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Abstract
Objective: To collect context-specific insights into maternal and child health and
nutrition issues, and to explore potential solutions in Nanoro, Burkina Faso.
Design: Eleven focus groups with men and women from eleven communities,
facilitated by local researchers.
Setting: The study took place in the Nanoro Health district, in theWest-Central part
of Burkina Faso.
Participants: Eighty-sixmen (18–55 years) andwomen by age group: 18–25; 26–34
and 35–55 years, participated in the group discussions.
Results: Participants described barriers to optimal nutrition of mothers and children
related to a range of community factors, with gender inequality as central. Major
themes in the discussions are related to poverty and challenges generated by
socially and culturally determined gender roles. Sub-themes are women lacking
access to food whilst pregnant and having limited access to health care and oppor-
tunities to generate income. Although communities believe that food donations
should be implemented to overcome this, they also pointed out the need for
enhancing their own food production, requiring improved agricultural technolo-
gies. Given the important role that women could play in reducing malnutrition,
these communities felt they needed to be empowered to do so and supported
by men. They also felt that this had to be carried out in the context of an enhanced
health care system.
Conclusions: Findings reported here highlight the importance of nutrition-sensitive
interventions and women’s empowerment in improving maternal and child nutri-
tion. There is a need to integrate a sustainable multi-sectorial approach which goes
beyond food support.
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Burkina Faso is a landlocked and low-income country sit-
uated in West Africa. The country is among the poorest in
the world with 44% of its population below the international
poverty line of US$1·90 per day(1). The mortality rate of chil-
dren under-five in Burkina Faso is also one of the highest in
theworld (85%), 35%ofwhich is attributed tomalnutrition(2).
The country’s 2016 National Nutritional Survey revealed that
27·3 % of children under-five were stunted, 7·6% were
severely wasted and 19·2 % underweight(3). Concurrently,
overweight and obesity among women increased from 7·7%

in 1980 to 28·8% in 2016(4). The country has implemented
some important changes in nutrition policy during recent
years, which has resulted in progress which includes reduced
rates of stunting and wasting in the under-fives, but which do
not yet put the country on track to meet the World Health
Assembly targets in 2025(5). Recent security issues in the
northern and eastern parts of the country are jeopardising
the sustainability of this progress.

Burkina Faso National Nutrition Policy suggests that
child malnutrition and micronutrient deficiencies are due
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primarily to poor breast-feeding and complementary feed-
ing practices, accompanied by high prevalence of infec-
tious diseases and limited health services(6). The 2019
Nutrition Policy in Burkina Faso recommended that these
gaps be addressed through prioritising investment in multi-
sectoral programmes, which mainly benefit women and
children(5). Previous research in Burkina Faso and other
low-and-middle income countries has shown that improve-
ments in maternal and child nutrition are held back by
deep-seated, cultural and socially defined gender inequities,
which contribute to women’s lack of empowerment and
their limited capacity to influence household decision-
making(7–9). Women are also expected to carry heavy work-
loads, are subject to restrictive gender norms and to a lack of
access to health-promoting resources(3). Gender is becoming
increasingly recognised as an underlying determinant of
health and nutrition and an increasing number of interven-
tions focus on women’s empowerment with positive
effect(9–14). A multi-sectoral intervention, which provided
dedicated land to women in Burkina Faso and trained them
in agricultural production and income generation, led to
significant reductions in child wasting(14) and to improve-
ments in mothers’ nutrition and empowerment outcomes(15).

Simultaneously, there is a growing recognition of the
importance of men’s involvement in ensuring adequate
maternal and child nutrition(16–18). Men play an important
role in providing instrumental and emotional support to
mothers and children(17). For interventions to be effective,
however, it is important to involve communities in their
development; effective interventions tend to be embedded
in the social life and ecology of the community which
includes the men(19).

The objective of this study was to carry out discussions
with women andmen in a rural community in Burkina Faso
in order to collect context-specific insights into maternal
and child health and nutrition issues. The intention was
also to explore options for contextually appropriate inter-
ventions to improvematernal and child health and nutrition
in the ‘first 1000 d plus’ period, this term describing the
period from before conception up to a child’s second
birthday. This study is embedded in a larger, multicentre
study entitled INPreP (Improved Nutrition Preconception,
Pregnancy and Post-Delivery), which aims to understand
how and where best to engage with community and rel-
evant stakeholders to optimise nutrition in the 1000 d plus
period in Burkina Faso, Ghana and South Africa(20). The
qualitative findings from the other INPreP countries are
presented in other papers in this special issue(21–23).

Research methods

Study site and population
The study took place within the Nanoro Health and
Demographic Surveillance System (HDSS) catchment area
of the Nanoro Health district. The HDSS covers two

counties including Nanoro (fifteen villages) and Soaw
(nine villages). The HDSS is located in the Center-West
region of Burkina Faso, 90 km from the capital city,
Ouagadougou(24). Seven peripheral health facilities and
one referral hospital provide health care to the population
within the HDSS. It is a poor, rural region with a population
estimated in 2017 at 171 119 inhabitants(24), where approxi-
mately 55 % of people live on <0·70 US$/d(25).

The population comprises farmers who produce food
crops (sorghum, millet and maize) and cash crops (pea-
nuts, beans, sesame and cotton) on lateritic soils. It is an
area with irregular and poor distribution of rains, rudimen-
tary cultivation techniques and soil degradation. Rearing
livestock is the second economic activity in this population,
particularly cattle, goats, sheep, pigs, donkeys and poultry,
much of which is sold(25).

Diseases caused by inadequate potable water utilisation
and poor sanitation are the main health problems(26).
Malaria, acute respiratory infections and fever of unknown
origin are the leading causes of mortality among adults and
under-five children in this area(27,28).

Study design and data collection
A qualitative methodology was adopted for this study
because of its utility in obtaining culturally specific informa-
tion about the values, opinions, behaviours, relationships
and social contexts of particular populations. Focus group
discussions (FGD) were chosen as the method of data
collection because they allow discussion on a research
topic where a specified population or group’s opinions
are given, and the meanings behind those perceptions
are explored(29).

Discussions were conducted to explore the commun-
ity’s maternal and child health and nutrition priorities.
Therefore, a topic guide (Appendix A and B) with standar-
dised questions for the three INPreP sites was generated.
Questions explored participants’ views of the major health
issues for women and children and of specific nutritional
issues. Participants were invited to suggest interventions
which might address these issues. Flexibility was built into
the topic guide to allow for some probing where it was
required for clarity.

