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Abstract 
This study aims at exploring the interaction between the indigenous and biomedical healing systems as 

well as the professionals working in both healing systems. Drawing on qualitative research approach, the 

study employed primary and secondary data collection methods. Primary data were gathered through 

informal conversation, in- depth interviewing of indigenous herbalists and, health extension workers and 

health officer, focus group discussion with selected community members and herbalists, and systematic 

observation. Secondary data were collected through critical review of related literature and documents. 

Both primary and secondary data were organized thematically and were analyzed through systematic 

interpretation and cross- checking of the different data sources through the use of triangulation to 

increase the validity and reliability of the findings.  

 

The study found that the Shinasha consider their knowledge of herbal medicine to be the gift of God for 

them. In the study area, herbal medicinal practitioners are males. The medical ethics of the Shinasha is 

based on non- commercial (at least in principle) use of medicines which is one point of departure with 

biomedicine, where treatment is usually exchanged for money. So, herbal medicinal knowledge and 

healing is considered as a moral profession to help and serve people. The study findings also indicated 

that the Shinasha practice healthcare and healing for illnesses of natural, supernatural, and personal 

etiology through popular healthcare practices, the indigenous healing system, and the biomedical healing 

system. Shifts from one healthcare option to the other and resorts are common among the Shinasha. In 

the study area, the indigenous and the biomedical healing systems are existing dualistically, but have 

fewer informal professional interactions, which is more competitive and less cooperative. The coexistence 

of the indigenous and the biomedical healing systems in the study area generally has a positive 

contribution in addressing and improving the health of the people.  
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1. Introduction 
Plants have played a vital role in the prevention and treatment of disease since prehistoric times. 

People in different parts of the world depend on plant resources for their basic needs and are 

aware of many useful species occurring in their ecosystem. They have continuously developed 

their knowledge of indigenous plant uses and plant resource management (Biruktayet, et al, 

2010: 3).   

  

Plants are an integral part of life in many indigenous communities
1
. Besides, being the source of 

food, fodder, fuel, etc., the use of plants as herbal medicines in curing several ailments goes 

parallel to the human civilization (Bhatia, et al, 2014: 1).  

  

The use of medicinal plants is the most common form of indigenous medicine and medication 

worldwide. Regulation of herbal medicines is a key means of ensuring safety, efficacy and 

quality of herbal medicinal products (WHO, 2002: 21). To reduce mortality, morbidity and 

disability of people, and promote the safety, efficacy, and quality of indigenous medicine, the 

World Health Organization (WHO, 2002) is providing guidance on regulatory and quality 

assurance standards, aimed at increasing the availability and affordability of indigenous medicine 

with an emphasis on access for poor populations. This shows how much indigenous medicine is 

getting attention from time to time at the global level.   

 

Herbal medicines include herbs, herbal materials, herbal preparations and finished herbal 

products that contain active ingredients of parts of plants, or other plant materials, or 

combinations; and indigenous use of herbal medicines refers to the long historical use of these 

medicines Their use is well established and widely acknowledged to be safe and effective, and 

may be accepted by national authorities (WHO, 2013:1).  According to WHO (2002: 11), 80% of 

the African population uses some form of indigenous herbal medicine, and worldwide annual 

                                                            
1 According to Purcell (1998) and Dei (2000), cited in Tebaber, 2015:40), indigenous communities refer to 

specific categories of people who are categorized under the criteria of ancestral territory, collective cultural 

configurations, and historical location.   
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market for these products approaches US $ 60 billion. Indigenous medicine played vital roles in 

African medical systems. In most parts of  

                                                              

Africa including East Africa, the knowledge and practice of indigenous medicine are based on 

oral tradition and are mostly shrouded in secrecy. However, it has also been still used as the only 

source of medical care, especially by societies in rural areas of East Africa where access to 

modern medical care is highly precarious (Adane, 2014: 1). Ethiopia has a long history of 

indigenous medical practices and healing systems. The country is very rich in indigenous herbal 

medicine and medical practices for two fundamental reasons: diversified cultures, and diversified 

ecological zones. The country is rich in wide varieties of medicinal plants because of its 

geographical and altitudinal differences (Pankhurst, 2005: 27). Data indicate that up to 80% of 

the Ethiopian population uses indigenous medicines mainly due to the cultural acceptability of 

healers, the relatively low cost of medicine, accessibility, and difficulties in accessing modern 

health facilities (IEFNR, 2005: 127). Also, a study by Teferi (2009) indicates that a significant 

proportion of the Ethiopian population still depends on indigenous medicine for its healthcare 

services and most of the indigenous medical preparations are of plant origin. Indigenous 

medicine served as the major source of healthcare in Ethiopia, especially before biomedicine 

turns to become another option (Dejene, 2014: 35).     

