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Abstract

Objectives: This study explored motivation dynamics of
medical students engaging with traditional medicine in Co-
lombia.

Methods: We conducted a qualitative descriptive study as
part of a larger participatory research effort to develop a
medical education curriculum on cultural safety. Four final-
year medical students participated in a five-month program
to strengthen knowledge of traditional medicinal plants with
schoolchildren in Cota, a municipality outside Bogota with a
high proportion of traditional medicine users. Students and
schoolteachers co-designed the program aimed to promote
the involvement of school children with traditional medicine
in their community. The medical students shared written
narratives describing what facilitated their work and dis-
cussed experiences in a group session. Inductive thematic
analysis of the narratives and discussion derived categories of
motivation to learn about traditional medicine.

Results: Five key learning dynamics emerged from the anal-
ysis: (1) learning from/with communities as opposed to
training them; (2) ownership of medical education as a result
of co-designing the exercise; (3) rigorous academic contents
of the program; (4) lack of cultural safety training in univer-
sity; and (5) previous contacts with traditional knowledge.
Conclusions: We identified potential principles for engaged
cultural safety training for medical students. We will use
these in our larger training program. Our results may be rel-
evant to other researchers and medical educators wanting to
improve the interaction of medical health professionals in
multicultural settings with people and communities who use
traditional medicine. We expect these professionals will be
better prepared to recognize and address intercultural chal-
lenges in their clinical practice.

Keywords: Transformative learning, traditional medicine,
participatory research, cultural safety

Introduction

Since 1977,' the World Health Organization has called for
engagement between Western and traditional medicine.”*
The Alma Ata view of primary health care recognized that
traditional practitioners and medicinal plants might have a
role in health promotion.** Culturally diverse Colombia is a
suitable setting for medical education research, with poten-
tial lessons for other countries. The Colombian government
supports official health services based exclusively on the
Western biomedical model, yet a high proportion of the pop-
ulation uses traditional medicine.” The cultural gap between
health professionals and communities, who include different
cultures, hinders community access to acceptable and effec-
tive health services.®

Along with many other countries,” Colombian legislation
ratifies a commitment to primary health care and to include
the intercultural approach as a core element of health devel-
opment (Article 13, law 1438 of 2011). This legislation has
not permeated everyday medical practice, however, and
medical education still lacks training programs to address
cultural differences between patients and practitioners. Un-
informed intercultural interactions hinder the delivery of
culturally safe health services.*

As a partial response to this state of affairs, there have
been several global calls for awareness in medical education
of the cultural preferences of local communities.'”"" Cultural
competence is currently a common intercultural approach in
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medical education.” Its utilitarian understanding of culture
and centering on the dominant culture, however, has led ed-
ucators to advocate for more comprehensive approaches to
health care, such as cultural safety."

Cultural safety training promotes professional practice
“that is spiritually, socially, emotionally and physically safe
for people; where there is no assault, challenge or denial of
their identity, of who they are, and what they need.”"* Recent
evidence links this type of education to improved relation-
ships between health professionals and their culturally differ-
ent patients, with improved health outcomes."

Inspired by the cultural safety approach, we are develop-
ing a medical curriculum in Colombia to promote respect for
traditional medicine users."” The important challenges, how-
ever, are that health professionals have no motivation to in-
teract with traditional medicine,'® and they receive no cul-
tural safety training. This small exploratory study looks for
motivating dynamics that might inform the larger participa-
tory development of a cultural safety curriculum, increasing
medical student interaction with traditional medicine. By
working with and learning from traditional medicine users,
we expected the medical students to become more respectful
of and more open to traditional medicine practices and users.

Methods

Study design and participants

We conducted a qualitative descriptive study. Four final-year
medical students (two women and two men, age range 22-24
years) attending a course on community health'” and two in-
structors conducted a community-based learning exercise in
a public school and a private preschool in the municipality of
Cota, Colombia between July and November 2015. The de-
tails of the community health course are described else-
where."”

