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Injuries are a major cause of morbidity and mortality in low- and middle-income Accepted 22 March 2026

countries, but many individuals do not seek care within formal healthcare systems.
Although previous studies have highlighted barriers to healthcare, limited attention has KEYWORDS

been given to the experiences of those who remain beyond the formal systems. This |njury; §eeking care;
study explored why injured individuals in Ghana, Pakistan, Rwanda and South Africa did qualitative; low- and middle-
not seek hospital care. Ninety-seven participants were purposively sampled from rural income countries

and urban settings. Interview data were analysed thematically, drawing on biosocial
and pluralistic understandings of care. Across countries and settings, participants
described how decisions not to seek care were influenced by the combined effects
of out-of-pocket costs, transport challenges, past experiences with providers and long
waiting times. These factors interacted with sociocultural factors, including beliefs,
family influences and trust in indigenous healers. However, formal healthcare was
not entirely rejected. Rather, care seeking was dynamic and contingent, with partici-
pants navigating decision-making based on affordability, perceived effectiveness and
acceptability of treatment. The findings highlight that seeking care for injury should be
understood within broader structural and sociocultural contexts. Improving access to
formal injury care requires contextually grounded, culturally responsive approaches
that acknowledge pluralistic care practices and reflect lived experiences of injury.

Introduction

Injuries are an important global public health issue, accounting for more than 5 million deaths annually and
leaving millions more with temporary or permanent disabilities (Gosselin et al., 2009; Vos et al., 2020; World
Health Organization, 2022a). The burden disproportionately affects low- and middle-income countries
(LMICs), where the majority of global injury-related mortality occurs (Gosselin et al., 2009; Hyder et al,,
2017). Beyond immediate physical trauma, injuries frequently result in long-term economic and social
consequences, such as reduced capacity to work, loss of income and disruptions to family life (Haagsma
et al,, 2016; Kobusingye, 2005).

Access to timely and appropriate care is critical to mitigating the impact of injury-related mortality and
disability (Fraser et al., 2020; Henry & Reingold, 2012). In many healthcare systems, formal services such as
hospitals, healthcare facilities and pharmacies are the primary points of providing injury care and rehabili-
tation. However, in LMICs, access to these services is often limited by resource and geographic constraints
and influenced by cultural perceptions of iliness and healing (Grimes et al., 2011; Kruk et al., 2018; MacKian,
2003). Injured individuals in these settings and situations frequently bypass formal healthcare services in
favour of indigenous healers, faith-based healing or home remedies (Adams et al., 2015; Ariés et al., 2007;
Ensor & Cooper, 2004; Shange & Ross, 2022; Tan et al., 2021), and may move between these options when
available (Broom et al., 2010; Hughes et al., 2012; James et al., 2018).

Understanding how economic circumstances, social and cultural values, and prior experiences with
healthcare shape individuals' decisions about whether and where to seek care when injured is important for
designing responsive and equitable health systems (Davies et al., 2024; Odland et al., 2022, 2020). Care

CONTACT Agnieszka Ignatowicz@ a.m.ignatowicz@bham.ac.uke Department of Applied Health Sciences, College of Medicine and Health,
Murray Learning Centre, University of Birmingham, B15 2TT, Birmingham, UK

© 2026 University of Birmingham.

This is an Open Access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/4.0/), which permits
unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited. The terms on which this article has been published allow
the posting of the Accepted Manuscript in a repository by the author(s) or with their consent.


https://doi.org/10.1080/17441692.2026.2650929
http://www.tandfonline.com
http://crossmark.crossref.org/dialog/?doi=10.1080/17441692.2026.2650929&domain=pdf
http://creativecommons.org/licenses/by/4.0/
mailto:a.m.ignatowicz@bham.ac.uk

2 e A. IGNATOWICZ ET AL.

seeking is not always solely driven by biomedical urgency but can be shaped by broader cultural, social and
structural contexts (Kleinman, 1980; Lakshmi et al., 2015; Sundararajan et al., 2015). However, the perspec-
tives of injured individuals who do not engage with the formal health system remain largely absent from
research. Much of the existing literature on seeking care after injury is based on healthcare facility-based
studies or focused on single-country contexts (Whitaker, Amoan et al., 2024; Whitaker, Njawala, et al., 2024);
Whitaker, Togun, et al., 2024). While systematic reviews have synthesised findings on barriers to accessing
care after injury (Kinder et al., 2022; Whitaker et al, 2021), they rarely capture the experiences and
perspectives of individuals who do not engage with hospital services. This matters not only for improving
healthcare services planning but also for promoting equity. Without understanding the circumstances of
those outside of the formal healthcare system, interventions risk overlooking those most vulnerable and
perpetuating exiting inequalities.

