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Abstract

Background: Although under-five mortality rates are
declining globally, they remain high in developing
countries, including Yemen. Deeply ingrained local
perceptions and beliefs among caregivers regarding
childhood illnesses are believed to influence how they
diagnose and respond to these illnesses, contributing
to high mortality rates.

Objectives: This study aimed to explore perceptions,
health-seeking behaviours (HSB), and traditional
medicine (TM) approaches for childhood illnesses in
Al-Mukalla, Yemen.

Methods: A qualitative study was conducted that in-
cluded three focus group discussion (FGDs) with
caregivers, five semi-structured interviews (SSls),
as well as observations with traditional healers (TH).
Participants were selected purposively. A total of 21
caregivers were included, each with at least one child
under the age of five, who used TM or home remedies
for their children during periods of illness, and who
came from diverse socioeconomic backgrounds.

Results: Through FGDs and SSI, participants used
the term “childhood illness” to describe any deviation
from the ideal child state (“healthy child”) and consid-
ered it a normal part of child development. They also
identified multiple causes for illness, combining medi-
cal and non-medical aspects. Some illnesses were
categorized as “medically incurable” (such as those
resulting from accidental falls, teething, or magic and
the evil eye) and were believed to respond only to
TM. This was the most common reason for delaying
HSB. Common TM options in the study area included
herbs, massage, cauterization, and Quranic healing.

Conclusion: The study underscores the need to raise
awareness of caregivers in Al-Mukalla about the po-
tential risks and complications associated with TM
practices, particularly concerning the health of their
children. TH are likely to play a role in treating child-
hood illnesses. Therefore, healthcare profession-
als should collaborate closely with them, given their
significant influence. By providing them with accu-
rate information, they can become agents of positive
change in the community.

Keywords: Perceptions, HSB, TM,
childhood illnesses, caregivers, TH, Yemen.
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Introduction

Globally, under-five mortality rates (USMR) have declined.
However, child mortality rates are unacceptably high in
developing countries, and the low uptake of healthcare
for preventable childhood diseases is a major obstacle to
increasing the use of available healthcare and reducing
morbidity and mortality rates among children under five. In
2024, an estimated 4.9 million children under the age of five
died worldwide (1). Approximately 75% of deaths among
children under the age of five were caused by preventable
and treatable diseases such as diarrhea, fever and acute
respiratory infections (2,3).

Yemen is located in the southern part of the Arabian
Peninsula and has a population of 39.4 million [4], making
it one of the poorest countries in the Middle East [5]. In
2023, 40% of its population was under 15 years of age,
and 16% was under 5 years of age [4]. Until 2013, Yemen
had made steady progress in maternal and child health and
in combating infectious diseases [6]. However, despite a
gradual decline in the under-five mortality rate from 87
deaths per 1,000 live births in 1990 to 51 deaths per 1,000
live births in 2011, and projections of 38.1 deaths per 1,000
live births in 2024 [6,7], this rate is expected to rise again
as a result of the ongoing conflict in Yemen since 2015,
which has significantly exacerbated the country’s chronic
economic and health challenges. This has contributed to
growing concerns about worsening poverty, leaving two-
thirds of the population in need of humanitarian assistance

(3]

The under-five mortality rate in Yemen is among the highest
in the Middle East. Pneumonia was the most common cause
of neonatal mortality, followed by diarrhea [8]. The health
outcomes of children under five are significantly influenced
by the behaviour of their healthcare providers, who are
typically mothers, grandmothers, or other close family
members [9]. Health seeking behavior (HSB) is defined
as any action taken by individuals with health problems
to obtain appropriate medical treatment for themselves or
someone in their care [10].

In Yemen, caregivers’ response to children under five is
often delayed or inadequate. For example, national surveys
show that only 35% of children seek care for conditions such
as acute respiratory infections. Common obstacles include
insufficient funding for treatment, distance to functioning
health centers, and underestimation of the severity of
illness by caregivers. Caregivers frequently delay treatment
or resort to informal home remedies [11].

