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Abstract 

Background: Over 30% of Ghanaians live with hypertension. Yet a significant proportion continues to utilize 
traditional medicine alongside—or instead of—biomedical care. Understanding what drives this healthcare 
behavior matters critically for developing effective hypertension management strategies. 

Objective: This study analyzes socio-ecological factors influencing traditional healer utilization among 
hypertension patients in Ghana, using the Socio-Ecological Model to inform health policy and practice. 

Methods: We applied the Socio-Ecological Model as an analytical framework to synthesize academic literature, 
health data, policy documents, and case studies. This examined multi-level barriers and facilitators across 
individual, interpersonal, organizational, community, and policy spheres that perpetuate traditional medicine 
usage in hypertension management. 

Results: Patient decisions are driven by poor biomedical health literacy, cultural beliefs about illness causation, 
family and gender pressures, healthcare system constraints including availability and affordability barriers, social 
norms legitimizing traditional healers, and progressively accommodating policy frameworks. These factors 
interact dynamically across multiple levels to sustain medical pluralism in Ghana's hypertension care landscape. 

Conclusions: Sustained preference for traditional healers derives from intersecting barriers across all Socio-
Ecological Model levels. Culturally competent, pluralistic hypertension policies and programs that integrate 
traditional and biomedical systems while addressing multi-level barriers are vital for improving blood pressure 
control and reducing cardiovascular disease burden in Ghana. 
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1. INTRODUCTION 

Hypertension represents one of the most significant public health challenges globally. The numbers are stark. In 
Sub-Saharan Africa, the burden has escalated dramatically over recent decades, driven by epidemiological 
transition, urbanization, dietary changes, and aging populations [11]. The World Health Organization identifies 
hypertension as a leading risk factor for stroke, heart disease, and kidney failure, necessitating urgent public 
health attention across resource-limited settings [53]. 

Ghana faces a particularly acute crisis. Recent systematic reviews and meta-analyses reveal that hypertension 
prevalence among Ghanaian adults ranges from 28-48% depending on population characteristics and geographic 
location, with pooled estimates suggesting approximately 30-35% of adults are affected [8, 53]. More 
concerning? Awareness rates remain suboptimal at approximately 40-50%, treatment rates hover around 30%, 
and blood pressure control among those treated is achieved in less than 20% of cases [8, 23]. 

The World Health Organization's 2024 STEPS report on non-communicable diseases (NCDs) in Ghana further 
highlights the growing challenge, noting that inadequate detection, treatment, and control of hypertension 
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contribute significantly to the country's CVD burden [55]. A recent multi-center retrospective study across 
primary health care facilities documented alarming rates of suboptimal blood pressure control—less than one-
third of hypertensive patients achieving recommended targets [23]. These statistics underscore the urgency of 
understanding and addressing barriers to effective hypertension management in Ghana. 

Despite expanding biomedical infrastructure and modernization efforts, traditional medicine remains deeply 
embedded in Ghana's healthcare landscape. The evidence is compelling: studies estimate that 60-70% of 
Ghanaians access traditional medicine services at some point, with traditional healers serving as primary 
healthcare providers for substantial segments of the population, particularly in rural areas [24, 46]. 

Traditional healers hold profound cultural significance as custodians of indigenous herbal knowledge and 
spiritual healing practices aligned with localized belief systems [3, 5]. The persistence of traditional medicine 
utilization occurs within a context of medical pluralism—the coexistence and concurrent use of multiple 
medical systems within a society. Research across 12 African countries, including Ghana, demonstrates that 
traditional medicine use is common among hypertensive patients, with many engaging in concurrent use of 
traditional and biomedical treatments [30]. This medical pluralism reflects complex negotiations between 
cultural identity, healthcare access constraints, economic realities, and belief systems [36]. 

Ghana has made progressive strides in recognizing and integrating traditional medicine into the national health 
system. The landmark Traditional Medicine Practice Act of 2000 provided formal recognition, established 
practitioner licensing mechanisms, and created the Traditional Medicine Practice Council to oversee 
professionalization [4, 34]. Subsequent policies, including the 2012 National Policy for Traditional Medicine and 
the 2022 National Non-Communicable Diseases Policy and Strategy, have further institutionalized traditional 
medicine integration into mainstream healthcare planning [7, 35]. 

However, significant implementation gaps persist between policy aspirations and ground realities, particularly 
regarding traditional medicine integration, healthcare workforce capacity, and equitable access to quality 
services across geographic regions [9, 29]. The Ghana Health Service has updated cardiovascular disease 
management guidelines, emphasizing comprehensive, accessible hypertension care [18]. Yet the challenge 
remains: how do we translate policy into practice? 

1.1 Research Gap and Study Rationale 

While individual studies have examined specific aspects of traditional medicine use or hypertension management 
barriers in Ghana, comprehensive, multi-level analysis integrating these phenomena remains limited. Most 
existing research adopts narrow disciplinary lenses—focusing either on cultural beliefs, economic barriers, or 
health system constraints in isolation—without capturing the dynamic interplay across individual, interpersonal, 
organizational, community, and policy levels that collectively shape healthcare behaviors [12]. 

Understanding why hypertensive patients continue to prefer or concurrently utilize traditional healers despite 
biomedical system expansion requires moving beyond one-dimensional explanations. We need systems thinking 
that acknowledges complexity and interconnectedness. The Socio-Ecological Model (SEM) provides an ideal 
analytical framework for this endeavor, as it explicitly recognizes that health behaviors derive from dynamic 
interactions among factors operating at multiple levels simultaneously [15, 44]. 

1.2 Study Objectives 

This analysis pursues three primary objectives structured within the Socio-Ecological Model framework. First, 
we document individual, interpersonal, organizational, community, and policy-level factors perpetuating 
preference for traditional healers among hypertensive patients in Ghana. Second, we critically analyze decision-
making drivers across these spheres to inform responsive health policy and practice that accommodate medical 
pluralism realities. Third, the analysis synthesizes literature, health data, policy documents, and case studies to 
provide an integrated, systems-focused evidence base for improving hypertension health outcomes in Ghana. 

1.3 Significance and Contributions 

This study offers both practical and scientific contributions. From a practical perspective, findings directly 
inform Ministry of Health efforts to develop integrated traditional medicine policies that benefit rural 
communities and vulnerable groups lacking consistent biomedical access. The analysis assists District Health 
Management Teams in fostering collaboration across medical spheres and guides strategic resource allocation. 
For biomedical providers, documented patient beliefs and barriers encourage culturally competent care. For 
traditional healers, insights on professionalization needs and collaboration opportunities inform association 
guidelines and partnership priorities. 

Scientifically, this study makes several key contributions. First, it applies a robust transdisciplinary conceptual 
framework—the Socio-Ecological Model—to generate multifaceted understanding of traditional healer 
utilization for hypertension treatment in Ghana, expanding academic discussion beyond narrow cultural 
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explanations toward methodological, systems-based investigation. Second, structured analysis of interplaying 
factors across multiple levels provides consolidated evidence documenting drivers and barriers referenced across 
disciplines from health literacy to social policy. Third, the framework itself represents a scientific tool enabling 
reproducible analysis across diverse health behaviors and global contexts, with this application validating the 
SEM's utility for traditional medicine research. 

While focused on Ghana, this analytical approach provides a methodological template transferable across 
contexts where medical pluralism and traditional medicine utilization intersect with chronic disease management 
challenges, offering insights relevant to other Sub-Saharan African countries and low- and middle-income 
settings globally. 

 

2. THEORETICAL AND CONCEPTUAL FRAMEWORK 

2.1 The Socio-Ecological Model: Conceptual Foundation 

The Socio-Ecological Model (SEM) provides a multidimensional framework recognizing that health behaviors 
derive from dynamic interplay among factors at individual, interpersonal, institutional, community, and policy 
levels [40, 44]. Originally developed for public health promotion, the model has become dominant in health 
behavior analysis as a holistic lens for exploring layered influences from micro to macro spheres [33]. 

The SEM moves beyond one-dimensional explanations. It doesn't attribute health behaviors solely to individual 
choices, cultural beliefs, or system failures. Instead, it captures systemic drivers across interconnected levels. 
Each level influences behaviors directly while also interacting with other levels, creating feedback loops and 
dynamic relationships [15]. This ecological perspective aligns with systems thinking approaches increasingly 
recognized as essential for understanding complex health phenomena in diverse global contexts. 

The five levels operate hierarchically yet interactively. At the individual level, personal factors including 
knowledge, attitudes, beliefs, skills, self-efficacy, and health status shape healthcare decisions. The 
interpersonal level encompasses social networks, family influences, peer relationships, and social support 
systems that surround individuals. At the organizational level, institutions, organizations, and healthcare 
systems including their rules, structures, and services create enabling or constraining environments. The 
community level captures relationships among organizations, social norms, community resources, and networks 
that define collective contexts. Finally, the policy level encompasses local, state, and national laws, policies, and 
regulations that establish the broader governance framework within which all other levels operate. 
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Figure 1: Theoretical and Conceptual Framework for Understanding Traditional Medicine Use in Hypertension 
Management in Ghana 

2.2 Application Rationale and Relevance for Ghana 

Why use the SEM to examine traditional healer utilization among Ghana's hypertensive patients? The model's 
multilayered architecture mirrors the complexity of medical pluralism in Ghana—integrating cultural, economic, 
pragmatic, and structural health realities. The framework provided intuitive, structured scaffolding to 
methodologically investigate decision drivers across patient symptom experiences, family and community 
pressures, healthcare system barriers and enablers, local norms, and national regulatory landscapes. 

Traditional healers occupy embedded, multifaceted roles in Ghana that cannot be understood through single-
level analysis. Cultural significance operates simultaneously with economic accessibility. Family pressures 
coexist with policy frameworks. Organizational barriers interact with community legitimization. The SEM 
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unpacks these interdependent motivations, moving understandably beyond superficial culture-centric 
explanations toward comprehensive systems analysis [3]. 

2.3 SEM Applications in Global Health Research 

The SEM's versatility and transferability across health topics and settings explains its extensive integration in 
public health literature. Previous applications demonstrate the framework's utility for analyzing complex health 
behaviors in diverse contexts. 

