
O R I G I N A L  R E S E A R C H

Care-Seeking for Fever for Children Under the 
Age of Five Before and After the Free Healthcare 
Initiative in Burkina Faso: Evidence from Three 
Population-Based Surveys

Mariamawit Negatou1 

Mady Ouedraogo2 

Philippe Donnen3 

Elisabeth Paul 3 

Sekou Samadoulougou 4,5,* 
Fati Kirakoya-Samadoulougou1,*
1Centre de Recherche en Epidémiologie, 
Biostatistiques et Recherche Clinique, 
École de Santé Publique, Université Libre 
de Bruxelles, Bruxelles, Belgique; 2Institut 
National de la Statistique et de la 
Démographie (INSD), Ouagadougou, 
Burkina Faso; 3Centre de Recherche en 
Politiques et Systèmes de Santé – Santé 
Internationale, École de Santé Publique, 
Université Libre de Bruxelles, Bruxelles, 
Belgique; 4Centre for Research on 
Planning and Development (CRAD), Laval 
University, Quebec City, Quebec, G1V 
0A6, Canada; 5Evaluation Platform on 
Obesity Prevention, Quebec Heart and 
Lung Institute, Quebec City, Quebec, 
G1V 4G5, Canada  

*These authors contributed equally to 
this work  

Background: In 2016, a free healthcare policy (FHP) was implemented in Burkina Faso for 
children under the age of five. In our study, we aimed to determine the prevalence of care- 
seeking for a fever in children under the age of five before and after the implementation of 
the FHP and to analyze the determinants of not seeking care under the FHP.
Methods: The data of three nationally representative surveys were used to evaluate the 
trends of the prevalence of care-seeking. We performed a modified Poisson regression using 
a generalized estimating equation to determine the factors associated with not seeking care.
Results: The prevalence for care seeking increased from 57.5% (95% CI, 54.2–60.8) in 
2014 to 72.3% (95% CI, 68.1–76.2) in 2017. Children from the poor quintile were less likely 
to seek care when compared to children from the poorest quintile (prevalence ratio (PR) = 
0.7 (95% CI, 0.5–0.9)). Caregivers who did not have messages regarding malaria in the past 
six months were more likely not to seek care (PR = 0.8 (95% CI, 0.7–0.9)). Caregivers of 
children aged 36–59 months were more likely not to seek care compared to those aged <12 
months (PR = 1.6 (95% CI, 1.2–2.1)). Children from the Boucle du Mouhoun region (PR = 
1.9 (95% CI, 1.2–3.2)) and the Centre-Est region (PR = 1.9 (95% CI, 1.2–3.0)) were more 
likely not to seek care compared to children from the Sud Ouest region.
Conclusion: Our study showed an increase in the prevalence of care-seeking after the 
implementation of the FHP. Even if this is encouraging, these findings highlight the critical 
importance of non-financial barriers to care-seeking. Maintaining FHP and tackling the 
barriers should be considered by policy makers to increase care-seeking.
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Background
Fever is among the early signs that are easily identifiable by children’s caregivers.1 

Pneumonia and malaria are two of the most frequent diseases that cause fever in 
children and are the leading causes of death in children under five in sub-Saharan 
Africa (SSA). These diseases are public health issues that affect millions of people 
and cause significant mortality and morbidity every year, especially in SSA.2,3 In 
2016, 312,417 deaths in children under five were due to respiratory infections in 
this region,4 while 285,000 deaths were due to malaria.5

A vast array of control measures have been put into place to prevent these 
diseases in most SSA countries. Since malaria is vector-borne, one of the most 
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effective measures is vector control, eg, insecticide-treated 
mosquito nets. Other common ways of preventing malaria 
are the intermittent preventive treatment of malaria in 
pregnant women and infants and seasonal malaria chemo-
prevention in children under the age of five.6 To prevent 
febrile illness caused by pneumonia, vaccines against cau-
sative agents, adequate nutrition, good hygiene, and 
decreasing indoor air pollution have been recommended 
by the World Health Organization.7 These interventions 
and preventive measures have played an important role in 
decreasing child mortality due to febrile illnesses.7,8