This community exercise embraced the bioethical princi-
ples proposed by the Council for International Organizations
of Medical Sciences,'®the Declaration of Helsinki," the reso-
lution 8430 of 1993 of the Republic of Colombia, and the
principles for studies with indigenous communities in that

country.”

We made clear to participating medical students
that the exercise was not to provide health services to the
schools nor to train the medical students in the use of tradi-
tional medicine.

Medical students provided written informed consent. We
obtained parental consent during a meeting at the beginning
of the school year. In the meeting, two researchers presented
the project to the parents and explained that it was co-de-
signed and supervised by the teachers as part of the official
curriculum. The Sub-committee for Research of the Faculty
of Medicine at La Sabana University provided ethical ap-
proval of the project (approval number: 445).

Int ] Med Educ. 2020;11:120-126

Setting

Cota, a small municipality 15km from the capital of
Colombia, includes a high proportion of traditional medicine
users, many of them subsistence farmers who identify with
both indigenous and European health traditions. A local
committee, including traditional medicine users who were
also schoolteachers, and a local NGO (Center for Intercul-
tural Medical Studies - CEMI), supported the exercise.

Prior to the fieldwork, the medical students received
training using standard medical school lecture formats on el-
ements of cultural safety, traditional medicine, primary
health care, and participatory research. A series of planning
meetings increased the trust between the medical students
and the Cota community. In parallel, to increase their
knowledge of the educational content, the students con-
ducted a literature review on interventions aimed at
strengthening traditional knowledge, using PubMed, LI-
LACS, and Google Scholar. Finally, the community and
teachers at the local schools discussed the perceived needs of
the community regarding the recovery of traditional medi-
cine knowledge and resources.

School teachers helped the medical students develop a list
of opportunities for accessing lost traditional knowledge
among the children attending the schools. The medical stu-
dents and school teachers prioritized the opportunities using
the Hanlon method* and used a problems and objectives tree
to analyze the selected issue and to propose solutions.” Fi-
nally, the students and teachers created a work plan that fol-
lowed the logical framework approach,” and scheduled a
time commitment for four hours per week over four months.
The schoolteachers, medical students, and instructors devel-
oped 33 activities aligned with the ages of the children who
participated in the project (Table 1).

The project promoted the intergenerational transmission
of knowledge between groups of children and their parents
through surveys with open-ended questions that the learners
asked their parents at home. The intended effect was that, by
asking the questions, children would recognize there was an
issue and discuss it with their families, peers, and commu-
nity. With the permission of school principals, the medical
students also helped the children to restore school gardens of
medicinal plants. The school gardens offered an opportunity
for children to take care of the plants used for in-class discus-
sions, thus promoting hands-on experience.

The medical students conducted the 33 planned activities
(for example, recognition and care of medicinal plants, and
visiting the Cota’s medicinal garden), accumulating 64 hours
of direct work with the community. Some 482 people bene-
fited from the project either directly or indirectly. The char-
acteristics of the beneficiaries are shown in Table 2.

At the end of the exercise, the medical students organized
an activity they called Plant-art to share the results with the
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Table 1. Number of activities and their specific objective for each
group of learners, Cota (Colombia), 2015

Grade N“!“.b.e’ of Objective Themes
activities

Ninth Five Improve the applica- Women's health care,
tion of concepts and  self-care for the common
practices of tradi- cold, self-care for

tional self-care for diarrhoea, nutrition:

their daily lives basic conceptst

Seventh  Eleven’ Deepen the Traditional knowledge,
knowledge about restoration of the
medicinal plants and orchard of medicinal
to introduce the plants, theatrical repre-
concept of traditional sentation about self-
self-care of health care, caring for medici-
nal plants, visiting the
medicinal botanical
garden of Cotat
Sixth Six" Raise the interest of ~Sensorineural recogni-
learners in medicinal tion of medicinal plants,
plants and traditional restoration of the or-
knowledge chard of medicinal
plants, caring for medici-
nal plantst
Transition Eleven Raise the interest of ~ Sensorineural recogni-
learners in medicinal tion of medicinal plants,
plants making and designing
flowerpots, caring for
medicinal plants, making
seals with medicinal
plants, visiting the me-
dicinal botanical garden
of Cota