Moshabela et al. applied SEM to examine medical pluralism and traditional healer contributions to HIV care 
cascades in Eastern and Southern Africa, documenting individual knowledge gaps, household attitudes, 
healthcare stigmatization, cultural fulfillment through traditional healers, and national policy positions [36]. 
Sidamo et al. employed socio-ecological analysis to systematically review barriers to adolescent sexual and 
reproductive health service access and utilization in Sub-Saharan Africa, identifying multilevel factors from 
individual knowledge to policy implementation [44]. Tarkang and Amu demonstrated SEM application in 
understanding pandemic response challenges and successes across multiple intervention levels during COVID-
19 in Sub-Saharan Africa [47]. 

The University of Minnesota's Center for Leadership Education developed an ecological model specifically 
adapted for mental health contexts, illustrating the framework's adaptability across health domains [33]. These 
diverse applications consistently demonstrate that SEM structures crosscutting explanations effectively, making 
it an established analytical tool in global health research. 

2.4 Theoretical Foundations Integrated into the Framework 

While the Socio-Ecological Model provides the organizational structure, this analysis integrates insights from 
multiple complementary theoretical frameworks that inform understanding at different levels. Aday and 
Andersen's Health Access Framework conceptualizes healthcare access through enabling resources, predisposing 
characteristics, and need factors, guiding analysis of organizational and individual-level determinants [1]. Obrist 
et al. further elaborated this framework for contexts of livelihood insecurity, emphasizing the multidimensional 
nature of healthcare access [38]. 

The Health Belief Model explains individual health behaviors through perceived susceptibility, severity, 
benefits, barriers, cues to action, and self-efficacy, informing individual-level risk perception and belief analysis. 
Medical Pluralism Theory recognizes coexistence of multiple medical systems within societies and patient 
navigation between systems based on perceived appropriateness [24, 36], providing conceptual grounding for 
understanding concurrent traditional and biomedical care utilization. 

Gender and Power Dynamics Theory illuminates structural inequalities, marginalization, and constrained 
autonomy—particularly for women—in healthcare decision-making [6, 43], informing interpersonal-level 
analysis. The Health Systems Framework, particularly WHO building blocks encompassing service delivery, 
workforce, information systems, medical products, financing, and governance, guides organizational and policy-
level analysis [9, 29]. Community Engagement and Participation Theory emphasizes local knowledge, cultural 
authority, and community ownership in health programs, informing community-level analysis [3]. Together, 
these theoretical foundations provide rich conceptual grounding for analyzing traditional medicine utilization 
across all SEM levels. 

2.5 Mediating and Moderating Factors 

The framework incorporates mediating and moderating factors that influence relationships between SEM levels 
and outcomes. Mediating factors represent mechanisms through which influences operate. Medical pluralism 
realities and navigation strategies between traditional and biomedical systems mediate how individuals translate 
beliefs and constraints into actual healthcare behaviors. Healthcare seeking pathways, whether sequential (trying 
one system before another) or concurrent (using both systems simultaneously), mediate the relationship between 
access barriers and utilization patterns. Trust and credibility judgments regarding different healthcare modalities 
mediate how organizational characteristics translate into patient preferences and behaviors. 

Moderating factors represent conditions that strengthen or weaken relationships between variables across 
levels. Educational attainment levels moderate how cultural beliefs translate into healthcare behaviors, with 
higher education potentially attenuating but not eliminating traditional medicine preferences. Age and 
generational cohort moderate various relationships, as older generations with deeper traditional socialization may 
respond differently to the same organizational barriers than younger cohorts with more biomedical exposure. 
Geographic context—particularly rural versus urban location—moderates relationships across all levels, with 
rural populations facing multiplicative barriers and fewer alternatives. Wealth quintile and socioeconomic status 
moderate how affordability constraints influence healthcare choices, with wealthier individuals able to 
circumvent some organizational barriers through private sector utilization. 
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2.6 Outcome Variables 

The framework conceptualizes three categories of outcomes resulting from multilevel influences. Health 
outcomes encompass blood pressure control levels, cardiovascular complications including stroke and heart 
failure, quality of life measures, treatment adherence rates, adverse effects from treatments, and potential herb-
drug interactions when traditional and biomedical therapies are used concurrently. 

Health system outcomes include utilization patterns across traditional and biomedical sectors, continuity of care 
between systems, healthcare expenditures at household and system levels, financial protection effectiveness, 
patient satisfaction with care experiences, and overall trust in health systems. 

Societal outcomes capture cultural heritage preservation, traditional knowledge retention across generations, 
social cohesion through shared healthcare practices, health equity across populations, economic implications of 
medical pluralism, and community wellbeing broadly defined. These outcome categories recognize that 
healthcare behaviors produce consequences extending beyond individual clinical endpoints to encompass system 
performance and societal values. 

2.7 Feedback Mechanisms 

Critically, the framework incorporates feedback loops recognizing that outcomes recursively influence factors at 
all levels. Positive traditional medicine experiences—whether objectively beneficial or subjectively satisfying—
reinforce future utilization preferences at individual and community levels. Treatment failures or adverse 
experiences affect trust and shape subsequent preferences, potentially driving patients toward or away from 
particular healthcare modalities. 

Policy changes, such as expanding insurance coverage or strengthening regulatory frameworks, reshape 
community norms about healthcare legitimacy and appropriateness. Collective outcomes observed at community 
levels, such as hypertension control rates or complication burdens, drive system evolution through demands for 
improved services, accountability mechanisms, or alternative approaches. This dynamic, non-linear 
conceptualization acknowledges the complexity and temporal dimensions of healthcare behavior patterns, 
recognizing that healthcare systems and patient behaviors co-evolve through iterative interactions over time. 

2.8 Framework Limitations and Considerations 

While providing comprehensive structure, the SEM framework risks oversimplification if not populated with 
grounded, context-specific insights. Successful application requires dedicating attention to interpreting each level 
according to localized realities rather than imposing assumptions from other contexts. Ghanaian experiences 
require differentiation from other settings—specific belief systems, family configurations, healthcare 
infrastructure characteristics, and legal landscapes must be investigated authentically for meaningful SEM 
application [47]. 

Researchers employing this framework must resist tendencies toward mechanical level-filling and instead 
engage deeply with contextual particularities that give meaning to each level's influences. The framework 
provides structure for analysis but cannot substitute for rich empirical understanding of local realities. 

 

3. METHODOLOGY 

3.1 Study Design 

This study employed a qualitative document analysis and synthesis approach, applying the Socio-Ecological 
Model as an analytical framework to systematically examine drivers of traditional medicine utilization among 
hypertensive patients in Ghana. The analysis integrated multiple evidence sources to generate comprehensive, 
multilevel understanding of this complex healthcare behavior. Rather than conducting primary data collection, 
the study synthesized existing evidence through systematic review and thematic analysis structured by the SEM 
framework, enabling consolidation of insights across disciplinary boundaries and evidence types. 

3.2 Data Sources 

Evidence was drawn from five primary source categories to ensure comprehensive coverage. First, peer-
reviewed academic literature including systematic reviews, primary research studies, and theoretical papers 
examining hypertension management, traditional medicine use, healthcare access barriers, and medical pluralism 
in Ghana and comparable Sub-Saharan African contexts provided empirical grounding. 

Second, health policy documents from Ghana Ministry of Health, Ghana Health Service, National Health 
Insurance Authority, and World Health Organization articulated official strategies, priorities, and regulatory 
frameworks. 
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Third, population health data from Ghana Demographic and Health Surveys, WHO STEPS reports, and 
epidemiological studies documented hypertension prevalence, awareness, treatment, and control patterns across 
populations. 

Fourth, regulatory documents including traditional medicine legislation, practitioner licensing frameworks, and 
herbal medicine registration guidelines from Ghana Food and Drugs Authority illuminated governance 
structures. 

Fifth, organizational reports from Ghana Federation of Traditional Medicine Practitioners Associations, 
academic institutions, and health system strengthening initiatives provided stakeholder perspectives and 
implementation insights. 

3.3 Analytical Approach 

The Socio-Ecological Model provided the organizing framework for systematic thematic analysis. The analytical 
process proceeded through six sequential steps to ensure methodological rigor. 

Step one involved comprehensive literature review to identify relevant sources addressing traditional medicine 
use and hypertension management in Ghana and comparable contexts. 

Step two entailed extraction and coding of evidence according to SEM levels, systematically categorizing 
findings as relevant to individual, interpersonal, organizational, community, or policy factors. 

Step three conducted within-level synthesis to identify key themes, patterns, and mechanisms operating at each 
level independently. 

Step four performed cross-level analysis to examine interactions, feedback loops, and system dynamics that 
transcend individual levels. 

Step five integrated mediating and moderating factors that influence relationships between levels and outcomes. 

Step six synthesized multilevel findings to generate comprehensive understanding and develop evidence-based 
recommendations for policy and practice. 

3.4 Quality Considerations 

To ensure analytical rigor and trustworthiness, the study prioritized several quality considerations. Triangulation 
across multiple evidence sources and study types enhanced validity by confirming patterns through diverse 
methodological approaches. Preference for systematic reviews and meta-analyses where available provided 
synthesized evidence with established quality appraisal. 

Inclusion of recent evidence from 2020-2025 ensured currency while incorporating foundational earlier works 
that established key concepts. Critical appraisal of source quality and relevance to Ghanaian contexts guided 
evidence selection and interpretation. Transparent acknowledgment of evidence gaps and limitations prevented 
overgeneralization beyond available data. Reflexivity regarding analytical assumptions and interpretations 
acknowledged potential biases and encouraged critical examination of framework application. 

 

4. RESULTS AND DISCUSSION 

4.1 Individual Level Factors 

Individual-level knowledge, attitudes, beliefs, and economic resources fundamentally influence traditional healer 
utilization for hypertension care in Ghana. Evidence reveals multiple interacting drivers at this foundational level 
where personal characteristics shape healthcare decision-making. 

4.1.1 Health Literacy and Biomedical Knowledge 
Low levels of health literacy and limited biomedical knowledge regarding hypertension contribute substantially 
to reliance on traditional healers across Ghanaian populations. The evidence is clear: many Ghanaians possess 
inadequate understanding of hypertension etiology, risk factors, and treatment requirements [26, 50]. 

