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FOREWORD

he International Conference on Primary Health Care, held in 1978 in Alma-Ara in the former

Sovier Union, launched “Health for All”, a global movement thar has shaped the dynamics of
public health ever since. Yer, despite indisputable advances made, the situation remains as “health
for some”. Issues such as disparity in health-care coverage; lack of equitable, accessible and afford-
able health care for all; and problems with availability of realistic inancial resources for health serv-
ices and medicines are daily realities for the indigent, the marginalized and the underprivileged.

The World Health Organization (WHO) estimates thar one-third of the world’s population has no
regular access o essential modern medicines; in some parts of Africa, Asia, and Latin America, as
much as half of the population faces these persistent shortages. However, in these same siruations,
the rich resources of tradirional remedies and practitioners are available and accessible,

Traditional medicines play a primary role in people’s health, as they have for thousands of years,
The range of therapies and practices is wide, varying greatly from country to counery and from
region to region. The most well-known are the Ayurveda of India and traditional Chinese medicine
and these systems of medicine have now spread o other countries,

The use of herbal medicines, and complementary and alternative medicine, is increasing in indus-
trialized countries, in connection with disease prevention and the maintenance of health. There
is an emphasis on self-empowerment and a more holistic approach, in which life is understood
as being a union of body, senses, mind and soul; and health as being the combinarion of physi-
cal, menral, social and spiritual well-being. This approach is consistent with WHO's definition of
health. The pracrices of rraditional, complementary and alternative medicine focus on the holistic
approach and include medicinal plants. Herbal medicines are perceived as “safe”, although in reality
there are potential risks, such as side-effects, in the use of all medicines. The relatively low cost of
rraditional remedies and their greater accessibility contrasts with the rising cost and limited avail-
ability of a number of even the most essential modern medicines,

The WHO Global Atlas of Traditional, Complementary and Alternative Medicine relates well 1o
one of WHO's overall strategic directions in rraditional medicine for 2002-2005; thar of tackling
excess mortality and morbidity especially among poor and marginalized populations. Traditional
medicine’s accessibilicy and affordabilicy are key values for populations struggling against comimu-
nicable and noncommunicable diseases, :'_'r.pnz:::i.'aII}r in their chronic forms.

We have seen a global resurgence of interest in the use of craditional, complementary and alterna-
tive medicine over the last decade. The Fifty-sixth World Health Assembly formally acknowledged
this in May 2003; Member States discussed the WHO Traditional Medicine Strategy 2002-2005
and adopred resolunon WHA3S6.31. These documents set out squarely the major challenges: the
lack of organized networks of craditional practitioners; the lack of sound evidence of the safety, ef-
ficacy and quality of traditional medicines; the need for measures to ensure proper use of rraditional
medicines and to protect and preserve traditional and natural resources necessary for their sustain-
able application; and measures for training and licensing of traditional practicioners.

The Traditional Medicine Strategy reflects both the value placed on traditional medicine as a re-
source, and the challenges ahead. It details four directions for our work with countries in chis feld:
in the areas of policy (where we aim to broaden recogniton of traditional medicine, supporting
its integration into national health systems as appropriate, and protecring indigenous knowledge);
safery, efhicacy and quality (where our work is to expand the knowledge base on rraditional medi-
cine and raise its credibility); access {(where we must work to increase availabilicy and affordabilicy,
especially for poor populations); and rational use {(where the task is to ensure appropriate and sus-
tainable use of these medicines by consumers and providers, preserving and protecting medicinal
plant resources and knowledge of traditional medicine).

Mapping the issues through this Atlas gives them fresh impact, illustrating graphically the “gaps”,
and therefore the needs. In this way it directly supports the implementadon of WHO's strategic
plans. For example, a map that shows only 25 countries as having a narional policy for tradicional
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The Adas is an advocacy tool o show the global community where our efforts are most required
and ro stimulate joint responsibility for solving the problems. It is also part of the solution. The
actual process of its compilation has, in iself, been a useful means of raising the profle of tradi-
tonal medicine globally. In asking the questions and articulating the issues, constructive progress
has already been made in underlining the importance of traditional medicine in the field of public
health and highlighting to all Member Stares where work still needs to be done.

The Atlas provides reliable, evidence-based information on the use and practice of rraditional medi-
cine in the world today, to stimulate decision-making in health sector development and reform.
It provides a reference and research tool for all those who are working ro increase availabiliry and
accessibility to cost-effective remedies and methods of treatment; and to promote proper use and
to improve training and education of providers of rraditional medicines, and complementary and
alternative therapies. | believe thar the success of these effores will eventually lead w a more com-
prehensive health-care delivery which will, in turn, bring us closer to realizing "Health for All” in
the 21° century,

D Wlfried Kreisel
Dhrector
WHO Centre for Health Development
Kobe, Japan



PREFACE

raditional medicine (TM) has always maintained its popularity worldwide. In addirtion, for

more than a decade, there has been an increasing use of complementary and alternative medi-
cine (CAM} in many developed and developing countries. In line with increased international de-
mand, the safety, efficacy and quality of the products and practices used in TM/CAM have become
important concerns for both health auchorities and the public. Therefore, WHO Member States
are secking o establish policy frameworks and deciding in whar ways these producrs and pracrices
should be regulared to ensure their safety, efficacy and quality. In this context, it would be beneficial
for Member Srates to share experiences in order to assist each other as they begin to develop their
own policies and regulations. The compilation of the WHO Global Atlas of Tradidonal, Comple-
mentary and Alternative Medicine has provided a mechanism for sharing evidence-based informa-
tion on the currenc stare of TM/CAM,

BackGrounD 10 THE DATA CoLLecTioN AND WORKING PROCESS

The Global Arlas was designed to record and map the currene starus of TM/CAM around the
world, in terms of policy, regulation, education, research, practices and use. To this end WHO
through its Centre for Health Development (WHO Kobe Centre} organized two meetings, in Sep-
tember 2001 and in June 2003. All together, 73 participants, including national health authorities,
experts, and representarives of NGOs, from 45 countries in the six WHO regions, engaged in an
internarional collaborative eftort to prepare the Global Adas.

The meeting in 2001 reviewed and discussed the primary data available on the prevalence and
utilization of TM/CAM, as well as the d::vtlupm:nt of a wo rlu'ng pmc::d Lre 10 cumpﬂr: national in-
formation and dara for the Atlas. Since TM/CAM is not been legally recognized in many countries
and there is a lack of data for most countries, the participants decided thar the Global Adas would
be based on data from secondary sources. Due to the lack of an effective and generally-accepted tool
tor the purposes of secondary data collection, three types of indicator were proposed; background,
structural (including a survey quality assessment indicator), and process indicators {see Annexes in
the map volume). These indicators were employed to gather the demographic information, infra-
serucrural dﬂrelupmem of TM/CAM art the narional level, and its urilizarion and popularity.

Before launching the global collection of informartion, the feasibility of using the indicarors was
held-tested in Indonesia, Panama, Thailand, and Viet Nam in cooperation with national authoricies
relating to 'TM. In order to gather these data, the WHO Kobe Centre together with the Traditional
Medicine Team at WHO Headgquarters and the six WHO regional offices set up a working group in
each region. The WHO European Region coordinators working ar Global Initiative for Tradidional
Systems (GIFTS) of Health ar Oxford University, United Kingdom, were commissioned by the
WHO Kobe Cenrre to collate the information received from the six regional working groups. Each
working group contacted national focal peints and/or working partners in the countries of their
respective region to collect informacion and dara. Afrer global dara collection, analysis and colla-
tion by the regional working groups had been completed, a meeting was convened in June 2003, at
which it was agreed that the Global Atlas would consist of a map volume and a text volume. After
the meering, the WHO Kobe Centre sent the final draft of each country chapter to the respective
national health aurhoriries for their review and comments.

UTriuizATiION OF THE GLOBAL ATLAS

The Global Arlas facilitares an easy review of many aspects of the situation regarding the use of TM/
CAM in different countries, which therapies are most popular worldwide, how many countries
have already established policy and reguladion of TM/CAM, etc. It provides a rich source of infor-
mation to assist Member States secking to develop their national policies on TM/CAM. However,
it should be noted that the Global Atlas was prepared on the basis of information and daa from
secondary sources and references are included at the appropriate points.

One of the four objectives of the WHO Tradiconal Medicines Straregy 2002-2005 is to assist
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veloping and implementing national TM/CAM policies and programmes. From the information
cathered in an ongoing WHO global survey of national policy and regulation of TM/CAM and
herbal medicines, 1t is clear thar the situation is evolving rapidly and that many countries are cur-
rently engaged in establishing national policies and regulations,

Thus, in order to capture this changing scenario, the Global Atlas will need to be updated regularly.
Meanwhile, it provides an excellent overview of the situation of TM/CAM in the world today.

