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Abstract
Background  Mycetoma is a neglected tropical disease with significant physical, social, and economic consequences. 
In Sudan, biomedical services dominate health policy and funding, often marginalising coexisting traditional healing 
systems. Understanding the interplay between these parallel systems is essential for improving patient outcomes.

Objective  To explore the role of traditional healers in mycetoma management in Sudan, examine patients’ health-
seeking behaviours, and analyse the power dynamics shaping healthcare pathways.

Methods  We conducted a qualitative study using a critical medical anthropology framework. Data were collected 
through in-depth interviews, focus group discussions, and environmental observations, including analysis of health 
promotion materials. Participants included individuals with mycetoma, their families, carers, biomedical practitioners, 
and traditional healers. Data were thematically analysed to identify patterns in help-seeking, treatment experiences, 
and inter-system relationships.

Results  Traditional healers were found to be the first point of contact for most people with mycetoma. Reliance 
on healers was influenced not only by economic barriers but also by cultural trust, social support, and systemic 
inequities. Biomedical practitioners frequently perceived healers as a cause of treatment delays, reflecting entrenched 
power asymmetries between health systems. Health promotion materials reinforced biomedical dominance and 
contributed to the marginalisation of traditional healing. Patients’ experiences were shaped by both interpersonal and 
institutional power relations.

Conclusions  Traditional healers play a crucial role in sustaining access to care for people with mycetoma in Sudan. 
Effective collaboration between health systems will require addressing the structural and relational power imbalances 
that currently hinder integration. Recognising traditional healers as healthcare stakeholders is essential for culturally 
appropriate and equitable health interventions.
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Introduction
Notions of healing are central to all medical systems, 
encompassing a diverse array of practices embedded in 
cultural, social, and spiritual contexts. Anthropologi-
cal research has long documented the wide variation in 
healing traditions across the globe, revealing both uni-
versal elements—such as defined healer–patient roles, 
ritualised interventions, and culturally meaningful meta-
phors—and culture-specific features shaped by local cos-
mologies and historical trajectories [1]. In many societies, 
traditional healing extends beyond the scope of codified 
“traditional medicine” to integrate ritual, community sol-
idarity, and spiritual mediation, thereby situating illness 
and recovery within a broader framework of meaning 
and moral order [2].

In this paper we use the term “traditional healing” 
deliberately to highlight the interplay of material, social, 
and symbolic dimensions in care for mycetoma, and to 
situate these practices within the wider anthropological 
literature. The study of traditional healing can improve 
understanding of how different individuals shape knowl-
edge of anatomical and physiological function, body 
image, and the meanings attached to symptoms. It 
describes how cultural socialisation practices differen-
tially influence the health and illness behaviours of males 
and females, and recognises the beliefs and practices, 
values, knowledge, and traditions framed by the culture 
and worldview of a people [3]. Traditional healers have 
long been integral to healthcare in many communities, 
especially where conventional medical systems are inac-
cessible or culturally incompatible. In such contexts, 
the methods used by traditional healers, often holistic 
and deeply rooted in local beliefs, offer not only a thera-
peutic approach but also promote cultural continuity 
and personal empowerment [4]. By utilizing indigenous 
healthcare modalities, individuals can maintain a sense 
of autonomy over their health decisions, fostering higher 
community self-esteem and trust in care practices that 
reflect their values [5, 6]. Cooperative efforts between 
traditional and modern healthcare systems could sig-
nificantly enhance health service delivery, particularly 
in underserved areas [7]. In such contexts, community, 
cultural, and personal self-esteem can be raised through 
people’s use of their own, instead of foreign, modalities of 
care to maintain or improve their health [8]. In this paper, 
we describe the knowledge and services provided by tra-
ditional healers towards mycetoma in a East Sennar State, 
Sudan, and the associated mycetoma management path-
ways. In so doing, we use insights from social sciences to 
ask whether and how traditional healing practices are, or 
should be, integrated into mainstream biomedicine.

In regions with scarce medical resources, with clashing 
transitions between modern and ancient health cultures, 
the approach to healthcare is often based on a person’s 

own understanding of their health, life, and being [9]. In 
1978, at the International Conference on Primary Health 
Care (PHC) held at Alma Ata, the World Health Organi-
zation (WHO) recommended cooperation between tra-
ditional and Western, or so-called ‘modern’ – biomedical 
– systems of healthcare [8, 10]. Traditional medicine is 
very popular in most regions of sub-Saharan Africa. It is 
estimated that traditional healers cover 80–90 per cent 
of healthcare in Africa and that 80 per cent of the global 
population seek out traditional healers to meet their pri-
mary healthcare needs [11–13]. In 2020, Labhardt et al.. 
listed the most frequently mentioned reasons for seeking 
a traditional healer in Cameroon: consistency with local 
cultural values and beliefs; a therapeutic healer-patient 
relationship; proximity; and lower cost compared with 
biomedical healthcare facilities. In addition to being 
accessible and affordable, traditional medicine is often 
deeply embedded within, and aligned to, local or inher-
ited belief systems, a connection that is particularly pro-
nounced in rural settings. Given the significant number 
of people seeking care from traditional practitioners, 
numerous health programmes have attempted to involve 
traditional healers, especially within HIV⁄AIDS education 
and care packages [14].

