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ABSTRACT
Background: Bone fractures in low‐ and middle‐income countries are commonly managed by traditional bonesetters (TBSs).
Past studies emphasize the potential for improved fracture care through intersectoral cooperation. This review gauged support
among stakeholders for intersectoral collaboration and the results of previous initiatives.
Methods: Five medical databases were reviewed. Studies focusing on stakeholder perspectives and articles detailing collabo-
rative initiatives were included. Data extraction and synthesis were carried out using the Cochrane Consumers and Commu-
nication Review Group's template. Additionally, all studies underwent quality assessment.
Results: Of the 3821 identified articles, 16 were included after full‐text screening. Twelve articles presented stakeholder per-
spectives, whereas four discussed collaborative initiatives. The overall article quality was low: articles on stakeholder per-
spectives scored on average 1.42 out of 4 points, whereas articles on collaborative initiatives scored a mean 1.25 points. In total,
62% of stakeholders (75% of TBSs, 92% of hospital staff, and 52% of patients) expressed support for intersectoral collaboration.
The ratio between stakeholders expressing support versus those opposing was 4.4:1. No articles presented data on governmental
perspectives. The most mentioned collaborative forms were TBS training (24% of stakeholders) and an integrative model (16% of
stakeholders). Interventional studies all consisted of TBS training, reporting improved clinical outcomes and increased practice
integration.
Conclusion: Despite the limited and low‐quality evidence on collaboration initiatives and perspectives, most stakeholders seem
supportive of intersectoral collaboration, with training and integration being commonly suggested. Future research efforts
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exploring the feasibility of embedding TBSs into current primary care systems should ensure the involvement of local and
national government.

1 | Introduction

Musculoskeletal injuries and bone fractures are a global public
health issue, causing a significant disease burden. According to
theGlobal Burden ofDisease Study 2019, the global incidence and
prevalence of bone fractures in 2019 were 178 million and 455
million, respectively [1]. These injuries often result in lifelong
disabilities, accounting for 25.8 million years lived with disability
as of 2019 [1]. The impact extends beyond the individuals affected,
placing a substantial strain on healthcare systems and commu-
nities through direct and indirect costs, including decreased
productivity and significant economic losses.

In low‐ and middle‐income countries (LMICs), road traffic in-
juries are a major cause of bone fractures. The World Health
Organization (WHO) reports that 93% of road traffic injury deaths
occur in LMICs, with the African continent experiencing the
highest rate of these fatalities [2].Despite the significant burdenof
bone fractures resulting from these injuries, many sub‐Saharan
African countries have a disproportionately small surgical
workforce, hindering their ability to adequately address this issue.
For instance, TheUnited States count 9.2 orthopedic surgeons per
100,000 population [3], whereas Tanzania's surgical specialist
workforce was estimated to be 0.46 per 100,000 population, with
no data on the proportion of orthopedic specialists available [4].

When dealing with bone fractures, patients in rural areas of
LMICs tend to prefer traditional bonesetters (TBSs) over formal
healthcare. TBSs do not work in the regulated health field and
often employ a combination of fracture splinting, massage and
herbal ointments. Although relatively simple fractures may heal
acceptably this way, patient with complex fractures are likely to
develop serious disabilities such as mal‐ or nonunion, or osteo-
myelitis. Alternatively, formal healthcare is defined as structured
systems that involve licensed professionals and institutions,
which follow standardized practices and regulations. Reasons for
patients to prefer TBSs include higher cultural acceptability,
affordability, geographic convenience, and the limited availability
of orthopedic trauma care. Earlier studies in rural Nigeria and
Ghana showed that over 70% of fracture patients consult these
traditional practitioners [5, 6]. Although these data suggest that
TBSs could offer a partial solution in alleviating the burden on
orthopedic surgical care, several other studies point out the
complications associated with traditional bonesetting [7–9].
Currently, this has led to conflicting recommendations, with
some authors calling for governmental mitigation of TBSs [10,
11], and others arguing for increased collaboration to reduce TBS‐
related complications [12, 13]. However, there remains a
significant gap in understanding the perspectives of various
stakeholders—patients, traditional bonesetters, hospital staff,
and government officials—regarding the appropriate approach to
traditional bonesetting. Specifically, should there be collabora-
tion betweenhospitals andTBSs, or should these practices remain
distinct and be mitigated?

