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Abstract: Although the global trend of malnutrition among children under five is declining, it remains a major public health 
problem in developing countries such as Burkina Faso. IYCF are major determinants of nutritional status and hence health and 
child survival. Material and Method: We carried out a cross-sectional study in primary health care centers randomly selected. 
The objectives of this work were to analyze associated factors to children’s nutritional status and child feeding. The Z-scores 
(WHO, 2006) were used to determine nutritional’s status of the children. The quality of feeding practices was assessed 
according to IYCF index. Results: In total, we surveyed 287 children. The average age of children was 10.87 months. The sex 
ratio was at 1:11. Among children, the prevalence of underweight was 19.2%, that of stunting 31.2% and that of wasting 
10.1%. Multigravidity was the predictive risk factor related to underweight in children. Practice of EBF was associated with Z-
score Height/Age (p=0.04). The majority (70%) of children had a good score of IYCF index. Among children aged 9–12 
months, the Z-score Height/Age (p=0.04) and Z-score Weight/Height (p=0.001) were associated with IYCF index in univariate 
analysis. For those with at least 12 months of age, sex ant type of habit was the predictive risk factors associated to IYCF 
index. Conclusion: Malnutrition is common in children. Feeding practices are good and are not associated with 
sociodemographic characteristics of mothers. IYCF index score decreases with age and is lower after 12 months. 
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1. Background 

According to World Health Organization (WHO) and 
United Nations Children’s Fund (UNICEF), the global trend 
child in the prevalence of child malnutrition is declining 
between 1990 and 2014 with however regional inequalities in 
this world progress. Malnutrition in children continues to be 
a major public health problem in many developing countries 
[1]. In Burkina Faso, according to the 2015 national nutrition 
survey, the prevalence of underweight, chronic malnutrition 
and acute malnutrition were respectively 23%, 30.2% and 

10.4% [2]. 
Optimal newborn, infants and young children feeding 

determines its nutritional and health, as much current, and 
future. Inadequate feeding practices, such as those related to 
early breastfeeding, exclusive breastfeeding, withdrawal, and 
complementary feeding are the causes of many nutritional 
and health problems in children. Malnutrition is a major 
underlying cause of infant and child morbidity and mortality. 
Optimal breastfeeding up to the age of two years could 
prevent 823,000 deaths each year [3].  

Breastfeeding would have beneficial adverse effects on 
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certain non-communicable diseases including hypertension, 
obesity, hypercholesterolemia [4-6] and diabetes [3]. In 
addition, breastfeeding is associated with better social 
development and cognitive development of the child [7]. 
Failure to breastfeed may be a consequence of unequal 
access to care and maybe both a cause and a consequence of 
social inequality [8]. For nursing mothers, breastfeeding 
reduces the risk of breast and ovarian cancer [6]. Feeding 
practices in infants may be influenced by cultural factors 
[9-10], racial [11], environmental and economic [12] but 
also mothers sociodemographic such as age [13], education 
levels [14], parity, occupational status or psychological 
profile [15]. In low-income and middle-income countries, 
only 37% of children younger than 6 months of age are 
exclusively breastfed [3]. The Burkina Faso 2010 
Demographic and Health Survey reported that only 25% of 
children under six months of age were exclusively breastfed 
and 3% of children aged 6–23 months were fed 
appropriately on the basis of food diversity [16]. The true 
measure of the quality of children feeding is difficult to 
reach nevertheless some approaches have been proposed 
through the analysis of a score [16]. Also, the relationship 
of this score with the nutritional status is complex to 
establish because of the multiple factors that influence this 
one. Adequate nutrition for infants and young children 
contributes directly and indirectly to the achievement of 
sustainable development goals. Although it is an obvious 
strategy to promote health and improve survival [18], 
practices are not always appropriate [19]. This study 
analysed factors associated with the nutritional status and 
infant and young child feeding practices in the context of 
the health district of Ouargaye. 

2. Methodology 

2.1. Site, Design, Sampling and Data Collection 

This cross-sectional study carried out in twenty-nine (29) 
primary health-care facilities in Ouargaye’s District included 
287 couple mother-child from July to September 2015. The 
detail on study site, design, sample size, and data collection 
were already described elsewhere [20]. 

