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i“Public Health and Spiritual Afflictions in Africa and the Diaspora provides a nuanced look into the complex relationships between public health and a wide range of spiritual healing practices from across sub-Saharan Africa and its diaspora. Never content to accept simple appeals to inclusion or collaboration at face value, the authors draw on detailed ethnographic cases to explore how epistemic legitimacy is produced and negotiated within and beyond institutional boundaries.”

China Scherz, Professor of Global Affairs, Keough School of Global Affairs, University of Notre Dame, USA.



“A fascinating and profound set of cases written by a marvellous combination of star-studded and emerging scholars, Public Health and Spiritual Afflictions in Africa and the Diaspora reveals links of co-creation among belonging, exclusion, and public health structures in conditions of medical pluralism. Taking the social dynamics of spiritual insecurity seriously, it proposes new means to address epistemic dialogue among states, healers, patients, and kin, aiming to improve African and African-diasporic experiences of health and care by reshaping global health’s epistemic foundations.”

Pamela Feldman-Savelsberg, Broom Professor of Anthropology and Social Demography, Carleton College, USA.ii is blank. 



iiiPublic Health and Spiritual Afflictions in Africa and the Diaspora

This book examines the paradox whereby spiritual afflictions (conditions attributed to ancestors, jinns, spirits, witchcraft, and other intangible entities) remain central to everyday therapeutic worlds in Africa and the diaspora, yet are routinely sidelined or rendered invisible in official public health policies and global health agendas.

Drawing on ethnographic research in Cameroon, Congo, Côte d’Ivoire, Ghana, Mozambique, South Africa, Tanzania, Zanzibar, and African diasporic communities in Europe, the book’s contributors analyse how people navigate intertwined therapeutic worlds in which invisible forces and biomedical logics coexist, collide, or bypass one another. It conceptualizes public health as a domain of ongoing epistemic struggle, examining how policies, legislation, and clinical encounters enact limited recognition and integration that keep spiritual healing subordinate even when they claim to include it. At the same time, the chapters illuminate vernacular governance, popular epistemologies, and informal infrastructures of care through which communities negotiate forms of accountability, regulate healers, and sustain therapeutic legitimacy beyond the clinic and the state. Ethnography is positioned here as an epistemic infrastructure in its own right, capable of unsettling dominant assumptions and opening space for more equitable, plural public health futures.

The book speaks to scholars and students in anthropology, political science, and public health, as well as clinicians, policymakers, and practitioners in global health and development. It offers conceptual and methodological tools for rethinking what counts as evidence, legitimate care, and public health expertise, inviting readers to imagine health institutions that are attentive to plural epistemologies and responsive to the lived realities of those navigating diverse therapeutic worlds.

Boris Koenig is an FNRS postdoctoral fellow at UCLouvain and a former SSHRC postdoctoral fellow at the University of Michigan (Department of Afroamerican and African Studies). He has conducted long-term ethnographic research in urban and rural Côte d’Ivoire since 2012. His current work examines the intersections of public health, spiritual healing, and the digital transformation of plural therapeutic worlds in Africa and its diasporas.
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1Introduction Reimagining Public Health’s Epistemic Infrastructures from the Lived Realities of Spiritual Afflictions

Boris Koenig

DOI: 10.4324/9781003622918-1

The following ethnographic vignettes show some ways in which spiritual perspectives on health and illness intersect with or remain invisible within public health institutions.

In a Ghanaian psychiatric clinic, a young woman’s brother fervently contests her diagnosis of psychosis, asserting that the voices she hears are not pathological hallucinations but spiritual visitations marking her as a future healer. Their refusal of medication lays bare the fraught tensions between biomedical authority and spiritual frameworks of well-being, animating a struggle over whose knowledge counts in guiding recovery. While in this particular Ghanaian clinic, psychiatric staff do not necessarily reject these spiritually infused interpretations, they often choose not to engage with them. Instead, they maintain the institutional boundaries of psychiatric care even as they tacitly acknowledge the limits of what can be recognized and addressed within the psychiatric unit.

Across the continent in Zanzibar Town, women mobilize Quranic recitations and healing rituals to confront afflictions often linked to envy, social tensions, or suspected sorcery—practices that blend devotion, aesthetics, and moral authority. Enacted within the intimacy of the household and often timed to avoid public scrutiny, these rituals reflect the gendered, strategic, and socially negotiated nature of healing in everyday life. Although Zanzibar’s 2008 Traditional and Alternative Medicine Policy opened pathways for healer integration in public health facilities, spiritual healing practices continue to thrive largely in everyday, non-clinical settings. They persist not as residual traces awaiting inclusion, but as therapeutic and moral infrastructures tied to lived Islam and the relational politics of care.

Meanwhile, in Parisian oncology wards, West African immigrant women weave together ritual healing and herbal therapies with biomedical cancer treatment to address the spiritual dimensions of their suffering. These plural care itineraries are rarely acknowledged within French clinical settings. The biomedical emphasis on bodily pathology and communicative transparency often overlooks how illness is experienced relationally, spiritually, and cosmologically. The structural invisibility of non-biomedical healing frameworks within clinical settings, coupled with the absence of dialogue around coexisting but sometimes incommensurable modes of care, contributes not only to delayed diagnosis but also to 2ruptures in treatment, mistrust, and disengagement. In the absence of such recognition, miscommunication and deep divergences in how illness is understood have, in some cases, culminated in preventable deaths, underscoring the high cost of silencing different epistemologies within clinical governance.

Among the Babanki of Northwest Cameroon, families facing illness often initiate ceremonies to repay spiritual debts and hold these rituals as vital for restoring well-being and disrupted relations with the ancestral world. Even as they turn to biomedical care, many explain that healing ultimately depends on satisfying ancestral or spiritual demands. While such non-biomedical approaches are both significant and widely practiced, they receive little formal engagement in public health systems. As a result, families navigate intertwined but institutionally segregated systems of ritual and biomedical care, each structured by divergent logics of efficacy and care, and rarely recognized as coexisting in daily life within state-sanctioned public health systems.

These vignettes expose a persistent paradox at the heart of this volume.1 Spiritual healing practices are profoundly woven into the fabric of social life and shape how countless individuals and communities make sense of illness and suffering, yet they remain largely excluded by national health policies, marginalized within biomedical institutions, and often regarded with ethical wariness in mainstream public health narratives. These exclusions persist even though spiritual forces are understood within communities not as symbolic abstractions but as lived dimensions of health and well-being, deeply rooted in local aetiologies, forms of reasoning, and relational understandings of affliction. It is in this context that this volume foregrounds the issue of spiritual afflictions, understood as conditions and illnesses attributed to invisible forces such as ancestors, demons, jinns, spirits, witches, and other intangible entities.

Engaging with the spiritual dimensions of illness and healing may, first of all, require recognizing the everyday presence and significance of the idioms through which people interpret and seek healing from such afflictions. These include widely circulating expressions across Africa and its diaspora such as “sent illness” (maladie envoyée), “bewitchment” (ensorcellement), “kindoki” (sorcellerie/witchcraft), “uganga” (sorcery), “spiritual blockage” (blocage), or “mystical illness” (maladie mystique), expressions one might hear in everyday conversations, whether in the street, at home, in markets, workplaces, or clinics alike. Such idioms, together with the practices, relationships, and cosmological understandings they are part of, illuminate diverse frameworks of affliction and healing, frameworks that biomedical and government-mandated public health systems frequently overlook or fail to seriously engage. This disjuncture between lived experiences of spiritual affliction and the governing logics of these nationally directed health systems is not merely theoretical; as the introductory vignettes suggest, it has tangible and often severe consequences, including delayed diagnoses, disrupted therapeutic paths, preventable deaths, misallocated resources, and deep emotional as well as economic strain on individuals and their families.