“The designers set the number of activities before the exercise
tThe teachers and students defined the themes together

school community; the participating children made in-
fographics to communicate their experience and the results
of their research (Table 3).

Data collection

The medical students each wrote a brief narrative describing
what facilitated their interaction with traditional medicine.
They shared these texts with one another and participated in
a group discussion of their reports, facilitated by educators
from La Sabana University and CEML

Table 2. The beneficiary population of the community exercise,
Cota (Colombia), 2015 (n=482)

) 3 o

D~ a JIRD +—
8 52 8 ¢ BE 2% 3
G e 2 5 5% 88

< - o 5=

m £

Transition 4t05 7 6 13 44 57
Sixth 12t0 13 17 15 32 122 154
Seventh 13to 14 14 17 31 122 153
Ninth 15to 21 15 16 31 87 118
Total 410 21 53 54 107 375 482

“Students of the school and preschool in Cota
tPeople in the close family of the students in Cota

Data analysis

We transcribed written information and audio files of the
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group discussion and submitted them to an inductive the-
matic analysis following the methods proposed by Braun and
Clarke. Two researchers (JP and IS) independently
reviewed the transcripts and defined codes, involving a third
party (GZ) in instances of disagreement. Consequently, they
compared their independent analysis and created themes and
subthemes to offer a comprehensive explanation that would
answer the research question.

Table 3. Selected themes submitted for the infographics pre-
sented in Plant-art, Cota (Colombia), 2015

Grade Infographic theme

Nutrition
Ninth Women's care
Self-care for the common cold
Self-care for diarrhoea
Manzanilla [Chamomile] (Matricaria chamomilla)
Diente de ledn [Dandelion] (Taraxacum officinale)
Sabila [Aloe vera] (Aloe vera)
Seventh Cidrén [Lemon verbena] (Aloysia citriodora)
Limonaria [Lemon grass] (Cymbopogon citratus)
Caléndula [Marigold] (Calendula officinalis)
Menta [Mint] (Mentha sp.)
Canelon [Radiator Plant] (Peperomia inaequalifolia)
Diente de ledn [Dandelion] (Taraxacum officinale)
Sixth Manzanilla [Chamomile] (Matricaria chamomilla)
Ortiga [Stinging nettle] (Urtica dioica)

Limonaria [Lemon grass] (Cymbopogon citratus)

Results

The medical students described what motivated them to ex-
plore traditional medicine. They appreciated learning from
or with people, as opposed to training them. The shared own-
ership of medical education motivated them as students co-
designed the exercise with the community. They preferred a
rigorous structure of the academic content of the program.
They noted a lack of cultural safety training programs at uni-
versity. And the exercise helped them recognize their previ-
ous experience with traditional knowledge.

Learning with the community

The students acknowledged gaps in their medical education
as they became aware of the widespread traditional
knowledge in the communities where they live and work:

“One feels a little bit uncomfortable because, this close to fin-
ishing our career, one realizes that there is some knowledge
about health that we do not have.” [male, 23 years, No. 1]

It was interesting for students that, in traditional medicine,
the production of knowledge occurs outside of the academic
context of Western universities:

“We realized that the source of knowledge was not us but the
community.” [female, 22 years, No.3]



“The surprise was that the majority of these children already
knew these traditional concepts thanks to the intergenera-

tional transmission of information in each family.” [male, 24
years, No.2]

