
R E S E A R C H Open Access

© The Author(s) 2024. Open Access  This article is licensed under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 
International License, which permits any non-commercial use, sharing, distribution and reproduction in any medium or format, as long as you 
give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if you modified the 
licensed material. You do not have permission under this licence to share adapted material derived from this article or parts of it. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or 
exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this licence, visit ​h​t​​​​t​p​:​/​/​c​r​e​​a​​​t​i​
v​e​​c​​o​​m​​m​​o​n​s​.​o​r​g​/​l​i​c​e​n​s​e​s​/​b​y​-​n​c​-​n​d​/​4​.​0​/​​​​​.​​​

Getnet et al. BMC Pediatrics           (2025) 25:23 
https://doi.org/10.1186/s12887-024-05257-1

BMC Pediatrics

*Correspondence:
Addisu Getnet
Addisuge@du.edu.et
1Department of Midwifery, College of Health Sciences and Medicine, Dilla 
University, Dilla, Ethiopia
2School of Public Health, College Of Health Sciences and Medicine, Dilla 
University, Dilla, Ethiopia

Abstract
Introduction  Morbidity and mortality associated with congenital anomalies are higher in low-income countries. 
People’s knowledge, beliefs, and attitudes towards congenital anomalies vary from community to community. In 
some communities, it is believed to be untreatable and the burden remains devastating. Studies addressing the 
societal perspectives were scarce, therefore this study aimed to explore beliefs and perceptions in the community 
about congenital anomalies.

Methodology  This study was conducted in Southern Ethiopia, Dilla town from September to November 2023. A 
qualitative study with a community-based exploratory study design was implemented. A total of 33 participants who 
were selected conveniently among permanent residents of Dilla town were included. Data were collected using face-
to-face in-depth interviews and focus group discussions. The collected data were transcribed verbatim and translated 
into the English language. Data analysis was implemented thematically using Open Code 4.03 software. Finally, the 
result was presented descriptively based on the themes that emerged. Trustworthiness was ensured throughout the 
data analysis.

Result  In this study, most participants poorly understood congenital anomalies. God’s punishment, curse, parents’ 
sin, magical practices and evil spirits, illness, lack of pregnancy care and contraceptive pills were the believed causes 
of congenital anomalies. The burden of congenital anomalies dismantles the social, economic, and psychological 
dimensions of the life of parents. In addition, the study identified attitudinal variations and doubts about treatment 
outcomes and prevention strategies of congenital anomalies.

Conclusion  This study highlights that people’s perceived knowledge, beliefs, and awareness of congenital 
malformations were limited to socio-cultural and religious roots. Understanding beliefs and perceived knowledge 
would be significant in planning risk-reduction strategies. Hence health education, behavioral change 
communications, and information dissemination strategies should be strengthened at each community level.
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Introduction
Congenital anomalies (CAs) refer to structural or func-
tional abnormalities, including metabolic disorders that 
arise during intrauterine development. These anomalies 
can be detected prenatally, at birth, or later in life [1, 2]. 
Although the exact cause of CAs is not known, genetic, 
nutritional, infectious, and environmental factors have 
a significant contribution to the occurrence. CAs cause 
serious morbidity, mortality, and long-term disability in 
children. Some CAs can be prevented through vaccina-
tion, supplementation of folic acid or iodine through 
fortification of foods, and adequate care before and dur-
ing a pregnancy [1, 3, 4]. Globally, 240,000 newborns die 
within 28 days of birth due to CAs. Around 8% of child 
death under the age of 5 years is caused by CAs [3, 5]. 
In east Africa, the proportion of structural CAs is 4.54 
per 1000 live births [6]. In Ethiopia, 21% of stillbirths and 
4.08% of neonatal deaths are associated with CAs [7, 8].