To our knowledge, there is currently no comprehensive review
that critically assesses and summarizes the published literature
on stakeholder perspectives in regard to professional cooperation
between TBSs and the formal healthcare sector. The same applies
to the literature available on any attempted collaborative initia-
tives between both parties. Therefore, the goal of this systematic
review is to compile the current literature available on the per-
spectives of relevant stakeholders on intersectoral collaboration,
to guide future policy on fracture care in rural areas.

2 | Methods

2.1 | Overview

We conducted a systematic review, exploring perspectives
among stakeholders on intersectoral collaboration and previous
initiatives toward this goal. This study did not require institu-
tional review board approval because it used publicly available
data sources and is a review article. The PRISMA (Preferred
Reporting Items for Systematic reviews and Meta‐Analyses)
reporting guidelines were used in the study's design [14].

2.2 | Search Strategy and Selection Criteria

Five databases, PubMed, Embase, Web of Science (WoS), Cu-
mulative Index to Nursing and Allied Health Literature
(CINAHL), and Google Scholar were searched from database
inception until July 2023. The search was repeated in September
2023, to ensure inclusion of the most recent literature. The
following search terms (and their synonyms) were used: ‘tradi-
tional bonesetting’ and ‘traditional African medicine’, ‘extremity
fracture’, ‘limb fracture’, and ‘bone fracture’ (see Supporting In-
formation). To ensure robustness of the search strategy, infor-
mation specialists of the Radboud UMC were involved in its
development. Two types of studies were appraised:

– Articles exploring perspectives of TBSs, patients/commu-
nity, hospital staff, and government employees on inter-
sectoral collaboration.

– Articles studying interventions toward intersectoral
collaboration

Original, full‐text, peer‐reviewed, articles in the English lan-
guage were included. We used the WHO definition for inter-
sectoral collaboration, which is “a recognized relationship
between part or parts of the health sector with parts of another
sector which has been formed to take action on an issue to
achieve health outcomes (or intermediate health outcomes) in a
way that is more effective, efficient or sustainable than could be
achieved by the health sector acting alone” [15].
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Two investigators (S.H. and J.B.) independently screened the
titles and abstracts of the identified articles, with subsequent
full‐text review of eligible articles using the web‐based version
of Rayyan [16]. In case of disagreement between S.H. and J.B.
during the discussion, a third investigator (T.H.) made the final
selection. This methodology was applied to both the first and
second search. Backward and forward snowballing was con-
ducted using the screened full‐text articles to identify any
additional relevant articles.

2.3 | Data Analysis

The Cochrane Consumers and Communication Review Group's
extraction template was used for data extraction [17]. After a pilot
using three articles, the extraction sheet was reviewed by S.H., J.
B., and T.H. and modified to ensure validity. Data extraction
encompassed basic stakeholder demographics, study design, and
support for intersectoral collaboration. Interventional studies
toward intersectoral collaborationwere assessed for effectiveness.
Independent data extractionwas carried out by S.H. and J.B., with
T.H. as a third assessor in case of persisting variance.

Quantitative outcome measures included the proportion of re-
spondents indicating support for intersectoral collaboration and
suggested form of collaboration. To synthesize heterogeneous
data, these forms of intersectoral collaboration were categorized
into ‘provision of funds/infrastructure/equipment’, ‘training’,
and ‘integrative model’. An integrative model was defined as
any structural collaboration in the treatment of fracture pa-
tients, involving input from both sides.