2.1.1. Anthropometric Measure in Children 

a) The weight was measured using a scale type SECA in 
children over two years of age and a Salter type scale 
with a maximum capacity of 25 kg in children under 
two years of age, cleared of their clothing. The scale 
was calibrated nearest 100g. The scales were weighed 
each series of weighing to avoid errors. 

b) Child’s height was measured using a vertical gage in 
children aged two years or more. The length was taken 
horizontally in children who do not yet walk by making 
sure that the heels, buttocks, back, and neck are in 
contact with the support, the gaze of the child-directed 
in the perpendicular plane to the support. The height 
value was read to within 0.1 cm. 

2.1.2. Anthropometric Measure in Mothers 

a) Mother’s weight was measured using a Seca weighing 
scale with an accuracy of 0.1Kg and standing height by 
a measuring rod with a precision of 10 centimeters. 

b) Abdominal perimeter is correlated with the amount of 
visceral adipose tissue. The abdominal perimeter of 
mothers was measured with a tape measure, the subject 
standing and gently exhaling. The tape measure was 
placed around the waist midway between the last 
floating sides and the upper edges of the iliac crests. 

2.1.3. Infant and Young Child Feeding (IYCF) Practices 

Mothers were interviewed about the infant and child 
feeding practices, such as breastfeeding during the past 
twenty-four 24 hours (if the mother is breastfeeding, do the 
child has been breastfed the last 24 hours: yes/no?), bottle 
feeding (does baby bottles have been used to feed the child 
during the past 24 hours: yes/no?), dietary diversity related to 
the number of food group consumed during the past 24 hours 
(whether or not the child received selected food groups in the 
previous 24 hours?), food group frequency during the last 
seven days’ (how many days in the last seven days did the 
child eat the selected food groups?) and meal frequency 
during the last 24 hours preceding the survey (how many 
times during the last 24 hours did the child eat solid or semi-
solid food, including snack and meal?). Food groups are 
Grains & tubers, leguminous & nut, milk, fish/poultry & 
meat, eggs, fruit & vegetable rich in vitamin A, other fruits & 
vegetables. 

2.2. Categorization and Data Analysis 

Data were entered using Epi data 3.1 and analyzed with 
SPSS software (version 21). 

a) Length/Height-for-age, weight-for-age, and weight-for-
height categories were generated for children under five 
based on the World Health Organization growth 
standards (WHO, 2006), whereby stunting (low height-
for-age), underweight (low weight-for-age), and 
wasting (low weight-for-height) are defined as z-scores 
of <-2 standard deviations. 

b) Mother’s Body Mass Index (BMI) was calculated as 
weight in kilograms divided by height in meter squared. 
Cut-off points of <18.50, 18.5-24,99, 25.00–29.99, and 
≥ 30 kg/m2 was used respectively for underweight, 
normal, overweight and obesity. 

c) Mother’s Waist circumference was used as measures of 
abdominal obesity, defined as a waist circumference> 
88 cm. 

IYCF score was created as described by Menon and Ruel 
at the difference that for dietary diversity we considered 
Meat/fish/poultry and egg instead of fish/poultry/egg and 
meat in Ruel’s study [17]. Five variables were used to create 
the IYCF score as shown in table 1. The final child feeding 
index was a summation of the scores obtained for each 
variable described above. The index ranged from 0 to 12 for 
all three age groups. Within each age group, the child feeding 
index scores were grouped into two categories of feeding 
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practices: low and average (weak) when the sum of scores 
obtained is ≤ 6 points and high (good) when it’s>6 points. 

The constitution of this score takes into account the 
recommendations regarding infants and young feeding. 

Table 1. Variables and scoring system used to create infant and child feeding index for children by age group. 

Variable  6–9 months 9–12 months ≥ 12 months 

Breastfeeding (past 24 h) No= 0; Yes =+2 No= 0; Yes =+2 No= 0; Yes =+1 
Bottle Feeding No=+1; Yes =0 No=+1; Yes =0 No=+1; Yes =0 

Dietary diversity (past 24h) 
0 food group = 0 0 food group = 0 0 food group = 0 
1–3 food group=+1 1–3 food group=+1 1–3 food group=+1 
≥ 4 food group =+2 ≥ 4 food group =+2 ≥ 4 food group =+2 

Food group frequency (past 7 days) 

For each of two food groups 
(Meat/fish/poultry or Eggs): 

For each of two food groups 
(Meat/fish/poultry or Eggs): 