D Xiaorui Zhang
Coordinaror, Traditonal Medicine
Deparrment of Essenrial Drugs and Medicines l‘nlic}r
World Healch Organization, Geneva, Switzerland
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Kin Shein' and Yuki Maehira®

" Coordinator, Traditional Medicine Programme, WHO Centre for Health Development,
Kobe 651-0073, Japan.
Email: sheink@who.orjp

* Technical Officer, Traditional Medicine Programme, WHO Centre for Health Development,

Kobe 651-0073, Japan,
Email: maehiray@who.orjp

he developments and achievements in biomedical disciplines and advances in modern medi-

cal sciences in general, in the prevention, control and treatment of various diseases and other
medical conditions is unprecedented in the history of medicine. However, the benehirs derived from
these developments are not necessarily available, accessible and affordable to a signihcant propor-
tion of the people in many developing countries. Under such circumstances, rraditional medicine
(TM) continues to play an important role in the provision of primary health care in many coun-
tries. For example, in Africa, up to 80%, and in India, 70% of the population depend on traditional
medicine to help meet their health-care needs (/).

In the last two decades, many dcvtlupcd countries have also been interested in craditional medicine.

It 15 br:ing referred o as mmplemunmr}r and alternative medicine (CAM) and thcrapics. As many
as 429 of the pcn-plc in the USA, 48% in Australia, 70% in Canada and 77% in CGermany used

CAM ar least once in the 19905 (1),

Various systems of traditional medicine are used in different parts of the world today; yer there is
no reference information on their utilization. A need has been expressed to bring together such
information, especially on the popularly-used TM, for better understanding of the various systems
of medicine contributing to the people’s health. The various modalities of therapies and pracrices
employed in TM/CAM, insofar as they are beneficial and not harmful to peoples’ health and well-
being, are porential resources for health care. They need 1o be explored for their possible conrri-
butions to health. It is crucial to understand their role because it is important to systematize the
contributions of all systems of medicine in the development of “Health for All" in the 21* century.
Therefore sharing the countries’ information and experiences is necessary. This Global Atlas aims to
provide a range of information relating ro the use of TM/CAM, including the national policy and
regulation, popularly-used therapies, research and educarion, ameng others,

The Development of WHO Global Atlas
on Traditional/Complementary and Alternative Medicine

Since 1999, the WHO Centre for Health Development (WHO Kobe Centre/WKC) has been
working in the area of TM 1o examine its valid contributions to health system development in
the 21* century (2). It is envisaged that modalities of treatment in various systems of medicine—
whether conventional, traditional, complementary or alternative, that have been proven to be ef-
fective and not harmful 1o peoples” health and well-being when used properly, might contribute to
improve access o preferred methods of health care in national health and welfare systems.

There is lack of information and documentation on a number of different systems of TM/CAM.
Hence, the WHO Kobe Centre convened an international consultative meeting in Seprember 2001
(3) as the first step in the collection of global information on practices and urilizarion of TM/CAM.
The indicators for the collecrion of information were selected and field-tested in Indonesia, Panama,
Thailand and Vier Nam. Thereafter, the collection of information was carried out globally.

In June 2003, the Centre organized another internartional meeting to review the data (4). This was
attended by 48 experts and national health auchorities from 33 countries. The participants reviewed
the information collected and developed the structure of the Global Atlas, a brief description of
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Purpose of the WHO Clobal Atlas
The purpose of the WHO Glabal Adas is ro;

* Provide the latest information on the status of development of TM/CAM in the world 1o
the Member States, academia, researchers, the industry, NGOs and other interested parries;
and,

* Provide information on commonly-used TM/CAM in different countries, as well as docu-
menting their global prevalence.

The Global Atlas consists of two volumes, i.e. the map volume and the text volume {4). They are
arranged to provide a more complete picture regarding peoples’ reliance and dependence on differ-
ent eraditional health systems.

The map volume presents information on the current status of TM/CAM around the world by
means of maps, figures and rables, on the following aspects:

+ Narional legislation and policy;

* Availability of public financing;

* Status of education and professional regulation;

* Narional legal recognition of TM/CAM practitioners by therapy,

» Conventional health-care professionals entitled to provide TM/CAM;
* TPopularity, or use of different systems of TM/CAM around the world.

The text volume includes six regional overview chapters and 23 selected country chaprers on prac-
tices and utilization of TRM/CAM, with a view 1o provide country-specific information from
developing as well as developed countries.

Conclusion

The availability of more complete information on the health systems prevalent in a country could
facilitate a more comprehensive national health-system developmenrt and/or health sector reform
where this is necessary and desirable, These developments are important to the endeavours of na-
tions around the world in their quest to improve the health-care coverage and provision to their
citizens safe, effective, affordable, and culturally-accepred therapies and pracrices.

Glossary of selected terms

In order o read easily and use the informacion included, definitions of the rerms cummunl}r used
in this Global Atlas are given below. The Fulif_mring definitions of I-Ltf}-’ terms are quurtd from other
WHO publications for consistency and have already been used in the Member States.

Traditional Medicine (TM )]

Traditional medicine has a long history. It is the sum total of the knowledge, skills and practices
based on the theories, beliefs and experiences indigenous to different cultures, whether explicable
or not, used in the maintenance of health, as well as in the prevention, diagnosis, improvement or
treatment of physical and mental illnesses (5).

Complementary and Alternative Medicine (CAM)

The terms complementary/alternative/non-conventional medicine are used interchangeably with
traditional medicine in some countries. The term complementary and alternative medicine is used
in some countries to refer to a broad set of health care practices that are not part of the counery’s
own tradition and are not integrated into the dominant health care system (5).

Herbal Medicines
Herbal medicines (5) include herbs, herbal materials, herbal preparations and hnished herbal
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Herbs

Herbs include crude plant material such as leaves, Howers, fruit, seed, stems, wood, bark, roots,
rhizomes or other plant parts, which may be entire, fragmented or powdered.

Herbal materials

Herbal materials include, in addition to herbs, fresh juices, gums, fixed oils, essential oils, resins and
dry powders of herbs. In some countries, these materials may be processed by various local procedures,
such as sceaming, roasting, or stir-baking with honey, alcoholic beverages or other marerials.

Herbal preparations

Herbal preparations are the basis for finished herbal products and may include comminuted or
powdered herbal materials, or extracts, tincrures and farty oils of herbal materials. They are pro-
duced by extraction, fractionation, purification, concentration, or other physical or biological proc-
esses. They also include preparations made by steeping or heating herbal materials in alcoholic
beverages and/or l'll:l-l'lt}’, or in other marerials.

Finished herbal products

Finished herbal producrs consist of herbal preparations made from one or more herbs. If more than
one herb is used, the rerm mixrure herbal prndu::t can also be used. Finished herbal pmduu_‘ts and
mixture herbal products may contain excipients in addition o the active ingredients. However,
finished products or mixture products to which chemically defined active substances have been

added, including synthetic compounds and/or isolated constituents from herbal marterials, are not
considered to be herbal.

Ayurveda

Ayurveda (6) originated in the 10" century BC, burt its current form ook shape berween the
5" century BC and the 5 century AD. In Sanskrit, Ayurveda means “science of life”. Ayurvedic
philosophy is atrached to sacred texts, the Vedas, and based on the theory of Panchmahabhu-
tas—all objects and living bodies are composed of the five basic elements: earth, water, fire, air,
and sky. Similarly, there is a fundamental harmony berween the environment and individuals,
which is perceived as a macrocosm and microcosm relationship. As such, acting on one influ-
ences the other. Ayurveda is not only a system of medicine, bur also a way of living. It is used
to both prevent and cure diseases. Ayurvedic medicine includes herbal medicines and medicinal
baths. It is widely practised in South Asia, especially in Bangladesh, India, Nepal, Pakistan, and
Sri Lanka.

Chiropractic

Chiropractic was founded at the end of the 19th century by Daniel David Palmer, a magnetic
therapist practising in lowa, USA. Chiropractic is based on an association berween the spine and
the nervous system and on the self-healing properties of the human body, It is pracrised in every
region of the world. Chiropractic training programmes are recognized by the World Federation of

Chiropracric if they adope international standards of educarion and require a minimum of four
years of full-rime universiry-level educarion following entrance requirements.