 

According to the Institution of Ethiopian Food and Nutrition Research  (IEFNR, 2005: 128), in 

Ethiopia, indigenous medical practitioners practice their knowledge and skills in three ways: (1) 

Preventive practices: several ways of disease prevention as deserting places where the epidemic 

occurred, sweeping or covering floors with particular plants, detaching oneself from people with 

contagious diseases, etc. (2) Curative practices: commonly used to treat a variety of diseases by 

employing substances as recommended or prescribed by skilled local medical practitioners. (3) 

Surgical practices:  include bone-setting, circumcisions, bleeding and cupping, cautery, 

scarification and tooth extraction, midwifery, etc. Among medical substances, plants are the 

major source of the Ethiopian indigenous pharmacopeia; leaves, flowers, seeds, barks, roots, and 

a wide variety of plants are used (Dejene, 2014: 36). Solomon (2005) shows that, in the 

Ethiopian case, the term herbalist refers to medical specialists who prepared and administered 

herbal drugs only. According to Dejene (2014), acquiring herbal knowledge was a lengthy 
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process, requiring prospective healers to undergo a long period of apprenticeship under the 

mentorship of experienced healers.  

  

The Shinasha, whom this study concerns, are also mentioned by different sources
2
 for their long 

rooted knowledge and practice of indigenous herbal medicine. Pankhurst (2005) argues that, 

although medical practitioners of the northern and central provinces of Ethiopia had the 

advantage of recording knowledge/information/ for future generations because of the existence 

of long history of writing, in the majority of other areas including the Shinasha, indigenous 

herbal medicine is based on oral transmission of knowledge, which makes study on the 

indigenous knowledge and herbal healing system of the Shinasha in general and the interaction 

of indigenous herbalists with the local biomedical workers significantly important.  

 

2. Indigenous Medicine and Biomedicine   

Indigenous medicine can be conceptualized as the local health-care knowledge which is unique 

to a given society (Young 1983, cited in Tebaber, 215: 40). Hammond (1994: 4) defines 

indigenous medicine as “the use of local herbs and plants as a drink, salve or inhalant, 

bloodletting, bone- setting, cauterization, the utterance or writing of special prayers for curing 

purposes, exorcism of spirits said to possess the body, and the use of holly water and other sanct 

ified substances such as soil, ash, or sand.” Hammond (1994) states t hat indigenous healers 

specialize in one or more of the above mentioned types of healing. The most comprehensive 

definition of indigenous medicine was given by WHO (2002). Indigenous medicine refers to:   

  

The sum total of knowledge, skills and practices based on the 

theories, beliefs, and experiences indigenous to different cultures, 

whether explicable or not, used in the maintenance of health as 

well as in the prevention, diagnosis, improvement or treatment of 

mental, physical, and social imbalance, relying exclusively on 

practical experience and observation handed down from 

                                                            
2 Mamush 2011; Mirutse, et al 2007; Zelalem 2011; etc.                    
 
 



GSJ: VOLUME 6, ISSUE 7, July 2018    850 

GSJ© 2018 
www.globalscientificjournal.com 

generation to generation, whether verbally or in written forms 

(WHO 2002: 1).    

 

According to WHO (2002), life within indigenous medical sector is defined as the union of 

body, senses, soul and mind; and health as the blending of physical, mental, moral, social, 

and spiritual welfare. I considered the importance of all of the above described definitions of 

indigenous medicine. But, as a working definition for this study, I used the definition given 

by WHO (2002) because it is more comprehensive. Indigenous medicine is identified also by 

other alternative names such as „traditional medicine‟, „folk medicine‟, „local medicine‟, etc.  

In this study, I used “indigenous medicine”, rather than t he above terms which sometimes seem 

to be derogatory.  

 

Biomedicine is defined as a clinical medicine based on the principles of physiology and 

biochemistry rather than on the art of healing. Thus, biomedicine and biomedical research are 

closely associated with experimentation and laboratory (Strasser, 2014). Accordingly, 

biomedicine tries to explain abnormality or pathology in terms of normal biological processes; 

paradoxically, it also understands the function of the normal body in abnormal environments. 

