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A B S T R A C T

This paper explores the concept of integration of traditional medicine through a multidisciplinary approach that 
combines medical humanities and pharmaceutical sciences. While it aligns with the World Health Organization’s 
(WHO) objective of fostering a harmonious and functional coexistence between conventional medicine and other 
therapeutic practices to ensure optimal patient care, this paper critically examines the underlying rationale of the 
WHO’s strategy for achieving this integration. This logic is best illustrated by two of the central concepts that 
structure the WHO’s discourse on T&CM1: Integration and Evidence-Based. Both inform research-funding de
cisions, most notably in the cooperation for development sector, and have a decisive influence on public health 
policies. In most parts of the world, the necessity for an evidence-based integration of T&CM functions like a 
mantra, rarely questioned by researchers within the medical or the social sciences, or by governmental and non- 
governmental actors. Consequently, the present paper problematizes the “evidence-based integration” of 
“traditional” medicines by challenging some of the key assumptions underpinning these concepts. In doing so, it 
aims to identify and highlight several elements that may serve as guides on the way to ethically and episte
mologically more sound frameworks for the co-existence of modern and traditional medicines.

1. Introduction

Since the Alma Ata Declaration of 1978, which famously introduced 
the concept of ‘Health for All’, the World Health Organization (WHO) 
has advocated for the integration of traditional and complementary 
medicines (T&CM) into the primary healthcare systems of its member 
states. This call, which has been further nuanced over the past decades, 
is fundamentally based on two considerations: the lack of access to 
modern medical facilities and technologies in many parts of the world on 
the one hand, and the significant number of people in almost all WHO 
member states who have recourse to T&CM despite the accessibility of 
conventional medicine [1,2].

In view of these empirical realities, and conscious of the varying 
characteristics and roles played by T&CM in different geographical and 
cultural contexts, the WHO, as well as other transnational organizations 
such as UNESCO [3], insist on the necessity of a harmonious articulation 
of T&CM and conventional medicine to ensure optimal patient care. At 
the same time, with the widespread acceptance of the ideal of 

evidence-based medicine (EBM) and its tools of proof-
production—particularly randomized controlled trials (RCTs) as the 
gold standard [4]—from the late 1990s onward, a consensus has 
emerged that this harmony can and should be achieved through pro
cesses of ‘evidence-based integration’ [2].

We certainly do not question the necessity and usefulness of granting 
as much access as possible to modern medical care as well as to other 
effective therapeutic options to all populations of the world. However, it 
is precisely because of this conviction that we believe it is high time to 
point out that the modalities adopted in the well-intentioned search for 
harmony are underscored by presuppositions that require nuanced and 
critical attention. These presuppositions are of an at once epistemolog
ical (concerning theory of knowledge) and ontological (concerning 
conceptions of reality) nature (Table 1).

Consequently, the objective of this paper is to challenge some of the 
key assumptions that support the concept of ‘evidence-based integra
tion’ of traditional medicines. By doing so, we will be able to identify 
and emphasize elements that may contribute to developing frameworks 
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1 The nomenclature has changed in the WHO’s documents and elsewhere over time from CAM to TCAM and the advantages and disadvantages have been largely 
discussed (Brosnan et al., 2018). More recently the acronym TCIM=Traditional, complementary and Integrative Medicine, has been proposed and become the most 
common one. Since this article centrally problematizes the notion of (I)ntegration and puts into question the biomedical model as the gold standard, we use T&CM for 
the time-being in order to avoid any potential misunderstandings.
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for the coexistence of modern and traditional medicines that are at once 
more realistic and ethically and epistemologically more sound.

