother 5].
Some kebeles in the study areas have no health facility and community should
go certain kilometers to have the service, therefore, pregnant mothers in these
kebeles do not have access to Iron supplementation, counselling, screening and
treatment for acute malnutrition during pregnancy.
“We don’t have health facility in this kebele, therefore, we go to other nearby

health facilities to have the service, only if I am seriously sick. The nearest health
facility is around five kilometers from this kebele. In addition to this, I am pastoralist so I am busy with my livestock; I am taken to nearby health facility if I
am ill with a disease” [Goljan, sanmadhede, Mother 4, FGD].
3.1.4. Pattern and Burden of Other Responsibilities during Pregnancy
In pastoralist areas, support from family, particularly husband is rare because
the family is busy with livestock and pregnant women are busy in livestock
rearing. In addition, some of the family members see as inappropriate culturally
if the husband supports pregnant women for household activities. Thus, pregnant women feel shame to ask support and also the husband may refuse as depicted below. This culture of avoiding supporting pregnant mothers is deeply
rooted in the community; even grandmothers avoid recommending fathers to
support pregnant women in some households.
“Husband asks you to avail everything for him instead of supporting you, even
if he agrees and tries to support you other husbands and neighbors will say to
him that he is doing responsibilities and chores to be done by his wife and he is
‘QORQODE’ a man who is always with women (supporting food preparation)”
[Gursum, fafan, Mother 3, FGD].
“I do not recommend mothers to ask support from her husband since neighbors would see it as offensive to her; nor would husband try to support domestic
activities in fear off negativity from other neighboring husbands” (Grandmother
4, Goljano, FGD].
Participants from fathers group reported that they are busy with livestock;
searching for pasture and water, fathers are not aware off nutrition intake for
pregnant mothers.
“I do not support my wife with any household activities. I am busy with lives-

tock; so, my wife brings the water wherever she can find in top of other demotic
work” [Father 10, sanmadheedhe, Goljano woreda, FGD].

3.2. Barrier to Optimal Diets during Lactation
3.2.1. Poor Knowledge about Optimal Diets during Lactation
The participants reported that increased intake of food during lactation, in Somali culture, some husbands usually slaughter animal immediately after delivery.
But, the participants revealed that lactating mothers eat mostly foods from cereals in which animal foods are added rarely due to impact of recurrent drought
in pastoralist areas. The participants had low knowledge levels on type of diets to
DOI: 10.4236/fns.2020.116038
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be taken during lactation, particularly, fruit, vegetables, and legumes.
“I encourage lactating mother to eat more ‘Mushali’, food made from cereal

with milk and reduce intake fruits and vegetables since fruits and vegetable induce diarrhea” [Grandmothers 2, Dagahbur woreda, FGD].
The participants mentioned that animal foods are very nutritious if available
and fruits, while legumes and vegetables are not needed at this period, this was
one of the indicators of low knowledge on diversified foods. Others indicated
that having animal product is important than vegetables and legumes, participants also pointed out low interest for vegetables and legumes claiming that
these diets do not increase mother’s weight during lactation.
“Mothers should regain the weight they lost during pregnancy. They should
eat more food from animal source; fruits, vegetables and legumes do not assist
mothers to regain the weight they lost during pregnancy” [Mothers 3, Gursum,
FGD].
3.2.2. Low Health Seeking Behavior
Health professional at health facilities reported that mothers do not come back
to health facility after delivery to receive counselling on diets to be taken; they
come back only if they get sick or their infant gets sick. Health professional also
reported that their outreach visits are very minimum, complaining that the limited number of health workers in the facilities and instead focus only static
health service delivery.
“It’s rare to see mothers coming back to health facility to receive postnatal

care; they come back mostly when their infants are sick or they feel not good”
[Health professional, Gursum, interview].
“We are few in number in this health facility; we are always busy with high
number of clients in this facility; thus, we do not go out to give outreach service
for the community consistently” [Health professional, Gorey, interview]
3.2.3. Pattern and Burden of Other Responsibilities during Lactation
Some of the mothers reported that they heard about availability of postnatal services but failed to attend the services due to lack of time because of work and
other responsibilities. Participants reported that they are busy with feeding their
families, rearing livestock and fetching water for families and livestock since they
are pastoralist.
“We have no time for going back to health facility to receive postnatal care

