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Background. Increased co-ordination and co-operation between traditional and biomedical health systems in South Africa (SA) is a national priority.
To improve care, practitioners in both systems must learn to recognise the value of their parallel counterparts, and such lessons should begin in medical
school. However, there is little research regarding the way in which SA's medical students are taught to interact with the traditional medicine (TM) system.
Objectives. To explore how SA medical students perceive their curriculum as it relates to the traditional health system and to describe their suggestions
for improvement.

Methods. We conducted individual in-depth interviews and focus group discussions with 43 final-year medical students across 3 SA medical schools.
We applied thematic analysis to improve our understanding of student-reported experiences with TM in their medical school curricula.

Results. All 3 medical schools rely heavily on hidden curricula to educate students on the SA traditional health system. These hidden curricula are largely
negative and learnt primarily from witnessing faculty-client interactions involving TM use. Students across the institutions agree that this problematic
deficit in formal teaching contributes to their incompetence in treating patients who use TM. Their suggestions for improvement focused largely around
3 themes: (i) understanding the fundamentals of the traditional health system; (ii) empathising with patient use of TM; and (iii) promoting broader
structural integration of the two health systems.

Conclusion. Medical students in SA recognise the value of increased exposure to and education surrounding the traditional health system. Future
curricular interventions should focus on increasing formal teaching of TM, directly addressing the hidden curriculum related to the topic, and instituting

policies and initiatives that improve integration of the SA biomedical and traditional healing paradigms on a structural level.
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An unexamined education

South African (SA) medical curricula on traditional health systems remain
a largely unexamined topic, despite millions of South Africans using
traditional healthcare daily. Chitindingu et al’s™! 2014 study outlined the
major formal elements of the traditional healing curricula, as described
by administrators at each of SAs eight medical schools. Our study aims
to answer their call for better understanding of this topic from the
perspective of medical students’ experience of the curricula - not that of
the administrators. Specifically, our study objectives were to determine the
hidden curriculum surrounding traditional medicine (TM) in SA medical
schools, and how students describe the impact of this hidden curriculum
on their perceptions of TM. We define the hidden curriculum as an
interpersonal/social concept and a contextual/cultural concept, based on
student descriptions of interactions and cultural norms experienced during
medical training.” Finally, we provide recommendations to mitigate the
hidden curriculums harmful effects, while promoting its more positive
aspects.

Broad efforts at integration

Globally, the use of TM is widespread.”! In SA, TM use is increasingly
recognised as an essential element of and opportunity to improve the health
of the nation."*® Traditional health practitioners (THPs) have various roles

in the healthcare system outside of healing, including spiritual protectors,
counsellors and cultural repositories.*”! Furthermore, THPs represent an
area of under-utilised potential in the fight against HIV/AIDS, particularly
due to their overwhelming willingness to engage in HIV/AIDS training and
refer patients to biomedical facilities when necessary.*® Discouragingly,
however, the tension between biomedicine and TM, largely due to historical
injustices, gaps in scientific evidence and mistrust, has resulted in a
fragmented and inefficient health system.!**!*) Medical schools provide a
prime location to combat these challenges, ideally fostering understanding
and integration of the two health systems.™') A recent study in Uganda
argued that training medical students in the principles of TM was feasible
and may improve health outcomes; therefore, integration should not
be delayed.

Curricular reforms

Health professions education systems in SA, due to their roots in imperialism,
colonialism and apartheid, often produce providers who are incompletely
equipped to properly care for many patients, specifically the black African
population.!¥ Recognition of this deficit has led to a movement to decolonise
the nation’s graduate education system, including medical schools.™® Our
research aims to look at how we can progress towards decolonisation via
integration of traditional health education in medical schools. Although
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TM is increasingly regarded as a critical element of medical education,
much of the recent curricular overhauls has focused on addressing the
shortage of medical professionals.!"*'%! Solutions to the shortage include the
introduction of decentralised medical training and integration of an array of
healthcare professionals into the medical system.!">!! Using a decentralised
approach to medical training increases the number of medical professionals
receiving training by promoting education outside of tertiary hospitals.'¢1*
This approach serves to strengthen primary healthcare and community-
based education by producing more medical professionals directly trained
in community settings.'*'¥ These community sites offer key opportunities
for student exposure to TM.!"!