Delays in HSB are a contributing factor to high rates of
child morbidity and mortality in developing countries,
and providing appropriate medical care could prevent a
significant proportion of child deaths and health problems
[12]. Factors such as multiple ways to seek care and the
inability to diagnose potentially life-threatening conditions
have been found to be associated with these delays [13].
This delay can significantly impact a child’s health, leading
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to complications that reduce the effectiveness of medical
care and, in some cases, render it ineffective. In his study
in Al-Mukalla , Bamatraf reported that most children with
persistent diarrhea were not referred for medical care until
home remedies and Traditional Healers (TH) had failed
[14]. During this period, the child may become severely
dehydrated. Therefore, addressing the causes of these
delays is crucial.

Cultural practices play a significant role in caregivers’
behaviour when seeking healthcare and choosing
treatment. The causes of illness are often categorized
according to deeply held cultural beliefs, and healthcare
decisions are consequently influenced by these beliefs. For
example, while biomedical knowledge may help identify
fever as a warning sign, cultural interpretations may
attribute convulsions to witchcraft or the evil eye, leading
caregivers to seek TH before resorting to formal healthcare
facilities [15-17]. In developing countries, including Yemen,
cultural and traditional practices for treating illnesses are
widespread, with most caregivers preferring traditional
remedies over modern healthcare services for treating their
children’s illnesses, largely due to their local availability
[11,16,18, 19].

The World Health Organization (WHO) estimates thatatleast
80% of the population in most developing countries relies
on traditional forms of primary healthcare [20]. Traditional
Medicine (TM) continues to play a significant role in child
healthcare in many Arab and developing countries [16,21-
23]. In a study conducted by Bamatraf (2008) in Al-Mukalla,
Yemen, it was observed that the majority of caregivers were
more confident in home remedies they used themselves
or in traditional healers to treat their children’s diarrhea,
due to a lack of trust in the services provided at health
centers. They sought different treatment options before
consulting any healthcare facility, leading to unnecessary
delays in obtaining at least one consultation before hospital
admission [14]. Ngere et al. [23] found an increasing
demand for TM in western Kenya, where caregivers often
prefer traditional methods for treating certain childhood
illnesses. This study highlighted the need to improve safety
and quality standards for traditional medicine products.

In general, there are published studies on caregiver
behaviour patterns during childhood illness and the
factors influencing health service utilization, particularly
in developing countries. However, most of these studies
are quantitative and often describe behaviour patterns
without elucidating their causes and influencing factors,
especially cultural practices and beliefs, which are
widespread in developing countries [19,20,23]. In Yemen,
cultural practices are widespread, with many believing
that traditional medicine is always beneficial and never
harmful [14,24]. Very few qualitative studies have been
published, or are unavailable, on the factors influencing
unhealthy caregiver behaviours in Yemen. A recent survey
in Yemen revealed that 35% of children under five years
old with respiratory symptoms and 53% with diarrhea did
not receive medical care [11]. Therefore, this qualitative
study aims to identify the perceptions, beliefs (regarding
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study aims to identify the perceptions, beliefs (regarding
the causes and severity of iliness) and healthcare-seeking
behaviours of caregivers when their children become ill.
It also aims to identify the traditional treatment methods
used by caregivers and traditional healers for these
illnesses in Al-Mukalla , Yemen. Ultimately, this will lead to
a better understanding of how to design effective policies
to improve health behaviour and child health.

Methods and Materials

Study setting:

The study was carried out in Al-Mukalla, Hadhramout
governorate, Yemen. ltis located on the Hadhramout coast
of the Arabian Sea in the South of Yemen. According to
the last Complete Census Conducted in 2004, Al-Mukalla
has about 196,187 inhabitants. Ongoing conflict has
prevented a nationwide census in the last two decades
[25]. In Al-Mukalla, health services are provided by the
public sector, the private sector, and traditional healers.
The public sector remains the primary provider of health
care at all service levels [26].