A quality assessment tool of the Cochrane Collaboration Qual-
itative Methods Group was modified to include a quantitative
grading system and allow comparison between studies (see
Supporting Information) [18]. Articles on stakeholder perspec-
tives were assigned 1 points each for credibility, transferability,
dependability, and confirmability to a maximum score of 4. A
score of 0–1 point was defined as ‘low quality’, 2–3 points as
‘medium quality’, and 4 points as ‘high quality’.

Interventional studies were similarly assessed for internal and
external validity, reliability, and objectivity. Two investigators
(S.H. and J.B.) performed the quality assessment individually,
finding consensus afterward.

3 | Results

3.1 | Search Results

The first search, from database inception up to July 2023,
identified 3629 records. After the removal of 913 duplicates,
2716 records underwent title and abstract screening. A total of
99 records underwent full‐text screening, and 14 records were
included. Backward snowballing yielded one additional record.

The second search of the same databases (from database incep-
tion, up to September 2023) identified 192 new records. Nine
duplicates were removed, and 183 records were screened. Out of

this selection, one additional record was added. Thus, a total of 16
studies were included in this review (see Figure 1).

Twelve articles explored stakeholder perspectives on collabora-
tion, totaling 447 participants, whereas four articles described
interventional studies, involving a total of 637 participants (see
Table 1). The majority of studies were carried out in Sub‐
Saharan Africa (14/16 studies, 87.5%), where Nigeria was the
most common setting (5/14 studies, 36%).

3.2 | Quality Assessment

Among the 12 studies on stakeholder perspectives, six studies
were deemed as ‘low quality’, five studies ‘medium quality,’ and
one study as ‘high quality’. The average quality score was 1.4
points (SD 1.4), often due to small sample sizes and/or signifi-
cant exposure to bias. Among the interventional studies, two
studies were deemed as ‘low quality’, one study as ‘medium
quality’ and one was deemed as ‘high quality’. The average
quality score of these studies was 1.3 points (SD 1.6) (see
Table 2).

3.3 | Articles on Stakeholder Perspectives

TBS perspectives on collaboration were reported in 11 studies,
where a total of 158 TBSs were interviewed (see Table 3). Re-
spondents were predominantly male, and displayed a diverse
range of educational backgrounds, with the highest number
having secondary schooling (28%), followed closely by primary
education (23%) and no schooling (20%). Although age was
heterogeneously reported, most TBSs seemed to be in the 40–
60 years range. All reported having extensive experience in their
field of practice, with a median of 17 years.

A majority of TBS respondents across all studies (75%) expressed
their support for intersectoral collaboration. The most
frequently mentioned facilitators to such a partnership among
TBSs were respect and equality, cited in four (36%) of the 11
articles.

When asked about the best way to shape a cooperation between
TBSs and formal healthcare, three main themes emerged.
Firstly, TBS training appeared most popular, being mentioned
in 9 out of 11 articles (82%), and supported by 60% of all TBS
respondents. In the study of Onyemaechi et al, one TBS said the
following: “There's an idea from science that we may not know, a
time can come for a seminar to be organized for us or it can be in
a class where a professor can come and teach. There are some
machines hospitals use that we may need. We can only be trained
on how to handle them, like testing machine. So those things, we
may not have personal experience of how to handle them but we
can be taught”. Other suggested topics for training included
management of complications, basic fracture management, and
record‐keeping.

Secondly, an integrative model was mentioned in 9 out of 11
articles (82%), and was favored by 42% of TBS respondents. Such
a model could have several forms, in the study of Card et al., one
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TBS said: “The best way is coming together, working together, and
identifying shortages in hospital procedures and traditional pro-
cedures”. Another TBS in this study suggested pairing him with
a hospital healthcare provider, who could administer anesthesia
during fracture manipulation by the TBS.

Lastly, provision of equipment or funds to provide better frac-
ture care was proposed by 32% of all TBS respondents and re-
ported in 3 out of 11 (27%) studies.