SA health legislation, such as the Traditional Health Practitioners Act 22 of
2007, encouraged the integration of TM into the medical curriculum.»*2!
However, these policies have yet to translate into practical integration or
large actionable commitments.*¢! SA is certainly not the first country to
struggle with the integration of its various healing systems. In countries
around the globe, from Thailand and Taiwan, to the USA and the UK, efforts
to adequately train medical professionals are widespread.?**! Ghana, for
example, identifies TM experts in the medical curriculum as repositories of
indigenous medical knowledge with much to teach health professionals, but
SA has no such policy.? Chitindingu et al.!" provided important groundwork
by evaluating the inadequacies of the formal medical curriculum relating to
TM. Research also demonstrates that the hidden curriculum is often the
major force in shaping physicians’ professional identity.””’ We aim to describe
medical student perspectives on TM and the hidden curriculum, coupled
with their own suggestions for its integration into medical curricula. Medical
students offer unique first-hand perspectives of the lived experience of the
curriculum and its effects on their views of the traditional health system.
These data are invaluable in uncovering areas for improvement of the
student experience to produce better-prepared future health professionals.
This article seeks to use these data to provide concrete recommendations
for educators and policymakers to further improve medical syncretism, the
harmonious integration of various health systems to improve population
wellbeing, both within SA and beyond.

Methods

The study methodology follows the Consolidated criteria for Reporting
Qualitative research checklist (COREQ).?®

Research team and reflexivity

Researchers (CL, BH, NM) interviewed final-year medical students across
3 medical schools in SA: University of KwaZulu-Natal (UKZN), University
of the Witwatersrand (Wits) and Walter Sisulu University (WSU). We
selected these 3 of 8 medical schools in SA to ensure geographical and
demographic diversity. Interviews occurred from October 2015 through
June 2016. As part of the broader Transformation in Medical Education
(TiME) study facilitated by the Centre for Rural Health (CRH) at UKZN,
interviewers were trained in administering the specific questionnaire and
other qualitative research techniques during formal training sessions.

Study design

Researchers interviewed 43 participants for the study, 23 during in-depth
key informant interviews and 20 across a total of 5 focus group discussions
at each institution (Table 1). Interviewees were distributed evenly across
the 3 sites: 15 participants from WSU (total estimated class population of
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120 students), and 14 participants from UKZN and Wits each (both with
total estimated class populations of 250 students).?” Participants were
recruited by convenience sample through email and by word-of-mouth from
faculty and current students at the various institutions, with the inclusion
criteria being students in their final year at their respective medical schools.
Students had to speak English, which is largely a requirement for medical
school admission - it was not a problem. Interviews were conducted at each
of the 3 medical schools. The questionnaire, developed in conjunction with
the CRH, explored students” perspectives on TM and how current medical
school curricula shaped or determined these views. Individual interviews
(IDIs) and focus group discussions (FGDs) of ~60 minutes were conducted
in English, recorded with digital voice recorders and transcribed. The
interviewers went through a standardised review of the questionnaire with
the principal investigator to ensure that the purpose of each question was
clear. After each interview, researchers also wrote field notes to describe
their initial impressions, key moments and take-away impressions from
the interview. The data were entered into the qualitative research software
program NVivo version12 (QSR International, Australia).

Data analysis

The framework analysis technique, derived from applied thematic analysis,
was applied to the data using the qualitative data software NVivo.
Deductive analysis focused on the interview guide questions according to
provided initial codes. The reviewers (JB and CL) used these codes to induce
novel codes, synthesised into themes via the NVivo data tree function. After
applying these themes to an initial sample of the data, overlay in themes was
compared between reviewers to ensure mutual agreement.