But, the difference between the normal and the pathological is a matter of degree, not kind. 

Socially, biomedicine is considered „orthodox‟, scientific‟, „Western‟ medicine.   

 

Biomedicine is a medical science that applies biological and physiological principles to clinical 

practice. It is also related to many other fields of study in health and biology. The biomedical 

model of disease ensures that new definitions, practices and controls will emerge to strengthen 

medicalization (Sulik, 2009).   

 

Biomedicine is a unique way of understanding health and illness, based on the investigation of 

biological mechanisms the use of the randomized clinical trial, and the identification and 

quantification of disease risks. Biomedical research rests upon three powerful assumptions: 

universalism, reductionism, and modelization. The development of biomedicine has been 

powerfully shaped by state policy (Strasser, 2014). „Disease‟, which is objectively measurable 

and clinical concept, is usually associated with biomedicine.    
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3. The Study Area   

According to the constitution of FDRE (1995), Benishangul-Gumuz is one of the nine national 

regional states in Ethiopia, which is located in the north western part of the country. According 

to CSA (2008), the region has three Zones among which Metekel is one and, 20 Woredas among 

which Bulen is one. Bullen Woreda is bordered by Dangur Woreda in the north, Mandura 

Woreda in the northeast, Dibate Woreda in the east, the Abay River (Blue Nile) on the south 

(which separates it from the Kamashi Zone), and by Wembera Woreda in the west. Its largest 

settlement is Bulen town which is the administrative centre of the Woreda (FEDB of Bullen 

Woreda, 2006). Bulen town is 118km away from the Metekel Zone capital, Gilgel Beles, and 

580km away from the Ethiopian capital, Addis Ababa. The Woreda lies from 10
0
 00` to 11

0
 07`N 

latitude and 35
0
45` to 36

0
07‟E longitude. The Woreda consists of 19 Kebeles; Matanabapuri and 

Bakuji are two of the 19 Kebeles (ibid). 

 

With a total area of 2, 857.97 km, Bulen Woreda has a total population of 45,523 people; of 

whom 23,386 (51.4%) are males and 22,137 (48.6) are females; 38,992 (85. 65%) of the 

population lives in rural areas; the rest of the population lives in urban areas. Bulen Woreda has a 

population density of 10.2 people per square kilometre which is greater than the Metekel Zone 

average of 8.57 (CSA 2008). Concerning religion, 67.37% of the population practice Ethiopian 

Orthodox Christianity, 12.68% practice traditional beliefs, 10.16% of the population are 

Protestant, and 9.68% are Muslim. The five largest ethnic groups found in Bulen Woreda are the 

Shinasha (48%), the Gumuz (33.5%), the Amhara (9.8%), the Oromo (8%), and the Awi (0.5%). 

All other ethnic groups made up 0.2% of the population. Boro (the language of the Shinasha) is 

spoken as a first language by 45% of the inhabitants, 33.4% speak Gumuz, 11% Oromiffa, and 

10% speak Amharic. The remaining 0.6% spoke other languages (ibid). Therefore, the Shinasha 

make the majority of the Woreda’s ethnic groups. 

The prominent agro-ecological feature of Bulen Woreda consists of mainly warm and moist 

(sub- humid lowland to mid and highland cool sub- humid). The Woreda is mostly 

Qola/lowland/ (85%), Woinadega/midland/ (10%) and Dega/highland/ (5%). Agriculture is the 
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main stay of the economy of Bulen Woreda. The Woreda is endowed with huge water resource 

potential prominently the Abay River (Blue Nile), and the Beles River which can facilitate the 

development of irrigation (FEDB of Bulen Woreda, 2006). The area is also one of the pocket 

palces of Ethiopia endowed with huge natural forest.  

Regarding health infrastructure, according to Bulen Woreda Health Office (2007), there are 17 

health posts, 2 health centres, and 1 hospital opening soon in Bulen town. According to the 

Office, the study sites, Matanabapuri and Bakuji Kebeles, each have health posts. In addition, in 

Bakuji there are two privately owned pharmacies.  

 

4. Herbal Medicinal Knowledge and Practice of the Shinasha 

There is a favourite saying
3
 about the origin of the Shinasha herbal medicine that can be quoted 

from every ordinary Shinasha. According to their oral tradition, the Shinasha trace their origin to 

be Canaan, Israel
4
. The key informant (KIH-3)

5
, by referring to the oral tradition of the Shinasha, 

argues that it is from Canaan that the Shinasha moved to Egypt where they further developed 

their medicinal knowledge; and then come to Ethiopia, and settled in their present day territories. 