In Burkina Faso, despite the many preventive measures 
that have been implemented, malaria remains the most 
common cause of febrile illness. Severe malaria was 
responsible for 3180 deaths in children under the age of 
five in 2018,9 making it the leading cause of hospitaliza-
tion and death for this age group.9 As fever is an early 
symptom identifiable by caregivers, timely care-seeking 
for a fever has been identified as a key component in 
reducing severe complications, sequelae, and death.10

Even though safe and effective treatments are avail-
able, multiple factors can potentially cause caregivers 
not to seek appropriate care. One factor is limited finan-
cial resources—patients can use up to one-third of their 
total income for both direct and indirect costs,11 which 
can reduce the number of people seeking care. Like 
many other countries in Africa, Burkina Faso does not 
have a functional health insurance system, with a low 
healthcare coverage of approximately 39%.12 Thus, peo-
ple are required to make out-of-pocket payments when-
ever they seek care. This causes a financial barrier for 
those who have a low income and especially for the 
vulnerable groups comprised of women and children. In 
2006, Burkina Faso launched a national healthcare pol-
icy for pregnant women and newborns, requiring preg-
nant women to pay only 20% of their medical costs;13 

however, since women and children are the most affected 
and to further reduce child mortality, in 2016, the gov-
ernment decided to completely abolish direct healthcare 
payments for both pregnant women and children under 
the age of five.12 This policy aimed to increase care- 
seeking by reducing direct payments.

Even though free treatment is available, other care- 
seeking behaviors can potentially impede caregivers from 
seeking timely and appropriate healthcare. Studies con-
ducted in Malawi, for instance, showed that household 
and individual factors such as the mother’s level of educa-
tion, the child’s age, the position of the child in the family, 

the religion, and the wealth index of the household, as well 
as environmental factors such as region, distance from the 
nearest health facility, and residential area (urban/rural) 
play an important role in care-seeking.14,15 A study con-
ducted in Mozambique showed that the mother’s age, 
religion, and sex of the head of the household were poten-
tial determinants of care-seeking for a fever.16

In our study, we had two objectives, with the intent to 
develop new strategies to increase the utilization of health 
services and hence to improve health impacts. First, we 
aimed to evaluate whether there has been an increase in 
care-seeking for children under the age of five with a fever 
after the launch of the free healthcare policy in 2016 in 
Burkina Faso. Second, we aimed to identify the remaining 
barriers preventing caregivers from seeking care despite 
the implementation of this new policy.

Methods
Study Design and Data Sources
This was a secondary analysis of data from three popula-
tion-based surveys collected in 2010, 2014, and 2017 in 
Burkina Faso—the 2010 Demographic and Health Survey 
(DHS) and the 2014 and the 2017 Malaria Indicator 
Survey (MIS) data collected by the National Institute of 
Statistics and Demography (NISD). The objective of the 
DHS was to provide socioeconomic, demographic, and 
health indicators,17 while that of the MIS was to provide 
a reliable database to assess the impact of the different 
strategies that were put in place to combat malaria.18,19 

Our study included children under the age of five that had 
a fever two weeks prior to the surveys.

Data Collection Tools
Two types of questionnaires were used during the survey: 
Household questionnaire and the Women questionnaire. 
With the household questionnaire basic-sociodemographic 
characteristics and characteristic of the household were 
collected. Using the women questionnaire, information 
about sociodemographic information about the women, 
about reproduction, knowledge about malaria and informa-
tion about fever and treatment for their children were col-
lected. For women who had children further questions were 
asked to collect information about the children.19

Setting
The surveys were conducted in Burkina Faso, which is 
a landlocked country located in West Africa. It has an area 
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of 272,967 km2, and in 2017, the population was estimated 
to be 19,632,147.19 Women aged 15–49 years and children 
aged 0–5 years represent 24% and 17% of the total popu-
lation, respectively.19 Burkina Faso is made up of 13 
administrative regions and 352 municipalities.18,19

Variables
Dependent Variable
The outcome variable was the proportion of children under 
the age of five who caregivers sought care for a fever.

