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Abstract
Purpose  This work complements a quantitative review by Nortje et al. (Lancet Psychiatry 3(2):154–170, 2016) by exploring 
the qualitative literature in regard to the perceived effectiveness of traditional and faith healing of mental disorders.
Method  Qualitative studies focusing specifically on traditional and/or faith healing practices for mental illness were retrieved 
from eight databases. Data were extracted  into basic coding sheets to facilitate the assessment of the quality of eligible 
papers using the COREQ.
Results  Sixteen articles met the inclusion criteria. Despite methodological limitations, there was evidence from the papers 
that stakeholders perceived traditional and/or faith healing to be effective in treating mental illness, especially when used in 
combination with biomedical treatment.
Conclusion  Patients will continue to seek treatment from traditional and/or faith healers for mental illness if they perceive 
it to be effective regardless of alternative biomedical evidence. This provides opportunities for collaboration to address 
resource scarcity in low to middle income countries.

Keywords  Traditional healing · Faith healing · Mental illness · Perceived effectiveness · Qualitative · Review

Introduction

“Medicine born of necessity was at first magic, then 
a prayer, finally an art, and only recently a science.” 
(Bromberg, W., 1937, The mind of man. New York: 
Harper.)

Traditional and faith healers (TAFH) constitute a key part 
of the mental health care system [1–3]. This is especially 
true in low and middle income countries [4] where patients 
with severe mental illness either do not receive formal psy-
chiatric treatment [5] or receive sub-optimal care due to the 
failings of medical and psychiatric care systems [3]. The 
World Health Organization (WHO) estimates that around 
80% of the population in developing countries depend on 
TAFH for their health care needs [1].

Due to scarcity and the uneven distribution of formal 
health care resources, with fewer health personnel in rural 
than in urban areas [6], TAFH often serve as the first [7] or 
alternative point of contact for large sections of the popula-
tion [3]. TAFH are perceived by the community as more 
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accessible and affordable than formal health care provid-
ers [2, 4]. Further, TAFH are sometimes consulted subse-
quent to patients going to hospital [8], because they provide 
patients with culturally relevant explanations of the cause 
of illness [9]. TAFH share the cultural belief systems of the 
communities where they are located [1]. These belief sys-
tems influence the diagnosis and treatment practices [10] 
and provide explanatory causes of illness to patients and 
their caregivers [1], and possibly their perceptions of the 
appropriateness and effectiveness of treatments.

Whilst TAFH are able to recognize common psychiatric 
illnesses [11]—with psychosis being the most easily identi-
fied—this recognition remains limited [12]. For example, 
the biomedical concept of depression is only partially under-
stood [13], with the condition often labelled as thinking too 
much or being stressed [1]. Culturally specific understand-
ings of mental illness notwithstanding [14], there is evidence 
showing that biomedically-defined psychiatric disorders are 
not only present but are also recognizable in cultures that 
do not subscribe to biomedical paradigms [15]. When such 
disorders are diagnosed and treated by TAFH, they may use 
alternative culturally relevant labels for such conditions. In 
a systematic review focused on evidence from quantitative 
studies, Nortje et al. [2] found that there is some benefit for 
patients with a limited range of mental health conditions 
attending TAFH. The authors highlight the inadequacy of 
relying only on quantitative evidence to assess the effective-
ness of TAFH approaches. In particular, due to the exclusion 
of anecdotes and case reports, many insightful papers were 
not reported on. For this reason, perceived effectiveness—
which influences preference of treatment modality [3]—of 
TAFH could not be adequately explored in the review [2]. 
In this paper, we seek to complement the review by Nortje 
et al. [2] by providing evidence derived from qualitative and 
ethnographic studies of the perceived effectiveness of TAFH 
approaches for mental disorders. We hypothesized that tra-
ditional and faith healing interventions for mental illness 
would be perceived as effective, with the type of intervention 
sought strongly dependent on both contextual and cultural 
beliefs relating to illness causation.

