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Abstract
Objectives Pneumonia remains a primary cause of
death for under-five children. It is possible to reduce the
mortality impact from childhood pneumonia if caregivers
recognise the danger signs of pneumonia and obtain
appropriate healthcare. Among caregivers, research on
fathers’ healthcare-seeking behaviours and perceptions
are limited, whereas research on mothers is available.
This study aims to reveal fathers’ roles and perspectives
with respect to the selection of care and treatment
for children with pneumonia in a remote island of the
Philippines.
Design A qualitative research was carried out using
semistructured interviews.
Setting and participants The interviews were
conducted with 12 fathers whose children had
pneumonia-like episodes in the 6 months prior to the
interview. Data analysis was performed using the
concept analysis method to identify codes which were
merged into subcategories and categories. Finally, the
themes were identified.
Results Three themes were identified as part of fathers’
roles, and two were identified as fathers’ perspectives
on various treatment options. Fathers took care of their
sick children by not entrusting care only to mothers
because they considered this as part of their role.
Notably, fathers considered that arranging money for
the child’s treatment was a matter of prime importance.
They selected a particular treatment based on their
experiences and beliefs, including herbal medicine,
home treatment, and visiting traditional healers and
health facilities. Their decision was influenced by not
only their perception of the severity of illness but also
cultural beliefs on the cause of illness. Visiting health
facilities, particularly during hospital admissions, causes
significant financial burden for the family which was the
main concern of fathers.
Conclusion It is crucial to consider the cultural
background and also imperative to address issues related
to medical cost and the credibility of health facilities to
improve fathers’ healthcare-seeking behaviour.

Strengths and limitations of this study
►► While most previous studies focused on mothers’

healthcare-seeking behaviour for their children with
pneumonia, this study emphasised the roles and
perspectives of fathers which were of key importance when making a final decision in healthcare
seeking.
►► We employed the framework of the theory of planned
behaviour to discuss what factors influenced fathers’ intention in selecting care and treatment for
their children with pneumonia.
►► While this study only considered a rural municipality
in the Philippines and interviews were conducted
with only 12 fathers, it does suggest that the medical cost and credibility of health facilities are likely
to affect healthcare-seeking behaviour in similar
settings.

Background
Although the under-five mortality rate has
significantly reduced in the past decades, it is
still estimated that 5.9 million children died in
2015 worldwide.1 Most of these deaths occur
in low-income and middle-income countries
owing to preventable or treatable infectious
diseases such as pneumonia, diarrhoea and
malaria.1
The Philippines is a lower middle-income
country located in Southeast Asia.2 Although
the under-five mortality rate dropped from
59 per 1000 in 1990 to 29 per 1000 in 2010,3
pneumonia remains the leading cause of
deaths for children aged 1–4 years.4 The Philippines promotes the integrated management
of childhood illness (IMCI) approach which
aims to reduce death, illness and disability
from common childhood diseases including
pneumonia. IMCI has both preventive and
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curative elements.5 Effective antibiotics for bacterial
pneumonia are usually available in most health facilities in the Philippines. Therefore, early recognition of
danger signs of pneumonia by caregivers and appropriate
healthcare seeking can prevent deaths from childhood
pneumonia.6–8 However, only half of the children with
pneumonia in the Philippines have received treatment
from appropriate providers.4
Most previous studies have analysed healthcare-seeking
behaviours and perceptions of mothers regarding childhood pneumonia.9–14 Mothers had poor knowledge of
the aetiology and danger signs of pneumonia.10 13They
often self-medicate children with antibiotics and traditional medicines15–17 and take them to a traditional
healer,18 19 which may delay appropriate treatment.
Factors associated with healthcare-seeking behaviours
include caregivers’ age, healthcare cost, distance to
health facilities, knowledge of danger signs and children’s age.14 20 21Moreover, fathers’ educational status
had a significant effect on mothers’ healthcare-seeking
behaviour.14 Previous research showed that although
mothers generally play an important role as the primary
caregiver for a sick child, fathers’ opinions affect the
decision of healthcare seeking.16 However, fathers’ ideas
and the reasons behind the decision to seek healthcare
remain largely unknown. This study was conducted to
reveal fathers’ roles and perspectives on the selection of
care and treatment for childhood pneumonia in a remote
island of the Philippines.
The theory of planned behaviour (TPB) is one of the
influential models for identifying a decision making
process to translate into action.22–25 In the TPB, there
are three belief-based constructs: attitudes, subjective
norms and perceived behavioural control.25 When a
person intends to perform a given behaviour, the intention is influenced by his or her own attitude, subjective
norms and perceived behavioural control.22–25 Behaviour
of fathers’ health seeking for their sick children may be
driven by their intention to decide which in turn will be
influenced by several factors. Based on the TPB framework, we discussed what factors influenced their intention when fathers selected care and treatment for their
children.
Methods
Study design
This study employed a qualitative investigation method
using semistructured individual interviews. We used a
qualitative content analysis approach which is suitable for
analysing the common issues mentioned in describing
data,26 interpreting meaning from the content of text
data,27 and systematically categorising and summarising
large volumes of data.28 Qualitative content analysis is
mainly inductive and is not based on previous theories or
hypotheses.27 28 We believe that this analytical approach
is appropriate to extract categories from meaningful
statements.
2