services, nor do we have a time to look for taking diversified food during lactation. We are pastoralist and we should spent time making sure that our livestock
is getting enough pasture and water. In addition, we should also be busy for family to be fed well” [Mother 8, Sanmadheedhe, Goljano, FGD].
Other participants reported that they only get rest for first 40 days after the
delivery. After that they should start looking after their livestock, farms and families. Lactating mothers do not cook food for themselves separately.
“I get rest for the first 40 days of birth; after that no one will support us. So, we
DOI: 10.4236/fns.2020.116038
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should be busy with the family, livestock and farms” [Mother 7, Gorey, FGD].

3.3. Barriers on Optimal Child Feeding Practices
3.3.1. Low Knowledge and Attitude about Breastfeeding
and Complementary Feeding
Majority of the participants in the FGDs reported that they gave holy water and
fax (sugary water) to children immediately after delivery, until breastmilk comes
to the breast naturally at least after three days. Some of the grandmothers also
believe that it’s natural for some women not to produce milk at first time and
such women should wait some time.
“Breastmilk comes to my breast after three days. Therefore, I have to prepare
‘fax’ to feed the infant after the holy water is given. After three days, milk comes

and I start giving breastmilk” [Mother 6, sandmadeda, Goljano woreda].
“I don’t practice skin to skin for infants immediately after the delivery, I recommend mothers to prepare ‘fax’ and any other animal milk she could afford to
give the baby until the milk comes, after three days mostly” (Grandmothers 10,
Agasur, Dagahbur woreda).
The duration of exclusive breastfeeding was short due to the common practices of giving infants water and pre-lacteal feeds, so, majority of participants
practiced giving water for infants less than six months. These study participants
believed that their babies needed water by claiming that breastmilk is too hot
and comes through blood vessels. Water should be given to the infants in order
to cool down.
“Giving water has no time; we start giving water at early age because the milk

is hot since human milk comes through blood vessels” [Mother 11, Dagahbur].
Furthermore, some of the participants reported that water should be given to
male infants because male genitalia make the infants thirsty and more water is
needed. Some of the participants also reported difficulty in breastfeeding due to
a perception that there is not enough breastmilk. As a result, some mothers in
the FGDs and interviews pointed out that they have started food or milk at early
stage before six months.
“I recommend water to be given for infants at every stage before six months,

particularly, male infants, because male infants need more water due to male genitalia” [Mother 2, Dagahbur].
“I started feeding my infant a powder milk while he was two months because
my breastmilk was not enough for the baby. Now days all mothers are giving
other milk and foods before the child is six months saying that breastmilk is not
enough” [Mother 8, Dagahle, Gursum woreda].
“I started food, particularly animal source food for child to grow well otherwise the child would not grow well and would be undernourished; Uurbasaas”
[Mother 6, Dagahle, Gursum woreda].
Furthermore, Mothers explained a children’s cry indicates that they are not
satisfied during or after breastfeeding. This, combined with mothers’ perceived
inability to produce enough milk led them to introduce foods generally within
DOI: 10.4236/fns.2020.116038
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the first 2 to 3 months of life. Mothers felt encouraged in this practice when
children stopped crying after being given food. When the child cries, the child is
hungry was frequently voiced as well as the belief that giving sugary water or
animal milk makes children calm. Several mothers discussed this practice.
“When my child cries, I usually start breastfeeding but if the child is not satis-

