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ABSTRACT
Objectives To explore the health- seeking behaviour of 
Ethiopian caregivers when infants are unwell.
Design A qualitative descriptive approach was employed 
using in- depth interviews and focus group discussions. 
Data were collected using semistructured interview 
guides.
Setting The study was conducted in East Gojjam zone, 
Amhara region, northwest Ethiopia.
Participants Participants were selected using a maximum 
variation purposive sampling technique across the 
different study groups: caregivers, community members 
and healthcare providers. A total of 35 respondents, 
27 individuals in the focus group discussions and 8 
individuals in the in- depth interviews participated in the 
study.
Method In this study, a qualitative descriptive approach 
was employed to explore the health- seeking behaviour 
of caregivers. The data were collected from July to 
September 2019 and conventional content analysis was 
applied.
Results The decision to take a sick child to healthcare 
facilities is part of a complex care- seeking process that 
involves many people. Some of the critical steps in the 
process are caregivers recognising that the child is ill, 
recognising the severity of the illness and deciding to take 
the child to a health institution based on the recognised 
symptoms and illness. In Ethiopia, a significant proportion 
of caregivers do not seek healthcare for childhood illness, 
and most caregivers do not know where and when to 
seek care for their child. This study points out that the 
health- seeking behaviour of caregivers can be influenced 
by different contextual factors such as caregivers’ disease 
understanding, access to health services and family 
pressures to seek care.
Conclusions Healthcare- seeking practice plays an 
important role in reducing the impact of childhood 
illnesses and mortality. In Ethiopia, home- based 
treatment practice and traditional healing methods are 
widely accepted. Therefore, contextual understanding 
of the caregivers’ health- seeking is important to design 
contextual healthcare interventions in the study area.

INTRODUCTION
Healthcare- seeking behaviours can be defined 
as ‘any action or inaction undertaken by indi-
viduals who perceive themselves to have a 
health problem or to be ill for the purpose of 

finding an appropriate remedy’.1 This implies 
that healthcare- seeking behaviour with 
respect to common childhood illness means 
that the need to take the child for treatment 
outside the home is recognised, that care is 
not delayed and that the child is taken to an 
appropriate health facility or provider.2 A 
health behaviour to seek treatment for a sick 
child is a multifaceted process that has the 
following identified components: the care-
giver’s ability to identify that the child is ill, 
the caregivers should perceive that the illness 
is severe, and treatment or care should be 
sought, a process influenced by barriers such 
as time and money constraints.3 Healthcare- 
seeking practices depend on local beliefs, 
preferences and decision- making with respect 
to child illnesses.4 5 The recognition of signs 
of ill health, which may have similarities and 
differences to medically recognised warning 
signs, is an important starting point for care- 
seeking.6 Household responses to signs of ill 
health, which include the use of home- based 
treatments and traditional healers, can also 
affect the use of modern healthcare.6

Healthcare- seeking has the potential to 
reduce child mortality substantially, and it is 
of particular importance in areas with limited 
access to health services.3 A caregiver’s 
healthcare- seeking behaviour is a crucial part 
of managing illness and preventing infant 
mortality.4 Previous researchers have found 
that caregivers’ healthcare- seeking behaviours 
have a significant impact on reducing infant 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ A strength of this study is the diverse sample of 
participants.

 ⇒ A further strength is the inclusion of multiple per-
spectives from those with lived experience of seek-
ing and not seeking healthcare for children.