Independent Variables
Based on a literature review, we identified the following 
independent variables that were relevant to household, 
mother/caregivers, and child characteristics that could 
influence care-seeking:19–24

–Child characteristics: gender of the child (male or 
female); the age of the child in months (<12 months, 
12–35 months, or 36–59 months); the place where care 
was first sought (public, private, or traditional/other).

–Mother’s characteristics: age of the mother (15–24 
years, 25–34 years, or ≥35 years); education level of the 
mother (none, primary and secondary, or higher); the 
number of living children (1–2, 3–4, or ≥5); religion 
(Christian, Muslim, traditional/other, or no religion); infor-
mation about malaria: Answer to the question “Have you 
heard or seen any message about malaria during the last 
six months?” (yes or no).

–Household characteristics: region of residence (13 
regions of Burkina Faso); place of residence (urban or 
rural); head of the household (male or female); age of 
the household head (15–24 years, 25–34 years, 35–49 
years, ≥50 years); wealth index (poorest, poor, middle, 
rich, or richest). Note that the wealth index was calculated 
by collecting data from the household about the type of 
water access and sanitation available in the house, the 
availability of electricity, and the number of people per 
room …;18,19 a score was given for each household.

For the 2017 survey, the variable distance to the health 
facility (<5 km or ≥5 km) was calculated at the health 
district level and approximated by the average distance to 
the health center. We considered the distance to be the 
same for all clusters belonging to the same district.

Statistical Analysis
For our analysis, the data from the surveys were merged. 
The “Svy” survey command was used to account for the 
complex survey design using the sampling weight 

provided by the DHS. Data were weighted to be represen-
tative at the national and regional levels.

Descriptive analyses were used to summarize the 
socioeconomic and demographic characteristics of the 
mothers and the demographics characteristics of the chil-
dren. They were presented as a percentage for the catego-
rical data. The Pearson’s chi-square test was used to 
compare the characteristics of the 2010, 2014, and 2017 
data.

Prevalence ratios (PRs) were obtained using a modified 
Poisson regression model that used the generalized esti-
mating equation. A univariate analysis was first performed 
to analyze the potential factors associated with not seeking 
care after the implementation of the new policy. Both PR 
and its respective 95% confidence interval are presented 
for the 2017 MIS data. Variables that were significant at 
the 0.1 level in the univariate analyses were included in 
the multivariable analyses. The variables that were 
reported in the literature (ie, age of the child, sex of the 
child, age of the mother, educational level, distance from 
the health facility, and place of residence)20,21 to be asso-
ciated were also included. The Wald test was used to 
obtain the p-value for the variables with more than two 
categories.

Statistical analyses were performed using the Stata 15 
software and a significance level of 0.05 was chosen for all 
analyses.

Results
A total of 2950 children under the age of five who had 
a fever in the last two weeks were surveyed in 2010; using 
the same criteria, 2617 children were surveyed in 2014 
and, similarly, 1220 children in 2017.

Characteristics of the Study Population
The characteristics of the febrile children and their 
mothers are presented in Table 1. From the selected parti-
cipants, approximately half of the children were male 
(51.9% in 2010, 51.4% in 2014, and 51.0% in 2017). 
Fever was less common in children aged <12 months 
when compared to other age groups in all surveys 
(20.5% in 2010, 17.1% in 2014, and 21.9% in 2017). We 
observed that the distribution of patients according to the 
age of the mother, the gender of the household head, and 
the number of living children was similar for 2010, 2014, 
and 2017. In 2014, approximately four out of five (79.5%) 
mothers of children who had a history of fever did not 
have any education; this number decreased to 75.0% in 
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Table 1 Characteristics of the Children Who Had a Fever in the Last Two Weeks in 2010, 2014, and 2017