This paradox demands a new analytical lens. Rather than conceiving public health as a supposedly unbiased or partially inclusive domain, it is more 3precise and constructive to approach it as an active arena of ongoing epistemic struggle, constantly shaped by institutional logics that govern which kinds of knowledge, affliction, and healing are recognized as legitimate and authoritative. In this regard, the collection invites readers to move beyond surface-level descriptions of policy “inclusion” and instead address the deeper question of how therapeutic legitimacy is constructed, negotiated, and contested within everyday life. By highlighting these dynamics, the contributions make clear how regulatory gestures and formal recognition, regardless of how progressive they may seem, often serve to entrench existing epistemic hierarchies. At the same time, authority over health and care is continually reconfigured from below: through the improvised work of mediation, everyday relational responsibility, and vernacular governance enacted by individuals and communities as they navigate uncertainty and multiple therapeutic possibilities. Such transformations expose the persistent tensions between lived pluralism and the limits of what official public health frameworks can recognize or sustain. In so doing, the volume collectively challenges any notion of uncomplicated progress towards public health systems attuned to plural therapeutic realities.

As a first step, the collection calls for an epistemic rebalancing: a recognition that the foundational assumptions underpinning global and national health governance must be opened to scrutiny. Building on the strengths of biomedical knowledge while addressing its limits, this perspective insists on the need for critical engagement with diverse therapeutic worlds as equally deserving of serious institutional consideration. Such a shift requires confronting a series of complex but essential questions: Who has the authority to define legitimate knowledge about health, healing, and well-being? Under what circumstances are spiritual healing practices recognized or rendered invisible? And how might public health policies and programmes take seriously multiple health knowledge traditions, rather than settling for tokenistic inclusion?

To address these questions, this volume draws extensively on immersive ethnographic fieldwork conducted across rural villages, urban neighbourhoods, and transnational settings in a diverse range of countries and territories—including Cameroon, Congo, Côte d’Ivoire, Ghana, Mozambique, South Africa, Tanzania, Zanzibar, and African diasporic communities in France. Bringing together disciplinary expertise from anthropology, public health, political science, and history, the contributors offer a nuanced perspective on the politics of knowledge surrounding spiritual healing. Through sustained participant observation and deep engagement, they approach the everyday worlds of spiritual affliction and healing not as peripheral curiosities, but as central, constitutive terrains where health, well-being, and the fabric of social life are actively shaped, contested, and negotiated.

Ethnography here is positioned not only as an epistemic disruption but as an intentional intervention into how care and healing are institutionally imagined. Far from merely documenting cultural difference, ethnography challenges the reductionist impulses of biomedical frameworks by bringing to light the relational, moral, and cosmological dimensions that animate healing practices in 4diverse communities. This methodological commitment enables the volume to amplify the voices, strategies, and struggles of those too often rendered invisible within institutionalized forms of public health. By positioning ethnography as a form of epistemic infrastructure and transformative practice, it generates situated knowledge capable of unsettling dominant assumptions, clarifying the lived complexities of therapeutic pluralism, and opening new pathways towards more inclusive and equitable approaches to public health.

Beyond cataloguing alternative practices, providing technocratic fixes, or incrementally appending marginalized realities to prevailing paradigms, the chapters collectively interrogate fundamental assumptions about evidence, authority, and inclusion in global health. They encourage readers—among others, policymakers, public health practitioners, scholars, and students—to recognize the persistent, often unacknowledged forms of spiritual affliction and healing that exist beyond the horizons of dominant biomedical models, and to seriously engage with the question: What might public health look like if it were not circumscribed by biomedical norms, but instead attuned to the experiences of those navigating plural therapeutic worlds?

This introduction unfolds in three parts, each advancing the central argument that public health is a domain of ongoing negotiation over knowledge and legitimacy. First, it examines how biomedical paradigms and global health governance enact forms of epistemic capture, marginalizing spiritual healing and delimiting the scope of therapeutic pluralism. Second, it explores the creative, often informal, and socially embedded forms of health governance from below, demonstrating how individuals and communities generate recognition, shape responsibility, and maintain therapeutic alternatives outside or in productive tension with institutional frameworks. Third, it considers potential institutional and policy futures—asking what it would mean to design pluri-epistemic public health institutions, rather than systems confined to forms of inclusion that remain symbolic in practice. Together, these three lines of inquiry illuminate both the persistent constraints and emergent possibilities for building public health infrastructures attuned to the lived experiences and therapeutic needs of diverse populations.


Governing the Invisibilized: Spiritual Healing and Global Health Politics

Whether before or after the consolidation of biomedicine, relationships between the material and spiritual realms have long played a central role in how health and affliction are understood (see, among others, Feierman and Janzen 1992; Last 1996; Bernault and Tonda 2000; Moore and Sanders 2001; Larsen 2008; Winkelman 2009; Mpofu et al. 2011; Dhar et al. 2013; Geschiere 2013; Basu and Steinforth 2017; Josewski et al. 2023; Pemunta and Tabenyang 2023). In Africa, and more broadly across the globe, biomedical services have never existed in isolation; they have long coexisted with a dense ecology of spiritual therapies addressing ailments attributed to ancestors, spirits, jinn, witchcraft, or divine agency. Yet public health policies 5and regulatory frameworks, both colonial and post-colonial, have largely equated progress with the expansion of biomedical infrastructures, framing therapeutic pluralism as a problem of access, regulation, or “modernization” (Lock and Nguyen 2010; Prince and Marsland 2014; Olsen and Sargent 2017). Contrary to widespread assumptions that spiritual healing would disappear with the global advance of biomedicine, such predictions have proven inaccurate: as Lock and Nguyen (2010) observe, rather than disappearing, healers have adapted and continue to operate as vital and evolving actors in contemporary therapeutic landscapes. This biomedical default nonetheless continues to shape what governments fund, measure, and deem credible, even as many citizens often pursue healing pathways that unfold well beyond clinical settings.

As the chapters in this volume demonstrate, the vitality of spiritual healing in contemporary Africa cannot be reduced to mere gaps in biomedical coverage, structural adjustment programmes or to unequal distributions of wealth (Pfeiffer and Chapman 2010: 156). These practices persist because they align with locally grounded aetiologies, that is, interpretations in which misfortune, illness, and social dynamics are habitually read through spiritual lenses. What unites the contributions here is the argument that the marginalization of spiritual healing is not incidental but systemic: public health systems enact recognition only when spiritual practices can be rendered legible to governing institutions, made administratively manageable, and aligned with dominant biomedical frameworks. This conditional inclusion is less an embrace of therapeutic diversity than a mechanism of containment and reduction—one that reinforces global hierarchies of therapeutic legitimacy.