Methods

Search strategy, definitions, and selection criteria

This review aimed to include publications that address, 
directly or indirectly, the effectiveness of TAFH for mental 
disorders. The following broad keywords were used in the 
literature search to maximize the scope of the search: tradi-
tional healing, traditional healers, complementary medicine, 
alternative medicine, spiritual healing, spiritual healers, 
faith healing, faith healers, mental health, mental illness, 

treatment, counselling, effectiveness, efficiency, and useful-
ness. Eight widely used databases were searched including 
EBSCOhost, Cochrane Library, PubMed, PsychOnline, Psy-
chLit, CINAHL, Social Science Citation Index, and Afri-
can Journals On-line. Reference lists of included articles 
were consulted for additional papers; however, this did not 
yield additional papers. RefWorks was used to coordinate 
the search. The review protocol is registered on Prospero 
(CRD42016048954).

Traditional and faith healing

For the purpose of this review, which serves as a comple-
mentary paper to Nortje et al. [2], the operational definition 
of traditional and faith healers as provided by Nortje et al. 
[2] was used: “healers who explicitly appeal to the spiritual, 
magical, or religious explanations for disease and distress” 
(p. 155). As indicated by Nortje et al. [2], this definition 
includes those healers who typically use sacred rituals, cer-
emonies, talismans, divination, and prayer to treat mental 
illness. TAFH who use physical treatments, such as herbs or 
bone-setting to complement spiritual treatments, were also 
included. For the current review to be in synchrony with 
that of Nortje et al., we excluded healers who use mainly 
physical, humoral, or quasi-mechanical treatments for men-
tal illness (for example, acupuncture, chiropractic, herbal-
ism, homeopathy, traditional Chinese medicine, Ayurveda, 
Qi-gong, Reiki, sweat lodges, and Western medicine) [2].

Mental illness

Only studies in which TAFH practices (as defined above) 
were used to treat mental illness were included in the cur-
rent review. In this review, we regard as “mental illness” 
any condition that would have been so classified in either 
the Diagnostic and Statistical Manual (DSM) [16] or the 
International Classification of Diseases (ICD). Thus, stud-
ies which specifically indicated a DSM or ICD disorder, or 
where the symptomatology described met the definition of 
a “mental illness” as per the DSM or ICD, were included.

Additional selection criteria

Only peer reviewed studies published in English before July 
2016 were included in the review. No starting period was 
specified so as to be as inclusive as possible. The current 
review included qualitative studies that employed focus 
groups, individual interviews, case studies, and observations 
which provided insight into the perceived effectiveness of 
TAFH in the treatment of mental illness. The perspectives 
of healers, patients, patient care givers, and other treat-
ment staff were included so as to generate data on diverse 
views and experiences. Effectiveness/efficacy was defined 
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in the broadest sense of does it or does it not work. As such, 
perceived effectiveness in this review refers to the subjec-
tive impact of TH and FH interventions as experienced or 
reported by the stakeholders included in the studies, rather 
than objectively assessed outcomes of the interventions.

Literature search

An initial (25 May 2016 and 09 June 2016) and a second-
ary (7 November 2016) literature search were conducted by 
two library personnel (see Fig. 1). The following steps were 
taken with each search to determine inclusion:

1.	 Duplicates were deleted.
2.	 The first author read through the articles’ abstracts. 

Quantitative, review, and commentary articles were 
immediately excluded, as were articles not meeting the 
inclusion criteria of TAFH and mental illness.1 The 
first author consulted with the second author in cases of 
uncertainty.

3.	 The first and second authors independently assessed the 
full text of the remaining articles using a basic Excel 
coding sheet. Coding sheets were compared and disa-
greements resolved through discussion. Articles not 
meeting the inclusion criteria or containing insufficient 
information were excluded (Fig. 1).

Data extraction and synthesis

Initially the text of individual studies was treated as a whole 
while major themes and categories were identified. Basic 
Excel coding sheets were used to extract and denote elemen-
tary details of each study. Information and quotations regard-
ing perceived effectiveness were highlighted and extracted 
into one document. The extracted data were read in their 
entirety in order to identify overlapping themes. Data were 
synthesized according to four main themes: (1) the influ-
ence of cultural context, (2) spiritual and faith healing, (3) 
traditional healing, and (4) concurrent biomedical treatment.