Three studies reported on the perspectives of healthcare pro-
fessionals regarding a collaboration with traditional bonesetters,
comprising a total of 25 respondents. In general, orthopedic
surgeons were interviewed (specialists 72% vs. residents 20%), of
whom most were male (96% vs. 4% female). Both age and years
of experience were categorized differently, but suggested that
most staff were between 30 and 40 years old and had at least
5 years of experience (see Table 4).

Intersectoral collaboration was supported by 92% of orthopedic
surgeons interviewed. Their preferred method to achieve this

was through training of TBSs (40% of respondents, mentioned in
the two articles that posed this question to respondents).

In the study by Onyemaechi et al., one orthopedic surgeon
commented the following: “…my area of emphasis is on patient
or client selection. It will go a long way to limit the damage. If we
are able to get that one right, then we can step up to the things they
should do during their practice, but patient selection is the first, I
think that is where the friendliness should start. If we start by
telling them what to do in their practice, they will tell you that
their inspiration comes from the spirit”.

An integrative model was only mentioned in the article by
Onyemaechi et al., in which 6 out of 8 surgeons (75%) supported
this notion. One of the participating surgeons shared his view on
implementation: “Integrating them into the primary healthcare
systemwill be a good idea considering their huge patronage. Instead
of making them illegal and they remain in the dark, causing havoc,
it is better they are given a legal platform”. Legislation was seen as
crucial to successful collaboration by hospital staff in both the
study by Onyemaechi et al. and Hancock et al.

FIGURE 1 | PRISMA flowchart for study selection: first and second search and forward snowballing. [Colour figure can be viewed at
wileyonlinelibrary.com]
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Provision of funds/infrastructure/equipment for traditional
bonesetters was not proposed by hospital staff within these
studies.

Four out of the 12 explorative studies contained information
about patient/community views on collaboration, seeing a total of
264 patients/community members. The majority of the inter-
vieweesweremale (69% vs. 31% female), aged around 30–40 years
old, with a broad range of educational level (see Table 5).

Out of the responses specified in the four studies, a majority
indicated support for intersectoral collaboration (52% in favor vs.
10% opposed and 38% not reported). Yempabe et al. stated that, in
their focus group with 30 patients, “Many participants indicated
that they would want orthodox doctors to help TBSs with pain
management because bonesetting procedures can be very painful.
They alsowant doctors to help TBSsmanage open fractures and to
train them to read x‐rays”. No dissenting opinions were noted in
this focus group.

In the study by Hancock et al., one community member said:
“The community needs both Jabari (Chadian TBSs) and doctors;
they each are good at their specialty. To improve healthcare in Am
Timan (city in Chad), they need more specialists like Jabari and
doctors to train other people”.

No studies reported on the perspectives of government officials
on intersectoral collaboration.

Synthesis of all stakeholder perspectives (N = 447) from a total
of 12 studies yielded 62% (N = 279) of respondents supporting
intersectoral collaboration, 14% (N = 63) respondents opposing
this and 24% (N = 105) whose views were unspecified. The ratio
between respondents supporting collaboration versus those
opposed is 4.4 to 1.

Concerning the preferred form of cooperation, 24% (N = 107) of
all stakeholders favored TBS training, followed by 16% (N = 73),
supporting an integrative model. Provision of funds/infrastruc-
ture/equipment was proposed by 50 stakeholders (11%), all of
whom were TBSs.

3.4 | Interventional Studies

All four interventional studies entailed training of TBSs, health
assistants, and/or community health workers. Training duration
varied from one to five days. All studies included a follow‐up
period, with a median duration of 24 months (range 6–
72 months); the median follow‐up rate was 41% (range 35%–
100%). Sample sizes differed strongly between the studies,
ranging from 1 to 367 participants (see Table 6).