These marginalizing dynamics are particularly visible in African contexts, where struggles over therapeutic standing unfold within legally ambiguous and institutionally plural environments. The settings explored in this volume are not peripheral but central to challenging dominant global health logics, serving as sites where these tensions are not only exposed but actively negotiated in daily life. In such contexts, state recognition of spiritual healing is most often conditional, granted only when such practices can be translated into institutionally sanctioned medical categories, though in uneven ways. This selective legibility constrains more than it includes, reducing different epistemologies to those fragments deemed acceptable within formal public health frameworks. Beyond Africa, comparable tensions are evident in Indigenous health movements across the Americas or in plural medical systems in Asia. Yet the African cases highlight, with particular clarity, the entrenched structural barriers and profound ethical stakes involved in designing public health systems capable of supporting multiple therapeutic worlds without suppressing them.


From Recognition to Reduction: How Health Policy Frames Spiritual Healing

Interrogating how spirituality is addressed within public health policy brings into focus the unresolved frictions between biomedical governance and alternative therapeutic logics. Spiritual healing practitioners—once repressed by 6colonial administrations and still frequently confined to legal grey zones in many African, European and North American countries—have, over the past three decades, become subjects of emerging public health policy. These national policy shifts follow the World Health Organization’s (WHO) long-standing calls to promote, regulate, and integrate complementary, nonconventional, and traditional medicine into the formal infrastructures of state-led public health systems (Akerele 1984; World Health Organization 2000, 2013, 2019, 2024; Kasilo et al. 2010; Abrams et al. 2020).

Healers have been the subject of two dominant discourses within these initiatives (Peng-Keller et al. 2022). The first envisions them as an auxiliary workforce to address biomedical shortages, a framing that expanded after the Alma-Ata Declaration in 1978. Here, the objective is not to embrace multiple therapeutic registers but to extend the reach of biomedicine, while treating the spiritual dimensions of healing as incidental, non-essential, or even obstructive to public health goals. The second adopts a commercial logic: pharmacopoeias are reframed as reservoirs for economic growth and global markets for alternative therapies.

Following the WHO’s calls since the 1980s, many national health authorities, particularly in Africa, have adopted legislative frameworks to formalize the use of healers’ remedies (such as animal, plant, and mineral-based treatments) through biomedical evaluation protocols. While often justified as measures for safety and efficacy, these policies deploy selective validation mechanisms that marginalize the core spiritual worldviews of many therapeutic traditions. Critics have noted how this dynamic contributes to the broader medicalization of healing traditions, eroding their cultural and epistemological richness (Dozon 1987; Ashforth 2005a; Langwick 2011; Bruchhausen 2018; Nichols-Belo 2018). This reflects what Ashworth and Cloatre (2022) describe as the production of “depoliticized alterity,” where bureaucratic rationality neutralizes the relational or subversive dimensions of non-biomedical healing and thereby reduces their ontological depth while aligning them with dominant public health models.

As the scientific paradigm continues to condition how most governmental health authorities perceive and regulate non-biomedical practices, contributors to this volume highlight that the degree of openness of official public health approaches and legislation towards spiritual healing varies significantly across countries. It ranges from maintaining the activities of spiritual healers in a legal or regulatory vacuum (as observed in Cameroon, Congo, and France), failed attempts to bureaucratize and institutionalize spiritual healing practices (South Africa), outright delegitimization and prohibition of spiritual healing (Northern Tanzania), initiatives aimed at collaboration between healers and biomedical health practitioners (Ghana), and intercultural therapeutic dialogues in biomedical facilities (Canada) to the adoption of health legislation that aims to integrate spiritual healing practitioners within health systems (Côte d’Ivoire, Zanzibar).

Exploring these contextualized differences, this volume examines the extent to which national health authorities regulate spiritual healing practices and 7construct public health policies intended to be inclusive and receptive to the plurality of health, healing, and well-being practices. Each contributor provides an overview of the recent legislative developments concerning the regulation of spiritual healing practitioners and the modalities of their potential integration into the formal public health system in the countries where they have conducted empirical research. These contextual analyses shed light on the formal boundaries of recognition and the logics that underpin them, providing a necessary foundation for understanding how inclusion is structured, negotiated, and contested within distinct national public health frameworks.

Yet this volume moves beyond purely descriptive accounts of legal frameworks and regulatory gestures. It probes the deeper logics that underlie such policies, examining how they operate as instruments of governance and as vehicles for shaping which forms of knowledge, practice, and legitimacy circulate in public health. Accordingly, the chapters bring to the fore the performative dimensions of policy: what public health directives actively materialize in the world, not simply what they permit or restrict. Public health legislation and global directives thus do more than organize existing practices; they actively produce social realities and institutionalize knowledge hierarchies. These hierarchies determine which therapeutic approaches are affirmed within institutions, which become eligible for resources and formal recognition, and which are marginalized or dismissed—typically privileging biomedical models over alternative ones. In this light, health policy should be understood as a form of infrastructural design, setting the boundaries of what is institutionally imaginable, articulable, and put into practice within state-sanctioned public health. This foundational logic recurs throughout the volume and is taken up again later in the introduction.


Fragile and Epistemically Contained Integration: The Global Politics of Health Pluralism

The cases assembled in this volume expose a broad spectrum in state–healer relations, spanning from outright suppression or regulatory indifference to modes of symbolic endorsement and sporadic collaboration, and, in some instances, to experiments in more formal incorporation. Yet even when states institute seemingly “integrative” strategies, these rarely guarantee equal standing of different forms of knowledge. As the illustrations provided below demonstrate, these modalities of what could be termed fragile integration may grant spiritual healers an uncertain position within the official health sphere, but their acknowledgement remains conditional, temporary, and frequently restricted to urban or pilot programmes. In such environments, a pattern we identify here as epistemically contained integration surfaces whenever acceptance hinges on adapting or modifying spiritual healing practices to satisfy dominant biomedical standards. In doing so, the overt diversity of therapeutic approaches conceals a more enduring persistence of biomedical dominance, with alternatives recognized only under strictly controlled and often utilitarian 8circumstances. Throughout this continuum—from complete exclusion to unstable, conditional inclusion—these arrangements almost unfailingly reinforce the principles of hierarchy and restriction.

In this perspective, Geschiere’s chapter brings into focus some deep contradictions that can undermine any durable integration of spiritual healing into institutionalized public health frameworks. Drawing on long-term ethnographic research in Cameroon and on the regulatory dilemmas highlighted by South Africa’s Ralushai Report, he demonstrates how state efforts to distinguish “legitimate” healers from “witches” repeatedly founder, both conceptually and in practice. In the local cosmology, the power to heal is inseparable from the power to harm—legitimacy and suspicion are always intertwined. As a result, even as healers are sometimes recognized or incorporated, such inclusion is always precarious, contingent on the state’s hope that spiritual forces can be rendered institutionally manageable. Yet the efficacy of these forces inevitably evokes ambivalence and anxiety, exposing the limits of any project of epistemic containment. As such, fragile and epistemically contained integration is less a failure of policy than a symptom of the state’s inability to fix boundaries without erasing the complexity of local understandings of healing and danger.

While Geschiere emphasizes ambiguity, Nichols-Belo’s chapter shows how ambivalence can be replaced by strict institutional control. Focusing on Northern Tanzania, she demonstrates that spiritual healing practices were not simply marginalized but actively suppressed by state authorities. This suppression forced spiritually rooted healing practices into covert settings, reducing both their accessibility and therapeutic effectiveness for local communities. Even after some practices were legalized, their official recognition remained conditional: healers were required to adhere to biomedical protocols that are fundamentally at odds with the tacit, spiritual, and relational foundations of their expertise. The Tanzanian example thus sharply illustrates epistemically contained integration: when spiritual healing cannot be translated into biomedical terms, efforts at inclusion can swiftly revert to exclusion.