For each of three food groups 
(Meat/fish/poultry, Eggs or 

0 times in past 7 d = 0 0 times in past 7 d = 0 Milk/dairy produce): 
1–3 times in past 7 d=+1 1–3 times in past 7 d =+1 0 times in past 7 d = 0 
≥ 4 times in past 7 d =+2 ≥ 4 times in past 7 d =+2 1–3 times in past 7 d =+1 
For staples (grains or tubers): For staples (grains or tubers): ≥ 4 times in past 7 d =+2 
0–2 times in past 7d = 0 0–3 times in past 7 d = 0 

 
≥ 3 times in past 7 d= +1 ≥ 4 times in past 7 d = +1 

Meal frequency (past 24 h) 
0 meal/d = 0 0 meal/d = 0 0–1meal/d = 0 
1 meal/d= +1 1–2 meal/d= +1 2–3 meal/d= +1 
≥ 2 meal/d =+2 ≥ 3 meal/d =+2 ≥ 4 meal/d =+2 

d=day. Adapted from Ruel and Menon (2) 

2.3. Statistical Analysis 

Between independent variables and child nutritional status 
as well as IYCF index was determined using Chi-square test 
and p-value ˂ 0.05 was considered statistically significant. 
The explicative variables associated with the dependents with 
a threshold of p ˂ 0.2 were included in the multivariate 
analysis by logistic regression. 

3. Results 

3.1. Socio-Demographic Characteristics 

Between July 25th to September 7th 2015, 287 couple 
mothers-child were included in this study. The mean age 
of the children was 10.87 months with a standard 
deviation of ± 4.18. The age ranged from 6 to 31.9 months 
with a median of 9.5. The sex ratio was at 1:11. 
Sociodemographic characteristic of mothers and 
households have been described in a previous study [20]. 
The proportions of undernutrition (BMI <18.5 Kg/m2) and 
excess weight (BMI>25 Kg/m2) in mothers were 16.3 and 
10.5, respectively. 

 

3.2. Nutritional Status and Associated Factors Among 

Child 

3.2.1. Birth’s Weight 

Children’s mean birth weight was 2947.79 grams with a 
standard deviation of ± 462 and extremes of 1700 and 4200 
grams. The proportion of low birth weight was 12.61%. 

3.2.2. Current Nutritional Status 

Among children, results showed 19.2% of underweight, 
31.4% of stunting and 11.1% of was wasting (table 2). 

Table 2. Prevalence of the type of malnutrition by age group. 

Age (months) n % of WAZ <-2 % of HAZ <-2 % of WHZ <-2 

6–9 108 11.1 16.7 13 
9–12 92 14.1 27.2 12 
12 and + 87 34.5 54 8 
Total 287 19.2 31.4 11.1 

In univariate analysis, nutritional status did not differ 
significantly by gender. Number of pregnancies was 
statistically associated with WAZ score (p=0.029). Habitat’s 
type (p=0.006), mother’s BMI (p=0.038) and level of 
knowledge about benefits of breastfeeding (p=0.02) were 
statistically associated with HAZ score (table 3). 

Table 3. Associated factors with child nutritional status in univariate analysis. 

Variable 
WAZ <-2 (Underweight) HAZ <-2 (Stunting) WHZ <-2 (Wasting) 

n % OR,95% CI p n % OR,95% CI p n % OR,95% CI p 

Child’s Sex    0.56    0.353    0.95 
Male 151 17.9 0.84 (0.46-1.50)  151 33.8 1.46 (0.80-2.80)  151 11.3 1.02 (0.49-2.13)  
Female 136 20.6 1  136 28.7 1  136 11 1  
Birth’s weight (g)    0.15    0.127    0.91 
<2500 27 29.6 1.94 (0.78-4.8)  26 42.3 1.88 (0.82-4.27)  27 11.1 1.06 (0.29-3.86)  
≥ 2500 191 17.8 1  190 29.5 1  191 10.5 1  
Mother’s age (years)    0.31    0.187    0.953 
<25 124 16.1 0:52 (0.22-1.21)  123 26.8 0.5 (0.21-1.19)  124 11.3 1.17 (0.36-3.8)  
[25–35 [ 114 21.1 0.66 (0.29-1.52)  114 33. 3 0.84 (0.36-1.96)  114 11.5 1.19 (0.37-3.87)  
≥ 35 41 26.8 1  40 40 1  41 9.8 1  
Mother Education level    0.136    0.05    0.635 
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Variable 
WAZ <-2 (Underweight) HAZ <-2 (Stunting) WHZ <-2 (Wasting) 