This knowledge deficit extends beyond simple awareness of hypertension's existence to encompass functional 
health literacy—the cognitive and social skills that determine the motivation and ability of individuals to gain 
access to, understand, and use information in ways that promote and maintain good health. Research 
documenting health literacy interventions for uncontrolled hypertensive patients demonstrates that improved 
health literacy significantly enhances medication adherence and blood pressure control outcomes [26]. 

Conversely, limited biomedical understanding leaves patients vulnerable to misconceptions and alternative 
explanatory models for their condition, often leading to preference for traditional treatments perceived as more 
culturally congruent, comprehensible, and aligned with existing knowledge frameworks. The development and 
validation of health literacy assessment tools specifically designed for hypertension contexts in low-resource 
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settings highlights growing recognition of this critical barrier [31]. In Ghana, addressing these fundamental 
health literacy gaps through targeted, culturally appropriate community education represents an essential 
component of comprehensive hypertension management strategies that cannot be overlooked in intervention 
design. 

4.1.2 Cultural Beliefs and Illness Causation Models 
Hypertension knowledge gaps intertwine with deeply rooted cultural beliefs in complex ways, profoundly 
impacting illness perceptions, causal explanations, and treatment selection processes. Many Ghanaians attribute 
hypertension to supernatural causes—including witchcraft, spiritual attacks, curses, or violations of cultural 
taboos—driving utilization of traditional healers and spiritual remedies over biomedical care [5, 21]. 

These alternative causality beliefs are not merely cultural artifacts or evidence of ignorance. They represent 
coherent explanatory frameworks within which hypertension symptoms are interpreted and understood. When 
individuals conceptualize elevated blood pressure as manifestation of spiritual disturbance rather than 
physiological dysfunction, seeking healing through traditional spiritual practitioners becomes logical and 
appropriate within that belief system's internal logic [25]. 

Studies across Sub-Saharan Africa consistently document these patterns across diverse ethnic and cultural 
groups. Kaboru et al. found that communities' views on illness causation fundamentally shaped their preferences 
for traditional versus modern health sector engagement, with supernatural attribution strongly predicting 
traditional medicine utilization [25]. Similarly, comprehensive research on traditional medicine use across the 
African continent demonstrates that cultural belief systems represent primary drivers of treatment-seeking 
patterns independent of healthcare access considerations [24, 41]. Understanding these belief systems requires 
moving beyond dismissal or pathologization toward genuine engagement with alternative epistemologies and 
meaning-making systems that shape healthcare behaviors. 

4.1.3 Risk Perceptions 
Individual risk perceptions—regarding both disease severity and personal susceptibility to complications—
influence healthcare decisions in complex ways that interact with knowledge and beliefs. Many hypertensive 
patients underestimate their cardiovascular risk or fail to recognize hypertension's typically asymptomatic nature 
during early and middle stages, leading to delayed treatment-seeking or premature treatment discontinuation 
when symptoms temporarily resolve [23]. 

This phenomenon, wherein the absence of symptoms creates illusion of wellness, particularly undermines long-
term medication adherence for chronic conditions like hypertension that may not produce obvious signs until 
serious complications develop. Conversely, some individuals may perceive biomedical treatments as harsh, 
chemical, foreign, or potentially harmful to bodily systems, while viewing herbal remedies as natural, gentle, 
indigenous, and intrinsically safe by virtue of their plant origins. These risk-benefit calculations, whether 
medically accurate or not, substantially influence treatment preferences and adherence patterns in ways that 
resist simple educational correction. 

4.1.4 Economic Constraints and Affordability 
Economic resources represent critical individual-level determinants of healthcare access across all populations, 
with particular salience in resource-limited settings. Despite Ghana's National Health Insurance Scheme (NHIS) 
implementation intended to reduce financial barriers, significant out-of-pocket healthcare expenses persist, 
creating financial access obstacles for many hypertensive patients requiring sustained medication and monitoring 
[39, 42]. 

While NHIS theoretically provides financial protection through risk-pooling mechanisms, coverage gaps, 
premium payment difficulties, medication exclusions, and indirect costs including transportation and time off 
work continue to obstruct care access, particularly for economically vulnerable populations already struggling 
with livelihood insecurity [10]. Vellekoop et al. documented substantial variation in NHIS benefits package 
coverage across different healthcare services, with some essential hypertension management components 
remaining inadequately covered despite policy intentions [49]. 

When biomedical care proves unaffordable through cumulative costs that strain household budgets, traditional 
healers—often charging lower fees, offering flexible payment arrangements negotiable through social 
relationships, or accepting in-kind payments aligned with agricultural economies—represent economically 
accessible alternatives [21]. The World Bank's comprehensive study of Ghana's NHIS highlighted persistent 
financial access barriers despite insurance expansion, noting that the poorest quintiles continue facing 
disproportionate difficulties accessing quality care even with nominal insurance coverage [52]. Traditional 
medicine utilization thus becomes, for many households, not primarily a cultural preference but an economic 
necessity driven by affordability constraints that persist despite formal insurance schemes. 
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4.1.5 Previous Healthcare Experiences 
Past experiences with both traditional and biomedical healthcare systems shape future treatment-seeking 
behaviors through experiential learning and memory. Negative encounters with formal health facilities—
including long waiting times consuming entire days, disrespectful or dismissive treatment from providers, 
perceived ineffectiveness of prescribed treatments, or complications attributed to biomedical interventions—
erode trust and discourage future utilization of those services [9]. 

These negative experiences accumulate across individuals and within communities, creating reputational effects 
that transcend individual encounters. Conversely, positive traditional healer experiences, whether due to 
perceived symptom improvement, satisfying interpersonal interactions characterized by time and attention, or 
provision of explanations that resonate with cultural worldviews, reinforce preferences for traditional care 
through reinforcement learning mechanisms. The subjective quality of therapeutic encounters—feeling heard, 
respected, understood, and cared for—often weighs heavily in healthcare preference formation, sometimes 
independent of objective clinical outcomes that may be difficult for patients to assess accurately. 

4.2 Interpersonal Level Factors 

Interpersonal networks—including family, peers, and broader community relationships—exert substantial 
influence on care-seeking behaviors for hypertension through mechanisms including social pressures, shared 
beliefs, normative influences, and decision-making dynamics that extend beyond individual autonomy. 

4.2.1 Family Beliefs and Influence 
Family members often shape individual health beliefs and treatment choices profoundly through socialization, 
modeling, direct advice-giving, and decision-making authority. In Ghana's predominantly collectivist cultural 
context where individual autonomy is balanced against family obligations and hierarchical respect, healthcare 
decisions frequently involve family consultation and consensus-building rather than purely individual choice-
making [6]. 

When key family members—particularly elders who command respect, household heads who control resources, 
or spouses who influence daily decisions—hold strong traditional medicine beliefs grounded in 
multigenerational practice, individuals face substantial pressure to conform with family preferences regardless of 
personal inclinations that might favor biomedical approaches. Studies document how family members propagate 
explanatory models attributing hypertension to spiritual causes, actively encouraging traditional healer 
consultations while discouraging hospital visits perceived as culturally inappropriate or spiritually inadequate 
[5]. 

Intergenerational transmission of health beliefs means traditional medicine knowledge and preferences pass from 
parents to children through deliberate teaching and observational learning, perpetuating utilization patterns 
across generations and creating cultural continuity. However, when families cannot afford sustained medical 
expenses or hold skepticism toward Western medicine rooted in historical experiences, colonial legacies, or 
observed treatment failures, they may actively discourage hospital-based treatment, creating powerful 
interpersonal barriers to optimal hypertension management that individual motivation alone cannot overcome. 

4.2.2 Gender Dynamics and Decision-Making Autonomy 
Gender profoundly shapes healthcare access and decision-making processes in Ghana through multiple 
intersecting pathways that disadvantage women systematically. Women face disproportionate barriers to 
healthcare utilization stemming from limited decision-making autonomy within households, financial 
dependence on male relatives who control economic resources, domestic responsibilities that constrain time 
availability, and structural marginalization embedded in social institutions [43, 51]. 

Bawafaa powerfully documents how historical colonial origins combined with contemporary patriarchal 
structures create persistent marginalization in women's healthcare access, with colonial medical systems having 
devalued indigenous women's healing knowledge while simultaneously restricting women's access to formal 
healthcare through policies requiring male permission [6]. Women's healthcare knowledge is frequently 
devalued or dismissed within families and communities, and their voices inadequately heard in family health 
decisions that directly affect their wellbeing. 

This disempowerment extends explicitly to hypertension management, where husbands or male relatives may 
control treatment choices, determine financial resource allocation for care, and grant or withhold permission to 
seek services outside the home. Recent analysis of Ghana's 2022 Demographic and Health Survey identified 
multiple barriers disproportionately affecting women's healthcare access, including geographic distance to 
facilities requiring escort or permission, need for explicit permission from husbands or elders to seek care, 
difficulties obtaining money for treatment that they cannot independently control, and concerns about traveling 
alone to facilities that may be distant or culturally inappropriate for unaccompanied women [20, 51]. These 
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gendered constraints systematically push women toward accessible traditional healers integrated within 
communities and available without male permission or escort rather than distant formal facilities requiring 
negotiation of multiple social barriers layered atop geographic and economic obstacles. 

4.2.3 Social Networks and Peer Influences 
Beyond immediate family structures, extended social networks including friends, neighbors, coworkers, church 
members, and other community connections influence health behaviors through information sharing, social 
norms transmission, observational learning, and social proof mechanisms. When community members observe 
peers apparently successfully treating hypertension or other conditions with traditional medicine—whether 
through actual therapeutic benefit or natural symptom fluctuation attributed to treatment—social proof reinforces 
preferences for traditional approaches through vicarious learning [46]. 

Health information circulates through social networks, with trusted peers' recommendations often carrying more 
weight than formal health education messages delivered by outsiders. Conversely, as urbanization proceeds and 
educated cohorts gain exposure to biomedical paradigms through formal schooling, media consumption, and 
workplace environments, social networks increasingly transmit biomedical health knowledge and potentially 
attenuate traditional medicine preferences over generational time through acculturation processes [41]. However, 
this transition occurs unevenly across social strata, with persistent traditional medicine utilization even among 
educated urban populations suggesting that network influences interact complexly with other factors rather than 
determining behaviors unidirectionally. 