Côte d’Ivoire provides a seemingly more progressive instance of formal integration. Healers have been officially recognized as “health agents,” and transnational spiritual healing NGOs acknowledged as leading health organizations in the fields of addiction, mental health, and the social reintegration of marginalized populations (Koenig 2016; Koenig and LeBlanc 2023). However, hundreds of Christian and Islamic rural healing centres, where therapeutic care often extends over long periods in precarious conditions, remain absent from regulatory frameworks and excluded from substantive institutional engagement (Koenig, this volume). Here, inclusion operates through a dual register: political gestures project an image of inclusive pluralism to national and international audiences, while everyday practices of care, especially those rooted in informal, long-term therapeutic settings, remain structurally marginal.

A parallel dynamic appears in Zanzibar, where the Ministry of Health has granted legal status to healers and established formal clinics that combine biomedical and spiritual healing under the same roof in an officially recognized 9institutional setting (Larsen, this volume; Baylor 2015). Yet administrative recognition remains partial and uneven, constrained by persistent resource shortages and a lack of trained personnel. In both Côte d’Ivoire and Zanzibar, symbolic recognition may sustain the appearance of inclusive policy. However, such initiatives often falter when confronted with limited institutional follow-through, chronic under-resourcing, and hesitant political commitment. They also remain on the margins of global health circles, where openness to radically different models of health and well-being beyond the biomedical paradigm has yet to gain secure footing.

The tensions observed in Africa find close parallels elsewhere: in most contexts, the formal “integration” of spiritual healing proceeds only insofar as it aligns with dominant biomedical frameworks. China is often cited as a success story: since the 1950s, traditional Chinese medicine (TCM) has received sustained state support, and by 2021 over 95% of general hospitals had established TCM departments. Yet, as Zhou et al. (2024) demonstrate, this development reflects a strategy of selective translation in which alternative ontologies are incorporated into biomedical systems through modalities that prioritize pharmacological efficacy and standardized diagnostics. In the process, core cosmological logics, such as qi flows, spirit-mediated diagnosis, and relational theories of health, are pushed to the margins. Ongoing tensions among Chinese medicine practitioners in Hong Kong further expose these fault lines: while some advocate a return to classical theoretical foundations, others seek biomedical legitimacy through scientific reframing (Tian and Zhang 2024).

A similar pattern appears throughout South and North America, where post-colonial histories inform divergent health policy frameworks. In Bolivia, intercultural health programmes such as the Tinguipaya project seek to bridge Indigenous and biomedical logics; however, biomedical staff maintain predominant control over clinical spaces, thereby marginalizing Indigenous cosmologies (Torri and Hollenberg 2013). In British Columbia, Canada, provincial policies purport to support Indigenous-led mental health services, yet mainstream biomedical standards continue to shape both contractual requirements and clinical authority (Josewski et al. 2023). As a result, relational and spiritually rooted Indigenous approaches are often pushed to the margins within urban practice settings.

The same trend is evident in Brazil, whose national policy on Integrative and Complementary Health Practices (PNPIC) embodies the region’s participatory approaches and formally embraces therapeutic plurality. In practice, however, it elevates modalities such as phytotherapy that align with biomedical evidentiary standards, while displacing the spiritual and metaphysical dimensions of Afro-Brazilian and Indigenous healing traditions to the edges of public services (Gallego-Pérez et al. 2023; Hoenders et al. 2024). As Gallego-Pérez et al. (2023) observe, this dynamic transcends Brazil: across much of Latin America, policies that affirm therapeutic pluralism in principle still struggle to accommodate the relational and ontological dimensions of non-biomedical medicine within dominant health systems.

10Read together, these cases illustrate that what appears to be the fragile integration of spiritual healing practices within health systems is neither isolated nor exceptional, but part of a broader, transnational pattern of epistemic containment. Behind the rhetoric of pluralism, integrative medicine, and interculturality, persistent knowledge hierarchies continue to define what qualifies as legitimate care. Far from disrupting biomedical dominance, these forms of inclusion consolidate it: reducing complex cosmological systems to a narrow set of recognizable or measurable practices, curating therapeutic diversity under controlled terms, and perpetuating the marginalization of non-biomedical knowledge.


Epistemic Freedom in Global Health

The illusion of therapeutic pluralism, however, conceals what Ndlovu-Gatsheni (2018) has called a more profound deficit: the persistent lack of epistemic freedom—the capacity for communities to define, legitimize, and institutionalize their own modes of knowing. Without such inclusion, pluralism reflects not merely a shortfall in policy recognition but a continuation of the asymmetries embedded in the coloniality of knowledge. From this vantage point, the central challenge addressed in this volume lies not in integrating diverse forms of healing, but in reshaping the knowledge foundations upon which global health systems rest.

In this regard, the chapters in this volume offer two critical forms of disruption. First, they challenge the entrenched binary between “evidence” and “belief,” demonstrating that biomedical rationality is neither universal nor neutral, but culturally and morally contingent (Good 1994; Lock and Nguyen 2010; Abadia-Barrero 2022). Ashforth (this volume; 2011), from a different vantage point, critiques the category of “belief” itself, advocating for a relational realist approach that treats spiritual experience as engagement with real agents, not as irrational conviction. Viewed through this lens, the chapters in this volume trace an important range of diagnostic and therapeutic repertoires: divine revelations, embodied testimonies, Qur’anic and other divinatory readings, multisensory ritual ceremonies, administrative and relational interventions, psychiatric consultations, pluralistic treatment negotiations, and selective uses of biomedical technologies. Each of these, as the chapters show, constitutes a situated regime of truth-making—responding simultaneously to spiritual, moral, and biomedical needs, and mediating vulnerability, harm, and care across the spheres of spirituality, law, clinical medicine, and everyday life. Recognizing their coexistence not only clarifies the limits of biomedical authority but also opens space for more equitable relations among divergent ways of knowing.

Second, the chapters bring to the fore what Nyamnjoh (2001) calls “popular epistemologies”—ordinary people’s lived, situated, and relational understandings of knowledge, healing, and reality. Unlike the pejorative connotations of “folk belief” or “superstition,” this concept highlights an epistemological order 11that refuses the dichotomies of dominant western epistemological frameworks, instead marrying the visible and the invisible, the rational and the relational, within a framework where individual agency is always embedded in collective life. This perspective resonates with a wide body of ethnographic studies on spiritual experience and extra-human agency, revealing the diverse healing practices upon which people rely in daily life (Jackson 1989; De Boeck and Plissart 2004; Ashforth 2005b; Van Beek and Peek 2013; Blanes and Espírito Santo 2013; Pemunta and Tabenyang 2023). Building on these insights, the contributors to this volume approach discourses on spiritual afflictions and healing not as figurative or metaphorical, but as literal and factual claims about spiritual forces understood to influence bodily and social experiences (Ashforth 2005b). They emphasize that the role of intangible entities in everyday life and healing is not considered socially “supernatural” or “extraordinary” but ordinary, even banal, integral to the empirical reality lived by many across the globe (Olivier de Sardan 1992; Jackson 1996; Ashforth 2005b). This ethnographic stance explicitly recognizes the intangible as part of empirical reality, destabilizing entrenched binaries and revealing the deep entanglements between spiritual and physical worlds in shaping health, illness, and well-being.

