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Chapter

Understanding the Science of
Indigenous Health System: Key to
Sustainable Collaborations

Mbulaheni S. Nemutandani, STH Hendrick and FM Mulaudzi

Abstract

Most of the health systems in developing countries are dysfunctional and hardly
responsive to the needs and demands of patients. Access to a plural healthcare
system and reports of patients abandoning western medicine for indigenous
medicine are signs of nonresponsive health system. The major contributing factors
are the failures of the allopathic health system to recognize that indigenous medi-
cine is a living and practised science, with its own philosophy, beliefs and practices
developed over centuries. Indigenous communities and the patient’s worldviews are
intertwined with indigenous traditions, practices and beliefs. While the two health
systems, allopathic and indigenous, coexist in Africa, they must collaborate in the
management of patients. The two systems assign different etiological explanations
and meanings to health, disease and illness based on worldviews, epistemologies
and methodologies developed over time. Change of mindset, attitudes and practices
through decolonization will lead to sustainable collaboration.

Keywords: indigenous health system, indigenous healers, living science, multiplicity
of the epistemologies, colonization and destruction of indigenous practices,
indigenous paradigms and euro-western paradigm, decolonization processes, change
of mindset, attitude and practices, integration, sustainable collaborations

1. Overview
“Death is a spiritual illness to eradicate physical and biological life”

After reading this chapter, the reader should be able to appreciate the need to
interrogate the predominant Euro-western mindset, attitudes and practices, which
have existed as the results of centuries of colonization. There should be a new
approach which enables the reader to explore the multiplicity of epistemologies and
worldviews to include the voices of the indigenous communities and its science,
which tend to be referred to as witchcraft, evil and inferior practices.

The reader is challenged to critically evaluate the power and extent of the influ-
ence of Euro-western history, its culture and philosophy on practices of medicine as
science and monolithic approach to the search for answers to illness and diseases. The
principles of the Euro-western approach are that if you do not know it, it does not
exist and if you do not understand it, it’s not science and therefore should be rejected.
Their tendency is that of breaking it into pieces and flattening it to fit the mindset.
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At the end of the chapter, the indigenous and Euro-western paradigms are
compared in terms of what counts as scientific knowledge and ways of knowing,
including the respective value systems applied in research. The reader is expected to
continue to search for the path which will lead to full discovery of own truth.

As for the indigenous researchers, they should be able to remove the shackles
which chained them to Euro-western practices and change their mindset of being
loyal followers and consumers of western developed knowledge without consider-
ing the relevance thereof in the context of time, space and place. Where the content
is alien to community beliefs and practices, it should be analyzed and interpreted
through the worldview of the indigenous communities.

The institutions of higher learning, and especially those entrusted with the
responsibility of approving, awarding and granting permission to conduct research,
should consider whether they are promoting the discovery of unreported knowl-
edge or whether they are promoting existing but unreported indigenous knowledge.
Comments and questions from members of ethics committees, such as “Which
methodology are you following?” and” Is there a similar approach reported in the
literature?”, suggest that those members do not understand that an indigenous
approach to research and to access knowledge entails a ceremony which often
involves communication with ancestors, facilitated by indigenous healers.

It must be indicated from the onset that an indigenous health system consists of
multiple connections which indigenous communities experience with individuals
around them, the environment, living and nonliving beings and objects in a state of
physical, mental and spiritual consciousness. It is the frame of reference through which
indigenous communities and their healers see the world and interpret events, includ-
ing the diagnosis and management of illness and misfortunes in their environment.

It further exposes the reader to the existing ignorance and misunderstanding
regarding the science behind indigenous health systems and the philosophy of
Ubuntu applied in the management of patients in indigenous communities.

The authors strongly advocate that an environment of professional neutrality
and open-mindedness should be the premise on which negotiations for collabora-
tion between indigenous and Euro-western health systems are conducted.

2. Background
“When the body is smarter than the brain...”

Most of the Euro-western-based social and health sciences disciplines have
inherited the logic that when they mediate and interact with indigenous com-
munities, their disciplines constitute the gold standard [1]. This logic represents
a colonial mindset of authority over and superiority to indigenous knowledge
systems and is critical of any systems and science, which does not adopt or conform
to their views of what constitutes science [2-4]. The sciences and philosophies of
indigenous knowledge systems are labeled as witchcraft, pagan and barbaric. In the
past this approach has resulted in representatives from indigenous communities to
abandon their indigenous character, practices and own particular scientific reason-
ing and methodology [5, 6]. Where colonization to change indigenous practices
failed after applying the conventional methods and means, it resorted to drastic and
draconian actions such as banning it [7]. In order to survive the powers of colonial-
ism, it appeared that those representing indigenous health systems and knowledge
have adapted to “a new knowledge” and experienced their environment along the
rules of a western system [8, 9].
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Despite an increase in awareness of indigenous beliefs, forms of living and
practices, the latter still get destroyed when they do not meet western standards.
Destruction takes place through inquiries based on the relational realities and forms
of knowing that are predominantly western, and anything not complying with this
should be revised to fit the mold [9].

