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Abstract 
American Indian (AI) and Indigenous peoples utilize traditional 
medicine/healing (TM/H) for health and well-being. Allopathic health 
care practitioners (HCPs) receive minimal training and education on 
TM/H and its application and integration into health care settings. Lack 
of knowledge and practice guidelines on how to navigate these 2 health 
care perspectives (allopathic and traditional) creates uncertainties in the 
treatment of AI and Indigenous peoples. Such conflicts can undermine 
patient autonomy and result in culturally incongruent practice. This 
article presents a case study showcasing suggestions for how HCPs can 
direct clinical decision making when working with AI/Indigenous patients 
who utilize TM/H. The article argues that health professions education 
institutions and HCPs must dedicate effort to expanding awareness of 
and education about TM/H to enhance the delivery of evidence-based 
and integrated clinical treatment for AI/Indigenous patients. 

 
Case 
Ms Q is a 72-year-old Navajo woman seeing Dr S, a new physician at an Indian Health 
Service (IHS) unit in New Mexico. Ms Q reports 5 months of weight loss, fatigue, 
epigastric pain, and jaundice. She lives in a remote community on the Navajo Nation, 
and her granddaughter drove 2 hours to bring her to the IHS clinic, insisting that Ms Q’s 
symptoms should be evaluated by an allopathic physician. Traditional Navajo healing 
practices and customs are important aspects of Ms Q’s life. Although she does not 
routinely visit the IHS clinic, Ms Q is open to being evaluated by Dr S. 
 
In a follow-up visit, Dr S discusses test results with Ms Q. Based on laboratory evidence 
of obstructive jaundice and a computed tomography scan revealing a solid mass in the 
head of Ms Q’s pancreas, Dr S suspects that Ms Q has pancreatic cancer and 
recommends endoscopic retrograde cholangiopancreatography (ERCP), a procedure 
that enables examination of the liver and pancreas ducts, with endoscopic ultrasound 
(EUS) to confirm the diagnosis. Ms Q feels hesitant to pursue ERCP with EUS and the 
required travel and requests to see her medicine man to discuss her symptoms and Dr 
S’s recommendations. Unfamiliar with traditional Navajo healing, Dr S wonders how to 
respond.
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Commentary 
To provide an adequate response to this clinical case, some knowledge of traditional 
medicine and healing (TM/H) is required. An in-depth definition of TM/H developed with 
input from American Indian (AI) traditional medicine healer-practitioners (TH/Ps) 
follows.1,2 TM/H is broadly defined as the interrelational therapeutic processes involved 
in the application of sacred, mysterious, and spiritually informed AI/Indigenous cultural 
knowledge systems and healing practices that are passed down from one generation to 
the next. TM/H is used to diagnose and treat physical, spiritual, mental, and emotional 
imbalances that result in illness and distress. The exact practices of TM/H are wide-
ranging, vary widely between tribal nations, and include specialized ceremonies that 
range from short, diagnostic ceremonies to larger, more comprehensive ceremonies that 
span several days. Sweatlodge ceremonies, all night chant ceremonies, Native American 
Church ceremonies, purification ceremonies, and the use of herbal remedies are just a 
few examples of tribe-specific AI/Indigenous ceremonial practices. Characteristics of 
TM/H include trust between the patient and TH/P, recognition of the sacred nature of 
TM/H, and incorporation of prayer, ceremony, ritual, or the use of herbal therapies. 
AI/Indigenous ceremonies, stories, and cultural wisdom are privileged and private 
information; therefore, details of the interventions may be intentionally restricted for 
purposes of safeguarding and ensuring the safekeeping and application of the TM/H 
intervention by a TH/P. 
 