Study participants were purposively recruited from
ten of the twenty-four villages of the HDSS and from differ-
ent households. Villages were selected in order to ensure
that FGD were distributed across the study area (Fig. 1).
Community informants facilitated the recruitment of partic-
ipants for the FGD who represented age groups across the
reproductive life course. Potential participants were given a
Participant Information Sheet outlining the study purpose
and procedures and those who agreed were invited to
attend the FGD at a convenient location within the commu-
nity. On the day of the FGD, participants’ characteristics
were confirmed and they were checked against the eligibil-
ity criteria. Written informed consent was obtained by a
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research assistant. Non-literate participants signed their
consent form in the presence of a witness.

Participants were grouped by age and gender to enable
them to freely express themselves. The research team felt
that older women might inhibit younger women from
speaking freely and that women might feel uncomfortable
in joint meetings with men. Therefore, the groups were
formed as follows: men aged 18–55 years, women aged
18–25 years; women aged 26–34 years and women aged
35–55 years.

FGDwere conducted in the local language (Moore) by a
moderator and an observer who took notes, these roles
being taken by field assistants with a background in social
research. Discussions were audio recorded.

Data analysis
Audio recordings from the FGD were simultaneously
translated and transcribed verbatim from the local lan-
guage into French and then into English by a social sci-
entist. The study coordinator and the field assistant
coded the transcripts independently in NVivo 12 qualita-
tive analysis software (QSR International Pty Ltd), then
inductively identified and agreed on key emerging themes
through discussion. A consensus forming workshop was

held with the four INPreP research teams to thematically
analyse the initial codes. Thematic analysis was used
to organise and produce rich descriptions of the data
following established guidelines(29). A code book was
developed based on the topic guide, research objectives
and the thematic grouping of the transcripts. The final
set of codes was agreed by the research team, and def-
initions for each code were developed. Field notes taken
during the data collection were used to supplement data
from the transcripts.

Results

Participants characteristics
A total of eighty-six men and women participated in eleven
FGD (Table 1). Of the participants, 73 % were women,
57 % had received no education and 27 % were unem-
ployed. Five women had never given birth (Table 2).
Data are presented below as they relate to the study objec-
tives to (i) understand context-specific issues which
affected maternal and child health and nutrition and (ii)
explore options for contextually appropriate interventions
to improve maternal and child health and nutrition.
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Obstacles to good maternal and child nutrition
Participants reported a number of barriers to optimal
nutrition of mothers and children in their communities.
Two major themes emerged: (1) poverty and (2) chal-
lenges generated by socially and culturally determined
gender roles. Sub-themes related to access to health care
and farming infrastructure to enhance food production
and women lacking access to food whilst pregnant.

Themes and sub-themes are described below, supported
by verbatim quotes from the FGD (Table 3).

Theme 1: The impact of poverty on women and
children’s health and nutritional status

Difficulties accessing health care
Despite free universal health coverage for pregnant
women and children under-five years of age implemented
in Burkina Faso from 2017, poverty affected access to
health care facilities. Poverty-related issues described by
participants included distances between the household
and the health care facility, the low quality of the free health
care services and lack of availability and affordability
of drugs.

After the consultation there are no drugs to buy. You
can come back on next day and there is still no drug.
(FGD7_Women 18–25 years)

Difficulty prioritising money for food
Lack of money also led to having to make choices between
paying for health care or paying for food. Available money
was in these cases often used for health care.

You can have money and you tell yourself that you
are going to pay for a bag of rice, and when you get
home, someone is sick and you use that money to go
to the health center. There is no more bag of rice.
(FGD8_Men 18–55 years)

This led to various coping mechanisms that often priori-
tised money spent on health care instead on nutrition.

If the child is sick, you can sell some part of your crops
to pay for drugs. (FGD2_Women 35–55 years)

Climate change and food production
Both too much and too little rain reduced the crop yield for
farmers and had an impact on their ability to feed them-
selves and their families. They described how some parts
of the study area are now regularly flooded during the rainy
season. This has led to displacement of some communities
to places where they have to start a new life, build new
houses and cultivate new, less fertile land.

Lack of rain also leads to low crop productivity and food
shortages. In addition, some of the soil was poor quality
and required fertilizer to grow millet, the staple food.
This was challenging when farmers could not afford fertil-
izer or other farming inputs.

One year is not enough to solve one bad year’s har-
vest. The year that it hadn’t rained enough youman-
age to get through it. And the next year if you have
good harvest you have to solve the old problems you
get when you didn’t have food to eat with the new
harvest. So, if the granary becomes your box and
you take grain out of there to eat and sell you are fin-
ished. (FGD3_Men 18–55 years)

Table 1 Composition of focus groups

FGD No. Participants age (years) Gender Participants (n)

1 18–25 Women 8
2 35–55 Women 8
3 18–55 Men 8
4 18–55 Men 7
5 35–55 Women 8
6 35–55 Women 8
7 18–25 Women 8
8 18–55 Men 8
9 18–25 Women 8
10 26–34 Women 8
11 26–34 Women 7
Total 86

Table 2 Socio-demographic characteristics of participants

Characteristics of
participants

Men Women Total

n % n % n %

Age (years)
18–25 4 17·4 24 30·1 28 32·6
26–55 19 82·6 39 61·9 58 67·4

Gender 23 26·7 63 73·3 86 100
Marital status
Never married 4 17·4 7 11·1 11 12·8
Married monogamous 11 47·8 21 33·3 32 37·2
Married polygamous 7 30·4 32 50·8 39 45·3
Widowed 0 0 3 4·8 3 3·5

Religion
Muslim 6 26·1 23 36·5 29 33·7
Catholic 10 43·5 24 38·1 34 39·5
Protestant 1 4·3 5 7·9 6 7
Animist 6 26·1 3 4·8 9 10·5
Unknown 0 0 8 12·7 8 9·3

Educational status
No education 9 31·1 40 63·5 49 57
Primary 5 7·9 5 21·7 10 11·6
High school 5 21·7 17 27 22 25·6
Non-formal education 4 17·4 1 1·6 5 5·8

Occupation
Unemployed 11 47·8 12 19 23 26·7
Self-employed/income-
generating activities

12 52·2 51 81 63 73·3

Parity
0 NA 5 7·9 5 5·8
1 NA 8 12·7 8 9·3
2–4 NA 28 44·4 28 32·6
5 and above NA 22 34·9 22 25·6

Number of children
0 5 21·7 5 7·9 10 11·6
1 2 8·7 10 15·9 12 14·0
2–4 2 8·7 29 46·0 31 36·0
5 and above 13 56·5 18 28·6 31 36·1
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Water, sanitation and hygiene
Lack of sanitation was also identified as a cause of poor
maternal and child health. Access to potable water was lim-
ited by the presence of polluted and dirty wells. Polluted
water caused nutritional problems because it is often the
only source of water for drinking and cooking.