Taking this recognition as a point of departure, the following sections call for a fundamental rethinking of public health infrastructures that seriously engage with the diverse ways communities understand and address illness. This goes beyond cultural inclusion or simple adaptation; it is a question of epistemic justice, which, as Fricker (2007) suggests, involves acknowledging and actively redressing the ways in which certain knowledge systems, including those animating therapeutic lives, are excluded or marginalized within dominant institutions. Advancing such change necessitates questioning entrenched forms of authority and engaging the politics of recognition that determine whose knowledge and practices count. In moving towards this perspective, the focus shifts from formal health systems to informal, community-based infrastructures that constantly reshape what counts as legitimate healing and care, questioning prevailing models and presenting new possibilities for more equitable forms of health governance.


Public Health from Below: Vernacular Governance and Plural Healing Worlds

Beyond official public health policies and programmes, the social integration and recognition of spiritual healing have historically been driven by locally rooted therapeutic initiatives and community-based informal networks. Across diverse contexts, individuals and communities have developed their own approaches to health and healing, often operating alongside, or entirely outside, official public health systems. Far from being marginal or improvised, these practices form enduring parallel systems that confer therapeutic credibility and sustain access to care beyond formal infrastructures. Instead of replicating biomedical rationalities, they follow alternative logics, affective, moral, religious, or spiritual, deeply embedded in everyday social life and anchored in long-standing 12communal institutions. This does not signal a lack of structure or validity; rather, such informal health practices frequently embody distinct forms of organization and authority, directly challenging the dominant order in public health.

Exploring these dynamics, we note that, alongside governmental authorities, ordinary people in Africa and elsewhere have long played significant roles as organizers of public health, actively contributing to the social integration of non-biomedical therapeutic forms (Chrisman and Kleinman 1983; Feierman and Janzen 1992; Last 1996; Baer 2022). Health seekers and their social networks have experimented with and evaluated non-biomedical therapies, endorsing some over others based on perceived efficacy, cultural resonance, and moral legitimacy, and extensively sharing knowledge about the most effective practices for specific health issues. From this perspective, public health emerges as co-produced at the community level, through the integration and social regulation, by the population itself, of a plurality of non-biomedical therapeutic practices. This view centres the agency of health seekers, practitioners, and local communities in producing, regulating, and legitimizing therapeutic approaches, offering a direct counterpoint to dominant, expert-driven models of state-sanctioned health governance.


The Politics of Invisibility in Spiritual Healing

As the chapters in this book show, the positioning of healers within local therapeutic landscapes—and the pathways taken by those experiencing spiritual afflictions—depend simultaneously on partial national regulation and on informal, personal, and often secretive practices that unfold in semi-public spaces and daily interpersonal relations. The configuration of this formalized–informalized interface varies across settings, yet is frequently structured by two interrelated forces: the dominance of the biomedical paradigm, which, as shown above, marginalizes practices that elude standardized scientific validation; and the influence of certain religious movements that openly denounce spiritual healing. These religious critiques are not new: since the colonial period, missionary and revivalist movements in multiple contexts have worked actively to drive such practices out of public view, portraying them as theologically deviant or morally dangerous. Together, these forces have shaped not only public discourse and institutional policy, but also pushed spiritual healing to more private arenas, rendering it less visible, less legible, and less legitimate in public and institutional imaginaries.

The politics of spiritual healing’s invisibility is not confined to formal institutions or religious authority; it permeates everyday interactions and intimate relations, shaping how people navigate their socio-spiritual lives. Spiritual healing trajectories and personal approaches to “spirituality,” understood as “the everyday ways ordinary people attend to their spiritual lives” (McGuire 2008: 98), are rarely discussed even among close relations in most African and African-diasporic contexts. This reticence reflects the widespread prejudice still 13associated with spiritual afflictions, which can inspire both fear and disdain (see Koenig, this volume; Pemunta, this volume; Yao et al. 2009; Akyeampong et al. 2015). Such dynamics are further intensified by what Ashforth terms “spiritual insecurity,” an existential condition marked by ongoing vulnerability and epistemic anxiety in the face of ever-present threats from spiritual forces and competing interpretive authorities (Ashforth 2005a). Among the Babanki of Northwest Cameroon, for instance, Tum and Pemunta (this volume) show that fear of spiritual retaliation for unpaid debts (tsuteh nyu) fosters ritualized healing practices and careful discretion in spiritual health matters. Illnesses such as epilepsy or miscarriage are often interpreted as consequences of unsettled spiritual obligations, illustrating how spiritual insecurity shapes health trajectories. Across Africa, Côte d’Ivoire provides another instance of this pervasive spiritual insecurity. As caregivers at spiritual healing centres in rural Côte d’Ivoire repeatedly put it, when asked about the austere conditions in which they awaited their relatives’ recovery among hundreds of others facing their own spiritual afflictions: “We are here, we await healing” (Koenig, this volume). This phrase, at once an expression of faith, endurance, and the absence of alternatives, captures a form of spiritual insecurity in which families wait in precarious conditions, uncertain about both the efficacy of treatment and the consequences of seeking care elsewhere. It distils the situation of many who navigate spiritual affliction at the margins or beyond the reach of formal public health.

A further dimension of spiritual insecurity arises within community and intimate relations, where people may often conceal spiritual healing practices, highlighting how vulnerability and uncertainty are intensified not only by invisible spiritual forces but also by the social dynamics that permeate everyday life. Because members of a single community, neighbourhood, or household may hold multiple, and sometimes competing, ideas about health and well-being, the desire to avoid conflict, stigma, or judgement often encourages silence around spiritual healing (see Larsen, this volume). These dynamics unfold alongside another powerful force: the suspicion that intimate relationships themselves may conceal latent threats. Such ties are frequently imagined as potential sites of hidden malevolent intent or occult aggression that endanger material, social, or physical well-being (De Boeck and Plissart 2004; Geschiere 2013; Koenig 2020). Consequently, information about how individuals interpret, engage with, and attempt to remedy spiritual afflictions is seldom openly shared.

Although spiritual healing practices and issues are deeply woven into the health and social concerns of many in Africa and the African diaspora, they do not enjoy the same level of public visibility as biomedical practices. This volume explores that disparity by examining how afflicted individuals engage in the circulation, enactment, and legitimation of spiritual healing as they attempt to manage the effects of spiritual forces on their health and well-being. Its chapters invite readers to look beyond the frameworks of mainstream biomedicine and public health, attending instead to alternative modes of understanding, treating, and governing affliction. From this perspective, contributors examine healers in rural Tanzania (Nichols-Belo); Zanzibari women practicing 14home-based spirituality (Larsen); laypersons and healers in rural and urban Cameroon (Tum and Pemunta; Geschiere); a young psychiatric patient in Ghana whose family emphasizes spiritual causality (Draicchio); urban dwellers in long-term spiritual therapy in rural Côte d’Ivoire (Koenig); Senegalese migrant women living with cancer in Paris (Sargent); a mayor managing socio-spiritual tensions in rural Congo (Janzen); young Mozambican artists developing novel mediation strategies (Igreja); and people living with HIV/AIDS in South Africa whose care trajectories bridge spiritual and biomedical domains (Pemunta).


