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Abstract 

Introduction:  Fever is one of the most frequent reasons for paediatric consultations in Burkina Faso, but health care-
seeking behaviours and the factors associated with health care-seeking in the event of childhood fever are poorly 
documented. This study aims to analyse the health care-seeking behaviours and the factors associated with health 
care-seeking for childhood fever in Burkina Faso.

Methods:  This study used the data from the baseline and endline surveys conducted to evaluate the impact of the 
Performance-Based Financing program in Burkina Faso. Univariate and multivariate binary logistic regression analyses 
were used to identify the factors associated with appropriate healthcare-seeking for childhood fever. Odds ratios were 
estimated to assess the strength of associations and 95% confidence intervals (CIs) were used for significance tests. 
Data were cleaned, coded and analysed using Stata software version 16.1.

Results:  Among the children under five who had a fever, 75.19% and 79.76% sought appropriate health care in 2013 
and 2017, respectively. Being 24–59 months old (AOR: 0.344, 95% CI 0.182–0.649 in 2013 and AOR: 0. 208, 95% CI 
0.115–0.376 in 2017), living in a very wealthy household (AOR: 2.014, 95% CI 1.149–3.531 in 2013 and AOR: 2.165, 95% 
CI 1.223–3.834 in 2017), having a mother with a secondary or higher level of education or having made at least four 
antenatal care visits were significantly associated with seeking appropriate health care for childhood fever. Living in 
an area where the health facility is safe was also significantly associated with seeking appropriate care for childhood 
fevers.

Conclusions:  The findings underscore the need to concentrate efforts aiming at sensitizing the population (espe-
cially women of childbearing age) to improve sanitation and the use of family planning (household composition), 
skilled antenatal care and postnatal care to help reduce the prevalence of fever in children under five and improve the 
use of medical healthcare for childhood fever.
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Introduction
Each year, some 8 million children in developing coun-
tries die before they reach their fifth birthday, and many 
die in the first year of life [1]. Eight in ten of these deaths 
are due to neonatal conditions, diarrhoea, acute respira-
tory infection, fevers alone or those associated with other 
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symptoms often overlapping with signs of malaria in par-
ticular [1–7]. Most deaths due to diarrhea, fever, cough, 
pneumonia, and malaria in young children from devel-
oping countries could be prevented by relatively simple 
treatments and interventions [1, 8].

Fever as a perception of high body temperature is often 
viewed by parents as an illness itself rather than a symp-
tom or sign of illness [6, 9]. It is one of the most frequent 
reasons for paediatric consultations [10], accounting for 
nearly 30% of paediatric consultations worldwide. Fevers, 
which very often mask other symptoms of malaria, have 
always been one of the leading causes of morbidity and 
mortality in childhood (40% of deaths under five) [11]. In 
addition, several studies have reported that children who 
accumulate a nutrient deficit in the neonatal period have 
their risk of death increased during the neonatal period. 
This disadvantage persists for the first five or more years 
of life [12–14].

In Burkina Faso, Health service delivery is organized 
in a three-tier system, with primary facilities, located in 
rural areas; district hospitals located in each district capi-
tal; and regional and national referral hospitals located in 
the regional capitals and in the national capital Ouaga-
dougou [15]. Public facilities provide the vast majority of 
health services [15]. The data on the prevalence of fever 
are not encouraging. The country has a high prevalence 
of malarial infection and fever among children under 
five. Indeed, according to the malaria indicators’ survey 
(MIS) in Burkina-Faso, carried out by the National Insti-
tute of Statistics and Demography (INSD) in 2014, four 
out of ten children (40%) had fever during the two weeks 
preceding the survey [16]. According to the same survey, 
in 46% of children under five who had a fever in the two 
weeks preceding the survey, the fever was not treated, 
and only 35% of children who had a fever took antima-
larial drugs [16]. Burkina Faso is one of the ten countries 
with the highest number of malaria cases and associ-
ated deaths (3% of cases and deaths worldwide). Malaria 
is responsible for 43% of health facility use and 22% of 
deaths [17].

Despite this burden, one of observations regarding 
health care-seeking is the long-time taken by parents 
before seeking health care in health facilities. The cases 
generally encountered in health facilities are there-
fore serious cases that have been the subject of many 
treatment attempts with other therapists outside the 
national health system [18–20]. Evidence suggests that 
the factors associated with the use of health services 
in the event of children’s illness are both multiple and 
complex, relating to various fields and exerting their 
influences at the individual, household, community and 
national levels [21, 22]. In Burkina Faso and elsewhere, 
previous studies conducted documented those factors 

such as parents’ (especially mothers’) sense of compe-
tence for detecting signs of illness [23, 24], the distance 
between home and the health facility, long periods of 
waiting for medical services and direct payment for 
care were the main reasons for low healthcare utiliza-
tion in developing countries [19, 25–29].