Initial Search
1792

Literature search on 25 May, 09 June, and 07 November 2016. Data 
bases: EBSCOhost, Cochrane Library, PubMed, PsychOnline, 

PsychLit, CINAHL, Social Science Citation Index, and African 
Journals On-line.

Secondary Search
261

Duplicates (i)
48

Duplicates (i)
0

Step (ii)
1744

Abstracts assessed. 
Quantitative, review, and commentary articles were immediately 

excluded, as were articles not meeting the inclusion criteria of 
Traditional Healing and Mental Illness.

Step (ii)
261

Step (iii)
32

Full text articles assessed using Excel coding sheet. Articles not 
meeting the inclusion criteria or containing insufficient information 

were excluded.
Step (iii)

5

Included in current review
16

Fig. 1   Literature search

1  Two articles [17, 18] were included in step (2) based on their 
abstracts. However, access could not be obtained to the full text of the 
articles. The two articles were subsequently excluded.
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Results

Eligible papers

In varying degrees, the 16 included articles provided insights 
on the perceived effectiveness of TAFH in the treatment of 
mental illness. However, none focused exclusively on effec-
tiveness, thus limiting the richness of data. Two articles 
focused specifically on meaning making (of mental illness) 
and how this influenced service use, two on meaning making 
(of illness) only, five on service use only, and seven articles 
focused on collaboration (see Table 1).

Quality of papers and sample information

The Consolidated Criteria for Reporting Qualitative 
Research (COREQ) 32-item checklist [19] was used to 
facilitate the critical appraisal of studies (See Appendix 1 
and 2 for Application and Scoring). In general, the articles 
provided very little information on the research teams and 
on reflexivity. With the exception of Bäärnhiel and Ekblad 
[25], which utilized a grounded theory orientation, none of 
the studies applied a specified theoretical framework, simply 
stating that a qualitative approach was used. Descriptions of 
the samples (see Table 2) were often vague; while for studies 
that collected data in multiple phases, demographic informa-
tion for each phase was not provided. Additionally, with the 
exception of Marsh et al. [23] and Shields et al. [32], clear 
operational definitions for terms such as traditional healing 
or faith healing were not provided.

The perceived effectiveness of traditional and faith 
healing

Reported perceptions of the effectiveness of TAFH varied 
and often dependent on whether research participants were 
from a biomedical orientation or not. In the following sec-
tion, we discuss: (1) the influence of context, (2) spiritual 
and faith healing, (3) traditional healing, and (4) concurrent 
treatment. Participant quotes from original articles are itali-
cized in quotation marks; direct quotes from articles (which 
are not by participants) are presented in quotation marks 
(not italicized).

The influence of context

The review revealed the importance of understanding the 
influence of context on the perceived effectiveness of mental 
health treatment [20–24]. For example, authors, Al-Krenawi 
and Graham [20] highlight the importance of understand-
ing the familial context of a patient’s psychotic symptoms 

which allowed a Dervish2 to cure the patient through the 
rituals of Tazeem and Hashar Al-Jinn.3 Likewise, Wessels 
[24] reported a case where the Zulu Diviner’s understanding 
of the patient’s familial situation assisted in the treatment 
of his psychotic symptoms through sacrifice (of a goat) and 
celebration.

The cultural context may also have an indirect influence 
on effectiveness. Participants were more likely to open-up to 
or accurately describe their symptoms to TAFH. Bäärnhielm 
and Ekblad [25] reported that participants actively avoided 
talking about certain symptoms to biomedical doctors. 
They (patients) stated that the biomedical doctors would 
not understand the idioms used, whereas traditional healers 
would: “Sometimes I think, am I bad at explaining? Or do 
they not understand? Or is it my bad luck? … It continues 
and continues. In the end death comes” [25, p. 445]. Thus, it 
is plausible that traditional healers may have a clearer, more 
thorough, description of patients’ symptoms on which to 
base their treatment compared to biomedical doctors. Par-
ticipants (patients) also did not want to be labelled as men-
tally ill by biomedical doctors [25].