“Knowledge is acquired, without respect its a self-imprisonment”

Ways of knowing follow a particular trajectory of searching for knowledge and
is influenced by how one relates to the source of knowledge and the people who own
and share that knowledge. Most of our understanding of science as determined by
western standards is about compartmentalizing knowledge as it is being discovered
and fragmentation thereof to fit the western model while ignoring the environment
in which it is to be applied. It is common for practitioners of western-based sci-
ence in the process of the so-called “new discoveries” of things that have existed in
indigenous communities to disregard indigenous characters and names and rename
them according to western concepts. Where there is poor understanding of the
indigenous sciences, the modus operandi would be to destroy it to prevent it from
competing with western standards. As Kaptchuk and Miller [10] explains it, west-
ern science seems not to understand that indigenous sciences do not characterize
ways of knowing as higher and lower knowledge. The dominant Eurocentric model
of thinking and relating to items and experiences is an attempt at homogenizing
everything to become comprehensible [1, 11-14].

3. Indigenous health practitioners

There are different categories of indigenous health practitioners in Africa.
Depending on the region, most of them are also known as a traditional healers,
medicine doctors [15], etc. For our readers, an indigenous health practitioner is
defined as someone who is recognized by the community in which she/he lives as
a competent person to provide advice on the causation of disease, misfortunes and
disabilities in their community and diagnose and provide treatment for both physi-
cal, spiritual and psychological conditions in individuals and the community as a
whole [14]. The calling to become an indigenous health practitioner may manifest
in different ways and at different ages or times in life. Some are “called” before they
are born, while others are “called” during childhood or adulthood. Some are “called”
through illness, while others are “called” by experiencing persistent unnatural
occurrences in their lives such as dreams and visions of departed relatives and
ancestors [1, 9, 15].

There are instances where the call is either not realized soon or sometimes the
person ignored it [15]. If the “calling” is not obeyed, the person becomes ill or
continues to suffer until he or she accepts the “calling” and enters into an appren-
ticeship with a more experienced indigenous health practitioner [12]. In South
Africa, the process of training to become a health practitioner is called “u thwasa”
[15]. The training period may range from a few weeks to months. During this period
the intern/thwasana discovers his or her ancestors and means and methods in which
they would communicate with and through him or her [9]. Visits by ancestors
would often take place during the night, and prescriptions and directions would be
provided on how and where to obtain treatment for the patients. Upon mastering
the art of abiding and obedience to the ancestral spirits, a graduation function is
organized [9].
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While the knowledge about diseases is passed on from the training supervisor to
the intern/thwasana during apprenticeship, the knowledge of medicines, prepara-
tion and application thereof is directly communicated to the thwasana by his/her
ancestors only. Both the trainer and thwasana closely guard these secrets from the
ancestors [9, 15].

Indigenous health practitioners are broadly categorized according to the tech-
niques they employ and the methods of diagnosis [15]. The three main categories
are discussed below.

3.1 Diviners

Diviners are a category of indigenous health practitioners who diagnose diseases
and illness through divination. It’s the unique and special process of interpreting
the message of ancestors through possessed crafted objects such as bones, shells,
wood, etc. This category of indigenous health practitioners also possesses the spirit
to interpret misfortune and to perform family rituals to secure the protection and
guidance of ancestors. They represent the memories of ancestors in human form
and establish a crucial link between humans and the supernatural [2, 16, 17].

3.2 Herbalists

Unlike diviners, this category of practitioners are predominantly ordinary
people who have acquired an extensive knowledge of herbal medicine and the
application of plant components such as roots, barks, leaves, oils, minerals, etc.
in treatment. It is a category in which skills are learned and acquired without the
involvement of ancestors. They voluntarily decided to undergo training with an
established herbalist and then practice independently. They diagnose and prescribe
medicines to prevent and to alleviate illness and to provide protection against witch-
craft and misfortune or evil, as well as to bring prosperity and happiness [16].

3.3 Traditional birth attendants

This category probably existed long before all other categories of health prac-
titioners. Through the centuries their services had been utilized by all humanities
albeit as a matter of necessity due to cultural beliefs or medical conditions which
allopathic health practitioners were not able to explain and manage, such as birth-
marks [15]. Their focus is on mother and child health, starting from conception
right through till the child reaches the age of 5 years. The health of the nursing
mother is managed together with that of the child. It is believed that the newborn
will not survive unless prenatal conditions and infections that the mother may
develop are left untreated. The traditional birth attendants are mostly elderly
women of 60 years or older and use herbal medicines to treat their patients.

3.4 Spiritual healers/prophets/faith healers

The spiritual or faith healers and prophets have recently emerged as another
category of indigenous health practitioners, and whether they should be recognized
and accepted as indigenous health practitioners continues to be debated.

They use prophesy and faith in supernatural beings as the source of their power.
A common practice among them is the use of prayer, candlelight and or water to
heal their patients [18].