People’s perception of CAs varies from society to soci-
ety. Social, cultural, and biomedical-sourced beliefs on 
CAs are prevalent in many low- and middle-income 
countries. Superstitious beliefs towards CAs are held 
in different settings and are posing challenges for par-
ents [9, 10]. Many people think that CAs is the result 
of punishment sent from God for a parent’s sin. Others 
also perceived that CAs occur if a woman eats cultur-
ally forbidden food during pregnancy [11, 12]. Similarly, 
others believe that CAs occur when a mother faces a life-
threatening condition in the antepartum period. A study 
done in Kenya revealed that women think that CAs may 
have resulted when a woman engaged in sexual rela-
tions outside of her marriage and unfaithfulness [11, 13, 
14]. People in Brazil think that CAs result from tobacco 
smoking, drugs, alcohol, and serious genital infections 
[15]. Study participants in the Amhara region believed 
that the causes of CAs are parents’ sin, history of use of 
contraceptive pills, exposure for fertilizers (used for crop 
development), and use of un-prescribed drugs during 
pregnancy [16].

Medical and surgical treatments can be effective for 
certain types of health conditions, but due to limited 
awareness among parents and communities, many chil-
dren were not receiving the necessary medical and sur-
gical care [3, 17, 18]. Children born with CAs are often 
neglected either because their families feel ashamed and 
keep them hidden from society or because their parents 
are unaware of where to seek proper care [11, 19]. The 
experience of raising a child with a congenital anomaly 
can have a significant psychosocial impact on individu-
als. Women who have a child with a CA often experience 
emotional distress, self-blame, and a sense of unaccep-
tance. Mothers of children with congenital defects are 
frequently stigmatized and held accountable for their 
child’s condition [20–22]. Caring for children with special 

needs causes parents much suffering. For children in hos-
pitals, the financial burden of receiving treatments poses 
grave obstacles [17, 23, 24].

Understanding societal views, beliefs, and perceptions 
towards CAs is essential for implementing public health 
interventions. It is also helpful to strengthen preventive 
strategies that can reduce the occurrence of CAs and 
minimize their negative impact [16, 25, 26]. In Ethiopia, 
where multicultural communities are present, only lim-
ited evidence is available in Amhara region, northern 
Ethiopia. In southern Ethiopia, there are different eth-
nic groups that have distinct socio cultural identities and 
practices. Hence, a variation in the socio cultural beliefs 
and practices among the Amhara and the southern 
regions would justify the need to conduct similar study in 
the southern region of the country. Therefore, this study 
aimed to explore the community’s beliefs and percep-
tions towards CAs in Gedeo zone, southern Ethiopia. The 
results of this study would be crucial in gaining a deeper 
insight into the level of awareness within the community 
regarding CAs.

Methods and materials
Study area and period
The study was conducted in Dilla town, South Ethio-
pia, from September to November 2023. Dilla is located 
356  km away from Addis Ababa, the capital city of 
Ethiopia, and 86  km away from Hawassa, the capital of 
Sidama regional state. Dilla is the capital of the Gedeo 
zone, which is one of the trading and cash crop centers 
in southern Ethiopia. The area is 135 km2, which accom-
modates 102,624 people, among whom 50,286 (48.9%) 
are males and 52,338 (51.1%) are females. The town has 9 
kebeles under 3 sub-cities. There are two (1 public teach-
ing and 1 private primary) hospitals, 2 health centers, and 
16 medium private clinics in the town. Dilla University is 
also found in the town and provides academic, research, 
and community services for the surrounding societ-
ies. According to EDHS 2016, under five mortality was 
estimated to be 88/1000 live births, and infant mortal-
ity was 65/1000 live births. In the study catchment, the 
leading causes of neonatal mortality are neonatal sepsis, 
low birth weight, birth asphyxia, jaundice, and congenital 
malformations [27, 28].

Study design
A qualitative study with a community-based exploratory 
study design was implemented to explore beliefs and per-
ceptions in the community towards CAs.

Source population
All residents of Dilla town.
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Study population
The study populations comprised residents of Dilla town 
who were available during the data collection period.

Inclusion and exclusion criteria
All residents of Dilla Town were included in the study. 
Community members who resided in Dilla town for less 
than 6 months were excluded from the study. Also, those 
who were under 18 years old were excluded.