All interventional studies reported an improvement in the
measured outcomes after training. The study by Konadu‐
Yeboah et al. was considered as a high quality study, in which
157 TBSs received training during 4 days by a team of

TABLE 1 | Included study characteristics.

Article Year Country Study type Sample (N)
Yempabe et al. [6] 2020 Ghana Explorative 28 TBSs

Onyemaechi et al. [19] 2020 Nigeria Explorative 5 TBSs
8 hospital staff

Card et al. [13] 2020 Tanzania Explorative 6 TBSs

Idris et al. [20] 2010 Sudan Explorative 16 TBSs

Alegbeleye et al. [21] 2019 Cameroon Explorative 5 TBSs
15 patients

Hancock et al. [22] 2022 Chad Explorative 6 TBSs
2 hospital staff
25 patients

Udosen et al. [23] 2006 Nigeria Explorative 6 TBSs

Isaacs‐Pullins et al. [24] 2022 India Explorative 6 TBSs

Yempabe et al. [25] 2020 Ghana Explorative 94 patients

Bassey et al. [26] 2009 Nigeria Explorative 6 TBSs

Asa et al. [27] 2018 Nigeria Explorative 69 TBSs
15 hospital staff
130 patients

Heinzerling [28] 2005 Cameroon Explorative 5 TBSs

Shah et al. [29] 2003 Nepal Training 367 village health workers

Eshete [30] 2005 Ethiopia Training 112 TBSs

Onuminya [31] 2006 Nigeria Training 1 TBS

Konadu‐Yeboah et al. [32] 2023 Ghana Training 157 TBSs
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orthopedic specialists. Significantly improved post‐training test
scores were seen across all areas, except hand hygiene, with an
overall knowledge gain of 19.7 percentage points compared to
baseline. A 6‐month follow‐up showed partial knowledge
retention. Furthermore, the study demonstrated that trained
TBSs had referred 37 fracture cases to a local hospital. However,
pre‐training referral numbers were unavailable.

Eshete reported a nearly 50% reduction in amputations with
concordant decrease in TBS‐related gangrene during the 2‐year
prospective period following the training, compared to the 2‐
year retrospective cohort pre‐training. An unspecified number
of health assistants also received training; therefore it remains
uncertain what proportion of this reduction can be attributed to
training TBSs.

Onuminya found higher numbers of adequate union in tibial
fracture patients treated by a trained TBS in Center A, as
compared to tibial fracture patients treated by an untrained TBS
in Center B. It should be noted that no data are available prior to
the training. Furthermore, in both the study by Eshete and
Onuminya, no statistical analysis was performed to demonstrate
a significant difference in outcomes.

Shah et al. described significantly higher knowledge test scores
post‐training, as well as sustainable changes in the practices of
the trainees. There was a demonstration of better fracture

management, and, consequently, improved patient safety.
However, the degree of prior medical education of the partici-
pants, who are described as village health workers, was not
clearly noted.

4 | Discussion

This is the first review that critically assessed the literature on
potential benefits and challenges of intersectoral collaboration
between traditional bonesetters and formal healthcare systems.
It was demonstrated that a majority (62%) of TBSs, hospital staff,
and patients support increased cooperation, with TBS training
(24%) and an integrative model (16%) most commonly proposed.
The four interventional studies included in this review all
involved TBS training, suggesting beneficial effects on trainee
knowledge and skills, as well as improved patient outcomes.

In this study, hospital staff respondents demonstrated the
highest level of enthusiasm for collaboration, with 92% in favor,
compared to 75% of traditional bonesetters and 52% of patients
and community members. Despite representing a relatively
small stakeholder group, this finding contradicts the hypothesis
that greater exposure to TBS‐related complications would
render hospital staff more opposed to collaboration. However, it
correlates well with a recently published consensus statement,

TABLE 2 | Quality assessment of included articles.