Mycetoma is a chronic, granulomatous, devastating 
neglected disease of the skin that is common in tropical 
and subtropical regions. Mycetoma commonly affects 
young adults, particularly males aged between 20 and 40 
years [15], and also mostly those within low- and mid-
dle-income countries. Associated with rural agricultural 
practices [16], people of low socio-economic status and 
manual workers, such as agriculturalists, labourers, and 
herdsmen, are the most commonly and worst affected 
[17]. Sudan remains the homeland of the disease, with the 
highest number of cases (10,608) globally being reported 
from Sudan [18]. Mycetoma affects subcutaneous tis-
sues, often leading to severe deformities, disability, and 
even death if untreated. It is primarily caused by fungal 
organisms (eumycetoma) or bacteria (actinomycetoma) 
and is predominantly found in tropical and subtropical 
regions, particularly in areas with arid climates and low 
humidity, such as Sudan. Globally, the exact burden of 
mycetoma remains uncertain due to underreporting and 
limited epidemiological data [17]. In Sudan, mycetoma 
is prevalent in areas including Sennar, Al Jazirah, and 
Khartoum states, as environmental factors such as prox-
imity to water bodies, soil composition, and vegetation, 
particularly the presence of Acacia trees, are linked to 
its occurrence [19]. A study conducted in Sudan’s East-
ern Sennar locality found a prevalence rate of 0.87%, with 
most cases occurring in males between the ages of 31 and 
45 [19]. The disease is often diagnosed late due to poor 
healthcare access, leading to extensive tissue damage and 
the need for surgical interventions, such as amputations, 
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which further exacerbate the socio-economic impact on 
affected individuals and their families. Despite its severe 
consequences, mycetoma remains a neglected tropical 
disease, and there is an urgent need for better prevention, 
early detection, and integrated management strategies 
to alleviate its burden, particularly in endemic areas like 
Sudan [20].

Traditional medicine contributes significantly to the 
treatment of mycetoma in Sudan. According to Kunna et 
al., almost all of their study participants (389) had visited 
a traditional healer at some stage of their journey with 
the disease, and for 66 per cent of them the traditional 
healer was the first point of contact [21]. Medical plural-
ism, also known as the utilisation of multiple treatment 
modalities [22], occurs in circumstances where both 
biomedical and traditional healers are available to indi-
viduals [23]. Medical pluralism in Sudan reflects a post-
colonial struggle between biomedicine’s hegemony and 
indigenous epistemologies [24]. For people with myce-
toma, this manifests as fragmented care pathways shaped 
by mistrust in biomedical systems and cultural affin-
ity for healers. The terms ‘sequential’ and ‘simultaneous’ 
describe two health-seeking approaches that are used 
by individuals to access healthcare services. Sequential 
health seeking occurs when a patient visits more than 
one healthcare provider, trying each new provider only 
after the previous one has failed to provide a diagnosis or 
effective treatment [25]. In contrast, simultaneous health 
seeking describes a patient’s seeking diagnosis and treat-
ment from multiple healthcare providers at the same 
time [26].

Sequential health seeking is common among individu-
als with chronic illnesses, who may need long-term care 
[27]. However, sequential health seeking can lead to 
delayed diagnoses and treatment, as people may spend 
a significant amount of time seeking care from different 
providers before receiving effective treatment. In con-
trast, simultaneous health seeking is common among 
individuals seeking second opinions, or with those who 
lack confidence in the diagnosis provided by a single 
healthcare provider [27]. However, simultaneous health 
seeking can lead to fragmented care and increased 
healthcare costs, as patients may receive conflicting diag-
noses and treatments from different providers.

Little light has been shed on the relationships between 
traditional healers and the biomedical treatment of 
mycetoma both globally and nationally in Sudan. All con-
temporary studies focused on traditional healing in the 
country are biomedical and quantitative in nature and 
were conducted within the Mycetoma Research Center 
(MRC) [21, 28, 29]. Within the field of neglected tropical 
diseases, the need for a biosocial approach is paramount, 
especially when the gap between knowledge and practice 

is significant and when behavioural changes are neces-
sary [30].

The relationship between biomedical and traditional 
healing practices is complex and has long been a topic of 
interest within medical anthropology. Often, biomedical 
medicine has become dominant over traditional heal-
ing practices [31–33]. In this paper, we explore people’s 
health-seeking behaviours, the factors that influence 
these behaviours, and the reasons why people seek tra-
ditional healing treatment as a first treatment choice. 
We additionally examine, from a medical anthropologi-
cal perspective, how the biomedical mycetoma treatment 
system in Sudan overlooks the traditional healing system. 
Providing evidence of the shortcomings of this neglect, 
we claim the need for, and suggest ways to, bridge the 
gap between the biomedical and traditional mycetoma 
healing systems in Sudan, in order to improve treatment 
outcomes and the overall wellbeing of those affected by 
mycetoma.

Methods
Data was collected in the eastern part of Sennar State, 
Sudan. It was collected via rapid ethnographic fieldwork 
over periods of one week in 2018, one month in 2019, 
and three months in 2021. Our qualitative ethnographic 
approach involved participant observation. The initial 
observations focused on general, open-ended data collec-
tion, derived from individuals affected with mycetoma. 
In-depth interviews (both formal and informal), focus 
group discussions, participatory observations, and analy-
ses of key documents were also conducted.

A total of 78 interviews were conducted: eight key 
informants were affiliated to the Federal Ministry of 
Health (FMOH), some of whom were from the Depart-
ment of Communicable and Non-Communicable Disease 
Control, which is responsible for neglected tropical dis-
eases (NTDs) in Sudan, while four government officials 
were affiliated to the Sennar State Ministry of Health 
where the village is affiliated. all of whom were related 
to the mycetoma programme in the state ministry. Addi-
tionally, a total of six interviews were conducted with 
staff members, physicians, and researchers from the 
MRC. (Table 1)

To ensure a comprehensive understanding of the expe-
riences of the service users, thirty in-depth interviews 
were also conducted with individuals living in the com-
munities of East Sennar State. These interviews allowed 
us to explore people’s knowledge, experiences, and per-
ceptions regarding mycetoma. In addition to community 
members, interviews were conducted with community 
leaders who were closely associated with the area. Twenty 
interviews were conducted with patients who had first-
hand experience of the disease, and which shed light on 
their journey, challenges, and coping mechanisms. Eight 
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interviews were conducted with caregivers, who played 
a crucial role in supporting and caring for individuals 
affected by mycetoma. Lastly, insights from traditional 
healers were gathered through two interviews.