The Shinasha believe that, for them God put wisdom on trees. They consider their herbal 

medicinal knowledge to be the very gift of God to them. 

 

According to the data gathered and analyzed from all of the indigenous herbalist key informants, 

the Shinasha herbal medicinal knowledge and practice is composed of vast contents: herbal 

medicinal knowledge against human illnesses, veterinary medicine, as well as wide range of 

herbal magical knowledge for diverse purposes. The knowledge and practice of herbal medicine 

is entirely and deeply entrenched in the cultural system. As Kleinman (1978: 85) argues on 

“medical systems as cultural systems”, among the Shinasha too, we can find that the indigenous 

                                                            
3 Based on oral tradition of the Shinasha, God gave, for the Amhara book (because the Amhara love and protect his 

father) so that they administer or govern people; cup for the Oromo so that they prophes using the cup (during coffee 

making time); white teeth for the Gumuz (because the Gumuz laughed at his naked father); for the Shinasha God put 

wisdom on trees. By no means is my aim to prove or disprove the sayings. I raised the cases of other people simply 

because the Shinasha, when tracing the root of their medical knowledge, state them together to indicate their share 

of gift from God.    
4 Besides the origin of the Shinasha from Canaan based on their oral tradition, linguistic scholars classify the 

language of the Shinasha among the Omotic language family (Zelalem, 2011: 24).   
5 KIH-3 is a code given to one of the herbalist key informants and, hereafter, the sources of such primary data are 

cited like this.   
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medical system is part of the cultural system of the people. A single herbalist usually possesses 

herbal medicinal knowledge for illnesses (of naturalistic, personalistic, and supernatural 

etiology), herbal magical knowledge for several purposes, veterinary knowledge, medicine for 

maintaining natural resources and controlling some aspects of natural events such as rainfall, 

medicine for ensuring communal survival and protection, and so on. Therefore, the practitioners, 

while specialists in the extensive use of herbal medicine, they are also generalists in the sense 

that they use herbs for a wide variety of purposes mentioned above. The types of herbal 

medicinal knowledge possessed vary from herbalist to herbalist partly because of the low 

experience sharing trend of herbalists one another. Knowledge transmission is based on oral 

lengthy apprenticeship, with strict and secretive patterns. In the local language (Shinashigna ) 

atta /Bori atta and gafa are equivalent terms for indigenous medicine and healers respectively. 

 

Herbal medical knowledge is preserved and transferred (which is usually from father to a 

favorite son) from the senior/experienced herbalist to the junior/ prospected one orally. In the 

study area, it is the males that heir and practice herbal medicine. Daughters are not proposed to 

heir medical knowledge, because, as the Shinasha practice exogamous marriage, it is believed 

that if daughters are allowed to possess medical knowledge, they will pass over the knowledge to 

nonrelatives (members of other clans), which is to their husband. But there are exceptions
6
 to 

exclusion of women on the area of professional indigenous medicine. The selection of the person 

who heirs medical knowledge is based on critical evaluation of the personality of individuals. 

Medical knowledge acquisition takes longer period of apprenticeship and practice; and, it is 

finally officially transferred to the prospected person in a blessing ritual ceremony. After a long 

period of apprenticeship, in the knowledge transfer ritual, finally, father blesses his son saying, 

“let everything you touch and pick up by your hand works.” Together with the blessing, the 

father also hands over all the tools and equipment he has been using to cut medicinal plants. 

After this ritual, the son officially replaces his father and starts to fully and publicly practice his 

medical knowledge. 

 

                                                            
6 Although I found in my study sites that daughters (women) are not allowed to heir herbal medicinal knowledge, in 

other areas of the Shinasha such as Wombera, I was informed that there was a notable female herbalist.   
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The scope of the Shinasha indigenous herbal medicine is broad, which includes wide range of 

herbal- magical arenas. Medicine for the Shinasha is holistic and exists almost in all aspects of 

the community. The Shinasha herbalists possess herbal medicinal knowledge for illnesses of 

natural, supernatural, and personal etiology and for other diverse herbal magical purposes. 