Homeopathy

Homeopathy was first mentioned by Hippocrates (462-377BC), but it was a German physician,
Hahnemann (1755-1843), who established homeopathy's basic principles: law of similarity, direc-
tion of cure, principle of single remedy, the theory of minimum diluted dose, and the therapy of
chronic diseases (6}. In homeopathy, diseases are treated with remedies that in a healthy person
would produce symproms similar to those of the disease. Rather than fighting the disease directly,
medicines are intended to stimulate the body to fight the disease. By the latter half of the 19th
century, homeopathy was practised throughout Europe as well as in Asta and North America. Ho-
meopathy has been integrated into the national health care systems of many countries, including

xin
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Traditional Chinese medicine

The earliest records of tradidonal Chinese medicine (6) dare back to the 8th century BC. Diagnosis
and treatment are based on a holistic view of the patient and the patient’s symptoms, expressed in
rerms of the balance of yin and vang. Yin represents the earth, cold, and femininicy. Yang represents
the sky, heat, and masculinity. The actions of yin and yang inHuence the interactions of the five
elements composing the universe: metal, wood, water, fire, and earth. Practitioners of traditional
Chinese medicine seek 1o control the levels of yin and yang through 12 meridians, which bring en-
ergy to the body. Traditional Chinese medicine can be used for promoting health as well as prevent-
ing and curing diseases. It encompasses a range of practices, including acupuncrure, moxibustion,
herbal medicines, manual therapies, exercises, breathing techniques, and diets. Surgery is rarely
used. Chinese medicine, particularly acupuncrure, is the most widely-used rraditional medicine. It
is practised in every region of the world.

Unani Medicine

Unani (6) is based on Hippocrates’ (462-377 BC) theory of the tour bodily humours: blood,
phlegm, vellow bile, and black bile. Galen (131-210 AD), Rhazes (850-925 AD), and Avicenna
(9801037 AD) heavily influenced Unani’s foundation and formed it structure. Unani draws from

the rraditional systems of medicine of China, Egypr, India, irag, Persia (Islamic Republic of Iran),
and the Syrian Arab Republic. It is also called Arabic medicine,

Medication therapies

Therapies employing medications include African medicine, Ayurveda, traditional Chinese medi-
cine, herbal medicine, homeopathy, Siddha medicine, Unani medicine and other traditonal medi-
cines which are popularly used worldwide (3).

Non-medication therapies
These therapies are also called “rraditional procedure-based therapies™ in some countries. Therapies
that do not use medicines internally are acupuncture, chiropractic, osteopathy traditional exercises

(e.g. (hgong, Yoga), manual therapy (e.g. Shiatsu), and others (3, 7).

References

1. WHO Traditianal Medicine Strategy 2002-20035. Geneva, World Health Organization, 2002 {(WHO/
EDTTREM20O02, 15,

2 Tradeional Medicine — its conertbutions to buman health develapment in the new century. Reporr
of an International Symposcom, Robe, Japan, 9 November 1999, Kobe, WHO Centre for Health
Development, World Health Organizacion, 2000,

3. Global Infarmation an Traditional Medicine/Camplementary and Alternarive Medicine Practices and
Ultilizatian, Proceedings of an International Consnltative Meeting, Kobe, fapan, 19-21 Seprember 2001,
Kobe, WHO Cenure for Health Development, World Health Orgamization, 2001,

4. Cilobal Aelas of Traditional Medicine. Proceedings of an International Meeting, Kobe, Japan, 17-19 June
2003, Kabe, WHO Centre tor Health Development, World Health Organizadion, 2004,

Tradirronal Medrcine — f;maue'ug Need's aned Potential WHO Fﬂli{'_'r Perspecﬂves on Medicines, Geneva,
World Health Chrganization, 2002 (WHO/EDM/2002.4).

6. Ceneral guideiines for methodologies on research and evaluation of raditional medicine. Geneva, World
Health Organizacion, 2000 (WHOEDM TRM/2000.1).

i Lrg.-zf Seatus nf Tradmional Medicine and Eﬂmpﬁrmfmm:rrﬂfrfmmfw Medicine = A Worldwide Review:
Cieneva, World Health Organizagen, 2000 (WHO/EDM/TRM/2001.2).

|



- - o
-
..I
'.'.-:"
- r o
= i W "
" 4 - L8
iy )
i) - <
o . 5
£
: l_'-.. o o Yy
£ 1 A
T
i g
- i
-~
i ok
i -
0 -
-h.:hI-‘l-,.
]
e
1
G
.;-
L = "
| -
.'b"' 5
e
w

WHO AFRICAN REGION

REGIONAL OVERVIEW AND
SELECTED COUNTRY CHAPTERS




CHAPTER 1

ﬁ‘%;ﬁ - REGIONAL OVERVIEW:
& w . AFRICAN REGION

‘ | “ Ossy M] Kasilo',
Edoh Soumbey-Alley?,
Charles Wambebe*
and Rufaro Chatora*

' Regional Adviser for Traditional Medicine, Division of Health Systems and Service Development,
World Health Organization Regional Office for Africa, P.O. Box 6, Brazzaville, the Republic of the
Congo. E-mail: kasiloo@afro.who.int

Regional Adviser for Health Information Systems, Division of Health Systems and Service
Development, World Health Organization Regional Office for Africa, P.O. Box 6, Brazzaville, the
Republic of the Congo. E-mail: soumbeye@afro.who.int

' Short-Term Professional in the Traditional Medicine Programme, Division of Health Systems
and Service Development, World Health Organization Regional Office for Africa, PO. Box 6,
Brazzaville, the Republic of the Congo. E-mail: wambebec@airo.wha.int

* Director, Division of Health Systems and Services Development, World Health Organization
Regional Office for Africa, P.O. Box 6, Brazzaville, the Republic of the Congo.
E-mail: chatorar@afro.who.int

1.1. INTRODUCTION

African Traditional Medicine (ATRM) is embedded in the culture of the population. In some com-
munities, it is the un!}* form of health care thar is available, affordable and accessible. Only about
50% of the population in the WHO African Region (AFR) has regular access to essential pharma-
ceuricals, whereas more than 80% use ATRM (). Africa is endowed with a rich biodiversity esti-
mated at 40000 plant species (2) and ATRM is 90% plant-based. About 6377 plant species are used
in tropical Africa, of which more than 4000 species are used medicinally (3). Tradirional knowledge
is transmitted mostly by oral tradition, while some specific recipes are disclosed only to family mem-
bers who can be trusted to keep such heritage.

In recognition of the role thar rraditional medicine (TRM) and its pracritioners play in the develop-
ment of health systems and services and the achievement of ‘Health for All', WHO governing bod-
ies at global and regional levels have adopred several resolutions on TRM. These include Resolution
AFR/RC50/R3 on Promoting the Role of Traditional Medicine in Health Systems: A Strategy for
the African Region adopted at the fiftieth session of the WHO Regional Commirttee for Africa, held
in Quagadougou, Burkina Faso, in 2000 (4); and Resolution WHAS6.31 on traditional medicine
at the World Health Assembly in May 2003 (5).

More recently, there has been a renewed political commitment to TRM at both country and WHO
levels, as evidenced by the institution, with effect from August 2003, of the ATRM Day for Advo-
cacy — on 31 August each year — in Member States. The first such Day was launched in Pretoria,
South Africa in 2003 with the theme Traditional Medicine: Our Culture, Our Future. The African
Summit of Heads of State and Government declared in Abuja, Nigeria, in April 2001 that TRM
research was a priority, and in Lusaka, Zambia, in July 2001 it designated the period 2001-2010 as
the Decade for the Development of ATRM. A plan of action, which received WHO support, was
adopted in Tripoli, Libyan Arab Jamahiriya, in April 2003 and endorsed in Mapuro, Mozambique,
by the African Summit of Heads of State and Government in July 2003. The strategy for its im-
plementation has been developed by WHO and was submitted to the African Union in December
2003. Furthermore, the African Summir of Heads of State and Government, held in Mapuro in
July 2003, declared thart it would continue to support the implementation of the plan of action for
the Decade for ATRM, especially research in the area of treatment for HIV/AIDS, tuberculosis,



WHO AFRICAN REGION

Countries will need time o capitalize on this renewed polincal commitmenr to enhance ATRM
in AFR. {:urrcnr]}; about halt of the countries in the Region have formulated TRM policies and
dt"r‘t']ﬂ'.lt'd tuntctional structures for the practice of TRM.

1.2. BACKGROUND INDICATORS

1.2.1. Morbidity and mortality

The estimared roral population in AFR in 2002 was abour 672 238 000. The average annual growth
rate of the population is estimated at 2.2%. The average life expectancy at birth, both sexes com-
bined, is 48.9 years. The per capita total expenditure on health, in international dollars, ranged
from $12 in the Democratic Republic of the Congo to $770 in the Seychelles in 2001, with an av-
erage across AFR of $109.30, Infant mormality rates in 2001 ranged from 13 per 1000 live births in
seychelles to 182 per 1KO live births in Sierra Leone, while marernal mortality rates ranged from
0 per 100000 live births in Seychelles o 1837 per 100000 live births in the Democratic Republic
ot the Congo in 2001 (7).