Study area
The study was conducted in the Municipality of Caibiran
of Biliran Province in the Eastern Visayas Region of the
Philippines (figure 1). Biliran Province has 1 72 000 inhabitants and consists of one main island (Biliran Island) and
other small islands. The province has eight municipalities, and Caibiran is one of them with a population of
around 22,500.29 Tohoku University Graduate School of
Medicine in Japan and the Research Institute for Tropical
Medicine (RITM) in the Philippines conducted a joint
research project titled ‘Comprehensive Etiological and
Epidemiological Study on Acute Respiratory Infections
in Children’ from 2011 to 2017. The main objective of
this project was to provide evidence to reduce the impact
of paediatric acute respiratory infections including pneumonia. The project’s main component was a cohort study
conducted in Biliran Island, including the Municipality of
Caibiran, with children under 5 years of age. Therefore,
we selected Caibiran as our study site.
The Philippines has public sector primary health facilities and hospitals. barangay health stations (BHS) and
rural health units (RHU) provide primary health services.
BHS provides prenatal and postnatal care, immunisation, health education, and limited clinical consultation
with one assigned midwife and several barangay health
workers (health volunteers). RHU provides outpatient
care, delivery, and the same services as BHS with one
qualified doctor and several nurses and midwives. Each
province usually has one provincial hospital and some
district hospitals.30 Caibiran has one RHU and six BHS.
Biliran Provincial Hospital, a secondary level referral
hospital, the only hospital in Biliran Province, is located
in Naval, the capital of the province, around 30 km away
from Caibiran.
Participants
Participants of this study were fathers whose children
were registered in the childhood pneumonia study, in
which children under 5 years of age were observed to
define the incidence, aetiology and risk factors for pneumonia. Caregivers of children in the intervention study
were requested to record symptoms of acute respiratory
infections such as a cough, difficulty breathing and chest
indrawing. We used the purposive sampling method,
checking all registered records and identified children
who had pneumonia-like episodes (a cough or difficulty
breathing, plus chest indrawing) in the 6 months prior
to the interviews with fathers. Fourteen fathers were
extracted but two fathers were excluded; one went away
to work in the capital city of Manila and another was
divorced and living apart with the child before the interview. Finally, 12 fathers were selected as participants.
Patient and public involvement
Patients were not involved in the development of the
research question; the design of, recruitment for and
conduct of the study; or in the dissemination of the
study’s findings.
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Figure 1 Biliran Province in the Eastern Visayas Region of the Philippines. BHS, barangay health stations; BPH, Biliran
Provincial Hospital; RHU, rural health unit.

Data collection
Semistructured interviews were conducted from 18 to
22 November 2016 using open-ended questions. The
questions sought information on fathers’ perceptions
of pneumonia, their behaviour and actions for care and
treatment, and roles and responsibilities when children
had pneumonia-like episodes. We did not ask questions
based on each TPB item—intention, attitude, subjective
norms and perceived behaviour control—as we wanted to
obtain the entire picture regarding fathers’ views. Prior to
asking the main questions, we also asked some questions
to obtain demographic information and necessary data to
assess the socioeconomic status (SES) of the household.
We used a simple poverty scorecard to assess the household SES using 10 simple questions.31 32 The maximum
total score was 100 and the minimum was 0, with a lower
score indicating a lower SES.
Face-to-face interviews were conducted in English and
three interpreters took turn to translate the questions and
answers from English to the local language and vice versa.
The interpreters were female nurses and were fluent
in the Waray-Waray language (the main local language
of the Municipality of Caibiran) and English. Prior to
conducting the interviews, a researcher trained the three
interpreters in the research objectives, contents and
interview procedure. All interviews were conducted at the
participants’ house by a team of three members including
the main interviewer (the first author who had prior
experience in qualitative research and global health), the
Sato M, et al. BMJ Open 2018;8:e023857. doi:10.1136/bmjopen-2018-023857