However, it is recognized that the early and adequate 
management of fever considerably reduces the inci-
dence of severe cases [24, 30–32]. Nevertheless, little 
is known about the differential prevalence of childhood 
fever and the factors associated with health-seeking 
behaviours by mothers for fever in their children in 
Burkina Faso. In Burkina Faso, apart from the results 
of demographic and health surveys (DHS) and apart 
from the malaria indicators’ survey, which makes a dis-
tribution of the prevalence of fever according to certain 
socio-demographic characteristics [16, 33], the differ-
ential prevalence of this childhood illness, healthcare-
seeking behaviours and the factors associated with 
health care-seeking in the event of children’s fever are 
poorly documented.

Regarding the public health problem posed by fever, 
the analysis of the differential prevalence of infantile 
fever, care-seeking behaviours and factors associated 
with the mothers seeking care in the event of infantile 
fever in Burkina Faso are all needed in order to generate 
knowledge that can inform program planners and poli-
cymakers working in the field of child health. This study 
aims to analyse the health care-seeking behaviours and 
the factors associated with health care-seeking for child-
hood fever in Burkina Faso.

Methods
Setting
The preliminary results of the 5th general population 
and housing census of Burkina Faso, carried out in 2019, 
indicated a total resident population of 20,487,979 inhab-
itants [34]. According to the same source, the vast major-
ity of the population (73.7%) lives in rural areas in 2019 
[34].  Moreover, according to the results of the demo-
graphic module of the continuous multisectoral survey 
carried out in 2019 in Burkina Faso, the vast majority of 
the population was affected by illiteracy (65.5% in 2014), 
and the poverty coverage rate at the national poverty line 
was estimated at 40.10% of the total population [35]. The 
2018 Human Development Index of the United Nations 
Development Program ranks Burkina Faso 182nd out 
of 189 countries and territories with comparable data. 
According to the 2010 demography and health survey 
results for Burkina Faso, less than 6 in 10 women (58.4%) 
make 2 to 3 antenatal visits during pregnancy, and only 3 
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in 10 women (33.1%) make 4 or more visits during preg-
nancy [33].

Study design
The study was conducted in six administrative regions 
(Boucle du Mouhoun, Centre-Est, Centre-Nord, Cen-
tre-Ouest, Nord and Sud-Ouest) of Burkina Faso. These 
six regions were chosen on the basis of the level of their 
health indicators. Of the six target regions, four have 
health indicators below the national median. Within each 
region, two health districts were selected by the govern-
ment to receive the intervention based on poor results on 
four selected indicators: contraceptive prevalence rate, 
assisted deliveries, antenatal consultations and postnatal 
consultations [36] (Fig. 1).

Two study populations were used in this study. First, all 
permanent female residents of the study area who were 
pregnant or gave birth at least once in the last two years 
preceding the baseline and endline survey, irrespective of 
the outcome of delivery. Women of childbearing age who 
did not give birth at least once in the past two years prior 
to this survey and/or residing in the study area for less 
than six months were excluded from this study. Second, 
the target population for this study was all children aged 
0–59  months who had a fever or not in the four weeks 
preceding the survey and their mothers.

Data
To achieve the objectives of this study, two quantita-
tive data sources were used: baseline (2013) and endline 
(2017) survey data for the impact evaluation of Perfor-
mance-Based Financing (PBF) in Burkina Faso. The PBF 
impact assessment was a blocked-by-region cluster ran-
dom trial based on a pre-post comparison design. In the 
protocol, it was planned to trace households and health 

facilities from the baseline survey to the final survey. The 
sample was derived in a three‐stage cluster sampling pro-
cedure, described in detail elsewhere [36].

Data from the baseline and endline surveys for the 
impact assessment of PBF in Burkina Faso was used for 
this study. The baseline and endline surveys collected 
data on household characteristics and household mem-
bers, the health status of each household member and 
the use of health services, perception of the quality of 
services, antenatal care, postnatal care, immunization 
of children and use of the services of community health 
workers. This survey also provides information on the 
evaluation of the health facility, exit interviews after the 
consultations for children under five and for women seen 
in antenatal care and the distance between the home 
and the health facilities. Data was collected during the 
malaria season only.

Variables
Outcome variables
In this study, there were two dependent variables. The 
first was constructed from self-reported information col-
lected in face-to-face interviews. Reports of fever were 
classified into two categories: those reported to have had 
a fever in the last four weeks preceding the survey and 
those not reported to have a fever in the last four weeks 
preceding the survey. This outcome variable, there-
fore, includes two modalities: presence of fever = 1 and 
absence of fever = 0.