fied and stop cryin, then I start giving milk powder to satisfy” [Mother 9, Dagahbur].
“If the baby cries and not satisfied by breastmilk we recommend mothers to
give food or animal milk other than breastmilk because breastmilk is not enough”
[Grandmother 12, sanmadeda, Goljano woreda].
In general, porridge was introduced to children, followed by food the family
eats (Rice, Lahoh, Pasta, Shuro). Women felt that the children’s crying indicates
when they are ready for complementary foods. As mothers explained they start
feeding their children Shuro at any age. The participants further pointed out that
they start food when the child is not satisfied by the breastmilk only. In addition,
mothers interpret a child’s cry as desire to eat family food.
Maize and Wheat flours were often used to make Shuro and lahoh (Injero);
some of these foods take at least 24 hours to be ready for the family. Most often,
Shuro consisted of Maize flour, milk and water, though access to other flours varied depending on location. In urban area, legumes are also mixed with other
flours. There is early introduction of complementary feeding as indicated by the
participants. Moreover, some participants reported late introduction of complementary feeding. Caretakers indicated that they started animal milk as early
as possible but food at 12 months as per below statement.
“I check the child whether she can take or not a soft and semi-solid food at

four months; I should know whether my child could take the food as early as
possible otherwise the child will not grow well” [Mother 6, Goljano woreda].
“I never started food for my children before one year; I usually start soft foods
at first birthday” [Mother 4, Agasur, Dagahbur woreda].
On top of this, lack of knowledge on how to enrich complementary food was
also another barrier to optimal complementary feeding. Many mothers reported
that they don’t know how to add other food items including carrot and or eggs.
As cereals are mostly used for complementary food preparation, participants indicated that they only add milk.
“I use flour made from either wheat or maize; we use this flour for making

Shuro for the household, including the children. We eat this Shuro with milk for
whole family if available. If there is scarcity of milk, we give Shuro with little
milk for the children only” [Mother 8, Dagahle, Gursum woreda].
Additionally, many mothers indicated that breastfeeding while pregnant
would negatively impact the health of the child, and pregnancy was a common
reason for cessation of breastfeeding. Lack of knowledge on frequency of complementary feeding was also identified in this research. Majority of mothers do
not know how many times children should be fed per day.
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“I stopped breastfeeding of my child after becoming pregnant for fear of

spoiling the health of my child because breastfeeding during pregnancy induces
diarrhea for infants” [Mother 8 Dagahle, Gursum woreda].
“I provide the complementary food at the same time with other household.
There is no special time for child to be fed alone” [Mother 9, Dagahbur woreda].
3.3.2. Women’s Workload (Pattern and Burden
of Other Responsibilities)
Women’s workload required them to either tend to crop cultivation, livestock
rearing or fetching water on daily basis. Often, they left their children for hours
in the care of other children, grandmothers, neighbors, or family members who
commonly offered milk, Fax or food to calm the child when crying. This was a
frequently cited reason for early introduction of complementary foods. Although
not a widely adopted practice, there were a few women across the study sites
who reported carrying their child with them to the field in order to practice exclusive breastfeeding. There were mixed responses from women as to whether
they felt they could take their children with them to the field. Factors such as
distance to the field, conditions in the field, and the load the women have to
carry were reported as concerns.
“I am pastoralist; we have number of livestock, some of these livestock are left

at home, and others are kept by other members of the family; livestock left at
home need water and pasture. We are here living in an area with chronic water
shortage where you should walk long distance to fetch water for the animal and
household, leaving the child with relatives. If the child cries they give what is
available; Fax, milk or food even for those less than six months” [Mother 5,
Sanmadede, Goljano, FGDs].
3.3.3. Poor Maternal Dietary Intake and Perceived Milk Insufficiency
Mothers attributed their inability to produce enough milk to lack of access or
availability of sufficient food in the household. Some participants indicated that
they do household chores without food the whole day except consuming some
water and a piece of Injera or Shuro with no milk. They tend to link their inability to produce breastmilk to this scenario in the household. Some participants
also reported their child cries during or after feeding, and this leads them to
think that their milk production is insufficient.
“We have lost our livelihood due to 2016/17 drought and have no livestock for

milking and we are dependent on government support which is fluctuating.
Therefore, if I am not getting enough food, sure, breastmilk is not enough for
the baby, I fear for my baby; I look for additional food or milk from neighbors or
relatives” [Mother 6, Agasur, Dagahbur woreda, FGD].
Some care givers also believe that breast milk alone is insufficient for the child
and it needs to be supplemented with other foods including; baby formula, sugar
water and animal milk. Water is also provided to quench the thirst of young
children, particularly in the dry and hot seasons, as depicted below.
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“Breastmilk only is not enough for the infants; so, I provide animal milk; wa-