main interpreter (translating English into Waray-Waray
and vice versa) and an assistant interpreter (supporting
the main interpreter and recording field notes). The
interviewer and participants did not have any relationships prior to the commencement of the study. On a few
occasions, participants’ small children interrupted the
interviews which needed to be delayed until they disappeared. At the end of interviews, the assistant interpreter
summarised the fathers’ answers to confirm the interview
findings with the fathers and the interviewer. All interviews were audio recorded with permission from the
participants, and lasted 22–54 min (average: 32.9 min).
No further interviews were considered necessary as the
interviewer and the assistants agreed that data saturation
was reached.
Data analysis
The interviews were transcribed in Waray-Waray, and the
transcription was translated into English by an interpreter.
The English translation was back-translated into WarayWaray to verify the accuracy. The English-transcribed
interviews were checked and re-read several times to eliminate ambiguities. The first author then selected the meaningful units from the transcript according to the study
objectives which were then refined and assigned codes.
Selected codes were verified by the other three researchers
to ensure the code reflected the meaning of each unit.
After identifying all codes, the researchers grouped them
into subcategories based on similarities and differences.
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These subcategories were eventually combined into main
categories.27 28 Finally, the themes were identified as
factors affecting fathers’ healthcare-seeking behaviours.
During the analysis, the researchers engaged in extensive
discussions until consensus was reached on codes, subcategories, main categories and themes. The researchers
discussed their findings and any coding discrepancies to
maximise rigour and reliability. We followed the Consolidated Criteria for Reporting Qualitative Health Research
(COREQ) checklist which is shown in online supplementary appendix table1.

Results
Participant demographics are provided in table 1. The
mean age of the participants was 32.7 (SD±9.5), and
half of them were in their 20 s. Five had not competed
elementary school, and four had studied beyond the high
school level. All participants had jobs. Except for one
participant, all others had two to seven children, with a
mean of 3.2 (SD±1.7). Eight had experienced admitting
at least one of their children in a hospital in the past. The
SES scorecard ranged from 14 to 57, with a mean of 28.6
(SD±12.8). Out of the 12 households, scores of 8 households were less than 31 which is the national poverty
threshold, meaning the minimum level of income in the
Philippines.27 28 Among children who had a pneumonia-like episode, three were female, nine were male and
four were under 1 year of age.
Fathers’ role
Three themes were identified in relation to fathers’ role
in caring for a sick child: belief in their own judgement,
arranging money and responsibility as the leader of the
family (table 2). Brief transcripts of the fathers’ interviews
are shown as examples which are indicated in italics with
the fathers’ identity number (F1–F12).

Table 1

Demographic characteristics of the participants

Demographic details
(range)
Age 23–52 years old)

Mean (SD)

N

%

32.7 (SD±9.5)
6

 20–29

50

 30–39

3

25

 40–49

2

17

 ≥50

1

8

 Not completed elementary
school

5

42

 Not completed high school

4

33

 Beyond high school
education

3

25

Education

Occupation
 Farmer

4

33

 Fisherman

2

17

 Driver

2

17

4

33

1

8

 Others
No of children (1–7 children)

3.2 (SD±1.7)

 1
 2

4

33

 3

4

33

 ≥4

3

25

Experience of previous hospitalisation of any children
 Yes

8

67

 No

4

33

 Yes

2

17

 No

10

83

 <31

8

67

 ≥31

4

33

 Female

3

25

 Male

9

75

Experience of losing any children in the past

Simple Poverty Score card
(14-57)

28.6 (SD±12.8)