The authenticity of a TH/P is determined by the community that practitioner serves. 
TH/Ps are vetted by other TH/Ps, family, and the community to which the patient 
seeking TM/H care belongs. TM/H practice is commonly transferred across generational 
lineage, with each TH/P receiving years of training by an older relative or mentor prior to 
independent practice. Attributes of TH/Ps include kindness, respectfulness, 
humbleness, and self-sacrifice. In addition, TH/Ps are expected to convey love to all 
living and nonliving entities, are self-disciplined, practice self-care, have a sense of 
humor, and are spiritual. TH/Ps also possess in-depth cultural teachings, ceremonial 
knowledge, and tribe-specific wisdom and stories; awareness of sacred orders of time 
and space; and awareness of or skills in communication between the spiritual and 
physical worlds. Importantly, they have sacred relationships with self, others, animals, 
nature, and spiritual realms.1,2 
 
The role of the patient in seeking health and well-being through TM/H involves personal 
agency, preference, and intent. Based on personal preferences, cultural teachings, level 
of acculturation, and accessibility to healing and health care modalities, the patient may 
choose to pursue TM/H as the sole vehicle of care or may take an integrative approach 
by also seeking Western medicine as a secondary intervention or a concurrent 
intervention alongside TM/H. It is important to note that patients may not be 
forthcoming about their use of TM/H when discussing their health with Western health 
care professionals due to the distrust that some AI/Indigenous peoples have of non-
Native interventions or interventions delivered by government agencies. 
 
Practice Challenges 
In a discussion of challenges associated with navigating the delivery of allopathic 
medicine alongside TM/H, it’s important to include challenges perceived or experienced 
by health care practitioners (HCPs) as well as patients. 
 
Health care practitioner challenges. HCPs rely on scientific evidence as the basis of 
practice standards. They employ this evidence to support assessment, clinical 
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reasoning, patient autonomy, and treatment recommendations. Contemplating the 
integration of a complementary or alternative approach, such as TM/H, and evidence-
based clinical practice may contribute to HCPs’ practice uncertainty due to the 
incongruence between science-based knowledge and cultural and spiritual-based 
knowledge. Another challenge HCPs may experience is respecting patient autonomy by 
allowing patients to choose and prioritize the health and wellness interventions they feel 
best fit their physical, mental, emotional, and spiritual needs—especially when patients 
prefer complementary or alternative approaches. These are valid HCP concerns and 
must be considered, discussed, and further explored to maintain optimal health and 
safety of patients. 
 
Safe delivery of TM/H alongside allopathic care requires openness, safe communication, 
and all practitioners’ understanding of the recommended treatment options. Not all 
ceremonial interventions are safe for all patients, and the final decision on whether a 
patient should participate in a physically demanding TM/H ceremony should be reached 
only after collaborative discussions among all practitioners serving the patient have 
occurred. For example, a sweatlodge ceremony could be taxing for an acutely ill or frail 
patient due to the physically demanding aspects of the ceremony. Collaborative and 
informed approaches allow the patient, TH/Ps, and HCPs an opportunity to discuss safe 
strategies, which may include a recommendation to proceed, cancel or postpone the 
ceremony, consider safer approaches, or modify the treatment, thereby reducing 
associated risks. 
 
Education and training are critical factors in addressing these concerns. HCPs are likely 
unaware of TM/H and may have received little or no education or training on practices, 
safety, and health outcomes related to TM/H. This situation is gradually changing, as 
some medical and nursing schools have become increasingly informed about safe, 
culturally congruent, and evidence-based alternative, complementary, and integrative 
approaches to health care delivery.3,4,5,6,7,8,9,10 