 ⇒ A limitation of this study is that recruiting caregiv-
ers at health facilities may mean that included par-
ticipants be more inclined to seek healthcare than 
caregivers who were not included in the study.
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mortality from childhood illnesses.7 The WHO estimated 
that seeking appropriate healthcare could reduce child 
mortality by 20%.8 In several studies conducted in devel-
oping countries, it has also been shown that delays in 
seeking appropriate care, or not seeking any care at all, 
cause a large number of child deaths.9 10 The proportion 
of care- seeking behaviours for childhood illness is low in 
most developing countries; only 26.4% of caregivers seek 
care when their child is sick.11

The decision to seek care outside the home is influ-
enced by decision- making dynamics within caregivers’ lay 
referral network (especially involving husbands) and the 
resulting illness labels and perceptions of severity.12 13 Most 
caregivers seeking care outside the household have stated 
they wait for more than 24 hours before leaving home to 
seek care for their sick child.12 The most common reasons 
for delaying seeking care14 are uncertainty about illness 
progression, difficulties with access to treatment, appre-
hensions about presenting to providers and the exigen-
cies of daily life.15 Poor health- seeking behaviour is not 
only due to poor awareness or a poor perceived need for 
this healthcare option, but is also related to cultural prob-
lems, such as caregivers’ understanding of an episode of 
child illness and how the awareness can be transferred to 
the communities and families.14 16

In Ethiopia, it has been shown that less than half of 
caregivers seek treatment for their child’s illnesses.17 
According to a health survey in Ethiopia, the propor-
tion of caregivers who sought help for common child-
hood illnesses—acute respiratory infection, fever and 
diarrhoea—from health facilities was 27%, 24% and 
31%, respectively.18 In another small study in Ethiopia, 
it was indicated that only 55% of caregivers with sick chil-
dren visited health facilities for treatment.19 In another 
community- based cross- sectional household study in 
Addis Ababa, the capital city of Ethiopia, it was shown that 
more than two- thirds of caregivers sought care for chil-
dren aged under 5 years when they were suffering from 
acute diarrhoeal illness, either at home or health facili-
ties, with the remaining caregivers not seeking help.20

In a qualitative study exploring care- seeking pathways 
for sick children in the rural Oromia region of Ethiopia, 
community members reported that a child’s illness was 
recognised if there was a deviation from an ideal state of 
child full of health/energy.15 The most noted symptoms in 
both acute and long- term child illnesses were recognised 
primarily by diminished activity and appetite, and general 
lethargy.15 According to the researchers, mothers were 
typically reported to be the first to recognise most symp-
toms of child illness.15 However, the decision to seek care 
from a health institution was taken only when the child’s 
symptoms did not improve with home treatment. Care-
givers suggested that home- based actions were successful 
in aiding in the interpretation of an illness.15

Although progress has been made in Ethiopia towards 
universal access of standard case management of common 
childhood illnesses, healthcare- seeking by caregivers 
for child illnesses has remained low.18 Many caregivers 

do not know where and when to seek care, and health- 
seeking is delayed even after recognition of a child’s 
illness.21 Understanding the health- seeking behaviours 
of caregivers is vital for the rational planning and eval-
uation of child health service utilisation.20 However, in 
rural Ethiopia, there is limited information on the health- 
seeking behaviours of caregivers for childhood illness. 
Specifically, there have been no studies that examine 
the health- seeking behaviours of caregivers in the study 
area. Therefore, this study aimed to explore the health- 
seeking behaviours of Ethiopian caregivers when infants 
are unwell.

METHOD AND MATERIALS
Study area and period
The study was conducted in the East Gojjam zone, in the 
Amhara region of Ethiopia, from July to September 2019. 
The zone is located in the east part of Amhara, which is 
in the north- western part of Ethiopia and has a land area 
estimated at 170 000 km2, with a population density of 
110/km2. According to a 2007 Central Statistics Agency 
report, East Gojjam zone has an estimated population of 
2 153 937 and an area of 14 000 km2, giving a population 
density of 153.80/km2.22 Nearly 84% of the people living 
in rural areas are engaged in agricultural activities, mostly 
comprising subsistence farming.23 According to the 
2015–2016 Amhara regional report, the level of poverty 
in the region was higher than in the nation: 26.1% of 
the region’s population lived in poverty, compared with 
23.5% of the entire country’s population.23 Regarding 
access to health services, the region had a poor health 
status compared with other regions in Ethiopia.23 The rate 
of child mortality in the region was among the highest in 
the country, 85 deaths per 1000 live births;24 it also had 
the highest stunting rate compared with other regions in 
the country, 46% of the under 5 children were stunting 
in 2016.23 24