There is division within this category of indigenous health practitioners, and
it is based largely on legitimacy and beliefs. Prophets/spiritual healers among
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themselves differ on the legitimacy of spiritual healers based on calling and super-
natural sources of communication. One group of spiritual healers claim to have
revelations and visions related to supernatural beings and a so-called heaven as
their calling. This group also claim to communicate directly with God in the healing
process and do not make use of roots and other raw plant materials to prepare tradi-
tional medicines. Instead, they use water and processed herbs to heal. However, the
second group of spiritual healers claim to have visions of objects and people as their
calling, similar to diviners.

4. Convergent and divergent views between allopathic health
practitioners and indigenous health practitioners

Apart from a few areas of possible convergence between the two health systems,

it is the divergent views which have obstructed the development of sustainable
collaborations between allopathic and indigenous health practitioners. Some are

highlighted in Table 1 below.

The areas of convergence between the two systems are that both display sym-
pathy towards their patients and care about the wellbeing of their patients. In
addition, they accept accountability for their patients’ health, work from a body of
underlying empirical knowledge and both engage in elaborate processes of discern-
ible empiricism in their efforts to diagnose and treat their patients [16]. There is,
however, a view among allopathic health practitioners that indigenous medicine
in terms of its body of knowledge and practices had remained stagnant during the
course of human evolution [19]. The irony is that much of western knowledge,
which is vowed to be scientifically based, originated from indigenous medicine
by selecting certain practices from the latter, subjecting it to analyses and then

Indigenous health system

Characteristics

Allopathic health system

Diseases and illness are caused by
supernatural forces (thuri®) and
for areason

Disease/illness

Disease and illness are the result of
pathogens or physiological changes

God/supernatural powers in
human/plant system; macro level

Source of healing/who
heals patients

God/supernatural powers in the unit
cell/energy: micro level

Plants, animal by-products
Endogenous

Source of medications
and treatment

Plants, animal by-products
Endogenous

Ancestors/spirits/God

Source of that knowledge

Human, library/books and learning

Spirits do not forget Memory Rely on memory

Carried to next generation At death End of knowledge

Obedience to and compliance Improvements/growth Training and development

with wishes of ancestors

Divinations Common diagnostic Investigations such as X-rays, FBC,
Supernatural powers process/procedure examination, stethoscope, etc.
Biological and endogenous Treatment and Biological and endogenous
spiritual and exorcism intervention

Ancestors/God

Ownership of knowledge

Individual

For spiritual/psychological cases

Ideal

For physical entities and body

“Evil spells ave thought to be in a form of a small nocturnal animal, capable of causing insanity.

Table 1.

Simplistic comparison of the two health systems.
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incorporating some of that into allopathic settings. Very little, if any, recognition is
given to the science and philosophy of indigenous knowledge, let alone assigning
intellectual ownership.

From the above table, it is evident that the two health systems display differences
in their approach to knowledge and science. These differences could be explained
using ontology as it evolved culturally and historically over time. The allopathic
perspective is based on western science, while indigenous medicine is based on
indigenous sciences. Allopathic health practitioners seem to find it difficult to
accept the indigenous sciences into their “rational” scientific framework because it
does not fit their model.

Another difference relates to the belief of what causes disease and illness.
Allopathic medicine associates disease and illness with invading pathogens such
as bacteria, parasites and viruses and or physiological changes. The indigenous
system believes that disease and illness are caused by supernatural forces. Various
explanations are offered for “why me and now” [20-22]. It can be as a result of the
individual’s own spiritual mishaps, provocation of ancestors by violating taboos,
obligations or responsibilities or a mere “call” by ancestors to perform certain ritu-
als. Witchcraft and evil spells are regarded as common causes [7].

Another aspect on which the two systems differ is on what is understood to be
science. The point of departure would be on how knowledge or empiricism as a sci-
ence is defined. Science as it is known from a western perspective in modern times is
the accumulation of knowledge through experience/experimentation and observa-
tion, and it is stored in books or electronically [23]. In order to be educated, one has
to read the books or access the information electronically. For this reason, allopathic
medicine utilizes textbooks and other archived material to pass knowledge on. On
the other hand, among indigenous health practitioners, knowledge is handed down,
often verbally, from healer to apprentice, from one generation to the next [24, 25]. It
provides the “paradigm” through which and by which they understand and inter-
pret their environment. The entire constellation of beliefs, values, techniques, etc. is
shared by the members of a given community as health practices [12, 18, 26].

The two systems have a different understanding and explanation of what consti-
tutes a healthy individual and society and illness in the community. The allopathic
health system subscribes to World Health Organization’s (WHO) definition of
health as “a state of complete physical, mental and social wellbeing and not merely
the absence of disease or infirmity” [27]. This definition of health is limited to an
individual within the society and does not comply with the indigenous standard of
health. For the indigenous communities, health is not experienced at an individual
level. It is defined in terms of the completeness of society as a whole, connectedness
and harmonization between the living human kingdoms/beings and their ances-
tors, animal kingdoms and environment. It values health as a system, similar to the
human system, with different components, and each component contributes to the
functionality and completeness to purpose [28, 29].