  

5. Interaction between Indigenous and Biomedical Healing Systems among 

the Shinasha 
5.1 The Perception of Biomedical Workers and Indigenous Herbalists 

Towards One Another’s Systems of Healing 

 

In- depth interview was conducted with health extension workers from both Matanabapuri and 

Bakuji Kebele health posts. In a question regarding their perception towards indigenous herbal 

healing and herbalists, they argue that they perceive indigenous herbal healing and herbalists as 

harmful, sorceries, magical, and primitive. These biomedical workers consider indigenous 

herbalists as one giving a medicine whose dosage is improper, and hence, causing a serious 

danger and harm on the person taking the medicine. However, the dosage complaints raised by 

the users of indigenous herbal medicine are not as exaggerated as that raised by biomedical 

workers. Health extension workers from Matanabapuri and Bakuji health posts employ the issue 

of dosage as their leading justification to undermine indigenous herbal medicine and herbalists. 

But, as I have understood from the data collected from key informant indigenous herbalists, 

community member FGDs, and key informant health extension workers themselves, their 

damnation of indigenous herbal medicine and herbalists is based on little or no evidence. 

Therefore, the perception of health extension workers towards indigenous herbal healing and 

herbalists is generally negative. One of the key informants from Matanabapuri health post 

expresses his perception towards indigenous herbal healing and herbalists as follows:   

  
My perception towards ‘traditional’ medicine and herbalists is negative. 

I do not think that it (‘traditional’ medicine) is useful. I have never met a 

person who went to ‘traditional’ herbalists; and, I have never met 

‘traditional’ herbalists for the purpose of healing. I do not believe that 

they (‘traditional’ herbalists) heal. My mind does not accept it. (KIBW7 -

3, Mata, 27th February 2015).   

  

                                                            
7 KIBW is a code given to biomedical worker key informants.     
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In an in- depth interview with health extension workers (KIBW-1 and KIBW-2), they say that, 

“the reason we oppose „traditional‟ herbalists is that, for one thing, we consider herbalists as part 

of „harmful traditional‟ practitioners, because we think that their medicine has dangerous side 

effects. Second, they give a medicine whose dosage is unknown.” These health extension 

workers tend to regard indigenous herbalists including this study‟s key informants as sorcerers. 

They label the practice of indigenous healing as „primitive‟ and „dangerous‟. As an example, 

they argue that whenever mothers go to traditional birth attendants (TBAs) for delivery, both 

mothers and their babies get harmed. Due to this, health extension workers argue that, they teach 

the community about the harmfulness of „traditional‟ healing. At the same time, they encourage 

people to go to biomedical centres. But, health extension workers say that, they teach such things 

to the other members of the community, not the herbalists. They are not daring to tell indigenous 

herbalists about the harmfulness of their medicine and healing, because they say that they fear 

indigenous herbalists, believing that these herbalists may cause a bad thing or harm on them. 

Indigenous herbalists are aware of the negative perception of health extension workers towards 

them. Indigenous herbalists have continued practicing their knowledge in such a hostile 

institutional environment, because people still come to them without any kind of advertisement 

or awareness work.   

 

On the other hand, the perception of indigenous herbalists towards biomedicine and health 

extension workers is the opposite of what health extension workers have towards them. 

Indigenous herbalists recognize and appreciate the worthy of biomedicine. They themselves and 

their families go to biomedical centres for treatment when needed. At the same time, indigenous 

herbalists argue that, biomedicine has weaknesses, and, they know that their healing, besides 

standing in its own system, is vital in filling the gaps or short- comings of biomedicine. 

Indigenous herbalists understand that the existence of their healing as well as biomedical healing 

is important to provide the community healing options, and improve its health.   

  

5.2 The Level and Nature of Interaction between the Indigenous and 

Biomedical Healing Systems 

In the study sites, the level of interaction between the indigenous herbal healing system and the 

biomedical healing system is generally poor in any criteria. Both healing systems operate 

parallel, with very little cross- interaction and experience sharing. Medical practitioners of both 
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healing systems recognize the poor professional interaction they have one another, but each of 

them provide their own justifications for their poor interaction.  Health extension workers say 

that they do not have professional interactions with indigenous herbalists, nor any kind of co-

operation, because they think that indigenous medicine is not good; does not heal; it is harmful; 

etc. Health extension worker key informants from the health posts also present another reason for 

not working with indigenous herbalists. They say that, they fear to approach indigenous 

herbalists, because it is believed that indigenous herbalists hurt a person who offends them; and, 

health extension workers believe that indigenous herbalists think them as defying their names. 

Health extension workers also add a further justification for not working with indigenous 

herbalists. They claim that indigenous herbalists are concealed; keeping their medical knowledge 

and practice secret, claiming that if publicized, the medicines will be defiled, and another body 

will also take over their medical knowledge. Due to these obstacles, health extension workers say 

that, they do not have the interest and plan to work in co-operation with indigenous herbalists. 