4.2.4 Stigma and Social Acceptability 
Chronic disease stigma, though less pronounced for hypertension than for highly stigmatized conditions like HIV 
or mental illness, nonetheless influences care-seeking behaviors through concerns about social labeling and 
community reputation. Some individuals avoid formal healthcare facilities due to concerns about being publicly 
labeled as chronically ill, which may carry implications for marriageability, employability, or social standing 
within communities. 

Fears about confidentiality breaches within communities where healthcare workers may share social networks 
with patients can drive individuals toward more discrete traditional healer consultations [25]. Traditional healers, 
offering consultations within familiar community contexts where therapeutic relationships are embedded in 
broader social relationships, may be perceived as protecting social reputation better than hospital visits that mark 
individuals publicly as sick and requiring formal medical intervention. The social acceptability of different 
healthcare-seeking patterns varies across communities, with traditional medicine often carrying less stigma and 
more normative acceptance than repeated hospital attendance that may be interpreted as failure to manage health 
appropriately through traditional preventive practices. 

4.3 Organizational Level Factors 

Healthcare system characteristics represent perhaps the most substantial and directly modifiable barriers to 
effective hypertension management in Ghana, structurally channeling patients toward traditional alternatives 
when formal systems fail to meet basic healthcare needs across multiple dimensions of access. 

4.3.1 Availability: Health Infrastructure and Workforce Constraints 
Ghana faces severe health workforce shortages and profoundly uneven facility distribution, particularly in rural 
and underserved regions where population needs are greatest but resources most limited. Health worker density 
remains well below World Health Organization minimum standards established for basic primary healthcare 
delivery, with some rural areas having only one physician per 40,000 or more residents and grossly insufficient 
nursing staff to provide adequate chronic disease management [18, 29]. 

This workforce crisis means many Ghanaians lack proximate access to qualified healthcare providers capable of 
diagnosing hypertension, initiating appropriate medication regimens, providing ongoing monitoring, and 
adjusting treatment protocols as needed for optimal blood pressure control. A comprehensive 2024 assessment of 
health services availability and readiness for hypertension and diabetes management across primary care 
facilities documented alarming gaps in essential equipment including functional blood pressure measurement 
devices, trained personnel with competencies in NCD management, and essential medications required for 
evidence-based hypertension treatment—particularly pronounced in rural districts serving the most vulnerable 
populations [19]. 

Byiringiro et al. systematically examined healthcare system barriers and facilitators to hypertension management 
in Ghana, identifying health workforce shortages as among the most critical obstacles to achieving adequate 
population coverage and quality care delivery [9]. When formal facilities are unavailable, severely understaffed, 
or lack basic competencies and supplies, traditional healers—ubiquitously present within communities regardless 
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of geographic remoteness—fill healthcare provision gaps by default rather than design, serving as de facto 
primary care providers for populations that formal systems fail to reach. 

4.3.2 Accessibility: Geographic and Transportation Barriers 
Even where facilities theoretically exist on paper or in national databases, geographic distance and transportation 
challenges create formidable access barriers in practice for rural populations. Ketor et al. examined health-
seeking behavior determinants in rural Jasikan district, finding that distance to health facilities emerged as the 
primary barrier affecting healthcare utilization, with associated transportation costs multiplying treatment 
expenses and discouraging follow-up care essential for chronic disease management requiring repeated facility 
contacts [27]. 

Obrist et al. developed an influential framework conceptualizing healthcare access in contexts of livelihood 
insecurity common across rural Africa, emphasizing that geographic accessibility interacts multiplicatively with 
economic constraints and temporal demands including time required for travel to facilities and waiting for 
services that may consume entire days of productive time [38]. 

For hypertensive patients requiring regular facility visits for blood pressure monitoring, medication refills, 
counseling, and complication screening, these cumulative access barriers become particularly burdensome, 
potentially requiring monthly or quarterly visits that are infeasible given distance, transportation costs, and time 
constraints for populations engaged in agricultural livelihoods or informal sector work. Traditional healers' deep 
integration within local communities provides them decisive accessibility advantages over distant biomedical 
facilities. Patients can consult healers in villages without lengthy travel, maintain ongoing therapeutic 
relationships with trusted providers embedded in their social worlds, and integrate healthcare consultations into 
daily routines rather than requiring dedicated days for facility travel. 

4.3.3 Affordability: Financial Barriers and Insurance Limitations 
Despite NHIS implementation intended to provide financial risk protection and reduce out-of-pocket healthcare 
expenses, financial barriers persist as major access obstacles undermining equitable healthcare utilization. While 
the scheme theoretically provides financial protection through premium payments that spread risk across 
populations, multiple studies document continued significant out-of-pocket expenses, premium payment 
difficulties particularly for informal sector workers and agricultural populations, coverage gaps for essential 
services and medications, and exemption system failures that leave vulnerable populations inadequately 
protected despite nominal eligibility [10, 39]. 

Sarkodie demonstrated that even with NHIS coverage, significant healthcare costs remain, with hypertensive 
patients facing substantial medication expenses when prescribed drugs are not included in the NHIS essential 
medicines list, consultation fees for specialist referrals when primary care proves inadequate, and costs for 
diagnostic tests not fully covered under standard benefit packages [42]. These financial demands render 
sustained biomedical hypertension management unaffordable for many lower-income Ghanaians even with 
insurance, contradicting policy intentions for universal financial protection. 

Vellekoop et al. conducted extensive analysis supporting NHIS benefits package review, documenting numerous 
areas where coverage remains inadequate for chronic disease management requiring sustained, long-term 
treatment and monitoring [49]. The National Health Insurance Authority's structure and implementation 
challenges mean that policy intentions regarding financial protection translate incompletely into ground-level 
realities, with gaps between promised coverage and actual reimbursement practices undermining the scheme's 
protective effects [37]. 

Comparatively, traditional healers often charge substantially lower fees, accept flexible payment arrangements 
that accommodate irregular agricultural incomes, or operate through informal reciprocity systems based on 
social relationships more aligned with resource-limited household economic realities than fixed formal sector fee 
structures [21, 24]. 

4.3.4 Accommodation: Service Organization and Cultural Competence 
Healthcare service organization characteristics—including operating hours, appointment systems, waiting times, 
and cultural accommodation of diverse beliefs and practices—influence accessibility beyond physical presence 
and financial affordability. Byiringiro et al. documented that many Ghanaian health facilities maintain limited 
operating hours inconvenient for working populations who cannot afford to miss work, lack appointment 
systems leading to long queues and unpredictable waiting times that may consume entire days, and demonstrate 
insufficient cultural competence in addressing traditional beliefs respectfully without dismissal or mockery [9]. 

When biomedical facilities operate rigidly according to bureaucratic schedules without accommodating cultural 
needs—such as prohibiting traditional birth attendants during delivery, dismissing spiritual explanations for 
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illness without empathetic engagement, or showing disrespect toward patients who have consulted traditional 
healers before presenting to facilities—they alienate patients whose worldviews and practices they fail to respect. 

Traditional healers, conversely, inherently accommodate cultural beliefs as they themselves embody those belief 
systems, speak cultural languages literally and figuratively, and operate according to community-defined norms 
rather than imposed bureaucratic procedures. The cultural distance between biomedical facilities staffed by 
professionally trained personnel often from different socioeconomic backgrounds and rural patients embedded in 
traditional lifeways creates accommodation barriers beyond formal access dimensions. 

4.3.5 Acceptability: Quality of Care and Patient Experience 
Patient perceptions of care quality fundamentally influence healthcare utilization patterns and preferences 
through both objective quality dimensions and subjective experiential assessments. Research consistently 
documents substantial patient dissatisfaction with formal healthcare experiences in Ghana, including 
disrespectful provider treatment ranging from dismissive communication to verbal abuse, inadequate counseling 
and health education that leaves patients confused about their conditions and treatments, poor communication 
including use of medical jargon without explanation, and perceived low clinical quality evidenced by diagnostic 
errors, treatment failures, or complications attributed to care [9, 12]. 

Laar et al. conducted stakeholder interviews exploring health system challenges to NCD prevention and 
treatment, finding that quality concerns—including rushed consultations lasting only minutes, inadequate 
patient-centered care that addresses individual circumstances, and lack of therapeutic continuity with different 
providers at each visit—substantially undermined hypertension management effectiveness [29]. 

When patients perceive biomedical care as impersonal, disrespectful, clinically inadequate, or failing to address 
their holistic needs beyond narrow biomedical dimensions, they actively seek alternatives offering better 
interpersonal experiences and perceived therapeutic attention. Traditional healers often provide extended 
consultation times unconstrained by clinic schedules, holistic assessment including spiritual and social 
dimensions beyond physical symptoms, and warm interpersonal relationships characterized by familiarity and 
respect—characteristics highly valued by patients even if biomedical effectiveness remains unproven or 
questionable. The stark contrast between hurried, impersonal hospital encounters and attentive traditional healer 
consultations embedded in caring relationships drives patient preferences powerfully toward traditional care that 
satisfies psychosocial needs inadequately addressed by biomedical services. 

4.3.6 Medicine Availability and Supply Chain Issues 
Essential medicine stockouts represent chronic, persistent problems across Ghana's health system undermining 
treatment continuity. Hypertensive patients frequently encounter unavailable medications at health facilities 
where they were prescribed, forcing them to purchase medicines privately at pharmacies at higher costs, seek 
alternatives from other facilities requiring additional travel, or simply go without treatment during stockout 
periods [18, 32]. 

Marfo et al. analyzed trends in antihypertensive medication use among privately insured clients, documenting 
utilization patterns among those with resources to access private sector medicines but implicitly highlighting that 
those dependent solely on public sector services face greater challenges navigating supply shortages [32]. Supply 
chain weaknesses stemming from inadequate pharmaceutical procurement systems, distribution inefficiencies, 
storage problems, and resource constraints mean medication availability cannot be guaranteed even when 
patients successfully access facilities and receive prescriptions. 

This undermines treatment continuity essential for chronic disease management and pushes patients toward 
traditional alternatives promising more reliable access to herbal remedies that healers prepare directly rather than 
depending on external supply chains prone to disruption. 

4.4 Community Level Factors 

Community-level social norms, traditional healer integration into community structures, and collective beliefs 
fundamentally shape the legitimacy, acceptability, and normalization of different healthcare modalities through 
social mechanisms operating above the individual level but below formal policy. 