Ethical approval

The researchers obtained signed informed consent from all participants.
Ethical approval was obtained from Duke University (ref. no. D0195) in the
USA and from the 3 SA medical schools involved: UKZN (ref. no. BE466/15),
Wits (ref. no. M151191) and WSU (ref. no. 068/15).

Results

Current state of the formal curriculum
‘What have you learned in medical school relating to traditional medicine
and traditional medicine use?’ (Interviewer CL)
‘Honestly, I haven’t learned anything’ (UKZN FGD B)

The students across all universities in the study cited a lack of a formal
curriculum, defined as the medical curriculum knowingly and explicitly
planned by the medical school. Although it varied slightly in specifics,
the formal curricula across the 3 sites were largely described similarly.

Table 1. Study participants

Characteristics Participants, n (%)
Data gathering
Individual interviews (IDIs) 20 (47)
Focus group discussions (FGDs) 23 (53)
University
Walter Sisulu 15 (36)
KwaZulu-Natal 14 (32)
Witwatersrand 14 (32)
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Therefore, unless noted, data reported here are aggregated by location.

Exposures to TM at each school involved a combination of a meeting
with or lecture from a traditional healer. This was often remembered as a
single lecture, with content that included the importance of TM integration
in the biomedical health system and a description of the uses of specific
TMs. Students largely described these encounters as low impact, and many
participants failed to recall any formal lecture during their medical school
tenure. Students at WSU notably described an additional encounter with
TM, most likely because they were required to develop and report on a
collaborative project with a traditional healer. WSU students enthusiastically
endorsed this pedagogical innovation; no students at the other institutions
reported on a similar experience.

The hidden curriculum of traditional medicine
‘The attitude of doctors — when in that kind of [situation] - is always
scorn and distain for the patient that [has] dared see a traditional healer’
(Wits IDI 4)
‘The doctors, the nursing staff, everyone. They dont condone it
[traditional medicine]? (WSU FGD D)
‘Had we come to medical school and been taught that every time we treat
a patient, [we must] try as much as we can to incorporate traditional
medicine in our management ... that's what wed be doing. But, we came
in, and most of what was told to us about traditional medicine was
negative (UKZN FGD E)

The majority of students reported that the hidden curriculum was largely
a negative influence on their views of both TM and the patients who use
the alternative health system. This was the case across institutions.
Contributions to this negative impression occurred during students’ clinical
years. The main factors cited by students were: (i) open criticism of the
practices by their clinic preceptors; (ii) witnessing negative effects of certain
TMs, specifically in the paediatric population; and (iif) experiencing
exasperation at patients hiding TM use during history-taking. There was
one notable positive outlier in the hidden curricula, which was that students
felt they developed a more complete and less biased understanding of TM
when senior students took time to explain its uses and effects during clinical

scenarios.

Student proposals for curricular improvement

Participants across the 3 institutions expressed nearly universal motivation
for curricular change surrounding traditional healing. Students recognise
TM as an integral part of patients’ lives and agree that their training creates
a largely negative and unhealthy opinion of this alternative healing system.
They identified clear deficits and proposed numerous interventions to
improve current learning.

Participant suggestions for improvement focused on 3 themes:
(i) understanding the fundamentals of the traditional health system;
(ii) empathising with patient use of TM; and (iii) promoting broader
structural integration of the two health systems:

o Fundamentals of traditional health system
T would love if from the first day that people come [to medical school]
that they actually understand that it [traditional medicine] is not purely
about the science. It's about the spirituality, which no one addresses,

[either] of the patient or you yourself. (UKZN IDI 2)

‘[Pm] not saying whole curriculum now must be all about traditional
medicine but ... just for us to have a background understanding and
when we get to [see] these patients maybe we will understand better
where theyre coming from, because it’s easy for us to just judge them’
(UKZN FGD B)