2010 2014 2017 p-value‡

Variables (N = 2950) (N = 2617) (N = 1220)

Age of mother (years), n (%) 0.55

15–24 862 (29.5) 749 (28.1) 338 (27.1)
25–34 1384 (46.5) 1253 (48.7) 598 (48.6)

≥35 704 (23.9) 615 (23.2) 284 (24.3)

Mother’s educational level, n (%) 0.005

None 238 (81.3) 2140 (79.3) 925 (75.5)

Primary 383 (12.5) 328 (14.0) 163 (13.6)
Secondary or higher 184 (6.3) 149 (6.7) 132 (10.9)

Gender of the household head, n (%) 0.21
Male 2751 (93.2) 2468 (94.4) 1158 (95.2)

Female 199 (6.8) 149 (5.6) 62 (4.8)

Age of the household head (years), n (%) 0.05

15–24 133 (4.7) 82 (3.1) 38 (2.6)

25–34 866 (29.3) 752 (29.7) 372 (31.7)
≥35 1951 (65.9) 1781 (67.2) 810 (65.7)

Wealth index, n (%) 0.06
Poorest 481 (16.6) 641 (23.2) 278 (24.1)

Poor 572 (19.9) 602 (21.7) 266 (20.2)
Middle 699 (23.3) 591 (21.4) 239 (19.2)

Rich 682 (22.9) 533 (19.1) 245 (19.7)

Richest 516 (17.2) 250 (14.6) 192 (16.8)

Region, n. (%) 0.01

Sud Ouest 297 (6.5) 172 (3.6) 102 (4.4)
Boucle du Mouhoun 243 (11.2) 217 (10.5) 80 (8.8)

Casacades 179 (3.8) 194 (3.2) 134 (5.5)

Centre 164 (8.3) 100 (7.4) 57 (6.1)
Centre-Est 235 (7.9) 220 (8.1) 148 (13.5)

Centre -Nord 170 (6.52) 212 (8.3) 119 (10.1)

Centre-Ouest 275 (8.9) 171 (6.6) 44 (5.2)
Centre-Sud 316 (8.3) 133 (2.9) 45 (2.1)

Est 158 (5.9) 232 (8.7) 117 (9.8)

Hauts Bassins 292 (13.9) 167 (12.2) 114 (12.9)
Nord 244 (7.7) 228 (9.3) 121 (9.8)

Plateau central 235 (5.4) 253 (5.7) 82 (4.2)

Sahel 142 (5.6) 318 (13.5) 57 (7.6)

Place of residence, n (%) 0.44

Urban 686 (18.9) 375 (20.2) 178 (15.3)
Rural 2264 (81.1) 2242 (79.8) 1042 (84.7)

Religion, n (%) 0.01
Christian 874 (28.9) 637 (23.9) 346 (27.9)

Muslim 1770 (62.1) 1747 (69.4) 783 (66.7)

Traditional/other 284 (8.1) 231 (6.7) 87 (5.4)
No religion 22 (0.8) 0 0

(Continued)
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2017. The percentage of women who had either heard or 
seen a message regarding malaria in the past six months 
was 44.9% in 2014 but increased to 62.7% in 2017. The 
proportion of children that had a fever differed by region.

Evolution of Care-Seeking for a Fever 
Before and After the Launch of FHP
In 2010, 53.4% (95% confidence interval (CI), 50.4–56.4) 
of the children with a history of fever sought care. This 
proportion increased to 57.5% (95% CI, 54.2–60.8) in 
2014 and 72.3% (95% CI, 68.1–76.2) in 2017.