4.4.1 Social Norms and Cultural Authority 
Traditional healers occupy positions of profound cultural authority in Ghanaian communities as recognized 
custodians of indigenous knowledge systems, spiritual practices, and healing traditions passed through 
generations. This socially ingrained role grants them legitimacy that operates independent of biomedical 
evidence standards, deriving instead from cultural continuity, ancestral wisdom, and community validation [3, 
4]. 

Community members view traditional healers not as alternatives to modern medicine but as appropriate, 
authentic healthcare providers aligned with ancestral wisdom and cultural identity that biomedicine cannot 
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provide. Tabi et al. documented that traditional healers remain trusted community figures routinely consulted for 
diverse health problems ranging from minor ailments to serious conditions, with this trust deriving from cultural 
continuity, shared belief systems that create common understanding, social proximity that embeds therapeutic 
relationships in broader community connections, and multigenerational healing relationships spanning families 
over decades [46]. 

When biomedicine is perceived as foreign, culturally imposed, or disconnected from cultural roots and 
indigenous ways of knowing, traditional medicine represents authentic, indigenous healthcare preserving cultural 
heritage against modernization pressures perceived as threatening cultural identity [24]. Research on facilitators 
and barriers to herbal medicine use in Accra revealed that cultural beliefs, natural product preferences rooted in 
environmental worldviews, and dissatisfaction with conventional medicine's cultural insensitivity motivated 
utilization, demonstrating how community-level norms validate traditional approaches even in urban settings 
where biomedical alternatives are more accessible than in rural areas [5]. 

4.4.2 Traditional Medicine Integration and System Collaboration 
Progressive policies promoting traditional medicine integration have gradually normalized traditional healer 
roles within Ghana's evolving health landscape over recent decades. The Traditional Medicine Practice Act 
established legal recognition and regulatory frameworks, effectively institutionalizing traditional practice as a 
legitimate component of the national health system rather than marginal activity [4, 34]. 

Ampomah et al. examined traditional medicine practitioners' perceptions and experiences regarding health 
system integration in Ashanti region, finding both enthusiasm for formal recognition and collaboration 
opportunities alongside concerns about continued marginalization and inadequate resources for effective 
integration [3]. Integration efforts aim to leverage traditional healers' community embeddedness and accessibility 
advantages while improving referral pathways between systems and raising practice standards through 
regulation. 

Street et al. conducted a comprehensive Cochrane systematic review examining traditional practitioner 
participation in conventional health systems across low- and middle-income countries, documenting various 
collaborative models implemented across diverse contexts but noting limited rigorous evidence on effectiveness 
for most approaches [45]. Ghana's experience exemplifies gradual integration approaches attempting to balance 
recognition with regulation, leveraging accessibility with quality assurance, and respecting tradition while 
promoting evidence-based practice. 

4.4.3 Provider Collaboration and Referral Networks 
Where implemented, collaboration between traditional healers and biomedical providers holds potential to 
improve care continuity and health outcomes through complementary roles. However, both Byiringiro and Laar 
noted that despite policy support and rhetoric promoting integration, functional collaboration remains limited in 
practice across most settings [9, 29]. 

Mutual suspicion rooted in professional competition, epistemological differences about disease causation and 
treatment mechanisms, and insufficient formal coordination mechanisms constrain effective integration that 
policies envision. Moshabela et al. analyzed traditional healer contributions to HIV care cascades across Eastern 
and Southern Africa, finding that while medical pluralism is widespread with patients routinely utilizing both 
systems, formal collaboration structures remain underdeveloped, limiting opportunities for coordinated care [36]. 

This pattern extends to hypertension care in Ghana, where parallel systems operate with limited coordination 
despite policy aspirations, resulting in missed opportunities for synergistic care that combines accessibility and 
cultural acceptability of traditional approaches with clinical effectiveness of biomedical treatments. 

4.4.4 Community Health Education and Awareness 
Community-based health education initiatives, particularly through Ghana's Community-Based Health Planning 
and Services (CHPS) program, represent important health system strengthening mechanisms attempting to 
extend primary healthcare access to underserved areas. Adusei et al. systematically reviewed the CHPS program, 
documenting its role in extending primary healthcare access to underserved areas and conducting health 
promotion activities including hypertension screening and education [2]. 

However, WHO reports on empowering health workers and mobilizing communities for NCD detection and 
treatment in Ghana acknowledge that coverage remains incomplete with many communities still unserved and 
effectiveness variable depending on implementation quality, resource availability, and integration with referral 
systems [60]. Where community health workers lack adequate training in NCD management, resources to 
conduct sustained programs, or effective integration with referral systems that enable management of detected 
cases, their capacity to influence traditional medicine utilization patterns remains limited despite good intentions. 

4.4.5 Traditional Medicine Associations and Self-Regulation 
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The Ghana Federation of Traditional Medicine Practitioners Associations represents over 200,000 members 
across the country, playing crucial roles in setting practice standards, advocating for professional recognition, 
providing continuing education opportunities, and establishing ethical guidelines [17]. These associations' 
advocacy efforts have been instrumental in securing policy recognition, regulatory frameworks, and professional 
legitimacy that traditional healers lacked historically. 

However, significant challenges persist regarding unlicensed practitioners operating outside association 
oversight and quality assurance mechanisms that remain inadequately enforced. The Federation has called for 
greater government support in enforcement of licensing requirements and integration of certified herbal 
medicines into NHIS coverage—highlighting both achievements in professionalization and ongoing struggles for 
full legitimacy and standardization [48]. Association activities reflect efforts to balance tradition preservation 
with modernization demands, indigenous knowledge protection with quality assurance, and professional 
autonomy with regulatory accountability. 

4.4.6 Geographic Context: Rural-Urban Dynamics 
Traditional medicine utilization exhibits marked rural-urban variation reflecting differential resource distribution 
and cultural change patterns. Rural areas—facing more severe biomedical infrastructure deficits as documented 
throughout organizational-level analysis—demonstrate higher traditional medicine dependence by necessity as 
much as preference, while urban populations show more hybrid patterns combining both systems based on 
perceived appropriateness for different conditions and circumstances [21, 41]. 

However, even in urban areas with better biomedical access, traditional medicine maintains substantial presence 
suggesting persistence beyond pure necessity. Aziato and Antwi's Accra-based study demonstrates continued 
herbal medicine use among educated, urban residents with geographic and economic access to biomedical care, 
suggesting that traditional medicine persists not solely due to biomedical unavailability but also reflects genuine 
therapeutic preferences, cultural values, and dissatisfaction with biomedical care quality [5]. 

Geographic location moderates but does not determine utilization patterns, with medical pluralism evident across 
urban-rural continua albeit with varying proportions and patterns. 

4.5 Policy Level Factors 

National policies, regulatory frameworks, and strategic health planning fundamentally shape healthcare 
landscapes, legitimizing or constraining different medical modalities through governance mechanisms that 
establish rules, allocate resources, and define legitimacy boundaries. 

4.5.1 Traditional Medicine Recognition Policies 
Ghana's policy trajectory regarding traditional medicine has evolved substantially from colonial-era 
marginalization and suppression toward contemporary recognition and integration efforts. The pivotal 
Traditional Medicine Practice Act of 2000 established formal legal recognition of traditional medicine as 
legitimate healthcare practice, created practitioner licensing mechanisms to credential qualified healers, and 
established the Traditional Medicine Practice Council with authority to set standards and oversee regulation [4, 
34]. 

Asase comprehensively analyzed Ghana's herbal medicine industry from a developing country perspective, 
documenting prospects including growing international recognition and export opportunities, challenges 
including standardization difficulties and research gaps, and policy developments facilitating industry growth 
while noting persistent implementation challenges around enforcement and sustainable integration [4]. 

Dubale et al. conducted cross-sectional analysis of traditional herbal medicine legislative and regulatory 
frameworks across multiple countries, positioning Ghana among more progressive African nations in formal 
recognition and regulatory sophistication while noting that implementation gaps between policy provisions and 
ground-level enforcement remain substantial across most settings including Ghana [14]. Progressive policies 
represent necessary but insufficient conditions for effective integration, requiring sustained implementation 
efforts and resource allocation to translate aspirations into realities. 

4.5.2 World Health Organization Global Traditional Medicine Strategy 
WHO's renewed emphasis on traditional medicine integration through the Draft Global Traditional Medicine 
Strategy 2025-2034 provides international legitimacy and technical guidance supporting national integration 
efforts worldwide [56]. The strategy emphasizes evidence-based integration balancing respect for traditional 
knowledge with quality assurance, safety monitoring, and patient protection. 

WHO's strong institutional support for the strategy—expressed through expert consultations and World Health 
Assembly deliberations—signals global recognition of traditional medicine's ongoing relevance, particularly in 
low-resource settings where it addresses healthcare access gaps that formal systems cannot fill [57, 58]. The 
planned launch of WHO's Traditional Medicine Global Library further underscores institutional commitment to 
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documenting and sharing traditional medicine knowledge globally while promoting research, standardization, 
and evidence generation [59]. 

The WHO Global Traditional Medicine Centre works to chart evidence-based collaboration roadmaps, providing 
technical assistance to countries like Ghana pursuing integration policies through guidance development, 
capacity building, and knowledge exchange [54, 62]. Health Policy Watch characterized WHO's efforts as 
attempting to systematically integrate traditional medicine into global healthcare frameworks—a development 
supporting and validating Ghana's integration efforts within broader international movements [22]. 

4.5.3 Regulatory Systems and Quality Assurance 
Ghana's Food and Drugs Authority oversees herbal medicine registration requirements, manufacturing standards, 
and quality control mechanisms intended to ensure product safety, efficacy, and appropriate labeling [16]. 
Registration requirements aim to prevent harmful products, ensure appropriate dosing and use instructions, and 
enable post-market surveillance of adverse events. 

However, enforcement challenges mean unregistered products and unlicensed practitioners persist widely, 
raising legitimate safety concerns that undermine confidence in traditional medicine quality. The Federation's 
advocacy for stricter licensing enforcement and enhanced government support reflects ongoing tensions between 
professionalization aspirations and regulatory capacity limitations constrained by resources and political will 
[17]. 