They expressed surprise that the direction of knowledge
transfer, which they originally expected to be from the uni-
versity to the community. As the project advanced, infor-
mation began to move in the opposite direction:

“That moment was uncomfortable and disconcerting: we re-
alized we came to the community to develop this project with
very little knowledge about traditional medicine. However,
the children taught us many things we did not know.” [male,
24 years, No.2]

“Most of the traditional knowledge was imparted by the com-
munity [...] an atypical flow of knowledge, from which we
learned.” [male, 23 years, No.1]

This elicited student reflection on conventional research and
health interventions in Western universities. The usual ver-
tical approach to research was replaced by a more horizontal
dialogue between the community and university students:

“They learned as much as we learned. That is not typical in
research, where the researcher usually has way more
knowledge and is, therefore, better able to intervene and
teach. We experienced research-based on participation and
dialogue, with the community and ourselves at the same
level, both contributing knowledge to solve problems.” [fe-
male, 22 years, No.3]

“We found other sources of knowledge. The hands-on experi-
ence became very important. It was like learning a different
language.” [female, 23 years, No.4]

The medical students gradually realized that their role as re-
searchers in the project was mostly about respecting and thus
strengthening knowledge and practices that had existed in
the community for a long time:

“What we ended up doing was renovating interest in the
knowledge they already had. It was like bringing that
knowledge back to this century. We came here not to generate
knowledge but to revitalize and to strengthen local
knowledge, to foster the intergenerational flow of knowledge,
and to encourage them to recover and promote their
knowledge.” [male, 24 years, No.2]

“For the teachers and schoolchildren, the involvement of
medical students boosted the process; they felt supported and
encouraged to recover their traditions.” [female, 23 years,
No.4]

Ownership of medical education
Throughout their participation in the community-based ex-

perience, the students became more aware of the disconnect
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between medical education and the cultural context they
work in:

“It is not that these communities live far from Western med-
icine, from the ‘real medicine.” But many of us, health profes-

sionals and some citizens, live far from traditional medicine.”
[female, 23 years, No.4]

“There are a tradition and history behind this topic, and the
people have faith in that. One should be there to strengthen
and not to change their culture.” [male, 23 years, No.1]

The medical students also reflected on the gap between the
conventional care available in official health services and cul-
turally safe care that health professionals could offer based on
local resources and traditional knowledge.

“This training helps to reevaluate the field of health promo-
tion because, at the hospital, health services are oriented to-
wards disease. In this project, however, we learned there are
many things that we can do in the community to promote
health using local resources and traditional knowledge.”
[male, 24 years, No.2]

The medical students mentioned the contributions of this
community-based learning to their professional training.
They saw traditional medicine as a key component of cultur-
ally safe health services in multicultural settings.

“I can now make recommendations [to patients] about self-
care using traditional knowledge. It would be irresponsible to
prescribe plants, but we can give some simple advice for

health promotion based on traditional knowledge.” [female,
23 years, No.4]

A key experience was co-creation and co-ownership of ele-
ments of the training. By the end of the project, medical stu-
dents began to implement some traditional care practices
that they learned from the community:

“In nutrition, for example, traditional advice is to eat as a
family. And when one does so, one realizes that there is much
more behind eating as a family, such as strengthening ties. As
a medical student, one eats very badly and following tradi-
tional advice could help to improve our nutrition. In the case
of women's health, one can now give traditional advice to im-
prove the health of women in our families.” [male, 23 years,
No.1]

“It made me reflect on my own self-care. I realized that I
needed to eat healthier, to do exercise, and to improve my re-
lationships with my family and friends. Moreover, when I got
a common cold, I did some traditional care, and I felt better,
it was less severe.” [female, 22 years, No.3]

Finally, the students identified risks associated with a reckless
approach to traditional medicine. For example, the distor-
tion of traditional knowledge that frequently occurs by un-
scrupulous persons:
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“We are aware that in this world of traditional knowledge,
we must be very careful of charlatans. For example, in the
case of neo-shamanism.” [male, 24 years, No.2]