The second variable was appropriate healthcare-seek-
ing. Seeking appropriate healthcare has been defined as 
seeking healthcare from all public or private health facili-
ties, private doctors and community health workers but 

Baseline Survey

Health facili�es 
survey  (428) 

100%

Household 
survey (6224) 

99.98%

Region (06)

Interven�on 
District (12)

Control District 
(12)

Endline Survey

Health facili�es 
survey (428) 

100%

Household 
survey (6224) 

100%

Region

Interven�on 
District (12)

Control District 
(12)

Fig. 1  Survey design diagram
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excluding non-medical care, pharmacies, shops and tra-
ditional healers [37].

These two outcome variables were based on self-
reported information collected in face-to-face interviews.

Explanatory variables
The description of the differential prevalence of fever in 
children under five was made, not only with the clas-
sic variables (sex of the child, birth order, place of resi-
dence, region of residence, mothers’ level of education, 
wealth status, etc.) [21], widely studied by DHS and 
MIS, but with additional variables such as household 
composition, child immunization status, antenatal and 
postnatal care, the methods of garbage disposal, the 
sources of drinking water and the method of evacuating 
human excreta [38].

Regarding the analysis of the factors associated with 
appropriate health care-seeking behaviours, several 
groups of variables were considered. The variables 
describing the socio-demographic characteristics of the 
child, their mother and their household are as follows: 
child’s sex, child’s age, child’s vaccination status, moth-
er’s age, mother’s marital status, mother’s level of edu-
cation, mother’s occupation, mother’s use of antenatal 
and postnatal care, and wealth status. The group of vari-
ables describing the morphological characteristics of the 
household includes the following: the size of the house-
hold, the number of children under five and the presence 
of elderly persons. The group of variables characteriz-
ing the health facilities includes the waiting time before 
receiving care and the safety and confidence in the health 
facility. The following questions were asked for each vari-
able characterizing the health facilities:

•	 Waiting time: During the last visit, how long did you/
[NAME] have to wait before seeing a health worker?

•	 Safety: The level of security in the area does not allow 
people in the community to use the health services 
available ? With the following terms: agree, neither 
agree nor disagree, Disagree

•	 Confidence: You have complete confidence in the 
decisions of the healthcare personnel regarding med-
ical treatment at this healthcare facility ? With the 
following terms: agree, Neither agree nor disagree, 
Disagree

All these variables were self-reported.

Statistical analysis
Several statistical methods were used to answer the 
research questions. The analytical strategy is based on 
two successive stages that are linked together to provide 

additional knowledge. The first analytical phase consists 
mainly of a description of the differential prevalence of 
fever in children under five years of age. To describe the 
differential prevalence of fever, cross-tables and their sta-
tistical associations were used (95%).

Univariate and multivariate binary logistic regression 
analyses were used to identify factors associated with 
appropriate health care-seeking behaviours for child-
hood fever. Odds ratios (ORs) and adjusted odds ratios 
(AORs) were estimated to assess the strength of associa-
tions and 95% confidence intervals were used for signifi-
cance tests. The proportion test was used to examine the 
differences in prevalence of fever among children under 
five and healthcare utilization for fever among children 
in Burkina Faso. Authors’ do their own calculations from 
the baseline (2013) and endline (2017) survey data for the 
impact evaluation of Performance-Based Financing (PBF) 
in Burkina Faso, to build all the table. Data were cleaned, 
coded and analysed using Stata software version 16.1.

Ethical considerations
Ethical approval was obtained from the Ethics Commit-
tee of the Medical Faculty of the University of Heidel-
berg (Protocol number S-272/2013) and Burkina Faso 
National Ethics Committee (Protocol number 2013–7-
06). All participants were informed about all relevant 
aspects of the study including its aim, procedures, poten-
tial risks and hazards. Since the subjects of this study 
were women aged 15–49 and children under 5  years of 
age, the informed consent of the women and the authori-
zation of parents or guardians and the informed assent 
of the children was requested to participate in the study. 
The participants gave their verbal consent and decided 
to participate in the study voluntarily. All information 
would remain confidential and anonymized. No con-
straints or restrictions weigh on the autonomy and inde-
pendence of the study or the publication of its results.

Results
Descriptive results of the differential prevalence of fever 
in children under five
Of all the children under five included in this study (1029 
and 1863, respectively, in 2013 and 2017), 814 and 1,067 
children, respectively, had a fever in the last four weeks 
preceding the survey.