Study participants and sampling procedures:

A qualitative study was conducted between January and
May 2025, involving caregivers of children under five
years of age. Purposive sampling method was used to
select participants based on predefined inclusion criteria,
including age, marital status, responsibility for the care of
at least one child under five, and residence in Al-Mukalla.
Caregivers were selected from diverse socioeconomic
backgrounds and with prior experience using TM with
their children, in order to encompass a wide range of
perspectives on childhood illnesses and HSB. To enhance
contextual understanding, five traditional healers (TH)
were included in the study: two herbalists, a religious
healer, a massager, and a cauterization healer. Their
practices were observed. They were purposely selected
based on their roles and involvement in the management
of childhood illnesses.

Three focus group discussions (FGDs) were conducted
with caregivers, each consisting of seven participants.
Each FGD lasted between 60 and 90 minutes. The FGDs
explored caregivers’ perceptions, their initial reactions,
HSB and treatment of childhood illnesses. The discussions
were facilitated by the researcher and a trained assistant,
with the assistant acting as facilitator while the researcher
took notes. Responses were manually recorded after each
session before proceeding to the next. In addition, five
Semi- Structured Interviews (SSls) were conducted with
TH in their workplaces, either at home or in their shops.
Each interview lasted approximately 45 minutes, allowing
ample time for participants to discuss their perceptions
and treatment experiences for common childhood
illnesses in detail. Some of their treatment practices were
also observed, to document their actual practices when
bringing children in for treatment. Photographs were
taken.

Data analysis

All SSIs and FGDs were audio-recorded with the
participants’ consent and transcribed verbatim. Content
analysis was used to interpret the results and extract
themes from the data. According to content analysis and
the continuous comparison technique Pobe et al [27], the
text was read repeatedly to familiarize participants with the
content, then categorized into words and phrases to find
meaningful relationships between emerging categories
and themes. The described categories and themes were
extracted inductively, that is, gradually and with the help
of continuous re-reading and analysis.

Ethical approval

Ethical approval was obtained from the College of
Medicine and Health Sciences, Hadhramout University
(HUCOM). FGDs, SSls and observation only commenced
after obtaining informed consent and explaining the
study objectives to the participants. The privacy and
confidentiality of participant data were ensured. To
maintain the confidentiality of the participants’ identities
and prevent their disclosure, the participants’ identities
were hidden (using numbers) in all documents, with these
numbers being used throughout the study period.
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Thematic analysis of the data from FGDs, SSls and observation were carried out. The results were presented within
five interrelated themes: (1) participants’ perceptions of the causes of childhood iliness, (2) symptom severity and initial
caregiver responses to illness, (3) caregiver decision-making processes (HSB), (4) treatment of childhood illness by
caregivers and TH, and (5) observations on treatment practices by TH.

Theme 1 Participants’ perceptions of causation:
In this study, participants in FGDs and SSIs used the term “childhood illness” to describe any deviation from the ideal
child state (“healthy child”), but they did not consider it a serious illness, such as diarrhea, cough, fever, and vomiting,
which are considered part of a child’s development.
“These illnesses themselves don’t kill” One grandmother said:
Most of the participants agreed with this sentiment.
Regarding the causes of childhood ilinesses, participants in FGDs and SSls cited numerous reasons and offered diverse
explanations, combining both medical and cultural perspectives. They linked these illnesses to child development. One

mother in a FGD said:

“This happens when the child starts teething, or when they start crawling or walking. It’s not an illness; it’'s normal. It lasts
for a few days and doesn’t require any medical treatment.”

Caregivers in FGDs also mentioned poor hygiene (a dirty bottle or hands, or improperly handling contaminated food).
One caregiver said:

“If the child plays in dirty places and eats without washing their hands, they will get sick.”

In addition, caregivers and healers attributed childhood illnesses, such as persistent diarrhea and vomiting in infants,
as well as poor appetite, fever, and/or persistent cough, to accidental falls (Ragabah) when a child falls or is handled
improperly. Caregivers believe that in this case the child does not need medical care but should be taken directly to a
massage healer. One caregiver in FGD said,

“These illnesses are usually treated with traditional therapy (massage); medical treatment is not necessary’.