There is growing evidence that the two main health systems—indigenous
and allopathic—are operating side by side in Africa [9, 30]. Depending on the
country and history of colonization, allopathic health practitioners tend to be well
resourced and supported by the government, while neglecting and, in some situa-
tions, suppressing indigenous health systems and its practices. At times, the lack of
communication and the adversarial relationships between the two systems impact
negatively on the delivery of health services to communities [31, 32]. Patients are
receiving conflicting advice from their health practitioners. Treatment overdose
and drug interactions are very common, and this is not surprising as the two
systems have divergent worldviews of the causes of diseases; why, when and how
a person becomes ill; and finally the diagnostic tools, processes and approaches to
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management of patients [33]. Their understanding of what constitutes a diseased
patient and or community and the healing process is largely influenced by their
respective values and meaning of life and death. Why people get sick and why they
should die or live longer will determine their acceptance of the outcome: death or
recovery to health/healing. For example, if the death of a diseased individual is
viewed as a means of joining the ancestors to provide guidance and advice to the
living, the outcome of healing will not be considered as good and beneficial to the
indigenous communities.

Indigenous health systems acknowledge that there are diseases and/or illness which
infect or attack the human spirit without affecting the physical body [34]. The illness
could be as a result of spiritual attacks by evil spirits or evil spells, demonic forces,
ancestors’ way of communicating with an individual, family and communities. While
western science has not accepted this concept of disease, not everything that western
science practices and observes meet their own standard of science. For example,
western science believes that life in human beings constitutes the coexistence of the
physical body, spirit or soul. The existence of the spirit as part of giving life to the body
is not based on sciences, but on a belief system which is common to all [35-37].

Indigenous science believes that the spirit, which inhabits individuals, does not
present with physical signs and symptoms which could be detected and diagnosed
by modern technology as employed by allopathic health systems, e.g. a stetho-
scope, diagnostic radiography (X-rays), ultrasound, computed tomography (CT)
scans, magnetic resonance imaging (MRI) scans and nuclear medicine scans. The
opposite is also true. There are diseases, which infect/attack the physical body
without affecting the spiritual aspect [35, 38—40]. Allopathic practitioners are well
resourced to diagnose and manage both that of the body and spirit. At the centre
of the two health systems is the phenomenon of dual consultation which is being
exercised by patients based on their preferences of health provider, accessibility
and affordability of the services and integration of the disease management model
with their belief systems and practices. The perception created over the years under
colonial rule by western authorities is perpetuated with the mindset suggesting
that patients belong to the allopathic health system with no right of choosing and
consulting health providers other than allopathic health practitioners [4]. Failure
to recognize indigenous worldviews and beliefs had created a crisis for allopathic
healthcare which persists to this day [41, 42].

This is particularly evident among HIV/AIDS and TB patients who are reported
to be abandoning western treatment in favor of indigenous remedies and practices.
In most cases allopathic health practitioners are made aware of this, often at an
advanced stage of treatment, when patients who have been exercising their rights
to choose disclose that they are also receiving treatment from indigenous health
practitioners [43-45]

Without the recognition of patients’ rights and the establishment of collabora-
tions and referrals of patients between the two systems, the postcolonial health
system will remain dysfunctional and ineffective to fully respond to the needs of
the indigenous communities.

5. Integration of the two healthcare systems

The point of departure should be the interrogation and understanding of the
existing health system which was operating in communities before colonization
and globalization of their environment [46, 47]. The definition of indigenous in
our context refers to the root, something natural or innate (to), a way of life, living,
beliefs and practices which is an integral part of community culture. It is embedded
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in the culture and therefore tacit knowledge. It is communal, a shared form of
knowledge achieved through experience. It is a linguistic phenomenon. This
phenomenon serves cognitive interests of three types namely technical, moral and
critical of own environment [48].

Due to globalization, indigenous communities have become increasingly
exposed to foreign cultures and practices. There are no aspects of their social
life, customary practices or traditional behavior which remained untouched.
Communities are now living in countries without borders, and they seem to be
short-changed by globalization and colonization. Foreign cultures and practices
have intruded into indigenous inner self and being without respect and invaded
their living space similar to a declaration of war against cultures that were different
to that of the colonizers. The character and nature of globalization and colonization
is to perpetuate the dominance of that which is being introduced to communities:
western or foreign culture, language and health systems, including diseases against
which indigenous communities had no innate immunity, constantly displacing
indigenous knowledge systems of managing their patients.

For centuries, indigenous communities have maintained their dignity and
trust in that which worked for their communities and which was gained through
experience over many years. They rebelled against colonization and resisted to be
mere bystanders and simply witness their indigenous norms and values to become
extinct. With the rediscovery of self, communities are increasingly reclaiming
their past and striving to retain their cultures and ways of knowing which were
previously marginalized and dubbed unscientific and barbaric. This is no easy feat
as they are split between claims of global science on the one hand and the equally
compelling claims to recover the “African past” on the other hand.

Health systems are defined as all activities in the community which serve to
promote, restore and maintain people’s health. In a postcolonial and globalization
context, both the indigenous and allopathic health systems are operating side by
side. For the two systems to function optimally, it would require the leveling of
the playing field through decolonization of mindsets, attitudes and practices. The
desired outcome should be the gaining of knowledge, together with acknowledg-
ment and recognition of the important role that indigenous health system plays in
the delivery of primary healthcare services.