2. Problematic aspects of "evidence-based integration"

Evidence-based medicine relies on methodical employment of up-to- 
date research findings to steer clinical decisions. It emphasizes the 
importance of integrating individual clinical expertise, patient values, 
and preferences with the most robust evidence available, including 
meta-analyses and randomized controlled trials (RCTs), to shape 
healthcare practices [4,11]. By claiming the preeminence of RCTs, EBM 
has implemented a new epistemological hierarchy [12]: emphasizing 
statistically relatable clinical research and relativizing the necessity for 
causal explanations that were formerly fundamental to modern medi
cine. Paradoxically, approved medications may not always yield antic
ipated outcomes in routine clinical settings [13,14].

This discrepancy, often attributed to individual differences in how 
drugs are processed by the body or responded to, is referred to as the 
efficacy-effectiveness gap [15]. Here, “efficacy” describes how well a 
drug works under controlled trial conditions, while “effectiveness” 
characterizes its performance in real-world clinical practice [13]. The 
recognition that many standard drugs do not uniformly benefit all pa
tients has given rise to the concept of personalized or precision medicine 
[16]. This approach aims to tailor treatment strategies to individual 
patients, enhancing treatment success and minimizing adverse effects. 
At first glance, one might get the impression that the principle of 
personalized medicine is not a novel invention of biomedicine but has 
been a cornerstone in various T&CM practices for centuries. This 
impression is, however, misleading, since personalized medicine ulti
mately complicates rather than challenges the gold standard, as it con
tinues to privilege probabilistic clinical data at the expense of those 
concerned with causal mechanisms. It has furthermore been pointed out 
that some T&CM practices such as Chinese herbal medicine or 
acupuncture – both practices with a longstanding written tradition – 
‘resist’ standardized evidence-based methodologies better than others 
[17]. It has, however, also been shown that these specific medical 
practices have historically been transformed radically before complying 
with biomedical exigencies [18].

T&CM practices, however, for which ‘supernatural’ elements have 

remained central – be it the evocation of spiritual beings, or the trans
formation of a remedy’s effectiveness e.g. through certain ritual actions 
continue to raise questions about how highly standardized evidence- 
based methodologies – even if they include qualitative aspects of care 
[19] could capture their respective modes of effectiveness. In other 
words, the insistence on evidence-based integration leverages the stan
dardized methodologies and stringent criteria of EBM, which is designed 
for single, isolated variables, and has significant limitations when 
applied to numerous T&CM due to their nature.

Indeed, these T&CM often fail to prove their efficacy when subjected 
to EBM forms of evaluation because their effectiveness largely depends 
on their respective theories of what a body, a therapeutic intervention, 
as well as what disease and health are [20,21]. For example, phyto
therapy is more prone to respond to the exigencies of RCTs [22] than 
Ayurveda. That is because the construction of patient cohort in phyto
therapy is closer to biomedical practice whereas within Ayurveda’s logic 
patients with the ‘same’ disease (according to the biomedical model) do 
not necessarily require the same treatment [23].

However, innovative research methodologies, such as RCTs for 
individualized herbal treatment [24] pragmatic trials [25] and adaptive 
designs [26], offer potential pathways to overcome these hurdles. 
Embracing an evidence-based approach to traditional medicine neces
sitates a paradigm shift in how we conceive of and evaluate medical 
evidence and who is authorized to define what counts as evidence. This 
shift involves recognizing the value of diverse types of evidence, 
including observational studies, qualitative research, and 
patient-reported outcomes. It also requires a reevaluation of the hier
archical evidence model that privileges certain forms of evidence over 
others.

The idea of integration, etymologically (Table 1) meaning to renew, 
to render undamaged, but also designating the action or process of 
combining two or more things in an effective way, is unfortunately 
rarely taken seriously in all its complexity. It becomes clear that the term 
“integration” is far from being innocent or purely technical. A look into 
the French Larousse renders this suspicion more palpable. It defines 
“integration” as process where “someone or some group is no longer a 
stranger to a community but is assimilated to it”. The unidirectional 
signification of the term, where one minoritarian element is subjected/ 
assimilated/changed to/by the majoritarian, remains dominant. The 

Table 1 
Definitions of the key concepts discussed in this article.