A mother in another FGD said:

“My daughter fell once. We took her immediately to a clinic, but her condition did not improve for several days. | called
my grandmother to give her a neck massage, and she started to get better that same day!”

Furthermore, most participants linked diarrhea and colic to unsuitable breast milk for their baby. One mother in FGD
said,

“Because my milk isn’t suitable, to prevent my babies from getting these illnesses, | started feeding them formula from
birth, and it's beneficial.”

Participants have linked worm infections to eating large amounts of sweets, while they have linked a child’s high fever,
difficulty breathing, or flu symptoms to exposure to cold weather or cold air. One mother in FGDs said,

“I think my baby gets sick most of the time because of the weather. When he’s cold, he’s more likely to get fever, difficulty
of breathing or the flu.”

Furthermore, the caregivers and healers attributed the illness to spiritual or supernatural causes (such as envy). Envy,
they believed, occurs when people look at a child with malicious intent or when they wished that someone didn’t possess
what others had. Some caregivers disagreed with these views.

As one young caregiver put it, “It doesn’t make sense. We don’t believe that anymore.”
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In addition, they believed these ilinesses were God’s will. One grandmother said:
“It is God'’s will if a child has some of these illnesses.”
All the caregivers agreed with this view.

Theme 2: Symptom severity and initial responses to childhood illness:

The recognition of a symptom is a critical factor that influences timely HSB among caregivers. In most childhood
illnesses, the mother is the first to notice symptoms in her child. She then begins consulting her social support network,
which usually includes older family members (grandmothers or mothers-in-law), and sometimes friends or neighbours
with children, seeking advice on the nature of the iliness and its treatment.

It was observed in the FGDs that out-of-home care and treatment were not sought immediately or within 24 hours of
the child becoming ill. For most caregivers, the decision to seek out-of-home care often stemmed from a feeling that
self-treatment was ineffective in alleviating the child’s symptoms and that, in most cases, the child’s condition was
worsening. One mother in FGDs said:

“I suspected my five-year-old daughter was ill when she stayed home and her condition worsened; she developed a
high fever, and | asked my mother-in-law for help in diagnosing it. We agreed it was a flu-like illness and that we would
treat it with home remedies. Her fever suddenly spiked, and she began having difficulty breathing. That’'s when we
realized it was a respiratory illness, and we needed to take her to the hospital.”

As for the remaining caregivers, most explicitly stated their desire to seek out-of-home care immediately, especially
when they felt the child’s condition was serious.

One caregiver in FGDs said,

“There are no home remedies for high fever or difficulty breathing. If a mother keeps her sick child at home, they will
die.” All mothers should know this and act immediately.

Theme 3: Decision-making in healthcare seeking:

In this study, caregivers reported using multiple strategies and treatment options when their children were ill. Typically,
caregivers begin treating the sick child at home with whatever is available to manage the illness. Home fever control,
as reported in all FGDs, included applying cool compresses to the child’s head and extremities, administering fever
reducers such as paracetamol, and, in some cases, massaging the child with herbal oils. They also mentioned drinking
honey, with or without herbs, or with black seed, as a treatment and preventative measure for childhood ilinesses.
One caregiver in FGDs said:

“Yes, honey is beneficial for newborns, children, and adults. | have given my children honey since birth to maintain their
health, and also as a treatment for diarrhea and other illnesses.”

Rice water, herbal tea, and yoghurt were also mentioned as treatments for diarrhea. When diarrhea is accompanied by
vomiting, some grandmothers massage the child’s neck and/or abdomen, and sometimes they stop breastfeeding and
restrict certain foods during the episode of diarrhea. In cases of worms, vinegar is given to the child to drink because it
kills the worms.

One grandmother in FGDs said: “Yes, drinking vinegar with a little herb cleanses the stomach of parasites.”
Participants also mentioned the use of over-the-counter medications (such as antibiotics, anti-diarrheal, and anti-
emetics), leftover medications from previous treatments, and sometimes sharing medications among family members,
as common practice. One caregiver said,

“Sometimes we give the child antibiotics early, as soon as they show symptoms.”