Participant selection and sampling procedure
Study participants were selected from residents of Dilla 
town. Participants were selected using community cen-
tered convenience sampling, where participants are cho-
sen because they are easily accessible to the researchers. 
Those individuals who were easily accessible in their 
villages were approached door to door individually. For 
the in-depth interview, 21 participants were recruited 
and underwent interviews. In addition, the researchers 
recruited focus group discussion participants who could 
provide detailed information from different backgrounds. 
A total of 12 discussants were recruited for the focus 
group discussion in two groups each with six partici-
pants. Before conducting interviews, participants were 
informed about the purpose, risks, benefits, and rights 
of participants. Informed consent was obtained from 
participants. The interview continued until the data satu-
ration was achieved and a total of 33 participants were 
included in the study for both interviews and focus group 
discussions.

Data collection method and procedures
Data were collected using face-to-face, in-depth inter-
views, which were guided by an interview guide. An 
interview guide was prepared in English and translated 
into Amharic and local Gede’uffa languages. An inter-
view guide was prepared by a team of researchers based 
on the scientific merit of the qualitative study and the 
objective of the study. The researchers reviewed differ-
ent literature to develop the tool. The data collection 
was conducted by Amharic (the working language of the 
country) and Gede’uffa (the local language of the Gedeo 
Zone). In-depth interview participants were approached 
in the community door to door. Focus group discussions 
with two rounds each with 6 participants were involved. 
Selected Focus group discussions participants were taken 
to a suitable place where they could speak freely and 
comfortably. Both male and female participants were 
involved in the Focus group discussions. The moderator 
controls the discussion to cascade without dominance. 
All responses of respondents were recorded using an 
audio recorder. Once the interview began, the inter-
viewer was deeply probing the interviewee to widen the 
flow of ideas. Before conducting actual data collection, a 

pilot interview was conducted to test the interview guide. 
Data was collected by those collectors who had a mas-
ter’s degree in maternity and neonatal nursing and were 
trained in qualitative data collection methods.

Trustworthiness
To ensure trustworthiness, the criteria of credibility, 
transferability, dependability, and conformability were 
considered in each step of data analysis. Credibility was 
ensured through prolonged engagement with the data 
and building trust with participants. Field notes were 
taken in each step of data collection, and peer debrief-
ing was made to confirm valid findings that can improve 
quality. Transferability was ensured through thick 
descriptions of findings gained from different data collec-
tion methods with sufficient details. Dependability was 
considered to assure the study procedure replicated with 
consistent results. Careful data collection techniques 
were implemented, and an audit trail from the outside 
reviewer was considered. Confirmability was ensured by 
following scientific data collection, analysis, and report-
ing procedures to make the process free of bias. Audio 
recording and transcription files were kept safe and con-
fidential with backup drives on password-protected com-
puters and emails. Files can be accessed through a formal 
request from the authors.

Data processing and analysis
The data collected from the in-depth interview and Focus 
group discussions were transcribed verbatim and trans-
lated into English. Translations and transcriptions were 
cross-checked for accuracy and consistency. Data analy-
sis was implemented thematically using Open Code 4.03 
software. The translated data were entered into open-
code software after careful reading line by line. Inductive 
coding was applied. Responses of individual translations 
were read line by line and represented by codes. All 
responses in the sentences and paragraphs were coded, 
and a list of codes was identified. Code definitions and 
dictionaries were prepared for the final refined codes. 
Categories/subthemes were developed from intercon-
nected codes. The final refined themes were named and 
described. Finally, the thematic analysis result is dis-
played based on the ideas and concepts described in each 
theme. Similar repeated responses were identified and 
coded in the same group. The codes were categorized, 
and themes were merged. Themes were generated from 
several combined codes. Finally, the researchers wrote up 
the descriptive summaries presented to the final themes, 
explaining the perceptions and beliefs towards congenital 
anomalies.
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Result
Socio-demographic characteristics of participants
The majority of the respondents were males 24(72.72%). 
The age of respondents ranged from 19 to 58 with the 
median age of 33 years. More than half of the respon-
dents were married (51.51%). More than half of the par-
ticipants were orthodox by religion (51.5%). (Table 1)

The final result of the thematic analysis of the qualita-
tive data unveiled four compelling themes: perceived 
knowledge and experience, causes of congenital anoma-
lies, burden of congenital anomalies, and attitudes and 
beliefs towards congenital anomalies. All the findings in 
each theme are described as follows:

Theme 1- perceived knowledge and experience about 
congenital anomalies
The majority of participants described CAs as a child 
being born with an illness, dysfunction, or a missing body 
part. They perceived malformations confined to hands, 
legs, and eyes.

