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ABSTRACT
Background/purpose Sepsis is a leading cause of 
morbidity, mortality and healthcare utilisation for children 
worldwide, particularly in resource- limited regions. In 
Kumasi, Ghana, organ system failure and mortality in 
children who present to the emergency department (ED) 
with symptoms of sepsis are often due to late presentation 
and lack of recognition and implementation of time- critical 
evidence- based interventions. The purpose of this study 
was to assess the barriers and facilitators for families 
in seeking healthcare for their septic children; and to 
understand the barriers and facilitators for ED providers 
in Kumasi to recognise and implement sepsis bundle 
interventions.
Design Single- centre qualitative interviews of 39 
caregivers and 35 ED providers in a teaching hospital in 
Kumasi, Ghana.
Results Thematic analysis of data from caregivers about 
barriers included: fear of hospital, finances, transportation, 
delay from referring hospital, cultural/spiritual differences, 
limited autonomy and concerns with privacy and 
confidentiality. Negative impacts on family life included 
financial strain and neglect of other children. ED providers 
reported barriers included: lack of training, poor work 
environment and accessibility of equipment. Facilitators 
from caregivers and providers included some support 
from the National Health Insurance. Caregivers reported 
having positive experiences with frontline clinicians, which 
encouraged them to return to seek health services.
Implications Qualitative structured interviews identified 
facilitator and critical barrier themes about seeking 
healthcare, and sepsis identification/management in 
the paediatric population arriving for care in our centre 
in Kumasi, Ghana. This study highlights significant 
deficiencies in healthcare systems that make sepsis 
management challenging in these settings.

INTRODUCTION
Worldwide, paediatric sepsis is a leading 
cause of morbidity and mortality, particularly 
in resource- limited regions1 2 and a global 

health emergency.3 When not identified/
treated early, there is risk of progression 
to organ failure and death. This is linked 
to disparities: training in management of 
shock, health facilities lacking resources for 
basic care4 and late presentation to health-
care facilities.5 6 In Ghana, a Sub- Saharan 
low- middle- income country (LMIC), there 
are descriptions of spiritual and traditional 
illness constructs (ie, Asram) having a role in 
family healthcare- seeking behaviour for chil-
dren aged under 5.7 Other factors such as 
the location of a hospital, availability of trans-
portation, and economic status influence the 
ability of caregivers to seek healthcare for 
children.

At Komfo Anokye Teaching Hospital, 
a 1- year audit was performed and found 
a 9% prevalence of paediatric sepsis for 
admitted patients, with a 79% mortality rate 
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hospital interventions worsen sepsis outcomes in 
low- and middle- income countries.
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 ⇒ Structured interviews of parents, caregivers and 
providers identified specific barriers and facilitators 
to sepsis treatment.
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for paediatric septic shock.8 There are institutional 
guidelines for the management of sepsis and shock,9 
but prehospital and early hospital factors are not well 
studied. We sought to explore the perceived barriers and 
facilitators to seeking healthcare by caregivers whose chil-
dren are septic and gained the perspectives of paediatric 
emergency department (ED) frontline clinicians.

METHODS
We conducted a qualitative study between September 
2023 and December 2023. We used an exploratory 
descriptive approach10 with in- depth interviews. The 
purpose of the interviews was fully explained to the study 
participants and voluntary written/signed consent was 
obtained, and monetary compensation was provided for 
participation. The funder of the study had no role in 
study design, data collection, data analysis, data interpre-
tation or writing of this report.

Setting
This study was conducted at Komfo Anokye Teaching 
Hospital in Kumasi, Ghana. The hospital is an urban, 
tertiary care, public academic hospital that has a large 
catchment area serving most of central and northern 
Ghana. It has 1200 beds (mixed paediatrics and adult). 
The paediatric ED has 20 beds, and the paediatric inten-
sive care unit (PICU) has six beds, with a paediatric ward 
of 240 beds. The paediatric ED sees approximately 300 
cases of sepsis each year, with approximately 60 cases 
admitted to the PICU. The main providers in the ED 
include house officers, residents, attendings and nurses 
(average nurse to patient ratio, 1:4). Patients are triaged 
on entering the ED and deemed to go to the high- 
dependent ED unit or low- dependent ED unit, based on 
vitals and initial examination.