n % OR,95% CI p n % OR,95% CI p n % OR,95% CI p 

Illiterate 205 21.5 1.76 (0.86-3.61)  205 34.6 1.75 (0.97-3.16)  205 11.7 1.22 (0.52-2.85)  
Literate 82 13.4 1  82 23.2 1  82 9.8 1  
Mother’s Occupation    0.8    0:09    0.748 
Housewife/Farmer 244 20.9 1.32 (0:15-11.5)  244 31.6 -  244 12.3 0.7(0.79-6.20)  
Small trader/salaried 6 16.7 1  6 0 -  6 16.7 1  
Number of pregnancies    0.03    0.057    0.199 
Primigravidae 61 9.8 1  61 21.3 1  61 6.6 1  
Multigravidae 226 21.7 2.53(1.03-6.24)  226 34.1 1.98 (0.95-3.73)  226 12.4 2.0(0.67-5.98)  
Water supply    0.57    0.568    0.014 
Drilling/Fountain 246 18.7 1  246 30.5 1  246 9.3 1  
Well/Backwater 40 22.5 1.26(0.56-2.83)  40 35 1.22 (0.6-2.48)  40 22.5 2.81(1.19-6.63)  
Type of habitat    0.164    0.006    0.436 
Banco 196 21.4 1.61(0.81-3.18)  196 36.2 2.27(1.25-4.11)  196 10.2 0.73(0.34-1.58 )  
Cement 90 14.4 1  90 20 1  90 13.3 1  
Mother’s Waist 
circumference (cm) 

   0.722    0.95    0.716 

< 88 236 19.1 0.86(0.38-1.93)  236 31.4 1.01(0.50-2.07)  236 11.4 1.22 (0.4-3.70)  
≥ 88 42 21.4 1  42 31 1  42 9.5 1  
Mother's BMI (kg/m2)    0.26    0.038    0.124 
<18.5 41 29.3 1.73 (0.81-3.60)  45 46.7 2.33 (1.20-4.53)  45 20 2.4 (1.00-5.74)  
[18.5-25[ 203 17.7 1  202 27.2 1  202 9.4 1  
≥ 25 29 20.7 1.51(0.51-3.64)  29 31 1.20(0.51-2.8)  29 10.3 1.11(0.30-4.01)  
Mothers’ Knowledge 
about breastfeeding 
advantage 

   0.062    0.023    0.359 

Poor 157 15.3 0.57(0.31-1.03)  157 25.5 0.55 (0.33-0.925)  157 12.7 1.42(0.66-3.03)  
Good 129 24 1  129 38 1  129 9.3 1  
Practice of Exclusive 
breastfeeding 

   0.156    0.092    0.59 

Yes 198 17.2 1  196 28.3 1  198 10.6 1  
No 86 24.4 1.55 (0.84-2.88)  86 38.4 1.57 (0.92-2.69)  86 12.8 1.23 (0.56-2.69)  

OR=Odd Ratio 

In multivariate analysis, multigravidity (AOR= 2.95; 95% CI: 1.02-8.41) was the predictive risk factor related to 
underweight in children (table 4). Among children, those whose mothers were multigravidae had three times more likely to be 
in underweight. No independent variables were statistically associated with stunting or wasting. 

Table 4. Associated factors to child nutritional status in multivariate analysis. 

Independent variable 
WAZ HAZ WHZ 

AOR p AOR p AOR p 

Number of pregnancies  0.029 - - - - 
Primigravidae 1      
Multigravidae 2.95 (1.02-8.41)      

AOR=Adjusted Odd Ratio 

3.3. IYCF Index and Associated Factors 

It was noted that the breastfeeding practice was very frequent (99%) and bottle use was not adopted by mothers. IYCF index 
scores were satisfactory. About four out of five children (79.1%) had a good IYCF index. Respectively, 84.25%, 78.40% and 
73.3% of children aged 6-9, 9-12 and over 12 months had a good IYCF score (table 5). 

Table 5. Indicators of components of IYCF index by age groups. 