Epistemology/ 
epistemological

Epistemology is a branch of philosophy that concerns the theory of knowledge. Concretely it analyses how a particular theory of knowledge underlies, 
guides, and influences scientific research and its outcomes.

Ontology/ontological Ontology is a branch of philosophy that is concerned with the nature of reality itself. Paired with a constructivist approach it allows to describe and 
analyze the ways by which certain practices render certain phenomena more or less consistent (or even real).

Epistemic injustice Epistemic injustice is a term first coined by Miranda Fricker in her 2007 book. She therein distinguishes between two kinds of epistemic injustice, 1. 
testimonial and 2. hermeneutic injustice that she defines as follows: “Testimonial injustice occurs when prejudice causes a hearer to give a deflated level of 
credibility to a speaker’s word ; hermeneutical injustice occurs at a prior stage, when a gap in collective interpretative resources puts someone at an unfair 
disadvantage when it comes to making sense of their (…) experience” [5]

Etymology Etymology is the study of the origin of words and of their changing meanings over time.
Colonization of Knowledge This term has been proposed (e.g. by [6]) in order to refer to practices of knowledge production that are largely infused by and at the same time 

reproduce colonial violences, both on material and epistemological levels.
Pragmatism Pragmatism is a philosophical tradition that 1. stands for an empirical method that forbids the exclusion or a priori disqualification of any experiences in 

as far as they are made by someone. It 2. stands for a theory of truth whose main criterion are the effects or consequences a truth produces rather the nits 
correspondence with a pre-existing reality. 3. And consequently, Pragmatism accounts for the fact that the truths we produce participate in 
transforming reality rather than simply representing it. (see: [7])

Ecology of Practices The concept of an ‘ecology of practices’ is a proposition formulated by the philosopher of science Isabelle Stengers in her Magnus Opum Cosmopolitics 
[8]. This proposition opposes processes of unjustified disqualification of practices whose exigencies do not comply with majoritarian and universal 
models e.g. of evidence concerning their validity. Stengers proposes that in order to put an end to hegemonic arguments (e.g. authorized by science), it is 
necessary to create an ecology in which each practice can be valued and evaluated in accordance with the exigencies it has defined for itself and not with 
respect to abstract, general principles.

Two-eyed seeing Two-eyed seeing, a notion derived from the indigenous term Etuaptmumk, is a concept that has been introduced by the Canadian thinker Albert D. 
Marshall, member of the Eskasoni First Nation [9]. Two-eyed seeing consists in viewing the world “from one eye with the strengths of Indigenous ways of 
knowing, and to see from the other eye with the strengths of Western ways of knowing, and to use both of these eyes together” [10]. It is a tool that should allow 
thinkers and practitioners from different traditions and value-universes to see eye to eye.
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concept of “integration” in the context we interrogate in this paper often 
implies a unidirectional process where T&CM, or rather some ‘assimi
lable’ aspects of it, are introduced into the framework of conventional 
biomedicine [27]. More precisely, integration processes tend to involve 
only those aspects or elements of traditional healing practices that can 
be evaluated or proven according to the biomedical regime, thereby 
omitting a series of other elements that are of central importance for 
these practices, their practitioners, and their users [23].

This perspective overlooks the historical and ongoing contributions 
of indigenous knowledge systems to modern medicine, on the one hand. 
Many conventional medications are derived from bioprospecting or bio- 
piracy, often without adequate recognition or compensation for the 
indigenous communities that provided the original knowledge [28,29]. 
The economic gains from such exploitation disproportionately benefit 
Western companies, leaving the original knowledge holders marginal
ized and uncompensated [28,30]. This scenario has fostered a pro
nounced and justified sense of skepticism among traditional healers 
about sharing their knowledge [31,32].