Patient and public involvement
Patient caregivers and clinical providers were involved 
in the design of the research. Practice interviews were 
conducted with caregivers and providers at the hospital 
to obtain feedback on the interview guide prior to the 
start of the study

Participants
The participants in the study included caregivers and 
frontline clinicians in the paediatric ED. We used a 
purposive sampling strategy to recruit the participants. 
Inclusion criteria for caregivers were (a) >18 years 
old, with a child (between 2 months and 14 years old) 
with sepsis in the ED, PICU or paediatric ward and 
(b) consent to participate. Sepsis was defined with the 
systemic inflammatory response syndrome criteria plus a 
suspected infection,11 and a child was identified for the 
study as vitals and/or labs were screened in the ED triage, 
PICU, or paediatric ward. Once a child was identified as 
meeting criteria, the caregivers were approached by the 
research team and invited to participate. The timing of 

approach depended on the location of the child. If iden-
tified in the ED, caregivers were approached after triage 
in the ED, for the PICU and paediatric ward—caregivers 
were approached during the hospitalisation. Frontline 
clinicians were selected based on consent to participate 
and were sampled by profession; nursing, house officer 
(medical school graduates who are completing 2 years 
of general rotations pre- residency), resident (postgrad-
uate specialised trainee) to achieve diverse experiences 
and perspectives. Recruitment was discontinued when 
responses reached saturation.

Data collection and analysis
Face- to- face individual semistructured interviews were 
guided by interview templates, and focused on roles, 
facilitators, barriers/challenges and strategies for over-
coming the barriers. Interviews were conducted by local 
Ghanaian research assistants from the Kwame Nkrumah 
University of Science and Technology who specialise in 
qualitative studies, led by qualitative expert, PRA. Inter-
viewers were from outside institutions from the hospital 
and had no relationship with the patients, caregivers or 
frontline clinicians. Interviews were conducted either in 
English or the local language, Twi, based on the partici-
pant’s preference. The interview guide was first piloted 
with a caregiver and a frontline clinician (responses not 
included in final study). The interviews lasted 30–45 min. 
Audio recordings were transcribed verbatim by a team 
of local research assistants and translated into English 
(online supplemental file 1) .

Data analysis was performed using the six steps of 
thematic analysis.12 This analysis was concurrent with 
data collection, as it enabled researchers to understand 
the emerging themes. Four researchers (VCD, EGM, 
ED and PRA) reviewed each transcript independently 
to ensure a consistent approach to the data coding and 
identified themes as true reflection. The individual inter-
views were coded first to obtain individual accounts of 
their experiences and perspectives. The identified codes 
were then cross- referenced to evaluate whether different 
perspectives emerged using this approach. As the initial 
codes were found to be consistent, across for both care-
givers and healthcare providers, the data were combined 
for the next step of the thematic analysis.

To ensure rigour, team meetings were then held that 
included the researchers, who reviewed the respec-
tive coding matrices to identify potential themes and 
subthemes.

RESULTS
83 participants were approached—44 caregivers (3 had a 
child die) and 39 ED frontline clinicians; 74 participants 
(39 caregivers and 35 ED frontline clinicians) were inter-
viewed (tables 1 and 2). The caregivers who declined to 
be interviewed did not feel comfortable doing so, the 
clinicians declined due to their availability.

https://dx.doi.org/10.1136/bmjpo-2024-002814
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We identified three major domains (figure 1): (a) 
barriers to seeking healthcare, (b) facilitators to accessing 
healthcare and (c) strategies for enhancing access to 
healthcare.

Barriers to seeking healthcare
Financial barriers
Caregivers highlighted financial constraints as a common 
challenge. Although the National Health Insurance 
Scheme (NHIS) in Ghana pays for most healthcare 
services for children, some caregivers still could not 
afford the high costs for medications and treatment, 
causing financial strain.

The challenge now is finances. The money we have 
spent is not easy, we have spent a lot buying medi-
cines not covered by insurance. (Caregiver 4)

…I want my child to recover, but we are here so 
much I cannot work and take care of my other 

children, and I wonder if it’s better for her to die. 
(Caregiver 10)

Frontline clinicians affirmed similar sentiments.

…due to poverty, they usually come in late in a very 
bad state… the immediate goal is to stabilize such a 
child. (Physician 8)

Delays in referral system
Caregivers indicated they were referred from other rural 
facilities. Some asserted that they could not come imme-
diately because there was no ambulance, and others 
reported the fear of going to the ‘big hospital in Kumasi’ 
and attributed the delay in referral to inadequate human 
resources. Caregivers mentioned that the limited staff 
led to extended waiting times, heightening children’s 
discomfort and aggravating their anxiety.