This paper addresses this gap by exploring why injured individuals in four LMICs—Ghana, Pakistan,
Rwanda and South Africa—did not seek formal healthcare. Drawing on qualitative interviews, the study
examines both shared and context-specific factors shaping care decisions. In doing so, it aims to contribute
new insights to inform more contextually grounded and equitable approaches to injury care.

Materials and methods

This was a qualitative interview study involving injured individuals in four LMICs designed to explore
reasons for not seeking formal healthcare.

The study was undertaken as part of the NIHR Global Health Group on Equitable Access to Quality Health
Care for Injured People (‘Equi-Injury’) project. The project aims to understand how to improve equitable
access to quality care after injury and develop evidence-based interventions within and across partner
countries: Ghana, Pakistan, Rwanda and South Africa. Detailed methods for the main project have been
published elsewhere (Davies et al., 2024).

Below, we describe each country's context, focusing on cultural, economic, and structural factors that
influence decisions regarding seeking injury care. The four countries were purposively selected to reflect
diverse LMICs. Within each country, partner-country research teams selected the study sites based on the
feasibility and practicality of data collection, ensuring the inclusion of both urban and rural population to
capture variations in healthcare access and injury care pathways, and to represent the country context as
much as feasible.

Study settings

Ghana is a lower-middle-income country in West Africa with a population of 33 million (World Health
Organization, 2025). It has a pluralistic healthcare system combining formal biomedical, indigenous and
faith-based healing practices. Engagement with formal healthcare services is often shaped by financial
constraints and social and cultural influences, such as stigma and distrust of formal health institutions,
which limit engagement with healthcare systems in Ghana (Ayinde et al., 2023; Nyande et al, 2022;
Wongnaah et al., 2025). High out-of-pocket (OOP) healthcare costs make hospital care unaffordable,
particularly in rural areas (Aidam et al., 2016). Traditional medicine is commonly used for musculoskeletal
injuries, burns and chronic conditions (Ventevogel, 1996). Religious beliefs also shape healthcare-seeking
behaviour, with faith-based healing and prayer often preferred over hospital visits (Okyere Asante et al,,
2023). These patterns reflect a biosocial understanding of health, where decisions to seek care are shaped
not only by clinical need but also by cultural norms, lived experience and financial constraints (Nyande
et al, 2022; Sulemana & Dinye, 2014). The study sites were Tamale Metropolis (urban) and Bekwai
Municipality (rural).

Pakistan is a lower-middle-income country with a population of 230 million (World Bank, 2021).
Traditional medicine, informal healthcare providers, and spiritual healing are widely relied upon, particularly
among lower-income and rural populations (Shaikh & Hatcher, 2005). With the highest OOP healthcare
costs among the four study countries and Universal Health Coverage (UHC) still in the early stages of being
implemented (The World Bank, 2021; The Institute for Health Metrics and Evaluation, 2020), formal
biomedical care is unaffordable for many. Cultural and religious beliefs strongly influence medical



GLOBAL PUBLIC HEALTH e 3

decision-making (Arooj, 2023). There is evidence that care seeking often follows pluralistic pathways, where
individuals first attempt home remedies and traditional treatments, resorting to hospitals only if their
condition worsens (Hussain et al., 2012). The study sites were Karachi (urban), Hyderabad (peri-urban) and
Thatta (rural), within Sindh Province.

Rwanda is a low-income country in East Africa with a population of 13 million (National Institute of
Statistics of Rwanda, 2022). In Rwanda, a strong tradition of community-based healing practices exists
alongside a formal biomedical healthcare system. Despite high rates of community health insurance
coverage (Mutuelles de Santé), OOP costs remain a significant barrier, particularly for the poorest (Africa
CDC, 2024; Sabet et al., 2024). While primary healthcare (PHC) delivery and outcomes, such as reductions in
maternal and under-five mortality and access to basic services, have improved significantly, the quality of
tertiary services, including surgical care, remains limited (National Institute of Statistics of Rwanda (NISR)
Rwanda, et al., 2021; Selden et al., Selden and Rusingiza, 2025). Traditional healers and herbalists continue
to play a key role in healthcare-seeking behaviours, often serving as the first point of contact before
biomedical care is considered (Niyonshuti, 2022). The settings for this study were Musanze District in
Northern province (urban) and Nyamasheke District in Western province (rural).