Globally, indigenous medicine has been declared a component of Primary Health
Care (PHC) by the World Health Organization’s Health Promotion: Strategy for the
African Region. The strategy recommends that different countries should promote and
incorporate their indigenous health practitioners into healthcare systems. The imple-
mentation of the recommendation has been met with resistance and criticism from
allopathic practitioners [9]. A significant number of indigenous communities prefer
indigenous medicine as their first choice. Indigenous medicine has always been accept-
able, accessible, available, affordable and attainable to them. Several countries have
adopted legislation promulgating traditional medicine initiatives. In response to the
World Health Organization’s Health Promotion: Strategy for the African Region, South
Africa promulgated the Traditional Health Practitioners Act [49], to establish a regula-
tory body controlling the registration and education of THPs [49]. Despite this legisla-
tion, allopathic and traditional healthcare sectors remain in conflict and disjointed. Few
allopathic health practitioners understand the philosophy, ontology and epistemology
of indigenous medicine, let alone accept it as scientific with its own long-standing
experiments and standards comparable to western medicine [4, 12]. Simply stated,
most of the allopathic practitioners are not able to free themselves from the shackles
and deeply embedded mindsets of colonization. Because there is no true understanding
of indigenous healthcare systems and its sciences, allopathic health practitioners do not
want indigenous medicine to be recognized as a health science [4, 12].
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6. Misinterpretation and misrepresentation of indigenous healthcare
system

The introduction of Euro-western culture, practices and religious beliefs, such as
the Christian faith, dominated and disregarded the indigenous knowledge system.
Indigenous still remained alive among communities even though it was not recog-
nized by colonizers [4]. This had a significant impact on colonizing the minds of
indigenous people. It enforced a change in indigenous culture, behavior, practice
and belief. The continued alienation and exclusion of indigenous health practitio-
ners in the management of patients is largely based on a monopolistic health system,
which recognized allopathic health systems as the only practice of health systems
emanating from the prevailing dominant practices by allopathic health practitioners
and the lack of respect and recognition of traditional health systems [12]. In many
of the formerly colonized countries, indigenous healthcare systems continue to
be regarded as less important by Eurocentric healthcare providers and funders of
healthcare services [12]. It is often perceived as a threat to western norms of stan-
dard of healthcare and at times associated with “witchcraft”, actively discouraged
and suppressed through powerful legislation [4].

Anecdotal actions, supported by published reports, reinforce the stereotype
which appears to suggest that patients belong to allopathic health practitioners
[4] and have no right to seek alternative opinions and treatment other than what
western medicine prescribes. These actions go against the provisions of the Patient
and Human Rights Charter in South Africa. In general, communities and patients
are denied the power of self-determination, based on experience and informed by
their understanding of health in their own particular context.

Most of the health training curriculums in universities and colleges do not
expose students to the science of indigenous health systems, community belief
systems and their particular worldviews. When confronted with patients demand-
ing alternative health services from indigenous health practitioners, allopathic
health practitioners have the perception that such demands for pluralism would
lower their standard of heath service provision and result in inappropriate manage-
ment of “their” patients by indigenous health practitioners through poor treatment,
lack of compliance and a possible overdose of medication. These views of allopathic
health practitioners have been commonly expressed to and reported by HIV/AIDS
patients using traditional medicine concurrently with allopathic medicine.

Due to misinterpretation and misrepresentation, there is a lack of trust between
the allopathic and indigenous healthcare sectors, which is exacerbated by a lack of
understanding regarding the knowledge base of each sector. Allopathic healthcare
providers simply expect indigenous health practitioners to use allopathic principles
to treat ailments and promote health instead of indigenous practices. Throughout
the era of colonization, and even during postcolonization in Africa, westernized
healthcare training institutions have not incorporated traditional medicine and its
philosophies in their curriculums. In instances where mention of indigenous health
practices is made, it is usually done in a unilateral manner without incorporation of
indigenous health practitioners as tutors and lecturers.

As a result, allopathic healthcare practitioners deny students the opportunity of
exposure to the multitude of traditional health practices, among others the tradi-
tional preparation and packaging of medicines; reproductive health; indigenous
preventative and promotive health practices; diagnostic measures; curative and
rehabilitative practices; management of diseases and health promotion; lifestyle and
dietary preferences; the status of women; music, ancestral drumming and dance
and its influence on wellbeing; spirituality; types of traditional healers; traditional
leadership; patient management; palliative care; and maternal and child health.
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Although traditional health practices are considered to be primitive and back-
ward, they continue to thrive due to its cultural importance among communities. In
some communities, traditional healthcare practices are the only available healthcare
services, given the prohibitive cost and inaccessibility of allopathic healthcare. It is
estimated that to this day between 60 and 80% of patients in Africa consult indig-
enous health practitioners [41].