Gender of the child with pneumonia-like episode

Belief in their own judgement
Five fathers mentioned that they checked and treated
their child at home when he/she had a cough and fever
for a few days instead of immediately taking the child to
a health facility. Fathers checked for fever by touching
the child’s forehead and observed other symptoms such
as non-stop crying, restlessness and loss of appetite. One
father cuddled his child to make him/her feel better, and
another cleaned the child’s surroundings. Seven fathers
knew that applying cold water reduced fever:
‘We know how to give first aid. If my child has fever, we wipe
him with a wet towel to lower his temperature (F10)’.
Fathers believed that a sick child needed nutritious
foods, such as fruits, vegetables, eggs and fish, and easy-todigest foods such as porridge. One father recognised the
importance of the child drinking an adequate amount of
water. Some fathers bought biscuits or soft drinks which
they usually could not afford, and one father gave what
his own mother used to give him when he was sick in his
early childhood:
4

Age of the child with pneumonia-like episode (years)
 <1

4

33

 1 to <2

2

17

 2 to <3

3

25

 3 to <4

2

17

 4 to <5

1

8

‘If I have money, I buy eggs for my sick child. If I don’t, I just
buy royal (soft drink), because that was what my mother used to
give me (F6)’.
Ten fathers had heard of pneumonia. One of them
whose family member had been diagnosed with pneumonia remembered details such as symptoms and treatment. Two fathers had never heard of pneumonia. Their
recognition of pneumonia symptoms varied, covering
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Table 2 Themes and categories of fathers’ role identified from in-depth interviews with fathers whose children had
pneumonia-like episodes in Biliran Island, the Philippines
Themes

Categories

Belief in their own judgement

Fathers observe and care for their sick child at home for a few days.
Some fathers do not know about pneumonia.

Arranging money

Fathers work and save money for their child’s treatment.
Money issues come first to fathers’ minds when their child is hospitalised.

Responsibility as the leader of the family

Fathers intend to take responsibility for their child.
Fathers assist mothers who play a key role in caring for a sick child.

cough, asthma, weakness, irritability, fever, difficulty in
breathing, crackling sound in the chest and convulsions:
‘She had a hard cough, she had difficulty breathing, a crackling sound could be heard when she would breathe. That’s what
I observed in my child (F2)’.
Arranging money
Fathers believed that it was their responsibility to earn
money for their family needs, including money necessary
to treat and to prepare for their child’s illness. One father
who had lost his first child saved money whenever he had
extra income:
‘We usually save even 50 pesos if we make extra, because we do
not know when the child may need to go to a hospital again (F4)’.
When hospitalisation was required, fathers first thought
of money. Most fathers had struggled with money issues,
such as figuring out from whom to borrow and how to
repay the loan. Most of them borrowed money from
their relatives and friends. Some fathers asked for financial help from politicians for their children’s hospital
expenses. Some of them were still repaying debt:
‘I felt different. I was afraid. I was worried because I did not
have any money. I looked for money and asked for it from my
neighbours (F1)’.
Responsibility as the leader of the family
Fathers considered themselves the leader of the family
who solves any problem that occurs in the family. They
took various actions to improve their sick child’s health,
such as seeking information from other people:
‘I look after my children, wipe them if they are sweating, and I
ask other people about what to do (F6)’.
Fathers were also the main decision makers regarding
which facility to use. Although fathers discussed such
matters with mothers, they were proud to be the primary
decision maker:
‘If I see that my child is unwell, I bring him to RHU. I talk to
my wife, but I am the one who decides (F6)’.
Although fathers helped care for their sick children,
mothers were the main caregivers. Three fathers had
never accompanied a child to RHU, and two fathers had
only dropped off the mother and child in front of the
RHU. Fathers assisted mothers in caring for a sick child:
‘I gave my wife some ice. I waited for the ice to melt and then
wiped the child (F9)’.
Sato M, et al. BMJ Open 2018;8:e023857. doi:10.1136/bmjopen-2018-023857