The number of children that sought care from tradi-
tional healers decreased from 14.6% (95% CI, 12.3–17.20) 
to 2.3% (95% CI, 1.3–3.8) between 2010 and 2017. The 
number of children that sought care decreased also from 
5.0% (95% CI, 3.6–6.9) to 2.2% (95% CI, 1.1–4.2) in 
private health facilities. The proportion of those who first 
sought care for a fever from public facilities increased 
from 79.7% (95% CI, 76.7–82.5) to 95.6% (95% CI, 93.-
4–97.3) over the studied period (Figure 1).

After the launch of the FHP, the proportion of children 
that sought care for a fever increased in most of the 
regions. In 2010, Cascades, Sud–Ouest, Centre–Ouest, 
Boucle du Mouhoun, and the Sahel regions had 

a proportion of care-seeking below 50% (Figure 2); by 
2014, only three regions (Hauts-Bassins, Sud–Ouest, and 
Sahel) were below 50%. In 2017, more than 50% of 
children with a fever had sought care in all regions of 
the country, and five regions (Nord, Plateau-central, 
Center, Cascades, and Sud Ouest) recorded a care- 
seeking rate of 80% (Figures 3 and 4).

In contrast, three regions (Boucle du Mouhoun, 
Centre–Ouest, and Centre–Est) experienced a decrease in 
care-seeking between 2014 and 2017. This decrease was 
more pronounced in the Centre–Est region (from 72% in 
2014 to 63% in 2017). The highest increase in care- 
seeking was seen in the Sud–Ouest region, where the 
proportion of children that sought care increased from 
46% in 2014 to 81% in 2017.

Predictors of Not Seeking Care for 
a Fever
In the multivariable analysis, the wealth level, region, 
child’s age, and lack of exposure to messages regarding 
malaria in the past six months were significantly asso-
ciated with not seeking care for a fever (Table 2). 
Indeed, not seeking care for a fever was significantly 
more likely in a household in the poorest quintile. 

Table 1 (Continued). 

2010 2014 2017 p-value‡

Variables (N = 2950) (N = 2617) (N = 1220)

Number of living children, n (%) 0.08
1–2 1134 (38.6) 892 (34.2) 458 (37.3)

3–4 988 (32.9) 927 (35.8) 424 (34.3)

≥5 828 (28.5) 798 (30.0) 338 (28.4)

Heard or seen any message of malaria, n (%)§ <0.001

No – 1385 (55.1) 476 (37.4)
Yes – 1232 (44.9) 744 (62.7)

CHILDREN
Gender of the child, n (%) 0.86

Male 1528 (51.9) 1338 (51.4) 626 (51.0)

Female 1422 (48.1) 1279 (48.6) 594 (48.9)

Age (months), n (%)* <0.001

<12 306 (20.5) 460 (17.1) 275 (21.9)
12–35 814 (52.8) 1271 (49.1) 541 (44.8)

36–59 404 (26.8) 869 (33.9) 404 (33.2)

Notes: ‡Chi-square test was used for calculating the p-value. §Data for 2014 were not available for this variable. N was different for religion. All patients: N = 3831; 2014: 
N = 2615; 2017: N = 1216. *N was different for age of the child. All patients: N = 3820; 2014: N = 2600.
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Children from the poor quintile were less likely to not 
seek care compared to children from the poorest quintile 
(PR = 0.7 (95% CI, 0.5–0.9)) and compared to children 
from the richest quintile. Children with mothers not 
exposed to a message about malaria in the past six months 
were more likely not to seek care for a fever (PR = 0.8 
(95% CI, 0.7–0.9)). We also observed that when the age of 
the child increased, healthcare was less likely to be 
sought. Children whose ages were between 36 and 59 
months were more likely not to seek care compared to 
those aged less than 12 months (PR=1.6 (95% CI, 
1.2–2.1)).

Concerning regions, children from the Boucle du 
Mouhoun region (PR = 1.9 (95% CI, 1.2–3.2)) and the 
Centre–Est region (PR = 1.9 (95% CI, 1.2–3.0)) were 
more likely not to seek care compared to children from 
the Sud–Ouest region.