ter should also be provided to satisfy the thirst for the infants” [Mother, Goljano
5, Goljano].
3.3.4. Culture Custodian Influence (on Initiation, Exclusive
and Complementary Feeding)
Our study revealed that mothers give their infants holy water (taxalil), this holy
water is believed to prevent children from evil eye, in addition this, the study also identified that mothers give their infants digri (herbal infusion), this herbal is
believed to treat disease called “masreeye”; which prevent infant to properly
grow.
“Let’s say digri is a leave, I put it in a cup with small water, I put a little so that

it sorts of soaks and then give this to the baby to drink in the morning, afternoon
and evening” [Mother 6, sandmadhedhe, Goljano, FGD].
This practice of giving a baby water and herbal infusions is reinforced by important and influential members of the family, such as grandmothers echoed by
FGDs.
“Mothers give the baby digri to drink as prevention of masreeye and I don’t
see anything wrong with this. I encourage giving dirgri; this assures infants to
grow strong, as they are protected” [Grandmother 5, sandmadhedhe, Goljano,
FGD].
Another traditional belief on initiation of breastfeeding in the study area is
giving sugary water immediately after delivery; this sugary water is given to infants to stimulate appetite as revealed by the study participants. Giving sugary
water as pre-lacteal feeding is also recommended by influential members of the
family like, grandmothers. Besides, our study also revealed that fathers were not
aware of what is given to their infants. Fathers consider this as women’s role.
“I provide sugary water to infants immediately after delivery. I give this sugary

water to stimulate appetite; the infant starts the breastmilk and other liquids
with high appetite” [Mothers, Dhagahbur 4, and FGD].
“Production of breastmilk takes at least three days and the infant needs milk
and what to drink; so, I recommend watery sugar to be given for survival” [Grandmother 3, Agasur, Dhagahbur, FGD].
“Roles are divided in the family; women are involved in infant and child feeding, and so, we are not aware of what mothers are giving the infants” [Father 4,
Goray, Gursum, FGD].
The desire for a baby to grow up strong and healthy is critical to encourage
breastfeeding in Somali communities. Religion is also an important influence on
breastfeeding practices in Somali, as the Quran’s support for breastfeeding is
highlighted by religious leaders. In this survey, some religious leaders were interviewed on initiation of breastfeeding, particularly giving holy water to infants
immediately after delivery. We have revealed mixed responses from the religious
leaders at villages. The study team decided to move the question on giving holy
water to infants to other religious leaders in the region. As result of this, we
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identified that there is no solid evidence from authentic Hadith or any other
sources which encourage holy water to be given to infants immediately after delivery.
“Holly water can be given to infants immediately after delivery” [Religious
leader 3, Dagahle, Gursum, interview].
“There is no evidence from authentic Hadith (sayings of the Prophet Muhammad) or any other sources for holy water to be given to infants immediately
after delivery. But small piece of dates (timir) is usually indicated to be put into
infant’s mouth immediately after delivery. I think the holy water is used in the
absence of dates (timir) at these villages, if this holy water is used with Quran
properly that will benefit” [Religious leader, Jigjiga, interview].