I spent 3 hours there because there was only one 
nurse who attended to many people. My child could 
no longer bear the pains because his temperature 
was rising, I cried because I was very anxious. (Care-
giver 13)

Healthcare providers also described delays in referral, 
which delayed the treatment.

The delays in referral always happen. Some referring 
facilities only refer when it becomes critical. This is 
not helpful. (Physician 8)

Fear of the hospital
Fear of the hospital was seen as a barrier to seeking 
healthcare.

When I heard that we should come, I was terrified! 
Going to the big hospital meant either we would stay 
for a long time or return home without the child. 
(Caregiver 6)

Cultural and spiritual barriers
Some caregivers confirmed that severe illness is more 
spiritual than medical. They were confident that child-
hood illnesses were a result of something spiritual that 
needed traditional treatment.

…from a spiritual belief, when your stomach is swol-
len like this [referring to patient], it’s because you’ve 
been cursed, or drank poison, I just leave it to God. 
With this sickness, a Malam [ie, spiritual leader] can 
help with the treatment… (Caregiver 17)

Table 1 Sociodemographic characteristics of caregivers

Characteristics
Total participants, n=39
(%)

Age of caregivers

  18–49 30 (77)

  50 and above 9 (23)

Gender

  Male 4 (10)

  Female 35 (90)

Level of education

  Tertiary 9 (23)

  Secondary 12 (31)

  Primary 8 (20)

  No formal education 10 (26)

Table 2 Sociodemographic characteristics of frontline 
clinicians

Characteristics

Total participants, 
n=35
(%)

Frontline clinicians

  Resident 7 (20)

  House officer 19 (54)

  Nurse 7 (20)

  Midwife 2 (6)

Years of experience post- training

  <1 12 (34)

  1–5 13 (37)

  5–10 9 (26)

  >10 1 (3)
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Challenges in communication/information management
A notable barrier to accessing services was communica-
tion. Caregivers mentioned a lack of clarity and under-
standing regarding conditions and the treatment of 
their child. This left caregivers feeling uninformed or 
excluded, raising concerns about transparency and inclu-
sivity in patient care. Caregivers mentioned that these 
communication challenges undermined the trust and 
confidence they hold in the healthcare system.

I don’t know what is wrong with my child. Nobody is 
telling me anything, whether there is hope for her to 
survive, I don’t know. I have to know so that I can de-
cide if I have to seek help elsewhere. (Caregiver 20)

Similarly, frontline providers shared that an inade-
quate electronic medical record system prevents timely 
care by hindering timely and accurate sharing of patient 
information between healthcare professionals.

Also, the information management software/data 
entry does not work efficiently, it is difficult to share 
vital information. (Physician 8)

Education and training
Caregivers explained they had little/no knowledge about 
sepsis, hence it was difficult to identify symptoms. They 
knew that when a child felt ‘hot’, it meant that the child 
was unwell; however, caregivers were unable to tell the 
danger signs and when it was necessary to seek health-
care. Some explained that because of the fear of the 

hospital, they resort to other treatment options. Others 
who saw childhood illnesses as ‘spiritual’ did not see the 
necessity for promptly seeking healthcare.

I wish I had reported earlier, my son wouldn’t have 
died. I thought it was spiritual. I did not know it was 
serious, we were at home trying different local op-
tions. (Caregiver 31)

All frontline clinicians mentioned the need for further 
training to enhance their capacity in appreciating signs 
of sepsis and the treatment options to improve patient 
outcomes.

…I wish that we and nursing, got a lot more training 
on sepsis and other disease conditions and that we 
had more resources for education… (Physician 21)

Resources
Clinicians expressed frustration with the lack of access to 
resources, preventing providing quality care to patients 
with sepsis.

…there are lot of compromises with the care that we 
give, we do the best we can. I think because of our 
limited resources, the system doesn't help us to do 
the best that we can do. (Nurse 5)

Figure 1 Themes mapped to the Consolidated Framework for Implementation Research domains.21
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Facilitators to accessing healthcare
Personal satisfaction/professional motivation
Caregivers explained they were encouraged to seek 
healthcare services whenever their children responded 
positively to treatments. This satisfaction further strength-
ened their belief and trust in the effectiveness of the 
healthcare system.