Even though the food is clean if you put it in a dirty
dish it gives diseases. (FGD2_Women 35–55 years)

Men and women also reported difficulties in keeping the
environment clean. Lack of facilities to dispose waste water

and trash in a hygienic way meant that households were
often surrounded by rubbish, which they worried caused
the spread of disease.

Theme 2: The impact of gender roles on women
and children’s health and nutritional status

Women’s social and domestic duties
The need to fulfil gender-specific social and domestic roles
was perceived as a barrier to improving maternal and child

Table 3 Additional illustrative quotes from research in Burkina Faso

Theme 1: The impact of poverty on women and children’s health and nutritional status
Difficulties accessing health care
Woman can go into labor, and the time to find a motorcycle, put petrol and bring her to the health center she gives birth underway to the
health center [ : : : ] Then we can say that the 7 km is far for us. (FGD11_Women_26–34 years)

If there is no money to pay for the medicine it’s another problem. If the child is sick, the mother also is sick. All of these are difficulties.
(FGD3_Men 18–55 years)

Climate change and food production
It did not rain enough. It does not rain enough, after the rainy season some may have something but others end up empty-handed.
(FGD4_Men 18–55 years)

Water has overrun our houses 7 or 8 years ago, and we come here to live in the hills. Because of that we don’t have enough food to eat
anymore, we have few crops. It was a good field that we cultivated to have millet, and water has overrun it. (FGD6_Women 35–55 years)

Water, sanitation and hygiene
Stagnant dirty water and rotten food make for a lot of mosquitoes. When you throw away rotten food not far from the houses it causes a
lot of mosquitoes. In addition, there are the waters where the pigs lay down, if this water is close to your house lot of mosquitoes come
there. (FGD1_Women 18–25 years)

There is also the problem of water [ : : : ] You can drink water from the wells thinking it is pure but it isn’t. You drink and you get diarrhea,
all of these are diseases. [ : : : ] We don’t know what to do. (FGD3_Men 18–55 years)

Theme 2: The impact of gender roles on women and children’s health and nutritional status
Women’s social and domestic duties
Nowadays women are more active than men; some of them travelling long distances over bicycle and falling sick. [ : : : ] When it happens
that a woman is suffering from fever, no one cares. It is only when it gets worse that people are rushing to provide us with support.
(FGD2_Women 35–55 years).

The mother is pregnant and the child is not autonomous, so the mother suffers with the pregnancy and the child suffers too. He can’t eat,
his stomach becomes big. She is between two problems; she doesn’t know if the child will survive, and she doesn’t know if the one in
her stomach will be well formed, because she can’t get fatter like the others. (FGD3_Men 18–55 years)
Lack of financial autonomy of women

When we said here that we need warm clothes to protect children during the cold [ : : : ], it is true that it is the woman’s responsibility. But
the woman has nothing. The man’s means are also limited so all these are difficulties for us. (FGD4_Men 18–55 years)
Insufficient support from men

If the children don’t eat they are sick. The fathers do not take care of their family when they have money. It is outside that they spend it.
(FGD7_Women 18–25 years)

Theme 3: Improving maternal and child nutrition
Involve women in income-generating activities
We would like to benefit from training in making soap and dyeing, and help for the production of “soumbala *”. (Women 35–55 years )
We can set up a team and if we receive a financial aid we can cultivate a common field and share the crops. We can lead some income
generating activities if we have financial support and we can share the earnings, and support ourselves. (FGD 6 Women 35–55 years)

Facilitate access to food
We cannot bring food with bags and distribute it. It is not possible. Some will have and others will not. Everyone must have an activity
and be able to take care of his house and his children. (FGD11_Women 26–34 years)

You must give food to women because some women can be pregnant but they don’t have enough food to eat, we can distribute corn to
pregnant women in order that they have enough to eat. (FGD9_women 18–25 years)
Improvements in health infrastructure

What we can add, we want health care workers that will sensitize people on good nutrition practices, hygiene, cleanliness, give advices
to people, give them solution. We could do this through theatre; every one that follow it [the theatre] will change his behavior
concerning nutrition and good hygiene practices. (FGD3_Momen 18–25 years)

Sometimes women go to the Antenatal Care clinic (ANC) where they are given medications and are told to eat before taking the
medication. And the woman has no money. If there could be food at the health center it will be fine. As we prepare for malnourished
children. Thus, do in-patients have to eat. (FGD 8 Men 18–55 years)

It’s said “if you are carrying a weight more than you can, you ask for help” so we ask you for help. Even if it’s not possible to do
everything, you could reduce the price of medicine to allow us to pay. We don’t have money. We are poor. (FGD3_Men 18–25 years)

Support for agriculture
If we have help to have a good harvest at the end of the season, we will have food to eat and if you get pregnant you will feed yourself
well with that. (FGD10_Women 18–25 years)

If we have a veterinary vaccine, it is a profitable activity: bullocks, sheep, goats. (FGD5_Women 35–55 years)

*Soumbala is the fermented seeds of Parkia biglobosa, also known as the African locust bean.
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nutrition by both men and women. Discussions reflected
the fact that women were responsible for running the
household, looking after the family and working the land.
Participants, particularly older women, explained that pri-
oritising such responsibilities often came at the cost of
maternal and child health.

When you leave for the purchase of the goods there is
no one to look after the children. While you went
out of the house early [ : : : ] you did a job for which
your body does not have health, and your child
who stayed at home is not well taken care of.
(FGD2_Women 35–55 years)

Women found it difficult to adequately fulfil their maternal
role and ensure financial security.

If you’re pregnant and you have a baby and you
want to pedal the bike to carry out activities it’s hard,
and your kids will cry and people will make fun of
you : : : (FDG11_Women 26–35 years)

Men seemed critical of womenwho juggled both economic
activity and child care.