Study design
A qualitative study was used to explore caregivers’ and 
healthcare providers’ experiences of health- seeking 
behaviours when infants were unwell. Qualitative descrip-
tive is a method for research that seeks to present the 
voice of the particular population under study. Qualita-
tive description approaches help the researcher remain 
closer to the words and meanings offered by informants 
and can offer a comprehensive summary of a phenom-
enon in simple terms.25 26 Naturalistic inquiry involves 
studying something in its natural state such that variables 
are neither predetermined nor manipulated, and no a 
priori commitment is made to any particular theoretical 
viewpoint.25 Researchers conducting qualitative descrip-
tive studies stay closer to their data and to the surface of 
words and events than researchers conducting grounded 
theoretic, phenomenological, ethnographic or narrative 
studies.25
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Recruitment
A maximum variation purposive sampling technique was 
used across the different groups of participants (care-
givers, communities and healthcare providers). In- depth 
interviews and focus group discussions were conducted 
with healthcare providers and caregivers, respectively. 
The number of focus group discussions was determined 
by data saturation and a total of five focus group discus-
sions were conducted: two were conducted with primary 
caregivers at health centres and health posts during 
child vaccinations and another three were conducted 
with community members (fathers, grandmothers and 
community leaders). The focus group discussion with 
caregivers was held at a separate location away from the 
health centre and health post. Focus group discussions 
with community members were conducted at a central 
place within the village. An investment of time is required 
of participants, so they received remuneration of $A10.00 
(the average daily wage for a labourer in Ethiopia) and 
per diem for health workers. The payment was made at 
the end of the interview and focus group discussion. Addi-
tionally, eight key informant interviews were conducted: 
four with healthcare providers working in maternal and 
child health units (two with health extension workers 
and two with nurses) and another four with community 
leaders.

Data collection procedure
The lead researcher and data collectors who were native 
speakers of the local language, Amharic, conducted the 
focus group discussions and interviews. Two healthcare 
providers from a local university who had previous expe-
rience in interviews and moderating focus group discus-
sions and who had work experience in the area for more 
than a year were recruited as data collectors. The data 
collectors undertook appropriate training to understand 
the cultural context, values and norms of the community 
prior to conducting the interviews. Male focus group 
discussion was moderated by male and female focus 
group discussion was moderated by female. The inter-
views were conducted at a private room in the health 
post and health centre. Audio was recorded with prior 
consent of the informants, and the recordings were tran-
scribed verbatim. In addition, field notes were used and 
transcribed. The focus group discussion takes around 2 
hours.

Data processing and analysis
Data analysis began immediately following data collec-
tion and continued throughout the research process. We 
applied conventional content analysis, which allowed for 
the continuing data collection to inform and be informed 
by emerging analyses. Content analysis is a procedure for 
the categorisation of verbal or behavioural data for the 
purpose of classification, summarisation and tabulation. 
It is generally used to describe a phenomenon: in this 
case, caregivers’ health- seeking behaviours for infant and 
newborn health services. Conventional content analysis 

involves the identification, coding and categorisation of 
primary patterns in the data to ultimately draw mean-
ingful relationships for study.27 It allows for researchers’ 
immersion in the data to allow new insights to emerge.27

First, audio recordings of focus group discussions and 
key informant interviews were transcribed to the local 
language, Amharic, by the data collectors. The tran-
scribed data were then translated into English. After 
repeated reading of focus group discussion and key infor-
mant interview transcripts, coding frames were gener-
ated. We used NVivo V.1228 to assign codes to text and 
to assign strict defining parameters to the codes, thereby 
maximising consistency in the coding process. The inter-
views with healthcare workers and focus group discussions 
were coded separately and three data coders coded the 
data. Once all the interviews and group discussions were 
coded, the codes were categorised into larger themes that 
directly corresponded to the primary research questions. 
Within each of the broad themes, data were sorted into 
more narrow constructs, concepts and categories to allow 
for data interpretation.27

Patient and public involvement
No patient was involved in the development of the 
research questions and outcome measures, study design 
or recruitment, and in the conduct of this study.