“If some part of the body is missed or malformed from 
the normal structure it is a congenital anomaly: such as 
a child with paralyzed legs, undifferentiated fingers or 
defective eyes” (IDI, a 34-year-old male respondent).

Participants were asked about exposure to CAs. Most 
had not observed any anomalies firsthand and relied on 
information from other people, mass media, and social 
media. They felt that community-based health education 

and information dissemination programs were lacking. 
These inadequate information access and provision could 
emanate from gaining poor public and governmental 
attentions. Some expressed potential frustration if they 
had a child with anomalies.

“I have never seen a child born with congenital anomaly 
but I hear from my neighbor about a child born with a 
very large head which is full of water” (IDI, a 26-year-old 
female respondent).

“I don’t know about it, I didn’t see any newborn which is 
malformed. I might feel frustrated and afraid to touch the 
child if I see a newborn with a defective body part” (IDI, a 
24-year-old female).

Theme- Two: causes of congenital anomalies
The participants identified cultural, medical, traumatic, 
and nutritional factors as potential causes of CAs. 
Although the exact cause remains uncertain, cultural 
influences are believed to play a significant role. Addi-
tionally, the participants highlighted the impact of paren-
tal adherence to sociocultural norms on the newborn’s 
health outcome. They believe that curses and social dis-
appointment would result in the birth of an anomalous 
newborn to the family.

“A congenital anomaly is believed to be a mark of a 
curse or societal disapproval. If the couple disappoints or 
disrespects their family, the family may sadly curse them, 
which is believed to potentially bring about the birth of a 
baby with malformations.” (FGD, a 41-year-old male).

“There is a time when Abba Gadda (community lead-
ers) move around to visit and bless the society. If a woman 
puts on culturally inappropriate dressings during the 
Abba Gadda visit time she could have an unhealthy 
newborn.”(IDI, a 23 year male respondent).

Participants were asked whether CAs have relation 
with religious concerns. However, some participants 
explained that there was no religious basis for the devel-
opment of CAs. Others believe that congenital anomalies 
are a symbol of sin in their community and that par-
ents who violate religious codes will have a congenitally 
deformed kid.

“God would provide a congenitally malformed child 
as a punishment for sinned parents who broke religious 
orders” (IDI, a 31-year-old female respondent).

From the cultural perspective, there is also a belief in 
linking CAs with magical and evil practices. Some par-
ticipants explained that magical practices applied at 
the individual level or to the family would harm sibling 
outcomes.

“If someone applies magic to a pregnant woman, it 
could result in the abortion of her fetus or the birth of a 
child with deformities. It is also believed that if a pregnant 
woman lived near an evil-eyed person (Buda), she might 

Table 1  Socio demographic characteristics of participants
Variables Category Frequency Per-

cent-
age 
(%)

Sex Male 24 72.72
Female 9 27.27

Age < 20 2 6.06
20–35 21 63.63
> 35 12 36.36

Marital status Married 18 54.54
Single 11 33.33
Others a 4 12.12

Occupational 
status

Housewife 8 24.24
Government Employer 14 42.42
Merchant 6 18.18
Student 2 6.06
Others b 3 9.09

Education level No formal education 3 9.09
Primary 7 21.21
Secondary 9 27.27
College and above 14 42.42

Religion Orthodox 17 51.51
Protestant 10 30.30
Muslim 6 18.18

a divorced b daily labor
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give birth to a child with deformities.” (FGD, a 34-year-
old male).

Participants in this study explained that health and 
safety during pregnancy could be related to the devel-
opment of CAs. Disease, lack of pregnancy care, and 
nutritional deficiencies were believed to cause fetal mal-
formation. In addition, some participants stated that the 
cause of CAs is believed to have a genetic base.