The cause determines the treatment  Findings indicate that 
the perceived cause of mental illness, as informed by the 
context, influenced the preferred treatment method and its 
perceived effectiveness. This was especially the case when 
the cause was perceived to be supernatural [13, 26, 27], spir-
itual [22, 28, 29], or religious [25]. For example, a Ghanaian 
prayer camp pastor explained: “First is the spiritual, before 
the physical … The [psychiatric] medicine won’t work [and] 
the physical issue won’t resolve itself until the spiritual is 
addressed first … The healing actually comes spiritually 
before it manifests itself physically” [30, p. 8]. This was also 
explained by a minister, a faith-based healer, and a South 
African traditional healer, respectively:

Diyin God is a spirit, our inner being is also a spirit. 
So only spirit can affect spirit. … Peyote4 won’t heal 
my spirit, peyote won’t heal my mind … it can heal my 
body only, but not my soul … the healing that comes 
from God is the ultimate kind of strength and healing 
[31, p. 532].
The differentiation in this is that when the evil person 
is possessed, overall his problems will start reducing 
when he starts to do our holy rituals … in the case of 
mental illness, how ever[sic] many holy rituals we try 

2  Traditional Bedouin healers who treats mental and physical ill-
nesses using a variety of religious and cultural rituals [20].
3  Dervish healing practices comparable to the Western notion of an 
exorcism [20].
4  Traditional Navajo singing [31].
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to do, there is no improvement. So we realize that this 
person is suffering from mental illness [32, p. 376].
It is true that a person gets mentally disturbed if they 
don’t do their family rituals, or traditions … and then 
you find that some people have a calling, to become 
traditional healer. We can help patients who have a 
mental illness caused by African reasons [13, p. 286].

Spiritual and faith healing

In the case of spiritual causes of mental illness, it was gen-
erally believed that the “bomoh can cure my illness… she 
gave holy water … she asked me to chant every time after I 
perform my prayer. I did it … I feel relief” [28, p. 459], as 
was stated by a service user. According to the aforemen-
tioned authors, another spiritual treatment method perceived 
to be effective was fasting, explicitly mentioned in the Bible 
(Matthew 17:21). Fasting is perceived to provide strength 
for the spirit, irrespective of whether the patient or his/her 
loved ones fasted on his/her behalf [30]. According to the 
authors, prayer was also perceived to be effective in treating 
mental illness [29, 31–33].

One manner through which faith healing, specifically, was 
perceived to be effective, was through strengthening faith, as 
was stated by a service user: “I do believe the bomoh5 will 
help me strengthen my faith … I do believe the power of will 
inside me will help me against my illness” [28, pp. 459–460]. 
Stronger religion or faith was, therefore, perceived to result 
in improved health [21, 28, 30, 31].

Ineffective faith healing    Abdul and Bifulco [28] noted, 
however, that for one participant spiritual treatment “seems 
not to have had an effect” (p. 458). Faith healing and faith 
healers have not always been deemed to be effective in treat-
ing mental illness [3, 25, 28, 30]. The doctors and psychiat-
ric nurses interviewed by Arias et al. [30] highlighted that it 
“was difficult to assess whether mental illnesses were bio-
medical or spiritual in nature, and that it was, therefore, nec-
essary to first administer biomedical treatment” [30, p. 8]. 
In particular, the use of caning (which is often associated 
with spiritual treatment) was vehemently rejected as it was 
considered ineffective [30, 33]. Notably, many TAFH also 
rejected caning [30]. As stated by a Ghanaian Prophetess:

[I am] disgusted to think of that because we don’t [beat 
patients] here, because the person is suffering and they 
are already afflicted, so how [can] you inflict pain on 
[such] a person? We have never done that and will 
never do that [30, p. 9].