 
Patient challenges. TM/H is critical to the identity and culture of tribal nations and the 
ways that they relate to the world around them.11,12,13 Two studies from the 1990s 
indicate that 62% of Navajo had utilized TM/H interventions at some point in their 
lives,14,15 while 39% received TM/H interventions on a regular basis as a component of 
their overall health and wellness practices.15 Another study based on an intertribal 
sample of 30 tribal affiliations found that 38% of patients used TM/H healers and 86% 
of those who did not use TM/H healers would be open to seeking consultation from a 
TM/H healer.16 Failure of HCPs to recognize TM/H as a core component of self-identity 
and wellness for AI/Indigenous patients may be perceived as culturally insensitive, 
thereby eroding the patient’s autonomy and hindering the development of trust between 
the HCP and patient. Without the foundation of trust, respect for patient autonomy, and 
provision of culturally sensitive or congruent care in their relationships with patients, 
clinicians risk unintentionally harming and disrespecting AI/Indigenous patients. These 
patients may then begin to distrust, and become unwilling to participate in, allopathic 
care.17 By contrast, an HCP’s ability to recognize the importance of TM/H to the overall 
well-being of an AI/Indigenous patient creates opportunities to optimize patient health 
outcomes through intentional consideration—and sometimes integration—of both 
healing paradigms.18 

 
 
 

https://journalofethics.ama-assn.org/article/blending-western-biomedicine-local-healing-practices/2016-07
https://journalofethics.ama-assn.org/article/how-should-health-professions-schools-partner-aian-communities/2020-10
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Suggestions for Enhancing TM/H Education 
TM/H education is necessary and beneficial for HCPs. However, several challenges exist 
for HCPs who want to learn more about TM/H: 
 

• TM/H is considered sacred knowledge and is sometimes restricted and not 
shared with individuals outside of the tribal community. 

• The diversity of TM/H across tribes creates challenges to learn about the wide 
array of tribe-specific as well as shared (intertribal) TM/H approaches and 
specialties. 

 
The lack of training in TM/H is at the core of the dilemma faced by Dr S in this case. 
Without a solid understanding of TM/H, Dr S does not have the knowledge to accurately 
evaluate and offer a clinically informed response to Ms Q’s request to seek council with 
her medicine man. If Dr S were to deny Ms Q’s request and recommend immediate 
treatment, Dr S might be perceived by the patient and her family as culturally insensitive 
and disrespecting of patient autonomy. As a result, the patient and her family might be 
hesitant to engage in an integrated treatment plan or Western health care interventions. 
 
For all HCPs, training in TM/H and in strategies for navigating allopathic medicine and 
TM/H is imperative to providing comprehensive, culturally inclusive, and effective care 
to AI/Indigenous patients. TM/H education should be integrated on several levels of 
allopathic training, including standard medical and nursing training, continuing 
education, and personal study. Although some courses exist, widely available, robust 
educational instruction on TM/H may still be far off in development, and personal study 
may be the most accessible avenue for individual training in TM/H for most HCPs. 
3,4,5,6,7,8,9,10 
 
Recommendations for HCPs to expand their understanding of TM/H include engaging in 
TM/H learning opportunities and advocating for the transformation of health sciences 
(medicine, nursing, and pharmacy) curriculums through partnerships between academic 
health centers and tribal communities.3,4,5 These starting points will encourage trust 
building among all stakeholders and enhance capacity to address the health inequities 
experienced in AI/Indigenous communities. We recommend navigating each case in a 
thoughtful manner while tailoring the approach to the needs of all involved in the health 
of the patient, including the patient. Although it is challenging to propose practice 
guidelines, we offer the following suggestions for Dr S: 
 

• Extend gratitude to Ms Q for her trust and for her willingness to share—and her 
openness in sharing—her preference to seek advice from her TM/H practitioner. 

• Seek out relevant facts and safety considerations about TM/H practices that are 
common in Ms Q’s tribal community. 

• If Ms Q is willing, respectfully encourage her to share details of the TM/H 
interventions that she is seeking, which would allow for assessment of safety 
concerns or contraindications. If she declines to share, an understanding and 
accepting response is recommended.  

• If appropriate, request a collaborative discussion with Ms Q, her family, and the 
TH/P as a means to co-create and prioritize a safe, comprehensive, culturally 
sensitive or congruent, integrative, and medically necessary treatment plan. 
Such meetings should be approached with respect for both Western and 

https://journalofethics.ama-assn.org/article/how-should-health-professions-schools-partner-aian-communities/2020-10
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traditional health care approaches. A component of this respect includes 
recognition that some TM/H is sacred and may not be shared. 