“In my view illness during pregnancy could result 
in congenital anomalies, for example, if the pregnant 
woman was affected by serious illness during her ges-
tation, the fetal body parts might be affected and born 
unhealthy”(IDI, a 23-year-old female participant).

“The cause of the congenital anomaly is unknown but a 
problem in the diet pattern of the pregnant women would 
result in birth defect for instance if a pregnant woman 
didn’t get a balanced diet her fetus might be affected by 
an illness that could disable fetal body parts” (FGD, a 32 
years male).

Some participants in this study explained that birth 
control contraceptive pills would have a contribution to 
the occurrence of CAs.

“In my view contraceptive pills used to prevent preg-
nancy might cause fetal malformation in the next preg-
nancy. Even those post-pills used within 72 hours of sexual 
intercourse would increase the chance of congenital anom-
alies” (IDI, a 34-year-old male respondent).

Theme − 3 burden of congenital anomalies
Participants were asked to explain the burden of CAs; 
however, most participants explained the multidimen-
sional burden of CAs. Participants expressed the high 
burden of having a congenitally anomalous child from 
social, psychological, and economic perspectives.

“For a woman who gave birth to a congenitally mal-
formed baby, it is difficult to attend social events. She 
hears gossip and negative stories from her neighbors about 
her child that could discomfort the mother. In the village, 
the woman is called the “mother of the anomalous child” 
which is morally traumatic” (FGD, a 33-year-old male 
FGD respondent).

“Parents were insulted about their child; they heard dis-
gusting words and felt social isolation. People considered 
parents as criminals and sinned” (IDI, a 25 years female 
respondent).

Participants also explained that the burden of having a 
congenital anomaly child extends to the loss of marriage 
as the community believes that it could recur in subse-
quent pregnancies.

“If a woman once delivered a congenitally defec-
tive newborn and if she got divorced from her husband 
by any means, she might not have the chance to marry 
another husband because other men fear that she could 

have another anomalous child in the next birth”(FGD, a 
36-year male participant).

Most participants also expressed that the burden 
of congenital anomalies is higher, especially in-home 
care. Parents might need the support of another person 
to feed, and care for the anomalous child at home. The 
financial cost that will be expended for medical care is 
also difficult for parents.

“Even if the child survives for years, it is difficult to 
access education for the anomalous child, especially in 
illiterate societies” (IDI, a 34-year-old male respondent).

“Let me tell you one story: Once upon a time, a child in 
our village was born with a deformity, and her mother 
sought care at the local hospital. However, the local hos-
pital directed the child to higher tertiary care, which was 
over 400 km away from her home. She visited the tertiary 
hospital, but the hospital provided an appointment for 
surgical repair. However, the mother didn’t return to the 
date of the appointment because of a financial shortage. 
Unfortunately, the child is still partially deformed.” (IDI, a 
24-year-old male participant).

Theme − 4 attitudes and beliefs towards management of 
congenital anomalies
Participants were asked about the treatment of CAs and 
their attitude to the treatment however different options 
and attitudes were raised. Some participants explained 
that the treatment is impossible and have poor attitude to 
treatment outcomes. In contrast, the others had a posi-
tive attitude towards modern care. Those participants 
who had exposure to CAs expressed that the attempt to 
manage them via modern medicine didn’t get a satisfac-
tory outcome. Participants also indicated that there is a 
belief that medical and surgical interventions would com-
plicate the problem rather than heal the condition. Some 
participants also stated that if it is believed to be God’s 
order no intervention can produce a positive prognosis. 
As stated by some respondents, there is also an attempt 
to manage the problem through traditional medicine and 
religious options.

“Most anomalous babies are considered as God’s gift 
and parents are neglected to attempt medical care. Even 
those minor anomalies that can be treated are kept hid-
den at home. Some parents would try traditional practices 
or accept it as god’s will. It is believed that god’s order can-
not be managed by modern medicine” (FGD, a 41-year-
old male respondent).

“In our locality, there is an attempt to manage congeni-
tal anomaly cases through traditional and religious tri-
als. The baby will be taken to the healer man and they 
apply topical herbal medications or allow the child to 
drink leave extracted traditional drugs but no significant 
change was observed with these practices. As another 
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option, people used to have religious prayers and Holy 
water (Tsebel) as a treatment option” (IDI, a 35-year male 
respondent).