Age 6-9 months n=108 9-12 months n=89 12 months and + n=86 

Breastfeeding ( past 24 hours) Yes=99% Yes =100% Yes=98.8% 
Bottle feeding No =100% No =100% No =100% 

Food diversity 
0 group: 10.2% 0 group: 3.4% 0 group: 2.3% 
1-3 groups: 41.7% 1-3 groups: 59.6% 1-3 groups: 33.7% 
≥ 4 groups: 48.1% ≥4 groups: 37.1% ≥ 4 groups: 64% 

Frequency of consumption (score) 
Score< 60%: 44.44% Score< 60%:44.9% Score <60%: 53.5% 
Md=0.6± 0.31 Md=0.6±0.31 Md=0.5±0.29 

Number of meal 
0 time: 8.3% 0 time: 3.4% 0-1 times: 5.8% 
1-2 time: 0.9% 1-2 time: 19.1% 2-3 times: 53.5% 
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Age 6-9 months n=108 9-12 months n=89 12 months and + n=86 

≥ 3 times: 90.7% ≥ 3 times: 77.5% ≥ 4 times: 40.7 
Mean, SD 2.93±1.26 3±1.17 3.49 ±1.46 
IYCF Index     
Mean, SD 8.65±2.48 8.54±2.3 7.99±2.34 
Range [3-12] [3-12] [3-12] 
Proportion of children with a good score of IYCF index 84.25% 78.40% 73.3% 

SD=Standard deviation.  

The proportion of children with a good IYCF index 
decreases with age (table 5), however, in univariate analysis, 
IYCF index mean did not differ statistically according to 
children’s age (p=0.136) as shown in table 6. We found a 
significant statistical relation between gender and IYCF score 
(p=0.008) but this association was only significant in 12 
months and over age’s group (p=0.015) as levels of mother’s 
knowledge about advantage of breastfeeding (p=0.04) and 

type of habitat (p=0.001). 
For 9-12 months’ old children, IYCF index was 

statistically associated with HAZ (p=0.04) and WHZ 
(p=0.00) scores. In this age group, the children with a good 
nutritional status about HAZ and WAZ scores seem to have a 
higher IYCF index score as shown in the table 5 below. 
Otherwise, mother’s BMI was associated with IYCF index 
(p=0.02) in this age group. 

Table 6. Associated Factors to IYCF index in univariate analysis. 

Variables 
6-9 months 9-12 months 12 month and + 

n Good IYCFI (%) p n Good IYCFI (%) p n Good IYCFI (%) p 

Sex   0.283   0.283   0.015 
Male 57 80.7  46 73.2  28 62.2  
Female 51 88.2  42 83.3  35 85.4  
Mother’s age (years)   0.13   0.22   0.15 
<25 58 82.8  41 70.7  24 62.5  
25-34 32 93.8  38 86.8  41 78  
>35  14 71.4  9 77.8  17 88.2  
Mother’s education level   0.57   0.46   0.08 
Illiterate 72 86.1  66 80.3  64 78.1  
Literate 36 80.6  22 72.7  22 59.1  
Number of pregnancies   0.21   0.37   0.75 
Primigravidae 31 87.1  21 71.4  9 77.8  
Multigravidae 77 83.1  67 80.6  77 72.7  
Water supply   0.77   0.1   0.14 
Drilling/Fountain 95 82.1  75 81.3  72 76.4  
Well/Backwater 13 100  13 61.5  14 57.1  
Type of habitat   0.06   0.83   0.001* 
Banco 67 79.1  62 79  64 82.8  
Cement 41 92.7  26 76.9  22 45.5  
Mother’s BMI (Kg/m2)   0.669   0.02*   0.55 
<18.5 17 88.2  7 71.4  17 70.6  
[18.5-25[ 77 85.7  68 85.3  54 70.4  
≥ 25 8 75  7 42.9  14 85.7  
Mother’s Knowledge about 
advantage of breastfeeding 

  0.589   0.06   0.04* 

Poor 70 85.7  49 85.7  37 62.2  
Good 38 81.6  39 69.2  49 81.6  
Practice of EBF   0.806   1   0.37 
Yes 80 83.8  55 78.2  61 70.5  
No 28 85.7  32 78.1  25 80  
Anthropometric variable          
HAZ   0.347   0.04*   0.687 
<-2 17 76.5  25 64  45 71.1  
≥-2 90 85.6  63 84.1  40 75  
WAZ   0.926   0.1   0.705 
<-2 12 83.3  11 36.4  6 66.7  
≥-2 96 84.4  77 84.4  80 73.8  
WHZ   0.926   0.000*   0.99 
<-2 12 83.3  13 61.5  30 73.3  
≥ -2 96 84.4  75 81.3  56 73.2  

In multivariate analysis, mother’s BMI was the only predictive risk factor associated to IYCFI among children of 9-12 
months of age. For those with at least 12 months of age, sex ant type of habit was the predictive risk factors associated to IYCF 
index as shown in the table 7. 
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Table 7. Associated factors to IYCF index in multivariate analysis by logistic regression. 