When Biomedicine Meets Spirits: Encounters at the Edges of Inclusion

These wider processes of informal governance and lived experience both resonate and meet resistance when we examine the fluctuating acceptance of therapeutic interventions that engage spiritual dimensions within biomedical and mental health contexts. In routine clinical encounters, biomedical professionals manifest a considerable range of responses—from outright denial or ignorance to sustained intercultural dialogue across knowledge traditions.

At one end of this spectrum, Sargent’s chapter on migrant women in a Paris oncology service reveals clinicians who remain unaware that many breast-cancer patients simultaneously pursue alternative treatments that may compromise biomedical protocols. These practices remain institutionally obscured within French healthcare, where prevailing ideals of laïcité (secularism) and scientific rationalism characterize non-biomedical care as superstition or cultural deviance (Caudullo, Mathiot and Sarradon-Eck 2016). Feldman-Savelsberg’s ethnography of Cameroonian mothers in Berlin similarly traces what she terms a “two-directional strangeness,” as women patients and providers enter perinatal consultations with divergent expectations about appropriate obstetric care and about one another’s desires (Feldman-Savelsberg 2019). Clinical encounters become a “peculiar dance of mutual stereotyping and attempted engagement” that may confirm, recalibrate, or occasionally unsettle existing images of African patients and German caregivers, yet still fall short of creating a robust arena in which explanatory models of pregnancy, risk, and proper care can be jointly articulated and negotiated (Feldman-Savelsberg 2019). Among the Senegalese women living with breast cancer whom Sargent accompanied, this lack of shared understanding could lead some patients to delay, interrupt, or abandon biomedical treatment, sometimes opting instead for ritual or return-migration therapies, with potentially fatal consequences. As some women themselves insisted, what kills is not “the disease” but “the words”: blunt prognoses and phrases such as “if you do not follow my advice fully, you will die” were experienced as withdrawing hope and closing down therapeutic possibilities, thereby prompting decisions that reduced adherence to biomedical care. These women contrasted such direct truth-telling with a preferred, coded way of speaking about death, grounded in the conviction that “only God knows the hour of our death” (Sargent, this volume).

15At the opposite end, research in Canadian cultural psychiatry highlights providers who actively engage with cultural understandings of health, establishing referral networks with religious communities and non-biomedical healers (Miklavcic and LeBlanc 2014; Jarvis and Kirmayer 2025). This approach involves intentional, ongoing engagement: cultural brokers connect prevailing psychiatric frames with spiritual realities acknowledged by African migrants and refugees. Patients’ interpretative autonomy is fostered, and biomedical labels, such as psychosis or PTSD, can be reevaluated through continual, reciprocal negotiation.

Read side by side, these divergent cases, one marked by the suppression of alternative knowledge in France and comparable European clinical settings, the other by therapeutic innovation in Canada, redirect attention to the African continent, where similar negotiations occur within unique resource constraints. For instance, Pemunta’s chapter documents medical pluralism in South Africa, where healers and faith-based remedies are routinely chosen for conditions like HIV/AIDS, often due to enduring scepticism towards biomedical models shaped by colonial legacies and locally grounded spiritual explanations of illness. Occasional collaboration does happen, including infrequent referrals between doctors and healers, yet mistrust, limited resources, and intersecting knowledge boundaries significantly impact these exchanges. Similarly, in Ghana, Ae-Ngibise et al. (2010) document informal collaborations between biomedical practitioners and healers in mental health care. Despite the absence of a formal integration policy, health workers and healers at times create improvised referral systems, sharing patients and advice based on mutual trust and practical urgency. These bottom-up forms of collaboration demonstrate how therapeutic pluralism and pragmatic negotiation can precede, and sometimes surpass, official public health frameworks.

Draicchio’s chapter extends this perspective. The psychiatric staff she accompanied in rural southwestern Ghana, like their Canadian counterparts, recognize the lived realities of patients who attribute their suffering to spiritual causes (see also Koenig and Sargent in this volume for similar openness among biomedical actors in Côte d’Ivoire and Senegal, respectively). Yet, despite acknowledging these realities, the Ghanaian nurses prefer not to collaborate with spiritual healers; instead, they focus almost exclusively on psychotropic medication. What distinguishes the Ghanaian case from both the French denial and the Canadian openness is this intermediate position: practitioners inhabit the same spiritual world as their patients, yet the institutional space of the clinic forecloses engagement with precisely the dimensions they privately recognize. Here, the threshold between acknowledgement and partnership falters, revealing the thin line that separates cautious openness from institutional closure.

Seen from a relational perspective, these cases reveal a broad spectrum of biomedical responses to spiritual healing: some flatly dismiss it, others offer recognition only through deliberate non-engagement with its spiritual dimensions, while still others pursue accommodation, dialogue, or collaboration. They indicate that the degree of inclusion is shaped not only by formal policy but also by the attitudes, choices, and everyday relational practices of frontline professionals.


16Community-Based Healing Governance: Global Contrasts and Implications for Knowledge

While clinical encounters reveal both the constraints and possibilities of inclusion within formal health institutions, they represent only one facet of the broader public health landscape. As noted earlier, the actual practice of public health unfolds not only within clinics but also outside them, co-produced from below through informal networks, situated trust, and therapeutic experimentation. A wider field of practice comes into view, one shaped by regulatory invisibility, spiritual insecurity, and competing ontologies of care. Within this field, everyday dynamics of authority, credibility, and care are continually negotiated and contested. Examining how spiritual healing is governed at the community level is crucial for understanding how “epistemic freedom” can emerge beyond state-led health institutions. In the contexts explored here—primarily African and African-diasporic—spiritual healing is not only practiced, often discreetly and beyond the reach of institutional visibility, but also collectively affirmed, regulated, and socially sanctioned through locally grounded infrastructures of care. At the same time, comparative references to Asian and South American settings serve to situate these cases, highlighting how insights from African worlds speak to wider patterns while also revealing their particular configurations. Such community-rooted and plural forms of health governance underscore that the negotiation of recognition, authority, and care beyond biomedicine is not peripheral, but a structurally embedded dynamic of global public health.

Community-based governance mechanisms frequently operate through self-organized regulatory structures independent of direct state oversight. Associations of healers in West Africa exemplify such autonomous governance, establishing ethical standards and practical guidelines for practice. In Senegal, Cloatre et al. (2023) show how these associations create semi-formal regulatory spaces in which therapeutic practices are collectively monitored and conferred standing through internal codes of ethics, peer scrutiny, and informal understandings with local authorities. Although not officially recognized, such self-regulatory systems sustain both therapeutic efficacy and social trust, enabling healing to coexist alongside formal biomedical structures. Similar dynamics appear elsewhere, as local communities assume responsibility for health regulation through mechanisms grounded in social trust, collective reputation, and customary knowledge enforced by peer-based monitoring (Oyebola 1981; Langwick 2011). The Babanki case developed in this volume by Tum and Pemunta further illustrates that community-based governance can also emerge outside formal associations, taking shape instead through enduring ritual obligations and social norms deeply embedded in local ontologies of personhood and health.