Dubale et al. noted that while Ghana possesses relatively sophisticated formal regulatory frameworks on paper, 
strengthening implementation capacity remains critical for ensuring patient safety and therapeutic quality in 
practice [14]. Gaps between regulatory frameworks and enforcement realities create risks while simultaneously 
limiting traditional medicine's legitimacy among biomedical providers and policymakers who cite quality 
concerns as barriers to deeper integration. 

4.5.4 National Health Insurance Scheme and Traditional Medicine Coverage 
NHIS policy significantly shapes healthcare access patterns through coverage determinations, yet traditional 
medicine services remain largely excluded from reimbursement despite formal recognition in other policy 
domains. The Ghanaian Chronicle editorial advocated adding herbal drugs to NHIS-approved medicine lists, 
noting that current exclusion drives substantial out-of-pocket spending on traditional treatments and creates 
financial barriers for poor populations who would benefit from inclusion [48]. 

Vellekoop et al.'s comprehensive benefits package review conducted to support NHIS reform did not 
substantively address traditional medicine integration possibilities—a notable omission reflecting continued 
marginalization within insurance frameworks despite policy recognition elsewhere [49]. Gyasi found complex 
relationships between insurance status and traditional medicine utilization, suggesting that NHIS inadequacies in 
chronic disease coverage drive some insured individuals toward traditional alternatives when biomedical care 
proves insufficient for managing their conditions or addressing their holistic needs [21]. 

Exclusion from insurance coverage undermines integration efforts and perpetuates two-tiered systems where 
wealthier individuals access both biomedical and traditional care while poor populations face constrained 
choices. 

4.5.5 National Non-Communicable Disease Policies and Hypertension Strategies 
Ghana's National NCD Policy and Strategy emphasizes comprehensive approaches to hypertension and other 
chronic diseases, though traditional medicine integration receives limited explicit attention in strategic planning 
documents [35]. Bosu provided comprehensive review of Ghana's NCD policy and programmatic responses, 
noting that while recognition of traditional medicine exists in parallel policies, functional integration into NCD 
prevention and management strategies remains underdeveloped [7]. 

Ghana's updated cardiovascular disease management guidelines prioritize evidence-based biomedical 
interventions with minimal guidance on traditional medicine integration or managing patients using concurrent 
therapies—a policy silence reflecting uncertainty regarding how to operationalize integration while ensuring 
patient safety and treatment effectiveness [18]. 

The Ghana Heart Initiative represents innovative health system strengthening approaches targeting CVD burden 
through comprehensive multi-sectoral interventions [13]. However, even progressive initiatives rarely address 
traditional medicine integration systematically, representing missed opportunities for developing pluralistic care 
models that acknowledge and accommodate medical pluralism realities rather than ignoring them. 

4.5.6 Implementation Gaps and Rural Realities 
Multiple scholars consistently note substantial discrepancies between policy aspirations and implementation 
realities resulting from resource constraints, institutional capacity limitations, and political economy factors. 
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Koduah et al. analyzed health system challenges to achieving universal health coverage for hypertension, 
identifying significant policy-practice gaps around workforce deployment falling short of plans, infrastructure 
investment lagging commitments, and financing mechanisms inadequate for sustained chronic disease 
management [28]. 

Doku et al.'s roundtable discussion on addressing roadblocks to hypertension management emphasized that 
despite well-intentioned policies and strategic plans, structural barriers—including inadequate primary care 
capacity, insufficient essential medicines supply, and weak referral systems—perpetuate suboptimal outcomes 
that policies aimed to address [12]. Traditional medicine utilization persists partly because biomedical system 
expansion promised in policies fails to materialize adequately in underserved areas where needs are greatest but 
political influence weakest. 

Rural populations continue depending on traditional healers not primarily by choice but by necessity when 
policy promises of expanded biomedical access remain unfulfilled. 

4.6 Cross-Level Interactions and System Dynamics 

While analyzed separately for conceptual clarity, SEM levels interact dynamically in practice to shape healthcare 
behaviors through reciprocal influences, feedback loops, and emergent properties that cannot be understood by 
examining levels independently without attention to integration. 

4.6.1 Individual-Interpersonal Interactions 
Personal health beliefs interact with family and social network influences through bidirectional, reciprocal 
pathways rather than unidirectional determination. Families shape individual beliefs through socialization 
processes, role modeling, direct instruction, and authority assertion, while individuals' experiences inform and 
potentially challenge family attitudes through feedback when outcomes differ from expectations. 

Gender dynamics fundamentally constrain individual autonomy, making interpersonal pressures particularly 
determinative for women and youth whose decision-making authority remains limited by social structures [6, 
43]. Individual intentions may be overridden by family decisions, while individual successes or failures using 
particular healthcare modalities gradually reshape family beliefs through accumulated evidence within social 
units. 

4.6.2 Interpersonal-Organizational Interactions 
Social networks substantially influence perceptions of healthcare quality and acceptability through information 
sharing and reputation effects that amplify or attenuate organizational characteristics. Negative hospital 
experiences shared within communities through social networks amplify organizational-level failures beyond 
individual encounters, creating reputational effects that discourage utilization broadly. 

Conversely, positive traditional healer testimonials circulating within social networks reinforce preferences for 
traditional care through vicarious learning and social proof that extend individual experiences to community-
level beliefs. Gender-based organizational barriers including disrespectful treatment of women and male 
provider preferences intersect with interpersonal gender dynamics to create multiplicative disadvantages for 
women that exceed additive effects of separate barriers [6, 51]. 

4.6.3 Organizational-Community Interactions 
Healthcare system failures including unavailable services, disrespectful treatment, unaffordable costs, and poor 
quality legitimize traditional healers at community levels as communities collectively experience and respond to 
organizational inadequacies through shared narratives and social mobilization. Conversely, community norms 
strongly validating traditional medicine may reduce political pressure on policymakers and health administrators 
to expand biomedical infrastructure, potentially perpetuating organizational deficits through reduced 
accountability demands when populations appear satisfied with traditional alternatives. 

Organizational accommodation of cultural practices, or lack thereof, shapes community perceptions of 
biomedical legitimacy and appropriateness for different population segments. 

4.6.4 Community-Policy Interactions 
Community advocacy through traditional medicine associations influences policy development, as evidenced by 
successful lobbying for Traditional Medicine Practice Act passage and subsequent regulatory frameworks 
responding to organized stakeholder demands [4]. Conversely, policies recognizing traditional medicine reshape 
community norms by conferring official legitimacy that elevates traditional medicine's status beyond informal 
tolerance toward formal validation. 

Policy implementation inadequacies including failure to integrate traditional medicine into NHIS and insufficient 
regulatory enforcement reflect contested politics where biomedical establishment resists full traditional medicine 
integration despite official recognition policies, revealing power dynamics beneath surface policy consensus. 
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4.6.5 Policy-Individual Feedback 
Policies shape individual opportunities and constraints through resource allocation, coverage determinations, and 
regulatory frameworks that enable or obstruct different healthcare options. NHIS coverage gaps force individuals 
toward out-of-pocket traditional medicine payments when biomedical alternatives are unaffordable. Conversely, 
policies insufficient to meet population needs perpetuate individual-level knowledge gaps and beliefs when 
under-resourced health education programs cannot reach populations effectively with biomedical information 
that might influence health literacy and perceptions. 

4.6.6 Mediating and Moderating Influences 
Medical pluralism—the coexistence and concurrent utilization of multiple therapeutic systems—mediates 
relationships across levels by providing alternative pathways when primary systems fail. Patients navigate 
between systems based on perceived appropriateness for different conditions, accessibility for particular 
circumstances, and affordability given resource constraints, with medical pluralism enabling adaptation to 
system inadequacies. 

Higher educational attainment moderates some relationships, with educated individuals potentially less 
influenced by family traditional medicine preferences and more able to navigate complex health systems 
independently, though evidence suggests education alone insufficiently overcomes multifaceted barriers 
operating across levels [21]. 

Geographic context strongly moderates relationships, with rural populations facing multiplicatively worse 
individual, organizational, and community-level barriers that compound rather than merely add, making 
traditional medicine not merely preferred but often the only realistically accessible option. Wealth similarly 
moderates across levels, with affluent Ghanaians able to afford private biomedical care that circumvents public 
sector deficiencies while poor populations depend on underfunded public systems or resort to traditional 
alternatives representing the only affordable options given resource constraints. 

 

5. COUNTERARGUMENTS AND CRITICAL PERSPECTIVES 

While the Socio-Ecological Model analysis reveals multidimensional drivers of traditional medicine utilization, 
important critiques and counterarguments warrant serious consideration to avoid romanticized or uncritical 
perspectives that overemphasize cultural accommodation while minimizing legitimate concerns. 

5.1 Safety and Efficacy Concerns 

Foremost, socio-cultural and access-based explanations for traditional medicine use must not obscure legitimate 
safety and efficacy concerns that have clinical implications for patient outcomes. Lassale et al. examined 
traditional medicine use and hypertension control across 12 African countries including Ghana, finding that 
traditional medicine users exhibited significantly poorer blood pressure control compared to exclusive 
biomedical treatment users—raising serious questions about therapeutic effectiveness that cannot be dismissed 
as biomedical bias [30]. 

Unregulated herbal preparations may endanger patients directly through toxicity from contaminated or 
adulterated products, overdosing from unstandardized preparations with variable potency, or adverse herb-drug 
interactions when used concurrently with antihypertensive medications. The lack of standardization and robust 
quality control in traditional medicine production creates genuine risks including contamination with heavy 
metals or pathogens, substitution of ingredients, and variable dosing that undermines consistent therapeutic 
effects. 

Evidence gaps regarding many traditional remedies' pharmacological mechanisms, appropriate indications, 
optimal dosing, contraindications, and interaction profiles mean patients may experience harm or disease 
progression while pursuing ineffective treatments that delay appropriate care. 

5.2 Delayed Diagnosis and Treatment 

Traditional medicine utilization may substantially delay appropriate hypertension diagnosis and treatment 
initiation, allowing disease progression and end-organ damage during periods when early intervention would be 
most beneficial. When individuals initially consult traditional healers for symptoms ultimately attributable to 
hypertension or its complications, opportunities for timely biomedical diagnosis are missed during critical 
windows. 