Some of the justifications given by health extension workers for not working in co-operation 

with indigenous herbalists seem to be true. But, the biomedical centres in which health extension 

workers belong to, as an institution have never had any attempts to approach indigenous 

herbalists and try to understand the issues raised as obstacles from the ground.   

 

On the side of indigenous herbalists, they present their own justifications for their poor 

professional interactions and lack of co-operation with health extension workers. Most of the 

justifications indigenous herbalists provide are what they argue as the wrong perceptions of 

health extension workers towards them which have been discussed in the previous sub section. 

Regarding this, the key informant says:  

  
Health extension workers do not consult us. By labelling our medical 

knowledge and practice as harmful, they teach the community to 

abandon us and go rather to biomedical centres. They do not ask us 

‘what knowledge do you have? What illness do you treat?’ Only 

contemning us! Except sometimes, when such kind of research is 

conducted, no government body intentionally comes and consults us. 

Government bodies, especially biomedical centres are ignorant of us 

(KIH-1, Mata, 25th February 2015).   

 

The other key informant says that health extension workers perceive indigenous healing as 

unworthy and harmful. He presents his argument as follows:  
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We do not work in co-operation with health extension workers in our 

locality. We do not have professional interactions. They (health 

extension workers) say ‘let indigenous healing disappear’; whereas, we 

say ‘let it survive.’ We believe in and full heartedly use indigenous 

medicine; our families use it. But, health extension workers teach and 

mobilize the community no to use indigenous medicine. Whoever publicly 

speaks to the community saying, ‘use indigenous medicine?’ (KIH-2, 

Mata, 22nd  February 2015).   

 

We can understand from the quotes of both indigenous herbalist key informants how much 

biomedicine is exerting a heavy pressure on indigenous herbal healing and herbalists, as well as 

on the community who has been accustomed in using indigenous medicine and healing. The 

powerful, state supported sector of biomedicine together with the notion of science and 

modernization is undermining and weakening the unsupported sector of indigenous healing. 

What is going on seems medical imperialism. However, it would be a mistake to suppose that 

there are no any interactions between the two healing systems. There are fewer interactions 

between the indigenous and the biomedical healing systems which are informal. But, the nature 

of the interaction is not two directional; rather it is inclined to one direction, i.e. from indigenous 

herbalists to health extension workers/biomedical centres. It is common that indigenous 

herbalists, when patients go to them, send patients to biomedical centres, so that they get 

diagnosed there. Then, patients either take the biomedically prescribed medicines, or resort back 

to indigenous herbalists with their diagnostic results. Health extension workers in the study sites 

are aware of this practice. The key informant (KIBW-1) says: “we do not refer patients and/or 

diseases to indigenous herbalists. But, we know that there are patients and/or diseases that 

indigenous herbalists refer to us. Nevertheless, patients, when they come to us, do not disclose as 

they had gone to indigenous herbalists.” The above statement shows not only the one directional 

nature of the interaction between the two healing systems, but also how much the society is 

becoming disgusted and unconfident of going to indigenous herbalists and using indigenous 

medicine.   

 

In general, while the nature of the interaction between the indigenous and the biomedical healing 

systems is informal and competitive, it has also some cooperative aspects especially on the 

former side.     

  

5.3 The Dualistic Existence of the Indigenous and Biomedical Healing Systems  
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The healthcare belief and practice of the Shinasha is now composed of dual medical systems. If 

we put the popular healthcare practices aside at least for this analysis, and deal with the medical 

practices that have already established their own systems, we get the two major bodies of 

medical systems. These are the indigenous healing system and the biomedical healing system. 

The fact that I deal with the two healing systems does not mean that the popular healing 

activities are unimportant; they too are vital healthcare and healing mechanisms for the people of 

the Shinasha. But, for the sake of simplicity, and because popular healing practices are to some 

extent related with the indigenous healing system, I have chosen to discuss the dualistic 

existence of the indigenous and biomedical healing systems among the Shinasha.   