…all I want is for my child to get better. I trust com-
ing to the hospital because my child gets well after 
the doctors treat him. This encourages me to seek 
care here. (Caregiver 15)

Frontline clinicians indicated that professional motiva-
tion, marked by observing positive healthcare outcomes 
for children, boosted their dedication and commitment 
to providing quality care.

The fact that patients come, and they are helpless, 
and you can intervene and put a smile on their face 
when they get better…. It’s the smile that makes me 
happy and encourages me to do more. (Physician 13)

Strategies for enhancing access to healthcare
Increasing financial support
Caregivers and frontline clinicians consistently empha-
sised the critical need for more affordable healthcare. 
Although the NHIS covers most services, some specific 
services and medications are not covered, particularly in 
cases involving serious health conditions, such as sepsis, in 
which treatment is expensive, multifaceted and multidis-
ciplinary. To enhance access, the caregivers subsequently 
discussed that the NHIS should be more inclusive and 
comprehensive, covering both direct medical costs (ie, 
costs of services and medications) and indirect expenses 
(costs for transportation, accommodation and feeding of 
both caregivers and children).

…we are pleading with the government to help us 
cut down on some of the cost by widening the scope 
of coverage for the NHIS. They should pay for labs, 
scans, and help us with where mothers sleep and 
eat… (Caregiver 20)

If there is a way to get the NHIS to cover the majority 
of the services and medications, like a special fund 
for child health…it will render management to be 
more affordable and effective. (Physician 3)

Strengthening healthcare staffing and response efficiency
Caregivers highlighted the need for additional healthcare 
staff and commented on long waiting hours, suggesting 
recruitment of more nurses to improve service delivery 
for their children.

We have heard that a lot of the nurses have left to 
seek greener pastures abroad. They need additional 
nurses. (Caregiver 11)

Caregivers felt that the waiting times were moments of 
anxiety and needed to be improved. Frontline clinicians 
also shared that employing adequate expertise enhanced 
care.

When the hands are many, we are able to attend to 
patients promptly…and it saves time and even lives 
of our patients. (Nurse 13)

Improving communication and information sharing
Caregivers consistently expressed a desire for clearer 
communication, particularly regarding diagnoses and 
treatment. They stressed that communication is pivotal 
in building trust and ensuring that caregivers were 
adequately informed about the health conditions of the 
child.

…The doctors and nurses should be frank with us on 
the condition of our children, so we know the deci-
sion to take in the future. (Caregiver 1)

Frontline clinicians emphasised that continuous infor-
mation sharing should be encouraged, as it ensures 
frontline clinicians are up to date with the latest practices 
and knowledge, enhancing the quality of care provided.

There should be information sharing among health-
care professionals. Everyone should know about sep-
sis, focusing on the importance of recognizing the 
signs and symptoms. (Physician 2)

Enhancing the rights of caregivers and children
Caregivers emphasised the need to ensure respect for the 
rights of both caregivers and children. They suggested 
that their right to be informed and to actively participate 
in healthcare decisions concerning their children should 
be encouraged. Respecting the privacy and confidenti-
ality of information gathered on children could boost the 
trust they hold in healthcare systems.

I think our contributions should be actively sought in 
making treatment decisions concerning our children 
in every facility because nobody knows my child bet-
ter than I do… (Caregiver 27)

DISCUSSION
The interviews highlighted the perceived importance 
of financial burden, referral delays, spiritual and tradi-
tional beliefs, transportation, overall knowledge of a sick 
child and the need for training to recognise sepsis and 
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initiate time- critical interventions. Previous work has 
explored the barriers to care in LMIC settings. Thaddeus 
and Maine develop the Three Delays Model through 
a literature review that demonstrated that in LMICs, 
obstetric complication outcomes were dependent on 
three phases: treatment seeking delay (due to costs 
and distance), delay in identification and accessing a 
health facility and a delay in receiving adequate care 
due to scant accessibility of health services.13 Our study 
specifically explored these barriers for septic children 
in an LMIC setting. Most barriers to effective sepsis 
care that were found in this study are not necessarily 
specific to sepsis, but are the consequences of general 
healthcare system challenges in these settings. In low- 
resource settings, the burden of sepsis is multifacto-
rial and significantly driven by poverty, politics, health 
inequity and under- resourced health systems; the lack 
of supplies, non- sufficient healthcare facilities and the 
lack of inadequate access to critical care all contribute 
to this global health crisis.5 Yaya et al found there was 
a low rate of healthcare- seeking behaviour among 
mothers for childhood illnesses and linked to dispar-
ities in maternal education.14 Although the findings 
of our study can be applied to healthcare seeking 
and management of diseases in LMICs in general, we 
specifically explored the barriers and facilitators to 
timely sepsis and appropriate sepsis care for children 
who accessed the ED in Kumasi, Ghana, by uniquely 
obtaining the caregiver’s point of view and the health-
care providers’ in this Sub- Saharan African setting.