Some women do not take good care of children. They
can put the child in the sand at the market and the
child has fun with the sand while it can make him
sick : : : (FGD4_Men 18–55 years)

Men were also critical of women’s birth spacing, remarking
on how pregnancy might negatively influence the mother
and child’s well-being. They suggested, for example, that
women may not be able to properly breastfeed while preg-
nant. Participants said that giving birth to many children
was a determinant of household food insecurity and was
difficult at times of food shortages.

There are women who get children in a close way. [.]
While the other one has not had enough food, he
already has a little brother or sister [ : : : ] (FGD6_
Men 18–55 years)

According to women, men acknowledged the burden
pregnancy placed onmothers and children but were some-
times reluctant to use family planning.

There are women, if they adopt a contraceptive
method, the husband can reject her : : : (FGD2_
Women 35–55 years)

Lack of financial autonomy of women
Lack of moneywas amajor problem for manywomen; they
had to rely on their husband’s income and lacked opportu-
nities to generate their own money.

Women do not have any activity that generates
income. If they had some, if they have a problem they
can manage until the husband arrives : : :
(FGD5_Women 35–55 years)

Insufficient support from men
The lack of male involvement in the household was widely
discussed by women. Women felt overloaded with domestic

duties and saw the support they received from men in their
households to be insufficient in a number of ways including
nutritionally. First, women felt thatmen no longer took care of
important needs such as paying for their children’s schooling,
clothing or health care.

The woman has to do her best to allow the child to
wear clothes and eat. The man is going to drink
his alcohol and come back late at night. He doesn’t
know what is going on with the woman and the
children. (FGD5_Women 35–55 years)

Women felt that they were left with sole responsibility for
farming and food production for their families in increas-
ingly difficult conditions.

They have created a plough for women, and women
tract themselves instead of the donkey. Women pay
the price and use themselves. We call it ‘I am my
own donkey’. Nowadays [ : : : ] you can’t even pull
10 lines and sow. (FGD6_Women 35–55 years)

Theme 3: Improving maternal and child nutrition
Participants suggested a range of solutions to the nutritional
problems of women and their children in ways that were
both nutrition-specific and nutrition-sensitive.

Facilitating access to food
Since poverty is a major problem and prevents access to
food, participants said theywould like to see food subsidies
or receive these products for free.

If they could sell the food to us at ‘social’ prices it will
be good, because nowadays you cannot expect one
to come and give you free food like that. This is
not possible. (FGD8_Men 18–55 years)

Participants also recognised that free or subsidised food pro-
vision was not a sustainable option nor going to solve root
causes. Therefore, others felt that they needed training in skills
that would help them improve their ability to grow food.

If you distribute food to everybody that will certainly
bring issues; you have to train us on activities that
will help us have food. Otherwise if they give you
30 bags of food you will eat all and will finish.
(FGD3_Men 18–55 years)

Supporting agriculture
The community was aware of strategies for the development
of resilience in agriculture and consequentlywanted technical
assistance and financial support to develop this sector.

If we can have ploughs and donkeys to pull them
during the rainy season it will facilitate field work.
If we also put fertilizer this will allow us to have good
crops and our food will improve. (FGD11_Women
26–34 years)

They not onlywished for help in raising livestock for breed-
ing and for producing manure to fertilize the soil but also
asked for support in keeping their animals healthy.
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There is a lot to do. [ : : : ] If we can also breed in
addition and you have natural fertilizer to enrich
the ground, you will have a better harvest than some-
one that hasn’t done the same. (FGD2_Women
35–55 years)

Involving women in income-generating activities
Women across all age groups said they would like to be
employed in order to guarantee a livelihood for themselves
and their families. They saw this as benefiting the whole
community.

If they find us employment it will improve our living
conditions and it will also develop the village.
(FGD7_Women 18–25 years)

Woman asked for support to build their capacity to start
businesses and acquire skills that would enable them to
make their own money and take care of their families.
They also talked about working their land collectively to
benefit them all.

Women were clear about the connection between their
ability to generate wealth and improved health.

In the other villages, women have income generating
activities that they lead but here in Seguedin we do
not have any. It is only us that have nothing. If we
had activities with income our health would improve.
(FGD10_Women 26–34 years)

Increasing men’s commitment to caring for their families
Men’s involvement was considered to be an essential factor
in facilitating good maternal and child nutrition, especially
their involvement in the decision to use family planning.
Women wanted men to be made aware of the need for
and benefits of family planning, even though they were
not convinced that this would change men’s behaviour.

One must raise men’s consciousness to take care of
their wives : : : But you cannot change all men.
(Laughter) : : : . They will not all change. There are
some for whom it is not possible, you cannot change
them. Some men, it is their friends who teach them to
behave badly. (FGD11_Women 26–34 years)

Improving health infrastructure
The community, younger members in particular, suggested
that a range of investments should be made to improve
health infrastructure. These included making medications
more affordable and accessible, employing more and bet-
ter trained health care staff, increasing awareness of the
importance of good nutrition and making food available
at health care centres for in-patients.

We also want advice. When we come for consulta-
tion they can show us the food which is suitable
for the children of sixmonths, for example. It will also
help us. (FGD7_Women 18–25 years)

Participants felt that making food available at health care
centres would help women coming for consultation and

for in-patient stays. Currently, food for patients is only avail-
able at the market which takes place only every 3 d and the
food bought there can be unsuitable. Patients have to bring
food from home or go back home to eat, sometimes about
7 km from the health care centre.

They should recruit people to cook in the health
centre because someone brings his patient and there
is no food. [ : : : ] He is obliged to pay for dry bread for
the patient. (FGD7_Women, 18–25 years)

Discussion

This study was carried out to explore the perspectives of
men andwomen living in rural Burkina Faso on issues con-
cerningmaternal and child nutrition and how best to improve
them. The community members in this study described fac-
tors influencing maternal and child nutrition such as income
and resources, household food insecurity, lack of health ser-
vices and unhealthy environments. Gender roleswerewidely
perceived to impact nutrition; participants spoke ofmen limit-
ingwomen’s ability to control food production, and howmen
had become distanced from household responsibilities and
care of women and children. This led to women asking for
support with establishing income-generating activities to pro-
vide food for themselves and their families.