The ten most common causes of morbidity in AFR are HIV/AIDS, malaria, lower respiratory tract
infections, childhood diseases, diarrhoeal diseases, perinatal conditions, neuropsychiatric disorders,
road trathe accidents and other unintentional injuries, maternal conditions, and violence (8). The
ten most common causes of mortality are HIVIAIDS, malaria, lower respiratory tract infections,
childhood diseases, diarrhoeal diseases, perinatal conditions, unintentional injuries, malignant neo-
plasm, cerebrovascular disease and ischaemic disease.

1.2.2. Numbers of prescribers and TCAM providers

The total number of prescribers in AFR estimated during 1995-2003 was 822 374, composed
of: physicians — 106685; midwives — 48 044; nurses — 485705; pharmacists = 32 801; dentists
- 17675 and other health workers — 131464, In 2003, Nigeria had 25000 physicians, 10000
pharmacists and 8386 nurses, whereas in 1996, South Africa had 23855 physicians, no midwives,
200000 nurses, 15794 pharmacists and 7544 denrists (8).

The total number of tradinonal, complementary and alternative medicine (TCAM) providers with-
in and ourside the conventional health system vanies from one country 1o another, Most of them
are tradittonal health practniooners (THPs). Surveys conducted by WHO and other organizations
show that in many parts of Africa, THPs greatly outnumber medical doctors. For example, in 1982,
Hedberg and colleagues {9 reported chat there were abour 30000040000 THPs and 600 medical
docrors in the United Republic of Tanzania. A similar situation is observed in other countries. In
Ghana for example, the ratio of medical doctors to the population is 1:20,000 and thar of THPs
to the population 1:200 whereas in Mozambique the ratio of medical doctors o the population is
1:50000 and that of THPs to the population 1:200 (/0.

1.2.3. Total Expenditure on Health

The total expenditure in the convenrional health-care secror is illustrated in Table 1.1, Table 1.2
and Figure 1.1. Table 1.1 shows the expenditure by type of provider, including nongovernmental
organizations (NGOs) and for-profit private sectors, in selected Easrern and Southern Africa (ESA)
countries. Table 1.2 shows the health expenditure by level of care in the public sector of ESA coun-
tries. Figure 1.1 shows the breakdown of direct care delivery expenditure by level of care across the
region as a whole (8).

There has always been doubt expressed internationally thar hospital expenditure is wo high in
relation to expenditure on primary health care in developing countries. The evidence presented
in this comparative analysis of the natonal health accounts in ESA countries does nor, however,
rend to support this concern. Table 1.1 shows that the proportion of toral expenditure devoted to
hospital care ends to decrease in most countries with the addition of the private secror. This is,
however, largely due to expenditure in pharmaceutical outlets in the private sector, which is difhcule
to classify into primary care or otherwise. In the case of the United Republic of Tanzania, the high

proportion of expenditure on hospitals can be explained by the face that many hospirals are run by
g: - - - | . 1 I =4 . ] 3
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Table 1.1. Total health expenditure in Eastern and Southern Africa (ESA)
countries by type of provider, including NGOs and for-profit
private sectors (77).

Percenlage of total health expenditure by provider in countries:

Provider type

ETH | KEN | MAL | RWA | SAF | UGA | URT |

Hospitals 18.53 | 27.07 | 11.54 | 33.44 | 3931 | 10.14 | 53.25
Outpatient care centres 33.15 | 21.46 | 24.41 | 12.29 5.44 6.83 | 1857
Haspitals and clinics T | | iow
inot separated) NA | NA | 1228 | NA NA | 22.81 | NA
Private medical practitioners NA NA | NA NA 16.12 NA . NA
Public health programmes NA NA | 1227 | NA 265 | 21,79 | 16.28
Producers of pharmaceuticals ] : i i
& tedical supplies 33.07 | 2346 | 2.87 | 24.66 | 14.13 | 1412 | NA
Administration 715 253 | 11.18 | 23.92 6.11 4.75 | 11.90
Research 066 1.09| NA | NA | 025 012| NA
Training 1.89 1.17 | MNA NA 1.97 1.79 .'Jr"_._
Treatment abroad CNA | Na | NA 1.21 | NA NA [ NA
THPs/healers 490 NA | 219 431 NA | 146] NA
Others NA | NA | 016 NA | 1088 NA | NA
Not classified 0.66 | 23.23 | 23.11 0.17 3.14 | 16.19 NA i
Total 100 100 100 100 100 100 | 1.I]'.I] |

ETH, Ethiopia; KEN, Kenya; MAL, Malawi; RWA, Rwanda; SAF, South Africa; UGA, Uganda; URT,
United Republic of Tanzania.

MNA, not available (this does not mean that there was no expenditure on these provider types, but
rather that it was not separated from the other providers shown in the table).

Table 1.2 and Figure 1.1 show that mid-level care has the highest proportion of expenditure al-
located ro it by the public sector. This may impede the achievement of the goals conrained in the
health policies of the countries concerned, where primary care is suggested to be a priority.

Table 1.2. Health expenditure in selected Eastern and Southern Africa (ESA)
countries, by level of care in the public sector only (8).

Percentage of total health expenditure

Level of care by level of care in countries:

ETH
Tertiary 11 11 38 25 23 11 23
Mid level . :
(1st and 2nd) 33 24 36 33 53 37 52

1
T
|

FRARy Cafe 56 65 26 22 24 52 25

(non-hospital) ,
Total 100 | 100 | 100 | 100 | 100 [ 100 | 100

ETH, Ethiopia; MAL, Malawi; MOZ, Mozambique; RWA, Rwanda; SAF, South Africa; UGA, Uganda;

AT Sd& M B~ A& N v
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1.2.4. Expenditure in the Traditional Health Sector

Information on total I:xpcnditun: in the traditional health sector is SCANLY, SO IT 1§ difficulr to make
meaningful comparisons berween the formal and traditional sectors, but a few examples can be
cited. Figure 1.2 combines the results of a study on affordability (/.2) and a comparison of health
expenditures (13) in KwaZulu-Natal Province in South Africa, which showed thar the estimated
annual cost of treatment per individual, paid by patients using herbal products and consulting tra-
ditional health pracritioners, was less than the provincial per capita annual health expenditure on
public health care not paid by patients,

Figure 1.1. Breakdown of direct care delivery expenditure by level of care
across the WHO African Region as a whole (public sector only) in

2001 (171).
Tertiary level
Ll
23%

Primary care
(non hospital)
25%

Direct care delivery

by level of care

in the WHO

African Region, 2001 Mid level care
(1st and 2nd)
52%

Similarly, Figure 1.3 shows results of a study on comparative cost of malaria treatments in Dangme
West District, Ghana, where self-treatment using herbs and over-the-counter medications was less
expensive for patients than the cost of malaria treatment at a clinic (14).

1.3.1. Official National TCAM Policies

Government reports and surveys undertaken by WHO and other partners indicate thar at least 20
(56%) countries in AFR have an ofhcial national policy on TCAM, (including policy whose en-
dorsement by Cabinet is pending). Those with policies are mostly in western, southern and eastern
Africa. Those without policies include a number of countries in central and north-western Africa,
together with some of the smaller countries in the south and east (e.g. Lesotho, Malawi, Seychelles
and Swaziland).

Figure 1.2, Health expenditures (in US$) in KwaZulu-Natal Province, South
Africa (12, 13).
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Figure 1.3. Out-of-pocket expenditure (in US$) for malaria treatments in
Dangme - West District, Ghana (14).
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1.3. STRUCTURAL INDICATORS

Selecred strucrural indicators are summarized in Table 1.3 and discussed in further detail below.

1.3.2, TCAM Legislation

A national law or regulation of TRM exists in the following countries: Burundi, Core d'lvoire, the
Democratic Republic of the Congo, Equatorial Guinea, Ethiopia, the Gambia, Ghana, Guinea,
Lesotho, Liberia, Madagascar, Malawi, Mali, Mauritius, Namibia, Nigeria, Senegal, Sierra Leo-
ne, Swaziland, Togo and Zimbabwe. Certain forms of TRM are regulated in Botswana, Ethiopia,
Ghana, Lesotho, Madagascar, Mauritius, Nigeria, Sierra Leone, South Africa, Swaziland, Togo,
the Unired Republic of Tanzania, and Zimbabwe. TCAM providers are legally recognized in Bot-
swana, Burkina Faso, Cameroon, the Congo, Ethiopia, Gambia, Ghana, Guinea, Kenya, Lesotho,
Mali, Mauritius, Namibia, Niger, Nigeria, Senegal, Sierra Leone, South Africa, Swaziland, Togo,
the United Republic of Tanzania, and Zimbabwe (7).