Let me tell you one story;” Once upon a time in our 
locality, a child with a closed anal opening was delivered. 
The father of the newborn makes an incision to the anus of 
the newborn with a blade at home to have an opening for 
defecation. But the child died two days after the local inci-
sion was made” (IDI, a 31-year-old female respondent).

Most participants believed that the prevention of CAs 
depends on the awareness of the family. Participants 
were also asked whether there are medications taken 
to prevent the occurrence of CAs. However, most par-
ticipants responded that they had no information about 
preventive medications. Some participants also indicated 
that CAs can be prevented to some extent in such a way 
that if proper nutrition and medical follow-up for preg-
nant women prevention would be possible.

“I don’t know whether these problems can be prevented 
or not, even I have no information” (IDI, a 30 years female 
respondent).

”It can be prevented by refraining from traumatic labor 
work, having a proper pregnancy follow-up and adequate 
nutritional care. Above all, attachment to religious faith 
and prayer are saviors from any adverse health outcome 
in the family” (FGD, a 43-year-old male participant).

Discussion
Poor knowledge of congenital anomalies
In this study, most participants poorly understood CAs. 
Most of the participants in this study had a limited 
understanding of CAs, as their knowledge was primarily 
based on oral narratives and talks shared by their neigh-
bors, relatives, and friends. Participants’ understanding 
of CAs was limited to malformations affecting the limbs 
and eyes of a child. Most had no exposure to congenital 
anomalies and reported never having seen any abnormal 
conditions. They also mentioned that information about 
congenital anomalies is not widely shared in their com-
munity. This might be due to poor governmental atten-
tion to the problems and weak community-based health 
education programs. This finding is similar to studies 
done in Nigeria and India [29, 30]. Only a few partici-
pants have information about CAs which is sourced from 
academic disciplines and mass media. These findings are 
also in line with studies done in Pakistan and Saudi Ara-
bia [31, 32].

Socio cultural based beliefs
The finding of this study explored different beliefs per-
ceived to cause CAs. Participants’ beliefs vary regard-
ing the causes of CAs. Many participants indicated that 
the occurrence of CAs is considered a sign of curse and 
social disappointment. It is believed that those parents 

who disappoint their families or community leaders 
become cursed and obtain a congenitally defective child. 
This implies that societal loyalty to the social and family 
structures would have an impact on fetal outcomes [18, 
33]. The causes of CAs were also believed to be due to the 
breaking of religious codes. Some participants explained 
that CAs are God’s punishment in response to parents’ 
sin. These concerns could emanate from the participants’ 
attachment to religious codes and thoughts. Similar find-
ings were displayed from prior review reports [33–35]. 
Contrary to these, other participants explained that 
there was no religious root for the development of CAs. 
As a participant stated magical practices applied among 
unfaithful social interactions would result in the delivery 
of a congenitally defective child. Similarly, some partici-
pants were believed to relate the occurrence of CAs with 
the presence of an Evil-eyed person in the neighborhood 
of the pregnant woman. These variations to the believed 
causes were sourced from people’s attachment to cultural 
practices. This finding is congruent with prior studies in 
northern Ethiopia and Nigeria [16, 36, 37].

Participants in this study indicated that medical con-
ditions during pregnancy and care and follow-ups with 
the pregnant mother would determine the fetal out-
comes. Medical illnesses that happen to the pregnant 
woman would cause congenital malformations [9, 11, 
16]. In addition, some participants added that nutritional 
deficiencies that occur during pregnancy are believed 
to cause congenital birth defects in the fetus. Similarly, 
lack of self-care and traumatic workload for the preg-
nant mother were believed to cause birth defects. These 
findings are in line with prior studies from Kenya, the 
Philippines, and Iran [9, 11, 38]. In this study, few par-
ticipants explained that CAs would have a genetic base. 
In contrast, the majority believed that congenital anom-
alies would not have hereditary concerns [9, 18, 33]. In 
this study, contraceptive pills were blamed for causing 
congenital defects in the upcoming pregnancy. Partici-
pants believe that birth control pills including emergency 
post pills would contribute to fetal malformations. This 
finding is in line with previous reports from Kenya and 
Northern Ethiopia [11, 16].