Indeed, despite several international initiatives aimed at protecting 
indigenous knowledge within the framework of intellectual property 
rights such as the United Nations Declaration on the Rights of Indige
nous Peoples (UNDRIP) adopted by the UN General Assembly in 2007, 
the International Convention on Biological Diversity (CBD), the Tradi
tional Knowledge Digital Database (TKDL) in India, and the Nagoya 
Protocol on Access to Genetic Resources and Benefit-Sharing, which are 
intended to safeguard traditional medicinal knowledge and compensate 
indigenous communities, these efforts remain insufficient [32]. For 
example, the Nagoya Protocol relies heavily on national implementation 
through laws and regulations, and its success is contingent on the 
effectiveness of these national measures, which are often inconsistent or 
inadequate [33]. On the other hand, the insistence on the integration of 
T&CM into biomedicine often neglects the reciprocal benefits and the 
possibility for biomedicine to also learn from respective T&CM practi
tioners/theories, which could imply radical interrogations on both sides.

This oversight perpetuates a clear-cut hierarchy between scientific 
and nonscientific knowledge in the sense of an epistemological rupture 
[34]. It thereby perpetuates the long history of systematic “epistemic 
injustice” (Table 1) [5], an injustice linked to the uneven values that are 
attributed to different types of knowledge. Deflating the “level of cred
ibility” [5]2 of healing practices that do not co-respond to the ‘modern’ 
epistemological regime and its criteria in the name of Western science 
and rationality can very well be understood as an instance of this type of 
injustice. In the context of traditional medicines this injustice is, as 
already mentioned, indeed often paired with forms of explicit or implicit 
neocolonial extractivism of local knowledges and know-hows that have 
been referred to as processes of the ‘colonization of knowledge’ (Table 1) 
[6].

Indeed, the continued and uninterrogated use of both terms (evi
dence-based and integration) with respect to T&CM assumes the ne
cessity of developing supposedly ‘underdeveloped’ countries and their 
respective therapeutic cultures. It implicitly advocates the necessity of 
progress that is at once inseparable from the assumption that other 
cultures are lagging behind and from the neoliberal ideal of economic 
growth [35]. Today, it is largely recognized that these ideals can no 
longer be unquestioningly defended. Post- and decolonial studies have 
shown that considering other cultures as less advanced is a morally and 
epistemologically inadequate stance, while economic growth as a sus
tainable aim has become more than questionable in a world whose 

resources are depleted beyond their limits and is facing ever more dra
matic ecological crises.3 Despite this, these logics still largely inform 
research funding decisions, most notably in the 
cooperation-for-development sector, and thus have a decisive influence 
on public policies [36,37].

3. Towards a “multidimensional, multi-disciplinary, inclusive, 
and culturally appropriate evidence base”?

The WHO’s most recent official document concerning T&CM, the 
Gujarat Declaration of August 2023, recognizes this challenge and calls 
for the evolution of “inclusive and multi-disciplinary research methods 
to capture research, not only on specific active ingredients for phar
maceutical applications, but also on complex, holistic and individual
ized TCIM and Indigenous knowledges and lifestyle approaches, thereby 
creating a multidimensional, multi-disciplinary, inclusive, and cultur
ally appropriate evidence base, while maintaining the highest level of 
scientific rigor and ethical standards.”[38]. This may be a sign of the 
growing recognition by the WHO of insights from medical anthropology 
as well as post- and decolonial Science Studies that show how the 
disqualification of non-scientific practices continues, despite the 
exploitation and mainstream incorporation of some of their basic prac
tices. However, this kind of statement, with its continued insistence on 
evidence-based and scientific rigor, does not give any hint as to how 
T&CM practices and insights might enter the processes of reciprocal 
learning [39].

