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Abstract

Childhood pneumonia deaths are still common despite the availability of potent antibiotics and other treatments. The study
explores how parents perceive and culturally construct episodes of childhood pneumonia in Buea, Cameroon. Specifically,
the study explores parents’ perceptions and interpretations of the signs and symptoms of childhood pneumonia, the causes
of childhood pneumonia and perception of preventive measures of childhood pneumonia in Buea, Cameroon. A
phenomenological research design within a qualitative research approach was used. The Theory of Reasoned action and
the Theory of Planned Behaviour guided the study. A multistage sampling technique was used to select 38 participants.
In-depth interviews, focus groups, and observations were used for primary data collection. The Colaizzi seven-step method
together with NVivo 11 were employed for data analysis. Results on signs and symptoms revealed that parents’ awareness
and understanding of pneumonia were low, with most of the information coming from unofficial sources. Four causes of
childhood pneumonia were identified: environmental, biological, cultural, and spiritual. Findings on preventive measures
revealed that immunisations, proper nutrition, and adequate water may help avoid paediatric pneumonia. It is vital to
implement realistic suggestions in rural areas that prioritise boosting healthcare access, nutritional status, sanitation, and
immunisation rates.
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Introduction

Globally, pneumonia is one of the leading causes of death in children under the age of five
(Marangu & Zar, 2019). Despite improvements in living conditions, nutrition, and immunisations,
pneumonia killed around 700,000 children under 5 years old globally in 2015 (Ma et al., 2025).
Compared to 14% for malaria and 10% for diarrhoea, pneumonia causes 16% of all deaths in
Africa (Maastrich University, 2016). More than half of all deaths among children under the age of
five occur in Sub-Saharan Africa (Konadu et al., 2019). The fight against pneumonia has
progressed more slowly than in other sectors. Mean vaccine coverage rates in most Sub-Saharan
African countries have not kept pace, even though the development of efficient Pneumococcal
Conjugate Vaccines (PCV) marks a substantial improvement in public health (Libwea et al., 2014).
This clearly reveals underutilisation and low coverage of existing immunisations in many parts of
the world, which are resource-poor (Oladokun et al., 2010). Aside from insufficient vaccine
coverage, there are other reasons why immunisations are not given to every child. The majority of
these include indigenous traditional beliefs, as well as the perspectives of parents, guardians, and
medical professionals (Libwea et al., 2014).

Pneumonia mortality can be reduced by seeking adequate and timely care, which is dependent on
caretakers and community health and illness standards (Bakare et al., 2020). The delay or inability
to receive proper care is a major contributor to Cameroon's high pneumonia fatality rates,
particularly for children and adults who present with advanced, severe stages of the illness (Tufon
etal., 2025). According to studies, many carers do not seek medical help for pneumonia symptoms
until the illness has progressed to the point where it cannot be handled at home (Bantie et al.,
2019). According to research, diagnosing symptoms of pneumonia is a substantial obstacle to
seeking treatment (Nichter & Nichter, 1993; Zaman et al., 1997; Hildenwall et al., 2007; UNICEF,
2007). According to Multiple Indicator Cluster Surveys conducted in 55 countries between 2000
and 2006, about one out of every five carers is aware of the warning signs of pneumonia, such as
rapid and/or laboured breathing (UNICEF, 2007). When children in rural areas have pneumonia,
they receive relatively little medical attention.

Parents in Buea Health District (BHD), Cameroon's Southwest Region, may misinterpret
symptoms such as rapid breathing for moderate coughs. Contrary to common opinion, the
condition is believed to be caused by exposure to dust, cold, or other environmental factors. This
frequently encourages carers to forgo seeking professional medical attention in favour of home
treatments. The indications, symptoms, and causes of childhood pneumonia, as well as the
associated mortality, remain a public health concern. This study explores parents’ perception and
cultural construction of episodes of childhood pneumonia in Buea, Cameroon. The research
focuses on parents’ perceptions and cultural constructions of episodes of childhood pneumonia,
parents' interpretations of its causes, and perceptions of preventive measures. The paper then goes
into the methodology, results and discussion before concluding.

Literature Review
Parents’ perception and cultural construction of episodes of childhood pneumonia

Childhood pneumonia deaths are still common despite the availability of potent antibiotics and
other treatments. Carers' understanding of childhood illnesses is altered by core belief systems,
which affects how they identify and treat illnesses. A study on views of childhood illness and
pneumonia detection was carried out by Ngere et al. (2025), with implications for Western Kenyan
health-seeking behaviour. A phenomenological hermeneutic technique was used to examine the
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transcribed interviews. This involves reading and rereading the transcripts to identify recurrent
themes and interpret perceptions of pneumonia, understandings of paediatric diseases, and how
they affect health-seeking behaviour. The study found that cough was a sign of measles,
pneumonia, and malaria in addition to being a disease (Ngere et al., 2025). It was a mild illness
that was either treated with over-the-counter medications or not at all. Pneumonia is frequently
difficult for carers to identify at home, which leads to hospitalisation and ignorance of available
treatments. Traditional treatments, oral conventional medicine, or a combination of the two were
used to treat measles, which were frequently only diagnosed by experienced eyes (elderly
community members) (Ngere et al., 2025). Carers could usually easily recognise the symptoms of
malaria, and treatment was usually administered in a medical institution or with over-the-counter
drugs. The symptoms of measles and malaria were generally characterised as being comparable to
those of pneumonia. Pneumonia and other juvenile infections can be identified with the help of
health promotion initiatives that raise awareness of children's ailments. Giving carers useful
information about illnesses can improve children's health outcomes.

Ferdous et al. (2014) describe how mothers in rural Bangladesh perceive pneumonia signs and
symptoms, disease causes, and healthcare-seeking behaviours, as well as the main modifiable
obstacles to getting their under-5 children timely treatment. To learn more about mothers' attitudes
around childhood pneumonia and how they seek medical attention, they conducted focus groups
(Ferdous et al., 2014). Most mothers (n = 24) were unable to detect whether their kids had
pneumonia, even though mothers classified the illness as a serious, potentially fatal condition in
young children (Ferdous et al., 2014). Pneumonia has been linked to environmental factors such
dust particles spread by a coughing mother, drinking cold water, and playing with water (Ferdous
et al., 2014). Three main obstacles were found: the illness was not thought to be severe enough,
the location was far from a medical facility, and the household did not have enough money to seek
treatment elsewhere (Ferdous et al., 2014). The seriousness of paediatric pneumonia was unknown
to most rural mothers.