Despite years of colonization, the prohibition of indigenous health practices and
its sciences, indigenous communities have not completely abandoned their ways
of life, practices and beliefs [37]. For an outsider, this may be construed as being
stubborn, backwards and ignorant of modern sciences and its achievements. For
the local and indigenous communities, the allopathic health system has until now
been unable to offer explanations for the onset of illness, the “Why me? Why now?”
rationale which forms a crucial part of African indigenous understanding of health
and healing [50]. In many instances the instructions by allopathic health practitio-
ners to not use and mix allopathic medicine with traditional herbs confuse patients
and do not achieve the desired effect [33]. Patients perceive it that they are expected
to abandon their indigenous practices and roots and become part of the western
culture.

If parity is to be reached, the two healthcare systems should embrace plural-
ism and respect the rights of choice for all communities. All parties should
acknowledge that globalization created contemporary societies where there are
different and coexisting competing health systems arising from different tradi-
tions, practices and bodies of knowledge. Although pluralism is now recognized as
a global phenomenon, its application in colonized communities seems to remain
a pipe dream. It will remain a challenge until such time as allopathic healthcare
practitioners and students respectively provide and receive training based only
on a western-orientated curriculum that excludes alternative methods of care
acceptable to the indigenous communities. The worldviews that inform the current
curriculum for allopathic healthcare practitioners are monolistic, hospital-centred
and disease-oriented and exclude self-care or healing. Furthermore, the curriculum
perpetuates health disparities and power imbalances that adversely affect patient
outcomes [4, 12, 31].

6.1 Indigenous health systems as a living science

One of the common arguments by proponents of exclusivity health systems
is that “our value system, science of medicine and standard of care will be com-
promised if we recognize and accept indigenous health practitioners to treat our
patients” [4].

There are three fundamental problems associated with this approach, which
require elaboration.

Firstly, it’s the mindset and attitudes which seem to suggest that patients and
communities are owned by health providers.

Secondly, the perception that allopathic medicine is the standard against which
all health knowledge is measured.

Lastly, the notion that for “others” (indigenous health practitioners) to exist,
function and be accepted by communities, it will require approval and support
from allopathic health practitioners.

The plausible explanation for the above problems could be lack of knowledge
and understanding of indigenous health systems and its sciences. In life, what we
do not know or understand does not mean that it does not exist or does not make
sense/work. It may possible mean that one does not understand and comprehend
the whole picture and/or is not yet exposed to it.

10
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Indigenous health systems constitute a life force of science practised by indig-
enous health practitioners before and after colonization; It has a history, origin,
philosophy and epistemology [51-53]. Indigenous health system has its own
level of excellence in providing an answer to-“why me, why now”, resources, the
dynamic that carries communities forward. Indigenous communities consider it
as the knowledge inherent to its own identity, with its own science and technologi-
cal advances beyond physical limitations. It is an institution in its own right, with
consumers and pioneers [51, 52].

Long before colonial rule invaded indigenous communities, indigenous health
practitioners were developed and advanced comparable to the allopathic health
system. This is supported by a report by a Scottish medical anthropologist who wit-
nessed the indigenous surgeons in Buganda performing a cesarean section (Figure1).

The Scottish colonizers interacted with the indigenous communities and learnt
from them while conducting studies through observation. It culminated in the
publication of an article that appeared in the Edinburgh Journal of Medicine and in a
dissertation titled “Ueber die Lage und Stellen bei der Geburt” which he submitted
to the Marburg University in Germany in 1885 [53].

That article is now part of the Annals of Obstetrics and Gynecology history,
describing in detail how cesarean section was performed. He gave an illustration of
procedures and how they were carried out: anesthetics practices, aseptic measures,
performance of the actual cesarean section, how the uterus was massaged and
delivery progressed, the final postoperative measures and how the mother and baby
responded were all included. From this it is evident that the procedures and the sci-
ence practised by indigenous healthcare providers at that time compared to the best
standard of performing a cesarean section that existed in Europe.

Research reports and dissertations published by medical anthropologists in 1885
confirmed that indigenous health practice is a field of health science practised by
indigenous health practitioners with high ethical standard of care and value systems.

The question of what is defined as science, how it is practised and how the
standard thereof is measured is worth exploring and explained in this context. It is
not disputed that science is an art, a pathway and systematic process of finding solu-
tions to societal problems. There are also different pathways of knowing and finding
solutions to problems facing communities. Different communities had explored
different mechanisms and at different times during the development of their health-
care systems, through experimentation and testing the efficacy of their different

Figure 1.
Indigenous health practitioners of 18th century performing caesarean delivery.
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Figure 2.
Allopathic health practitioners of the twenty-first century performing caesavean delivery.

medicinal products, beliefs and practices. Some solutions are yet to be explored and
discovered. Reports confirmed that indigenous health practitioners have perfected
the art of sciences long before colonizers and missionaries introduced western
medicine. Their processes of diagnosis and patient management are documented as
being thorough, scientific and of comparable standard to other practices.