“T believe this training is about health promotion because
learning to manage medicinal plants involves much more
complex knowledge and training.” [male, 24 years, No.2]

Rigorous program structure
At the beginning of the community-based experience, the
students reported an attitude of skepticism or caution re-
garding traditional medicine:

“I have never believed in medicine that is not Western medi-
cine. Perhaps this is because all my life I have followed a line
of thought that I see as strictly logical and scientific, without
ever opening myself to knowledge fields that are not based on
the Western scientific method.” [female, 23 years, No.4]

The students appreciated the lecture-based introduction be-
cause it gave them a recognizable format for organizing this
new type of knowledge:

“I remember the first days of the training in which the profes-
sors gave us structured lectures on traditional medicine, par-
ticipatory research, and intercultural dialogue. We realized
that there are serious researchers from prestigious institu-
tions who study and promote a respectful and rigorous ap-
proach to traditional knowledge.” [male, 24 years, No.2]

Paucity of cultural safety training

Asked about the reasons for wanting to participate in the
course, the students mentioned the lack of these experiences
at the university level and their curiosity about exploring the
ways traditional medicine users and their communities un-
derstand and approach health and disease:

“Most physicians do not have the chance to explore local un-
derstanding of the health-disease phenomenon during train-
ing. These are different from those of the Western biomedical
model.” [female, 22 years, No.3]

The content offered in the course proved to be novel for the
students:

“It was something totally new for us.” [male, 23 years, No.1]

“At the beginning, traditional knowledge was a totally un-
known type of knowledge for me.” [female, 23 years, No.4]

Prior traditional medicine experience
Some students recognized their previous contacts with tradi-
tional knowledge, either through their family or close friends:

“T have an olfactory memory, and I recognized the plant that
my grandmother used to give me when I was little, and I was
sick.” [female, 23 years, No.4]
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“Once when I was at my parent’s farm in Caquetd [Colom-
bian region], my brother got diarrhea, and a local lady who
used to work in the farm gave him a traditional remedy, and
it helped.” [female, 22 years, No.2]

Discussion

This study is part of a larger participatory research effort to
develop a medical education curriculum on cultural safety."
The idea is to encourage medical students to acknowledge
and to respect patient ways of being and knowing. Training
in cultural safety® can bridge the divide between traditional
medicine users and health professionals in Colombian health
services. This in turn can improve multicultural patient ac-
cess to health services and increase the overall quality of
healthcare delivery." As a first step along this path, we ex-
plored what motivates medical students as they interact with
traditional medicine. We identified several actionable
themes: learning with the community, ownership of medical
education, a rigorous structure of the training program, the
paucity of cultural safety programs, and previous exposure to
traditional medicine.

The community base of this training encouraged medical
students to acknowledge traditional medicine users as a
source of knowledge. Learning with the community pro-
moted equitable inclusion of traditional medicine users. The
participatory nature of the project contrasted in a positive
way, the conventional hierarchy of knowledge passed from
teacher to student.

At the beginning of the project, students expressed cau-
tion or even skepticism about traditional medicine since it
does not follow familiar logic and or what they recognize as
scientific procedures. Parra and Pacheco suggested this atti-
tude stems from the proposal of conventional medical train-
ing that Western science is the only valid way to create and
transfer knowledge.”

In our study, the focus on community voices provoked a
positive attitude of the medical students towards traditional
medicine. Macaulay” highlights the value of community-
based participatory initiatives that allow researchers and
communities to contribute equally to co-creation of
knowledge. Researchers and communities learn from each
other. Participatory research combines education and action
to “democratize the knowledge production process.”