South Africa is an upper-middle-income country with a population of 63 million' (Statistics South Africa
& R.0.S.A,, 2019). There is a dual healthcare system in South Africa, where a well-resourced private sector
contrasts with an overburdened public health system that serves the majority of the population. Historical
racial inequality, economic disparity and substance abuse significantly shape healthcare-seeking behaviours
(Bosire et al., 2021). Entrenched system failures, such as long waiting times, shortages of staff, deteriorating
infrastructure and frequent stockouts, undermined trust in the formal biomedical health system and
pushed many individuals to seek treatment from Sangomas and other traditional and spiritual healers
(Coovadia et al., 2009; Kale, 1995). The study sites were Nggamakhwe (rural, Eastern Cape) and Bishop's
Lavis (urban, Western Cape).

Participant selection and recruitment

In each country, we aimed to recruit up to 40 participants from both urban and rural sites, ensuring a
balanced sample across settings. Purposive sampling was used, where feasible, to ensure representation
across different ages, sexes and mechanism of injury, to capture a range of care-seeking experiences after
injury. Sample size was guided by qualitative research principles, including anticipated information power,
thematic coverage and insights from our previous studies in the area, and practical considerations such as
participant accessibility.

Participants were invited to take part in the study if they had experienced an injury within the past 3 to
12 months, did not seek or had not received the majority of their treatment from formal healthcare services
(secondary or tertiary healthcare). Injuries of all types were considered (e.g. fractures, burns, soft tissue
injuries) and included if they required medical care. Therefore, individuals with minor injuries and those
who had received inpatient care for their injury were excluded.

In four countries, participants were recruited through local community networks, including community
and faith leaders, healthcare professionals and community healthcare workers, in collaboration with
Community Engagement and Involvement (CEIl) leads in each country. Recruitment also involved targeted
outreach at religious gatherings, visits to bone setters and indigenous healers and homeopathic clinics.
Identification of potential participants often relied on local informants, such as community leaders or health
workers, who were aware of individuals recently injured. In South Africa and Pakistan, study team members
familiar with the area asked around in public spaces or were directed by word of mouth to individuals
known in the community to have sustained the injury.

Potential participants were approached by study team members either in person or by phone and
provided with verbal and/or written information about the study in their preferred language. All partici-
pants gave informed consent prior to participation. Further details are provided in the ethics considerations
section.

" At the time of data collection for this study, South Africa was classified as an upper-middle-income country.
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Data collection

Face-to-face and telephone (in Pakistan only) semi-structured interviews were conducted between
December 2023 and May 2024. Interviews were audio recorded and lasted up to 45 min. They were
conducted in the participant's preferred language at a location of their choice, including their homes.
Participants were interviewed by in-country study team members, all of whom were native to the country in
which the data collection took place and fluent in both English and the local languages used. This
facilitated rapport building and enhanced the credibility of the data. If interviews were conducted in
languages other than English, translation was performed by the same bilingual in-country researchers to
ensure contextual and linguist accuracy. This approach supported consistency and trustworthiness by
minimising loss of meaning during translation.

A topic guide (see Appendix) was developed based on existing literature and project members' expertise
to explore participants' experiences of seeking care, reasons for not accessing hospital care, and barriers
and facilitators to seeking treatment in the formal healthcare system. The guide was adapted to local
contexts, allowing the interviewer's discretion to explore emerging themes during discussions. The guide
was piloted in each country.

To enhance rigor and trustworthiness, in-country researchers received training and ongoing support
from senior research team members. Regular cross-country meetings were held to discuss field experiences,
emerging issues and consistency in data collection practices.

Data analysis

We conducted a thematic analysis of the interview data (Clarke & Braun, 2017), using primarily inductive
approach. Our goal was to allow themes to emerge from the data, grounded in injured individuals' own
experiences. However, the analysis was also sensitised by prior literature on barriers to care seeking in
LMICs and guided by biosocial and pluralistic understandings of care (Baer, 2011; Horwitz et al., 2021).

Each country's dataset was independently coded and analysed by both the in-country lead researcher
and the central project team, ensuring consistency in analytical approaches and allowing for cross-country
analysis. The same analytical process was applied in the four countries. We began by familiarising ourselves
with the data, followed by inductive open coding of a subset of transcripts (around four to six) to develop
an initial coding framework. This framework was iteratively refined and applied to the remaining transcripts.
Codes were then collated into broader themes, capturing recurring patterns in participants' narratives
about care-seeking decisions after injury. Coding was performed using NVivo qualitative analysis software
(QSR International, n.d.) to systematically organise data.