Table  1 shows the distribution of children under five 
who had a fever in the last four weeks preceding the sur-
vey according to their household characteristics and the 
health practices of their mothers. Overall, the results 
show that, respectively, in 2013 and 2017, about eight in 
ten children and six in ten children (79.11% and 57.27%) 
had a fever in the four weeks preceding the survey.
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This prevalence was high among children living in large 
households (81.94% in 2013 and 59.21% in 2017), among 
those living in households with three or more children 
(85.64% in 2013 and 59.29% in 2017) and among those 
living in households with at least two elderly persons 
(92.00% in 2013 and 62.96% in 2017).

Also noted was a particularly high prevalence among 
children living in households where household garbage 

was dumped in the street (81.76% in 2013 and 63.99% 
in 2017) and among those living in households that con-
tinued to defecate in nature (81.89% in 2013 and 59.63% 
in 2017). This prevalence was also high among children 
whose mothers did not attend postnatal consultations 
(80.32% in 2013 and 60.34 in 2017).

Whatever the year, a significant relationship was 
noted between variables such as household composition 

Table 1  Descriptive results of differential prevalence of fever among children under five from the baseline (2013) and endline (2017) 
survey data for the impact evaluation of Performance-Based Financing (PBF) in Burkina Faso

 ***p < .01, ** p < .05, * p < .1

Characteristics 2013 2017 Proportion test of 
decrease (P-value)

N Fever in 4 last 
week (%)

P-value N Fever in 4 last 
week (%)

P-value

Household size

1–3 333 74.47 0.024** 1,189 52.61 0.071* p < 0.001***

4–5 480 81.04 425 54.59 p < 0.001***

 ≥ 6 216 81.94 249 59.21 p < 0.001***

Number of children under five

1 infant 353 84.14 0.000*** 678 54.69 0.325 p < 0.001***

2 infants 488 72.95 801 56.80 p < 0.001***

 ≥ 3 188 85.64 384 59.29 p < 0.001***

Number of elderly persons in the household

No elderly 915 79.13 0.237 1,648 55.95 0.005*** p < 0.001***

An elderly person 89 75.28 188 68.09 0.002***

 ≥ 2 25 92.00 27 62.96 p < 0.001***

Method of garbage disposal

In the street 510 81.76 0.022** 711 63.99 0.000*** p < 0.001***

Pile of filth 445 77.53 996 53.61 p < 0.001***

Garbage collection 74 70.27 156 50.00 p < 0.001***

Mode of disposal of human excreta

In nature 657 81.89 0.000*** 1,023 59.63 0.000*** p < 0.001***

Ordinary latrines 337 75.07 776 56.06 p < 0.001***

Improved latrines 35 65.71 64 34.38 p < 0.001***

Source of drinking water

Unprotected sources 188 80.32 0.003*** 364 60.99 0.079* p < 0.001***

Protected well 99 82.83 285 52.28 p < 0.001***

Drilling 631 80.67 1,112 57.91 p < 0.001***

Household Tap 111 64.86 102 50.98 0.003***

Children fully immunized

No 434 81.86 0.099* 80 55.81 0.860 p < 0.001***

Yes 595 77.22 1,783 57.17 p < 0.001***

Received four skilled antenatal visits

 < 4 499 79.36 0.197 643 61.74 0.005*** p < 0.001***

 >  = 4 530 78.87 1220 54.92 p < 0.001***

Received postnatal care

No postnatal visits 315 80.32 0.938 383 60.34 0.000*** p < 0.001***

At least one postnatal visit 714 78.57 1,480 45.43 p < 0.001***

All Respondents 1,029 79.11 1,863 57.27 p < 0.001***
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(household size, number of children under five, num-
ber of elderly persons), methods of garbage disposal, 
sources of drinking water, method of disposal of human 
excreta and the occurrence of fever in children under 
five. Regarding antenatal and postnatal care, there was 
no significant relationship between these variables and 
the occurrence of fever in children under five in 2013, but 
this relationship became significant in 2017.

Descriptive results of the use of medical care for childhood 
fever
Table  2 shows the percentage of children under five 
whose fever was treated at all public or private health 
facilities by private doctors and community health work-
ers. For over 75.19% and 79.76% of children with fever, 
respectively, in 2013 and 2017, medical health care was 
sought from a healthcare facility or healthcare provider. 
There was an increase in the percentage of children under 
five whose fever was treated with appropriate health care.

This health care-seeking was more frequently carried 
out for the youngest children (less than one year) (82.35% 
in 2013 and 86.22% in 2017) and those living in house-
holds without elderly persons (77.27% in 2013 and 85.19% 
in 2017). It was also noted that children with fever tended 
to be deprived of medical care in the poorest households 
(71.96% in 2013 and 77.97% in 2017), while more than 
eight in ten children from the richest households bene-
fited from appropriate care (80.47% in 2013 and 81.76% 
in 2017). In addition, among households with at least 
three children under five years old, nearly eight in ten 
children with fever (77.05% in 2013 and 79.95% in 2017) 
sought medical health care. For all these characteristics, 
there was an increase in the percentage of children under 
five whose fever was treated with appropriate health care.