One area of improvement that was highlighted was 
the delay in referral. For many morbidities, patients in 
LMIC settings as opposed to higher income settings may 
experience longer delays before transfer.15 Although 
complex, addressing referral delays should be a core 
focus of interventions, with future implementation 
programmes focusing on modes of transportation 
and sepsis educational interventions in community/
referral health centres that provide support on training 
providers to stabilise patients with sepsis prior to 
transfer. For improved ED management and transfer 
process in the Sub- Saharan African setting, resources 
such as the WHO Emergency Care Toolkit are available 
to be used in resource- limited hospital settings to help 
improve the systemic care of acutely ill patients,16 as 
potential solutions for improved quality of care for the 
critically ill child with sepsis. Families also expressed fear 
going to hospitals with thoughts that their child would 
die there. This is a complex response that is multifac-
torial involving not only families but the overall health 
system; late presentation, lack of financial resources 
and poor quality of care may all play a role in families’ 
fear of hospitals.6 7 Encouraging family participation 
in medical decision- making could strengthen the trust 
between providers and families, which could lead to 
families seeking medical care earlier. A study in Ghana 
showed that empathy and medical decision- making 
were a concern for many patients, and addressing this 

may improve patients’ trust in the healthcare system 
and compliance to treatment.17 Spiritual beliefs also 
have a distinct role in the delay to seeking healthcare,7 
which leaves room for more education of caregivers who 
prioritise traditional treatments. Studies have reported 
the increased use of traditional medicine throughout 
Africa18; this should be targeted by healthcare policy 
makers to address the paediatric mortality/morbidity 
rates in Ghana.

Interventions to address staff burn- out and provider 
retention should be prioritised. Many frontline clinicians 
expressed frustration with difficulty accessing necessary 
supplies and resources such as intravenous fluids and 
antibiotics, which require families to purchase these 
items prior to use. There was also a universal request for 
further training and the need for more frontline clini-
cians. Implementing a paediatric sepsis protocol in this 
setting has been studied, and should be simple, precise, 
educational, and incorporate teamwork and effective 
communication.19 A focus should be made to incorpo-
rate specific sepsis training on sepsis recognition, with 
support of new sepsis criteria,20 and management, which 
could be adapted as a part of the new provider’s training 
process. In addition, this should be incorporated in the 
community to help engage and educate families on 
sepsis and illness recognition. The findings in this study 
confirm previous findings, which emphasised the need to 
strengthen healthcare delivery systems, resources and the 
ability to identify sepsis, to reduce the burden in LMIC 
settings.5

Our study has several limitations. Although we 
were able to reach thematic saturation of answers in 
the interviews, some caregivers did not feel comfort-
able participating due to the loss of a child or lack 
of consent from spouses (a cultural necessity to seek 
consent from the head of the household, which is the 
man). This could be a source of bias, which we tried to 
mitigate by approaching both caregivers and ensuring 
the approach was by a culturally appropriate individual 
who was fluent in their native dialect. Interviews were 
conducted with caregivers of children who success-
fully accessed the ED/hospital, but did not include 
those who failed to access the system. This source of 
potential bias is acknowledged, and thus our Consol-
idated Framework for Implementation Research 
framework represents the facilitators/barriers of those 
who accessed healthcare in this setting. The perspec-
tive of those unsuccessful or unwilling is important, 
but beyond the scope of this manuscript. Finally, we 
restricted our healthcare worker interviews to front-
line clinicians, who are specifically the target for our 
proposed future educational intervention. The lack 
of inclusion of other healthcare workers may exclude 
important viewpoints, but was beyond the scope of this 
investigation.

Overall, this qualitative study highlighted many areas 
of potential action from both the caregiver and front-
line clinician side that could be candidate interventions 
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to improve mortality and morbidity of septic children. 
Future research should focus on a contextualised chain 
of survival for paediatric sepsis in LMIC settings that 
target prehospital measures to identify and treat septic 
children. In addition, these results open the opportunity 
for discussion with hospital administrators on addressing 
the systemic barriers.
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