As anthropologists of medicine have pointed out, the effects of the 
“evidence-based integration” project frequently produce another form 
of additional, local epistemic violence. Indeed, the denomination 
“traditional medicine practitioner” and the institutionalization of asso
ciations of this type of practitioners is a relatively recent invention, 
created in 1997 by the Organization of African Unity (OUA), as an 
attempt to promote an “integrative medicine” [40]. In other words, the 
existence of these practitioners and their organizations must be seen as 
an effect (or artifact) of the respective ways in which countries of the 
Global South attempt to implement the WHO’s recommendations to
wards the integration, and with it the standardization and regulation, of 
traditional medicine. Accordingly, the notion “traditional medicine 
practitioner” designates what might be referred to as a hybrid category, 
a third class of professionals somewhere and somehow placed in be
tween traditional healers and biomedical personnel, bringing about a 
form of medical neotraditionalism [41,42].

It is a matter of fact that to gain recognition – by the WHO but also by 
local governments’ health ministries – this neotraditionalism has the 
tendency to excessively foreground material elements of ancient local 
healing practices such as plant concoctions, or their pharmaceutically 
improved and standardized versions. While other elements, such as 
relational aspects, rituals, negotiations with ancestors, spirits etc. are 
relegated to the background. Such hierarchies contribute to systematic 
epistemic injustice, where the knowledge and practices of T&CM are 
undervalued or dismissed because they do not meet the criteria set by 
conventional biomedicine. Again, this approach fails to recognize the 
validity and effectiveness of T&CM practices within their own episte
mological frameworks. Instead of fostering a collaborative and recip
rocal environment, this approach reinforces a dichotomy that privileges 
one form of knowledge over another.

2 Fricker writes about “deflating” a speaker’s credibility in the first place 
(testimonial injustice). She however also addresses more collective and societal 
dimensions of ‘epistemic injustice’ that she refers to as “hermeneutical injus
tice”. We are therefore convinced that her analytical tools can be transposed to 
systems of knowledge production, including the medical realm, without 
betraying her approach.

3 Today the WHO launches projects on health policies and climate change, 
partially linking them to questions related to T&CM (https://www.who.int/ 
news/item/07-11-2024-cop16-connects-biodiversity-and-health-with-tradi
tional-medicine-as-a-bridge). This might not be totally contradictory to the call 
for ‘evidence-based integration’, but it demands a re-evaluation of the rarely 
problematized conceptual, ontological, epistemological, and political pre
suppositions that underscore the continued insistence on the necessity of sub
jecting ‘other’ practices to western rationalities.
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Consequently, and that is the supplementary epistemic violence, 
local healers who do not have the means (financially, geographically 
etc.) to adhere to official traditional medicine associations, are now 
disqualified by their colleagues who claim to practice a modernized, less 
humbug-prone, more rational version of indigenous healing practices. 
However, vital cultural practices like rituals and mystical healing persist 
despite being ignored by official regulations. Research in countries like 
Madagascar [43] and DR Congo [44] shows these practices continue 
discreetly, outside institutional oversight. When authorities dismiss 
traditional healers who do not comply with their agendas of moderni
zation, they indirectly create unfortunate cycles of disqualification. The 
effect is that these political decisions eventually force people to choose 
between medical systems, thereby potentially hindering rather than 
enhancing patient care, both in the Global South and with respect to 
T&CM practices in the Global North.

4. Decolonizing health?

The inquiry these realities call for is, first, that for an adequate 
attitude towards healing practices that are alien to us, and the diverse 
entities they employ, a tactful attitude. Such an attitude would be in 
congruence with the complexity of the respective practices and no 
longer perpetuate colonial gestures. Secondly, we need to ask which 
conceptual strategies are required to fairly represent practices outside 
the framework of modern epistemology, without disqualifying them.

In this context, adopting a radically pragmatist approach appears 
promising. Pragmatism (Table 1) can be defined as a branch of philos
ophy that cultivates an art of consequences. Indeed, pragmatism’s 
foremost criterion of truth – as defined by one of its founders, William 
James – concerns the consequences of knowledge. That is, something is 
true if and only if it makes a (positive) difference for those who are 
concerned or affected by it.