The causes ofmalnutrition discussed in the focus groups
included changing gender roles, structural political responses
and increasing vulnerability to climate change. Participants
described the gender roles in their community, which they
saw as affecting women and children’s health and therefore
their nutritional status. They spoke of the need for women
to carry out their traditional domestic duties in addition to
tasks outside of traditional gender roles such as farming the
family’s land(30,31). In Nanoro, there is a long standing history
of menmigrating to Côte d’Ivoire in order to look for jobs and
more financial stability(32). In these circumstances, women
have to take on responsibilities to compensate for the loss
of men’s labour(30,31). Women in this study explained, how-
ever, that they had limited financial autonomy and insufficient
support from their husbands to carry out these tasks in the
most effective way. Women described themselves as unable
to purchase the food they needed and so consequently had to
rely on men allocating them resources which were often
insufficient to cover household needs. There is evidence that
women’s autonomy is positively linked to health care seeking
behaviour for their children as well as themselves(33,34).
Likewise, women’s participation in household decision-
making and their ability to purchase food is significantly
associated with increased diversity in the household diet(35).
Participants in this study argued that improving women’s
financial autonomy was key to addressing malnutrition but
required increased income-generating opportunities. There
is evidence that empowering women improves women’s
health and has a positive impact on their nutritional status
and that of their children(7,12). An intervention in Burkina
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Faso that gave women autonomy by providing them with
land and agricultural training reported increased women’s
empowerment and nutritional status as well as significant
reductions in childwasting(14,15). The same intervention, how-
ever, not only hadunintendedconsequences forwomen such
as reduced time for child feeding and care, but also exposed
them and their children to risks associated with livestock and
chicken faeces(36).

The study described in this paper also reported women
being too busy working at markets to take care of their chil-
dren and provided more evidence that household chores
and agricultural tasks can be detrimental to women’s health
and nutrition(37). Evidence from Ghana suggests that 70 %
of women had only two meals a day because needing to
leave home early for work gave them too little time to
eat(38). Difficult decisions regarding prioritisation of house-
hold and agricultural tasks over nutrition-related activities
have to be made; time spent working on the land reduced
time to gather firewood for cooking, for example, to go to
the market to acquire a variety of foods and to prepare
healthy and nutritious meals. All of this may affect dietary
diversity of both child and mother(39,40). Men’s involvement
has actually been considered an important element in
supporting good maternal and child nutrition, since they
have a double responsibility both as household decision-
makers(41) and as support to women and children(44,45).
Both men and women described the heavy workload that
women bear and their limited financial opportunities,
whichwere believed to damage their health andwell-being
and that of their children. Although research has shown the
positive effect of male support on postpartum birth spacing
practices(44), challenges remain. Further research exploring
male perspectives on their roles in women’s reproductive
health management needs to be conducted in order to
identify enablers to this and therefore helps define context
and culturally specific solutions.

In addition to the debate on shifting gender roles, cli-
mate change and access to quality health care were dis-
cussed as having real impact on the quantity and quality
of food for mothers and children in the communities in this
study. Agriculture provides occupation for 86 % of the rural
population in Burkina Faso, but practices remain largely
traditional and production relies on dependable climatic
conditions, particularly the right amount of rainfall(45).
Participants reported that inadequate or excessive annual
rainfall was nowmore common. There is documentary evi-
dence that these conditions are leading to a drop-in crop
yields and a deficit of food(46). The effect of changes to pat-
terns of the seasons on food intake has been described in
resource-poor settings and linked with high rates of malnu-
trition in parts of Africa(45–48). Because of this, the commu-
nity suggested solutions to the nutrition problems that
included social, economic and structural components.
They would like their government to distribute free or
subsidised food, in particular for the most vulnerable.
Food donation or subsidisation is indeed a solution to

malnutrition. In Burkina Faso, the ‘Société Nationale de
Gestion du Stock de Sécurité Alimentaire’ supports vulner-
able people to buy cereals at subsidised prices(49). These
initiatives have faced considerable challenges with, and
therefore criticism of, processes for identifying and target-
ing those in need and avoiding abuse of the system by
those who are not in need(50). Similar feelings of distrust
were also expressed by community members towards
health services in this study; they did not trust the quality
of the free health care.

Participant also discussed causes of malnutrition which
included lack of care for women and children, and house-
hold food insecurity linked to access to health services and
medicines. It was perceived in the FGD that the burden of
women’s responsibilities is made heavier by the expecta-
tion that they will bear many children on top of their
other roles already discussed. In Burkina Faso, the fertility
rate remains high at 5·3 children per woman with low
use of contraception (32 %) among women aged 15–49
years(51,52). Men are sometimes resistant to the use of con-
traception, constrained by their belief that children are
bestowed by God, and by the value they place on them
as a source of financial security(53). Uncontrolled fertility
amongwomen leading to inadequate birth spacing and fre-
quent births is likely to reduce the time mothers have to
provide optimum care to each child and for them to recu-
perate from the previous birth. This low autonomy in
decision-making has been linked to sub-optimal usage of
maternal health care services(54).

Other topics discussed by participants that affect mater-
nal and child health and nutrition were access the health
care infrastructures and inadequate water, sanitation and
hygiene. The most important contributing factor to low uti-
lisation of health services by the poorest population groups
was the expenditure it required in terms of payments for
medicine, consultations and hospitalisation as well as indi-
rect costs such as lost working time and transportation(55,56).
Therefore, short-term coping strategies were described to
finance health care which, in the long term, prevented peo-
ple from feeding themselves appropriately(57,58). These
sometimes included selling crops and farm animals or
reducing food consumption in order to pay for catastrophic
expenses. A previous study in the field of health economics
conducted in 1996 in Burkina Faso showed how animals
were used as ‘ambulatory savings-banks’ in order to pay
for treatment(59), which was a concept indirectly described
by community members. As in previous studies, partici-
pants in this study described selling crops grown for food
to buy medicine, when necessary(60,61).

Study strengths and limitations
An advantage of this study is that it was conducted in the
context of multicentre research involving researchers from
different backgrounds including public health, anthropol-
ogy, nutrition and psychology. The thematic analysis was
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conducted during a consensus forming workshop where
the four INPreP research teams gather to share their data
and agree themes and a set of codes from each site, thus
enhancing the rigor of the analysis and interpretation.
Another strength is that participants gathered in the FGD
included men and women of different age groups allowing
for diversity of experience and opinion. One limitation of
the study, however, was that the interviews were con-
ducted in the local languages, transcribed into French
and then translated into English. Consequently, some
statements may have lost their primary meanings through
this process. To counteract this possibility, transcripts were
shared between researchers and the representation of
quotes and themes discussed and checked.