RESULTS
Participant characteristics
A total of 35 respondents—27 in the focus group discus-
sions and 8 individuals in the in- depth interviews—partic-
ipated in the study. The average number of individuals 
in each focus group was 7. The mean age of respon-
dents who participated in the focus group discussions 
and in- depth interviews was 40 (±12) years. The majority 
(n=24) of the respondents were female. Respondents also 
had a mean of 4 (±2) children. The majority (n=29) were 
married during the focus group discussions and in- depth 
interviews, and the majority were farmers. The majority 
of the study participants attend primary education or less.

Caregivers’ understanding of child illness
Respondents report that in Ethiopia, specifically in the 
study area (northern Ethiopia), mothers were usually the 
ones to first identify a child as sick. Mothers were primary 
caregivers and had close ties to their children. Fathers 
spent the majority of their time outdoors in on- field activ-
ities like farming. A majority of the participants concep-
tualised illness in a child under the age of 1 year as being 
manifested in strange symptoms such as mekremrem (rest-
lessness), fenen fenen (irritability or continuous crying), 
a loss of strength or a lack of interest in breast feeding. 
Caregivers initially identified child illness when the child 
showed strange behaviours during playing and eating. 
For example, if a child could not play and run as usual, 
then caregivers understood that their child was sick. For 
a child under the age of 1 year, caregivers recognised 
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child illness when the child stopped breast feeding or was 
unable to eat additional foods:

I recognised my child’s situation has worsened if my 
sick child decreases his breastfeeding gradually or 
if he stops taking breastfeed. Moreover, if the child 
has a fever, the temperature dropped or not, I can 
measure temperature by touching on their forehead 
and chest area. If the child’s situation worsens, his 
temperature would be high. But if he shows improve-
ment, his temperature would lower gradually, and 
he would begin breastfeeding again. (woman aged 
20–24 years old, interview)

Local names and causes of illness
Causes of childhood illness were constructed as envi-
ronmental (eg, exposed to cold temperature and poor 
sanitation) and supernatural. Participants reported that 
sanba mich (pneumonia) and diarrhoea were the two 
most common diseases in children under the age of 1 
year. Sick children mostly complained of fever. More-
over, they might have diarrhoea or sanba mich. Care-
givers gave different reasons and causes for child illness. 
For example, if a child showed a sign of illness, such as 
a ‘shouting nightmare’ despite being awake, the care-
givers perceived that the cause of the sickness was ‘evil 
eye’ or metet, for which magic and holy water were the 
preferred cure. Additionally, participants reported that 
the community recommend crossing a river if a child had 
been attacked by the evil eye. Once the child crossed the 
river, they would need to return home via another road 
because the evil eye would return if the child used the 
same road. Moreover, there was a traditional medicine 
that would be smelled by the patient, and a child who 
was attacked by an evil eye would also need to smoke a 
burning tyre:

There is some illness which we perceived as they can 
be caused by missing ceremonial activities for the 
lord of evil. Some women say this is the last day of 
the month late us celebrate, to not upset the evil. So, 
if a woman misses such ceremonies and her child 
becomes sick, she would directly relate with such 
incidents rather than accepting its real cause. Many 
households belief on traditional practices and norms 
for the cause of child illness. (woman aged 20–24 
years old, group discussion)

Caregivers in the study area also explained a cause of 
illness is bird (exposure to cold temperatures). Caregivers 
understood that children could develop pneumonia if 
they were in a cold environment, and this could happen 
due to inadequate child- caring practices by the mother. If 
the caregivers put the child on a cold and muddy floor, 
the child might be exposed to bird. Moreover, if the child 
put on many clothes or thick clothes, and then took off 
these clothes, they might be exposed to bird. For example, 
if a child put on a cap and then removed these clothes, 
then they might be exposed to bird, or might experience 

a clash of hot and cold air and consequently develop a 
fever, then sanba mich:

Caregivers describe pneumonia as sanba mich; they 
understand that the cause of the disease was when 
a child has exposed to bird. They explained that my 
child was exposed to ‘extremely cold environment’, 
if he has high fever and cough. If a sick child has 
these symptoms, they would say my child has been 
developed sanba mich. (woman aged 25–29 years old, 
interview)

Home-based treatments for childhood illnesses
Participants reported that it was typical for caregivers 
and infants to stay at home, especially in the early post-
natal stage. In northern Ethiopia, where this study 
was conducted, a majority of the population follow the 
Orthodox Christian religion, and according to religious 
norms, primary caregivers are not allowed to stay outside 
with the child before the child is baptised on the 40th day 
for male neonates and the 90th day for female neonates. 
However, participants reported that mothers would still 
attend health facilities for postnatal care and if an infant’s 
illness was very serious and could not be managed after 
many trials of home- based treatments. However, partic-
ipants also reported that the death of a neonate at an 
early age was considered a tefa (stillbirth) rather than 
infant death; most of these deaths occur before the child 
is brought to the health facility and are not reported as 
neonatal deaths.

Home- based treatments for child illness were commonly 
reported for young children. When asked about home 
treatments for illness, caregivers reported providing a 
mixture of lemon, coffee and other ingredients to sick 
children with diarrhoea and vomiting. Zingibil (ginger 
root) was also used for stomachaches and respiratory 
problems. Most of the caregivers reported that they used 
feto (Lepidium sativum; garden cress), chewed or masti-
cated with zingibil, at home to treat most child illnesses:

If the child has a cough, I will give tenadam [Ruta 
chalepensis; fringed rue] with coffee, garlic with coffee 
on coup… it would cure, we also used lega kibe [fresh 
butter without spices]. (emphasis added in bold; 
woman aged 25–29 years old, group discussion)

For child illness than one year, we can give tenadam, 
nechishinkurt [garlic] and feto with coffee for 
decreasing the cough. If he has delirium, biting his 
lip and his teeth, we will give yebuda medhanit [tradi-
tional herbal medicine for evil eye] per month. We 
also tie on his neck and hand. (emphasis added in 
bold; man aged 40–44 years old, group discussion 
with community member)

Caregivers’ access to health services
Participants reported that members of communities living 
far from the health facilities preferred to observe their 
children’s situation at home, hoping their health would 
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improve with time. For example, if a child in a remote 
area was sick, caregivers would decide not to bring the 
child to the health centre immediately; instead, they 
would observe the child for 2 or 3 days. Caregivers from 
lowland areas found it hard to access services. It was diffi-
cult to transport sick children with the traditional ambu-
lance (a stretcher made up from local materials) and it 
was not possible to build roads to such villages to increase 
ambulance access. The only option was to use human 
resources and travelling on foot to bring sick children 
to a health facility. Accessing health services using tradi-
tional transport services was very difficult. Additionally, it 
was difficult to get people who could provide aid to and 
also carry sick individuals to a health facility during the 
summer season. Without such support, caregivers deter-
mined that they could not bring children to the health 
facility. Participants reported that community members 
might not accept a request for support from sick indi-
viduals if the road was too muddy. In contrast, however, 
the social group (known as edir) would provide transport 
support when older individuals became sick.

Distance to the health institution it imposes a huge 
challenge to access health services. For example, 
there are clusters known as Tiba, Yetayiba, in this ke-
bele. The road is not comfortable for health individu-
al, give alone for a sick person to come in such muddy 
season. If I go through that road one day, I would 
sleep for at least 2 days due to the difficulty of the 
trip. They might bring a sick child with great suffer-
ing; otherwise, they would let them die on their hand. 
The road is too difficult. (man aged 45–49 years old, 
group discussion)