Currently, THPs are the most common professional category entitled to provide TCAM in most
countries in AFR. There are others however; in Nigeria, for example, chiropractors and osteopaths
are recognized within the conventional health system. In Mauritius, there are no provisions for
ATRM, burt registered practitioners of Ayurveda, homeopathy and traditional Chinese medicine
are legally recognized. In Mali, chartered THDPs, all medical staff, and retired paramedical staff may
open private TCAM consultation clinics. Chartered medicinal plant sellers, graduates from the
Katibougou Rural Polytechnic Institute or equivalent, and graduares from the Superior Normal
School or its equivalent are allowed to open medicinal herb stores (7). Similarly, in South Africa,
allopathic doctors retain the right 1o practise homeopathy, regardless of their level of homeopathic
education, since these professionals are legally recognized TCAM providers,

1.3.3. Existence of a Ministry, Institution or National Expert Committee

Sixreen (44%) countries indicated that a national expert committee on TCAM has been established
whose mandarte includes, among others, TCAM control, education, information and/or research
(Table 1.5). Furthermore, 14 (39%) countries have established a national programme on TCAM.
Thirty-one countries (86%) indicated thar a National Office of TCAM has been established within
the Ministry of Health, whereas 28 (78%) indicated that TRM research is heing carried our.

1.3.4. National Voluntary Self-regulatory Bodies for TCAM

Mational voluntary self-regulatory bodies for TCAM, mostly THPs' associations evisr in Ranin
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Uganda, the United Republic of Tanzania, Zambia and Zimbabwe, It is interesting to note that in
Mali there are over 32 THP associations, and a Federation of THPs has been established. In most
countries, however, the number of associations ranges from one in small countries to five in larger
ones. They are mostly concentrated in urban areas.

Table 1.3. Summary of selected structural indicators in the WHO
African Region

No. (%)
of countries
with indicator

Reference

Structural indicator

. . . ™y "RTETET v |
gagzgﬁLDfﬁm of Traditional Medicine in the Ministry 11 (86) (15)

{ l:mdu:_tlnh research related to traditional medicine | EE-_{?I‘L'I _E (1,16)
National policies on traditional medicine ' 22 (b1) | (1,15)
National traditional medicine programmes ! 12 (33) 1 [15)
Mational law or regulation on traditional medicines 21 (58) (1,15)
_!‘:vlatiunfﬂ expert committee | 16 (44) (15)
Registration system 7(19) f (15])

GMP requirements for manufacturing of herbal medicines ' 7 (19) (15)
Associations of traditional health practitioners 22 (73) ' (16)
Conservation of medicinal plants .|_ 17 (59) (16) N
r:::f::wnt badies for coordinating traditional medicine 17 (57) (16)

 Training programmes for traditional birth attendants ! 17 (57) (16)

| Legalil framework for the practice of traditional medicine | 16 (53) (16)

: Lcrcat prﬂductmn of traditional medicines ' 15 fﬁﬂd}l (16)

1.3.5. Public Sector Financing Mechanisms for TCAM

In most countries of AFR, the free provision of health care in the public sector does not include
TCAM therapies (/). Both herbalists and private practitioners of TCAM charge user fees (/7). For
example, in Sourh Africa, Zambia and Zimbabwe, TCAM treatments are not covered by insurance.
In the Congo, an attemprt has been made o standardize fees for TCAM treatment, but no patient
reimbursement exists for such fees. Even in Niger, where a health insurance programme was intro-
duced for government health-care services, it does not cover any traditional treatments (/7). The
World Health Report 2003 indicates that in 2001 social security expenditure as a percentage of
general government expenditure on health accounted for 0.8% in Echiopia, 0.1% in Guinea-Bis-
sau, 8.1% in Mauritius and 0.6% in Rwanda (8).

1.3.6. Education, Information and Advisory Services Relating to TCAM

Regarding education and training, some countries have initiated training programmes to improve
the skills and public health-care knowledge of THPs, including traditional birth attendants, Some
others provide training in TRM for pharmacists, doctors and nurses and THPs (Burkina Faso,
Cameroon, the Congo, Equatorial Guinea, Gambia, Ghana, Guinea, Kenya, Lesotho, Liberia,
Madagascar, Malawi, Mali, Rwanda, Senegal, Sierra Leone, South Africa, Uganda and the Unired
Republic of Tanzania). For example, the Kwame Nkrumah University in Ghana offers a bachelor’s
degree in herbal medicines: Kenya has established a Karad Rural Service and School of Alterna-
tive Medicine and Technology: Zimbabwe has a School of Traditional Medicine and a Bachelor of
Science degree in Natural Medicine; and Nigeria has established diploma courses for traditional
herbalists.

Information and advisory services are available in Benin, the Central African Republic, Congo,
Ghana, Guinea, Kenya, Mali, Mauritania, Mozambique, Senegal, South Africa, Togo, Uganda and
the I Inired Renublic of Tanzania. In west Africa, Benin is developing a guide for the rational use of
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nal plants. In Ghana, Volume 1 of the Ghana Herbal Pharmacopoeia contains scientific information
on 50 medicinal plants (/8), and a second volume is currently in preparadion. The International
Development Centre in Conakry, Guinea, has conducted regional workshops for THDPs of franco-
phone Africa and in Senegal, NGOs such as ENDA (Environnement pour le Développement) and
PROMETRA (Promotion des Médicines Traditionnelles) provide informartion on medicinal plant
horticulture and self-medication, and on all aspects of TRM, including training of THPs. The Min-
istry of Health and Social Action in Senegal has produced a publication on medicinal plants sold
across the world (/19). In central Africa, the National Centre of Traditional Medicine in the Congo
promotes information exchange berween institutions.

Table 1.5. National expert committees for TCAM in the WHO African Region

Countries with national expert No expert committee,
committees for TCAM or no information supplied on this indicator

Botswana Algeria Angola
Burkina Faso Benin Cameroon
Burundi Cape Verde | Chad
Central African Republic Comoros Congo
Cate d'lvoire Equatorial Guinea Eritrea
Democratic Republic of the Congo Gabon : Guinea-Bissau
Ethiopia Lesotho kenya
Gambia Madagascar Malawi
Ghana Mali | Mauritania
Guinea Niger Rwanda
Liberia Senegal Seychelles
Mauritius | South Africa Swaziland
|"'-'|i]..!’.ﬂ-l-l:t-'m'|ljf.‘ S *ﬂgu Uganda
Namibia | United Republic of Tanzania | Zambia

| Nigeria Zimbabwe -

F Slerra Leone |

In eastern and southern Africa, Mozambique has a number of programmes sponsored by NGOs
in collaboration with district or provincial health authoriries, one of which aims ro coordinate
research in TRM and to establish a research-derived informartion base abourt rradirional beliefs
and practices. In South Africa, the Traditional Medicine Programme at the University of Cape
Town was established to carry out research and provide appropriate informarion to THPs and other
health professionals (/). In Uganda, a NGO called Traditional and Modern Health Practitioners
Together Against AIDS (THETA) has established a resource and training centre 1o facilitate the
collection and disseminartion of information on TRM (20). The Kenyan Sociery of Ethnoecology,
founded in 2000, promotes research, held trips and informarion exchange on herbal medicine and
other subjects related to the rraditional use of plants, and holds an annual conference. There is also
a Kenyan Resource Centre for Indigenous Knowledge. Similarly, the Tanzanian Sociery of Ethno-
science, based at Sokoine University in Morogoro, United Republic of Tanzania, was established
in 2002 with UNESCO funding to promote research and information-sharing in all branches
of ethnoscience, including TRM. The Maasailand Resource Centre for Indigenous Knowledge
(MARECIK) is based in Arusha, United Republic of Tanzania, as are the NGOs Aang Serian and
Terrawaru, which have a joint library on medicinal plant use and traditional healch care (G. Bur-
ford, personal communication, 2003).

1.3.7. TCAM User Surveys

R R

-+ e canducted in some of the countries of AFR in the past 20 years indicate that
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na Faso, the Democratic Republic of Congo and South Africa, 70% in Benin, Cote d'lvoire, Ghana,
Mali and Rwanda: and 60% in the Congo, the United Republic of Tanzania, and Uganda (7).