Article
Credibility/internal

validity
Transferability/
external validity

Dependability/
reliability

Confirmability/
objectivity

Quality
rating

Yempabe et al. [6] — þ — — 1 (low)

Onyemaechi
et al. [19]

þ þ þ — 3
(medium)

Card et al. [13] þ þ þ þ 4 (high)

Idris et al. [20] — — — — 0 (low)

Alegbeleye
et al. [21]

— — — — 0 (low)

Hancock et al. [22] þ — þ — 2
(medium)

Udosen et al. [23] — — — — 0 (low)

Isaacs‐Pullins
et al. [24]

þ — — þ 2
(medium)

Yempabe et al. [25] — þ — þ 2
(medium)

Bassey et al. [26] — — — — 0 (low)

Asa et al. [27] þ — þ þ 3
(medium)

Heinzerling [28] — — — — 0 (low)

Shah et al. [29] — — þ — 1
(medium)

Eshete [30] — — — — 0 (low)

Onuminya [31] — — — — 0 (low)

Konadu‐Yeboah
et al. [32]

þ þ þ þ 4 (high)
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in which orthopedic surgeons from several African nations
advocated for the registration of TBS‐related complications, as
well as training TBSs to reduce these complications and allow-
ing them to be embedded into formal healthcare [33].

Although patients and community members exhibited the
lowest percentage of support for collaboration, a significant
proportion of individuals in this group held an unspecified
stance. The ratio of supporters to opponents among patients and
community members was 5.1:1, exceeding the overall stake-
holder support‐to‐opposition ratio of 4.4:1. This emphasizes the
supportive views of the most important stakeholder group,
namely, the beneficiaries of such collaborative fracture care. No
consistent changes in stakeholder opinions over time were
noted across the included studies.

This review identified two significant gaps in stakeholder per-
spectives, resulting in an incomplete understanding of this

research area: firstly, none of the included studies provided data
on the perspectives of government officials. Considering the
crucial role of governmental policies and regulatory frameworks
in facilitating and sustaining intersectoral collaboration, this
omission represents a significant blind spot.

Secondly, a significant sex disparity was observed in the
included studies, predominantly favoring males across all
stakeholder groups. Although traditional bonesetting is typi-
cally a male‐dominated occupation in certain regions, as
noted by Hancock et al. [22], female bonesetters are active in
various other countries [19–21]. Furthermore, disability‐
adjusted life years due to fractures have increased more for
females than males from 1990 to 2019, primarily due to
osteoporosis among elderly women [34]. Lastly, the surgical
workforce in LMICs is increasingly addressing the under-
representation of women through targeted scholarship pro-
grams [35]. Therefore, it is imperative to ensure adequate

TABLE 3 | Overview of TBS characteristics and perspectives.

Variable Number (%)
Total respondents 158 (100%)
Age Heterogeneous reporting (see Supporting Information)

Sex

Male 139 (88%)

Female 14 (9%)

Not specified 5 (3%)

Education

No formal education 32 (20%)

Primary education 36 (23%)

Secondary education 44 (28%)

Post‐secondary education 14 (9%)

Other education 11 (7%)

Not specified 21 (13%)

Place of learning

Family 56 (35%)

Apprenticeship 16 (10%)

Divine calling 5 (3%)

Self‐education 1 (1%)

Not specified 80 (51%)

Years of experience Mentioned in 7 articles

Heterogeneous reporting (see Supporting Information)

Support for collaboration

In favor of collaboration 118 (75%)

Not in favor of collaboration 34 (22%)

Not specified 6 (3%)

Suggested form of collaboration (multiple responses possible)

Integrative model 67 (42%)

Training 95 (60%)

Provision of funds/infrastructure/equipment 50 (32%)
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representation of women in all stakeholder groups in future
explorative studies.