Themes were reviewed and discussed within country teams and during cross-country analytical meet-
ings. Any discrepancies in coding between in-country researchers and the central team were resolved
through iterative discussions and joint reviews of selected transcripts. This process enabled the identifica-
tion of shared patterns and important contextual variations across study countries. Final themes were
defined and named collaboratively, drawing on reflexive team discussions to ensure rigour and sensitivity
to the local context.

Ethical considerations and approval

All participants provided verbal and signed consent before taking part in the study. They were given a
written information sheet detailing the study's purpose and activities, which was prepared in an appropri-
ate language and, for those with limited reading ability, in-country researchers read the information aloud
at the point of recruitment to ensure full understanding. To ensure confidentiality, participants were
assured that their identities would remain anonymous throughout data collection, management and
reporting. While participants were not reimbursed for their involvement, they received a small token of
appreciation for their time and effort (such as food or drink), and transport costs were covered where
applicable. The safety and wellbeing of in-country researchers were also considered, with data collection
planned in consultation with CEl leads and community leaders and procedures in place to ensure safe
access to the field and conduct of the research.
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The study received approval from ethical review boards: Ghana Health Service Ethics Review Committee
(GHS-ERC 014/09/22), Aga Khan University Ethics Review Committee in Pakistan (2022-7372-23339), Rwanda
National Ethics Committee (IRB 00001497 of IORG000110, No 85/RNEC/2023) and Stellenbosch University
Health Research Ethics Committee in South Africa (N22/07/079). The University of Birmingham (the overall
sponsor for this study) accepted local ethics approvals for this project in lieu of the requirement for a full
ethics review.

Results

A total of 97 injured individuals were interviewed for this study. The sample consisted of 57 males and 40
females, with the gender distribution varying by country. Ghana and Pakistan had predominantly male
participants, while Rwanda had a higher number of female participants (n = 23). In South Africa, women
made up the majority of the sample. Around half of the participants were unemployed (n = 52). A range of
injury mechanisms were reported, including road traffic collision, falls, interpersonal violence and injuries,
caused by falling heavy objects. Participant characteristics are presented in Table 1.

Drawing on biosocial and pluralistic lens (Baer, 2011; Horwitz et al., 2021), the analysis of data highlights how
injury care decisions are shaped by a dynamic interplay of social, cultural and economic factors. Across all countries
and settings, participants described a number of factors that influenced their decisions about when, whether and
where to seek care. Key themes included financial constraints, such as the cost of medical treatment, transport and
lost income; cultural and familial influences and community norms that shaped decisions around preferences for
indigenous, herbal or home-based care. These factors often intersected and converged, illustrating the multi-
faceted and context-specific nature of decision-making after injury. In the sections below, we explore each theme
in more detail.

1. Financial constraints: direct and indirect costs that impact decisions not to seek care in hospitals

Injured individuals described how financial constraints shaped their care-seeking decisions. The high
cost of formal healthcare, including fees for treatment, medication and transport, often pushed individuals
to seek care with indigenous healers or managing injuries at home.

In the Ghanaian sites, some participants described hospital fees as ‘prohibitive’, noting that this cost led
them to seek treatment from local bone setters. In Rwanda, several participants talked about the accessi-
bility of national insurance schemes for treating injuries:

“If I had mutuelles [community-based health insurance] | wouldn't have hesitated or sought advice, | would have
immediately sought medical help at the hospital.” (Female, Rwanda)

Beyond direct costs and lack of insurance, indirect expenses, such as transportation costs added
additional burdens, particularly for participants residing in rural areas where healthcare facilities were

Table 1. Participant characteristics across four study countries.

