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Background: Traditional bonesetters (TBS) are still highly patronized by people with fractures in Africa. We
sought to investigate factors affecting the utilization of TBS services in the Northern Region of Ghana.
Methods: A mixed-methods study that combined both qualitative and quantitative approaches was conducted
among 64 TBS clients in the Northern Region of Ghana. Participants were purposively selected and should have
utilized the services of TBSs at the time of the study. In addition, three focus group discussions (FGDs) were
conducted to complement the quantitative results. Quantitative analysis was performed by calculating means
and proportions. For the qualitative data, content analysis was done manually based on emerging themes in line
with the study objectives.

Results: Sixty-four (64) clients were recruited. Twenty-four (37.5%) were female. The modal age group was
19-39 years. The educational status of the clients was dominated by primary/junior secondary education
(39.1%), but included the full spectrum from no formal education / illiterate (26.6%) to tertiary (12.5%).
Cheaper fees (26.3%), cultural beliefs (17.9%), and quick service (15.9%) were the main reason of patronizing
TBSs. Twenty-two (34.3%) would have preferred orthodox care and the reasons cited included availability of X-
rays (27.3%) and pain management (25.3%). These themes were reiterated by FGDs with an additional 30 cli-
ents. Additional themes identified by the FGDs included a belief that TBSs address both physical and spiritual
aspects of the injury and the major role that families (not the injured person alone) make in deciding on type of
treatment. Clients were supportive of orthodox providers linking with TBSs for activities such as training to
improve pain control.

Conclusion: TBSs have patronage from the full spectrum of society. The decision to opt for TBS treatment was
influenced by cheaper fees, cultural belief, and quick service. TBS clients wanted greater linkages between TBSs
and orthodox providers.

African relevance e The current study provides insights on factors affecting fracture pa-
tients’ decision to utilize TBSs.

e Many patients with fractures in Africa seek care from traditional
bonesetters (TBS) rather than modern health care providers.

e Oftentimes, complications such as infections or gangrene ensue.

Introduction

e Encouraging fracture patients to seek modern care earlier is impor-
tant to decrease complications that arise from TBS care.

o Efforts to accomplish the above should be based on an understanding
of why people with fractures patronize TBSs.

* Corresponding author.
E-mail address: cmock@uw.edu (C. Mock).
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Extremity injuries such as fractures are a major cause of disability
globally, especially in low- and middle-income countries. Much of the
disability caused by fractures could be averted by improvements in
emergency care, orthopaedic care, and rehabilitation [1,2]. In many
African countries, fracture care is provided not only by formal /
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orthodox medical practitioners, but also by traditional bonesetters
(TBSs) [3-6].

In Ghana, estimates of the proportion of people with fractures who
utilize TBSs range from 52% to 78% [7,8]. Orthodox health care pro-
viders often need to treat complications ensuing from TBS care [9-14].
The practice of TBS is therefore an issue of public health importance.
There have been several approaches advocated to address problems
arising from TBS care. These include discouraging people with fractures
from utilizing TBS and instead using orthodox care [5,9,10,12,13].
Approaches suggested also include providing training for TBSs so they
know their limitations and can recognize cases that need referral to
orthodox care [6,15].

Any of these approaches need to be based on an understanding of
why people with fractures patronize TBSs. Several researchers have
addressed this issue from different perspectives. Several studies in
Nigeria interviewed either community members or patients who had
first gone to TBSs, but who then came to a hospital [4,16-19]. One study
in Nigeria specifically sought out TBS clients and interviewed 88 with a
quantitative survey and 4 with an indepth interview [20]. Similarly in
Ghana, one study evaluated a mixture of patients at a hospital, some of
whom had not utilized TBSs and some of whom had [7]. A second study
interviewed a mixture of hospitalized patients and TBS clients with a
quantitative survey [8]. A third study interviewed 16 TBS clients in
southern Ghana on their perspectives on TBS care [3].

We sought to build on these prior studies in several ways. We sought
to identify a large number of people who had sought TBS care, regardless
of whether or not they had also used orthodox care. Such people would
provide insights that could be different from people identified through
hospital-based studies. We also used a mixed-methods approach,
providing both quantitative and qualitative data, as such a mixed
approach is likely to provide more in-depth insights than either alone.