Lack of money was reported to be another barrier 
to bringing sick children to a health facility. Commu-
nity health insurance alleviated the financial burden 
of healthcare for the majority of the community, but 
there were some households that did not enter into this 
system. Such parents might not have the money to obtain 
treatment for their sick child. Participants recalled that 
community members might wait for days, thinking the 
child will recover soon without any treatment, or that the 
illness is not a serious risk to the child. Sometimes, such 
individuals might not have enough money, so they wait 
until they could obtain money; otherwise, those who used 
community health insurance were more likely to bring 
their sick children to the health facility immediately. 
Participants reported that some fathers hesitated to pay 
for their child’s medical bills; they did so not because they 
had no money on hand, but rather, they hesitated to pay 
for other reasons. However, there were some women who 
saved money from their household allowance for expend-
iture when such difficult situations arose.

Individuals who do not have a community health 
insurance prefer to buy drugs from the pharmacy, 
rather than paying for related services like getting ex-
amination card, waiting for long queue and passing 

through other steps. Moreover, they might not be 
able to bring sick children to the health facility, so 
they can buy from private clinics without any physical 
examination and investigation. I met a man whose 
child was sick and when he went to a private clinic to 
buy medications, I asked him why he brings the child 
with him; he said since it is a busy working day in the 
community, he can access no one to bring his sick 
child to a health facility, so his only option is to buy 
medication from the private clinic by telling them his 
symptoms. (woman aged 20–24 years old, interview)

Participants reported that beliefs around traditional 
practices were a factor in decision- making. For example, 
if a family had only one child, and they believed they 
received this child as a miracle from God, and they may 
get this child by performing cultural rituals like giving 
promise for the witch, the witch might perform magical 
and spiritual things to let couples have a baby. A child who 
is delivered through such a process would not be taken to 
the health facility when they are sick, since the mother 
believes that the witch is the one who can protect and 
save the child from all the risks the child might experi-
ence through their entire life. As such, the mother would 
prefer to take care of the child at home as per the recom-
mendation of the witch; similarly, the mother would not 
agree to take her child for vaccination. The mother would 
even cut the child’s hair in such a way that would expose 
the child as her only child; such children could thus be 
easily identified by the community. This indicates that 
there are harmful traditional practices and norms that 
prevent children from accessing healthcare.

When I tried to convince the woman to take her child 
to a health centre, she said, ‘I get this child by pledg-
ing to a witch, if I take him to health centre he might 
die. I would never take him for any medical care’. 
(health professional aged 20–24 years old)

I fear their diseases might adapt the medication 
through time if I bring them to a health facility for 
each sickness. It is not a good practice to provide 
medicines for sick children frequently, since they 
might develop resistance. Therefore, I observe their 
progress at home in 2 or 3 days; if they do not show 
improvement, I would bring them to the health 
centre. (man aged 40–44 years old, group discussion)

Decision-making to seek care
A caregiver’s decision to seek care was influenced by a care-
giver’s partner and family. Husbands were the decision- 
makers for seeking care in any circumstance. Most 
mothers in Ethiopia were dependent on their husbands, 
specifically in resources. Additionally, elders and reli-
gious leaders had a strong influence on the decision- 
making of caregivers. Though an individual’s perception 
varied, participants reported that the majority of elders 
did not recommend taking sick children to health facil-
ities. Instead, they preferred to perform a coffee cere-
mony for sick individuals. A participant recalled that in 

 on A
pril 9, 2024 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-051462 on 21 M

arch 2023. D
ow

nloaded from
 

http://bmjopen.bmj.com/


6 Kiross G, et al. BMJ Open 2023;13:e051462. doi:10.1136/bmjopen-2021-051462

Open access 

her community, caregivers believed that if a child was 
exposed to mich, then her mother- in- law would suggest 
providing a local plant known as aregessa. They could 
provide this for the child to drink and to apply locally to 
their body. For example, a caregiver might want to take a 
sick child to the health centre, and her husband partially 
supports his wife’s opinion. However, the grandmother of 
the ill child never goes to the health facility for medical 
care; the religious leader also recommends the commu-
nity bring sick children to church for religious and spiri-
tual services rather than taking them to the health centre. 
Religious leaders believe that a sick child can be better 
cured by taking them to holy water and through other 
religious practices.