Chaining, another treatment method often associated 
with spiritual treatment, was also perceived to be ineffec-
tive: “maybe they will chain them … that will not help” [30, 
p. 12]. However, it should be noted that whilst chaining was 
perceived by many to be an ineffective treatment method, the 
prayer camp staff described chaining to be a practical (and 
often the only available) means of keeping patients from 
running away [30].

Traditional healing

Bäärnhielm and Ekblad [25] reported that an amulet was 
perceived to be effective in treating mental illness, stating 
that “her [the patients’] feeling of being worried decreased” 
(p. 442). Amulets were perceived to be even more effective 
when used in combination with a hoca,6 as one service user 
described: “He reads the Koran and then the amulet helps 
… It depends on your belief” [25, p. 443]. Similarly, a male 
patient described how Indigenous Aboriginal Elders “facili-
tated the healing power of the smudging, drumming songs 
and the sacred Bundle; the Elders brought the spirituality to 
the circle” [23, p. 11]. Another traditional treatment which 
was perceived as effective was described by a patient:

You know we have a sort of natural water … Warm 
springs yes. You lay in the warm water … It is not 
hama [Turkish bath] … We have an old custom. We 
burn a little piece of paper. You put the paper in a 
glass. You put the glass on your back. It draws from the 
flesh of the back … You get something like a bruise. 
It helped … One day they saw my bruise at work … 
They got upset. I explained. It did not matter what I 
explained. They asked if my husband had been beating 
me [25, pp. 442–443].

The traditional Māori treatment of whakawetewete7 was 
perceived to be effective and the young patient reported that 
he “had not heard any more voices and he and his mother 
could not recall the last time he had had a seizure like epi-
sode” [29, p. 350]. Similarly, Connor [22] reported three 
specific cases in which Balian ritualistic treatments were 
effective in treating mental illness. Additionally, Connor 
[22] states that “in many cases I encountered … the patient 
recovered after only a short course of traditional treatment” 
[22, p. 785]. Other effective traditional treatments included 
Tobacco Smoking Way, Turning of the Basket [31], sacred 

5  Local traditional Malaysian healers [28].

6  A hoca is a folk healer who could be a teacher versed in the scrip-
tures serving in mosques and Koranic schools as well as functioning 
as a prayer-leader and an interpreter of the Koran [25].
7  Whakawetewete is a Māori ritual of forgiveness and releasing past 
hurts [29].
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bundles, drumming, smudging, sweat lodges [23], herbs, 
muti8 [13, 27], and traditional Gujarat rituals [3].

Lack of effectiveness of traditional treatment methods  Tra-
ditional treatment methods were not always perceived as 
effective [3, 22, 26, 27, 31]. Sorsdahl et al. [11, 13] reported 
that traditional healers will refer patients to a Western doc-
tor if traditional medicine is not effective in treating patients 
with mental illness. Connor [22] described two specific 
cases in which Balian traditional treatments were not effec-
tive in treating mental illness, and patients were left at men-
tal hospitals as the custodial institutions. In these cases, the 
patients’ curses were deemed too strong for treatment by 
Balian healers and for treatment by mental hospitals. Simi-
larly, Garrity [31] found some Navajo perceived traditional 
healing methods lacked the power to cure substance abuse, 
especially since substances are a recent phenomenon. This 
was described by one participant:

A person that’s become addicted to wine, alcoholic 
drugs, there is no such ceremony for this. The cer-
emonies were created I don’t know how many mil-
lion years ago. Wine or alcoholic drugs were created 
just recently; therefore there are not ceremonies for it. 
Marijuana is another one that is without a ceremony so 
there’s really nothing that you can do … because it’s a 
recent invention [31, p. 525].

Musyimi et al. [27] reported a traditional healer as say-
ing: “They [clinicians] tease the patients we refer to them 
by discrediting their use of herbs and warning the patients 
they might die if they continue using herbal medicine” (p. 5).