Methods

This study was set in the Northern Region of Ghana, one of the least
economically developed areas of the country. A cross-sectional, mixed-
methods (qualitative and quantitative) study was conducted among TBS
clients. TBS clients were purposively selected. First, TBSs throughout the
Northern Region were identified through a list from the Northern branch
of “Ghana Federation of Traditional Medicine” and subsequent snowball
sampling of other TBSs. Snowball sampling is a method often used when
there are limited or no lists of people whom the researcher is seeking to
interview. Once a few suitable people are identified and interviewed,
they are asked about whether they know other potential respondents.
Hence, the number of potential respondents grows by such contacts as
the study proceeds. TBSs who agreed allowed the researchers to contact
clients, including those admitted or undergoing active outpatient
treatment, or being seen in follow-up. Clients were approached to be
involved in either in-person interviews or focus group discussions
(FGDs). Written informed consent was obtained from those who agreed
to participate, or from their parents if they were under 18 years.

Sixty-four TBS clients participated in one-on-one interviews. A semi-
structured interviewer-administered questionnaire was used to obtain
quantitative information on demographic characteristics, reasons for
TBS patronage, and perceptions of advantages of TBS vs. orthodox care.
The principal investigator (PI) or two research officers conducted in-
terviews. Interviews were done mainly in the local languages through
interpreters and took around 30 min.

A separate group of TBS clients was involved in FGDs. Three FGDs
were conducted to complement the quantitative results. The FGDs
consisted of two male groups and one female group, in keeping with
local cultural norms. Each group had 10 participants and lasted around
90 min. Standard rigorous FGD methods were utilized [21]. The PI
assisted by an assistant who understood the local language moderated
the discussion. The FGD audio recordings were primarily in the main
local language (Dagbani). Bilingual research assistants transcribed the
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audio recordings into English, which the PI used to extract the themes
from the FGDs. Content analysis of the data was done manually based on
emerging themes and sub-themes in line with the study objectives.

Data were gathered during July-October 2018, with the two com-
ponents of the study performed in parallel. The TBS clients in the study
were located in 16 towns and villages that were geographically
dispersed across the Northern Region. Quantitative analysis was done
using Stata 14.0. Frequencies and percentages were calculated. The re-
sults of the two components of the study were triangulated in the
development of the study conclusions. The reliability and validity of
both components of the study was ensured by several measures
including: the PI checked all forms for completeness and accuracy on a
daily basis and was present for all FGDs and most individual interviews;
FGDs were audio-recorded and transcribed and compared with written
notes.

The Committee for Human Research and Publication Ethics of the
Kwame Nkrumah University of Science and Technology approved this
study.

Results
Socio-demographic characteristics of traditional bonesetter’s clients

Sixty-four TBS clients were recruited into the individual interview
component of the study. All 64 clients who were approached agreed to
participate. The clients were primarily male and young (Table 1). Ma-
jority were Muslims and half were Dagomba. Educational status was
widely distributed: no formal education (26.6%), primary/junior sec-
ondary education (39.1%), secondary education (17.2%), and tertiary /
post-secondary education (17.2%), with a wide variety of professions.

Reasons for utilizing TBS vs. orthodox treatment

Of the 64 clients interviewed, most (65.7%) preferred TBSs for
treatment of their fracture. The main reasons included: cheaper fees,
cultural beliefs, quick service, among others (Fig. 1).