It was also noticed that the frequency of the use of 
appropriate healthcare increased with the level of educa-
tion of the mother (only 70.48% of children of mothers 
with no education in 2013 and 79.19% in 2017). However, 
87.27% of those whose mothers had a secondary level or 
higher education in 2013 and 86.03% in 2017 received 
appropriate health care.

Factors associated with the use of medical healthcare 
for fever
The results of the bivariate and multivariate logistic 
regression are presented in Table  3. The results of the 
saturated model show that being aged 12–23 months and 
24–59 months, living in a very wealthy household, having 
within the household one elderly person and several chil-
dren under five were significantly associated with seek-
ing appropriate healthcare for childhood fever in Burkina 
Faso. Likewise, having a mother with a secondary or 

higher level education or who made at least four antena-
tal care visits or at least one postnatal care visit was sig-
nificantly associated with seeking appropriate healthcare 
for childhood fever. In addition, living in an area where 
the health facility was safe was significantly associated 
with seeking appropriate care for childhood fever.

The mothers of children aged between 24 and 
59 months are less likely to seek appropriate health care 
for childhood fever (AOR: 0. 344, 95% CI 0. 182–0.649 in 
2013 and AOR: 0. 208, CI at 95%: 0.115–0.376 in 2017) 
than mothers of children between 0 and 11 months. Fur-
thermore, mothers from the richest households were 
twice as likely to seek health care for childhood fever than 
mothers from the poorest households (AOR: 2.014, 95% 
CI 1.149–3.531 in 2013 and AOR: 2.165, 95% CI 1.223–
3.834 in 2017). In 2013 and 2017, respectively, mothers 
with secondary or higher level education were 1.6 times 
(AOR: 1.608, 95% CI 0.619–4.117) and 2.5 times (AOR: 
2.484, 95% CI 1.103–5.594) more likely to request medi-
cal healthcare for childhood fever than mothers who had 
no education.

Discussion
The present study was conducted to determine the differ-
ential prevalence of fever and to identify the factors asso-
ciated with appropriate health care-seeking behaviours 
for childhood fever in Burkina Faso.

We noted a statistically significant decrease in the prev-
alence of self-reported fever between 2013 and 2017. Our 
finding is higher than previous studies conducted in Bur-
kina Faso [16, 33, 39, 40]. This may be due to the four-
week reference period chosen to collect the data for this 
study as compared to the two-week reference period of 
other studies.

Our finding showed a statistically significant increase 
in health care-seeking behaviours for childhood fever 
between 2013 and 2017. This result could be explained 
by the interventions implemented in Burkina Faso since 
2016. Burkina Faso implements PBF, the interventions in 
the field of malaria and the policy of free care for children 
under five and for pregnant women, for whom the finan-
cial barriers to access to health care have been removed. 
The study also showed that health care-seeking behav-
iours for childhood fever in Burkina Faso was higher 
than that showed in studies conducted in Nigeria [21] 
and Ethiopia [41]. However, it was lower than the level 
of health care-seeking for childhood fever in Tanzania 
[7] and in Gabon [42]. Because a population’s standard of 
living is a vital factor in health and disease [41, 43], the 
above inconsistent results could be due to the difference 
in the socio-economic status of the study participants 
[41, 44]. These inconsistent results could be due to the 
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Table 2  Descriptive results of healthcare utilization for fever among child, maternal, household and health facility-level characteristics 
from the baseline (2013) and endline (2017) survey data for the impact evaluation of Performance-Based Financing (PBF) in Burkina 
Faso

Characteristics 2013 2017 Proportion test of 
increase (p-value)

N Sought appropriate 
health care (%)

N Sought appropriate 
health care (%)