Theoretical Framework

The theoretical underpinnings of this study are the Theory of Reasoned Action (TRA) and the
Theory of Planned Behaviour (TPB).

Theory of reasoned action (TRA)

Behavioural purpose is the primary motivator of behaviour, according to the theory of reasoned
action (TRA) (see unshaded boxes in Figure 1). People's attitudes about carrying out the activity
and their subjective norm associated with it have a direct impact on their behavioural intention.
Considering situations where one does not have whole volitional control over conduct, TPB
enhances perceived control over behaviour (see shaded boxes in Figure 1). People's attitudes are
shaped by their beliefs about the characteristics or outcomes of carrying out the action (behavioural
beliefs), which are influenced by assessments of those features or consequences.

A person will therefore have a positive attitude toward the action if they are certain that finishing
it will produce outcomes that are highly appreciated. A person will have a negative attitude if they
firmly believe that their actions will produce results that are not highly regarded. Like this, a
person’s normative beliefs, which include whether important reference people support the action,
as well as their desire to fit in with those referents establish their subjective norm. A person has a
positive subjective norm if she feels that certain referents expect her to act in a particular way and
is driven to meet those expectations.
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A person who is less motivated to follow those referents will have a neutral subjective standard,
whereas someone who feels that these referents think she shouldn't carry out the action will have
a negative subjective norm. Similarly, this part of the hypothesis explains why some parents seek
medical attention for their children under five who have symptoms like pneumonia. When their
children have pneumonia, most of these parents rely on recommendations from other parents,
especially mothers (the kids' grandmothers), spouses, and neighbours. They often follow their
advice and live up to these people's expectations.

According to TRA, behavioural intention is the primary direct determinant of behaviour. The
degree to which behaviour is under volitional control, that is, when people have a great deal of
control over their behavior, determines how well the theory explains behaviour. It's unclear if the
TRA components are adequate to forecast behaviours if volitional control is diminished.

To account for variables outside of an individual's control that might influence intentions and
behaviours, Ajzen and colleagues (Ajzen, 1991; Ajzen & Driver, 1991) incorporated perceived
behavioural control to TRA. They created the Theory of Planned Behaviour using this input (see
the shaded boxes in Figure 1). Control assumptions regarding the existence or lack of obstacles
and facilitators to behavioural performance, weighted by perceived power or the impact of each
control element on promoting or impeding conduct, determine perceived control.

When parents of children with pneumonia in the Buea health district were interviewed, it was
found that most parents believed that scientific or biological medicine could not adequately address
their children's symptoms. These parents claim that when their children sought medical care in
biomedical hospitals, there was an issue with the return of pneumonia symptoms. This is a bad
consequence because these parents will seek medical care from a traditional healer who they think
can treat pneumonia permanently. Additionally, some parents worry that their kids will die,
especially if they start exhibiting signs like breathing difficulties. Instead of using the trial-and
error method used by traditional practitioners, this group of parents go to a medical facility where
they feel their children can be appropriately assessed and treated. Similarly, this part of the
hypothesis explains why some parents seek medical attention for their children under five who
have symptoms like pneumonia. When their children have pneumonia, most of these parents rely
on recommendations from other parents, especially mothers (the kids' grandmothers), spouses, and
neighbours. They often follow their advice and live up to these people's expectations. In summary,
these ideas suggest that an individual's beliefs or subjective norms may have an impact on their
attitudes or actions. The concept addresses some of the factors that lead to children under five in
Buea requiring medical care for pneumonia.

Theory of planned behaviour (TPB)

One of the most significant theories for explaining a decision-making process that results in action
is the theory of planned behaviour (TPB) (Ajzen & Fishbein, 2004; Ajzen, 2011; Ajzen, 2015).
Attitudes, subjective norms, and perceived behavioural control are the three belief-based
categories included in the TPB (Ajzen, 2011). A person's attitude, subjective norms, and perceived
behavioural control all have a role in their decision to engage in a particular activity (Ajzen, 2011;
Ajzen & Fishbein, 2004; Ajzen, 2015). Parents' decision-making intent, which is influenced by
several factors, may have an impact on how they perceive and interpret the signs, symptoms, and
causes of childhood pneumonia. Using the TPB framework, we addressed what factors influenced
parents' intentions while selecting care and therapy for their children. Their attitude and subjective
norms can both influence their intention in this situation. Parents who have a good attitude about
biological medicine and recognise the social pressure to seek healthcare are more likely to seek it
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from appropriate sources. And the theory assumes that intentions precede behaviour; therefore, the
intention to seek proper treatment will result in seeking suitable healthcare.

Figure 1: Theory of reasoned action and theory of planned behaviour
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Methods

Research design

This study employed a phenomenology research design within a qualitative research technique,
concentrating on focus groups, interviews, and observations to better understand parents'
perspectives and cultural constructions of paediatric pneumonia episodes in Buea, Cameroon. To
accurately examine and comprehend human experiences, attitudes, views, and behaviours, this
methodical approach to research focuses on the "why" and "how" of human occurrences rather
than quantitative data (Tenny et al., 2022).

Population

The study population was made up of parents who lived in the study area and had children who
developed signs and symptoms of pneumonia during the study or a few days before it. Parents who
did not identify with the above-mentioned criteria were not included in the study.

Sampling size and sampling techniques

A multistage sampling procedure was employed to choose a sample of 38 people. In the first stage,
the BHD was purposively chosen. Following the identification of the seven Health Areas (HAS)
that comprise the BHD, two semi-urban (Buea Road and Molyko) and rural (Bokwoango, Muea,
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and Tole) HAs were chosen by simple random selection. Second, all households in each of the
chosen HAs with parents who had children who showed symptoms of pneumonia during the trial
or within a few days were identified by the researchers. A total of 38 participants were obtained
by identifying and purposively selecting 15 parents in the semi-urban HA and 23 parents in the
rural HA. Third, the snowball sampling technique was used to find key informants. A non-
probability sampling technique called "snowball sampling” involves current participants working
together to find new members (Tsindos, 2023). These include medical professionals, traditional
practitioners, community leaders, drugstore owners, and drug sellers

Data sources

There were two types of data sources: primary and secondary. Focus groups, in-depth interviews,
and observations were used to get primary data directly from sources. A wide range of sources,
including books from libraries like the University of Buea, journals, and research papers, provided
secondary data. By providing access to peer-reviewed journal articles, theses, and books on a range
of subjects, academic search engines also make thorough literature research easier.