To document these findings, interviews were tran-
scribed, key observations were recorded, and photo-
graphs and videos were taken to support the emerging 
analysis. The initial field engagement involved a short 
visit to investigate a project in East Sennar State, one of 
the areas in Sudan most highly endemic for mycetoma. 
This visit captured not only verbal accounts, but also the 
physical and social environment, including climate, social 
interactions, village events, and day-to-day routines.

The lead researcher is a medical doctor with prior 
collaborative work at the MRC and sustained engage-
ment with affected communities in Sudan. This profes-
sional background facilitated rapport with participants 
and access to key informants, but also required reflexive 
attention to the potential influence of biomedical training 
and institutional affiliation on data interpretation. Rec-
ognising this positionality is important for situating the 
observations and analysis within both the researcher’s 
lived experience and the broader critical medical anthro-
pology framework employed in this study.

The interview and observation data were analysed the-
matically using an inductive approach informed by Braun 
& Clarke’s six-phase method of thematic analysis. This 
involved familiarisation with the data, coding, develop-
ing, and refining themes, and interpreting them within a 
critical medical anthropology framework. Field notes and 
observations were triangulated with interview transcripts 
to enhance validity [34].

To systematically analyse the MRC’s educational post-
ers (Figs. 3 and 4), we employed semiotic analysis [35] to 
understand how visual signs (e.g., colour, composition, 
symbols) construct meaning. The analysis focused on:

1.	  Representation: How traditional healers and 
doctors are depicted (e.g., clothing, skin tone, facial 
expressions).

2.	 Narrative: The implied storyline (e.g., suffering vs. 
cure).

3.	 Power Dynamics: Visual hierarchies (e.g., 
positioning, size).

Ethical approvals
Ethical approvals were obtained from the Brighton and 
Sussex Medical School (BSMS), reference no. ER/BSMS-
9DHJ/9, and the Soba Center for Research and Audit, 

Table 1  Demographics table summarizing the method and participants
Method Description Participants/Subjects Number of 

Interviews
Purpose/Focus

Key Informant 
Interviews

Semi-structured interviews with officials 
and experts in the field of mycetoma 
management and health policy.

8 key informants from the 
Federal Ministry of Health 
(FMOH) and 4 from the 
Sennar State Ministry of 
Health, including those in 
the mycetoma programme.

12 To gain insights from government 
health officials regarding mycetoma 
management and policies in Sudan.

Mycetoma 
Research Center 
Staff Interviews

In-depth Interviews with staff members, 
physicians, and researchers at the Medical 
Research Council (MRC).

6 individuals involved in 
mycetoma research and 
treatment at the Mycetoma 
Research Center.

6 To understand the medical research, 
perspectives, and treatment approaches 
related to mycetoma.

Commu-
nity Member 
Interviews

In-depth interviews with local residents 
of Wad Elnimear village to gather knowl-
edge, perceptions, and experiences.

30 members from the Wad 
Elnimear community.

30 To document the community’s knowl-
edge, experiences, and perceptions 
regarding mycetoma.

Patient 
Interviews

Interviews with individuals diagnosed 
with mycetoma to explore their experi-
ences and challenges.

20 patients with first-hand 
experience of mycetoma.

20 To gain an understanding of the pa-
tients’ journey, challenges, coping mech-
anisms, and treatment experiences.

Caregiver 
Interviews

Interviews with caregivers to understand 
their role in supporting individuals af-
fected by mycetoma.

8 caregivers of individuals 
with mycetoma.

8 To capture the perspectives of caregivers 
and their roles in managing the disease 
at the household level.

Traditional Heal-
ers Interviews

Interviews with traditional healers to 
understand their practices and role in the 
local management of mycetoma.

2 traditional healers prac-
ticing in the region.

2 To explore the role of traditional heal-
ing practices in the management of 
mycetoma and their integration with 
biomedicine.

Environmental 
Observation

Field visit to East Sennar state to observe 
the socio-cultural environment, daily 
routines, and climate. as well as to review 
and analyse Mycetoma Research Centre 
(MRC) health promotion posters dis-
played in public and healthcare spaces.

N/A N/A To document the social, cultural, and 
environmental context of the study 
area—including the messaging and 
visual representation of mycetoma in 
health promotion materials—which 
influences disease management.
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Soba Teaching Hospital, University of Khartoum IRB No. 
27,122,018. We followed local Institutional review board 
protocol and informed the Research Governance and 
Ethics Committee at BSMS accordingly.

Limitations
This qualitative study was conducted in a single rural, 
high-endemic area of Sudan, and this limits transfer-
ability of findings to other areas of the country. This 
approach however allowed us to acquire a deep under-
standing of the complex dynamics around mycetoma 
management in this area. We recognise that reliance 
on self-reported accounts may have introduced recall 
or social desirability bias; this was mitigated through 
cross-checking data across sources. In addition, the lead 
researcher’s background as a medical doctor with prior 
engagement at the MRC facilitated contextual insight but 
may have influenced data analysis and interpretation of 
findings. Reflexive journaling, peer debriefing, and veri-
fication of interpretations with local assistants were used 
to prevent this.

Results
Mycetoma starts with a painless lesion, so most individu-
als continue their life as usual without seeking immedi-
ate healthcare. Most of the individuals with the disease 
become worried only when the lesion turns painful and 
starts to limit their daily activities. Findings suggest that 
people use different mycetoma management pathways. 
Of those individuals who go directly to traditional heal-
ers, some remain with them exclusively, while others are 
referred by a healer to biomedical facilities. Data also 
indicates that various individuals with mycetoma sought 
treatment simultaneously from both biomedical and 

traditional healers, and some return to traditional healers 
after seeking treatment in biomedical centres. (See Fig. 1, 
below).