The typically asymptomatic nature of hypertension during early stages makes timely detection through 
systematic screening particularly critical, as patients may feel subjectively well while experiencing progressive 
vascular damage. Delays attributable to traditional medicine consultation before eventual facility presentation 
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may allow preventable complications including stroke, heart failure, and kidney disease that earlier detection and 
treatment could have averted. 

5.3 Gender Equity Concerns 

While interpersonal analysis appropriately highlighted gendered constraints pushing women toward traditional 
medicine through limited autonomy and family pressures, this documentation should not be misinterpreted as 
cultural accommodation deserving celebration or preservation. Traditional knowledge systems themselves may 
perpetuate and reinforce patriarchal structures, gender discrimination, and power imbalances that fundamentally 
undermine women's autonomy, agency, and wellbeing [6]. 

Romanticizing traditional practices without critically examining embedded inequities risks reinforcing 
oppression under cultural relativism that tolerates harmful practices when labeled traditional. Women's 
constrained healthcare decision-making represents a problem requiring intervention rather than an authentic 
cultural preference warranting accommodation. Gender equity requires challenging rather than accommodating 
structures that limit women's autonomy regardless of cultural tradition. 

5.4 Idealization of Traditional Medicine 

The analysis risks idealizing traditional medicine through cultural lenses while glossing over serious quality 
deficits in both traditional and biomedical systems that harm patients. Traditional healers face entirely legitimate 
criticisms regarding lack of formal training in anatomy, physiology, pharmacology, and clinical reasoning; 
inconsistent therapeutic approaches without standardization or evidence basis; reliance on supernatural 
explanations that obscure biomedical realities and delay appropriate care; and commercial motivations that may 
prioritize profit maximization over patient welfare in entrepreneurial healing practices. 

Over-spiritualizing illness causality explanations may actively distract from evidence-based understanding of 
hypertension's genetic, lifestyle, and social determinant drivers that community education and public health 
interventions could address. While respecting cultural beliefs as subjectively meaningful, public health strategies 
must also promote biomedical literacy to enable genuinely informed decision-making based on accurate 
information about risks and benefits rather than perpetuating misconceptions. 

5.5 Implementation Challenges for Integration 

Policy discussions emphasizing traditional medicine integration often remain aspirational, substantially 
underestimating practical challenges and resource requirements. Meaningful regulation, safety testing, 
practitioner accreditation, and coordinated service delivery require substantial infrastructure investment, 
sustained political will spanning health and culture portfolios that often conflict, negotiated compromises 
between competing medical paradigms with different epistemological foundations, and organizational capacity 
that resource-constrained settings struggle to develop [14]. 

Political tensions between biomedical and traditional practitioners including professional competition over 
patients and resources, jurisdictional disputes about appropriate scope of practice, and fundamental 
epistemological conflicts about disease causation and treatment mechanisms may actively undermine 
collaboration despite official policies promoting integration [29]. Biomedical providers often harbor well-
founded skepticism regarding traditional medicine safety and efficacy based on evidence gaps, while traditional 
practitioners understandably resent historical marginalization and contemporary biomedical dominance that 
devalues their knowledge and restricts their practice. These tensions complicate integration efforts beyond what 
policies acknowledge. 

5.6 Economic and Commercial Interests 

Commercial interests within Ghana's growing herbal medicine industry may drive utilization patterns 
independently of therapeutic value or patient need through aggressive marketing and profit motives. Asase noted 
substantial economic dimensions of herbal medicine production and trade, with the industry representing 
significant commercial activity [4]. Profit motives in expanding markets could incentivize exaggerated 
therapeutic claims beyond evidence, aggressive marketing targeting vulnerable populations, or product 
adulteration to reduce costs and increase margins—concerns requiring robust regulatory oversight that currently 
remains inadequate. 

Financial conflicts of interest may compromise healing integrity when commercial success becomes primary 
motivation over authentic therapeutic intent. 

5.7 Evidence Gaps 

Significant evidence gaps persist regarding most traditional remedies' pharmacological mechanisms, appropriate 
indications, optimal dosing schedules, contraindications, and interaction profiles. While some traditional 
medicines demonstrate measurable biological activity warranting further investigation through rigorous research, 
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evidence supporting effectiveness specifically for hypertension management remains limited for most commonly 
used preparations. 

The burden of proof for safety and efficacy should rest with proponents of traditional medicine as it does for 
biomedical treatments, requiring rigorous demonstration through properly designed studies rather than reliance 
on traditional use as sufficient evidence. Cultural significance and historical use do not constitute evidence of 
therapeutic benefit, necessitating investment in research infrastructure to generate evidence systematically. 

 

6. CONCLUSIONS 

This comprehensive analysis applying the Socio-Ecological Model reveals that sustained preference for 
traditional healers among Ghana's hypertensive patients derives from complex, intersecting factors operating 
across multiple interdependent levels rather than any single determinant that could be addressed through narrow 
interventions. 

6.1 Key Findings Across SEM Levels 

At the individual level, limited biomedical health literacy intersecting with culturally-rooted beliefs about illness 
causation and spiritual healing paradigms propagates attraction to traditional treatments perceived as affordable, 
familiar, and aligned with existing explanatory frameworks that make sense within cultural worldviews. 
Economic constraints render biomedical care unaffordable for many despite insurance schemes that provide 
incomplete financial protection, making traditional medicine an economic necessity rather than purely cultural 
preference. 

At the interpersonal level, family beliefs, social network influences, and particularly gender dynamics create 
normative pressures perpetuating traditional medicine use through social mechanisms that constrain individual 
autonomy. Women face particularly constrained decision-making autonomy, with male relatives often 
controlling treatment choices, financial resources, and permissions required for healthcare access outside 
communities. Social identity preservation and community belonging reinforce traditional medicine preferences 
through mechanisms beyond individual clinical reasoning. 

At the organizational level, Ghana's severely overstretched healthcare system suffers profound deficits across 
all access dimensions including availability of facilities and trained workforce, geographic accessibility 
considering distance and transportation, affordability despite insurance, accommodation of cultural needs and 
preferences, and acceptability regarding quality and respectful treatment. Health workforce shortages, 
geographic barriers, financial constraints persisting despite NHIS, cultural insensitivity among biomedical 
providers, and poor quality perceptions structurally divert patients toward conveniently available traditional 
alternatives that fill healthcare gaps formal systems leave unaddressed. 

At the community level, socially ingrained roles of traditional healers as cultural authorities grant them 
legitimacy independent of biomedical validation through mechanisms of cultural continuity and social 
embeddedness. Policy recognition and gradual integration efforts normalize traditional medicine within evolving 
health landscapes, though functional collaboration between traditional and biomedical providers remains limited 
despite policy support. Rural contexts particularly depend on traditional healers due to near-complete absence of 
biomedical infrastructure creating necessity rather than mere preference. 

At the policy level, progressive policies recognizing traditional medicine provide institutional legitimacy through 
legislation and regulatory frameworks, though substantial implementation gaps persist between policy 
aspirations and ground realities. NHIS exclusion of traditional medicine services perpetuates out-of-pocket 
expenditures and undermines integration rhetoric. NCD strategies inadequately address medical pluralism 
realities, treating traditional medicine as marginal rather than central to healthcare access for substantial 
populations. Regulatory frameworks exist formally but enforcement capacity remains grossly insufficient for 
meaningful quality assurance and patient protection. 

6.2 System Dynamics and Interactions 

Critically, these five levels interact dynamically through reciprocal influences and feedback loops that create 
emergent properties irreducible to individual level effects. Healthcare system failures legitimize traditional 
alternatives at community levels through collective experiences of inadequacy. Poor organizational quality 
amplifies interpersonal-level distrust that circulates through social networks beyond individual encounters. 
Policy inadequacies constrain individual opportunities while community advocacy shapes policy evolution 
through political mobilization. 

Medical pluralism operates simultaneously as mediator through which influences translate into behaviors and 
moderator that conditions relationships between factors and outcomes. Patients navigate multiple parallel 
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systems based on complex calculations of perceived appropriateness for different conditions, accessibility given 
geographic and social constraints, and affordability considering household economic realities. 

6.3 Implications for Understanding Medical Pluralism 

Ghana's experience exemplifies medical pluralism realities across much of Sub-Saharan Africa and other 
resource-limited settings globally, where traditional and biomedical systems coexist—sometimes 
complementarily when functioning well, often in parallel with minimal coordination, and occasionally in tension 
when competing for legitimacy and resources [30]. Understanding medical pluralism requires moving beyond 
simplistic traditional-versus-modern dichotomies toward nuanced appreciation of how patients pragmatically 
navigate multiple therapeutic options based on complex, context-dependent considerations. 

James et al.'s systematic review of traditional medicine use across Sub-Saharan Africa demonstrated that medical 
pluralism represents a stable, enduring feature requiring health system accommodation rather than elimination 
through biomedical expansion alone [24]. 

6.4 Path Forward: Toward Integrated, Pluralistic Approaches 

Effective hypertension management in Ghana requires acknowledging and accommodating medical pluralism 
realities through integrated approaches that balance multiple imperatives simultaneously. First, approaches must 
leverage rather than resist traditional medicine's cultural authority and accessibility advantages that make healers 
essential healthcare providers for substantial populations, while implementing robust quality assurance and 
safety monitoring to protect patients from harm. 

Second, interventions must address multifaceted barriers across all SEM levels simultaneously rather than 
narrow single-level interventions that ignore systemic complexity. 

Third, strengthening biomedical system capacity remains essential to fulfill its potential through workforce 
expansion, geographic equity improvements, enhanced financial protection, and quality improvements that 
address documented deficits. 

Fourth, fostering genuine collaboration between traditional and biomedical practitioners through coordinated 
referral networks, mutual respect building, and clear scope-of-practice guidelines can improve care continuity. 

Fifth, empowering communities and patients through health literacy initiatives that enable informed healthcare 
decision-making while respecting cultural beliefs represents essential foundation. 

6.5 Broader Contributions 

This analysis advances understanding beyond Ghana's specific context by demonstrating the Socio-Ecological 
Model's utility for investigating complex health behaviors at the intersection of culture, healthcare systems, and 
chronic disease management in resource-limited settings. The framework provides methodological templates 
transferable across contexts and conditions where medical pluralism persists as enduring reality rather than 
transitional phenomenon. 