Instruments of data collection

To acquire primary data an in-depth interview guide, a focus group discussion guide and an
observation guide were administered to parents of afflicted children as well as medical specialists.
The interview guides were designed using open-ended questions. A Focus group discussion
(FGDs) guide was also used to collect data from parents, community leaders, and traditional
healers in the five HAs. Each focus group was composed of ten to twenty members, and interviews
and talks were meticulously documented until data saturation was reached. An observation guide
was also utilised to track parents' and practitioners' health-seeking attitudes and behaviours.

Pretesting of instruments

The researchers analysed and appraised the study tools to verify that they could collect reliable
data for analysis. To pretest the instruments, a sample of the target population from the BHD was
used. In August 2024, the researchers held two focus group discussions at the BHD following
approval from the relevant institutional review board at the University of Buea (UB), Cameroon.
The data was analysed to ensure that the instruments were valid. Following confirmation of
consistent and steady results, the data were triangulated to evaluate the instrument's dependability
or reliability.

Data collection

Qualitative information was gathered through focus groups, observations, and in-depth interviews.
To enable thorough data collection and impromptu discourse within 45 to 60 minutes, in-depth
interviews were carried out in casual situations. Interviews were conducted until data saturation
was reached after verbal consent for tape recording was obtained. Focus groups were held with
parents, traditional healers, pharmaceutical vendors, and medicine marketers to talk about
healthcare issues, early habits, cultural views, and attitudes toward healthcare. To further
understand the issue, additional field images of medical facilities were taken in addition to using
observation to record health-seeking behaviours and treatment procedures. A comprehensive
understanding of how parents view and culturally construct paediatric pneumonia episodes in Buea
was made possible by this mixed-methods approach.
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Data analysis

NVivo 11 and the Colaizzi seven-step technique were used to examine phenomenological data.
The method allows researchers to meticulously organise, code, and analyse qualitative data to
reveal the underlying structure of a phenomenon. By classifying the data and identifying
connections, the researchers were able to develop themes and subthemes from the qualitative
interview data. The themes, which focused on informants' answers to interview questions, were
pertinent to the goals of the study. Shosha (2012) asserts that the Colaizzi technique enables a
thorough description and analysis of the phenomenon being studied. Reading transcripts for
comprehension, recognising important remarks, and studying these utterances were all part of the
research process. Lastly, the researchers developed a comprehensive explanation of the
phenomena using the results and participant input.

Ethical considerations

The Department of Sociology and Anthropology, the Sub-Divisional Delegation of Public Health,
and the University of Buea all granted the researchers ethical authorisation. Access to the
community and hospital was made easier by these authorisations. The University of Buea,
Cameroon's Faculty of Health Sciences institutional review board gave its clearance to guarantee
adherence to ethical standards. Consent forms were produced during fieldwork, and participants
were informed of the goal of the study to ensure knowledge and willing cooperation.
Confidentiality and privacy were equally protected for the participants.

Results

This section began with the presentation of parents’ perceptions and interpretations of the signs
and symptoms of childhood pneumonia, the causes of childhood pneumonia and the preventive
measures of childhood pneumonia in Buea, Cameroon. The results have been presented into
themes and subthemes derived from the study objectives.

Theme 1: Parents' perceptions and interpretations of the signs and symptoms of pneumonia

The findings demonstrated that parents' awareness and knowledge of pneumonia were inadequate,
with the majority obtaining their information from unofficial sources. This demonstrates a
knowledge gap between parents' perceptions of the signs and symptoms of pneumonia, as they are
unfamiliar with the indicators. As a result, parents choose the wrong medical specialist to treat
their child's condition, which leads to the increased morbidity and sometimes death. This was
clearly defined by a participant in the FGD in Tole, a 54-year-old grandmother living with a 2-
year-old child suffering from pneumonia, who said, "she is aware of pneumonia, and she has heard
about pneumonia in a situation where the junior sister lost a child about 2 years old". Similarly,
another participant in the FGD in Bokwaongo, Buea Road Health Area, a 50-year-old mother,
revealed that:

Her friend's 3-year-old child in Muyuka died of pneumonia, which was the first time she heard
about it. The toddler acquired a fever unexpectedly and had been coughing for several days before
it became severe.

Subtheme 1: Provision of information, education and communication

Some parents were able to learn about pneumonia through door-to-door sensitisation campaigns
sponsored by medical professionals, which provided detailed information on the disease’s causes,
symptoms, and preventive therapies. The results further revealed that many parents during
interviews claimed to have learned about pneumonia through community activities. They also
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mentioned that they learned about some of the signs and symptoms throughout their attempts, as
well as how serious and potentially lethal it could be for children. According to a 26-year-old
female FGD participant at Muea Health Area, stated:

She first learned about pneumonia two years ago, when healthcare providers came out to talk about
it, and they also discussed how hazardous it is when a child has pneumonia.

Succinctly, another participant during FGD in Bokwaongo, Buea Road Health Area, a 30-year-old
female, states that:

She learned about pneumonia many years ago from medical professionals who came to their
village for a health awareness program. She repeated that she still cannot recall all the signs and
symptoms discussed throughout the health program.

This implies that door-to-door health awareness initiatives have been an effective way to educate
community members about significant health issues, such as pneumonia and the prevalence of
other illnesses that affect children aged O to 5.