Students cited a dearth of factual understanding of the fundamentals of TMs,
their indications, typical dosing and potential side-effects. Although students
understand that they are not intended to be practitioners of traditional health
systems, they believe increased teaching regarding the foundations of the
system will make them better physicians. These foundations include, but are
not limited to, specific examples of TMs, common indications, methods of
use and known side-effects. Students recognise that their unfamiliarity with
the basics of traditional healing, coupled with their exposure to the hidden
curriculum of medical school, creates a largely stigmatising atmosphere for
patients using TM and affects patient care. They recognise the harms of these

deficits and actively desire curricular remedies.

o Empathising with patient use of TM

‘T mean there are patients who tell you, “You know what? I have diabetes.
I'm not going to take insulin because I have so much faith in my god”
As a doctor, I would come and say, “Listen, if you don't take insulin,
you will collapse, and you will die” But they still refuse, so I think the
[best] approach would be for students to be taught to reach an agreement
[regarding traditional medicines] as opposed to imposing. (Wits IDI 9)
Tt [TM-use] wasn't a good thing ... the doctor would get the history from
the nurses and the nurses would shout at a patient like why didn't you
come to the clinic? Why did you have to take this? ... What I've seen is
never a good response to it [TM-use]” (UKZN FGD B)

The second theme, empathy with patient use, stems from student requests
for increased teaching around the reasons why patients use TM, the cultural
and religious connection of the practices, and the larger history of the healing
paradigm. As reported by the students, their lack of understanding often
makes its difficult to interact with TM-using patients in a collaborative
fashion and exacerbates stigma and barriers to care. Students find it difficult
to empathise with these patients and request training to bridge the divide.
As opposed to the first theme, which requires more concrete scientific and
historical teaching to increase education on TM, this learning centres on how
to create a sphere of mutual respect in the patient-doctor relationship. Similar
to their lack of fundamental TM knowledge, the students are aware of their
own stigma and request increased training on this topic to mitigate harmful
effects.

To address their concerns regarding empathy, participants requested
structured learning on how to approach a clinical interaction that involves
TM. Much of their learning comes from watching preceptors, which
students cited as a largely negative experience. Participants desired step-wise
guidance on the clinical encounter, including, but not limited to, how to
take a TM patient’s history and how to best form a therapeutic alliance with

patients who practise traditional healing.

o Structural integration of the healing systems
‘Going forward I think ... the government needs to incorporate traditional
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medicines ... But I think [now] it’s just recognizing them, it'’s not
incorporating them. There’s a difference between the two ... It will have
to be that traditional medicine is taught in all medical schools in South
Africa because the government has incorporated it into the health system’

(UKZN FGD E)

Finally, students see themselves as operating within a system unfavourable to
integration of the two healing paradigms. They highlight that, although the
government and medical institutions often express a desire for integration
of the traditional and biomedical, this does not occur in practice. According
to students, a more top-down integration would promote a culture of patient
respect over patient denigration.

Participants often viewed formal teaching as the main mechanism to
improve their understanding of and interaction with the traditional health
system. Although students described some formal teaching on the topic,
they nearly universally described it as inadequate. They request increased
emphasis on longitudinal learning opportunities, such as traditional healing
lectures series, discussion groups and increased integration with traditional
healers and patients using TM.

Discussion

Proposed curricular interventions

Students are keenly aware of their learning environment surrounding the
traditional health system. They recognise its strengths and deficits and its
impact on their medical practice. They are willing and motivated to improve
their understanding, but look to the medical curriculum to guide this goal.
The deficit therefore lies not in the desire of the students, but in the current
educational milieu of the medical schools. The focus for improvement must
lie largely in addressing curricular deficits, particularly those involving
hidden curricula.® This does not assume ill-will on the part of medical
educators, but instead creates a sense of urgency for further practical research
into why such gaps exist despite student motivation. We must move beyond
statements of the importance of integration of the traditional and biomedical
in health professions and into rigorous evaluation of curricular interventions
that succeed at this goal. The proposals of the students, organised into the
previously outlined 3 themes, provide a foundation from which to start.

We propose a threefold strategy to address the students’ concerns, focusing
interventions on 3 levels of medical school organisation: institutional,
departmental and individual.®? These interventions focus on: (i) increasing
formal teaching of the traditional health system; (i) making the hidden
curriculum explicit; and (iii) structural integration of the two medical systems
(Fig. 1).