I do not bring my child to the health centre unless I 
communicate with my husband. My husband prefers 
to take children once we observe their situation at 
home, thinking that the illness might be cured by it-
self. If I bring the child, opposing my husband’s opin-
ion, and something wrong happen to our child, he 
will make me accountable for that. So I need to wait 
for his present or recommendation before I bring 
sick children to the health centre. (woman aged 40–
44 years old, group discussion with caregivers)

DISCUSSION
This study has indicated that the health- seeking 
behaviours of caregivers can be influenced by different 
contextual factors, such as caregivers’ understanding 
of disease, access to health service and family pressures 
to seek care. Healthcare- seeking has the potential to 
substantially reduce infant mortality in areas with limited 
access to health services.3 Caregivers’ healthcare- seeking 
practices depend on local beliefs and understanding of 
diseases.4 5 In this qualitative study, caregivers understood 
child illness as manifesting through unusual symptoms, 
such as mekremrem (restlessness). Caregivers perceived that 
their child was sick if the child could not play or run as 
usual or was unable to breast feed. They perceived child 
illness to be severe if the child had difficulty breathing 
and lost consciousness. A similar study in the Oromia 
region in Ethiopia reported similar results whereby care-
givers understood child illness as a deviation from being 
full of energy, such as reduced play or physical activities.15

The decision to take a sick child to a health institution 
was part of a complex care- seeking process that involved 
many people. The process in caregivers’ health- seeking 
behaviours is as follows: caregivers recognising that the 
child was ill, caregivers recognising the severity of the 
illness and caregivers deciding to take the child to a 
health institution based on the recognising symptoms and 
illness.18 A caregiver’s understanding about their child’s 
illness can influence the action they take to seek care.29 
Their beliefs can be influenced by the local community’s 
health beliefs, which may, therefore, be important to child 
health and childhood illness.29 As several anthropologists 

have argued, these local beliefs are often multidimen-
sional, dynamic, rational and practical.30

The participants in this study perceived that environ-
mental and supernatural forces were the most common 
causes of childhood illness. In studies from various 
countries, researchers have reported that health- seeking 
behaviours for childhood illnesses are often inappro-
priate, and health facilities are underused.15 18 31 In a 
systematic review of 112 qualitative studies from sub- 
Saharan Africa (SSA), some disease- specific aetiological 
patterns were suggested for SSA settings.30 For example, 
beliefs related to the causes of child mortality (like pneu-
monia and malaria) were often related to environmental 
factors.32 These beliefs have also been reported to extend 
to the negligence of the caregiver in exposing or failing 
to prevent the exposure of children to these conditions.32 
For instance, a mixed- methods study in Ghana showed 
that the community perceived childhood pneumonia to 
be caused by contact with cold temperatures in various 
forms.33

Study participants reported that caregivers provided 
a variety of home- based treatments for a sick child. For 
example, a mixture of lemon and coffee was provided for 
a sick child with diarrhoea or vomiting. Zingibil (ginger 
root) was also used for stomachaches and respiratory 
problems. Most of the caregivers participating in the focus 
group discussion and in the in- depth interviews reported 
that they used feto (garden cress), chewed or masticated 
with zingibil, at home to treat most child illnesses. House-
hold treatment practices were diverse and depended 
on perceived disease causation. While there were ideal 
household treatment options for particular diseases, the 
uncertainty with disease diagnosis and experimentation 
with multiple courses of treatment has commonly been 
the norm for home- based treatments.32 Home- based 
treatments—where caregivers buy medicine from the 
pharmacy or use traditional medicines—were often the 
first point of care.34 Home- based treatments, such as 
traditional medicines, were often administered by grand-
mothers.35 Home- based treatment and care practices 
might lead to delays in health- seeking and put children at 
risk. Generally, caregivers’ delay in seeking healthcare is 
one of the causes of infant mortality.36