Sex of child

Male 442 75.31 558 80.10 0.0695*

Female 374 75.05 509 79.39 0.1267

Child’s age

0–11 months 269 82.35 436 86.22 0.1651

12–23 months 335 72.10 366 77.78 0.0825*

24–35 months 213 71.00 265 71.86 0.8360

Children full immunized

No 339 73.53 520 77.49 0.1845

Yes 477 79.29 547 81.40 0.3960

Mother’s age

15–24 333 78.38 347 78.35 0.9924

25–34 370 72.22 515 82.31 0.0003***

 ≥ 35 113 75.52 206 75.77 0.9603

Mother’s marital status

Unmarried 21 75.00 45 78.48 0.7530

Monogamous marriage 576 76.92 664 81.10 0.0707*

Polygamous marriage 220 75.54 352 78.50 0.4105

Mother’s education level

No education 690 70.48 848 79.19 0.0001***

Primary education 83 75.00 141 79.76 0.4706

Secondary & +  44 87.27 78 86.03 0.8485

Mother’s occupation

Not working 519 75.15 637 81.21 0.0126**

Working 290 74.66 423 78.62 0.2170

Household size

1–3 263 75.90 681 79.14 0.2795

4–5 378 75.52 243 84.00 0.0116**

 ≥ 6 176 73.42 143 75.50 0.6722

Number of elderly persons in the household

None 731 77.27 944 85.19 0.0000***

One 68 68.60 108 71.81 0.6491

 ≥ 2 17 75.76 15 80.58 0.7425

Number of children under five

1 292 73.98 388 76.25 0.4970

2 380 75.42 459 82.65 0.0100**

 ≥ 3 145 77.05 220 79.95 0.5071

Household wealth index

Poorest 150 71.96 198 77.97 0.1975

Poorer 150 73.02 207 78.67 0.2153

Middle 140 73.45 182 76.73 0.4987

Richer 175 75.11 214 82.57 0.0713*

Richest 203 80.47 267 81.76 0.7229

Received four skilled antenatal visits

 < 4 413 71.51 368 78.23 0.0311*

 >  = 4 403 78.88 699 80.57 0.4997
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difference in the socio-economic and socio-cultural con-
text of study participants.

The child’s age, wealth of the household, household 
composition, mother’s educational level, use of antenatal 
and postnatal care and safety in health facilities were fac-
tors significantly associated with appropriate health care-
seeking behaviours for childhood fever.

In the present study, mothers were less likely to seek 
appropriate healthcare for children one year and older 
with fever. This is consistent with similar studies in Ethio-
pia, Tanzania and Kenya that assessed health-seeking 
behaviours in children under five with fever [22, 41, 45, 
46]. This result could be explained by the higher vulner-
ability of the child under one year to malnutrition and 
mortality, this period being critical for children, mothers 
will tend to take care of their younger children, or seek 
appropriate health care for their younger children than 
their older ones [47, 48]. This finding is not consistent 
with study conducted in Bangladesh [49].

Mothers from the richest households were more likely 
to seek appropriate health care for children’s fever than 
mothers from households with the poorest wealth status. 
This finding is consistent with previous studies reported 
in Nepal, Ethiopia, Tanzania and Nigeria, that docu-
mented financial capability as one of the determinants 
that strongly influences health care utilization for child-
hood illnesses [7, 41, 42, 50–54].

Mothers who had formal education (secondary and 
above) were more likely to seek appropriate health care 
for children with fever than mothers who had no formal 
education. This finding is consistent with previous stud-
ies conducted in Ethiopia, Bangladesh and Tanzania [7, 

41, 50, 53]. It is known that education influences health 
care-seeking behaviours in communities. Educated 
mothers can better understand the symptoms and sever-
ity of fever and thus seek health care in a shorter period 
than those mothers who are less-educated.

Our finding showed that also the mothers who were 
using antenatal care were more likely to seek appropri-
ate health care for childhood fever as compared to moth-
ers who gave births at home. The possible explanation 
for this result might be following antenatal care enable 
mothers to be aware of the advantages of seeking a health 
care at the time of child illness.

Our study also found that children residing in house-
holds with two or more children under the age of five 
were more likely to receive appropriate health care for 
fever than children residing in households with only one 
child under five. In the Burkinabè context, all adult mem-
bers of a household potentially have to take care of the 
child. This person could therefore acquire experience in 
caring for a child under 5 years, if there are several in this 
household. Therefore, a mother or guardian of a child liv-
ing in a household with several children under 5  years 
could have this experience in terms of health care seek-
ing. However, this finding is not consistent with another 
study in Tanzania [7].

Health care seeking is recognized as a complex behav-
ioral process that is influenced by several factors [55]. In 
this study, we found child’s age, wealth of the household, 
household composition, mother’s educational level, use 
of antenatal and postnatal care and safety in health facili-
ties were significantly associated with appropriate health 
care-seeking behaviours for childhood fever. Based on 

*** p < .01, ** p < .05, * p < .1

Table 2  (continued)

Characteristics 2013 2017 Proportion test of 
increase (p-value)

N Sought appropriate 
health care (%)

N Sought appropriate 
health care (%)