Some participants in the FGDs nodded in agreement. Another caregiver added,

“I do the same thing with my children. If | go to the doctor, they’ll prescribe the same medication.”
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When we asked the caregivers, “What medications do you give your sick children?” they couldn’t specify. However, a
young caregiver explained,

“My husband usually buys it, and we always have it at home.”
Another caregiver in the same FGDs provided further clarification:
“I don’t remember the exact name, but it’s a pink liquid, and you can buy it at the pharmacy.”

The caregivers mentioned that, they sometimes use both types of services consecutively without waiting for results. As
one mother explained,

“When my child is sick and I'm scared, | use whatever seems to work. When | have the money, | go to the hospital, and
in the meantime, | use whatever my mother-in-law gives me.”

If the cause is believed to be envy or an accidental fall, they go directly to a traditional healer. One grandmother said,
“Some childhood illnesses don’t require a visit to a doctor or hospital.”

Only a few caregivers mentioned using oral rehydration solution (ORS) to treat diarrhea at home. Help outside home
would be sought only when the child did not get better, as one grandmother reported:

“We just start use traditional home remedies. If all fail,
then we take the child to the health institution”.

Most of participants in other FGDs agreed with these sentiments. Home remedies were described as inexpensive and
convenient by all participants in all FGDs

Theme 5: Treatment of Childhood iliness practiced by traditional healers:

Herbalists provide treatments to residents of Al-Mukalla and the surrounding areas. Their clients include men, women,
and their children from diverse socioeconomic backgrounds and age groups. Most seek consultations for themselves
and their children suffering from various childhood ilinesses. They receive patients in their homes or shops. The healers
first listen to a brief explanation from the patient, then diagnose their condition based on questions and answers, and
finally prescribe the appropriate herb or compound. Several plants have been mentioned as being used to treat childhood
ailments. The healers prepare a powder from each plant, sometimes combining several herbs, and give it to the sick
child. The recommended dose for infants is a pinch or half a teaspoon of this powder mixed with milk, boiled water, or
honey, twice a day for up to three days. The dose and duration of treatment can be increased for older children. It is
worth noting that these herbs were widely used for both adults and children, with variations in dosage or sometimes
mixed with oil for external use. As one herbalist explained, “Internal and external application are essential for a complete
cure.” They also reported that in rare cases, if symptoms persist or complications arise, special herbal formulations are
recommended to treat the iliness. Healers believe these herbs improve the child’s blood, address the root cause of the
illness, and strengthen the body.

As for the spiritual or religious healer (Alsheikh), he treats childhood illnesses believed to be caused by envy or the evil
eye through spiritual healing, reciting prayers and selected verses from the Quran. The Alsheikh writes these verses on
a piece of paper placed under the child’s pillow or recites them over water or oil. The child then drinks the water over
which the Quran has been recited, while the oil is applied to their body. Sometimes, in addition to the Quran, he advises
consuming herbs or burning incense. Each session lasts ten minutes and continues for three days or more.
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Theme 5: The observations:
The observation was conducted with two healers, a massager and a cauterization healer. They were purposely chosen as
their methods (neck and/or abdominal massage and cauterization) are the commonest traditional practices available.

1. Cauterization (A harmful practice):

The healer is a woman in her sixties who has been practicing cauterization as a treatment for various symptoms and
illnesses, exclusively for women and children, for over twenty years, having learned it from her mother. Her clients
come from diverse socioeconomic backgrounds, including educated caregivers. This potentially harsh procedure is
performed by healers, sometimes grandmothers, in the home. Most often, cauterization is done using a very hot iron
rod, 10 to 30 mm in diameter, which is pressed firmly against the skin for 20 to 30 seconds until it turns white. The child’'s
chest, abdomen and head were the most commonly used areas for cauterization. (Images 1,2) Thermal cauterization
is used to treat chronic and intractable conditions, such as chronic or persistent diarrhea, flatulence, prolonged cough,
persistent vomiting and excessive crying, and high fever accompanied by convulsions. It is even used to treat other
ailments in children and adults, such as bone problems, polio, chronic wound cancers etc....