Only 22 (34.3%) of the clients interviewed would have preferred to

Table 1
Socio-demographic characteristics of bonesetters clients.
Variable Responses Frequency Percentage
(%)

Gender Male 40 62.5
Female 24 37.5

Ethnicity Dagomba 32 50.0
Gonja 3 4.7
Dagaati 1 1.6
Mamprusi 4 6.3
Others 24 37.5

Educational No School (Formal 17 26.6

qualification Education)

Primary/Junior Secondary 25 39.1
School
Senior Secondary School 11 17.2
Tertiary 8 12.5
Post-Secondary 3 4.7

Age (years) 0-18 (children and 12 18.8
adolescents)
19-39 (young adults) 32 50.0
40-59 (older adults) 17 26.6
60 and above (elderly) 3 4.7

Religion Christianity 20 31.3
Islam 42 65.6
Traditional Believer 2 3.1

Occupation Civil Servant 12 18.8
Trader 19 29.7
Farmer 13 20.3
Unemployment 16 25.0
Others 4 6.3
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Cheaper fees

Culture beliefs

Quick service

Easy accessibility

Pressure from family and friends
Fear of cutting off my limb — 4
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Fig. 1. Reasons for utilizing traditional bonesetter treatment.
Note: Multiple entries allowed. Not all participants listed a reason.

utilize orthodox care. The main reasons cited included: the availability
of X-ray facilities, proper pain management, proper wound manage-
ment, among others (Fig. 2).

Perceptions of TBS vs. orthodox treatment

The TBS clients were given several statements about their percep-
tions to agree or disagree with (Table 2). Almost all clients (90.6%)
agreed that some fractures are caused by supernatural powers, and most
(65.6%) recognized that the perceived strength of TBS lies in the con-
fidence their communities have had in them for years. Findings from the
study also show that many of the clients (70.3%) opined that TBS are
more skillful than orthodox practitioners. Three in five clients (62.5%)
agreed that TBS services were benevolent, economical and effective, and
more than three in five (75.0%) agreed that orthodox services are more
costly than TBS care. Over half of the clients (59.4%) believed that or-
thodox services are usually associated with surgery and amputation.
However, a large proportion (78.1%) agreed that orthodox medicine is
more effective in pain and wound management. Forty-two (65.6%)

clients recognized the usefulness of orthodox service when the fracture
is complicated.

Results of focus group discussions

Reasons for utilizing TBS over orthodox services

Participants in the FGDs were of the same general socio-demographic
and socio-economic breakdown as for the quantitative interviews, but
were all adults. Multiple themes emerged from the FGDs as to why cli-
ents utilized TBSs over orthodox services. These included quick service,
fear of amputation, and less cost. Another theme was that TBS are spe-
cial, blessed, and talented people who have been set aside by ‘god’ and if
they treat you, you get healed very fast. Participants also considered
TBSs as benevolent because clients are often treated and fed for free.

“When your leg breaks and the TBS treats it, it’s better. Sometimes your
leg can break to the extent that they put metals in it when you take it to the
hospital, but TBS just treats it because it is spiritual. Also, someone will go
for hospital treatment, comes back and you yourself will realize that, the

Ay o oty - | '
Froper i management |
Froper woundsmanazement | **7
Adequate wards to admit patients _ 13
Resuscitation - 4.3
0 5 10 15 20 25 30
Percentages

Fig. 2. Reasons for utilizing orthodox treatment.
Note: Multiple entries allowed. Not all participants listed a reason.
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Table 2
Perceptions of traditional bone setters (TBS) versus orthodox services.

Perceptions statements Agree N Disagree N Undecided N
(%) (%) (%)

Beliefs that some of the bone injuries 58 6 (9.4%) 0 (0%)
are caused by supernatural powers (90.6%)

Perceive belief that TBS are more 45 15 (23.4%) 4 (6.3%)
skillful than orthodox practitioners (70.3%)

Consider TBS services as more 40 17 (26.6%) 7 (10.9%)
benevolent, economical and (62.5%)
effective than orthodox services

Community have more confidence in 42 22 (34.4%) 0 (0%)
TBS treatment than orthodox (65.6%)
services

Orthodox care is more effective in pain 50 14 (21.9%) 0 (0%)
and wound management (78.1%)

Orthodox care is associated with 38 20 (31.3%) 6 (9.4%)
surgery and amputation (59.4%)

Orthodox services are associated with 48 12 (18.8%) 4 (6.3%)
high cost of services compared to (75.0%)
TBS

Orthodox care is only useful when it’s 42 20 (31.3%) 2 (3.1%)
a complicated fracture (65.6%)

person has not been treated well, and needs to go to TBS again to become
fit.” (Male FGD2)

“I fear seeking treatment from the hospital because I knew I will go
through bureaucracy; later doctors will apply POP and few days later they
will tell me that my limb is dead so I need amputation. It is very sad but
that is what they do for patient with bone injury.” (Male FGD1).