Traditional healers are the first point of contact
The first healthcare encounter for those who have myce-
toma is most frequently with a traditional healer; These 
healers use different modalities to treat mycetoma, 
including various herbal remedies, cauterisation of the 
wound, ruqia (recitation of specific verses from the Holy 
Quran), or mehaya (drinking water in which written 
Quranic verses have been dissolved), and other prayers 
(duaa) seeking relief from Allah.:

’Firstly, [I was] injured due to acacia thorn and after 
[a] long time [the] wound exuded black matter, so I 
went to meet the sheik [religious healer].’’

(30-year-old male, diagnosed with mycetoma)
Figure 2 below shows a holia, an annual gathering 

held to commemorate the anniversary of the sheik who 
founded a specific Sufi order. While the holia depicted 
here took place in East Sennar State, such events occur 
across Sudan in locations associated with particular 
Sufi leaders. These gatherings attract large numbers of 
attendees, many travelling long distances, including those 
seeking duaa in the hope of finding relief from medical 
conditions. Government officials were also present at this 
event in a ceremonial capacity, offering formal recogni-
tion of the gathering’s cultural and social significance.

Most of these individuals reported accessing every pos-
sible treatment modality, including every available tradi-
tional healer and form of biomedical medicine, because, 
they admitted, they were desperate and dissatisfied with 

Fig. 1  Mycetoma health-seeking pathways in Wad Elnimear village (prepared by the authors). The term “not satisfied” refers to cases where biomedical 
treatment was perceived as ineffective or insufficient in meeting patient expectations, which may reflect a mix of therapeutic outcomes, communication 
gaps, and culturally shaped perceptions of care. Notably, the direction of referral observed during the study was unidirectional—from traditional heal-
ers to biomedical providers—aligning with Kleinman’s [36] model of the professional, folk, and popular sectors, in which movement between sectors is 
shaped by both perceived efficacy and structural accessibility
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the treatment outcome of each previously tried treatment 
system:

’He visited every single sheik, Abdella, Wad Alobaid, 
all of them. He tried every single powder and every 
single doctor.’’ 

(45-year-old female, wife of individual with mycetoma)

’If someone told him about [a] sheik, that he could 
possibly treat him, he would immediately go and see 
that sheik.

(38-year-old female, wife of individual with mycetoma)

‘’Alsheik Alsammani told him to grind kamoon 
– ‘black seed’ – mix it and apply it every morning 
and every night; he tried it and said it didn’t work; 
it only made his clothes dirty. He wanted to try it 
once or twice to see if it worked, then he went to Soba 

teaching hospital, and they told him, “Your hand is 
sprouting”.

(35-year-old female, wife of individual with mycetoma)

I went three times and it refused to heal; I went to a 
hospital in Madani to see a doctor, the doctor oper-
ated on me and told me to come back after a while. 
It came back again aggressively with pain. After 
Madani my body became weak, my hair broke off, 
and I became very skinny – people did not recog-
nise me because my hair was white, I vomited all the 
time. I was very distressed, then my brother decided 
that we should go to Khartoum.

(37-year-old male, diagnosed with mycetoma)

One health system at a time
Some participants indicated that while being treated by 
a traditional healer, they would never try using biomedi-
cal pills or prescriptions, nor even visit a doctor. This 
was because they believed that they should try only one 

Fig. 2  ‘Alholia’, a large gathering for religious leaders in East Sennar State Photograph by the first author
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system of health-management at a time, and this often 
also reflected the instructions of the traditional healer. A 
similar finding was reported by Kunna et al. (2021c).

‘’I tell him/her to stop taking [the] doctor’s medica-
tion for one week – I need to see if there is improve-
ment or not, then I can advise him/her accordingly. 
In some diseases the medication works, in others it is 
not working’’.

(49-year-old male, traditional healer)

Referrals from traditional healers
It was not uncommon for individuals with mycetoma to 
be referred by their traditional healers to seek biomedical 
treatment. During one of my fields visits I witnessed how 
a traditional healer was following their progress by phone 
and how both individuals with mycetoma expressed an 
interest in travelling to the (MRC) in Khartoum for bio-
medical treatment. Traditional healers do care about 
their own reputation and the curing of their patients, as 
one of the traditional healers stated:

’There are people who have infection, I do not cau-
terise them! Instead, I tell them to go to the doctors 
and do some investigation. Cauterisation is not for 
all cases. For some conditions cauterisation will not 
work – they [had] better go to the doctors.

(49-year-old male, traditional healer)

’Those who have mycetoma I do not cauterise them; I 
can differentiate it from other similar conditions like 
joint dislocation – they come with football injury or 
fall down on their foot.

(49-year-old male, traditional healer)

The preference for traditional healers over biomedical 
healthcare in Mycetoma treatment
Multiple complex factors play interconnected roles in 
shaping decisions about when, where, and from whom 
to seek treatment for mycetoma. These include economic 
and geographic barriers (transport costs, distance to 
Khartoum, lack of PHC services), cultural and spiritual 
beliefs (perceptions of causation and reliance on ruqia, 
mehaya, and prayers), perceptions of efficacy and trust 
(dissatisfaction with biomedical treatment, reputation 
of healers and doctors, and advice to use one system at a 
time), and broader structural and social constraints (weak 
health-system protocols, donor neglect, stigma, and 
gendered vulnerabilities. The following subsections dis-
cuss the factors most prominent in shaping participants’ 
accounts of health-seeking and treatment decisions.