Image 2: Multiple cauterization marks around a baby’s navel
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2. Massage treatment:

The healer was a 65-year-old woman with a primary education who had been practicing massage for 35 years. She
inherited her massage therapy skills from her mother and grandmother, both of whom are deceased. Her clients
were women and children brought in by caregivers. She saw her patients on the floor of a small, somewhat unclean
room in her home. She described herself as a specialist in digestive and respiratory problems. She treated children
of various ages, often suffering from symptoms resulting from accidental falls, such as diarrhea, vomiting, fever,
persistent cough, loss of appetite, and general weakness. On the patient’s first visit, the therapist would ask the
caregiver some questions about the patient’s medical history and whether they had experienced any accidental falls.
The therapist observed the patient, focusing on their eyes, head, and limbs. She then massaged the child’s neck with
oil, moved their head up and down, and massaged their abdomen (Images 3, 4).

The massage session lasted about ten minutes, and the child cried and vomited at the end of the session. Caregivers
typically recommended three to five more sessions of treatment. The treatment involved a massage with olive oil; the
therapist used her bare hands and warm oil. The healer believes that massage opens the nerves and blood vessels
in the neck and abdomen, improving blood flow to the stomach. Treatment typically lasts three to five sessions.

Image 3: A neck massage session for a 6-month-old child
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Image 4: Abdominal massage session for a 7-month-old

In some cases, if symptoms persist, the healer recommends cupping without bloodletting. She asserts that cupping is
the most effective and recommends continuing it for five days or more. The treatment tool is a dry cup. To perform the
procedure, she first selects an area between the shoulder blades (4 cm below the last cervical vertebra), then places

the dry cup on the area and begins suction for one minute. She repeats the suction two or three times in each session
(Image 5).

Image 5: Cupping without bloodletting session for a 3-year-old girl
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During the waiting period, the researcher conducted brief
interviews with some of the caregivers about the reason
for their visit and whether they had sought medical help
before resorting to the healer. Most of the caregivers had
tried home remedies without success, while some went
directly to the TH, believing she was the only one who
could help. However, none of them had sought medical
help, and all were satisfied with the treatment results.
According to participants in FGDs, this acceptance stems
from the fact that:

“massage therapy is comfortable, practical, economical,
and painless, and it does not cause any side effects in
treating childhood diarrhea or other symptoms, so we are
more willing to treat our children with it.”

Discussion

Our results indicate that the decline in access to health
facilities for treatment is not due to a lack of awareness of
it or even a lack of perceived need for this health option,
but is related to social and cultural factors, such as how
caregivers understand and perceive the child’s illness,
and how they deal with it within families and communities.
The study shows that the participants presented a wide
range of local perceptions and explanations, combining
medical and cultural perspectives on childhood illnesses.
These local concepts of iliness and its causes significantly
influenced the type of treatment used, whether caregivers
would first resort to TM, use home remedies, or go
directly to medical facilities. These explanations included
natural and environmental factors, a normal stage of
child development, poor hygiene, accidental falls, the evil
eye, and God’s will. These responses demonstrate the
coexistence of medical knowledge and traditional beliefs
about the concept and causes of illness. The ranges of
perceptions of childhood illnesses among caregivers
in FGDs largely matched those reported by TH in SSis.
There are also points of similarity with perceptions in the
previous study conducted by the author (Bamatraf) in
2008, which reported that caregivers considered diarrhea
a normal consequence of teething, expected with each
tooth erupting, and not viewed as a serious illness requiring
attention [14]. These findings are also consistent with other
studies [28-30]. It is crucial that caregivers understand
the meaning of the causes of childhood iliness; only then
can they make informed decisions and seek medical
help. Numerous qualitative studies have emphasized the
importance of considering cultural factors, such as local
beliefs about the causes and classification of illnesses,
because of their profound effects on the effectiveness and
design of health promotion programs. [22,31,32]