Concurrent treatment

In many of the studies, participants received biomedical 
treatment concurrently (n = 8) with TAFH [3, 20–24, 28, 
32]; or participants received biomedical treatment shortly 
prior (n = 2) to receiving TAFH [22, 29]. It was, therefore, 
difficult to determine the effectiveness of any particular 
treatment method exclusively. Some perceived the combi-
nation of treatment to be effective [3, 23, 32] or as the best 
treatment [28].

Other participants found that “the traditional system 
helped them more than the biomedical” [21,  p. 232]. Al-
Krenawi and Graham [21] noted that female patients were 
more likely to attribute improvements to traditional treat-
ments when they were used concurrently with biomedical 

treatments. Similarly, the effectiveness of biomedical treat-
ment was attributed to the power of God and not necessarily 
to the medication itself [23, 25, 30]. This is illustrated when 
a Ghanaian prayer camp Pastor stated:

[We] believe that the knowledge, the intellect that God 
has given man, which man is [using in] producing 
drugs, is also a gift of God. We don’t have to despise 
it, as God has given somebody the gift of healing. 
When we despise the gift of the drugs that God has 
provided for somebody to be given during sickness, 
then it seems we are not appreciating what God is 
doing because the knowledge and the wisdom have 
been imparted … from God [30, p. 10].

Interestingly, some traditional healers from Sierra Leone 
attributed the lack of improvement in a child’s mental health 
to the will of God: “Some are made like that by God. We 
don’t go against this” [33, p. 6]. The same traditional heal-
ers expressed particular difficulties in treating children with 
mental illness [33].

Discussion

Sixteen articles met the inclusion criteria for the current 
systematic review comprising qualitative studies of the 
treatment of mental illness by TAFHs. However, none of 
the articles focused exclusively on perceived effectiveness 
or provided a comprehensive or clearly-defined assessment 
of effectiveness. The articles tended to focus on a range 
of features, other than effectiveness, including collabora-
tion between biomedical and TAFHs, illness meaning and 
understanding, service use, or local explanations and stigma. 
Nonetheless, the studies contained qualitative data which 
provided some insights into the subjective or perceived 
effectiveness of TAFHs in treating mental illness. Whilst 
some studies specified the type of mental illness (for exam-
ple, major depressive, dysthymic, panic with agoraphobia, 
generalized anxiety, somatization, and pain), the data were 
not specific in indicating which healing method was used 
to treat which illness—with the exception of the Two-Eyed 
Seeing Approach used to treat intergenerational trauma and 
substance use [23]. Thus, from the studies included, it is 
not possible to comment more definitively on objectively 
verifiable effectiveness of TAFHs in treating specific mental 
illness.

Perceived effectiveness

The review revealed the importance of understanding the 
influence of context on the perceived effectiveness of mental 
health treatment. TAFH’s understanding of the familial and 
cultural context of their patients’ symptoms allowed them to 

8  South African term used to refer to a mixture of herbs and other 
materials. Healers are generally secretive and unwilling to name the 
contents of the muti. One healer mentioned a muti containing Methyl-
ated spirit, Benzine, Indonya, vingar, and umdlebe [13].
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provide culturally relevant treatments which were generally 
deemed effective [20–25]. Additionally, contextual and cul-
tural beliefs regarding the causation of mental illness seemed 
to have influenced the type of treatment sought. If the cause 
of an illness was deemed to be religious, spiritual, cultural, 
or supernatural, it was generally believed that traditional and 
faith healing treatment would be effective [13, 22, 25–32] 
and biomedical treatment would be ineffective.

Spiritual and faith healing were perceived to be both 
effective and ineffective. The reliance on God [34, 35], and 
prayer [36, 37] in treating mental illness, has previously 
been documented. Specifically, research has indicated a 
significant reduction in depression symptoms using prayer 
as treatment [36, 37]. However, not all spiritual and faith 
healing methods were perceived as effective or acceptable. 
Caning, often associated with faith healing, was vehemently 
rejected [30, 33]. Previous research has also documented the 
potentially harmful effects (at Sudanese shrines) of beating 
patients with schizophrenia [38] and other mental illnesses 
[34]. Whilst Sorketti et al. [38], found a statistically sig-
nificant reduction in Positive and Negative Syndrome Scale 
(PANSS) scores, this may not be attributable to beating since 
the intervention included various other treatment forms.