Subtheme 2: Health promotion using the radio as a medium

The use of radio as a health promotion medium was also discovered to alter parents' perceptions
of the unfavourable effects of a child contracting pneumonia. Radio can efficiently disseminate
health information in cities, but in rural areas with a high illiteracy rate and parents preoccupied
with farming, many parents will not be informed. Several participants stated that they learned
about pneumonia, its symptoms, and how severe it may be during these discussions. During an
individual interview at Tole, a 25-year-old single mother of a 4-year-old girl who had been
experiencing recurring episodes of pneumonia with the kid expressed the following:

Around the year 2020, she learned about pneumonia on the Christian Broadcasting Service (CBS)
radio from medical workers who were giving health promotion programs. The informant advanced
that, while these health presentations on the radio are beneficial, one problem is that there are often
no opportunities to ask questions, resulting in little awareness about pneumonia in the community.

Subtheme 3: Informal sources

Some parents heard about pneumonia via unofficial sources, such as herbalists and neighbours
who treat paediatric pneumonia. During an in-depth interview in Bokwoango, Buea Health Area,
a key informant who was 40 years old and had a three-year-old son with pneumonia explained
that:

She learned about it a long time ago, when a child in the community contracted the disease, and
the child's mother approached her to direct her to an elderly woman who was well-known in the
community for treating childhood pneumonia, and she took the child there, where he was treated.
She went on to say that she is most aware of the disease's prevalence in children under the age of
ten.

Another participant of the in-depth interview in Molyko Health Area, a 45-year-old woman with
a one-year-old who exhibited all the signs and symptoms of pneumonia, pushed the opinion that:

She learned about it from her neighbours. They are continuously discussing it and how it impacts
most children. You will hear people shouting at their children (leave that spot, do you want to have
pneumonia, or go and wear your pullover, do you want to have pneumonia?), and it was from there
that | became aware of pneumonia in children.
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All these unofficial sources of information are concerning, even for medical professionals, because
community members may be well-versed in a subject but have their own interpretation of it, which
can be misleading or dangerous to people's health, and in extreme situations, lead to death. A man
in his early seventies who took part in the in-depth interview from the Bokwoango, Buea Road
Health area, told the researchers that he learned about pneumonia after contracting it. According
to him:

He's heard about pneumonia for over 60 years. And that's when he caught the sickness. He saw a
doctor, but the doctor did not refer him to the laboratory because his condition was not serious.
Following that, the doctor ordered certain oral drugs to be taken within one week and then returned
for a medical examination, which he completed and was treated for.

Subtheme 4: Post-natal vaccination sessions

Many mothers learned about pneumonia via postpartum immunisation campaigns. This means that
mothers in the research area should give their newborns frequent immunisations for nine months
after giving birth. These free immunisations protect children from infections like pneumonia,
hepatitis, chickenpox, and measles. The postpartum period is an essential time to protect mothers
and babies from diseases that can be averted with vaccination. A participant of the in-depth
interview from Bokwoango, Buea Road Health Area, a 37-year-old mother who was interviewed
at the Buea Regional Hospital, admitted with her 3-year-old suffering from Pneumonia had said.

She heard about pneumonia in the hospital and during their normal routine vaccination for
children, when the nurse talked about pneumonia and emphasised that it is common among
children 0-5 years old.

Contrary to this, another participant, a 28-year-old woman, revealed during a FGD session in Tole
that she only learned about it when her young daughter became ill, and she had to take her to the
hospital, where the doctor diagnosed the child with pneumonia. She stated this:

She had never heard of it before, nor had she heard of any illness called pneumonia. She had heard
of malaria and even suspected that the infant had it because she had a very high temperature.

However, most of the participants were familiar with pneumonia; they discussed some of the signs
and symptoms but were unable to recall where they originally learned about it. This statement was
reinforced by a FGD a participant in the Buea Road Health Area, a 45-year-old man, who
emphasised that:

He had heard of pneumonia but had no idea where he heard it, and he had little knowledge of the
disease's signs and symptoms until his daughter became ill.

Except for a few respondents in the Muea Health Area, most respondents said they had heard about
pneumonia before their children became infected. Nonetheless, the knowledge they received on
pneumonia was insufficient to allow them to connect the signs and symptoms they were aware of
to what they observed in their children. To educate inhabitants of these communities about
pneumonia-related issues, health professionals must launch huge social sensitisation and
mobilisation efforts.

Subtheme 5: Signs and symptoms of childhood pneumonia

The findings show that most parents in almost every Health Area surveyed are familiar with the
warning signs and symptoms of pneumonia, except for the Muea Health Area, where many
respondents could only recall two signs and symptoms of the condition. Coughing, difficulty
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breathing, fever, lower chest drawing, chest discomfort, and fluid in the chest were signs that
participants could identify in acute cases. However, several parents did not recognise lower chest
indrawing when accompanied by fever as a sign of pneumonia. During an in-depth interview, a
32-year-old mother in Bokwaongo, Health Area, stated:

The signs and symptoms of pneumonia include coughing, difficulty breathing, fever, lower chest
pain, and chest pain. She went on to say that fluid in the chest is a severe symptom in acute
situations. This individual is one of the many study participants who mentioned fluid in the chest
as an indication of acute pneumonia.

In a similar vein, another participant, a 78-year-old grandmother from Tole who lost a
granddaughter suffering with pneumonia, shed more insight into the issue of difficulty breathing
and attested that:

The main signs and symptoms of a child suffering from pneumonia include aberrant breathing,
especially if the child has gotten a cold, and his or her breathing system tightens, causing trouble
breathing. Then, parents can start to suspect pneumonia.

On the contrary, another participant from Bokwoango, a 32-year-old woman, during the FGD
advanced the opinion that:

She knows very little about pneumonia, but she is aware that it is a common childhood ailment.
She underlined that a child with pneumonia will have difficulty breathing, especially around the
ribs, have a fast heartbeat, be very bony, and seem pale.

Another FGD participant, a 25-year-old mother from Bokwoango, put it succinctly:

When a child has pneumonia, the hands and feet are cold, the body is hot when touched, and the
child shivers from a high fever, as if it is malaria.

However, she brought up another point, equating the fever from pneumonia bouts in children to
that of malaria. This is a prevalent misconception about pneumonia, which leads to parents treating
malaria with roadside medication vendors or traditional healthcare delivery methods. According
to a FGD participant in Tole, a 43-year-old woman said:

Cough is a major sign and symptom of pneumonia that varies depending on the stage of the disease.
She stated that in the first stage, the person may experience fever and chest pain, while in the latter
or secondary stage, the person may develop an unproductive cough.