1.4. Process INDICATORS
1.4.1. Estimated Prevalence of TCAM Use

Within AFR as a whole, over 80% of the population uses traditional medicines for primary health-
care needs. OF the five most popular individual therapies at a regional level, the estimarted %o of the
population using each is as follows: herbal medicines 80% (ranges from 60% in some countries
95% in others (4); spiritual therapies 13%; manual therapies 5%: homeopathy and chiropracric
less than 1%,

1.4.2. Medical Determinants for TCAM Use

In most countries. the p:ttiq:nt:-; :-;r:cking treatment with TRM often present with conditions relared
to morbidity, including: malaria; HIV/AIDS and opportunistic infections; diarthoeal diseases;
childhood illnesses: linesses related o r{:pmductiw health; asthma; ga&l:ru—intt:ti[iﬂﬂ disorders: dia-
betes; h}rpcrtf:n:-;inn: sickle-cell anaemia; mental ilness and I:Fl'ilt]:l'.-i}’.

1.4.3. Patient Satisfaction and Perceived Quifcomes of TCAM Treatment

Partients are normally very satished with traditional therapy and the services thar they obrain from
THPs as these health care providers liseen to their problems, counsel them and trear cheir physi-
cal, social and psychological illnesses in a holistic manner. Traditional medicines are affordable
and accessible. Therefore, patients continue ro resort to THPs for consultation and treatment. The
outcome of the trearment is usually good as they ger relief from the signs and symptoms of their
illnesses, excepr in very few cases when adverse reactions or interactions, poisoning, or some im-
munological reactions occur. Some of these adverse reactions may be related to inappropriate use
or overdose of traditional medicines.

1.4.4. Sociodemographic Characteristics of Consumers

The use of TRM is a part of the African cultural beliet system. Therefore, all types of consumers
with difterent sociodemographic characteristics including rural and urban dwellers, very poor, low-,
middle- and high-income earners, educated (inciuding religious leaders, administrators and politi-
cians} and uneducared people use TRM. Some of the elite tend to use TRM secretly, consulting
THPs ar night.

1.4.5. Out-of-pocket Payments and Total National Expenditure

Precise data on out-of-pocker pavments and toral national expenditure on TCAM are nor available,
as no specific survey on this issue has been carried out. However, consumers and patients who use
TRM pay 100% of their medical bill out-of-pocket. At present most Member Srates in AFR do
not have National Health Insurance Plans. In cases where such plans exist, they normally exclude,
for purposes of reimbursement, cxpenses related to the use of TRM. Total national expenditures
for TRM utilization are difficult to estimarte, bearing in mind that few countries have a national
budget for the pracrice, or for patients and consumers who get treated in hospitals due o occa-
sional adverse reactions, interactions and poisening. The cost of medicines, time and salaries paid
to hospital personnel during hospitalization of patents affected by these adverse reactions is also

not hudg::r-r:d.

It is not possible to make a meaningful comparison between traditional health sector and conven-
tional health sector expendirtures because the former costs are not readily available. Furthermore,
payment is not always in monetary terms; in some cases it depends on the ability to pay, or on whart
the consumer thinks he or she should pay, or appreciation can be demonstrated in kind. On the
other hand, hospital expenditure in AFR in relation to primary health care is not as high as initaily
thought. Information on primary health care expenditure is central to policy monitoring and evalu-
ation. This is very difficult when so much of the primary care level expenditure is caprured by finans

cial systems ac higher levels, such as district hospitals that supervise and implasmans < LT 1E
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in the Region to improve their accounting systems to reflect resource use at the various levels in the
health-care system. This will yield better estimates of national health accounts to inform, monitor
and evaluate policy decisions and facilitate regional comparison.

1.5. Discussion

There are important differences between the countries in AFR, with regard 1o their degree of devel-
opment of national policy and organizational structures for the practice of TRM. There are some
countries in which few or no structures are in place, whereas in others considerable organizadonal
SIructures exist.

A number of countries are moving towards licensing rraditional medicines, which are being locally
produced on a small scale. To this end, abour 21 (58%) countries in AFR have national laws or
regulations for herbal medicines (1, I4). In order to promote the registradon and marketing of safe,
effective and good quality traditional medicines (TRMs) in its Member States, the WHO Regional
Ofhice for Africa has organized two Regional Workshops on Regulation of Traditional Medicines.
These took place in Johannesburg, South Africa from 1 to 3 April 2003, and in Madrid, Spain in
conjunction with the International Conference on Drug Regulatory Authorities from 13 1o 14
February 2004, respectively. Participants at the first workshop reviewed and adopted guidelines on
registration of TRMs in AFR; these guidelines were then used for training the participants from
national regulatory authorities in the second Regional Workshop.

In order to support countries in institutionalizing TRM within their narional health systems and
establishing functional structures for the practice of TRM within the framework of the African
Regional Strategy on Promoting the Role of Traditional Medicine in Health Systems, the WHO
Regional Office for Africa has also developed a number of documents. These can be used as ools
for the following: policy formulation and national master plans for the development of TRM; legal
frameworks for the practice of TRM: codes of ethics for THPs: and registrarion of rraditional medi-
cines. In addition, tools for continuing educarion of THPs in primary health care and for allopathic
health care providers in TRM, and research methodologies have been developed to support coun-
tries in documenting safery, efficacy and quality of craditional medicines used for the treatment of
priority diseases. A tool for documenting ATRM and a regional intellectual property framework for
the protection of traditional medical knowledge have also been developed. These documents are at
various stages of the publication process.

There are diverse forces that influence the integration of services and professionalization of THPs,
For example, due w the cultural acceprance of TRM, the majority of the population in AFR uses
TRM for primary health care needs. However, in some communities TRM is the only form of
health care available to the population. For diseases such as HIV/AIDS char have no known cure,
the majority of patients resort ro extensive use of TRM, as it is accessible and aftordable 1o them,
Experience in some African countries, such as Burkina Faso, Ghana, Kenya, Nigeria, Senegal, South
Africa, Uganda, the United Republic of Tanzania and Zimbabwe, shows that allopathic healch care
providers have been collaborating wich THPs in the use of TRM in research as well as in HIV/
AIDS prevention activiries, Researchers have observed a reduction in the viral load and increase in
the CD4:CD8 ratio; improvement of the clinical condition of patients; and in some cases (such
as Burkina Faso), a wtight increase of up w 20 kg. Similar experiences have been reported by the
NGOs THETA in Uganda and PROMETRA in Senegal. Experience from Chinese and Avurveda
systems of medicine suggests that TRM is apparently more effective than allopathic medicines in
the management of chronic disorders,

1.6. CONCLUSIONS

The renewed political interest in the development of TRM by African leaders as well as WHO
cannot be underesumared. This polirical momentum has been made evident by the dedlarations of
the various African Summits of Heads of State and Government. These include the announcement
of the period 2001-2010 as the Decade for African Traditional Medicine, and the insttution, by
WHO, of African Traditional Medicine Day for Advocacy. Countries need to capitalize and build
on cthe renewed pulil:ical and economic momentum, resulting from the recent global reenreancs 2
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2.1. INTRODUCTION

The Republic of Cameroon has a land area of 475000 km2 and over 250 ethnic groups (/] in a
total population of 15472557 inhabirants.

Cameroonian Traditional Medicine has existed from time immemorial as an important component
of social and cultural development. It seeks to prevent illness, promote general well being and
carry out diagnosis and trearment. Traditional medicine (TRM) of Africa in general and that of
Cameroon in particular is the medicine of particular peoples or ethnic groups, and thus varies in its
particularities from people to people and with different ecological zones (forest, savanna, scrubland,
coastal and riverine — Cameroon being Africa in miniature). It is part and parcel of the peoples
culture (2). However, in urbanizing cosmopolitan communities, TRM providers (medicine men)
have migrated from the countryside to live in new cities, although they sall depend on their places
of origin for replenishment of supplies (3).

The training of practitioners of traditional medicine {tmdi-pracritiuncmj is seill |3rgr:|:|.r informal
but it is continuous and well established to ensure a constant number in society. Interested and
motivated individuals move into the field and work full time, but due o economic pressures, some
learn other skills and accept more lucrarive job opportunities (3).

A number of studies of Cameroonian medicinal plants and traditional medicine are recorded. They
are summarized in Table 2.1 and have been reported in the draft document of the National Strate-
gic Plan (4). The objective of the Cameroon Nartional Strategic Plan for the development of TRM
is to integrate this medicine into the national health-care delivery system.

In 1979, a unit for TRM was created within the Department of Health and in 1981 a Traditional
Medicine Unit was set up in Central Hospital, Yaoundé. This was followed in 1989 by the creation
of a Community Health and Traditional Medicine Service with a Unit in charge of TRM. In 1990
the Law on Freedom of Association was passed by the National Assembly, which led to the creation
of many Traditional Healers’ Associations in the country and was followed a year later by a note is-
sued by the Ministry of Health requesting the collaboration berween the traditional healers and the
public health sector. In 2002, the Service for Traditional Medicine was established including rwo
units; one for ethics and deontology and another for legislation and control. Besides these, there
is a scientific nerwork sub-department to help promote medicinal plants in the Ministry of Public
Health. At the same time as these official units were established, there were decrees establishing
formal institutions for research (see section 2.5).