4. Discussion
The findings provide insight into the optimal maternal and child feeding practices, focusing on barriers for maternal and child feeding in Somali region. The
results of the present study show that there are seven barriers including knowledge, myths and misconceptions, influence of culture custodians, and patterns,
burden of household chores, accessibility of health facilities, poor maternal dietary intake and perceived breastmilk insufficient as the main barriers affecting
appropriate maternal and child-feeding practices.
The respondents, particulars primary caregivers and religious leaders lacked
knowledge about optimal maternal nutrition during pregnancy and lactation.
Lack of knowledge about aspects, such as increased requirement of nutrients or
food during pregnancy, caregivers have also low knowledge when it comes to
type of diet to eat, mothers had low knowledge level about optimal diets needed
during pregnancy. Pregnant mothers had information only that animal source
foods are needed during pregnancy, but, they do not know other components of
diets needed during pregnancy such as fruits, legumes and vegetables.
The participants mentioned that animal foods are very nutritious if available
but provided less importance for fruits, legumes and vegetables at this period,
this was one of the indicators of low knowledge on diversified foods.
The finding is comparable with research conducted in Northeastern Nigeria
which revealed that mothers lack of knowledge of the physiological state of
pregnancy and the fetal development process in relation to maternal diet, type of
nutrients to take during pregnancy, lactation and the need for greater food consumption during certain life stages [8].
In addition to this, lack of knowledge is also identified as barrier for optimal
child feeding practices. Majority of the participants in the FGDs reported that
they gave holy water and fax to children immediately after delivery, until breastmilk comes to the breast freely at least after three days, the study participants indicated that they gave fax for these three days.
Furthermore, consistent with our finding, other research in Somali community and other regions in Ethiopia have found that mothers or caregivers educaDOI: 10.4236/fns.2020.116038
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tion has effect on appropriate nutrition practice [40]. Similar study in Egypt also
reported pregnant women have little to no knowledge of optimal weight gain
during pregnancy, likely due to lack of counseling by health care providers [44].
Poor knowledge is also reported in research conducted Burkina Faso in which
poor knowledge on some nutrients led women to restrict taking optimal diets
[45]. Furthermore, poor knowledge as barrier for optimal maternal infants and
young child nutrition also reported in other developing countries [31] [32] [33]
[34] [35] [46].
Lack of knowledge may be impacting critical aspects of maternal and childfeeding, such as adequate maternal nutrition, early initiation of breastfeeding,
exclusive breastfeeding for six months, and timely introduction of age appropriate complementary feeding, all of which are key aspects of the process of preventing maternal and childhood malnutrition and associated mortality. Therefore, maternal, infant and young child feeding strategy which is currently implemented by government of Ethiopia and partners need strengthening in particular at community level. The present study also revealed myths, misconception and culture custodian as barriers for optimal maternal and child nutrition
practice, these myths and misconceptions include, mother’s belief on association
of pregnancy with diseases and difficulties, decrease of intake to prevent fetus to
become larger than birth canal and limiting intake of Iron supplementation to
prevent caesarian session.
This misconception of limiting intake of Iron supplementation and nutritious
foods is also recommended by influential members in the households, such as
grandmothers. The primary caregivers were following recommendations and
information given by influential members in the family or community whom
they respected because of their perceived understanding about cultural issues,
traditions, and health matters to guide their maternal nutrition practice.
Misconception related to Iron intake is also reported in Egypt in which mothers threw Iron pills given by doctors [44].
This study also revealed a number of myths and misconception as barriers to
optimal infant and child feeding practices includes giving infants holy water
(Taxalil). This holy water is believed to prevent children from evil eye. Furthermore, the study also reported that mothers give their infants Digri (herbal infusion) and sugary water (Fax).
Digri and Fax were reported to be a major problem during infancy, and it interfered with initiation and exclusive breastfeeding practices. DigriIn is herbal
infusion believed to treat colic related problem called “masreeye”. Mothers believe this herbal infusion prevent disease and support infant to properly grow.
Similarly, primary caregivers also provide fax (sugary water) as prelactal feeding.
Studies in the United Arab Emirates, India, and Nigeria report mothers gave
prelacteal feeds and gripe water to manage infant colic [47].
Findings related to our finding are also reported in Nigeria which revealed
that mothers attributed the child’s health to “divine will [8]. The result is also
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comparable to research conducted in Ethiopia which reported that women
“think that the health of the baby is determined by God”. (9). Other studies
which are similar to this finding also cited beliefs that the fetus and food were
both located in the stomach, and therefore if women ate too much food the baby
would not have room to grow [10].