Conclusion

This paper offers context-specific insights into local mater-
nal and child health and nutrition issues and identifies
potential interventions suggested by community members
as being appropriate and helpful for this population in
Burkina Faso. The study highlights the importance of gen-
der issues and of women’s empowerment in addressing
maternal and child nutrition in Burkina Faso. Findings
reported in this paper make some fundamental points
about the need for multi-sectorial interventions to
address the nutrition environment in a way that is sus-
tainable and that go beyond supplemental provision of
food or nutrients.

Acknowledgements

Acknowledgements:We are most grateful to all community
members for their time and efforts while participating in the
study and their confidence in our research. Financial sup-
port: This research was funded by the National Institute
for Health Research (NIHR) (17/63/154) using UK aid
from theUKGovernment to support global health research.
The views expressed in this publication are those of the
author(s) and not necessarily those of the NIHR or the
UK Department of Health and Social Care. Conflict of
interest: The authors declare that they have no compet-
ing interests. Authorship: M.L.N., H.S., P.R.B., H.T., A.C.
and M.B. designed the WP4 study. H.S., P.R.B., H.T. and
M.B. supervised the implementation of the study and
guided the manuscript conception. KO collected, tran-
scribed and translated the data in English. A.C. checked
and confirmed the accuracy of transcription and transla-
tion. A.C. and K.O. analysed the data. A.C. carried out
the literature review and drafted the paper. All authors
reviewed and approved the final manuscript. Ethics of
human subject participation: This study was conducted
according to the guidelines laid down in the Declaration
of Helsinki. This anthropological study was approved by

the National Health Ethics Committee in Burkina Faso,
number 2018-12-156 and the University of Southampton
Faculty of Medicine Ethics Committee, number 47290. All
interviewees were informed before the start of the inter-
view about project goals, the topic as well as their right
to decline participation or to interrupt the conversation at
any time. Anonymity was guaranteed and confidentiality
of interviewees assured by assigning a unique code num-
ber to each informant. Written informed consent was
obtained from all participants.

Supplementary material

To view supplementary material for this article, please visit
https://doi.org/10.1017/S1368980020003365

References

1. The World Bank (2019) World Bank country and lending
groups. https://datahelpdesk.worldbank.org/knowledgebase/
articles/906519-world-bank-country-and-lending-groups
(accessed July 2020).

2. UNICEF (2017) The State of the world’s children 2017:
children in a digital world. https://www.unicef.org/
publications/files/SOWC_2017_ENG_WEB.pdf (accessed
November 2019).

3. Ministry of Health (2016) Enquête Nutritionnelle
Nationale [National Nutrition Survey]. Burkina Faso.

4. World Health Organisation (2020) Nutrition Landscape
Information System (NLiS) Country Profile. Burkina Faso.
http://apps.who.int/nutrition/landscape/report.aspx?iso=BFA&
rid=1620&goButton=Go (accessed July 2020).

5. Vanderkooy A, Verstraeten R, Becquey E et al. (2019).
Nutrition Policy in Burkina Faso: TNWA Evidence Note 1.
Washington, DC: Internationl Food Policy Research Institute
(IFPRI).

6. Ministère de la santé Burkina Faso (2016) Politique nationale
de nutrition [National nutrition policy]. Burkina Faso.

7. Shiwakoti R & Paudel R (2017) Women’s empowerment and
nutritional status of their children: a community-based study
from villages of Bhaktapur district, Nepal. Univer J Publ
Health 5, 8–16.

8. Sethuraman K, Lansdown R & Sullivan K (2006) Women’s
empowerment and domestic violence : the role of sociocul-
tural determinants in maternal and child undernutrition in
tribal and rural communities in South India. Food Nutr Bull
2, 128–143.

9. Heise L, Greene ME, Opper N et al. (2019) Gender inequality
and restrictive gender norms: framing the challenges to
health. Lancet 393, 2440–2454.

10. UNICEF (2011)Gender influences a narrative reviewon child
survival, health and nutrition. https://www.unicef.org/Gender_
Influences_on_Child_Survival_a_Narrative_review.pdf
(accessed November 2019).

11. Ersino G, Zello GA, Henry CJ et al. (2018) Gender and house-
hold structure factors associated with maternal and child
undernutrition in rural communities in Ethiopia. PLoS One
13, e0203914.

12. Heckert J, OlneyDK&RuelMT (2019) Is women’s empower-
ment a pathway to improving child nutrition outcomes in a
nutrition-sensitive agriculture program? Evidence from a ran-
domized controlled trial in Burkina Faso. Soc Sci Med 233,
93–102.

3788 A Compaoré et al.

https://doi.org/10.1017/S1368980020003365
https://datahelpdesk.worldbank.org/knowledgebase/articles/906519-world-bank-country-and-lending-groups
https://datahelpdesk.worldbank.org/knowledgebase/articles/906519-world-bank-country-and-lending-groups
https://www.unicef.org/publications/files/SOWC_2017_ENG_WEB.pdf
https://www.unicef.org/publications/files/SOWC_2017_ENG_WEB.pdf
http://apps.who.int/nutrition/landscape/report.aspx?isoBFA&rid1620&goButtonGo
http://apps.who.int/nutrition/landscape/report.aspx?isoBFA&rid1620&goButtonGo
http://apps.who.int/nutrition/landscape/report.aspx?isoBFA&rid1620&goButtonGo
http://apps.who.int/nutrition/landscape/report.aspx?isoBFA&rid1620&goButtonGo
http://apps.who.int/nutrition/landscape/report.aspx?isoBFA&rid1620&goButtonGo
https://www.unicef.org/Gender_Influences_on_Child_Survival_a_Narrative_review.pdf
https://www.unicef.org/Gender_Influences_on_Child_Survival_a_Narrative_review.pdf


13. Newton J, Verhart N & Blake A (2018) Enhancing the effec-
tiveness of agriculture-to-nutrition pathways: key insights from
a gender analysis of impact evaluation design. http://knowledge
4food.net/report-enhancing-effectiveness-agriculture-nutrition-
pathways/ (accessed November 2019).

14. Olney DK, Pedehombga A, Ruel MT et al. (2015) A 2-year
integrated agriculture and nutrition and health behavior
change communication program targeted to women in
Burkina Faso reduces anemia, wasting, and diarrhea in chil-
dren 3–12.9 months of age at baseline: a cluster-randomized
controlled trial. J Nutr 145, 1317–1324.

15. Olney DK, Bliznashka L, Pedehombga A et al. (2016) A 2-
year integrated agriculture and nutrition program targeted
to mothers of young children in Burkina Faso reduces under-
weight among mothers and increases their empowerment: a
cluster-randomized controlled trial. J Nutr 146, 1109–1117.