Similarly, traditional healing was perceived to be both 
effective and ineffective. The use of traditional rituals has 
been documented previously [2] with a suggestion that it 
promotes successful outcomes through increased expectancy 
and belief in the healer [39]. However, due to the diversity 
and often poor operational definitions of the traditional heal-
ing methods included in the current review, it is not possi-
ble to define which methods are perceived as effective and 
which not. Nonetheless, it would appear that when ineffec-
tiveness was perceived, rather than the traditional treatment 
per se, the cause was often ascribed to the illness and/or 
curse being too strong [22, 31].

The present findings highlight the importance of the 
healing effects of belief, be it in the treatment mode or 
the treatment provider, and what Alling [40] argues to 
be what has been called the placebo effect—and should 
rather be referred to as the power of belief. According to 
Alling [40], the placebo effect refers to but one aspect of 
several complex self-healing processes within our minds 
and bodies. The mind has the ability to relieve pain and 
suffering without our awareness, under certain conditions, 
and is the basis for the powerful healing effect of belief 
in the treatment mode or the treatment provider, to acti-
vate self-healing [40]. Various studies have indicated the 
healing abilities of the placebo effect (or power of belief); 
including in, for example, depression [41, 42]. Thus, even 
though some of the above-mentioned traditional and faith 
healing treatments lack the biomedical-required evidence 
of objective efficacy required, the healing power of belief 
should not be ignored. As stated by Kleinman [44], the 

maximization of a placebo effect (or power of belief) 
“should be applauded rather than condemned for exploit-
ing a useful therapeutic process which is underutilized by 
the health care industry.”

Conclusion

Despite the recent increased interest in the perceived effec-
tiveness of TAFHs in treating mental illness within the psy-
chiatric paradigm, studies remain few and the use of quali-
tative methodologies sub-optimal. While this limits critical 
appraisal of the available evidence, current findings sug-
gest that TAFHs are perceived as effective in treating men-
tal illnesses. This was especially highlighted when TAFHs 
were used in combination with biomedical treatment, with 
stakeholders expressing appreciation for the culturally rel-
evant approach. This is particularly optimistic in light of 
the resource scarcity in mental health care and the need for 
collaboration between conventional and complementary 
health providers in low to middle income countries. Policy 
makers and future researchers should note that patients will 
continue to seek treatment from TAFHs for mental illness (if 
they perceive it to be effective), regardless of alternative bio-
medical advice. As such, more rigorous qualitative research 
on perceived effectiveness is necessary to better understand 
stakeholders’ perspectives of effectiveness. These findings 
should be incorporated into any program targeting collabora-
tion. The WHO, more than 15 years ago, noted the paucity 
of data and the lack of methodological rigour when survey-
ing the evidence on traditional and faith healing [43]. How-
ever, as evidenced in this review, qualitative research that 
has been conducted since then still falls short on quality. Of 
specific relevance to future researchers and policy makers, 
is the lack of a clear working definition of traditional heal-
ing in research and in policy documents. For example, the 
South African Traditional Health Practitioners Act of 2007 
defines a herbalist as “a person who engages in traditional 
health practice and is registered a herbalist under this Act” 
(p. 6). Similarly, a traditional birth attendant is defined as 
“a person who engages in traditional health practice and is 
registered a traditional birth attendant under this Act” (p. 6). 
The same definition is also used for a traditional health prac-
titioner and a traditional surgeon. In truth, there is thus no 
clear distinction between different healers groups according 
to the Act. As traditional and faith healing practices have 
developed within different cultures and in different regions, 
TAFHs’ practices differ and did not necessarily develop par-
allel to each other [43]. Thus, such ambiguous definitions in 
policies—and research papers—are inadequate for applica-
tion or drawing any substantial evidence for the efficacy of 
traditional and faith healing.
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Limitations and recommendations

The exclusion of papers not published in English, given the 
language ability of the first two authors and the high cost of 
translations, is a consistent weakness in terms of representa-
tiveness. Future reviews should consider including papers 
published in other languages. Another limitation of the 
current review is the lack of a secondary blinded literature 
search and review (due to time and resource constraints).