Lack of community access to healthcare facilities was 
one of the important barriers to seeking healthcare. 
Caregivers who were far from health facilities could not 
afford transport costs and had a difficult- to- access road 
preferred to observe their children’s situation at home. 
Areas for improvement in childhood survival include the 
availability of suitable services staffed by appropriate and 
trained health professionals, effective management of 
childhood illness and a strong partnership between fami-
lies and healthcare providers.37 Families with sick chil-
dren should seek appropriate and timely assistance from 
health workers and follow the recommended treatments 
appropriately.38 Research findings from the 2016 Ethi-
opia Demographic and Health Survey showed that money 
and distance were the most frequently perceived barriers 
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to healthcare access in Ethiopia.39 Distance to the health 
facility and transport cost were also the major barriers to 
healthcare- seeking in SSA countries.40 41

Caregivers decided to seek care for a sick child when 
the child’s illness reached the stage of showing serious 
danger signs, such as being unable to breast feed and 
becoming extremely hot. The decision to seek care for 
a sick child was not only influenced by mothers’/care-
givers’ efforts, but also influenced by elders, relatives and 
religious leaders. The decision to seek care might also be 
guided by how the symptoms were perceived. Caregivers’ 
decisions to seek healthcare were influenced by the 
status of the child’s illness and the symptoms presented. 
Study participants reported that the final decision to 
seek care was generally made by grandmothers. In the 
study area, the father played a greater role in deciding 
to seek healthcare than the mothers did. Even though 
caregivers (women) have the right to decide their own 
healthcare, more than two- fifths of caregivers have no 
role in making such decisions;13 instead, husbands play 
a major role in making healthcare decisions regarding 
their wives.13 Evidence from a synthesis of the literature 
has indicated that women in developing countries have 
limited autonomy and control over their healthcare 
decisions.42

Healthcare- seeking has the potential to substantially 
reduce child mortality, and it is of particular importance 
in areas with limited access to health services.43 In Ethi-
opia, only 10% of children who are unwell are taken to a 
health post for treatment. Shaw et al have indicated that 
this pattern of health- seeking behaviour was not only 
due to low awareness of this healthcare service option, 
but was also linked to sociocultural factors, such as how 
caregivers in the community context understand and 
perceive an episode of child illness and how an episode 
of child illness is negotiated within families and commu-
nities.15 A significant proportion of mothers do not seek 
help for childhood illness in Ethiopia—most caregivers 
and mothers do not know where and when to seek care 
for their child.44

The validity of our findings was enhanced by method-
ological triangulation (data collected in the focus groups 
and individual interviews were compared and contrasted) 
and investigator triangulation (multiple members of 
the research team both in and outside the field partici-
pated in data analysis, including the coding and identi-
fication of themes).45 Maximum variation sampling was 
used across age groups and across different groups of the 
community to mitigate the issues of representativeness in 
terms of study participants.45 The Consolidated Criteria 
for Reporting Qualitative Research checklist for inter-
views and focus groups was used to report this qualitative 
research.46 The study however still had some limitations. 
One of the key limitations was that most of the caregivers 
participated in this study were from the rural area and 
were farmers in occupation; therefore, the findings from 
this study may not be generalisable to urban caregivers 
and community members.

CONCLUSION
Caregivers’ healthcare- seeking practices play an 
important role in reducing the impact of newborn 
illnesses, including mortality; the correct recognition of 
illness in infants and newborns is essential for effective 
care- seeking. To improve healthcare- seeking practices, 
it is essential to understand the illness, cause of illness 
and the nature of decision- making of the family and the 
roles that people play. A contextual understanding of the 
community in health- seeking is important for designing 
focused child healthcare interventions in the study area. 
In Ethiopia, home- based treatment practices and tradi-
tional healing methods are widely accepted; therefore, 
the modern healthcare system needs to have strong rela-
tionships with local traditional healers to have their place 
in healthcare provider without putting children at risk.
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