Economic and Geographic Barriers
For many patients the lengthy return trip to the MRC is 
prohibitively expensive, and travel costs are exacerbated 
by the instability of the currency and the general eco-
nomic situation in Sudan. Further, the stay in Khartoum 
State required to fulfil each follow-up visit to the MRC 
incurs additional costs. Mycetoma patients must visit the 
centre for further treatment and consultations every six 
weeks, prior to which the patients are also required to 
do a liver function test. One of the patients in the study 
was obliged to stay with her married sister for 10 days 
after each follow-up visit, during which she was unable to 
attend school, adversely affecting her education.

During interviews, one of the patients reported that he 
visited the centre mainly to obtain the free medication 
they provided (which is supported by the Federal Minis-
try of Health (FMOH)):

’I just visit the Mycetoma Research Center for the 
medication – it’s very expensive outside the MRC.

(30-year-old male, diagnosed with mycetoma)
Although their economic situation and the travel dis-

tance to the MRC were the reasons most frequently cited 
by the participants, these were not necessarily the most 
important factors in the decision to seek a traditional 
healer.

Some patients who lived close to a traditional healer 
were nevertheless willing to travel long distances to reach 
a different traditional healer.

‘’I heard about one of the traditional healers from 
my friend, in Nuba Mountain in western Sudan. I 
visited him seeking treatment for my foot’’.

(34-year-old male, diagnosed with mycetoma)
One of the Mycetoma patients consulted during this 

study travelled approximately 300 km from Sennar State 
to Khartoum to seek care from a traditional healer. This 
decision appeared to be driven less by cost than by the 
patient’s perception that the healer was more likely to 
provide effective treatment. Such perceptions of efficacy, 
shaped by personal experience and community narra-
tives, influenced many patients’ therapeutic choices.

Dissatisfaction with Biomedical Care
While a small number of patients and families reported 
satisfaction with biomedical care—particularly when 
early diagnosis and timely surgical or pharmaceutical 
intervention were achieved—several others described 
frustrations with biomedical treatment. These frustra-
tions, which often stemmed from perceived ineffective-
ness, side effects, and strained communication with 
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providers, prompted some patients to seek or return to 
traditional healers.

Many patients felt dissatisfaction with the MRC, and 
this presented in many ways:

‘’They do not do anything [referring to the MRC], 
they do not treat the disease, and they do not ampu-
tate it’’.

(37-year-old male, leg amputated in a hospital due to 
mycetoma)

’The doctor gave me the white pills. For three years I 
kept taking them and attending the follow-up every 
six weeks in vain. I got so tired with my leg. I gave 
them back their pills and informed them I am not 
going back to that doctor [after] three years of inef-
fective treatment. Nothing but the pills.

(28-year-old male, diagnosed with mycetoma)
This account reflects a common frustration among 

patients—limited awareness that biomedical treatment 
for mycetoma can require prolonged, sustained adher-
ence before visible improvement occurs. Such per-
ceptions often lead to treatment discontinuation and 
reversion to traditional healing. This underscores the 
importance of early detection and timely intervention, 
which can shorten treatment duration and improve out-
comes. Traditional healers, as the first point of contact 
for many patients, could play a pivotal role in recognis-
ing symptoms early and facilitating prompt biomedical 
referral.

‘’We approached the director of the MRC in his 
private clinic seeking his referral letter to travel to 
Egypt, seeking management there’’.

(53-year-old male, father of individual with mycetoma)

Social Support as Care Determinant
Speaking about their experiences in one of the central 
hospitals, most patients positively valued the social sup-
port they received there; one patient proudly reported:

When I went in to [the] operation, there were 20 of my 
relatives outside and 20 inside the hospital.

(30-year-old female, diagnosed with mycetoma)

One patient reported that this level of social support 
could not be sustained when they travelled to Khartoum 
for treatment through the MRC:

’I do not have relatives in Khartoum, I only have my 
brother [who] works there; I’m very grateful to his 

neighbour [that] they allow me to spend one week, 
but still, it’s not like when you live in your relatives’ 
house.

(38-year-old female, diagnosed with mycetoma)
Some of the patients approached traditional healers 

even after being treated through the MRC because they 
were dissatisfied with the treatment outcomes:

After his first surgical operation, he went to the MRC 
for follow-up several times; every time they asked 
him to go back and come again …. He was never con-
vinced, then he returned to using the remedies – he 
carried his remedies in his bag when going to Khar-
toum to [the] MRC [he was using both traditional 
and biomedical treatment].

(38-year-old female, wife of individual with mycetoma)

The perspective of healthcare providers in MRC
In all of the studies carried out by MRC staff, traditional 
healers have been viewed as a major contributor to delays 
in patients seeking biomedical treatment through the 
MRC [21, 28, 29]. From among these studies, only one 
acknowledged the importance of cooperation with tra-
ditional healers, and even then such collaboration was 
framed primarily as a means to accelerate referrals to the 
MRC [21]. This framing is likely to entrench a predomi-
nantly negative attitude towards traditional healers and 
their practices, which may make genuine collaboration 
challenging.

When ‘cooperation’ is advanced primarily as a strategy 
to boost early identification and increase referrals, it risks 
overlooking the broader cultural and therapeutic roles of 
traditional healing within communities. Similar patterns 
have been observed in other African contexts, such as in 
mental health collaborations in Kenya [37] and commu-
nity mental health task-shifting initiatives in Kerala, India 
[38] where tensions and ruptures arose when collabora-
tion was framed through a one-directional biomedical 
lens. These dynamics suggest that without mutual rec-
ognition of legitimacy, power imbalances will continue 
to limit the scope and sustainability of biomedical–tradi-
tional healer partnerships.

Not only do doctors at the MRC attribute delays in 
patients’ access to biomedical care and treatment path-
ways to the role of traditional healers, but they also view 
the MRC as the most appropriate place to treat myce-
toma patients because, from a biomedical perspective, 
it is perceived as offering the most effective treatment. 
The provision of medication free of charge, supported 
by the Federal Ministry of Health (FMOH), is seen as an 
additional measure to promote access, rather than the 
primary reason for considering the MRC the optimal 
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treatment site. Some physicians further attribute patients’ 
reluctance to seek treatment at the MRC to economic 
constraints, including the cost of travel and accommoda-
tion during prolonged treatment courses.