The use of DSM or ICD definitions of mental illness 
to determine eligibility limited the papers which could be 
included in the current review. Many studies provide loose/
unsystematic descriptions of mental illness and these stud-
ies were excluded. In considering the cultural phenotypes of 
mental illness, DSM and ICD classifications may have their 
limitations. While the current review focussed specifically 
on the DSM and ICD definitions of mental illness, future 
studies should consider broader definitions to include more 
diverse studies.

Generally, the quality of the studies included in the cur-
rent review was cause for concern. There are three main 
limitations that need to be considered in interpreting these 
findings. First, with the exception of Marsh et al. [23] and 
Shields et al. [32], no operational definitions for terms such 
as traditional healing or faith healing were provided, making 
it difficult to pinpoint the exact methods of healing used to 
treat mental illness. The lack of operational definitions was 
also challenging when assessing the literature for inclusion 
of studies in the current review; it was often up to the authors 
to subjectively assess eligibility based on vague descriptions 
of TAFHs and traditional and faith healing practices. Conse-
quently, we cannot purport that this review is exhaustive as it 
is possible that eligible studies were overlooked. Whilst we 
do not suggest that a blanket definition of TAFHs is neces-
sarily possible given its inherent nature, this does not excuse 
the lack of operational definitions being applied. Consid-
ering the diversity of TAFHs globally, it is surprising that 
definitions and descriptions of the type of traditional and/or 
faith healing have not been applied. Thus, we recommend 
that future researchers provide clear operational definitions 
when conducting research on this topic.

Quotations were often not contextualized thereby creat-
ing confusion as to whose perspective was being reported 
or which mental illness/treatment methods were being 
referred to. Additionally, since the included studies did not 
focus exclusively on the perceived effectiveness of TAFHs, 
extracting information that was thought to be pertinent 
proved challenging and prone to misinterpretation. Subse-
quently, we are only able to report more generally on the 
perceived effectiveness of TAFHs.

Last, demographic data were not always clearly reported. 
Information was sometimes contradictory or only described 
as it pertained to quantitative sections of the manuscript. 

Additionally, the cultural specificity of traditional and faith 
healing [14, 44] requires very detailed contextual data to facili-
tate generalizability. The sparse demographic data combined 
with the lack of contextual data suggest that the findings of 
these studies may have limited generalizability.

The problems we have faced in conducting this system-
atic review is a combination of the (1) source content for the 
review (paucity of studies, methodological weaknesses and 
variable quality of studies, and low levels of evidence) and 
(2) the theoretical limits of addressing the question of effec-
tiveness of traditional and faith healing interventions (from 
both quantitative and qualitative perspectives) in view of wide-
ranging and mixed practices, cultural diversity, and the domi-
nance of ICD/DSM diagnostic systems which lack parsimony 
with traditional concepts of mental illness. Whilst the fairness 
of subjecting TAFHs to an essentially biomedical systematic 
review is open to debate, we argue that the present review is 
still a useful, albeit imperfect synthesis of the existing evi-
dence. Nonetheless, we would recommend a mixed-method 
design to investigate the effectiveness of TAFHs in treating 
mental illness that includes ethnographic approaches, and in 
particular, extensive person-centred ethnography.

These limitations highlight the lack of high quality quali-
tative studies on the perceived effectiveness of TAFHs in the 
treatment of mental illness. Future research should provide 
clearer definitions of TAFHs as part of their methodology. 
Additionally, richer, more nuanced, and better contextualized 
data will allow for more informed conclusions on the effec-
tiveness of specific traditional and faith healing methods in 
the treatment of specific mental illnesses. Finally, future stud-
ies should follow a more rigorous approach in terms of the 
recording and reporting of demographic data to enhance the 
generalizability of findings.
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