Received postnatal visits

No postnatal visits 242 72.55 219 73.63 0.7941

At least one postnatal visit 574 76.31 848 81.35 0.0213*

Waiting time in the health facility

Not acceptable 87 68.18 193 78.04 0.0779*

Acceptable 714 75.86 859 80.33 0.0322*

Safety in the health facility

Not safe 350 69.81 434 59.73 0.0034 ***

Safe 453 81.67 633 89.66 0.0002***

Confidence in the health facility

No 32 74.97 75 77.86 0.7450

Yes 771 82.50 983 79.85 0.1601

All respondents 814 75.19 1067 79.76 0.0182*
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Table 3  Factors associated with healthcare utilization for fever from the baseline (2013) and endline (2017) survey data on the impact 
evaluation of Performance-Based Financing (PBF) in Burkina Faso

Characteristics 2013 2017

N OR (CI 95%) AOR (CI 95%) N OR (CI 95%) AOR (CI 95%)

Sex of child

Male 559 1.00 1.00 975 1.00 1.00

Female 473 0.986 (0.743–1.309) 1.014 (0.705–1.457) 888 0.957 (0.763–1.2) 0.980 (0.702–1.367)

Child’s age

0–11 months 340 1.00 1.00 762 1.00 1.00

12–23 months 423 0.554*** (0.390–0.786) 0.459*** (0.267–0.792) 639 0.559*** (0.424–0.739) 0.357*** (0.204–0.626)

24–59 months 269 0.525*** (0.358–0.770) 0.344*** (0.182–0.649) 462 0.408*** (0.306–0.545) 0.208*** (0.115–0.376)

Children fully immunized

No 429 1.00 1.00 43 1.00 1.00

Yes 603 0.726* (0.520–1.012) 1.087 (0.669–1.767) 955 0.787 (0.360–1.721) 0.703 (0.303–1.631)

Mother’s age

15–24 421 1.00 1.00 605 1.00 1.00

25–34 468 0.717** (0.527–0.975) 0.686* (0.445–1.057) 899 1.286* (0.993–1.666) 2.104*** (1.404–3.152)

35–49 143 0.851 (0.545–1.330) 0.677 (0.367–1.248) 359 0.864 (0.634–1.177) 1.557* (0.941–2.267)

Mother’s marital status

Unmarried 26 1.00 1.00 79 1.00 1.00

Monogamous marriage 728 0.900 (0.356–1.276) 0.718 (0.239–2.140) 1159 1.177 (0.675–2.053) 1.516 (0.675–3.404)

Polygamous marriage 278 0.926 (0.357–2.401) 1.141 (0.319–4.080) 614 1.001 (0.566–1.771) 0.954 (0.401–2.267)

Mother’s education level

No education 872 1.00 1.00 1480 1.00 1.00

Primary education 105 0.796 (0.509–1.243) 1.151 (0.635–2.086) 247 1.035 (0.741–1.1447) 1.225*** (0.768–1.954)

Secondary & +  55 2.286** (1.019–5.126) 1.608* (0.619–4.117) 136 1.618* (0.981–2.67) 2.484* (1.103–5.594)

Mother’s occupation

Not working 656 1.00 1.00 1112 1.00 1.00

Working 367 0.974 (0.726–1.308) 0.974 (0.665–1.428) 739 0.851 (0.675–1.073) 1.081 (0.771–1.517)

Household size

1–3 332 1.00 1.00 1189 1.00 1.00

4–5 478 0.98 (0.707–1.358) 0.801 (0.495–1.339) 425 1.384** (1.031–1.858) 1.009 (614–1.658)

 ≥ 6 222 0.877 (0.594–1.295) 0.442*** (0.239–0.817) 249 0.812 (0.589–1.120) 1.273 (0.622–2.605)

Number of elderly persons in the household

None 924 1.00 1.00 1648 1.00 1.00

1 86 0.699 (0.433–1.130) 0.487** (0.265–0.896) 188 0.614*** (0.437–0.863) 0.510** (0.299–0.869)

 ≥ 2 22 1.088 (0.397–2.982) 0.340* (0.106–1.086) 27 1.386 (0,476–4.034) 0.756 (0.189–3.020)

Number of children under five

1 369 1.00 1.00 678 1.00 1.00

2 480 1.079 (0.790–1.474) 1.052** (0.641–1.726) 801 1.483*** (1.150–1.913) 1.337 (0.891–2.007)

 ≥ 3 183 1.181 (0.779–1.789) 1.163*(0.497–2.720) 384 1.242 (0.914–1.686) 1.857** (1.121–3.074)

Household’s wealth index

Poorest 189 1.00 1.00 345 1.00 1.00

Poorer 189 1.054 (0.671–1.656) 1.570 (0.874–2.822) 361 1.042 (0.728–1.491) 1.233 (0.728–2.086)

Middle 177 1.078 (0.680–1.708) 1.439 (0.825–2.510) 318 0.932 (0.647–1.341) 1.439 (0.815–2.543)