16. Ochieng J, Afari-Sefa V, Lukumay PJ et al. (2017)
Determinants of dietary diversity and the potential role of
men in improving household nutrition in Tanzania. PloS
One 12, e0189022.

17. Kansiime N, Atwine D, Nuwamanya S et al. (2017) Effect of
male involvement on the nutritional status of children less
than 5 years: a cross sectional study in a rural southwestern
district of Uganda. J Nutr Metab 2017, 3427087.

18. Barker M, Dombrowski SU, Colbourn T et al. (2018)
Intervention strategies to improve nutrition and health
behaviours before conception. Lancet 391, 1853–1864.

19. McCloskey DJ, McDonald MA, Cook J et al. (2007)
Community engagement : definitions and organizing
concepts from the literature. https://www.atsdr.cdc.gov/
communityengagement/pdf/PCE_Report_Chapter_1_SHEF.
pdf (accessed November 2019).

20. University of Southampton Global Health Research Institute
(2019) Improved Nutrition Pre- conception, Pregnancy and
Post-Delivery (INPreP). https://www.southampton.ac.uk/
global-health/research/lifecourse-epidemiology/inprep/
about-us.page (accessed November 2019).

21. Erzse A, Goldstein S, Norris SA et al. (2020) Double-duty sol-
utions for optimising maternal and child nutrition in urban
South Africa: a qualitative study. Public Health Nutr, 1–11.
doi: 10.10/S1368980020002426.

22. Debpuur C, Nonterah EA, Chatio ST et al. (2020) Supporting
maternal and child nutrition: Views from community mem-
bers in rural Northern Ghana. Public Health Nutr. In press.

23. Watson D, Kehoe SH, Erzse A et al. (2020) Community
perspectives of maternal and child health during nutrition
and economic transition in sub-Saharan Africa. Public
Health Nutr, 1–9. doi: 10.1017/S1368980020003018.

24. Derra K, Rouamba E, Kazienga A et al. (2012) Profile: Nanoro
health and demographic surveillance system. Int J Epidemiol
41, 1293–1301.

25. Zida Y & Kambou SH (2014) Cartographie de la pauvreté
et des inégalités au Burkina Faso [Mapping poverty and
unequalities in Burkina Faso]. https://www.undp.org/
content/dam/burkina_faso/docs/publications/UNDP_bf_
cartopauv_2014.pdf (accessed November 2019).

26. Ministry of Health, Directorate of Statistics and Planning
(2016) Statistical Directory. Burkina Faso.

27. Tinto H, Valea I, Sorgho H et al. (2014) The impact of clinical
research activities on communities in rural Africa: the devel-
opment of the Clinical Research Unit of Nanoro (CRUN) in
Burkina Faso. Malar J 13, 113.

28. Maltha J, Guiraud I, Berenger K et al. (2014) Frequency of
severe malaria and invasive bacterial infections among chil-
dren admitted to a rural hospital in Burkina Faso. PLoS One 9,
e89103.

29. Nyumba TO, Wilson K, Derrick CJ et al. (2018) The use of
focus group discussion methodology: insights from two

decades of application in conservation. Methods Ecol Evol
9, 20–32.

30. Lantara NF (2015) The roles of woman as leader and house-
wife. J Def Manag 5, 1–5.

31. Spurling D (1995) Les Femmes Rurales et la Vulgarisation
Agricole Dans le Sahel: Africa Reg. Find [Rural women
and agricultural vulgarisation in the Sahel Reg. Find], vol.
46. Washington, DC: World Bank.

32. Ministère de la santé (2017) Plan d’action 2017 Du district
saniaire de Nanoro [Nanoro health district annual action plan
2017]. Burkina Faso.

33. Mkandawire E & Hendriks SL (2018) A qualitative analysis of
men’s involvement in maternal and child health as a policy
intervention in rural Central Malawi. BMC Pregnancy
Childbirth 18, 37.

34. Ebot JO (2015) ‘Girl power!’: The relationship betweenwom-
en’s autonomy and children’s immunization coverage in
Ethiopia. J Heal Popul Nutr 33, 18.

35. Amugsi DA, Lartey A, Kimani E et al. (2016)Women’s partici-
pation in household decision- making and higher dietary
diversity: findings from nationally representative data from
Ghana. J Heal Popul Nutr 35, 16.

36. Ruel MT, Quisumbing AR & Balagamwala M (2018).
Nutrition-sensitive agriculture: what have we learned so far?
Glob Food Secur 17, 128–153.

37. Nti CA, Inkumsah D & Fleischer G (1999) Influence of wom-
en’s workload on their nutritional status in selected commun-
ities in Ghana. Int J Consum Stud 23, 165–170.

38. Kadiyala S, Harris J, Headey D et al. (2014) Agriculture and
nutrition in India : mapping evidence to pathways. Ann N Y
Acad Sci 1331, 43–56.

39. Komatsu H,Malapit HJL & Theis S (2018) Doeswomen’s time
in domestic work and agriculture affect women’s and child-
ren’s dietary diversity? Evidence from Bangladesh, Nepal,
Cambodia. Food Policy 79, 256–270.

40. The World Bank (2017) Fertility rate, total (births per
woman): Burkina Faso. World Bank DataBank. =https://
data.worldbank.org/indicator/SP.DYN.TFRT.IN?locations=BF
(accessed November 2019).

41. Singh D, Lample M & Earnest J (2014) The involvement of
men inmaternal health care : cross- sectional, pilot case stud-
ies from Maligita. Reprod Health 11, 68.

42. Thorsen D (2002) ‘We Help our Husbands !’ Negotiating the
household budget in rural Burkina Faso. Dev Change 33,
129–146.

43. Jennings L, Na M, Cherewick M et al. (2014) Women’s
empowerment and male involvement in antenatal care :
analyses of Demographic and health surveys (DHS) in
selected African countries. BMC Pregnancy Childbirth
14, 297.

44. Daniele MAS, Sarrassat S, Cousens S et al. (2018) Involving
male partners in maternity care in Burkina Faso: a random-
ized controlled trial. Bull World Health Organ 96,
450–461.

45. Ibrahim B, Polcher J, Karambiri H et al. (2012)
Characterization of the rainy season in Burkina Faso and
it’s representation by regional climate models. Clim Dyn
39, 1287–1302.

46. Moursi M, Moura FF De & Martin-Prevel Y (2014) Seasonal
differences in food and nutrient intakes among young chil-
dren and their mothers in rural Burkina Faso. J Nutr Sci 3,
1–9.