There was a consensus that TBSs spend enough time with patients,
unlike doctors who do not have time for the patients, and sometimes
ignore them. Participants also believed that TBS treatment heals faster
and better than hospital treatment because they give much attention and
apply locally-made medicines. There was more faith in such treatments
and a corresponding fear of some of the treatments in the hospital, such
as metal implants.

“My friend has an accident and fracture the thigh bone. He went to
hospital and was operated and metal put inside the thigh. After the healing
of the fracture he was always complaining about the implant feeling cold
during cold/rainy weather and have to go back and request for removal of
metals”. (Female FGD).

The 3 FGD participants also noted the importance of the training that
the TBS’s receive and recognized that the profession of TBS is an in-
heritance from their forefathers. They feel that TBS are special people
and blessed with their abilities.

“Only specific families can do it, just like royals; if you are not from the
royal family, can you become a chief? Even if others try, they cannot heal
like those from the family, because it is physical and spiritual and the
training start from infancy until the person is mature to be able to treat.”
(Male FGD2).

Additional themes emphasized by the FGDs, that were not as
apparent in the quantitative part of the study, included a belief that TBSs
address both physical and spiritual aspects of the injury and the major
role that families (not the injured person alone) make in deciding on
treatment. Participants emphasized that persons with fractures have
little role to play when it comes to deciding on the treatment choice.
Relatives, family, and friends make the decision.

“If the patient proposes to go to the hospital, the parents or relatives will
not allow because they think they will spend more money. If patient re-
fuses traditional treatment and goes to the hospital, he will be responsible
for the consequences....... If you refuse TBS treatment and they cut your
leg off in the hospital, that is what you want and nobody will sympathize
with you in the community.” (Male FGD1).
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Perceived advantages of orthodox care over TBS

There was a consensus in the FGDs that there were some advantages
of orthodox care over TBS care. These advantages include that the
hospital has wards for admission, X-rays, and pain management. Many
participants indicated that they would want orthodox doctors to help
TBSs with pain management because TBS bone setting procedures can
be very painful. They also want doctors to help TBSs manage open
fractures and to train them to read X-rays. Although some of the frac-
tures are from spiritual attacks, they want orthodox doctors to train TBSs
on how to manage fracture complications.

Discussion

This study sought to understand factors affecting utilization of TBSs
in Northern Ghana. We found that TBS clients came from the spectrum
of society, including a wide range of educational backgrounds and
professions. The decision to opt for TBS treatment was influenced by
several factors, the most common of which were cheaper fees, cultural
belief, quicker service, and the perception that TBSs treatment led to
faster healing than orthodox care.

The current study adds to the literature in several ways. Many prior
publications were on TBS practices [5,9,10,12,14,15,22-25]. Several
other researchers sought to understand why people with fractures
patronize TBSs. These include studies that interviewed either commu-
nity members or patients who had first gone to TBSs, but who then came
to a hospital [4,7,16-19]. One study in Nigeria interviewed 88 TBS
clients (whether or not they had also sought orthodox care) with a
quantitative survey and four with an in-depth interview [20]. Two prior
studies in Ghana interviewed TBS clients outside of the hospital setting
[3,8].

The current study builds on these prior studies in several ways. It
provides viewpoints from a large number of people who had sought TBS
care, regardless of whether or not they had also used orthodox care. It is
one of the largest studies done of TBS clients outside of the hospital
setting, with a total of 94, slightly more than Owumi’s study with 92
[20] and considerably more than any of the other studies. It also uses a
mixed-methods approach, providing both quantitative and qualitative
data. It is also the only study thus far using FGDs. Below we place the
findings into the context of the published literature.

The leading reason that TBS clients preferred TBS care in the current
study was that it was lower in price than orthodox care, which un-
derscores the issue of poverty. The importance of financial consider-
ations in choosing TBS care is confirmed by other studies in southern
Ghana and Nigeria [3,19,23].