Despite what Felkin witnessed as being no different, in principle at least, from
what modern doctors do, allopathic health practitioners of the twenty-first century
do not recognize that indigenous health systems are a science and could play a sig-
nificant role in existing health systems. There are several factors which contributed
to poor working relationship between the two systems. Key among them is the effect
and impact of colonization, globalization and commercialization of health and
healthcare services as a commodity. Indigenous communities were encouraged to
abandon their practices, beliefs and sciences. High levels of suspicion and mistrust
supported the enforcement by law that prohibited the use of indigenous medicines.

There is no doubt that the impact of colonization extended beyond politics and
the economic life of indigenous communities, for it disorientated and destabilized
their psychosocial interactions with reality. There are perceptions that most sci-
entific scholars raised and educated according to the western doctrine are unable
to use their worldview to interrogate and interpret the world and environment,
unless it meets the western worldview. They subscribe to western principles despite
its limitations in African settings. While most of the colonized countries may have
achieved political freedom from their erstwhile masters, the pervasive socioeco-
nomic mindset persists and liberation from western scientific inclinations evades
indigenous scholars.

Figure 2 Allopathic health practitioners of the twenty-first century applying
similar principles, protocol and standards to that of indigenous health practitioners
reported by medical anthropologist in 1885 during the delivery of a baby through
Cesarean section (Google source).

7. Exploring the indigenous epistemologies and sustainable
collaborations

The author argues for the need of a different approach to collaboration with
indigenous communities who have experienced centuries of colonization and
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dehumanization of their traditional beliefs, health systems and practices. It is the
author’ view that postcolonial indigenous researchers should develop indigenous
epistemologies and methodologies which dismantle, deconstruct and decolonize
the Euro-western paradigms of thinking. It provides a platform for the rethinking
of the indigenous health system, its philosophies and the sciences involved when

a complete healthcare service was provided for centuries before colonization [54].
Although the two healthcare systems operate side by side at different levels of sci-
ence, i.e. theory of disease causation and management of disease, a mutually agreed
upon collaboration between the two systems could positively impact the establish-
ment of a complete health system. A new trajectory and respect for the views that
an individual or a community holds on health and diseases should be established,
which will not only influence the interpretation of different health conditions and
beliefs regarding causation of diseases but will also determine the type of providers
who are consulted for the management, restoration of health and the wellbeing of
communities. A sustainable collaboration would require exploring approaches that
eliminate the “come join us” attitude and monopolistic health system of allopathic
health practitioners who regard themselves as holding the gold standard against
which all others are assessed.

8. Development of sustainable collaborations through decolonization
processes

Studies show that the integration of allopathic and traditional medicine should
include co-learning and mutual respect [19, 55, 56]. Traditional and allopathic
healthcare practitioners already have common practices, for example, the physio-
therapists’ use of steam for inhalation therapy which is similar to ukugquma and
using a warm towel compress which is similar to ukuthoba. Midwives recommend-
ing alternative positions during delivery is similar to methods used by traditional
birth attendants throughout the ages.

Creating opportunities for collaboration and capacity development through
training of allopathic healthcare practitioners in traditional healthcare practices
is emancipatory, will stimulate awareness and creates a cultural sensitivity among
allopathic healthcare practitioners [50, 57]. Collaboration will create an opportu-
nity to enhance the transfer of skills and sharing of knowledge between the tradi-
tional and allopathic healthcare sectors [58, 59]. It should translate into curriculum
transformation through co-teaching, co-supervision and transfer of knowledge on
diagnostic measures applied by indigenous practitioners in preparation and packag-
ing of traditional medicines. Through such a training process, trust will be fostered
between the traditional and allopathic healthcare sectors, and co-operation will be
facilitated, leading to sharing of critical information and ultimately empowerment
of both types of healthcare practitioners [60].

Indigenous communities, through colonization, have been oppressed, stripped
of human dignity and have died inside a long time ago. Existing collaborations
have failed to recognize the importance of redressing the inequalities of the past
and to acknowledge the importance of indigenous knowledge [4]. It is the belief
that the experience gained when indigenous and allopathic health practitioners
work alongside each other would result in lasting collaborations. The view has
been expressed by indigenous scholars that decolonization of healthcare requires
a change in mindset and the establishment of agendas that would allow for mutual
exchange and recognition of indigenous knowledge [61]. The success of it relies on
a change in attitude, recognizing the value of indigenous health systems, beliefs and
the Ubuntu spirit in African communities.
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The process of decolonization requires a participatory approach which requires
commitment from all stakeholders [12, 62, 63]. It begins with demystifying tra-
ditional healthcare practices and community empowerment through honest and
open discussion about the need for allopathic healthcare practitioners to learn from
indigenous health practitioners. The main objective is changing the mindset and
attitudes of the colonized indigenous and allopathic health practitioners through a
participatory process. The demystifying stage involves the five phases of a decoloni-
zation process [4, 12, 62]: (1) rediscovery and recovery, (2) mourning, (3) dream-
ing, (4) commitment and (5) action (Figure 3).