In addition to this national commitment, the Republic of Cameroon also subscribed to the Lusaka
Declaration of the African Union Heads of State held in July 2001, on the designation of the period
2001-2010 as the Decade for African Traditional Medicine and to its plan of action for implemen-
tation adopted by the Ministers of Health Conference held in Tripoli, Libyan Arab Jamahiriya,
in April 2003 (5). The plan of action and mechanisms for its implementation were endorsed by
the African Union Summit of Heads of State and Government, which tonk nlore =7 0 =
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Table 2.1. Some historical studies of TRM in the Cameroon (4)
Year Study

1889 Georges Zenker, botanist from the botanic garden in Naples, Italy,

visited Cameroon

The Sultan of Bamun, Ibrahim Njoya recorded in his language some
1900 o i ;

traditional medicine used by his people

Milbread, in a study conducted in the Central part of Cameroon,
1913 - noticed the use of 100 plants among which some were of medicinal

henefit

Santesson, in an ethnobotanic study conducted around Mount
1926 Cameroon, collected 42 species and in 1935 he listed their local names |
and their medicinal usage I

Canabis in the northern part of Cameroon noticed some traditional

1941 phymtherap} actmg on psychiatric disorders. icued by Saivet in 1975}

1950 Malzy (cited by Saivet in 1975} recnrﬁed the us*u.,f' of 300 plants of the
northern part of Camerm:-n wnh thmr local and scientific names

1955 5urw|le made studies ui SOMme mechcmal plants in the southern
Cameroon
Couteix studied the art and the pharmacopoeia of the Ewondos

1961 traditional healers around Yaoundé. He published a collection of

treatments given for psychiatric and psychosomatic disorders. He also |
ga'u'E the local and St:lentl’ilt: names of certain plants and their usage

Mallard, a rESEE]I'EhEr of ORSTOM (Office de la Recherche Scientifique
1970 - et Technique d'Outre-Mer) studied for more than a year the “Evouzock
therapeutic in Ebolowa area”

{ S S

| 1975 Sawe within the framework of a doctorate thesis in pharmacy, began an
ethno-pharmacological study in Cameroon

2.2. STATE OF DEVELOPMENT OF TRADITIONAL, COMPLEMENTARY AND
ALTERNATIVE MEDICINE IN THE CAMEROON

Cameroonian traditional, complementary and alternative medicine (TCAM) has kept its popular-
ity but side-by-side with its new competitors (7). From the patients’ viewpoint, when in need, they
first use what is accessible at home. If not successful, they consule the nearest healer. If siill not
successful, they then go to more reputed health centres or hospitals and pharmacies ro seck aid.
Their aim is to get well by any means known, repurable and affordable, and especially provided by
someone who can explain the nature of their illness, get rid of it, and advise on how to avoid it (8).
This indigenous medicine, which is very much a way of life and practised by all, is spearheaded
by its masters who are called tradi-practitioners, medicine men, or traditional healers (9, 10). In
the urbanizing communities, these masters are found in large numbers alongside others who carry
foreign certificates in homeopathy, naruropathy, nutrition medicine, palmisery and other systems
including Chinese medicine (7). They are popular in spite of public or stare hospitals, health cen-
tres, maternity centres, pharmaceutical dispensaries and maobile health education and mass vaccina-
tion campaigns which propagate allopathic medicine (/7). The tradi-pracritioners of Oku and the
F}'gmie_q of the Congo basin are the most reputed (1.2).

Although a government policy to identify and count tradi-practitioners and other alternarive heal-
ers has existed in Cameroon since 19706, the structure for implementation was never properly put
in place (DN Lantum, unpublished, 2003). However statistics for allopathic medicine are/well kept

| | Mannrrs of Activities of the Health Ministry for review, periodic planning and budgering
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2.3. BACKGROUND INDICATORS

For purposes of communication, morbidity and mortality dara must be reported in the language of
allopathic medicine, though TCAM has some equivalent terms and many more besides (13, 14).
Furthermore, for the most part TCAM trears symproms and symprom-complexes and vague ill-
ness enires (7 5). ﬂcc:sinna":-,r, practicioners d::pl:nd tor HPI:.'{.'iFIE diagnusis on ailupathic medicine,
burt often associate a social dimension since there is a social cause o every disease (16). In gtntml,
diagnosis among tradi-practitioners is largely sympromatic.

2.3.1. Causes of Morbidity

The most common causes of morbidity vary from clinic to clinic, hospital to hospiral and by
geographic region of the country; also by the specific age groups of the patients, by gender and by
season (17). However, malaria was recorded to top the list in medical and paediatric wards in all the
hospirals, regions and age groups. This was followed., in internal medicine wards, by bronchopneu-
monia, high blood pressure, gastroenterits, pepric ulcers, HIV/AIDS, diabetes mellitus, typhoid
fever, asthma, hepatitis, coma and tuberculosis. The surgical wards reported burns, snakebites, frac-
rures, splenic ruprure, accidental wounds, inguinal hernia, appendicitis and peritonitis as common
causes of morbidiry.

In the pacdiatric services, common causes of murbidir}' ofren included, in descending order of fre-
quency, malaria, hmnchnpneumnnia, cercbral malaria, Zasroenterins, meningits, severe anaemia,
malnutrition, neonatal infeccon, measles, and sickle cell disease (18).

In the maternity services, the causes of morbidity included, normal delivery, malaria, abortion, post-
partum haemorrhage, threatened aborrion, foetal suffering, ovarian cysts, extrauterine pregnancy and
pelvic inflammarory disease. According to gynaecology/obsterric records, the top ten causes of iliness
for the North Region were: pelvic infections, threatened abortions, malaria in pregnancy, urethritis,
uterine hbroids, secondary sterility, ovarian cysts, extrautering pregnancies and primary infertlicy.

In all the regions of the Cameroon, the following disease entities and symptoms figured among
the most common in traditional healers” records: malaria, dysentery, chronic urethrids, jaundice,
wirtcheratr, fracrures, poison, ulcers, gastritis, protection, chance/misfortune, spells, bortom belly,
sterility, arthritis, haemorrhoids, body pains, common infections, diseases of the lung (2, 19).

The above trends are only for severe cases who are hospitalized. The most common causes of mor-
bidity described in ambulant health-care services include: malaria, common cold, wounds, com-
mon infections, buccal problems, conjuncrivitis, pain and fevers, urethritis, skin rashes, intestinal
worms, burns, and diseases of the lung (78). Among tradi-practitioners, the most common present-
ing symproms include lumbago, malaria/fever, diarrhoea, sub-fertility, anaemia, male impotence,
jaundice, constiparion, asthenia, and witchcrafr or sorcery (2).

2.3.2. Causes of Mortality

As for morbidity, the causes of mortality vary with hospital, region, age group, service unit and
type of medicine (allopathic versus TCAM). Gastroenteritis, severe anaemia, meningitis, measles,
cerebral malaria, leukaemia, malnutrition, tetanus, intoxications or acute poisoning and bronchop-
neumonia were all recorded as common causes of moreality in paediarric services (/8). In general
medicine wards, malaria, typhoid, HIV/AIDS, hypertension, wberculosis, bronchopneumaonia,
meningits, cardiopathies, hepatoma and tetanus are common, while in surgical services, sepricae-
mia, gangrene, amputations, extra-dural haematoma, multiple injuries, severe anaemia, and cancer,
dre [].'IC MOST COIMITON Causes ﬂFdE‘ETh.

Records of traditional healers and complementary medicine scarcely showed any causes of death
since moribund cases are invariably referred to public hospitals or managed in their own homes by
visiting tradi-practitioners and family members (2).

2.3.3. Total Number of TCAM Providers

A parnial census of traditional healers has been carried out from which the toral number may be
estimated to abour 10000 in Cameroon. This is tquivah'nt to | per 700 inhabitants but the
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maore than G000 (1/2333 inhabirants). For census purposes, a tradi-pracrivioner is a narive heal-
er recognised by his/her communiry, since they do not carry any formal certificate or diploma
awarded by the State, In comparison in 2001, Cameroon had at her disposal, 1 medical docror o
10083 inhabitants and 1 qualified nurse 1o 2249 inhabitants with a signihcant difference from
one provinee to another,

2.3.4. Total Health Expenditure

Whereas money is the means of payment in the formal public and private allopathic medical sec-
tors, the system of compensation in TRM is radically different, permitting for payments in kind
(goats, chickens, palm wine, services, specially-valued token gifts, values of prestige and precedence,
ere.) {17} As every citizen is a member of 2 communiry, the community is committed to protect his
or her life and weltare by all reasonable means. It is not possible to quantify the cost of this social
commitment and care. However a lot of medicinal plant elements are now sold in popular markets

{3). Thus, an annual expenditure of CFA 10 billion for TRM is a reasonable estimare (20).