• If appropriate, invite local cultural experts or TH/Ps to offer regular in-service 
presentations or consultations on aspects of common TM/H practices. Subjects 
may include etiquette in discussing TM/H, off-limit topics for discussion, and 
medically relevant elements of and safety precautions in using TM/H. 

• Visit an integrated care delivery site. Such institutes can offer valuable advice 
and strategies for integrating allopathic and traditional medicine. 

 
This list is in no way exhaustive, but if Dr S were to participate in any of these strategies, 
he could navigate future encounters involving TM/H from a place of better 
understanding and respect. Such a change in practice delivery could result in mutually 
positive interactions, support for patient autonomy, and enhanced trust between himself 
and the patient. 
 
Integrative Approach 
Establishing and maintaining trust is crucial in developing therapeutic relationships with 
AI/Indigenous patients. The relationship between HCPs and AI/Indigenous peoples is 
stained with the grief and the losses that occurred in historical traumatic events. This 
history presents a major hurdle for allopathic HCPs to overcome in building trust with 
AI/Indigenous patients. Building trust is more challenging when HCPs are unfamiliar with 
the cultural and traditional practices of their patients, highlighting the need for an 
informed integrative approach. Creating times and spaces to discuss integration of 
TM/H and allopathic medicine must be prioritized and realized. 
 
Themes intended to guide HCPs, TH/Ps, and national organizations as they embark on 
the safe integration of TM/H within Western health care settings were generated from 
discussion among TH/Ps and HCPs in 2010 and at the Traditional Medicine Summit of 
2019.1,2 The themes identified include perception (spirituality), translation (humility), 
protection (sustainability), and contribution (accountability).2 These themes (drawn 
directly from discussions led by TH/Ps) align directly with discussion points in this article 
on the sacredness of TM/H, the integral and cultural importance of TM/H to Indigenous 
peoples, the importance of increasing TM/H education and training for HCPs and 
agencies that serve Indigenous populations, and developing safe integrative practices 
across health care settings, education, and research. 
 
Across the globe, we are seeing much-needed changes to health care delivery that are 
inclusive of AI/Indigenous TM/H approaches. The state of Arizona has a model of 
reimbursement for the delivery of culturally congruent, safe, and evidence-based health 
care services for American Indians.19 Further evidence of change is the Traditional 
Medicine Summit of 2019, which was hosted by national health care delivery 
organizations (the National Institutes of Health, the Centers for Disease Control and 
Prevention, and the Center for Complementary and Integrative Health) and which 
demonstrated national and global support for tailored, integrated, and culturally 
congruent health care delivery approaches for our diverse nation—specifically, 
AI/Indigenous populations.2,20 

 
Conclusion 
Lack of familiarity with TM/H and lack of practice guidelines for clinical decisions 
involving safe integration of TM/H are just 2 of the obstacles faced by HCPs and 
Indigenous patients as they collaborate in allopathic health care services. Although it is 
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unreasonable to request that HCPs gain a comprehensive understanding of TM/H, there 
are certainly areas in which basic TM/H education is possible. In addition, HCPs who 
demonstrate understanding of TM/H and respect for patient autonomy by supporting 
patients if and when they express a preference either for TM/H or an integrated 
approach to achieve health and wellness can strengthen the patient-practitioner 
relationship. Cultivating knowledge of TM/H, recognizing TM/H as an integral 
component of some Indigenous people’s identity, and creating space to integrate 
allopathic care and TM/H can lead to significantly better care. The case study presents 
the complexities involved in the clinical decision-making process, and we hope it sheds 
light on the breadth of awareness and further education required to effectively navigate 
practice dilemmas of this type, which are often encountered by HCPs serving 
AI/Indigenous patients. 
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Editor’s Note 
The case to which this commentary is a response was developed by the editorial 
staff. 
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