Myths on infant feeding practice are also reported in other parts of Ethiopia in
which mothers believe health of the fetus is determined by God but not food
taken by mothers [45]. In addition to this, although the type and context are different, misconceptions and perceptions as barriers are also reported in studies
conducted in Zimbabwe [31] [33], Uganda [32], other developing countries [45],
India [35] and Vietnam [48].
Access and affordability of different food types is another barrier for mothers
to have fully diversified nutrients needed during pregnancy and lactation. Pastoralist communities in the study area such as villages under Dagahbur and Goljano woredas have poor access to different food types that are needed during
pregnancy, lactation and complementary age. Even where nutritious foods were
available for consumption, accessing them was hindered by lack of affordability
and other household-level factors. Foods perceived to maximize pregnancy outcomes were often unaffordable, preventing pregnant women from supplementing their traditional diets with nutrient-rich foods.
This finding is in line with research conducted in Gozamin, Northern Eastern
Ethiopia which reported affordability as barrier indicating families do not have
the ability to buy various types of fruits, vegetables and cereals, so families just
prepare food from what is available at hand [37]. Accessibility and poverty as
barrier was also reported in researches conducted in Bangladesh [34], Loas [49],
Northeast Nigeria [8], Egypt [50], Ethiopia [9], India [35] and Tanzania [12].
Lack of access to nutritious foods or economic constraints is also reported as
major barrier to obtaining food in Indonesia, Burkina Faso, India, Kenya, Nepal,
Nigeria and Pakistan [12].
Our study further highlighted high burden of other responsibilities as barrier
for optimal nutrition, pastoralist women are busy with livestock rearing and
household chores, the primary caregivers hinted on a very high burden of household chores, and these tended to intensify during dry season. Participants indicated negative perception culturally if the husband supports pregnant women
for household activities; the primary caregivers received limited to no support
from the male adults (or husbands) in the family towards meeting the maternal,
infant and young child-feeding needs or reducing the burden of household
chores and other responsibilities.
This finding is similar with research conducted in Northern eastern Ethiopia,
which states that mothers/caretakers did not properly feed their children due to
different workload from outside and inside the home [37]. Consistent results were
also reported from other studies conducted in Uganda [32], Congo [36], Zambia
[51], and Ethiopia [37], and Bangladesh [34], Thailand [52], Zimbabwe [31].
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The other major barrier for optimal child feeding practice was poor maternal
dietary intake and perceived milk insufficiency, perceived insufficient breast
milk production emerged as one of the barriers, particularly, to exclusive breastfeeding (EBF). This perception is one reason why mothers introduced their babies to other foods earlier than recommended. In addition to this, participants
also indicated poor maternal dietary intake reduce amount of breastmilk, this
also another reason for pastoralist mother introduced their babies to other foods
particularly during dry season when availability of foods and dairy products decreases, as result of this, mothers in the study area traditionally give infants sugary water (fax) before six months. Similar finding is reported in Kenyan pastoralist community; barrier to EBF from birth to 6 months is the participants’ belief that their milk alone is insufficient nutrition for their infant [53]. Similarly,
Webb-Girard et al. found food insecure women in Kenya were significantly
more likely to believe their milk was insufficient [54]. Another finding from
Congo in which most women reported their child cried during or after feeding,
and this leads them to think that their milk production was insufficient [36]. The
same results were also reported from studies in Zimbabwe [33], Ghana [38], and
Tanzania [39].

5. Conclusion
This research has provided valuable local insight regarding the maternal child
feeding among care givers and key informants who are source of advice on cultural issues relating to nutrition practices. Their descriptions and insight revealed barriers on optimal maternal and child feeding practice as recommended
by the WHO, particularly caregivers of children between 0 - 23 months. The result of the study indicates more work needs to be undertaken to strengthen
community-based nutrition with strong social and behavioral change communication. Emphasizing on age-specific counselling on maternal infant and young
child nutrition at health facilities during antenatal, early postnatal visits and
outreach services in the pastoralist areas through cultural sensitive multi-channel
media for instance, SRTV and FMs is critical to promote optimal nutrition in
Somali region and reverse prevalent harmful feeding and caring practices with
far-reaching negative consequences on maternal and child health.

Limitation
This is a qualitative study, and the sample was not representative of the entire
population of primary caregivers, grandmothers, grandfathers, religious leaders
and health professionals in the districts and did not include other people in the
community. The districts where the study was conducted were pastoralist,
therefore, other livelihood zones in Somali region, like riverine livelihood were
not included. Despite the limitations of this study, the findings provide a starting
point for serial interventions to improve maternal, infants and young child nutrition in the study area.
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