These findings suggest that pneumonia progresses in stages, with signs and symptoms varying
according to the stage of the disease. She believes pneumonia has two stages: a primary stage with
fever and chest pain, and a secondary stage with a nonproductive cough. Supportive therapies are
part of general management in the early stages of the illness, and antimicrobials are necessary if a
bacterial aetiology is suspected.

A FGD participant from Tole, a 42-year-old lady, added that:

Once a child has been infected with pneumonia, they will have influenza and high nighttime
temperatures. The youngster behaves erratically and cries profusely, as if in pain, has a high
temperature, and his or her feet and hands are extremely chilly. He or she is unable to feed, is in
pain, and continues to wail in situations in which you may want to carry the child.
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Subtheme 6: Cultural construction

The cultural construction of pneumonia episodes refers to how societies, communities, and people
define, interpret, and react to the symptoms of this lung infection based on shared ideas,
knowledge, and values. These cultural attitudes frequently influence whether pneumonia is
considered a serious, actionable medical condition or a trivial ailment, hence significantly
impacting health-seeking behaviours. It is important to note that though most parents are aware of
pneumonia in children and can discuss some of the signs and symptoms of pneumonia, they usually
mix up with signs and symptoms of other diseases as a result of their cultural belief system, such
as cough and catarrh (normal influenza), fever (malaria), chest retraction "under bobi /corner
belle”, rapid /abnormal heartbeat “corner belly" (spleen), side pain (side pain, cannot be treated at
the hospital), difficulties in breathing (airtight). Ribs, coughing and catarrh, as well as chest pain
and lower chest indrawing, were frequently considered to be signs and symptoms of something
other than pneumonia culturally in the Buea Health District. These findings underlined the
significance of getting medical assistance in a medical health centre to properly diagnose and
determine the ailment before prescribing medication. According to a participant in the FGD from
Soppo, a 68-year-old man and father of a 4-year-old granddaughter, he backed that.

When it comes to the signs and symptoms of pneumonia, he is frequently confused with a common
cough for which treatments may be purchased at the community pharmacy. With such confusion,
he regularly purchases medication from pharmacies until the problem becomes bad. Then he can
seek medical help.

This implies that parental misunderstanding is the leading cause of death among children with
pneumonia in the study area. This argument was also supported by a medical expert in Mount
Mary Hospital, a 27-year-old woman affirmed that:

Many parents will think that it is a normal cough and catarrh causing the fever and say that after
3days it will finish “nar that cough and catarrh di give yi fever and after 3 days eih go finish” so
they wait at home doing nothing until the situation becomes worse.

This suggests that the doctor will have to put the child on a higher category of antibiotics to combat
the problem, which would incur additional costs. The choice of primary healthcare is impacted by
parents' cultural perceptions and interpretations of the signs and symptoms of the disease. During
a FGD in Muea, a 32-year-old woman and mother of a four-year-old child stated:

They referred to chest retraction as “under bobi ", and it is not treated in the hospital. She noted
that pneumonia in children might result in a rapid or irregular heartbeat. Her perception and
interpretation of pneumonia’s signs and symptoms led her to traditional healthcare delivery, based
on the cultural belief that this sickness in children cannot be treated in a hospital.

Another participant in the FGD in Molyko, a 40-year-old mother, agreed: "Corner belly”, also
known as spleen, is what is called pneumonia. Spleen disease is a childhood ailment caused by
excessive or untreated malaria. They regard an enlarged spleen as a childhood ailment that medical
professionals cannot treat. When the lower chest indrawing was identified in most of the FGDs as
a sign and symptom of pneumonia, there were several differences. Some parents supported it,
while others opposed it, claiming that it was a sign of "corner belle,” or spleen caused by acute or
poorly treated malaria. These responses culturally defined the diverse perceptions and
interpretations of the condition by parents, hence determining the various health-seeking
behaviours. This was expressed by a participant in the in-depth interview in Molyko, a 65-year old
mother and retired nurse, who said:
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As nurses, we refer to what the people called "corner belly" as a spleen, not pneumonia. It is an
indication of acute malaria that has been present in the child for an extended period or has been
poorly treated, and it causes the infant's feet to grow cold. She referred to it as a sign of acute
malaria rather than pneumonia, even though pneumonia damages the lungs and causes difficulty
breathing and coughing.

It is worth noting that side pain accompanied by cough is not a sign or symptom of pneumonia
unless it is discovered before the true reason can be determined. During interviews, several parents
argued that side pain is a sign and symptom of pneumonia, whereas others disagreed. A 40-year
old woman from Soppo stated,

Side pain and pneumonia are not the same thing; side pain has its own manifestations. Side
discomfort causes a strong sensation accompanied by coughing and is typically handled by
traditional practitioners.

The results show that in Buea Health District, most parents believe that pneumonia is severe and
life-threatening. However, parents may delay seeking care because of misconceptions or
misinterpretations regarding the signs and symptoms.

Theme 2: Parents' perceptions and interpretations of the causes of childhood pneumonia

Respondents in the Buea Health District identified four key causes of childhood pneumonia:
environmental, biological, cultural, and spiritual. This demonstrates that the underlying causes of
pneumonia in children aged 0 to 5 in the study area are unclear, necessitating more investigation.
Most environmental factors were linked to housing, living conditions, climate, and socioeconomic
position. Most biological factors were associated with ageing, underlying medical problems,
infections, malnutrition, and poor eating habits. According to the study's findings, participants in
all five focus group discussions recognised colds as the most common cause of paediatric
pneumonia. Respondents were motivated to propose several remedies and explanations about how
colds causes pneumonia in children. In a Soppo interview, a 60-year-old grandma disclosed that
“the cold is the leading cause of pneumonia in children. When very young children are repeatedly
exposed to cold, they are more likely to develop pneumonia”. This suggests that children should
always be kept warm by wearing warm clothing to avoid pneumonia. In the same vein, another
participant from Soppo, a mother of a 3-year-old child, reiterated that “Pneumonia is caused by
severe cold, playing in the rain, drinking cold water and food, and not putting on warm clothes”.
Another participant during the K1l in Tole, a mother of a 4-year-old girl suffering from pneumonia,
added “colds impact the chest and ribs, causing catarrth and cough, which can develop into
pneumonia”.