Independent’s variable 

6-9 months 9-12 months 12 month and + 

Good IYCFI Good IYCFI Good IYCFI 

AOR 95% IC p-value AOR 95% IC p-value AOR 95% IC p-value 

Sex -  -    
Male     1  
Female     3.67(1.07-12.51) 0.037* 
Type of habitat -  -    
Banco     0.18(0.05-0.642) 0.008* 
cement     1  
Mother’s BMI -  -  -  
<18.5   0.08(0.00-0.95) 0.046   
[18.5-25[   0.16(0.10-2.63) 0.20   
≥ 25   1    

 

4. Discussion 

This paper describes the nutritional status, IYCF practices, 
and associated factors in a rural area of Burkina Faso. The 
present study showed that malnutrition, particularly wasting 
and stunting were widespread. Prevalence of underweight 
and stunting increase with age. The number of pregnancies 
who had had the mother was associated with child WAZ 
score. We noted that the IYCF index was satisfactory and 
decreased with age, although this association was not 
statistically significant. 

4.1. Birth Weight 

Our study shows that 12, 61% of children were born with 
low birth weight. This proportion is similar to that reported 
(14%) by the literature in low-income countries [21]. Low 
birth weight may constitute a risk factor of childhood illness, 
mortality [22] and non-communicable disease (NCDs) such 
as diabetes and heart disease later in life [23]. 

4.2. Current Child Nutritional Status 

Prevalence of stunting and wasting were high, respectively 
31.2% and 10.1%. These values are similar to those found at 
the national level during the 2015 nutrition survey [23] and are 
above the critical thresholds according to WHO classification 
for assessing the severity of malnutrition by prevalence ranges 
among children under five years of age. The country 
experienced a food crisis in 2012 and the health system is still 
struggling to detect and maintain the cases of malnutrition in 
the medical and nutritional care cohorts. Also, food security 
interventions need to be effective and sustainable to support 
health promotion malnutrition’s care activities. 

4.3. Associated Factors to Nutritional Status 

In contrast to evidence about the positive relationship 
between the mother's education level and the nutritional 
status of the child, we found no statistical association for 
WAZ, HAZ, and WHZ. This could be due to the effect of 
“unobserved factors” that may influence both the mother’s 
education and child nutritional status. Also, some study has 
shown that the level of the mother should be sufficiently high 
(at least 9-13 years of schooling) to positively and 

statistically influence the nutritional status of the child [24-
25]. Lower levels of maternal education do not have a 
significant impact in reducing child malnutrition. In our 
study, the proportion of mothers with a post-primary level 
(8%) was very low. This suggests the need to keep girls in 
school a long time enough to discount the benefits of their 
education on the nutritional status and health of their 
children. 

In our study, the number of pregnancies was statistically 
associated WAZ score (p=0.029) in multivariate analysis. A 
similar association has been described [26]. The children 
whose mothers were multigravidae had three times more 
likely to be in underweight. The number of pregnancies can 
be a proxy for the number of children in the household, his 
size, and economic level. Thus, the fact that the mother is 
multigravidae could result in a larger size of the household 
and less access to food and care for children compared to 
primigravidae, which would expose them to greater 
vulnerability to underweight. In Burkina Faso, the fertility 
rate in 2015 was at 5.4. 

In univariate analysis, mother’s BMI was associated with 
child HAZ score (p=0.038). The children whose mothers 
were in undernutrition had two times more likely to be 
stunted. Stunting in children reflects chronic malnutrition and 
low maternal body-mass index is associated with intrauterine 
growth restriction [27]. The association we found could be 
due to a precarious nutritional status of the mother during the 
preconception period or pregnancy that would favor a non-
optimal nutritional status of the child. Nearly four women out 
of five (16.4%) in our study were underweight. This involves 
preventing malnutrition and promoting the nutrition of the 
girl and the mother during the prenatal and postnatal period. 
Several other studies have found associations between 
maternal undernutrition and stunting in children [28-30]. The 
relationship is well established between the small size of the 
mother and stunting in children [31]. 