Total no. of
Country Setting Gender Types of self-reported mechanisms of injury participants
Ghana Rural = Bekwai Male =23 (10 urban,  Road traffic collision, falls and injuries caused 30
Urban = Tamale 13 rural) by falling heavy objects
Female =7 rural
Pakistan Rural = Hyderabad and Thatta Male =11 (5 urban, 6 Falls, road traffic collision, injuries caused by 13
Urban = Karachi rural) falling heavy objects
Female = 2 urban
Rwanda Rural = Nyamasheke Male =17 (10 urban, 7 Falls, burns, road traffic collision, injuries 40
Urban = Nyarugenge rural caused by falling heavy objects
Female =23 (15
urban, 8 rural)
South Africa Rural = Nggamakhwe, Eastern Male = 6 urban Falls, interpersonal violence, road traffic 14
Cape Female =8 (4 urban, 4 collision, injuries caused by falling heavy
Urban = Bishop Lavis, rural) objects, burns

Western Cape
Total 97
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distant and poorly accessible. In South Africa and Ghana, participants highlighted how the need to get
private transportation in emergencies made hospital care inaccessible:

“I was told to look for a private transport [to go to hospital] which would have costed R1000.00, which | did not
have.” (Female, South Africa)

“I thought of it but couldn't because it wasn't possible for me to pay for a [private] motorbike transport to and
from the hospital.” (Male, Ghana)

In all the settings, the participants described turning to indigenous healers, home remedies, or self-care
as the only financially viable option. Their narratives reflected pluralistic understandings of care, where
indigenous, formal and home care coexist as viable options, but the decisions following injury are based
primarily on economic considerations.

2. Cultural legitimacy of care: beliefs and norms that validate indigenous treatments and faith-based
remedies

Across all study settings, decisions not to seek treatment in hospitals were shaped by embedded cultural
norms, family hierarchies and perceived legitimacy of indigenous and faith-based healing. In rural areas in
particular, decisions about when and where to seek care after injury were often collective, mediated through
social relations, guidance from the local community and long-standing cultural traditions of healing.

In Pakistan and South Africa, participants described deferring the decision to seek care to family
members, such as fathers, brothers or community elders, who directed them towards indigenous healers
and herbal remedies. These decisions reflected respect for authority but also trust in culturally rooted
healing practices:

“My father just said, ‘Let's go to the healer.” | don't know why he chose to go there - it was up to him where we
go.” (Male, Pakistan)

“Since childhood, whenever we get injured, we go to [name of healer]... Our family has always taken us to him.”
(Male, Pakistan)

Care decisions were influenced by cultural norms and bystanders at the time of the injury, often
encouraging the use of indigenous or herbal treatment:

“I was thinking of going to the hospital, but the people around me [bystanders] encouraged me to try the
traditional treatment option.” (Male, Ghana)

“Someone with a burn injury cannot heal quickly at the hospital. | was thinking that if | take my child to the
hospital, it will delay the healing process but if | use traditional medications, it will heal faster.” (Female, South
Africa)

Indigenous and faith-based healing was also legitimised through religious networks. Some participants
believed that injuries were spiritual in nature and best addressed through prayer, rather than treatment in
formal healthcare:

“The pastor told me my sores would heal through prayers, so they kept praying, and | kept praying.” (Female,
Rwanda)

Others cited the accessibility and perceived efficiency of traditional remedies, especially those that their
families and communities used for generations. For example, in South Africa, one participant turned to a
culturally recognised medicinal plant recommended by a family member:

“My brother suggested a traditional plant called mhlabelo. He said it helped him previously. Fortunately, he had
that plant in his room.” (Male, South Africa)

In these examples, the decision not to seek care in hospital was embedded in cultural beliefs, shared

practices and social obligations that shaped how care was understood and chosen.

3. Trust and mistrust: confidence (or lack thereof) in formal healthcare providers shaped by prior experi-
ences and perceived quality of care
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Participants' decisions not to seek hospital care were shaped by perceptions of trust and context-
specific experiences of receiving formal care. These decisions reflected concerns about the quality,
safety and responsiveness of the formal health system, often grounded in prior experiences of receiving
care. Although specific concerns differed across study settings, participants often described formal care
as inaccessible, poorly resourced or lacking credibility, which led them to avoid hospitals even when
injured.

In Rwanda and Pakistan, some participants highlighted concerns about hygiene and safety standards.
They also described fears of infection, lack of anaesthesia and unsafe procedures:

“I was afraid to be sutured because | was cut. | was scared that they would perform suturing without anaesthesia.
You know, the hospitals, sometimes they run out of anaesthesia.” (Female, Rwanda)

“The reason was my lack of trust in the paramedical staff... government doctors do not provide proper
treatment.” (Male, Pakistan)

Amongst injured individuals in Ghana and South Africa, concerns focused more on delays, medication
shortages and poor treatment from healthcare providers:

“No, I did not want to go to the hospital because of the delay there... there is always no medication there.” (Male,
Ghana)

“You also wouldn't go to our clinic, since the time COVID-19 started, patients are left to wait outside... not
getting any help.” (Male, South Africa)