It is also crucial for parents to understand what to feed their children, when to play, and what to
wear, especially in the cold. The findings suggested that childhood pneumonia can also have
biological causes. Age of the child, poor food or malnutrition, and underlying medical conditions
were all perceived biomedical factors that contributed to pneumonia infection in children. A 60-
year-old grandmother who took part in the FGD in Great Soppo highlighted it by saying:

One of the primary causes of pneumonia in children is fungal infection, particularly when the child
moves or plays in the rain and drinks cold water, which generates a fever in the child and can
eventually lead to pneumonia.

According to the study, premature birth and Down syndrome were two such conditions associated
with an elevated risk of pneumonia infection. In this context, a 50-year-old parent stated during a
one-on-one interview in Great Soppo that "His daughter was born prematurely and has had
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pneumonia complications since birth."” During an individual interview at the regional hospital in
Buea, the 42-year-old father revealed that:

He tries everything to keep her warm and follows her up with traditional treatments, and her health
has remained steady. If his child had been born naturally, we would not have had these issues. She
was born with Down syndrome, and as a result, she has become unwell regularly; one of these
illnesses is pneumonia, for which we have been admitted to the hospital.

Pregnant women should be vigilant about the meals and beverages they consume, as well as the
activities they engage in, because some of these may result in premature births or cases of Down
syndrome.

During the conversations, it became evident that pneumonia may affect anyone at any age.
However, medical specialists emphasised that it was common in children under the age of five and
seniors beyond the age of sixty. Some participants believed that pneumonia has spiritual causes,
whereas others believe that diseases have both natural and spiritual causes. As a result, therapeutic
alternatives for these cases will not be limited to natural or biological ones. This perception has
also been heavily influenced by people's cultural beliefs. The response underlines the importance
of developing proper strategies and support mechanisms to combat pneumonia in the community.

Similarly, a Tole FGD participant, a 25-year-old single mother of a 4-year-old girl who had
pneumonia treatment at the Tole Integrated Health Centre, stated:

Yes, because when a child becomes ill and needs to be taken to a traditional practitioner, they have
unique eyes and can tell you that your child's pneumonia is caused by envy. As a result, such cases
cannot be treated in hospitals and must be treated by a traditional practitioner who recognises the
case.

Another participant in the Muea FGD, a 50-year-old mother, explained succinctly that:

We should understand that we are Africans. There are cases of childhood pneumonia that the
hospital cannot treat due to the origin of the sickness, such as jealousy or man-made, in which
case we must resort to traditional treatment. Native doctors will make a traditional diagnosis and
simply explain why the child is sick. Some will argue that your foes do not want the child to live.
In such cases, the native doctor will treat it spiritually, something that the hospital cannot do.

To back up these claims, another participant in the individual interview in Molyko, a 49-year-old
female traditional practitioner who treats pneumonia in children, stated:

Before treating a child, she attempted to determine when the symptoms appeared within the month.
If the symptoms emerge during the month, it is a bad omen; if the symptoms appear at the start or
end of the month, they are normal. She, however, failed to provide a reasonable explanation for
the effect.

The type of health practitioner to contact is determined by the community's beliefs and
understanding of the disease’s causes. These practitioners may be traditional, spiritual, or medical.

Theme 3: Perception of preventive measures of childhood pneumonia

According to the study's findings, except for Muea, most parents in all five Health Areas were
well-versed with the disease's signs and symptoms. As a result of parents' awareness of the
potentially lethal nature of childhood pneumonia, we will be able to better understand the multiple
steps they take to prevent the infection. According to a 32-year-old mother of a 4-yearold child
who participated in the individual interview in Bokwoango, childhood pneumonia has major
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negative consequences and so “should be prevented by keeping children warm and avoiding
crowded and poorly ventilated rooms or environments”. This was also repeated by a participant
in the FGD in Bokwoango, a 53-year-old mother with a 4-year-old child suffering from
pneumonia, who stated, "She can prevent her child from pneumonia by keeping the child warm
and avoiding giving the child cold food and water".

Similarly, a participant of the FGD from Muea, a 32-year-old mother, commented:

To avoid malnutrition, it is best to provide a well-balanced diet to children. It is also recommended
that the mother give the child enough water to drink at least three times per day, even if the child
does not ask for it. This will protect the child from numerous infections, including pneumonia.

During the FGDs, several parents identified a healthy diet and adequate water as one of the best
methods to keep their children from acquiring pneumonia. They emphasised the need to feed
children a balanced diet and provide them with water on a regular basis to prevent pneumonia.

A 46-year-old mother living with a 4-year-old expressed similar feelings at a FGD in Great Soppo,
saying:

Yes, we can prevent pneumonia by caring for the child, ensuring that the child does not expose the
chest to cold, does not consume cold food, bathe or drink cold water, and keeps the child warm.
Also, shield the child's head and legs to avoid catching a cold.

Participants in the study believed that pneumonia vaccinations may prevent the illness, but they
were unsure whether there was still a vaccine available to prevent childhood pneumonia. Some
parents believed there existed a pneumonia vaccine, while others disagreed. This implies that these
parents of young children are unaware of the existence of a community-wide pneumonia vaccine.

In an individual interview, a 32-year-old mother of a 3-year-old child in Bokwoango supported
this viewpoint:

She is not aware of a vaccine for pneumonia, but she knows that while attending post-natal for all
her babies, the children are given many vaccines, and the pneumonia vaccine can be one of them.

In the same vein, a participant, a 53-year-old father of a 5-year-old in Molyko, stated in an
individual interview that “he is not aware of a vaccine for pneumonia and cannot consider
vaccination to be a preventive measure for pneumonia”. Another individual interview respondent
from Tole stated succinctly, “there is no vaccine for pneumonia, and she cannot assure whether
her children have ever taken the vaccine."”

The study found that, while participants discussed a range of preventive measures, many were
unaware of the pneumonia vaccine. Children who received the vaccine unintentionally did so
because their moms had regular vaccination sessions between the ages of 0 and 9 months.
However, their lack of knowledge about the vaccination hampered their capacity to continue
receiving pneumonia vaccine doses, and because further doses are paid for, money is an issue.
This means that medical professionals should create awareness of the availability of the pneumonia
vaccine in the research setting.