  

5.3.1 The Attitude of the Community towards Medical Dualism 

For many generations, the Shinasha have been dependent on their own indigenous systems for 

their healthcare and healing. The advent of biomedicine has changed this trend. According to all 

of the herbalist key informants and FGD discussants, the Shinasha use of biomedicine is 

relatively a recent phenomenon. But now, biomedicine has expanded and got the attention of 

people. As most of the Shinasha live in a warm lowland ecology, many tropical diseases among 

which malaria is the most common, have been causing troubles. Biomedicine is found to be 

efficient for controlling and treating malaria and other diseases and epidemics. Therefore, 

biomedicine undeniably helped to decrease morbidity and mortality and, significantly improved 

people‟s health.  Still, the role of the indigenous healing system is unreplaceable, although some 

of its graces have been taken by biomedicine. People generally recognize and appreciate both the 

indigenous healing system and the biomedical healing system. But, as a fashion, many people 

nowadays tend to use biomedicine. However, the indigenous healing system is deeply rooted in 

the society; people also resort back to indigenous medicine and indigenous herbalists for many 

illnesses of all etiology. Illness experiences of the different etiologies make the society to be 

critical of the dualistic existence of healthcare systems, rather than perceiving the one healthcare 

system as essentially better than the other. There are occasions that even biomedical workers
8
 

themselves as well as their families go to indigenous herbalists and get treated by indigenous 

herbal medicine. A sick person wishes to have options of treatment. In general, the Shinasha look 

                                                            
8 The health extension worker key informant (KIBW-1, Bakuji, 26th February 2015) told me that her young child had 

a severe amoebiasis case in which she could not be treated by biomedicine. The key informant say that, her young 

child was finally cured by indigenous herbal medicine which disappeared the amoebiasis 
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positively the dualistic existence of the indigenous and the biomedical healing systems in their 

locality. Their positive attitude is pragmatic, because the dualistic existence of the indigenous 

and the biomedical healing systems offer obvious options and benefits, as we shall see in the 

next sub section.   

 

5.3.2 Advantages of Dualistic Medical Existence 

Analysing and summing up the data collected through in- depth interviewing of key informants 

(both indigenous herbalists and health extension workers), informal interviews, FGDs, and 

systematic observation, the advantages of the dualistic existence of the indigenous and 

biomedical healing systems among the Shinasha are summarised as follows. The first and the 

fundamental advantage is regarding illness etiology and treatment options. As we have seen 

before, according to the medical belief and practice of the Shinasha, illnesses result from natural, 

supernatural, and personal origins. Biomedicine is effective in treating and controlling certain 

diseases of naturalistic etiology such as malaria. Indigenous medicine, in addition to effectively 

curing diseases of naturalistic etiology such as amoebiasis, is not only preferable but a resort for 

many of the folk illnesses (illnesses of personal and supernatural etiology). Biomedicine does not 

accept and cannot treat illnesses of personal and supernatural etiology. For instance, can 

biomedicine treat a person believed to be victim of evil eye? Certainly not. Likewise, indigenous 

herbalists have no training and modern equipments to diagnose internal body organs, what a 

biomedical specialist can easily do with the help of ultrasound and x-ray equipment. There are 

many other illnesses which indigenous herbalists treat but biomedicine cannot and vice versa. 

Whether illnesses come and invade people or people unintentionally get caught by illnesses, it is 

not the choice of people to be affected by whatever kind of illness. Therefore, whatever illness 

kind comes, the availability of several options of treatment is vital. Whether people seek 

treatment through indigenous healing or by biomedicine, the final goal is to do away with the 

problems and restore health. Therefore, the existence of both options of treatment is very 

important for the community.    

 

The second advantage is physical accessibility. The availability of both indigenous herbalists and 

biomedical centres reduces the physical distance people travel to get treatment. People may go to 

the physically nearest treatment place, whether they go to indigenous herbalists or to biomedical 

centres. Indigenous herbalists are dispersed throughout the community and may be easily 
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available. Whereas, biomedical centres are planted at certain places, except for mobile 

vaccination programmes. This does not mean that indigenous herbalists are always more 

accessible than biomedical centres. Indeed, for people living in urban areas, it may be much 

more difficult to access an indigenous herbalist living in remote rural area than finding a 

biomedical centre.   

  

The third advantage is reducing crowdedness by dispersing people to different places of 

treatment. Both the indigenous healing system and biomedical centres take their own share of 

people seeking treatment. This decreases crowd to either of the healing systems. Think of what it 

would look like if all people were seeking treatment from biomedical centres; or imagine if 

everyone would be going to the homes of indigenous herbalists for treatment. The existence of 

medical dualism reduces the over crowd and density of people on either side of the healing 

systems.   