Father’s experiences of and perspectives on various treatment
options
Two themes were identified in relation to fathers’ experiences of and perspectives on various treatment options:
fathers’ way of taking care of their sick children and their
preference of health facilities (table 3).
Fathers’ way of taking care of their sick children
Fathers procured herbal medicines for a cough from a
garden or from neighbours. Most fathers believed that
oregano and five-leaved chaste tree leaves were effective
for a cough and asked mothers to make herbal medicines
for the child. Fathers had their own methods of preparing
herbal medicine: just boiling the leaves in water, crushing
or steaming the leaves, and squeezing out the juice. Three
fathers added lemon and sugar or milk to the medicine
for taste. Three fathers recognised that herbal medicines
could have limited effectiveness, two fathers had never
used them and two fathers avoided using them:
‘We used oregano because it is easy to use. A cough was relieved
by the herbal medicine but relapsed after getting better once (F12)’.
Fathers used two kinds of medicines for their children:
antibiotics for a cough and antipyretics for fever. Three
fathers did not have any stock of medicines at home.
Some of them bought medicines without prescription at
a pharmacy, while some asked neighbours and relatives to
give them medicines:
‘I asked my mother-in-law for medicine since she had a stock of
medicines from the congressman (F9)’.
Although fathers used Western medicines such as antibiotics, they did not know their names or dosage. Mothers
handled these aspects. One father had no idea what antibiotics were:
‘We gave the child paracetamol liquid, but I do not know the
dosage. I don’t have any idea what antibiotics are. What is that?
I think it is cephalexin (F8)’.
Taking a sick child to a traditional healer was a common
choice of fathers. Most fathers brought their children to
RHU after a traditional healer failed to treat the child.
One father used both RHU and a traditional healer on
the same day, another father took his child to a traditional
healer when the child did not recover after going to RHU,
and the others took their children to a traditional healer
after providing them with home treatment:
5
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Table 3 Themes and categories of fathers’ experiences and perspectives identified from in-depth interviews with fathers
whose children had pneumonia-like episodes in Biliran Island, the Philippines
Themes

Categories

Fathers’ way of taking care of their sick children

Herbal medicines are easy to prepare at home.
Some fathers keep a stock of medicines at home.
Some fathers do not have enough knowledge about
medication.

Fathers’ preference of health facilities

Fathers takes their child to a traditional healer because of
their therapeutic efficacy.
Fathers generally do not prefer BHS.
Fathers take their child to RHU for a medical consultation.
Fathers expect to receive medicines for their sick child from
RHU.
Fathers prefer to be seen by a staff member with medical
expertise.
Fathers rely on health staff advice to refer their child to a
hospital.

BHS, brangay health stations; RHU, rural health unit.

‘If my child has fever, we bring him to the traditional healer. In
a few days, he gets better (F6)’.
Fathers believed that suffering from a sprain, fracture
or some other pain made the child sick with fever, cough
or vomiting:
‘Sometimes when the child had fever, people said the child
had piang (sprain or dislocation of tissues or bones). Sometimes when the child experienced body pain, the child had fever
(F5)’.
A traditional healer generally checks nerves, applies
a liniment and gives the child a massage while chanting
rituals. Fathers believed a traditional healer’s treatment
to be effective as they had seen their child recover after
receiving such treatment:
‘When my child was treated by a traditional healer, he seemed
at ease. I was free from worry (F12)’.
Traditional healers charge a small amount of money
and do not have a fixed fee. One father did not like to go
to a traditional healer as he thought it risky:
‘I don’t like traditional healers. I cannot take a risk when it
comes to my child. I prefer to bring him to RHU first. I don’t like
to take him to a traditional healer (F2)’.
Fathers’ preference of health facilities
Fathers generally did not prefer to take their child to
BHS. They preferred taking the child directly to RHU
without using BHS, because the latter has insufficient
equipment, and fathers perceive that it is closed all the
time. Two fathers noted that BHS staff always referred a
child either to an RHU or to a hospital.
Fathers preferred RHU because of its closer distance
and availability of medicines. RHU provides medicines
for free if they have a stock. However, when there was no
stock of medicines at RHU, they had to buy medicines
themselves:
6