Discussion

Findings on parents’ perception and cultural construction of episodes of childhood pneumonia
revealed that parents' awareness and knowledge of pneumonia were inadequate, with the majority
obtaining their information from unofficial sources. This has serious implications for community
health because there is frequently no widely recognised local terminology for pneumonia, and
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parents interpret the illness based solely on observed signs and symptoms (e.g., coughing,
breathing with chest congestion) rather than recognising it as a severe, medically distinct infection.
The results are in line with those of Amuka et al. (2020), who studied the knowledge, attitudes,
and behaviours of caretakers addressing pneumonia in children under five at Kenya's Migori
County Referral Hospital. According to their findings, 27% of cases had pneumonia (Amuka et
al., 2020). Over 90% of carers did not know enough about preventive, risk factors, and causes
(Amuka et al., 2020). Most children sought care on the second and subsequent days after apparent
illness start, while self-treatment with over-the-counter drugs constituted most management
techniques (Amuka et al., 2020). During a pneumonia episode, carers' eating habits were likewise
not ideal. Even though most caretakers (87.1%) were aware of pneumonia, their viewpoint on the
illness was appropriate, but their knowledge and behaviours were lacking (Amuka et al., 2020).
The consequences of the theory of planned behaviour and the theory of reasoned action are as
follows: parents' attitudes toward medical aid are often delayed because they rely on cultural
constructs, such as the belief that pneumonia is only caused by "cold air" rather than germs. They
want to try traditional treatments first if they think the illness is just a common cold. However, the
finding that parents rely on unofficial sources highlights the importance of the opinions of family,
elders, and community networks. Parents try to act in accordance with whether traditional remedies
or contemporary medical care are the standard reaction in their community.

Results indicate that some parents were able to learn about pneumonia through door-to-door
sensitisation campaigns sponsored by medical professionals, which provided detailed information
on the disease's causes, symptoms, and prevention therapies. This shows that vital public health
messages may not reach families in distant or marginalised locations through traditional hospital
settings, necessitating direct community outreach and targeted home-based health education to
overcome knowledge obstacles. The results align with Bedford and Sharkey's (2014) qualitative
research on local obstacles and remedies to enhance care-seeking for malaria, diarrhoea, and
juvenile pneumonia in Kenya, Nigeria, and Niger. In addition to activities to address underlying
issues such social ideas and practices and gender dynamics, participants suggested solutions that
ranged from community-level to facility-level and more policy-oriented (Bedford & Sharkey,
2014). They examine the viability and implications of the suggested fixes (Bedford & Sharkey,
2014). This study offers crucial insights into demand-side barriers and locally suggested solutions,
given the substantial burden of childhood morbidity and mortality from pneumonia, diarrhoea, and
malaria in Kenya, Nigeria, and Niger. The theories of reasoned action and planned behaviour state
that parents can replace negative or neutral attitudes with positive ones by prioritising preventive
(like immunisation and handwashing) when they have a thorough understanding of the causes and
symptoms. Endorsement by medical professionals lends legitimacy to campaigns, making
prescribed preventive behaviours the accepted social norm in the community. By providing
targeted prevention strategies, the campaigns increase carers' self-efficacy, making them believe
they have the skills and resources to safeguard their children.

The use of radio as a health promotion medium was also discovered to alter parents' perceptions
of the unfavourable effects of a child contracting pneumonia. This finding suggests that radio-
based health promotion effectively dispels harmful myths and changes parents' perceptions of
childhood pneumonia. Instead of rejecting the sickness as a "mild cold,” parents come to realise
its full severity. A radio communication campaign is (a) intended to alter human behaviours; (b)
targeted at a large audience; (c) conducted over a predetermined period; and (c) consists of a series
of communication acts (Rogers & Story, 1987). The increased use of formative evaluation research
(research with the intended audience) to develop campaign strategies and pretest messages, as well
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as the division of overall audiences into distinct sub-audiences that are subsequently reached with
targeted messages, have made communication campaigns more successful in recent years (Bhatia
& Sahni, 2017). The idea of reasoned action holds that parental attitudes are influenced by the
radio. Parents create a negative judgment of childhood pneumonia and a favourable attitude toward
preventative or health-seeking efforts after learning about their severe, undesirable outcomes (e.g.,
fatality, long-term respiratory difficulty). Radio ads can shape broader social expectations (for
example, normalising doctor visits and lowering household smoke). When parents learn that other
members of the community prioritise their children's health, they feel compelled to follow similar
health habits. The idea of planned behaviour reinforces the notion of reasoned action by stating
that, while changing a parent's attitude (knowing the danger of pneumonia) produces the intention
to act, they must also feel capable of doing so. Effective radio programs not only warn parents
about the dangers of pneumonia but also offer practical answers to help them feel more in control.
The theory of planned behaviour admits that external constraints may hinder a planned activity.
For example, a parent may desire to take their child to the clinic but is unable to do so due to
financial or transportation issues. Radio campaigns must also highlight accessible and affordable
health measures to be extremely effective.

Many mothers learned about pneumonia via postpartum immunisation campaigns. This implies
that relying on immunisation campaigns to break the news means mothers may not be receiving
vital pneumonia education during their postnatal care visits. These results are consistent with the
findings of Razai et al.'s (2024) qualitative systematic review on the factors that encourage and
hinder vaccine uptake during pregnancy. According to their findings, vaccination adoption was
hampered by worries about the safety and effectiveness of vaccines, ignorance of their advantages
and necessity, fear of negative effects on the mother or foetus, and low perception of the severity
of the illness (Razai et al., 2024). Recommendations from reputable medical professionals, simple
access to immunisation, clear explanations of the advantages and security of immunisation, and
encouraging social influences from friends and family were all facilitators (Razai et al., 2024).
Strong and proactive vaccine recommendations from reputable medical professionals, vaccines
administered during routine prenatal care, and clear and consistent communication about vaccines
addressing pregnant women's concerns were all strategies for boosting vaccination uptake (Razai
et al., 2024). The hypothesis of action prioritises maternal vaccination to allow mothers to transfer
protective antibodies through the placenta and lactation, bridging the immunity gap.