[n the native communities, TRM is largely graruirous as a communal responsibiliry (9.

2.4. STRUCTURAL AND PROCESS INFORMATION

In Cameroon, TRM structures are part of the ethnic and cultural organization for survival. Hence
it 15 casier to visualise the svstem from the social and cultural anthropelogical context (9, 27). All
chiefs of clans and lineages are medicine men by dint of office and medicine is mixed with their re-
ligious authority to strengthen their leadership positions and power of command. Hence all profes-
sional tradi-practivioners or medicine men are specialized arms of their chiefs who must periodically
bless the medicines of the clan. Alchough professionals have been identified and recognized, almost

every citizen knows some TRM as Part of his practica] vncahu]ar}' and skill, Hence all ATCEMpLs [0

abolish TRM have failed.

Although the training of the vounger generation rends to be by parents to their children, gifted mas-
ters of TRM are well-known established trainers, and their dwellings constitute informal schools for
inculcation by apprenticeship or participant-observation. Initiation is often done by these trainers or
by parents and community leaders. A rraditional healer is first recognised by his or her community
before venturing out (22). If crained in another ethnic entity, he or she must be formally received and
recognized by the native community before settling down to practise with confidence.

I fact, there are several traditional healers” associations ar disericr and rcgiun al levels. However, thc:,r
are not well organized and seem to fight for leadership in the held. These differenc associations have
a lot of activities, including the rrain'mg of other tradiconal healers.

Many traditional healers apply to the Ministry ot Health for eventual ofhcial authorizadon. Others
set up some traditional techniques to improve presentacion of their preparations for patients. Some
traditional healers are overzealous and sometimes use modern diagnosis inappropriately, merely for
advertisement purposes.

Legistation ro promore TRM as a system is scanty, and indeed it is thanks to exrernal pressures,
particularly those of the World Health Organization, that TRM has come to enjoy official respect-
ability in spite of its ubiquitous presence and urility (7). Cameroon may be classified in the Inclu-
sive System of WHO where TRM is recognized, but not completely integrated in all aspects of the
hfﬂ]th 5}’5“.']']'!.

2.5. RESEARCH AND DEVELOPMENT OF TRADITIONAL MEDICINE IN CAMEROON

In 1979, a decree organizing the General Delegation of Technical and Scientific Research, creared
a Research Institure of Medicine and the Study of Medicinal Plants, and in 1989 the frst Seminar
Workshop on Tradidonal Medicine and Cameroonian Pharmacopoeia was organized.

In 1993, a Centre for Research on Medicinal Plants and Tradivonal Medicine was created and
today contains a number of traditional medicines pending racification by the Ministry of Public
Health. A census and idencihcation of almost 200 species of plant:-; has been done, with the derer-

L ¥ 1 1
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In State Universities during the last 20 years, several scientific studies are done every vear and have
permitted the discovery of antseptic, antimycotic, anti-inflammatory and insect-killing properties
of medicinal plants in Cameroon (12},

Moreover, an ethnoboranic survey, conducted by the Organization for African Uniry, Scientific and
Technical Commission, and published in 1996, made it possible to collect interesting informa-
tion concerning more than 600 Cameroonian plants {24). Since the colonial period, the scientific
scudy of medicinal plants by ethnobotanists is widely known, and reports are abundant (25) and a
national herbarium exists, However, these studies were not carried out with the intention of pro-
morting traditional medicine and its pracritioners (26). The limited effort in the study of TCAM
has been generally for purposes of exploitation of medicinal plants rather than helping the growth
and development of TCAM (27). ltis not, therefore, surprising that the study of TCAM has been a
meeting ground for researchers of several scientihic disciplines, including foresters, botanists, phyto-
chemists, pharmacologises, physicians, theologians, wonder-workers, conservationists, anthropolo-
gists, ecologists, social geographers, pathologists and others (24).

2.6. CONCLUSIONS AND SUMMARY

The TRM of Cameroon is very much alive as part of people’s culture. It is unfortunare that it was
driven into clandestine practice during the long colonial period. However, a number of favourable
policies are beginning to emerge which augur well for the future. There is a political will to create
the legislation necessary to give ofhcial recognition, as well as lay down guidance for its operation.
This will give opportunities for TRM to flourish even more,

The Alma-Ata declaration of 1978 created opportunities for integraring TRM into conventional
health-care systems, In Cameroon, this process has been slow bur steady and has gathered momen-
tum in the last few years. A number of major government actions have been undertaken:

* Encouragement of a census of rradi-pracutioners;

* Provision for tradi-practitioners t be members of dialogue committees ar Health Area and
[Dhistrict jurisdic[inn of health care services:

* Authorization for setting up Chinese medicine huipitals in Cameroon e.g. Guider and
Mbalmayo (since 1970s);

* Creation of a service of Traditional Medicine in the Health Ministry in 1995 (2);
* Acknowledgement thar TCAM can contribute to highting against the HIV/AIDS epidemic (15}

* [nvitation to rradi-pracritioners t the national medical conference and organization of spe-
cial sessions on TCAM in 2002 - 2003:

» Ofheial implementacion of First Annual Celebration of Tradirional Medicine Day on 31
August 2003 (2).

The preparation of the National Strategic Plan of Traditional Medicine is well underway.
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3.1. INTRODUCTION
The Republic of Ghana is located on West Africa’s Gulf of Guinea just a few degrees north of the

equaror. [t borders the North Arlantic Ocean to the south, Burkina Faso to the north, Cére d'Ivoire
to the west and Togo to the east. It has a rotal area of 238 540 km? of which 230020 km* is land
and the rest is covered by rivers. A tropical rain forest bele, split by heavily forested hills, extends
northward from the shore near the Céte d'Ivoire border. This area produces most of the country’s
cocoa, minerals and timber. Low bush, park-like savanna and grassy plains, where many medicinal
plants and herbs can be found, cover the area north of this belt,

The country is divided administratively into 10 regions and 110 local districts and has a popularion
of some 18.8 million people (). In 2001, the average annual growth rate was 3%, with a per capita
gross domestic product of US$ 390 and an average life expectancy of 60 years (2).

Traditional, complementary and alternative medicine (TCAM) knowledge and practices in Ghana
stem from some of the area’s oldest traditions. In recognition of this heritage, successive post-inde-
pendence governments have sought to develop TCAM services as viable and necessary alternatives
to allopachic health care. The first attempt to organize the TCAM sector was in 1961 when the first
President of Ghana, Osagyefo Dr Kwame Nkrumah, encouraged the formation of the Ghana Psy-
chic and Traditional Healers Association. The Ghana Federation of Traditional Medical Practition-
ers Associations (GHAFTRAM) was established in 1999, and since then it has greatly advanced
the cause and development of TCAM in Ghana.

3.2. BACKGROUND INDICATORS
3.2.1. Leading Causes of Mortality

Various institutional dara have revealed malaria, anaemia, stroke, pneumonia, tuberculosis (TB),
injury, liver disease, HIV/AIDS, hypertension, diarrhoea, sickle cell and neonatal injury as the
leading causes of death in Ghana. Malaria and anaemia together account for up o 40% of reported
dearhs in children aged 15 years and below, while pneumonia and diarrhoea cause a significant
number of deaths in all age groups. Liver disease, HIV/AIDS and TB are major causes of death in
the adult population over 15 years old, while stroke, hypertension and type 2 diaberes mellitus are
the predominant causes of death of both men and women over the age of 45 years (3). Injury and
liver disease exact a higher burden on men than women, in contrast to HIV/AIDS-related deaths,
which are higher in women (2).

In Ghana, children under five years of age constitute less than 20% of the population and yet ac-
count for more than 50% of the estimated 192 000 deaths each year {2). The under-five mortaliry
rate is therefore generally considered as a good overall indicator of the health of the Ghanaian
population. Ghana's under-five morrality rarte fell from 154 in 1988 to 110 per 1000 births in 1998
(4), a decline of 27%. Generally, children in rural areas are 1.6 times more likely to die before their
fifth birthday than those in urban areas,

Marernal mortality rates vary from 214 per 100000 live births in urban centres to 740 per 100000
live births in rural communities. Leading causes of death are haemorrhage, hypertensive diseases in