‘When my child’s condition became worse with a cough with
sputum, we brought him to RHU. But they did not have a stock
of medications. I paid 105 pesos for amoxicillin (F6)’.
Some of them could not afford to buy medicines
because they did not have enough money:
‘RHU staff gave me a prescription. But I could not buy the
medicines as I did not have enough money (F2)’.
Fathers thought that RHU staff had good knowledge
about diseases and knew how to cure the child. Some
fathers had witnessed RHU staff listening to the child’s
chest sounds, fanning a child to bring down the fever and
using oxygen or a nebuliser when the child had difficulty
breathing:
‘RHU staff used a fan for my child to relieve fever. Only in the
case that he suffers from difficulty in breathing, they use something like oxygen and nebulizer. It heated and made steam (F10)’.
Fathers took their children to RHU to be checked,
particularly by a doctor:
‘I think that only a doctor knows what kind of medicines my
child needs, and we are not convinced unless a doctor checks my
child (F1)’.
However, they recognised that a doctor was not always
available and that only some nurses and midwives might
be available at RHU. Nurses at RHU sometimes referred
a child to a hospital when they could not handle the situation themselves:
‘Once, a nurse prescribed antibiotics for a cough when I
brought my child to RHU. I argued with her because she was not
a doctor (F11)’.
Eight fathers had past experiences of having admitted
their children to a hospital for different reasons, with
the treatment leading to recovery. Some fathers took
their children to a hospital when their condition became
serious. Fathers mostly complied with the doctor’s recommendation to go to a hospital. One father did not comply
Sato M, et al. BMJ Open 2018;8:e023857. doi:10.1136/bmjopen-2018-023857
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with such a recommendation when he did not have any
money:
‘If it is an emergency, surely, I bring my child to a hospital. The
important thing is for my child to be okay (F2)’.
Discussion
The study revealed that fathers monitored their sick child
at home by assessing the child’s symptoms and providing
some care, since they considered these as part of their
role as fathers. This role comprises their subjective norms
as the breadwinner of their family which is a constitutive
part of the TPB. Though mothers are the main caregivers,11–14 fathers did not entrust the care of their sick
children solely to mothers. As confirmed by previous
studies, fathers play an important role in financing for
child care.33 They recognised this as their responsibility
and attempted to fulfil it. In this study, it was found that
paying incidental costs, such as those for medicine, posed
a significant problem for fathers when healthcare facilities including hospitals could not provide free medication
for their children. Our study participants were generally poor, and our previous study conducted in Biliran
Island indicated that low SES scores were associated with
a higher incidence of pneumonia-like episodes.34 Moreover, there was a positive correlation between SES and the
proportion of appropriate healthcare-seeking behaviours
in a study in Ethiopia.35 Although the Philippines has a
health insurance scheme called the Philippine Health
Insurance Corporation (PhilHealth)36 that covers around
79% of the population to improve universal health
coverage, it does not cover full costs of treatment,37 such
as the out-of-pocket cost for medication when health
facilities do not have a stock of medicines. A high level of
out-of-pocket payments influences the utilisation rates of
public healthcare.38 As most participants had difficulties
in paying the treatment cost for hospitalisation, this may
be a primary barrier for appropriate healthcare seeking,
particularly taking children to the hospital for admission.
This treatment cost and financing issue could be one of
the main factors of perceived behavioural control that
affect fathers’ intention to select health facilities, that is,
fathers’ healthcare seeking.
Herbal medicines were also commonly used by our
study participants. The Philippines government promotes
the use of some herbal medicines that are cheap and
readily available.39 40 Fathers also used antipyretics for
fever, and antibiotics and herbal medicines to treat
coughs at home. Providing treatment at home might
be one of the components of behavioural attitude since
fathers may resort to home treatment when they perceive
the condition of their sick children as mild. A previous
study in the Philippines revealed that 43% of caregivers
bought medications without a prescription and that they
engaged in home treatment to save time and money.41
The use of drugs without a prescription, particularly antibiotics, is of concern. Home treatment is risky because of
its low effectiveness and potential side effects, including
Sato M, et al. BMJ Open 2018;8:e023857. doi:10.1136/bmjopen-2018-023857