The findings show that most parents in almost every Health Area surveyed are familiar with the
warning signs and symptoms of pneumonia, except for the Muea Health Area, where many
respondents could only recall two signs and symptoms of the condition. Coughing, difficulty
breathing, fever, lower chest drawing, chest discomfort, and fluid in the chest were all identified
by participants as signs and symptoms of pneumonia. The results corroborate Ngere et al.'s (2025)
study on perceptions of childhood illness and pneumonia recognition: consequences for Western
Kenyan health-seeking behaviour. According to the study, cough was identified as a disease and a
sign of measles, malaria, and pneumonia (Ngere et al., 2025). The notion of planned behaviour
suggests that a parent's attitude toward seeking treatment is linked to their understanding of the
ailment. Because Muea's parents recall fewer danger symptoms, they may underestimate the
severity of pneumonia, resulting in dangerous treatment delays. This includes the community,
cultural, and societal expectations that shape a parent's health-seeking behaviours. If the Muea
community normalises certain respiratory symptoms, parents will be less inclined to seek medical
attention. This assesses a parent's confidence in their capacity to recognise pneumonia and act.
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This is likely impaired in Muea due to a lack of understanding of which warning signs necessitate
immediate medical attention.

It is important to note that though most parents are aware of pneumonia in children and can discuss
some of the signs and symptoms of pneumonia, they usually mix up with signs and symptoms of
other diseases as a result of their cultural belief system, such as cough and catarrh (normal
influenza), fever (malaria), chest retraction "under bobi /corner belle™, rapid /abnormal heartbeat
"corner belly" (spleen), side pain (side pain, cannot be treated at the hospital), difficulties in
breathing (airtight). Ribs, coughing and catarrh, as well as chest pain and lower chest indrawing,
were frequently considered to be signs and symptoms of something other than pneumonia. This
shows that cultural beliefs can provide a barrier to prompt medical care, allowing families to
confuse the life-threatening indications of childhood pneumonia (such as fast, laboured breathing
and chest indrawing) with more benign or other ailments.

Findings on parents' perceptions and interpretations of the causes of childhood pneumonia revealed
that in the Buea Health District, four causes of childhood pneumonia were identified, including
environmental, biological, cultural, and spiritual factors. The results of this study are in opposition
to those of Rudan et al. (2008), who looked at the aetiology and epidemiology of pneumonia in
children. Their research indicates that undernutrition, indoor air pollution, low birth weight,
crowding, and a lack of measles vaccination are the main risk factors for pneumonia incidence
(Rudan et al., 2008).

Results on the perception of preventive measures of childhood pneumonia indicate that, while
participants discussed a range of preventive measures, many were unaware of the pneumonia
vaccine. Children who received the vaccine unintentionally did so because their moms had regular
vaccination sessions between the ages of 0 and 9 months. However, their lack of knowledge about
the vaccination hampered their capacity to continue receiving pneumonia vaccine doses, and
because further doses are paid for, money is an issue. These results contrast with Zulkifili et al.'s
(2022) qualitative study on the community's impression of pneumococcal immunisation for babies
in Selayang, Selangor. The result showed that Pneumococcal Conjugate Vaccine (PCV) awareness
was good and was generally accepted among most participants, as a protection mechanism for
children, and because of recommendations from healthcare and services provided by the
government (Zulkifili et al., 2022). Meanwhile, three out of nine participants refused to take
vaccines due to external barriers, personal beliefs, and vaccine-related reasons (Zulkifili et al.,
2022). The theory of reasoned action implies that because carers are unaware of the vaccine, they
cannot develop a positive cognitive attitude toward it. They may fall back on traditional medicines
or other established preventive behaviours (such as nutrition or nursing). Social influences and
recommendations from familiar community members or trusted healthcare workers are important
motivators. If peers, elders, or doctors do not discuss or promote the pneumonia vaccine, carers
will not consider it an expected or usual health behaviour. However, the theory of planned
behaviour suggests that even if a carer becomes aware of the pneumonia vaccination, they may
lack the perceived control or self-efficacy to ensure that their child receives the vaccine. Barriers
such as vaccination shortages, lengthy wait times at local institutions, and a lack of mobility reduce
this perceived control. Carers may believe that pneumonia prevention is beyond their direct control
due to environmental factors, overlapping symptoms (such as mistaking it for malaria or measles),
or a general lack of understanding about how the disease is transmitted.
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Conclusion

This study explores parents’ perception and cultural construction of episodes of childhood
pneumonia in Buea, Southwest Region, Cameroon. The study was directed by three major themes
and subthemes: parents’ perception and cultural construction of episodes of childhood pneumonia,
parents' perceptions and interpretations of the causes of childhood pneumonia and perception of
preventive measures of childhood pneumonia. Parents' awareness and understanding of pneumonia
were insufficient, with the majority obtaining information from unauthorised sources, according
to the findings on how parents saw and culturally constructed childhood pneumonia episodes. The
Buea Health Area identified four major causes of childhood pneumonia based on parental
perceptions and interpretations: environmental, biological, cultural, and spiritual. Findings on the
perception of preventive measures of childhood pneumonia revealed that many parents believed
that vaccines, appropriate nutrition, and adequate hydration were useful in preventing pneumonia
by strengthening the immune system and blocking pathogens. This shows that pneumonia, rather
than being an unavoidable infection, is mostly a preventable, poverty-related sickness caused by
weakened immunity and low vaccination rates. The study concludes that it is critical to undertake
practical steps that prioritise boosting healthcare access, improving nutritional status, improving
sanitation, and increasing immunisation rates in rural communities.

Recommendations

To address cultural misunderstandings and enhance parental awareness of biological pneumonia
symptoms, we suggest a multi-sectoral strategy in the Buea Health Area that places a high priority
on the creation of approved, community-led health education campaigns. Local legislators and
healthcare administrators must increase immunisation coverage through mobile vaccination
clinics, subsidise paediatric respiratory care, and incorporate targeted nutritional counselling and
clean water initiatives to strengthen childhood immunity in order to eliminate the poverty-related
barriers causing high infection rates. To change the paradigm from treating an inevitable infection
to methodically preventing a disease linked to poverty, practical interventions must simultaneously
concentrate on improving rural environmental health by promoting improved household
ventilation and improved community sanitation infrastructure.
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