Past experiences of unsatisfactory care seemed to reinforce decision not to seek care in formal
healthcare services:

“I have already gone through struggles and disappointments when | had my knee operation... | had taken the
decision this time around not to go for care [in hospital].” (Female, South Africa)

The narratives were often counterbalanced by widespread trust in indigenous healers, who were seen as
accessible, effective and culturally aligned. Participants preferred traditional care for injuries like fractures
and burns, drawing on family traditions, community advice and personal success stories:

“The pain was too much but after visiting the traditional healer | realized the pain was reduced.” (Female,
Ghana)

“I trust them [bone setters] because | know someone who... had a plaster cast, but it didn't improve... After
going to a bone setter, he saw significant improvement.” (Female, Pakistan)

“They are good with herbs [the healer], they stay in my area. Even whist talking to them, they told me they would
make a mixture for me. They prepared the bark of umnga tree and bandaged me with it.” (Female, South Africa)

The accessibility and familiarity of indigenous care shaped treatment choices, even when formal
healthcare facilities were available. Many, particularly participants in the Ghanian settings, also believed
hospitals would ultimately refer them to traditional healers for musculoskeletal injuries:

“Mostly, the hospital will redirect you to go to the local bone setter for treatment before going to the
hospital.” (Male, Ghana)

This perception seemed to reinforce the idea that traditional and formal healthcare care were not
opposing choices but part of a continuum in which individuals navigated options based on trust and
anticipated outcomes.

4. Navigating between systems: fluid movement between indigenous and formal healthcare systems

Across settings, several participants described moving between indigenous and formal health systems,
based on the evolving needs, perceived effectiveness of treatment, affordability and acceptability of
proposed treatments. In such cases, care-seeking behaviour was not linear but was shaped by a dynamic
negotiation of trust, past experiences, affordability and practical aspects of accessing care.

Some participants admitted begging their care journey in healthcare facilities, but later turning to
traditional or home-based options due to dissatisfaction with the experience, fear of further interventions,
perceived stigma or perceptions that the care provided would not address their needs:
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“I went to the hospital where a doctor around my age administered a free pain relief injection. After that, he
started a glucose drip and dressed my wounds, applying bandages. He advised me to consult an orthopaedic
specialist, but | decided not to follow that recommendation (...) | chose to visit a bone setter for further
treatment.” (Male, Pakistan)

“I went to the health centre, arriving there, they referred me to come to the hospital, and | failed to go to hospital
as | thought they would immediately admit (...) and | decided to return home.” (Female, Rwanda)

“(...) Even if | was referred to [name] hospital to check up my knee and hip, the issue is that | know from previous
visits to the clinic they had mentioned the fact that | am overweight. So if | were to see a doctor, regardless of
the circumstances, they would bring up that my weight is too much and | need to lose weight. Even if | were to go
[to doctors] in ten years time, they would be saying the same thing to me.” (Female, South Africa)

For many, indigenous, faith- or home-based care remained the preferred choice of treatment. However,
they did not dismiss formal healthcare care but described their engagement as conditional, for situations
when symptoms worsened, pain became uncontrollable, or traditional methods failed to bring relief:

“Well, in the future, | plan to consult a doctor because this bandages treatment is a short-term solution; it's not a
long-term fix.” (Male, Pakistan)

“I would go to the doctor in the future because this time the shape of my foot has completely changed due to
self-treatment.” (Female, Pakistan)

“I would go to hospital as | went through so much pain (...) | would try to pay for transport so | can get.” (Female,
South Africa)

Some injured individuals also expressed a desire for improved formal healthcare systems—not to
displace indigenous or spiritual healing, but to make hospitals more accessible and trustworthy when
needed. In Rwanda, the suggestions included more local facilities, shorter waiting times and better
availability of medications:

“As some of us face long time consequences due to not having access to care and seek care from
traditional healers, the community awareness can help, so that everyone could visit the hospital when
needed.” (Male, Rwanda)

Discussion

This study explored why injured individuals in four LMICs —Ghana, Pakistan, Rwanda and South Africa
—did not seek hospital-based care. Across settings, participants' decisions were grounded in the social
realities of their lives, mediated by financial constraints, cultural norms, mistrust in formal healthcare
services and the perceived effectiveness and accessibility of care. These decisions were rarely based on a
single factor but rather emerged from a complex interplay of influences (Sundararajan et al., 2020; Tran
et al,, 2019, 2021), shaping how accessing care for injury was understood and navigated.