the emergence of antimicrobial resistance.42 However,
caregivers are usually not aware of side-effects and drug
efficacy.43 Additionally, a gap may exist between illness
recognition and seeking outside care because of the wait
to complete a drug course which can result in a major
delay in getting appropriate treatment.17 44 Previous
studies have shown that home treatment is associated
with a delay in seeking appropriate treatment.9 13 It is not
practical to bring all children with acute respiratory infections to health facilities since these symptoms are very
common among children and the majority are self-limited. However, caregivers including fathers should recognise the danger signs of pneumonia which require urgent
medical attention.
Fathers play an important role in deciding the care or
treatment that is provided at home or at health facilities.
A previous study indicated that most mothers decided to
seek assistance from outside the home after discussing the
situation with their husbands,45 and some studies showed
that fathers play the role of the primary decision maker
regarding their children’s healthcare seeking.33 46–48
Three key steps were shown to prevent pneumonia deaths
of children aged under five: recognising that a child is
sick, seeking appropriate care and treating appropriately
with antibiotics.6 In our study, fathers did not have a clear
understanding of pneumonia symptoms and danger signs
of sick children, and little understanding of the danger
signs and severity could affect fathers’ attitude to immediately access appropriate healthcare services. Mothers
know the disease named pneumonia but have poor
knowledge of the aetiology and danger signs of probable
pneumonia.10 12 It is usually difficult to recognise the seriousness of certain acute respiratory infections such as
pneumonia.7 The positive predictive value of caregiver
diagnosis and knowledge of pneumonia was lower than
that of those of diarrhoea and malaria.21 49 The lack of
recognition of signs of severe illness by caregivers is the
most commonly cited reason for not seeking appropriate
healthcare.50 Caregivers with a lower level of education
are more likely to resort to home treatment and/or traditional healers as their initial action,10 and they should
therefore be provided with the necessary knowledge about
pneumonia.6 51 Generally, health education programmes
in the community target mothers and fathers who have
fewer opportunities to expand their knowledge. Considering their important role in the decision-making process,
it is necessary to offer health education programmes to
increase fathers’ knowledge and make the healthcare
system more trustworthy to fathers.52 53
Fathers were found to take their own decisions in
selecting facilities for treatment. They took their children
to traditional healers when they thought that the child
had ‘piang’ before visiting RHU. Piang refers to a sprain
or dislocation of tissues or bones in the chest or back
which result in symptoms such as fever and cough.54 When
they believed that the child had an accident or sprain,
they tended to prefer traditional healers. Such a cultural
belief may also be an important component of fathers’
7
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attitude. Based on this belief, fathers preferred to visit
traditional healers despite the unfavourable evaluation of
the outcome of the child’s symptoms. In the Philippines,
people often consider a cough and fever to be caused by
‘piang’. Illness in the ‘piang’ complex can be traced back
to the child falling down or being handled incorrectly by
their mothers or elder siblings, and it is generally believed
that only traditional healers can treat this condition.54
Such local beliefs might be a hidden barrier for inappropriate healthcare-seeking behaviour and could lead to
delay in consulting medical professionals at appropriate
health facilities.54 Since cultural and social beliefs about
the causation and treatment of illness cannot be ignored,
it is crucial to understand them to promote appropriate
healthcare-seeking behaviours. Furthermore, fathers
prefer to use traditional healers because of the mode of
payment. The mechanism of paying a traditional healer
is more flexible and affordable.13 16 Some fathers in our
study were disappointed with the absence of doctors
in RHU. Health services should also be more friendly
towards fathers; that is, they should be made parentfriendly instead of only mother-friendly.55 In over 90% of
cases, one reason for eventually visiting health facilities
was the worsening of the child’s condition.13 If health
facilities become more reliable by ensuring the continuous presence of healthcare staff, particularly doctors,
and the constant availability of free medication, caregivers may prefer to directly take their children to health
facilities such as RHU.
This study, however, has some limitations. We were
unable to distinguish fathers whose children had been
taken to RHU from those whose children had not been
taken because of the uncertainty of health records.
Second, this study was conducted in just one rural municipality of the Philippines, which was located in a remote
island, and the interviews were conducted with only
12 fathers. Third, though we adhered to the COREQ
guidelines,56 we could not re-evaluate the returned transcripts or check on participants because it was difficult
to contact the participants again. However, we tried to
summarise the findings with each participant at the end
of the interviews and confirmed reliability. Fourth, the
study was conducted in two languages, English and the
local language. Although we made every effort to ensure
an accurate interpretation, the possibility of inaccurate
interpretation and/or translation cannot be entirely
eliminated. However, we believe that this study provides
some important insights into fathers’ perceptions and
healthcare-seeking behaviours related to childhood pneumonia. Further studies should include other settings,
use both qualitative and quantitative methods to analyse
healthcare-seeking patterns, and conduct a comparison
of the roles of mothers and fathers.
Conclusion
Fathers in our study tended to take responsibility for caring
for their sick children and made treatment decisions
8

when their children had pneumonia-like episodes. They
usually waited and observed their sick children at home
or relied on traditional healers before using formal health
facilities. Arranging money for the treatment of their
sick children was their major role. Regarding their role
in deciding the treatment options, healthcare providers
need to understand fathers’ roles and perspectives when
formulating health education programmes. It is crucial
to consider cultural background such as local beliefs. It
is also imperative to address issues related to medical cost
and the credibility of health facilities to improve fathers’
healthcare-seeking behaviours.
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