The current study showed that the perceived severity of
the illness was also one of the most common reasons
for avoiding or delaying seeking medical care among
caregivers. Although caregivers listed various causes
of illness, some of which they considered not requiring
medical attention, they associated high fever and difficulty
breathing with severe iliness requiring immediate medical

care. This aligns with the biomedical understanding
of warning signs in conditions such as malaria or
pneumonia [33]. In many resource-limited settings, delays
in recognizing warning signs, such as fever, seizures,
and difficulty breathing, lead to increased morbidity and
mortality rates among children [33]. Identifying symptoms
is often considered a major challenge in many studies
addressing healthcare seeking for childhood illnesses
[34]. Mothers and caregivers are often the first to notice
symptoms of iliness in their children. A lack of awareness
of symptoms and warning signs by caregivers can lead to
delays or failures in seeking treatment. These decisions
are rarely simple; rather, they are intertwined within a
complex web of cultural, religious, social, and economic
perceptions and beliefs [35]. These findings are consistent
with other studies showing that caregivers often adopt a
pluralistic understanding of illness, combining natural
and non-natural explanations. A caregiver’s ability to
differentiate between mild and severe illness often
influences their decision regarding symptom management
at home, seeking advice from TH, or resorting to modern
medical healthcare facilities [14,29,36].

Despite the fact that the caregivers in the current study
who participated in the focus group discussions had
university degrees, secondary and primary qualifications,
and belonged to diverse age groups, they all expressed a
preference for TM, demonstrating the continued prevalence
of traditional healing practices among individuals from
diverse backgrounds. Our study showed that healthcare
decision-making is influenced by a complex interplay
of perceived causes, symptom severity, and cultural
beliefs. Belief in TM was prevalent, even among those
who primarily preferred modern medical facilities [36]. It
is particularly important to note that caregivers identified
multiple medical and non-medical causes for childhood
illnesses. They demonstrated a high degree of similarity in
their localized perceptions of the causes of these illnesses,
and consequently, most sought care from multiple
providers and pursued multiple treatment approaches
simultaneously to achieve tangible benefit. TH were
often perceived as more convenient, accessible, and less
expensive. On the other hand, the severity of the illness
was a strong motivator for seeking medical care, as the
modern medical system was seen as a safe haven should
the child’s condition deteriorate. This was also a common
finding in previous studies [16,19,22]. This classification of
diseases shows that local beliefs about their causes and
severity may hinder or delay the seeking of medical care.
In a study conducted among caregivers in Al-Mukalla,
Bamatraf found that many of the barriers to seeking
care among children with diarrhea were related to local
perceptions of the illness. Consequently, most children
with persistent diarrhea were referred to medical care only
after home remedies and traditional healers’ treatments
had failed. During this period, the child may become
severely dehydrated [14]. These results are consistent with
other studies that have shown the prevalence of medical
pluralism and widespread belief in traditional remedies
in many developing countries [16,22,36]. Furthermore,
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our study identified several factors influencing HSB
for childhood illnesses in both modern and traditional
medical facilities. Belief in TM was prevalent, even among
those who primarily preferred modern medical facilities.
Consequently, TH were perceived as more suitable
for treating these illnesses. The ranges of caregivers’
perceptions of childhood illnesses in this study largely
aligned with those reported by TH.

It is to be noted that the belief among caregivers that an
illness does not require medical treatment was the most
common reason for avoiding or delaying seeking medical
care. It also became clear that when childhood illnesses
are classified according to local beliefs as “uncurable by
medicine” (such as those resulting from accidental falls,
teething, magic, the evil eye, or fate), traditional healers
are often seen as more appropriate, more accessible,
and less expensive for these ailments.

As one caregiver stated,
“These illnesses are usually treated with traditional
medicine; medical treatment is unnecessary.”

This has significantly influenced HSB (ranging from home
remedies and the use of over-the-counter medications to
reliance on traditional healers). There is a widespread
belief in Yemen and in many Arab and other developing
countries that some diseases can only be “cured” or best
prevented through TM, which contributes to delays in
seeking healthcare services, diagnosis, and treatment
[16,31,32,37,38].