In the Centre–Est, Centre–Sud, Nord and Plateau- 
centrale regions, the non-use of healthcare was signifi-
cantly lower than in the Centre region. The rural areas 
had a high PR for non-use of healthcare when compared to 
urban areas.

Discussion
Our study showed a 35% increase in care-seeking after the 
implementation of the FHP between 2010 and 2017. 
Similar findings were documented in a study conducted 
in Sierra Leone in 2013, where the prevalence of children 
seeking care for diarrhea and pneumonia increased after 

the implementation of the Free Health Care Initiative.20 

This increase was observed mostly within public health 
facilities. The free healthcare policy has been implemented 
in all public health facilities, this could explain the 
increase in the use of public facilities and the decrease in 
the use of private facilities.22

This study suggests that free healthcare is not the only 
measure necessary to increase the prevalence of children 
seeking care for a fever. Besides financial barriers, there is 
a whole series of non-financial barriers that play a role in 
care-seeking—wealth index, regions, having heard or seen 
messages about malaria, and the age of the child were all 
associated with not seeking care for a fever in children 
under the age of five.

The wealth index of the household was significantly 
associated with not seeking care for a fever. Not seeking 
care was more prevalent among children who belonged to 
the lowest socioeconomic status. Similar results were 
found in other studies in Myanmar and Mozambique.16,23 

Even though free healthcare is available, other factors can 
play a role in a household with a low socioeconomic 
status, such as the distance to the nearest healthcare facil-
ity, the quality of the roads, access to transportation, and 
waiting times. We cannot exclude competing needs in low 
socioeconomic households, it is difficult for caregivers to 
take their children to seek care when they have to tend to 
other household chores, for those who have to work in the 
farm taking the children to the hospital may result in loss 
of income if they miss a day of work.

Figure 1 Place where care was sought first for febrile children by survey.
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However, these results differ from those of a study 
conducted in rural Burkina Faso after user fees were 
reduced for pregnant women. The study showed that 
women from the poor quintile were the ones who utilized 
the maternal care service the most when compared to 
women from the rich quintile.27 A possible explanation 
is that when initiatives were put in place, free products 
were given to both those who sought care and those who 
came from the low socioeconomic status, who may have 
needed these products.27 These initiatives can also be 
implemented to encourage mothers to seek care for their 
children who have a fever. However, not having to pay for 
medical care may not be enough to offset all the burdens 
experienced by caregivers.

Our results indicate important differences in not seek-
ing care for a fever by region. The Boucle du Mouhoun 
and Centre–Est regions were two of the regions where 

care-seeking decreased between 2010 and 2017. Children 
from these two regions were less likely to seek care for 
a fever when compared to the Sud–Ouest region. This may 
be explained by the fact that, according to the World Bank, 
in these two regions, poverty is high, and half of the 
population lives below the poverty line.24 In addition, 
according to the national survey on the provision of health 
services and the quality of healthcare, the Boucle du 
Mouhoun region has a diagnostic capacity for malaria 
lower than the national average.25 Furthermore, 
a significant number of people were not satisfied with the 
quality of services provided by their healthcare facilities.26 

The main reason given for this dissatisfaction is that the 
waiting time is too long.27 For the Sahel region, the pre-
valence of not seeking care was elevated, even if it was not 
significant for the multivariable analysis. The reason for 
the elevated prevalence could be explained by the distance 

Figure 2 The proportion of children under the age of five for whom care was sought for a fever by region in Burkina Faso in 2010.
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to health facilities. Compared to other regions, it takes 
them the longest to reach healthcare facilities—on aver-
age, it can take up to one hour.27

As these regions have a higher poverty rate, they have 
less health infrastructure, the commute time to a health 
facility is high on average, the number of diagnostic 
equipment is lacking, and the quality of services may be 
too low. These factors may contribute to the high preva-
lence of not seeking care in these regions. Free healthcare 
is important, and investments should be made to provide 
effective and rapid treatment.