Richer 221 1.176 (0.757–1.827) 1.229 (0.713–2.120) 373 1.339 (0.925–1.937) 1.431 (0.820–2.433)

Richest 256 1.606** (1.031–2.500) 2.014** (1.149–3.531) 466 1.266 (0.895–1.791) 2.165*** (1.223–3.834)

Received four skilled antenatal visits

 < 4 522 1.00 1.00 643 1.00 1.00

 >  = 4 510 1.488*** (1.119–1.978) 1.433** (1.006–2.041) 1220 1.154*** (0.913–1.460) 0.886 (0.625–1.256)
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the results of this study, concentrated efforts aimed at 
sensitizing the population (especially women of child-
bearing age) to improve sanitation and to the use of fam-
ily planning (household composition), skilled antenatal 
care and postnatal care will help reduce the prevalence of 
fever in children under five and improve the use of medi-
cal healthcare for childhood fever. This indicates that 
activities aimed at increasing knowledge and awareness 
of the importance of family planning, skilled antenatal 
care, sanitation, and other preventive measures for child-
hood fever should be conducted with women of child-
bearing age.

Our study has some limitations. As the study was 
cross-sectional and data were collected in a short 
period, we could not capture changes in the health 
care-seeking behaviours of mothers between seasons. 
Moreover, in this study, we did not analyse the health 
care-seeking behaviours of mothers in terms of the 
duration and severity of the fever due to the fact that 
this study did not collect data on the severity and dura-
tion of fever. Also, due to the fact that the data we used 
are cross-sectional and not experimental, causality 
could not be established. Furthermore, although our 
study’s focus was a sample of randomly selected house-
holds in the regions, the generalizability of our results 
may be limited given that study regions and districts 
of the study were purposely selected. The construc-
tion of the results in this study depended on women’s 
self-report of childhood fever and care-seeking behav-
iours. Perception and accurate recall of fever in young 
children pose many problems of reliability and valid-
ity. The accurate recall of symptoms depends largely on 

the respondent’s knowledge of these symptoms and the 
subjective perception of the disease by the respondent 
and / or other household members. Despite these limi-
tations, the strength of our study is evident. This is a 
large cross-sectional and population-based study that 
covers six out of thirteen regions of the country, with 
a large sample. However, to reduce as much as possible 
the various limitations and possible biases of this study, 
descriptive and multivariate analysis methods were 
combined.

Conclusions
This study found that the occurrence of fever in chil-
dren under five was associated with variables relating to 
household composition and sanitation and those relating 
to the mothers’ use of antenatal and postnatal care. This 
study also found that important factors related to the 
individual household composition and health facility are 
associated with seeking appropriate health care for child-
hood fever in Burkina Faso. These findings underscore 
the need for interventions that would improve mothers’ 
pursuit of appropriate medical care for their children. 
These interventions should take into account individual, 
household and health facility characteristics and could 
include, but are not limited to, increasing girls’ educa-
tion; improving household living conditions, including 
sanitation; improving the level of use of prenatal and 
postnatal care; and improving the quality of care as well 
as safety in health structures. Hence, there is a need that 
the health workers and program planners design a tai-
lored health message by for mothers about childhood 

***p < .01, ** p < .05, * p < .1

2013-Hosmer–Lemeshow test: p-value = 0.7541

2017-Hosmer–Lemeshow test: p-value = 0.9943

Table 3  (continued)

Characteristics 2013 2017

N OR (CI 95%) AOR (CI 95%) N OR (CI 95%) AOR (CI 95%)

Received postnatal care

No postnatal visits 306 1.00 1.00 383 1.00 1.00

At least one postnatal visit 726 1.219 (0.899–1.651) 0.810 (0.539–1.218) 1480 1.562*** (1.202–2.031) 1.922*** (1.329–2.778)

Waiting time in the health facility

Not acceptable 110 1.00 1.00 337 1.00 1.00

Acceptable 903 1.466* (0.955–2.252) 0.751 (0.394–1.431) 1500 1.149*** (0.862–1.532) 1.436* (0.955–2.159)

Safety in the health facility

No safe 573 1.00 1.00 735 1.00 1.00

Safe 459 1.959*** (1.456–2.637) 2.086*** (1.443–3.017) 1106 1.017(0.807–1.280) 1.369* (0.976–1.920)

Confidence in the health facility

No 40 1.00 1.00 131 1.00 1.00

Yes 975 1.252 (0.651–2.405) 3.717* (0.834–16.562) 1717 1.127 (0.734–1.730) 1.392 (0.759–2.553)
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fever and appropriate health care seeking for children 
with fever. Further studies should focus on longitudinal 
and experimental exploration.
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