47. Savy M, Martin-Prevel Y, Traissac P et al. (2006) Dietary
diversity scores and nutritional status of women change dur-
ing the seasonal food shortage in rural Burkina Faso. J Nutr
136, 2625–3262.

48. van Cooten MH, Bilal SM, Gebremedhin S et al. (2019) The
association between acute malnutrition and water,

Motherhood, nutrition in rural Burkina Faso 3789

http://knowledge4food.net/report-enhancing-effectiveness-agriculture-nutrition-pathways/
http://knowledge4food.net/report-enhancing-effectiveness-agriculture-nutrition-pathways/
http://knowledge4food.net/report-enhancing-effectiveness-agriculture-nutrition-pathways/
https://www.atsdr.cdc.gov/communityengagement/pdf/PCE_Report_Chapter_1_SHEF.pdf
https://www.atsdr.cdc.gov/communityengagement/pdf/PCE_Report_Chapter_1_SHEF.pdf
https://www.atsdr.cdc.gov/communityengagement/pdf/PCE_Report_Chapter_1_SHEF.pdf
https://www.southampton.ac.uk/global-health/research/lifecourse-epidemiology/inprep/about-us.page
https://www.southampton.ac.uk/global-health/research/lifecourse-epidemiology/inprep/about-us.page
https://www.southampton.ac.uk/global-health/research/lifecourse-epidemiology/inprep/about-us.page
https://doi.org/10.10/S1368980020002426
https://doi.org/10.1017/S1368980020003018
https://www.undp.org/content/dam/burkina_faso/docs/publications/UNDP_bf_cartopauv_2014.pdf
https://www.undp.org/content/dam/burkina_faso/docs/publications/UNDP_bf_cartopauv_2014.pdf
https://www.undp.org/content/dam/burkina_faso/docs/publications/UNDP_bf_cartopauv_2014.pdf
https://data.worldbank.org/indicator/SP.DYN.TFRT.IN?locationsBF
https://data.worldbank.org/indicator/SP.DYN.TFRT.IN?locationsBF
https://data.worldbank.org/indicator/SP.DYN.TFRT.IN?locationsBF


sanitation, and hygiene among children aged 6–59months in
rural Ethiopia. Matern Child Nutr 15, 1–8.

49. Société Nationale de Gestion du Stock de Sécurité
Alimentaire (SONAGESS) (2019) https://sonagess.bf
(accessed November 2019).

50. USAID (2012) Agriculture and Food Security Burkina Faso
Fact Sheet. https://www.usaid.gov/burkina-faso/agriculture-
and-food-security (accessed November 2019).

51. TheWorld Bank (2016) Contraceptive prevalence, anymeth-
ods (% of women ages 15–49) Burkina Faso. World Bank
DataBank. =https://data.worldbank.org/indicator/SP.DYN.
CONU.ZS?view=chart (accessed November 2019).

52. Naik R & Smith R (2015) Impacts of Family Planning on
Nutrition. Washington, DC: World Bank, Futures Gr. https://
www.healthpolicyproject.com/pubs/690_FPandnutritionFinal.
pdf (accessed November 2019).

53. Kabagenyi A, Jennings L, Reid A et al. (2014) Barriers to male
involvement in contraceptive uptake and reproductive health
services: a qualitative study of men and women’s perceptions
in two rural districts in Uganda. Reprod Health 11, 1–9.

54. Tiruneh FN, Chuang KY & Chuang YC (2017) Women’s
autonomy and maternal healthcare service utilization in
Ethiopia. BMC Health Serv Res 17, 1–12.

55. SamuelsenH (2004) Therapeutic itineraries: themedical field
in rural Burkina Faso. Anthropol Med 11, 27–41.

56. Nguyen KT, Hai Khuat OT, Ma S et al. (2012) Coping
with health care expenses among poor households:
evidence from a rural commune in Vietnam. Soc Sci Med
74, 724–733.

57. Murphy A, McGowan C, McKee M et al. (2019) Coping with
healthcare costs for chronic illness in low-and middle-
income countries: a systematic literature review. BMJ Glob
Heal 4, e001475.

58. Sauerborn R, Adams A&HienM (1996) Household strategies
to cope with the economic costs of illness. Soc Sci Med 43,
291–301.

59. Hausmann-Muela S (2011) The straw that breaks the camel’s
back. Med Anthropol Quartely 25, 103–121.

60. Su TT, Kouyaté B & Flessa S (2006) Catastrophic household
expenditure for health care in a low- income society: a study
from Nouna district, Burkina Faso. Bull World Health Organ
84, 21–27.

61. Somé JW & Jones AD (2018) The influence of crop
production and socioeconomic factors on seasonal house-
hold dietary diversity in Burkina Faso. PLoS One 13,
e0195685.

3790 A Compaoré et al.

https://sonagess.bf
https://www.usaid.gov/burkina-faso/agriculture-and-food-security
https://www.usaid.gov/burkina-faso/agriculture-and-food-security
https://data.worldbank.org/indicator/SP.DYN.CONU.ZS?viewchart
https://data.worldbank.org/indicator/SP.DYN.CONU.ZS?viewchart
https://data.worldbank.org/indicator/SP.DYN.CONU.ZS?viewchart
https://www.healthpolicyproject.com/pubs/690_FPandnutritionFinal.pdf
https://www.healthpolicyproject.com/pubs/690_FPandnutritionFinal.pdf
https://www.healthpolicyproject.com/pubs/690_FPandnutritionFinal.pdf

	`Men are not playing their roles', maternal and child nutrition in Nanoro, Burkina Faso
	Research methods
	Study site and population
	Study design and data collection
	Data analysis

	Results
	Participants characteristics
	Obstacles to good maternal and child nutrition
	Theme 1: The impact of poverty on women and children's health and nutritional status
	Difficulties accessing health care
	Difficulty prioritising money for food
	Climate change and food production
	Water, sanitation and hygiene

	Theme 2: The impact of gender roles on women and children's health and nutritional status
	Women's social and domestic duties
	Lack of financial autonomy of women
	Insufficient support from men

	Theme 3: Improving maternal and child nutrition
	Facilitating access to food
	Supporting agriculture
	Involving women in income-generating activities
	Increasing men's commitment to caring for their families
	Improving health infrastructure


	Discussion
	Study strengths and limitations

	Conclusion
	Acknowledgements
	Supplementary material
	References