The age of the child was a significant predictor for not 
seeking care. As the child’s age increased, care-seeking 
behavior for a child with a fever became less likely. The 
child’s age being over 36 months was the second highest 
factor that contributed to not seeking care. This result is 
similar to a study conducted in Ethiopia where younger 
children were more likely to be taken to a healthcare 
facility for a fever compared to older children.28 More 

attention is paid to the health of infants, and thus care-
givers may be aware that younger children may be at 
higher risk of getting seriously ill—this could explain 
why they are likely to seek care for them; however, care-
givers should also be encouraged to seek care for older 
children. Another explanation could be that older children 
have experienced multiple episodes of fever before, and 
given that it is not their first time, caregivers may be more 
experienced in dealing with their older children’s 
illnesses.

Not having heard or seen any messages regarding 
malaria was significantly associated with not seeking 
care. The mothers not exposed to messages about malaria 
in the last six months were less likely to seek care for 
a fever. A study conducted in Malawi showed that mothers 
who knew about malaria were more likely to seek care 
than those who did not know.21 The mothers that had not 
heard or seen information about malaria may not have 
enough information about fever and the dangers of not 

Figure 3 The proportion of children under the age of five for whom care was sought for a fever by region in Burkina Faso in 2014.
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seeking treatment. This shows the importance of providing 
consistent and continuous information regarding diseases 
to caregivers as it has a positive impact; therefore, we 
encourage policy makers to continue to raise awareness 
for potential illnesses in children.

This study has a few limitations. The first is that the 
data were not collected during the same season, which 
could potentially be a problem as fever due to malaria 
increases during seasonal peaks. Desirability bias can 
also be a limitation; when answering the questions, care-
givers may have wanted to provide an answer seen as 
socially favorable or culturally acceptable—this limitation 
may have been reduced, since the interviewers were 
trained.

Despite these limitations, the strength of this study is 
that the surveys used nationally representative samples 
that covered all regions of the country and had high 
response rates and by identifying barriers policy makers 

can improve the FHP so that all children can benefit from 
this policy. Recognizing non-financial barriers that can 
impede care seeking is important for policy makers, they 
can expect the challenges the policy faces to be sustainable 
in the long term. Our findings are not only useful for 
Burkina Faso but also to other African countries that are 
implementing these kind pf policies, they can expect the 
challenges beforehand and make improvements before 
launching their free healthcare policies.

Conclusion
Our study showed an increase in the prevalence of care- 
seeking for a fever after the implementation of the FHP in 
Burkina Faso. Despite this encouraging increase, treatment 
was still not sought for approximately 25% of children 
under the age of five. Non-financial barriers such house-
hold socioeconomic status, age of the child and not having 
continuous awareness about febrile illnesses have been 

Figure 4 The proportion of children under the age of five for whom care was sought for a fever by region in Burkina Faso in 2017.
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Table 2 Univariate and Multivariable Analyses of the Determinants of Not Seeking Care for a Fever in 2017

Univariate Multivariable

Variable PR* (95% CI) p-value‡ PR* (95% CI) p-value‡

Age of mother (years) 0.52 0.94

15–24 1 1
25–34 1.12 (0.89–1.40) 1.03 (0.81–1.32)

≥35 1.16 (0.87–1.55) 1.05 (0.78–1.41)

Mother’s educational level 0.73 0.35

None 1 1

Primary 1.10 (0.85–1.43) 1.18 (0.90–1.54)
Secondary or higher 1.07 (0.78–1.48) 1.22 (0.86–1.73)

Gender of the household head 0.49 –
Male 1 –

Female 1.18 (0.74–1.89) –

Age of the household head (years) 0.68 –

15–24 1 –

25–34 0.79 (0.50–1.23) –
35–49 0.80 (0.51–1.25) –

≥50 0.86 (0.54–1.39) –

Wealth index 0.04 0.04

Poorest 1 1
Poor 0.69 (0.51–0.93) 0.69 (0.52–0.92)
Middle 0.82 (0.60–1.12) 0.60 (0.60–1.10)