A complementary configuration appears in Scherz, Mpanga, and Namirembe’s ethnography of alcohol and recovery in Kampala (Scherz et al. 2024), where people navigate what they term a “lived therapeutic ecology” 17composed of rehabilitation centres, herbal emetic therapies, Pentecostal deliverance ministries, and shrine-based engagements with balubaale spirits. Eschewing the language of loose medical pluralism, they show how each pathway rests on distinct ontologies of agency, personhood, and cure, and how families, pastors, herbalists, and spirit mediums assemble authority and responsibility for care outside formal public health institutions. Their analysis makes visible how such alternatives do not simply occupy a treatment “gap” but constitute positive projects that reconfigure ethics, selfhood, and long-term care, offering a detailed example of vernacular governance and therapeutic pluralism in practice that parallels the community-based arrangements examined in this volume.

Across these cases, vernacular governance emerges as a set of informal yet binding processes of social responsibility and communal negotiation. These dynamics are visible even in the diaspora: Johnson’s (2002) ethnography of Brazilian Candomblé demonstrates how religious authority is constituted through the exchange and transmission of secret knowledge, sustained by reputational networks, ritual performance, and the social workings of gossip and collective scrutiny—processes that illustrate how therapeutic and spiritual legitimacy can be produced and contested through socially embedded, non-state practices. Such dynamics recur across the cases examined in this volume. In Mozambique, Igreja shows how innovative forms of communal regulation, such as “songs on demand,” act as participatory arenas for voicing grievances and enforcing communal norms; rather than simply substituting for or complementing judicial or healer-led resolution, these performances reconfigure the mediation of affliction by intensifying public expression and, at times, redirecting or diffusing the potential for violent reprisal. Likewise, Janzen provides a richly layered account from the Kongo region, where the legitimacy and authority of healers and civic leaders depend not only on ritual proficiency and ancestral lineage, but are continually scrutinized, affirmed, or contested in communal assemblies, kin-based gatherings, and public deliberations over accusations of kindoki (witchcraft). These gatherings enable collective discernment and decision-making, showing that legitimacy is fragile, contingent, and constantly renegotiated in the face of suspicion or rivalry. Together, these cases confirm that vernacular governance is central to the practice, sanctioning, and transformation of spiritual healing, adapting fluidly to new actors, social pressures, and evolving modes of dispute within African and diasporic worlds.

These governance mechanisms are inherently relational, navigating ongoing political tensions and knowledge contestations. They encompass witchcraft accusations and their civic arbitration (Janzen, this volume), overlapping claims of divine mediation (Koenig, this volume), adaptive concealment in response to state surveillance (Nichols-Belo, this volume), or therapeutic authority rooted in witchcraft-based explanations of illness (Pemunta, this volume), particularly when healing practices challenge formal biomedical expectations or prevailing narratives of scientific legitimacy. The chapters by Geschiere and Pemunta in this volume further demonstrate that the social systems which confer authority on healers can also marginalize or 18criminalize them, contingent on shifting dynamics of suspicion, rumour, and legal ambiguity. This precarious balance emphasizes a broader point: vernacular governance is never static nor purely protective—it is a continually renegotiated field of political and moral struggle, where therapeutic authority is both produced and contested at the intersection of care, risk, and power.

Elsewhere in the world, community-led governance also demonstrates its resilience by sustaining therapeutic standing through popular epistemologies that operate outside formal regulatory frameworks. In India, as Leslie and Young (1992) and Sujatha (2011) document, Ayurveda’s enduring authority has depended less on centralized state regulation than on informal systems, family lineages, community reputations, and local councils. Healers establish and maintain legitimacy through apprenticeship, peer scrutiny, demonstrated clinical efficacy, and the sustained trust of their communities—processes mirrored worldwide among spiritual healing traditions. Sujatha (2011) emphasizes that the most respected healers are those deeply engaged in communal life, building lasting relationships with patients. This grassroots recognition frequently persists alongside, or in tension with, state initiatives for integration.

In Thailand, as Buaban (2022) explains, Buddhist monks’ access to healthcare has long been shaped and circumscribed by monastic codes, communal support networks, and cultural expectations regarding sacred status. Today, although monastics are treated in government hospitals, the Buddhist code of discipline, which governs daily conduct and relationships, often necessitates dedicated facilities, such as special monk zones or the Priest Hospital in Bangkok, established specifically to care for ordained men and novices in accordance with these precepts. This unique model, funded through public donations and coordinated by monastic and lay networks, demonstrates that healthcare for monks is primarily governed and given its authority through communal recognition and reciprocal obligations, not through direct state oversight. Together, these cases in India and Thailand show that community-based regulation, grounded in peer scrutiny, social trust, and relational authority, remains a fundamental and adaptive form of governance for spiritual healing, challenging the assumption that professional legitimacy is secured solely by formal credentialing or state policy.

Across these varied contexts, governance structures rooted in popular epistemologies emerge as resilient alternatives to hierarchical, top-down biomedical models of public health. Such forms of community-based governance, while offering alternatives to biomedical domination, must not be idealized: they are always situated and evolving, demanding ongoing political, social, and ethical reflection. What takes shape, then, is not a romantic assertion of “local control,” but a nuanced governance in which healing is grounded in and constrained by social relationships, collective memory, and the shifting landscapes of different ways of knowing.

These decentralized infrastructures assert therapeutic authority not through superficial institutional inclusion, but through practices anchored in community trust and relational authority. They demonstrate communities’ capacity to sustain 19diverse healing ontologies even where openness within official health systems is limited. Such arrangements prompt us to question the primacy of state-sanctioned definitions of legitimate healing and care, suggesting that pluralism should be understood not as mere coexistence or symbolic recognition, but as a deeper, more substantive mode of engagement and mutual responsibility. Recognizing these forms of pluralism invites a reworking of the structural foundations of public health, one that moves beyond accommodation towards plural governance of care and therapeutic authority. It is to the institutional shape of such futures that the final section now turns.


Reimagining Public Health: Epistemic Infrastructures for Plural Healing Futures

The preceding analyses show that official public health systems do not simply overlook spiritual healing; they render it invisible through selective recognition and forms of containment that limit what counts as valid knowledge.
OEBPS/nav.xhtml


Contents



		Cover Page


		Endorsement Page


		Half Title page


		Series Page


		Title Page


		Copyright Page


		Contents


		Illustrations

		Figures


		Table








		Contributors


		Acknowledgements


		Introduction: Reimagining Public Health’s Epistemic Infrastructures from the Lived Realities of Spiritual Afflictions

		Governing the Invisibilized: Spiritual Healing and Global Health Politics

		From Recognition to Reduction: How Health Policy Frames Spiritual Healing


		Fragile and Epistemically Contained Integration: The Global Politics of Health Pluralism


		Epistemic Freedom in Global Health






		Public Health from Below: Vernacular Governance and Plural Healing Worlds

		The Politics of Invisibility in Spiritual Healing


		When Biomedicine Meets Spirits: Encounters at the Edges of Inclusion


		Community-Based Healing Governance: Global Contrasts and Implications for Knowledge






		Reimagining Public Health: Epistemic Infrastructures for Plural Healing Futures

		Health Infrastructures Otherwise: Ethnographic Disruption and the Reimagining of Care


		From Inclusion to Imagination: Designing Pluri-Epistemic Institutions






		Chapters Overview

		Vernacular Spaces: Mediating Between Social and Spiritual Worlds


		Negotiating Clinical Boundaries: Encounters Between Biomedicine and Spiritual Care