‘’Most of the mycetoma patients arrive at the centre 
very late; they take much time with traditional heal-
ers and taking home remedies. This delay may raise 
the possibility of having surgical intervention and 
maybe even amputation’’.

(MRC doctor)

‘’If they have money, they will immediately come to 
the centre, they will never approach the traditional 
healers’’.

(MRC doctor)

System-level barriers and policy perspectives (FMOH)
Interviews with officials at the Federal Ministry of Health 
(FMOH) revealed how systemic and structural gaps 
reinforce patients’ reliance on traditional healing. Sev-
eral informants acknowledged that, despite mycetoma’s 
recognition as a neglected tropical disease, it lacks clear 
national protocols at the primary healthcare (PHC) and 
rural hospital levels. This gap leaves frontline providers 
uncertain about how to identify and manage suspected 
cases, resulting in delays and over-reliance on tertiary 
referral. As one FMOH key informant explained:

We drafted a proposal for the survey… it was made 
with the mindset of a surgeon; aiming not to put a 
single hand on the patient, but just for high-level 
detection of the disease and referral. There is no pro-
tocol for rural hospitals nor at the PHC level.

(Key informant, FMOH)
This system-level neglect was compounded by donor-
driven priorities: while malaria, tuberculosis, and HIV 
programs received sustained funding, mycetoma was 
consistently excluded. As another FMOH informant 
explained, “The fund is only allocated to Malaria, TB 
and HIV… NTDs like mycetoma are not killers, they are 
disabling — so they receive no budget.” Such policy-level 
dynamics illuminate why patients often seek traditional 
healers first, or cycle between therapeutic systems, given 
the limited structural support for mycetoma within 
Sudan’s formal health system. Such testimonies resonate 
with wider evidence that top-down biomedical interven-
tions often fail when they do not account for local reali-
ties [39]. These patterns echo findings from an earlier 
study where villagers resisted a government-endorsed 

prevention project, revealing tensions between state-led 
biomedical logics and community lifeworld [40].

Representations & symbolism
Semiotic analysis revealed that the MRC posters (Figs. 3 
and 4) perpetuate colonial hierarchies through racialized 
imagery and narrative framing. The healer’s darker skin 
and traditional attire contrast with the doctor’s western 
appearance, visually equating biomedicine with progress 
and healers with regress [41]. This rhetoric risks alienat-
ing patients who value cultural congruence in care.

Figure 3 (above) shows a poster that is displayed in the 
MRC waiting area. The vignette tells the story of a little 
boy taken to visit a traditional healer; the text, written in 
Arabic, says:

We [the boy and his family] found his [the traditional 
healer’s] house full of people and the sounds of crying boys. 
I panicked when it was my turn and will never forget that 
fear ever in my life – I tried to escape but was unable to 
do so.

Then the healer cauterised the sole of my foot; I felt ter-
rible pain and wished for the end of this swelling. I didn’t 
sleep that night, and I couldn’t walk for 10 days. The swell-
ing didn’t go away, and my foot was still painful. In addi-
tion, there were pus and black grains coming out from the 
wound and I had a fever.

The poster in Fig.  4, also displayed in the MRC wait-
ing room, shows the scene of a young man who, the writ-
ing states, reports having previously tried alternative 
herbal remedies prescribed by traditional healers and 
sheiks; none of these alternatives helped his mycetoma, 
he says, but when he returned to the MRC after visiting 
the traditional healer, his disease was completely cured 
after six months of continuous management there. The 
writing continues by saying that the young man was also 
able to commence study at university once the swelling 
had gone, and he was only attending for a follow-up visit 
every six months to ensure the disease did not return.

The contrasting illustrations can be seen as reflecting 
to some extent the views of the MRC towards traditional 
healers: the healer is depicted as a sad, ugly, and unsmil-
ing person, and is given an Arabian look with darker 
skin-tone, an Arab-style moustache, and a ‘meaner’ over-
all look, in contrast with the lighter skin-tone and more 
‘western’ appearance of the MRC doctor, who is shown 
as friendly and welcoming. This may indicate an underly-
ing assumption that a ‘Western’-looking doctor is more 
trustworthy than an Arabian-looking traditional healer. 
Furthermore, the traditional healer is associated with 
the negative emotions of suffering, pain, and fear, while 
the MRC doctor is shown in a context of positive emo-
tion, with regret only for ever having visited a traditional 
healer. In addition, the posters communicate the idea 
that disease recurrence is associated only with traditional 
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Fig. 3  MRC poster depicting a boy being taken by his family to a traditional healer
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healers and their remedies, while at the MRC, in con-
trast, a complete cure is possible after only six months of 
continuous treatment and follow-up.

Another observation that has been made in the context 
of the MRC is the potential impact on the patient experi-
ence of the traditional ‘formal white coat’ worn by doc-
tors. While some studies recommend the wearing of a 
white coat to create an image of authority, attractiveness, 
and trust [42], in the context of the MRC, the presence of 
the white coat may create a perception of authority and 
power and facilitate a power dynamic between the physi-
cian and patient. This dynamic can be understood as part 

of the larger history of marginalisation and devaluation 
of traditional healing practices by Western biomedical 
models; as a symbol of Western biomedical authority, the 
white coat can serve to reinforce this dynamic and widen 
the divide between Western biomedical practitioners and 
traditional healers.