8.1 Rediscovery and recovery process

This is the first phase in the process of decolonization. Allopathic healthcare prac-
titioners are encouraged to rediscover and recover their historical cultural practices,
languages and identities. They are to rediscover the many traditional practices includ-
ing traditional methods of preparation and packaging of medicines; reproductive
health, indigenous, preventative, promotive and diagnostic measures; curative and
rehabilitative practices; management of diseases and health promotion; lifestyle and
dietary preferences; the status of women; music, ancestral drumming and dance
and its influence on wellbeing; spirituality; types of traditional healers, traditional
leadership; patient management and palliative care; and maternal and child health.

Similarly, the colonized indigenous practitioners and communities should redis-
cover, interrogate and question the current status of their practices. Rediscovery
and recovery give the oppressed and colonized people the ability to decontaminate
their minds and thought process in which they can define their real world and
problems associated with it. Indigenous practitioners should decide on their terms
of references and rules for engagement among themselves and with others. In this
case, allopathic healthcare practitioners go through the process of rediscovery and

(1)

: ~ rediscovery
(5) action. and

recovery,

(2)

mourning

(4)

commitment

(3) dreaming

Figure 3.
Cyclical pattern of decolonization adopted from Nemutandani et al. [4].
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recovery through learning about existing traditional healthcare practices, languages
and identities. This process is the cornerstone for sustainable collaboration.

9. Mourning the disrespect of the indigenous medicine

This stage refers to the process of lamenting the injustices that have been done by
colonization and how this has affected the self-esteem and image of the indigenous
practitioners in the communities, including the impact it had on their practices and
traditions. It has been argued to be an important part of healing and preparing for
moving forward. The years of assault upon and damage done to the minds of indig-
enous people, their traditions, values and belief systems were reported on literature.

The scars from years of colonization and the indoctrination of African people to
disown their own ways of living and of health practices are still evident years after
achieving independence from colonizers. The perception that traditional beliefs and
practices belong to the dark ages and uncivilized societies appears to have resulted
in a refusal to accept indigenous heath practitioner.

Even the so-called educated and liberated middle-class African health profes-
sionals have not been prepared to free themselves of the limitations of colonization.
“The main challenge is the existing negative perceptions you have about us. This is
more prevalent among the educated and middle-class people... consult secretively,
with skepticism, doubts and pride...” as quoted by an indigenous member in the
study by Nemutandani and others [4].

9.1 Dreaming process

The third decolonization process involves dreaming in which the allopathic
healthcare practitioners will allow the traditional healers to educate them about
different possibilities of knowledge and skills that can still be helpful to offer
alternative care. In the environment in which the dreaming should take place, two
processes are required.

9.2 Commitment process

The allopathic healthcare practitioners should take on the positions of activism
to advocate for incorporation of indigenous healthcare practices into the curricu-
lum. They will therefore write monographs and textbooks to take the knowledge
from tacit to explicit.

9.3 Action process

The last process in decolonization is the joint development of a plan of action by
allowing indigenous health practitioners to build capacity among allopathic health
practitioners. Dreams and commitments are translated into strategies for capacity
building and skill transfer to ensure that their collaboration is sustainable.

The existing collaborations between the two health systems without under-
standing and acknowledging that the indigenous health system is a living science
are not sustainable.

Finally, there are reports which found that allopathic and indigenous medi-
cine are compatible in their sciences of treating and managing their patients. For
example, allopathic health practitioners, using their existing biomedical knowledge
of HIV-/AIDS-related illness, would set a course of treatment that emphasize
antiretroviral medications and hospital treatment. On the other hand, indigenous
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health practitioners, invoking existing knowledge of sicknesses caused by spirits,
set a course of treatment that emphasize herbal medicines, sacrifices and ritual
ceremonies to appease ancestors. It can be argued that both approaches are typical
of all medical systems in that they “frame problems in relation to the solutions they
have to offer” and how they understand it to be according to their existing knowl-
edge as defined by their health system—in textbook or through ancestors.

In conclusion, any health intervention which disregards the existing community
health beliefs, traditions and cultural practices is likely to be resisted passively by com-
munities if not openly by creating parallel systems acceptable to the communities.

Despite the existing bias against indigenous health practitioners and the nega-
tivities associated with those consulting them, collaboration between allopathic
health practitioners and indigenous health practitioners in the management of
patients is certainly possible.

Reflection: Why is it that indigenous health sciences are not incorporated in
the curriculum of most health professional training institutions in Africa? Despite
the strong beliefs and practical experiences of both academics and students being
products of indigenous systems, few seem capable of associating with it. One could
conclude that the prevailing educational system does not encourage either students
or academics to think for themselves but rather follow the path traveled by their
Euro-centric predecessors, despite well knowing that their environment is differ-
ent. There seems to be a deeply embedded western paradigm of reasoning among
members of human research committees who seem to be fixated on whether similar
research had been done and whether tried and tested methods are being followed.

Reflection: For a long time, when we go out for research, if we are honest enough,
what we are gathering or we went out for is a collection of existing information and raw
data. It's only when we process it in our university (standards) that we call it knowl-
edge. There are many of us who still go out and do research that way; it is the habit of
the heart and mind and the habit of relating to people, society and healers as objects.
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