The second leading reason for preference for TBS care was cultural
belief. TBS clients believe that natural resources used during treatment
such as herbs and animal parts have therapeutic principles and super-
natural powers. Other authors have documented this finding [19,23].
Similarly, Garba noted that clients felt that TBSs communicate well with
their patients and are able to explain fracture signs and symptoms to
their patient’s satisfaction, as they live in the same community as the
patients and share the same cultural beliefs [10].

Other reasons for TBS preference included the feeling that TBSs are
located in more readily-available locations and render quick service.
Similar results have been found elsewhere in West Africa and globally
[19,23,26]. These factors overlap with the high regard communities
have for TBSs. In our FGDs, respondents emphasized that TBSs enjoy
strong popularity and influence. They were of the opinion that TBSs are
reassuring and also offer home treatment and spend more time with
their clients. Two studies from Nigeria corroborate these findings
[22,24]. Nwachukwu also indicated that many TBS clients are afraid of
having metal put in their bodies and of ending up in traction if they seek
orthodox care [22].

Prior studies indicated that pressure from friends and family to use
TBS were reported by 25% to 75% of respondents [9,17,18]. The
quantitative component of the current study found a smaller percent
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(11.6%) of participants patronizing TBSs because of pressure from
family and friends. Nonetheless, the theme of the predominant role of
the family in making the decision on where to go for care was empha-
sized in the FGDs.

Against the backdrop of reasons that people prefer TBS treatment are
reasons why people do not like orthodox care. Several authors have
reported TBS clients citing apathetic attitude of health workers and
delays in care at hospitals due to bureaucracy [12,27]. Other authors
have noted fear of amputation in orthodox care as a leading factor in
injured people choosing TBSs [16,25]. In the current study, this was only
an infrequent reason.

How do the above findings help us to improve care for people with
fractures, and so decrease the disability associated with them, in Ghana
and Africa more widely? Several strategies have been advanced as ways
to decrease the complications associated with TBS care
[5,6,9,10,12,13,15]. These include strategies to discourage people with
fractures from seeking TBS care in favor of orthodox care
[5,9,10,12,13]. Other strategies call for linking of TBSs to orthodox care
through such as efforts as training TBSs to recognize their limitations
and to refer more complicated cases earlier [6,15]. The results of the
current study show that orthodox care could be made more appealing to
injured people and their families by making it more user-friendly and by
decreasing out-of-pocket costs. Decreasing out-of-pocket costs, espe-
cially payments needed before treatment is rendered, can be done
through such means as better insurance schemes and is an issue for all
types of surgery in low- and middle-income countries. However, these
measures are long term and not easy to implement.

Other reasons that injured people prefer TBS care are more deeply
ingrained and more difficult to change, such as cultural preferences, the
high standing of the TBSs in their communities, and their wide distri-
bution and ready availability. Hence, the results of this study support
training TBSs to better recognize their limitations and to link them with
orthodox care as a more realistic option. Many TBS clients in this study
voiced support for such linkages.

Before drawing conclusions, the study limitations must be addressed.
First, data were collected from people who chose TBS care, who might
have attitudes that are different from people who chose orthodox care.
Second, the need for interpreters may have led to loss of detail. Third, all
of the data were gathered from self-report and there is no way to validate
the information provided. Despite these limitations, the study offers the
advantages of having mixed-methods data gathered on a sizeable sample
of TBS clients, who were from multiple ethnic backgrounds and were
widely distributed across the Northern Region.

Conclusion

TBSs have patronage from people across the spectrum of society. The
decision to opt for TBS treatment was influenced by cheaper fees, cul-
tural belief, and quick service. Other factors were easy accessibility,
advice or pressure from family and friends, and fear of operation and
amputation in the hospital. The provision of accessible and affordable
orthopaedic and trauma services, as well as health education, will
reduce TBS patronage. Efforts to link TBSs with the orthodox care sys-
tem and to train them to recognize their limitations and to refer
complicated cases earlier should also be pursued.
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