To address this issue, it may be important to consider 
alternative approaches to the physician–patient relation-
ship that prioritise collaboration and mutual respect. This 
may involve rethinking the attire worn by doctors, as well 
as adopting more inclusive and culturally sensitive prac-
tices that acknowledge and value the role of traditional 

Fig. 4  MRC poster depicting a young man’s visit to an MRC doctor

 



Page 12 of 15Elsheikh et al. International Journal for Equity in Health          (2025) 24:296 

healing practices in the context of mycetoma treatment. 
By working to bridge the gap between the practices of 
Western biomedical and traditional healing systems, it 
may be possible to improve the patient experience and 
outcomes for those affected by mycetoma.

The MRC posters discussed above illustrate how the 
MRC not only stigmatises traditional healers and views 
them as a fundamental cause for delay in the manage-
ment of mycetoma disease but may even act against 
them. (Table 2 )presents all themes and codes identified 
across patients, families, traditional healers, MRC pro-
viders, and FMOH officials, together with illustrative 
quotations.

Discussion
Traditional healers play a major role in the journey of 
mycetoma patients, with most individuals seeking care 
from them either before or alongside biomedical care. 
As shown, in addition to financial reasons, individu-
als’ healthcare decisions were associated with various 
other factors, including dissatisfaction with the outcome 
of specific treatment modalities and the need for social 
support, lack of which may present as a major obstacle 
in patients’ obtaining biomedical treatment. This is sup-
ported by hypotheses which state that social relationships 

influence individuals’ health and wellbeing under all con-
ditions (Loucks et al., [43]), and buffering hypotheses, 
which suggest that social relations are predominantly 
influential during times of stress [44].

Largely because there is still neither a definitive treat-
ment nor a conclusive diagnostic modality for mycetoma 
[45, 46], individuals with mycetoma tend to seek what-
ever treatment they are able to access. We used the con-
cepts of sequential and simultaneous healthcare-seeking 
pathways to describe the different strategies used by 
people with mycetoma. The chronicity of the disease, 
the lengthy duration of the biomedical treatment, the 
medication’s side effects, and the high rate of recurrence 
all were found to influence individuals’ health-seeking 
behaviours.

As shown, the power dynamics between biomedicine 
and traditional healing practices are complex and mul-
tifaceted. These hierarchies of knowledge play a vital 
role in individuals’ decisions, and this is especially true 
for marginalised and rural communities, who may feel 
excluded or mistreated by biomedical healthcare sys-
tems, especially if they had tried to manage the disease 
via traditional methods. In turn, individuals who feel dis-
empowered may be more likely to seek alternative heal-
ing practices.

Table 2  List of themes, codes, and illustrative quotations on Mycetoma Health-Seeking and management pathways in East Sennar 
state
Theme Codes Identified Illustrative Quotes
Health-seeking 
decisions

Delay until pain; initial reliance on traditional 
healers; exclusive reliance on one system; moving 
between systems; referrals from healers to MRC

“Firstly, [I was] injured due to acacia thorn… so I went to meet the sheik.” 
(30-year-old male, diagnosed with mycetoma) “I tell him/her to stop taking 
the doctor’s medication for one week – I need to see if there is improve-
ment or not.” (49-year-old male, traditional healer)

Traditional healing 
practices

Herbal remedies; cauterisation; ruqia & mehaya; 
duaa; trial of remedies from multiple healers

“Alsheik X told him to grind kamoon – black seed – mix it and apply it every 
morning and night; it didn’t work.” (35-year-old female, wife of patient)

Referrals and healer 
strategies

Referrals to biomedical care; healer reputation 
management; diagnostic discernment by healers

“There are people who have infection, I do not cauterise them! Instead, I 
tell them to go to the doctors.” (49-year-old male, traditional healer)

Economic & geo-
graphic barriers

Travel costs; accommodation in Khartoum; lost 
school/work time; medication affordability

“I just visit the Mycetoma Research Center for the medication – it’s very 
expensive outside the MRC.” (30-year-old male, diagnosed with mycetoma)

Perceived (in)ef-
ficacy of biomedical 
care

Dissatisfaction with prolonged treatment; 
perception that doctors “do nothing”; side effects; 
recurrence

“The doctor gave me the white pills… after three years I gave them back 
and told them I am not going back.” (28-year-old male, diagnosed with 
mycetoma)

Social support as 
care determinant

Family accompaniment during surgery; lack of kin 
support in Khartoum

“When I went into operation, there were 20 of my relatives outside and 20 
inside.” (30-year-old female, diagnosed with mycetoma)

Simultaneous use of 
systems

Carrying remedies while attending MRC; combin-
ing healer remedies with biomedical pills

“He was never convinced, then he returned to using the remedies – he car-
ried his remedies in his bag when going to Khartoum.” (38-year-old female, 
wife of patient)

Provider perspec-
tives (MRC)

Healer’s cause delay: belief that money would 
draw patients sooner; advocacy of MRC as “best” 
site

“Most of the mycetoma patients arrive at the centre very late; they take 
much time with traditional healers.” (MRC doctor)

Symbolic/represen-
tational issues

Posters portraying healers negatively; biomedical 
“white coat” as authority symbol

“The healer is depicted as a sad, unsmiling person with darker skin, in con-
trast with the friendly, western-looking doctor.” (Observation of MRC poster)

Policy & system-lev-
el barriers (FMOH)

Lack of PHC protocol; survey proposal shaped 
by surgical mindset; donor neglect; absence of 
prevalence data

“We drafted a proposal for the survey… it was made with the mindset of a 
surgeon… there is no protocol for rural hospitals nor at the PHC level.” (Key 
Informant, FMOH) 
“The fund is only allocated to Malaria, TB and HIV… NTDs like mycetoma are 
not killers, they are disabling — so they receive no budget.”
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Traditional healing practices have been marginalised 
and devalued by biomedical medicine, in this case in the 
form of the MRC. This marginalisation has historically 
been driven by several factors, including the colonisation 
of many parts of these institutions by Western powers, 
the influence of Western pharmaceutical companies, and 
the dominance of biomedical Western medical practices 
within health institutions [47, 48].