However, EBM’s focus on efficacy and the pragmatist art of conse
quences differ crucially even though both put the question of effects 
center-stage. In a pragmatist world – in stark contrast to the modernist 
regime of the statistical production of evidence – the truth of a state
ment, a concept, or a theory is not evaluated with respect to whether this 
knowledge corresponds with a pre-existing, static reality, but rather 
with respect to the question of whether this or that knowledge manages 
not to exclude any experience made by someone, somewhere. Conse
quently, a pragmatist approach to adequate modalities of coexistence 
between T&CM and modern healthcare systems would involve recog
nizing the validity of various forms of knowledge and the practical 
outcomes of different therapeutic practices for their users [7,45].

Pragmatism opposes any premature disqualification of practices 
simply because they cannot (yet) be scientifically explained. In other 
words, from such a perspective, if there are practitioners who know how 
to bring about healing with their techniques, they cannot be disqualified 
a priori, even if we cannot explain their success within our habitual 
logic. The pragmatist obligation consists in closely exploring and ac
counting for the concrete infrastructures and techniques that allow for 
producing therapeutic effects [46]. If such an effect is experienced, our 
theories of nature, the body, of disease and health as well as our 
experimental designs for evidence production have the obligation to 
change in order to account for the empirical data even if it appears 
improbable. If we take this stance seriously, however, we are forced to 
develop a mode of thinking, that allows for very different, distinct logics, 
truth and value criteria to coexist.

The philosopher of science, Isabelle Stengers, introduced the concept 
of an “ecology of practices” (Table 1) [8] to think through these issues. 
The task of such an ecology consists, according to Stengers, in devel
oping concepts, modes of description and theoretical instruments that 
make it possible to consider even seemingly contradictory practices as 
equally valuable or valid insofar as they are considered and experienced 
as true, i.e. effective, by their respective practitioners and users. To 
realize such an ecology of practices, we must first understand the 

internal dynamics of each practice, including its methods, obligations, 
and conditions for success. Only then can we explore the potential 
connections, contrasts, and shared aspects among various therapeutic 
approaches.

In a similar vein, the Canadian thinkers Marshall and Marshall, 
members of the Eskasoni First Nation [9] have insisted on the crucial 
importance of cultivating what they call “two eyed seeing” (Table 1), a 
notion derived from the indigenous term Etuaptmumk, notably with 
respect to healing practices. Two-eyed seeing consists in viewing the 
world “from one eye with the strengths of Indigenous ways of knowing, 
and to see from the other eye with the strengths of Western ways of 
knowing, and to use both of these eyes together” [10]. Their approach 
has not only inspired physicians (e.g. [47]) to think and practice med
icine with a particular attention to this double vision, but also scholars in 
other fields, e.g. geography [10,48].

With the realization that we are today in a situation that makes the 
invention of possible modes of fruitful articulation between different 
medical approaches politically, ethically and epistemologically, an ur
gent task, we must rethink how evidence or proof are produced. This 
may require developing a new vocabulary that values both scientific 
evidence and experiential knowledge from practitioners and patients 
and allows them to co-construct criteria for what counts as therapeutic 
evidence. In other words, who is to say what evidence should be and for 
what practice is the question we would like to submit for open discus
sion. What seems certain to us is that in order to bridge the gap between 
EBM and T&CM, innovative research methodologies and modes of two- 
eyed problematization that integrate decolonial reflections from the 
social sciences and philosophy, are absolutely paramount [49–51]. 
Developing new evidential devices must involve incorporating the per
spectives of local practitioners and rethinking the criteria for what 
should count as evidence in the context of the respective T&CM in 
question. A reevaluation of the concepts of “evidence-based” and 
“integration” and a pragmatist approach that recognizes the value of 
diverse types of knowledge and experience and fosters an ecology of 
practices, a two- or more-eyed approach to health and disease promises 
more equitable frameworks for further research and might allow us to 
move towards decolonized health research and clinical practice.
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