A key theme across settings was the intersection of structural, social and cultural factors that influenced
care-seeking decisions. Financial constraints, such as out-of-pocket costs and transport costs, are often
combined with past negative experiences accessing formal healthcare and cultural preferences for indige-
nous or faith-based healing. In Ghana, participants talked about high hospital fees while also noting that
hospitals often referred fracture cases to traditional bone setters. In South African study sites, concerns over
being judged by healthcare professionals and a preference for home remedies were compounded by
logistical barriers to care. Formal healthcare services were often viewed as unreliable or difficult to access.
Across Rwandan and Pakistani settings, participants described insurance schemes as inadequate for injury-
related needs, and in both Ghana and South Africa, issues such as medication unavailability or long waiting
times were linked to a lack of trust in formal healthcare services.

Care-seeking decisions were also shaped by sociocultural dynamics, including belief systems, community
norms and gender roles. Participants talked about the family tradition of using indigenous or faith-based
healing, particularly in Rwanda and Pakistan, where the participants described choosing prayer or consul-
tation with religious leaders over formal care. These beliefs and norms were often intertwined with social
hierarchies and gender roles. In some cases, decisions concerning where to seek care were not made by the
injured individuals alone but were negotiated within family or community hierarchies, with elders or male
relatives ultimately deciding the appropriate course of action. These layered dynamics were often
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reinforced by existing structural factors and legitimised pluralistic approaches to care (Balabanova et al.,
2013; Moshabela et al., 2011).

However, indigenous, faith-based or home care were not always used in isolation (Kleinman, 1980, 2019;
Sundararajan et al., 2020). Participants described shifting between these based on the progression of
symptoms or unsuccessful treatment outcomes. Their narratives showed how care-seeking decision-making
was often a negotiation between available options, which was based on lived experiences (Sundararajan
et al.,, 2020).

These findings align with broader literature that positions care-seeking in LMICs as embedded in social
contexts, where structural inequalities intersect with cultural meanings and social relations to shape access
and decision-making (Dawkins et al., 2021; Kane et al., 2023; Moshabela et al., 2011; Saxena et al., 2023). In
the case of injuries, decisions to seek care outside of the formal healthcare system were shaped by the
interplay of many factors, and pluralistic care practices have emerged as strategies grounded in the lived
experiences of injury.

Taken together, our findings highlight that improving access to hospital-based injury care in LMICs
requires contextually and culturally sensitive approaches (Cipta et al., 2024; Davies et al., 2024). Those who
remain beyond formal healthcare services are often the ones who are most affected by intersecting
structural, social and cultural factors. However, their perspectives are often overlooked in research and
policy. In many LMIC settings, low levels of participation and consensus in injury care governance have
been documented (Leila, 2025), leading to policies and interventions that are often misaligned with the
lived realities of injured individuals. For injuries, where decision must be made quickly and often under
pressure, care-seeking relies not only on the availability of services but also on what is affordable, trusted
and culturally acceptable. Without accounting for these realities, policies are risking existing inequalities
and failing to meet the needs of injured individuals (Ford-Gilboe et al., 2018; Patil et al., 2024; World Health
Organization, 2019, 2022b).

Based on our results, we offer the following recommendations towards building more culturally
responsive, contextually grounded and equitable approaches to injury care:

1) Recognise and integrate pluralistic care practises: acknowledge the legitimacy of indigenous, faith-based

and home-based healing practices for injuries. Previous research on other conditions in LMIC emphasises

that these should not be viewed as oppositions to formal healthcare, but rather as integral to under-

standing decisions around seeking care (Atim et al.,, 2021; Klarman et al,, 2021; Moshabela et al., 2011).

Recent work from Uganda (Sundararajan et al., 2020) further supports this view, demonstrating that

pluralistic care seeking is a normative and strategic response to the structural and cultural realities of

iliness. In the context of injury care, acknowledging these plural pathways allows for a deeper under-
standing of how individuals navigate injuries and can support the development of more inclusive care
practices.

Develop/strengthen collaborative referral and communication with indigenous and informal providers:

work towards partnerships between formal healthcare services and indigenous healers by creating

respectful and culturally aligned referral pathways. Research has shown that such collaborations can
enhance trust, ensure timely referral to care, and help support access to formal healthcare by validating
the role of traditional providers within the broader healthcare landscape (Conteh et al., 2025; Gyasi et al.,

2017; World Health Organization, 2022b). In the context of injuries, where time-sensitive care is often

critical, collaborative models can promote timely access while respecting cultural beliefs and practices

and realities of accessing care after injury.