Several authors have described the role of community-
based projects in intercultural training. Clark® reported that
social work students increased their personal and profes-
sional awareness of diversity, recognized their own biases,
and increased their level of comfort with cultural differences
after participating in community-based transformative
learning. Mufioz-Cano® and Arce-Antezana® suggested that
project-based learning allows the development of the skills
for intercultural education by promoting awareness and re-
spect for other cultures, languages, and people; it allows med-
ical students to empathize with people who are different from



themselves. Our study confirms the value of community-
based learning in cultural safety.

Engaging higher education students in the co-creation
and co-ownership of academic content has recently gained
attention,* although it is still uncommon in medical educa-
tion. Curriculum co-creation is additionally promoted by the
World Federation of Medical Education.”®

Benefits from co-created curriculum initiatives include a
deeper understanding of the learning process, changing the
way students relate to others, and enhanced student motiva-
tion, enjoyment, and enthusiasm for learning.*

By co-designing the exercise with community members
and schoolteachers, the students in our study explored tradi-
tional medicine based on both their own interests and the
needs of the community. This helped them to address the dis-
connect between medical education and the sociocultural
context they will work in. Our proposal was motivated by the
idea that medical education should respond to the expecta-
tions and needs of patients and their communities, and that
medical training should address the relationships between
local culture and health outcomes.”

The medical students evaluated the structured introduc-
tory academic cycle in positive terms, mentioning that it gave
them the confidence and motivation to approach the inter-
cultural training. This suggests likely value in creating cul-
tural safety training initiatives based on a structure that is fa-
miliar, logical, formal, easy-to-follow, and rigorous in the
experience of medical students, allowing them more easily to
internalise the content. It also highlights the need to refer to
international guidelines and local legislation in cultural
safety training.

Before the exposure to traditional medicine in this pro-
ject, the medical students did not recognize the potential
benefits of traditional practices. Medical students preferred
the knowledge they received at university over the health
practices they experienced at home. Students saw Western
science as more advanced and civilized.*"** Notwithstanding
this, several students reported previous experience with tra-
ditional medicine, mostly through their families, as an ena-
bling or motivating factor.

Importantly, the medical students near the end of their
studies mentioned a complete lack of cultural safety training.
According to Chitindingu,” the increasing demand for tradi-
tional medicine in multicultural settings makes medical stu-
dents show more interest in and enthusiasm for participating
in intercultural training. This confirms the need to foster and
document experiences in learning about cultural safety in
Colombia.

Limitations

A well-recognized limitation in medical education research
is its risk of social desirability bias.” Medical students could
respond with the most socially desirable answers rather than
their own point of view. We encouraged students to be
sincere when writing down their narratives and assured them
that their answers would not have any impact on any grade
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in any course. We recognize, nonetheless, the narratives are
unlikely to reflect a full 360-degree account of the experience.
Our study is qualitative and involves only a small number of
participants. The relative uniformity of narratives encour-
ages us to think a larger size would not generate very different
results, given the abovementioned likely bias. We report here
only the student perspective (and not the community,
schoolchild or teachers’” view), as the exercise set out to ex-
amine student motivation. The nature of the study means the
results are likely to be influenced by our own values and be-
liefs, and our interpretation takes account of that limitation.

Conclusions

Cultural safety should be a standard component in medical
education in Colombia, which is currently quite distant from
the cultural preferences of large segments of the population.
Educators in similar settings may find our results informative
in the design of training initiatives to improve professional
interactions and to enhance respect for traditional medicine
users.

We recommend anchoring cultural safety training in
community voices, involving students and communities as
co-authors of training content, providing formality and rig-
our to the content, and exploring prior student contact with
traditional medicine. If time and resources are sufficient, the
involvement of students in community-based programs of-
fers a rich environment to encourage transformative learn-
ing.

Medical education about cultural safety is a necessary
step in adapting health systems to the cultural expectations
and preferences of the population. A transformative dynamic
of these programs helps to generate attitudes of openness
among medical students. We expect these students will be
better prepared to recognize and address intercultural chal-
lenges in their future clinical practice.
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