Rich 0.79 (0.58–1.07) 0.82 (0.61–1.09)
Richest 0.61 (0.42–0.87) 0.59 (0.38–0.89)

Number of living children 0.31 –
1–2 1 –

3–4 0.99 (0.77–1.27) –

≥5 1.17 (0.92–1.49) –

Region <0.001 <0.001

Sud Ouest 1 1
Boucle du Mouhoun 2.05 (1.22–3.47) 1.98 (1.20–3.24)
Casacades 0.76 (0.43–1.36) 0.80 (0.45–1.42)

Centre 0.92 (0.52–1.64) 1.06 (0.54–2.08)
Centre–Est 1.87 (1.15–3.02) 1.87 (1.16–3.02)
Centre–Nord 0.93 (0.56–1.53) 0.91 (0.57–1.46)

Centre–Ouest 1.38 (0.75–2.54) 1.47 (0.80–2.74)
Centre–Sud 1.44 (0.75–2.74) 1.44 (0.78–2.66)

Est 0.97 (0.52–1.78) 0.92 (0.52–1.63)

Hauts-Bassins 1.41 (0.81–2.45) 1.54 (0.89–2.66)
Nord 0.86 (0.48–1.55) 0.92 (0.49–1.72)

Plateau Central 0.73 (0.37–1.45) 0.75 (0.36–1.59)

Sahel 1.91 (1.10–3.30) 1.64 (0.97–2.80)

Place residence 0.54 0.80

Urban 1 1
Rural 1.11 (0.80–1.52) 0.95 (0.65–1.39)

(Continued)

https://doi.org/10.2147/RMHP.S297983                                                                                                                                                                                                                                

DovePress                                                                                                                                      

Risk Management and Healthcare Policy 2021:14 2074

Negatou et al                                                                                                                                                        Dovepress

https://www.dovepress.com
https://www.dovepress.com


identified as barriers preventing caregivers from seeking 
care for children under the age of five after the implemen-
tation of the FHP. Regional disparities in care seeking for 
children under the age of five have also been observed. 
These factors should be tackled first as part of a new 
strategy to increase the prevalence of care-seeking for 
children under the age of five. Such a behavioral change 
should be supported more forcefully, especially in the 
identified regions with poor health care utilization.
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EA, enumeration area; CDC, Center for Disease Control 
and Prevention; CI, confidence interval; DHS, 
Demographic and Health Survey; FHP, free healthcare 
policy; Km2, square kilometer; MIS, Malaria Indicator 
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Demography; OR, odds ratio; PR, prevalence ratio; 
SMC, seasonal malaria chemoprevention.
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Table 2 (Continued). 

Univariate Multivariable

Variable PR* (95% CI) p-value‡ PR* (95% CI) p-value‡

Distance to health facility 0.42 0.98
<5 km 1 1

≥5 km 1.12 (0.86–1.45) 1.00 (0.71–1.41)

Religion 0.91 –

Christian 1 –

Muslim 1.07 (0.83–1.39) –
Traditional/other 1.18 (0.71–1.95) –

No religion 1.00 (0.33–3.00) –

Heard or seen any message of malaria 0.08 0.04

No 1 1

Yes 0.84 (0.68–1.02) 0.81 (0.67–0.99)

CHILDREN
Gender of the child 0.62 0.58
Male 1 1

Female 1.05 (0.88–1.25) 1.05 (0.88–1.25)

Age (months) <0.001 <0.001

<12 1 1

12–35 1.17 (0.87–1.59) 1.14 (0.85–1.53)
36–59 1.62 (1.24–2.13) 1.60 (1.22–2.12)

Notes: ‡p-value was calculated using the two-degree-of-freedom chi-square test. *PR, prevalence ratios (95% confidence interval). –Variables were not included in the 
multivariable analysis. Statistically significant results are bolded.
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