3) Engage diverse stakeholders in service development and injury policy and include a broad range of
stakeholders, including those who have experience of injury but did not access hospital care, community
members, indigenous healers, religious leaders and others in the development and delivery of policies
and health services. Multistakeholder engagement, defined as the active involvement of actors who
influence, deliver and are affected by injury care, can help ensure that interventions and policies reflect
the priorities of the communities they aim to serve (Ampomah et al,, 2022; Frimpong et al., Frimpong
and Peprah, 2025). Multistakeholder engagement processes may be particularly important for addressing
some of the barriers identified in this study, such as structural and social determinants of access and lack
of trust in formal healthcare systems.

2

~
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4) Support for those at risk for exclusion from formal injury care: prioritise community-led interventions and
strategies for groups most likely to avoid formal healthcare services after injury due to intersecting
barriers. Research has highlighted that community-led intervention can improve outcomes for margin-
alised groups (Mitty & Flanigan, 2004). As this study highlights in the context of injuries, this group often
faces compounded challenges in accessing timely, trusted and culturally appropriate care and therefore
may require specific interventions to reduce inequalities (Dixon-Woods et al, 2006; Mock, 2010).
Addressing these challenges will require paying attention to the social and structural determinants of
health. Access to care is shaped not only by an individual's ability to seek, reach and engage with
services but also by health system characteristics that influence affordability, acceptability and quality
(Levesque et al., 2013). Equitable injury care approaches should therefore be embedded within broader
health system strengthening efforts (Kruk et al., 2018), whilst also ensuring that populations most
affected by exclusion are meaningfully involved in the development and implementation of interven-
tions (Peters et al., 2008).

This study had several limitations. First, interviews were conducted in selected urban and rural areas,
so findings may not capture the full range of injury experiences or barriers to care-seeking behaviours
in hospitals. Second, we relied on participants' accounts of their injuries without clinical verification,
limiting our ability to assess the severity of injuries or determine whether hospital-level care was
necessary. Third, detailed age data were not collected, which limited our ability to describe the age
range amongst participants or explore any difference in experiences across study sites and countries.
Fourth, although data collection and analysis were standardised across sites, variations in language,
cultural interpretation and research experience may have shaped how the data were gathered and
understood. Finally, the method of participant identification may have introduced selection bias; if
participants were primarily referred through traditional healers or networks associated with them, this
could explain the strong emphasis on traditional healing in the findings. It also raises the possibility
that individuals who do not seek care or are not connected to these networks were underrepresented
or missed entirely. This is particularly important given that the study aimed to understand lesser-heard
voices and the perspectives of those who are disconnected from formal care. Nonetheless, the study
provides valuable cross-country insights into the complex factors influencing access to hospital care
after injury in LMICs.

Conclusions

This study explored why injured individuals in four LMICs —Ghana, Pakistan, Rwanda and South
Africa —did not seek formal healthcare. The analysis illustrates that decisions about whether and
where to seek care are not linear but shaped by the dynamic interplay of financial constraints, cultural
norms, social expectations and lived experiences of injury. These findings highlight the need for
injury care that recognises and integrates the diverse realities through which injured individuals
understand and respond to injury. Contextually and culturally aligned approaches must acknowledge
the legitimacy of pluralistic care practices and aim to build health systems that engage with diverse
ways of seeking care, strengthen trust in formal care, and improve access to reflect the complexity of
decision-making.
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Appendix - topic guide

SWITCH THE DICTAPHONE ON

What injury did you suffer (e.g: (broken bone/dislocated joint; penetrating wound; concussion or head or neck
injury)

What part of your body was injured? (If a respondent has not already covered this in the response to the above
question)

How about after your injury happened, what did you do?

Probe:

Was anyone there to help? (Who?)

Did you think that you needed medical help? (If not, why not?)

Did you consider seeking medical help?

Probe:

Why not?

If yes, why? What happened?

Was there anything in particular that stopped you accessing care after making that decision?

Probe:

Availability of transport

Need to pay for transport

Length of journey

Need to get permission from a relative/community

What happened after you did not access care?

Probe:

Did you go for treatment somewhere else, like a traditional healer of bone setter?

How are you feeling now?

Probe:

Are you now back to your full fitness?

Is there anything that could be changed for you to access injury care in the future?

Probe:

Community issues?

Geographic/transport issues?

Health facility issues?
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