		Regulating Health Pluralism: Contesting the Place of Spiritual Healers






		Epilogue


		Notes


		References






		1 Affliction, Healing, and Everyday Religion: Perceptions of Well-Being, Ill Health, and its Remedy in Zanzibar

		Approaching Healing, Devotion and the Everyday in Zanzibar Town


		Qurʼan in Contexts of Healing


		Suspecting Affliction – Restoring Well-Being


		Managing Affliction and Negotiating Moral Values


		Contesting Affliction


		Conclusion


		Notes


		References






		2 The Payment of Spiritual Debts as Restitution Among the Babanki of Northwest Cameroon

		Introduction


		Cultural Significance of Repaying Spiritual Debts and Credit/Debt Relationships with Ancestors


		Background


		The Interacting Individual and Community Belonging


		Methodology and Theoretical Framework


		Kedjom Worldview of Spiritual Debts and Illness Conceptualization


		Main Creditors to Be Satisfied for Health and Well-Being


		The Supreme Being –“Mbom” or “Nyingong”


		Spiritual Debts and Health Seeking Behavior


		The Payment of Spiritual Debts and Social Cohesion


		Public Health Policies and Spiritual Healing Practices


		Conclusion


		References






		3 Kindoki, Institutional Legitimacy, and Public Health in the Lower Congo

		Communal Chief Explains Intervention Strategy


		Further Reflections on the Mayor’s Sickness


		Kindoki as Traumatic Collective Memory and Class Struggle over Land


		Anthropological Analysis of Mob-Militia kindoki

		Kindoki as Social Theory: The Legitimation of Power in Aspirations for the Common Good






		Decolonizing Public Health and Knowledge


		Notes


		References






		4 Entrepreneurs of Grievances and Entertainment: Negotiating Social Contention and Healing in Mozambique

		Introduction

		Social Histories of Afflictions and Healing in Gorongosa






		Mediation of Illnesses, Social Conflicts, and Healing: Madzoca Spirits and Healers


		The Civil War, Famine, and the Rise of Gamba Spirits and Healers


		Post-Civil War Reconstruction and the Incorporation of Mass Media Technologies in Oracle Divination


		Continuity in Violent Political Conflicts, Cycles of Instability, and the Rise of Songs on Demand

		Song # 1 Problems with a Local Chief


		Song # 2 Father and Son Conflict


		Song # 3 Difficulties to Get Married and Have Children


		Song # 4 Dispute over Inheritance


		Song # 5 Local Chief Accused of Improprieties






		Songs on Demand: Between Grievances and Laughter


		Notes


		References






		5 “Walking the Road to Death”: Perspectives on Cancer Causation and Interventions among West African Immigrants in France

		Alternative Medicine in France


		Non-Biomedical Specialists in Paris


		Meanings and Management of Breast Cancer


		Références






		6 Spiritual Afflictions and Disagreements: Unpacking ‘Collaboration’ Between Community Psychiatry and Spiritual Healing in Rural Southwestern Ghana

		Introduction


		The ‘Collaboration’ Discourse in Ghana: From the Postcolonial Legitimation of Traditional Medicine to Current Global Mental Health Policies


		Understanding-Not Understanding


		Language, Ignorance, and ‘Education’ at the Psychiatric Unit


		What if It Is not ‘a Curse’? (Non)engagements with the-Rest-of-What-Is


		Conclusion


		Notes


		Bibliography






		7 Navigating Medical Pluralism: HIV/AIDS and Traditional Healing Practices in South Africa

		Introduction


		Method of Study


		Overview of Medical Pluralism in South Africa


		The Social Context of HIV/AIDS in the Eastern Cape Region of South Africa


		The Policy Landscape of HIV/AIDS, Traditional Medicine, and Democratic Transition


		The Lingering Socio-Economic Inequalities of the Apartheid Era


		The Return to Tradition Policy Framework


		The Embrace of Democracy and Cultural Rights


		Traditional Medicine: A Double-Edged Sword in the HIV/AIDS Struggle


		Conclusion


		Note


		References






		8 Nganga and Public Health: How to Deal with the Ambiguities of Healing?

		Healers (nganga) Among the Maka (Cameroon): How to Control the djambe?


		The Ralushai Report (South Africa): ‘Drawing a Clear Line’


		Éric de Rosny, Jesuit cum Initiated Healer, and His Struggle to Overcome Ambiguity


		Conclusions


		Notes


		References






		9 “Waganga Use Culture, Not Science”: Traditional Healing, COVID-19, and Epistemic Contestation in Tanzania

		Traditional Healing in Mwanza


		Healers and the State

		Healer’s Perceptions of Themselves and Biomedicine


		COVID-19 in Magufuli’s Tanzania


		Conflicting Epistemologies






		Conclusion


		Notes


		References






		10 Debilitating Afflictions, Christian and Islamic Healing Centers, and the Reshaping of Public Health in Côte d’Ivoire

		Prayer, Zikr, and Sacred Concoctions: Therapeutic Practices in Christian and Islamic Centers


		Waiting for Healing: Faith, Miracles, and Suspended Lives

		‘A Salamander Came Out of My Body’: Ibrahim’s Miraculous Healing


		Three Years in Chains: Clarisse and Ange’s Unfinished Healing






		Obedience and Reflection: How Miracles Reshape Spiritual Subjectivities


		Recognition Without Relationality: State Policy and the Integration of Spiritual Healing


		Notes


		References






		Epilogue: Spiritual Insecurity and “Post-Global” Public Health in Africa


		Index





Book Landmarks



		Cover Page


		Endorsement Page


		Half Title page


		Series Page


		Title Page


		Copyright Page


		Contents


		Illustrations


		Contributors


		Acknowledgements


		Start of Content






List of Illustration



		Figure 2.1 Kedjom Keku in Tubah Sub Division, Mezam Division, North West Region of Cameroon.


		Figure 2.2 Traditional protocols for preventing or treating spiritual or unnatural illnesses.


		Figure 2.3 Rite to guide the deceased to the ancestral world.


		Figure 2.4 Traditional instruments used in religious ceremonies.


		Figure 3.1 Kusikila explains 1965 elections.


		Figure 3.2 Kusikila assisting Dr. William Arkinstall in collecting and pressing medicinal plants shown by Nganga Kitemo.


		Figure 3.3 Kusikila and John Janzen, Tadi.


		Figure 10.1 Young men under restraint at an Islamic healing center near Divo, Côte d’Ivoire (2021).


		Figure 10.2 Woman under restraint at an Islamic healing center near Divo, Côte d’Ivoire (2021).


		Figure 10.3 Residents under restraint at a Christian healing center near Bongouanou, Côte d’Ivoire (2021).





Pages



		i


		ii


		iii


		iv


		v


		vi


		vii


		viii


		ix


		x


		xi


		xii


		1


		2


		3


		4


		5


		6


		7


		8


		9


		10


		11


		12


		13


		14


		15


		16


		17


		18


		19




























































































































































































































OEBPS/images/9781003622918.jpg
G PR

Routledge Research in Health and Healing in Africa
and the African Diaspora

PUBLIC HEALTH AND
SPIRITUAL AFFLICTIONS IN
AFRICA AND THE DIASPORA

EPISTEMIC POLITICS OF PLURAL
HEALING WORLDS

Edited by
Boris Koenig






OEBPS/images/logo.png
é Routledge

Taylor &Francis Group
LONDON AND NEW YORK