Traditional medicine (TM) plays a crucial role in primary
healthcare in many developing countries, and its use has
increased in recent years. However, some elements of
TM are benéeficial, while others may not be. According to
the WHO, more than 80% of the global population across
over 170 countries uses traditional, complementary, and
integrative medicine. People turn to these practices as a
primary or secondary health resource [20].

The prevalence of TM use among caregivers and TH in
treating childhood ilinesses in Al-Mukalla was assessed,
revealing that herbs was the most commonly used TM in
the area. This finding aligns with the cultural and historical
significance of herbal remedies and massage in traditional
healing practices. However, despite the presence of
herbal medicines in many countries, a relatively small
number of plant species have been studied to determine
their potential medical applications. Caregivers should be
aware that the vast majority of herbal medicines have not
undergone the same rigorous laboratory testing for safety
and efficacy as Western medicines, nor have they been
subject to the same level of government regulation.

Other common TM included oil ointments, honey,
cupping, and Quranic healing. These results support
the notion that traditional healing practices in the Al-
Mukalla region encompass a wide range of approaches,
reflecting a holistic approach to healthcare. TH and
caregivers have long considered honey an important part

of traditional and religious treatments, both preventative
and curative. Honey has been used for centuries as a
natural remedy, and modern science confirms its powerful
antimicrobial properties. It is effective against pathogens
such as Staphylococcus aureus and Candida albicans
[39]. Honey has also proven highly beneficial in treating
infected surgical wounds [40].

Another TM was abdominal and neck massage, which
was a common treatment for childhood symptoms
(caused by accidental falls) and was practiced by TH and
grandmothers in the study area. This treatment has been
widely accepted by caregivers as a satisfactory remedy
for their children. Professor Zhang from China noted this
promising outcome of abdominal massage therapy. He
reported that infants treated with traditional abdominal
massage or by using ECIWO (Embryo Containing the
Information of the Whole Organism) massage got faster
recovery from diarrhoea, than those who were treated
with Western drugs (antibiotics) [41]. Massage therapy
has also been mentioned as a treatment for diarrhea in
children in other previous studies [21,42].

Other common traditional remedies for childhood
ailments, as reported by caregivers, include cupping
and cauterization. Traditional Arab cauterization was
known and practiced before the advent of Islam. The
Prophet Muhammad (peace be upon him) did not favor
cauterization, saying, “Healing is in three things: cupping,
honey, and cauterization, but | forbid cauterization.”
In another narration, the Prophet (peace be upon him)
said, “If there is healing in your medicine, it is in cupping,
honey, or cauterization, but | do not like to be cauterized
with fire” [43].

Cauterization was a common practice in Yemen and
was mentioned in the National Survey as a treatment for
umbilical cord injuries in newborns of Yemeni mothers
[44]. It was also commonly used in many other Arab and
Muslim countries, including, Saudi Arabia, Sudan, Oman,
Libya, and Iran and, to treat various illnesses in children
and adults [21,45-48]. Cauterization was also a common
treatment in ancient Greek, Indian, and Chinese healing
practices [49]. This aggressive procedure may have
adverse consequences in infants and young children.
Infection at the site of this procedure and death from sepsis
may occur. Such practices should be depreciated.

Conclusion

The findings of this study confirm the persistence of
traditional beliefs and practices in Al-Mukalla and their
directinfluence on how caregivers manage their children’s
illnesses. Misconceptions among caregivers regarding
the causes of common childhood ilinesses were reflected
in case management and healthcare practices. In most
cases, caregivers clearly placed more trust in home
remedies or traditional healers than in the services offered
at health centers. This tendency contributed to delays
and limited use of healthcare services. Understanding
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local beliefs is crucial for health development planning,
and caregivers in Al-Mukalla should be educated about
the potential risks and complications associated with
traditional medicine practices, particularly concerning
their children’s health. TH are likely to play a role in
the treatment of childhood illnesses, so healthcare
professionals should collaborate closely with them given
their significant influence. By providing them with accurate
information, they can become agents of positive change
in the community.
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