4.4. Infant and Young Children Feeding Score and 

Associated Factors 

In our study, nearly four in five children (79%) had a good 
score of IYCF index which is satisfactory. This could be 
partly explained by the fact that almost all mothers in our 
study were no professional occupation and therefore have 
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more time to breastfeed their children. The majority (99%) of 
them still breastfeed at the time of the study, which 
compensates somewhat nutritional needs of their children. 
Although the nutritional quality of breast milk decreases after 
six months and food supplementation may be inappropriate. 

In the present study, respectively 84.25%, 78.4% and 
60.57% of children aged 6-9 months, 9-12 months and 12 
months or more had a good IYCF index score. Our results are 
different from those of Sawadogo study in Burkina [10], 
which reported a lower proportion of good IYCF index 
among children in a rural area of Burkina selected in 
households. This difference could be explained by contextual 
factors. In Sawadogo’s study, only 94.8% and 34.8% of 
children aged 12-23 months and 24-36 months were 
breastfed by cons, in our study, 99% of children were 
breastfed. When children are breastfed they have more 
contact with their mothers and more chance of being better 
fed. Also, our population was selected in health facilities 
during healthy infant care. In the context of Burkina Faso, 
where coverage of healthy infant care is very low, the 
strategy concerns the age group of 0-5 years old with a 
calendar of visits: 1 visit / month in the first year; 1visite / 2 
months at the course of the second year and 1 visit /3 months 
until the old age. This monitoring also aims to: (i) advise on 
the continuation of EBF for up to six months; (ii) Advise on 
continued breastfeeding for up to two years; (iii) Advise 
mothers and families about complementary feeding practices, 
and (iv) micronutrient supplementation. 

4.5. IYCF Index and Anthropometric Parameters 

In univariate analysis, mothers with a normal BMI were 
more likely to have children with a good score of IYCF index 
in the age’s groups 9-12 months (p=0.02). We did not find 
any association between sociodemographic characteristics of 
mothers and ICYF index’s score. By cons, Ruel noted that 
some sociodemographic characteristics of mothers as 
ethnicity (Guatemala), socioeconomic level of the household 
(Nicaragua and Colombia) and the level of education (Peru) 
conditioned associations between feeding practices and the Z 
Score Height/Age [17]. In our study, the IYCF score was 
statistically associated with Z-score Height/Age (p = 0.04) 
and Weight/Height (p = 0.00) in the age group of 9-12 
months. This result suggests improving feeding practices at 
this age group in our context. Our results are similar to those 
of Bork in Senegal, which has shown a strong association 
between the IYCF score and the Z score Height/Age in 
children aged 6-12 months [32]. Sawadogo has also 
documented similar results by finding associations between 
IYCF index and Z score Weight/Height in children aged 6-11 
months and with Z score Height/Age in 6-23 months [10]. By 
cons, Zhang in a study in rural China community among 
children aged 6–11 months had observed no association 
between the Z Score Height/Age and the Z score IYCF index 
but he noted, however, an association between the Z Score 
Weight/Age and the IYCF score [33]. 

We noted that the prevalence of underweight and stunting 
increases with age to be higher in children 12 months and 

older. The frequency of infections, higher after the age of 12 
months and inappropriate feeding practices could explain this 
trend. Furthermore, we noted in our study that the food index 
score decreased with age. 

5. Conclusion 

The current study showed that malnutrition in all its forms 
is common among children in healthy infant care. By cons, a 
strong point of best feeding practices is the continuation of 
breastfeeding and the no bottle feeding. Multigravidity is a 
risk factor of underweight in children. The rural context of 
our study, less exposed to advertisements on breast milk 
substitutes, lack of employment of mothers and their weak 
financial ability to procure bottle milk seems to have 
encouraged the large practice of breastfeeding. The feeding 
practices evaluated through the IYCF index is globally 
satisfactory. However, this index score decreases with age 
and is lower after 12 months. Feeding practices were not 
associated with sociodemographic characteristics of mothers. 
There is a need to further explore the factors influencing 
complementary feeding. Local sustainable food security 
strategies coupled with communication activities for social 
and behavioral change in favor of child nutrition will 
undoubtedly lead to further improvements in feeding 
practices especially after 12 months and so improve the 
nutritional status of children. 
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