The marginalisation of traditional medical practices has 
led to the neglect of local knowledge and healing systems 
that, for centuries, have long been central to the health 
and wellbeing of many communities in Sudan. These 
practices are culturally specific and inclusive of contex-
tual beliefs and values. For example, individuals who visit 
the MRC seeking biomedical healthcare often lament the 
lack of social support, which drives them to seek treat-
ment from traditional healers. In this context, under-
standing the complex interplay between cultural beliefs, 
social support, and healthcare-seeking behaviour is criti-
cal. This finding aligns with those of other qualitative 
studies focused on the management of neglected tropi-
cal diseases of the skin in Central America. For instance, 
intercultural communication barriers also significantly 
impact the effectiveness of cutaneous leishmaniasis 
control efforts in Guatemala [49, 50]. In these studies, 
authors highlighted that local misunderstanding of the 
disease, combined with cultural stigma, often deterred 
individuals from seeking timely treatment, while health 
workers’ lack of cultural competence hampered the deliv-
ery of quality healthcare services [49]. These challenges 
are exacerbated by resource constraints, leading to gaps 
in surveillance and treatment [50]. This example from 
Guatemala emphasizes how critical it is to consider cul-
tural and communication factors when designing public 
health interventions, a lesson that could also be applied 
in efforts to combat neglected diseases like mycetoma in 
Sudan.

As shown, the dominance of the MRC’s biomedical 
approach has negatively impacted the doctor–patient 
relationship in the context of mycetoma management in 
Sudan. This dominance is symbolised by the traditional 
white coat worn by MRC doctors, a garment widely asso-
ciated with Western medical professionals. Field obser-
vations in Sudanese public hospitals made clear that 
white coats were a visual marker of biomedical author-
ity. This attire, in turn, reinforces a hierarchical power 
dynamic between doctors and patients and, although 
more research is needed in this area, our research sug-
gests that may contribute to a breakdown in communi-
cation and trust. These dynamics are further exacerbated 
by the MRC’s position as a westernised institution that 
may not fully understand or respect local cultural beliefs 
and practices. Such dominance is also evident in the fact 
that free medication for mycetoma is available only under 

the MRC’s authority and in its formal connections with 
Western institutions such as the WHO.

Importantly, compared with biomedical healthcare 
providers, traditional healers interact rather differently 
with their patients. Traditional healers often use aa more 
people-centred approach, focusing on a more holistic 
manner on psychosocial and daily life issues together 
with health issues. They also solicit their patients’ opin-
ions more frequently and engage in discussions about 
patients’ own concepts of illness [12]. Indeed, these 
approaches build trust.

In what can be seen as a form of cultural imperialism, 
wherein biomedical practices are promoted as superior 
to traditional medical practices, the MRC not only stig-
matises traditional healers but also actively works against 
their medical system. The negative portrayal of traditional 
healers is evident in the posters found displayed inside 
the centre, in which the healer is depicted as sad, ugly, 
and non-smiling; in contrast, the MRC doctor is shown as 
welcoming and friendly, and as having a relatively lighter 
skin-tone and a more modern-looking appearance, which 
may also reflect an underlying assumption that foreign 
doctors are more trustworthy than traditional healers. 
The posters also imply that seeking treatment from tradi-
tional healers can result in further suffering and delay in 
the ‘proper’ management of mycetoma. As shown, these 
representations frame the traditional healer as a problem 
or barrier to effective treatment, rather than recognising 
their potential as a partner or facilitator within a collab-
orative care approach.

Some researcher have argued that in Africa it is mainly 
poor, marginalised, and less-educated people who seek 
care from traditional healers, and that they do so because 
these healers offer treatment at lower cost and are easier 
to access [12]. As shown, this assumption is also held by 
many of the providers of biomedical Mycetoma treat-
ment. Our study challenges these assumptions and shows 
instead that many other factors contribute to these treat-
ment choices, including social support needs, cultural 
relevance and accessibility. As shown, some individuals 
affected by mycetoma travelled long distances to seek 
treatment from traditional healers. Epilepsy studies in 
Cameroon have also shown that individuals deliberately 
choose traditional care, even though it is 20 times more 
expensive than biomedical treatment [51, 5352 ].

These findings may encourage policymakers, pro-
gramme managers, and healthcare providers within the 
public health system to integrate patient-centred commu-
nication as a core component of care, while also fostering 
improved communication between the biomedical and 
traditional health sectors. Achieving this would require 
greater openness and transparency about each sec-
tor’s approaches and practices, with the aim of building 
mutual trust and a respectful working relationship. Such 



Page 14 of 15Elsheikh et al. International Journal for Equity in Health          (2025) 24:296 

developments could improve the quality of care, enhance 
patients’ perceptions of healthcare, and strengthen the 
effectiveness of public health programmes for the preven-
tion and management of mycetoma and other neglected 
tropical diseases in Sudan and across Africa.

Conclusion
The role of traditional healers in the management of 
mycetoma disease in Sudan is important. Historically 
managed via traditional healing practices, mycetoma 
is now managed by both traditional and biomedical 
methods, but the authoritative dominance of biomedi-
cal medicine has often led to the marginalisation and 
stigmatisation of traditional healing practices, and often 
also of those who use these. This has, in turn, negatively 
impacted doctor–patient relationships, as people may 
feel uncomfortable with biomedical practices and prefer 
treatments that better align with their cultural beliefs and 
practices. While biomedical treatments may be effective 
in some cases, it is crucial to recognise the importance 
of traditional healing practices and the need to inte-
grate them into the formal healthcare system. This can 
be achieved through building trust and collaboration 
between traditional healers and biomedical profession-
als, as well as by creating a more inclusive and culturally 
sensitive healthcare system. Our research indicates that 
this can lead to improved health outcomes and overall 
doctor-patient relations.
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