The most commonly suggested form of collaboration was TBS
training. This was a consistent theme among all the interven-
tional studies in this review. These initiatives suggested that

such collaborations can lead to improved clinical outcomes and
better integration of TBSs into the healthcare system. However,
the quality of the evidence is a concern, with most studies being
of low quality due to poorly described methodology, high-
lighting the need for more rigorous research in this area. A
consensus meeting prior to the training, involving both trainers

TABLE 4 | Overview of hospital staff characteristics and perspectives.

Variable Number (%)
Total respondents 25 (100%)
Age Heterogeneous reporting (see Supporting Information)

Sex

Male 24 (96%)

Female 1 (4%)

Education

Orthopedic specialist 18 (72%)

Surgical resident 5 (20%)

Not specified 2 (8%)

Support for collaboration

In favor of collaboration 23 (92%)

Not in favor of collaboration 2 (8%)

Suggested form of collaboration (multiple responses possible)

Integrative model 6 (24%)

Training 10 (40%)

Unspecified 15 (60%)

TABLE 5 | Overview of patient/community characteristics and perspectives.

Variable Number (%)
Total respondents 264 (100%)
Age Heterogeneous reporting (see Supporting Information)

Sex

Male 182 (69%)

Female 82 (31%)

Education

No formal education 30 (11%)

Primary education 39 (15%)

Secondary education 16 (6%)

Post‐secondary education 1 (0.4%)

Other education 12 (4%)

Not specified 166 (63%)

Support for collaboration

In favor of collaboration 138 (52%)

Not in favor of collaboration 27 (10%)

Not specified 99 (38%)

Suggested form of collaboration (multiple responses possible)

Integrative model 3 (1%)

Training 2 (1%)

Not specified 259 (98%)
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and trainees, has been suggested to enhance fracture care ed-
ucation [36]. An integrative model was mentioned by 73
stakeholders (16%), although no specific initiatives have been
described in detail thus far. Omololu et al. have proposed a
triage and referral algorithm, in which relatively simple frac-
tures are treated traditionally, and more complicated fractures
are referred to the local hospital [37]. However, such a model is
yet to be tested and would still leave a separation between
traditional bonesetters and the formal healthcare sector. To
bridge this, it may be necessary to form local ‘collaborative
fracture management teams’, which could discuss fracture
cases to see what each side might contribute to the manage-
ment. Other studies support this idea, emphasizing the
importance of a ‘third party organization’, which could act as a
bridge builder, legislator, and a mediator [5, 12].

This study has important limitations, including a language bias,
as the investigators were only fluent in Dutch, English, and
Kiswahili. Since China has a rich history of traditional bone-
setting and advanced integration within its formal healthcare
sector, the inclusion of Chinese articles could have provided
valuable input. However, a wide range of international studies
were still captured. There was also a lack of prospective noti-
fication at a registry, such as PROSPERO. Retrospectively,
PROSPERO was investigated for articles of a similar nature and
none were found to be registered. Finally, a notable limitation
in this body of research was the inconsistency in data reporting
among included studies, which generally lacked individual
participant data. This inconsistency introduces the risk of data
interpretation not reflecting the underlying reality.

5 | Conclusions

Based on this present review of the current literature, intersec-
toral collaboration between traditional bonesetters and formal
healthcare systems is generally supported and holds promise for
improving primary orthopedic trauma care in LMICs. However,
this evidence base is limited by the poor quality of available
studies and the lack of data on certain stakeholder groups. Future
research should aim to address these gaps by conducting high‐
quality, rigorous studies that assess the effectiveness, sustain-
ability, and scalability of intersectoral collaboration. Involve-
ment of government officials and policymakers in this research is
crucial to ensure that findings can be translated into practice and
supported by appropriate policy frameworks.

Ultimately, the goal of intersectoral collaboration should be to
leverage the strengths of both traditional and formal healthcare
systems. Doing so could mitigate each sector's weaknesses and
create a more integrated, inclusive, and effective primary
trauma care system that meets the needs of all individual pa-
tients, particularly those in underserved and rural areas.
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