Socio-economic and psychological influences
In this study, the burden of CAs was explored accord-
ing to respondents’ views. The social psychological and 
economic challenges were described. Most respondents 
explained that parents who gave birth to congenitally 
malformed child suffer social isolation and stigma. These 
problems could be emanated from low awareness level 
of the community and poor social support strategies. 
This tells that the need for increasing public awareness 
and social responsiveness to reduce stigma associated 
with CAs [18]. In addition, respondents explained that 
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parents were ashamed to take their child to social cer-
emonies. Gossip and negative stories heard about their 
child would result in a psychological crisis for the parents 
of the anomalous child [39–41]. People considered these 
cases as a sign of sin and crime, therefore, parents might 
consider themselves criminals and sin committers [23, 
42]. The medical cost that could be wasted to treat CAs 
creates great economic stress [43, 44]. Difficulties to care 
at home and the need for additional servants who can 
care at home could challenge families [18, 23]. As stated 
by the respondents the burden of CAs extends to loss of 
marriage and sophisticates the life of women because in 
some societies CAs are believed to have a hereditary base 
[18]. CAs were believed to recur in the next pregnancies 
and men fear women who have a history of congenitally 
defective children.

Negative attitudes and doubts of management
Respondents in this study had different views regarding 
the management and prevention of CAs. Some partici-
pants explained that medical interventions would have 
a significant effect in treating CAs. In contrast, some 
explained that medical interventions wouldn’t have a sig-
nificant prognosis for the health of the newborn. Accord-
ing to some respondents, these are believed to be God’s 
punishment and no intervention can improve these 
defects. this finding is consistent with the study done in 
Madagascar, Africa [23, 45]. Others also explained that 
there were traditional treatment options including cul-
tural and religious trials. The use of traditional medi-
cines was practiced but no significant improvement was 
observed in the health of the child [33]. In addition, some 
believe that religious prayers and Holy water could have a 
role in managing congenital anomalies. Participants had 
also contrary views on the prevention of CAs. Some par-
ticipants had no clue whether it was preventable or not 
[32, 46, 47]. Some explained that based on the degree of 
defect prevention might be possible. It is also described 
that pregnancy care including nutritional care could pre-
vent the occurrence of CAs.

Strength and limitations
This qualitative study could be a pioneer in southern 
Ethiopia where the issue of congenital anomaly was 
poorly addressed. Also it may serve as a pilot to a more 
comprehensive cross sectional study. As a limitation, due 
to the qualitative nature of the study and the sampling 
methods were prone for bias. The inability to include par-
ticipants who had CAs affected children is also another 
limitation of the study.

Conclusion
In conclusion, this study explores perceptions and beliefs 
about CAs in the community. Poor knowledge and aware-
ness on CAs, a socioculturally based understanding of 
CAs, the psychosocial and economic burden of CAs, and 
poor attitude to treatment options are key findings in this 
study. The knowledge and awareness about CA is poor, 
and their little knowledge is not based on scientific facts 
rather it is highly attached with superstitious, cultural 
and religious based beliefs. These imply that there is poor 
health literacy and information scarcity in the commu-
nity. Hence, this study emphasizes the need for awareness 
raising program and social support strategies. Therefore, 
health education and behavioral change communications 
should be promoted in different settings. Health care 
providers should provide health education focusing on 
CAs for pregnant women in the antenatal care settings. 
Health education programs shall be strengthened in the 
schools and social events where people collectively meet. 
Moreover, different stakeholders including ethnic and 
religious leaders have to be engaged in creating public 
awareness that will foster prevention, encourage com-
munity support for parents with children who have CAs, 
mitigate against stigma, and encourage increasing gov-
ernmental investment in care of such children. It is also 
essential to develop healthcare policy for children with 
congenital abnormalities and their families. Further stud-
ies are also necessary to assess the populace’s perception, 
knowledge, attitude and awareness about prevention, 
causes, and management of CA in Ethiopia.
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