 

The fourth advantage is a matter of cost. According to the indigenous medical tradition of the 

Shinasha, people can get treatment in a minimum cost without compromising their basic needs. 

However, nowadays, there are conditions that the cost of biomedicine is better to escape the 

inflations of indigenous healing as a result of the commercialization of indigenous medicines.   

 

Last but not least, the survival of the indigenous healing as a system is important for the 

maintenance of other herbal- magical and veterinary medicines, because the Shinasha herbalists 

are medical generalists.   

  

5.3.3 Trends of Medical Dualism 

The expansion of biomedical centres and biomedicine among the Shinasha has brought 

significant changes in the healthcare belief and practice of the community. The healthcare and 

healing systems of the people increased and took the form of dual character. In this regard, the 

advent of biomedicine brought important changes in the health of people. The problem is, as 

biomedicine expands and gets the attention of people, it is undermining and threatening the 

indigenous healing. Biomedicine is expanding at the expense of the indigenous healing system. 

Biomedicine is the cause of medical dualism as well as one of the factors undermining 

indigenous medicine and healing. Biomedicine has the support of the government. By policy it is 

the national healthcare system of Ethiopia. The indigenous healing, although it is developed 
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within the community, is based largely on the effort of individual practitioners/herbalists. It is 

not practically supported by the government in any aspect, even if the health policy of the 

country gives it recognition. What asset does the indigenous healing system has is its cultural 

acceptance among the community. But this is the time that globalization is subsuming local 

cultures and practices in to the Western culture. From the critical medical anthropology 

perspective/political economy of health, the threat of the Shinasha indigenous herbal healing 

system is part of this „modernization‟ and „Westernization‟ process. In line with Ethiopia‟s 

current condition of development, the Shinasha are now a developing society. Although the 

country is developing, it still is not adequately utilizing local cultural values including 

indigenous knowledge for its development. The country is experiencing economical and socio- 

cultural changes. The country‟s medical polit ics is in favour of biomedicine. The Shinasha are 

part of these national phenomena; they are undergoing economical and socio- cultural changes, 

and these changes include aspects of medicine and healthcare system. As a result of such global 

and national conditions, currently, biomedicine is heavily influencing the Shinasha indigenous 

healing system.   

 

The community, although increasingly favouring biomedicine partly because of the 

contemporary political economy of health, do not want its indigenous healing disappear. 

Indigenous herbalist key informants and focus group discussants of all FGDs argue that the 

existence of the indigenous healing system is very important for them. The beliefs and practices 

of indigenous healing are part of their culture. Health extension workers are also members of the 

Shinasha community. They developed a negative perception of indigenous healing mainly 

because of the influence of their profession and, because as institutional workers they have to be 

loyal to the ideology of biomedicine. When coming to the real life phenomena, some of the 

health extension workers themselves and their families have had experiences of using indigenous 

medicine.   

 

As discussed in the previous sub section, although the indigenous healing system and the 

biomedical healing system are operating dualistically among the Shinasha, the professional 

interaction and co-operation between the two healing systems is poor. Health extension workers 

in the health posts say that they do not bother about the work of the indigenous healing system 



GSJ: VOLUME 6, ISSUE 7, July 2018    862 

GSJ© 2018 
www.globalscientificjournal.com 

and indigenous herbalists. Well, indigenous herbalists loose nothing whether health extension 

workers bother about them or not, could they stop their discrimination against them.   

 

 

6. Concluding Remarks 

The study findings show that herbal medicinal knowledge and healing practice of the Shinasha is based 

entirely on and closely related with the culture of the people. Moreover, the study shows the extent to 

which medical systems, such as the Shinasha medical system, encompass wider aspects of the 

community. The findings also imply that in the current trend of globalization, to understand the 

indigenous health beliefs and practices of the community with pluralistic medical systems such as the 

Shinasha, there needs to assess the indigenous health beliefs and practices in relation to the other medical 

systems, especially in relation to biomedicine.  

 

Although the dualistic existence of the indigenous and biomedical healing systems is not much 

appreciated and acknowledged by the latter side, on the ground, the dualistic existence of the two 

medical systems is found to be complementary and providing healing choices and options for the 

community. Although the indigenous healing system and the biomedical healing system are 

existing among the community dualistically, the existence is not in a win- win strategy. 

Biomedicine is dominating and undermining indigenous healing and indigenous herbalists. 

Therefore, if the medical trend continues like this, indigenous healing is most likely to be 

endangered, and probably, medical dualism may be only rhetorical of the Shinasha.  
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