The findings underscore that sustainable health system strengthening in low-resource settings must grapple 
authentically with medical pluralism realities rather than pursuing biomedical monoculture models inappropriate 
for contexts where traditional medicine remains culturally salient, socially legitimate, and practically accessible 
to populations that formal systems inadequately serve. Integrated, pluralistic approaches balancing innovation 
and tradition, respecting evidence and culture, and promoting quality and accessibility may offer realistic 
pathways toward more equitable, acceptable, and effective healthcare delivery that serves diverse populations' 
actual needs rather than planners' ideological preferences. 

 

7. RECOMMENDATIONS 

Based on this comprehensive socio-ecological analysis, the following evidence-based recommendations target 
relevant stakeholders for improving hypertension management while accommodating medical pluralism realities 
in Ghana: 

7.1 Policy Recommendations 

7.1.1 Develop Integrated Hypertension Management Guidelines 
Ministry of Health should develop national hypertension guidelines explicitly outlining supportive roles for 
regulated traditional practitioners regarding: 

• Community health promotion and preventive education about hypertension risk factors 

• Patient education and counseling on lifestyle modifications including diet and physical activity 

• Psychosocial support addressing stress and mental health dimensions affecting blood pressure 
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• Appropriate biomedical referrals when patients present with uncontrolled hypertension or complications 

• Collaborative care models defining complementary responsibilities between traditional and biomedical 
providers 

Guidelines should clarify circumstances suitable for traditional medicine adjunctive use and red flags requiring 
immediate biomedical referral [18, 35]. 

7.1.2 Expand NHIS Coverage to Include Quality-Assured Traditional Medicine 
National Health Insurance Authority should pilot selective reimbursement for: 

• Registered herbal medicines meeting safety and quality standards established by Food and Drugs 
Authority 

• Licensed traditional practitioners credentialed through Traditional Medicine Practice Council 

• Specific services including health education, lifestyle counseling, and psychosocial support provided by 
qualified practitioners 

• Phased inclusion with rigorous monitoring to balance accessibility expansion with quality assurance 
[10, 48, 49] 

7.1.3 Invest in Traditional Medicine Research and Validation 
Establish dedicated funding mechanisms supporting: 

• Rigorous research on traditional hypertension remedies' safety, efficacy, mechanisms, and appropriate 
indications 

• Clinical trials employing randomized controlled designs with appropriate controls and standardized 
outcome measures 

• Pharmacological studies examining herb-drug interactions to guide safe concurrent use 

• Implementation science research evaluating integration models' effectiveness 

• Collaboration between traditional healers, academic institutions, and regulatory bodies to advance 
evidence generation systematically [4, 56] 

7.1.4 Strengthen Traditional Medicine Regulatory Enforcement 
Food and Drugs Authority should enhance capacity for: 

• Herbal medicine registration enforcement with penalties for non-compliance 

• Unlicensed practitioner identification through coordinated monitoring with District Health Directorates 

• Quality control inspections of herbal medicine production facilities 

• Post-market surveillance of adverse events associated with traditional medicines 

• Adequate resourcing and political support essential for meaningful regulation [14, 16] 

7.1.5 Address Healthcare System Foundational Barriers 
Prioritize comprehensive health system strengthening including: 

• Health workforce expansion through increased training capacity, improved retention strategies, and 
equitable geographic deployment 

• Geographic equity in facility distribution prioritizing underserved rural areas 

• Essential medicine supply chain strengthening ensuring antihypertensive medication availability 

• Financial protection enhancement through NHIS reforms addressing documented coverage gaps 

• Infrastructure investment in primary care facilities capable of NCD management 

Traditional medicine integration cannot substitute for biomedical system capacity-building but should 
complement strengthened formal services [9, 28, 29]. 

7.1.6 Establish District-Level Integration Coordination 
Expand district health management teams to include: 

• Dedicated traditional medicine liaison officers with responsibilities for fostering engagement between 
traditional leaders, biomedical providers, and health administrators 

• Formal coordination structures facilitating systematic collaboration beyond ad hoc arrangements 

• Budget allocation for integration activities including stakeholder meetings, training programs, and 
referral system development 
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• Monitoring and evaluation frameworks tracking integration outcomes [3] 

7.2 Health System and Clinical Practice Recommendations 

7.2.1 Cultural Competency Training for Healthcare Providers 
Integrate mandatory cultural competency modules into: 

• Pre-service training for physicians, nurses, and other health professionals 

• Continuing professional development requirements for practicing providers 

• Content addressing common traditional beliefs about illness causation 

• Respectful communication techniques for discussing alternative therapies 

• Skills for eliciting traditional medicine use history without judgment 

• Patient-centered counseling strategies acknowledging cultural worldviews [9, 27] 

7.2.2 Develop Clinical Protocols for Managing Medical Pluralism 
Create evidence-based clinical protocols guiding healthcare providers in: 

• Managing patients using concurrent traditional and biomedical therapies 

• Screening for potential herb-drug interactions using available evidence 

• Counseling approaches balancing respect for cultural practices with safety concerns 

• Appropriate referral criteria for patients requiring specialized traditional or biomedical care 

• Documentation systems capturing traditional medicine use in medical records [30, 36] 

7.2.3 Implement Community-Based Hypertension Programs 
Leverage CHPS platforms and community health workers for: 

• Hypertension screening in communities with limited facility access 

• Health education addressing hypertension knowledge gaps and promoting health literacy 

• Medication adherence support through home visits and community group sessions 

• Traditional medicine user counseling about safe practices and warning signs 

• Community embeddedness enabling culturally-appropriate interventions [2, 60] 

7.2.4 Enhance Health Literacy Through Targeted Education 
Develop and disseminate contextually-appropriate health literacy materials: 

• Using validated tools addressing hypertension etiology, risk factors, and treatment rationale 

• Explaining medication importance and expected benefits clearly 

• Acknowledging traditional beliefs respectfully while building biomedical understanding 

• Employing multiple channels including community gatherings, radio, and printed materials 

• Ensuring materials accommodate limited literacy populations [26, 31] 

7.2.5 Improve Healthcare Quality and Patient Experience 
Address quality deficits through: 

• Provider training in respectful communication and patient-centered care models 

• Reduced waiting times through improved appointment systems and workflow optimization 

• Enhanced counseling practices allocating sufficient time for patient education 

• Patient feedback mechanisms systematically soliciting and responding to concerns 

• Quality improvement initiatives addressing documented acceptability barriers [12] 

7.3 Traditional Medicine Practitioner Recommendations 

7.3.1 Professional Certification and Continuing Education 
Ghana Federation of Traditional Medicine Practitioners Associations should: 

• Establish comprehensive certification pathways with clear competency standards 

• Implement ethics requirements emphasizing patient welfare and truthful communication 

• Provide continuing education on hypertension pathophysiology and danger signs requiring referral 

• Teach collaborative care principles promoting coordination with biomedical providers 
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• Credential members meeting established standards while restricting membership for non-compliant 
practitioners [17] 

7.3.2 Standardization and Quality Assurance 
Develop within practitioner associations: 

• Standardized herbal preparation protocols ensuring consistency and safety 

• Dosing guidelines based on traditional knowledge systematized through consensus 

• Quality control measures for ingredient sourcing and preparation methods 

• Self-regulation demonstrating professionalism and building biomedical provider trust [4, 14] 

7.3.3 Formalize Referral Mechanisms 
Establish between traditional healers and biomedical facilities: 

• Clear referral protocols specifying conditions requiring biomedical consultation 

• Documentation systems tracking referrals and enabling feedback on outcomes 

• Recognition mechanisms acknowledging traditional healers' contributions to care pathways 

• Bidirectional referral enabling biomedical providers to refer to traditional healers for appropriate 
services [45] 

7.4 Community-Level Recommendations 

7.4.1 Community Dialogue on Medical Pluralism 
Facilitate community dialogues: 

• Bringing together traditional healers, biomedical providers, community leaders, and patients 

• Discussing complementary roles and appropriate care-seeking pathways 

• Addressing misconceptions and building mutual understanding 

• Developing community-specific agreements on collaboration approaches 

• Building trust and shared commitment to population health [25] 

7.4.2 Peer Education Programs 
Develop peer education initiatives: 

• Leveraging successfully managed hypertensive patients as educators 

• Sharing experiences navigating medical pluralism safely 

• Demonstrating medication adherence strategies and lifestyle modifications 

• Integrating traditional and biomedical approaches under professional guidance 

• Creating support networks reducing isolation [46] 

7.5 Research Recommendations 

7.5.1 Rigorous Effectiveness Studies 
Conduct high-quality research including: 

• Randomized controlled trials evaluating traditional hypertension remedies' safety and efficacy 

• Comparative effectiveness research examining outcomes across treatment modalities 

• Rigorous methodologies with appropriate controls, standardized interventions, and validated outcomes 

• Long-term follow-up assessing cardiovascular events and complications [30] 

7.5.2 Implementation Science Research 
Investigate effective integration models through: 

• Implementation science approaches examining facilitators and barriers 

• Comparative analysis across different integration strategies 

• Optimization strategies identifying best practices 

• Real-world effectiveness under typical implementation conditions [45] 

7.5.3 Health Systems Research 
Conduct research examining: 
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• Optimal service delivery models for pluralistic hypertension care 

• Financing mechanisms enabling sustainable integration 

• Governance structures balancing multiple medical systems 

• Resource allocation strategies in resource-limited settings [28] 

7.5.4 Equity-Focused Research 
Prioritize research examining: 

• Gendered dimensions of healthcare access and traditional medicine utilization 

• Patterns among vulnerable populations including poor, rural, and marginalized groups 

• Interventions addressing documented disparities 

• Participatory approaches engaging affected communities [43, 51] 

7.6 Monitoring and Evaluation 

Establish comprehensive monitoring and evaluation frameworks tracking: 

• Hypertension prevalence, awareness, treatment, and control trends over time 

• Traditional medicine utilization patterns and concurrent use rates 

• Healthcare access indicators across all dimensions (availability, accessibility, affordability, 
accommodation, acceptability) 

• NHIS coverage adequacy for hypertension management 

• Traditional medicine safety event reporting and adverse event patterns 

• Integration initiative implementation fidelity and outcomes 

• Population-level cardiovascular disease burden and mortality 

Regular data collection, rigorous analysis, and transparent reporting should inform adaptive management and 
evidence-based policy refinement through iterative learning cycles. 
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