Make the hidden
curriculum explicit

Actionable health
system integration

Increase formal
education

'Painful feedback'®']
by students for one
another and educators

Collaboration
between medical
institutions

Longitudinal learning

Lecture series

Written reflection and
open discussion of
experiences involving TM

Vertical integration
with government
initiatives

Facilitated patient
interactions involving TM

Fig. 1. Proposed curricular interventions. (TM = traditional medicine.)
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Increasing formal teaching of the traditional health system

Students view their lack of formal education as fundamental to their
problematic understanding of the traditional health system. We therefore
propose that SA medical schools make clear their formal support for a
dynamic SA health system that supports integration of the biomedical and
traditional healing paradigms, not separation of the two.” We support
course guidelines that review common TMs, their typical indications and
their historical and cultural importance. Teaching sessions should provide
students with an opportunity to simulate clinical interactions with patients
who use TMs and hone student skills in this regard. Formal examinations
should, at some level, include information on traditional health systems.
Schools should consider implementing a longitudinal traditional healing
component, lecture series, increased interaction with traditional healers and
formalised learning from patients who practise TM.

Making the hidden curriculum explicit

Interventions must focus heavily on addressing the hidden curriculum,
which students state is largely responsible for their negative, inaccurate and
incomplete views of TM. The literature is clear that one of the most effective
ways to address the hidden curriculum is to make it explicit.**3 We
propose that institutions incorporate the idea of ‘painful feedback, where
students are presented direct evidence of the hidden curriculum’s known
negative effects to facilitate reflection and promote insulation from these
effects.’” Our study highlights many of these more harmful elements and
thus may be used to promote discussion of the current climate and propose
suggestions for change. Furthermore, traditional formats of open discussion
and written self-reflection protect against negative elements of the hidden
curriculum.®#) These interventions should occur on multiple levels of
organisation, including student-student, student-faculty, faculty-faculty and
among learners and patients using TM and practitioners.

Structural integration of SA health systems

There is well-established value in integrating traditional and Western
health systems to achieve a mutually respectful co-existence.>*-8) Multiple
interviewees made note of this point. Medical students will practise what
they witness. Therefore, medical schools and healthcare institutions should
increase their involvement with broader initiatives, government-sponsored or
otherwise. This shift must occur across levels of organisation, both within and
across medical schools. These institutions should specifically seek to support
initiatives that make clear the value of the traditional health system and
collaborate between medical institutions on curricular reforms. Most of the
students’ curricular complaints and suggestions were similar across the 3 sites,
thus idea-sharing between institutions will benefit SA students. Students have
demonstrated their desire for this change, and it is now the responsibility of
the medical schools to create an institutional culture that propagates respect
through all levels of learning.

The shift does not have to occur from the top down, as a response to
broad national initiatives or government mandates. Medical schools, faculty
and students must advocate for the changes they want to see. The agency
of the physicians and future physicians in these institutions is not minimal.
Actively promoting integration and leading, e.g. by publicly demonstrating
and calling for mutual respect and recognising value in traditional healing,
would push the narrative towards one that bridges the two health systems
and deconstruct the larger forces that continue to propogate division.
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Conclusion

Medical students in SA recognise the value of increased exposure and
education to TM. They cite a lack of teaching rather than a lack of
student desire as the cause for perceived deficits in knowledge and skills
to treat patients using TM. They specifically request teaching regarding
the fundamentals of traditional healing, how to empathise with patient
use of TM and how to approach such patients during a clinical encounter.
We recognise that the solution is not only about changing curricula and
student understanding, but about shifting the mindset of faculty. Going
forward, it will require investment of faculty, medical institutions and
government agencies to accomplish these goals. The national government
has stated their interest in bettering the relationship between traditional and
biomedical health systems, and SA medical schools need to make the same
commitment.!"?!) Improving TM education in medical school will benefit
patients and providers and should be a priority for SA education reform.
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