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FOREWORD

he International Conference on Primary Health Care, held in 1978 in Alma-Ata in the tormer

Soviet Union, launched “Health for All”, a global movement that has shaped the dynamics of
public health ever since. Yet, 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) estumates that one-third of the world’s population has no
regular access to 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 situarions,
the rich resources of traditional remedics and pracritioners are available and accessible.

Traditional medicines play a primary role in people’s health, as they have for thousands of vears.
The range of therapies and practices is wide, varying greatdly from country to country 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 to 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 combination of physi-
cal, mental, social and spiritual well-being. This approach is consistent with WHO's detinition of
health. The practices of traditional, 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
traditional 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 Adas of Traditional, Complementary and Alrernative Medicine relates well to
one of WHO's overall strategic directions in traditional medicine for 2002-2005; thac of rackling
excess mortality and morbidity especially among poor and marginalized populations. Traditional
medicine’s accessibility and affordabilicy are key values for populations seruggling against commu-
nicable and noncommunicable discases, especially in their chronic torms.

We have seen a global resurgence of interest in the use of traditional, 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 resolution WHAS6.31. These documents set out squarely the major challenges: the
lack of organized networks of traditional practitioners; the lack of sound evidence of the safety, el-
hcacy and quality of traditional medicines; the need for measures to ensure proper use of traditional
medicines and to protect and preserve traditional and natural resources necessary for their sustain-
able application; and measures for training and licensing of traditional practitioners,

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

Mapping the issues through this Adas gives them fresh impacr, illustrating graphically the “gaps”,
and therefore the needs. In this way it directly supports the implementation of WHO's strategic
plans. For example, a map that shows only 25 countries as having a national policy for traditional
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The Atas is an advocacy ool to show the global community where our efforts are most required
and to sumulate joint responsibility for solving the problems. It is also part of the solution. The
actual process of its compilation has, in itself, been a useful means of raising the profile of tradi-
nonal 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 States 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. o stimulate decision-making in health sector development and reform.
[t provides a reference and research ool for all those who are working to increase availability and
accessibility to cost-eHective remedies and methods of trearment; and to promote proper use and
to improve training and education of providers of traditional medicines, and complementary and
alternative therapies. | believe that the success of these efforts will eventually lead to a more com-
prehensive health-care delivery which will, in turn, bring us closer to realizing “Health for All™ in
the 21st century.

Dr Wilfried Kreisel
Director
WHO Centre for Health Development
Kobe, Japan



PREFACE

raditional medicine (TM) has always maintained 1ts popularity worldwide. In addition, tor

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, efhicacy and quality of the products and practices used in TM/CAM have become
important concerns for both health authorities and the public. Therefore, WHO Member States
are seeking to establish policy frameworks and deciding in whar ways these producrs and pracrices
should be regulated to ensure their satety, efficacy and quality. In this context, it would be benehicial
for Member States to share experiences in order o assist each other as they begin to develop their
own policies and regulations. The compilation of the WHO Global Adas of Traditional, Comple-
mentary and Alternative Medicine has provided a mechanism tor sharing evidence-based informa-
tion on the current state of TM/CAM.

BACKGROUND TO THE DATA COLLECTION AND WORKING PROCESS
The Global Adas was designed to record and map the current status 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 rwo meetings, in Sep-
tember 2001 and in June 2003, All together, 73 participants, including national health authorities,
experts, and representatives of NGOs, from 45 countries in the six WHO regions, engaged in an
international collaborative effort 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 development of a working procedure to compile national in-
formation and data 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 Atlas would
be based on data from secondary sources. Due to the lack of an effective and generally-accepred tool
for the purposes of secondary dara collection, three types of indicator were proposed; background,
structural {including a survey quality assessment indicator), and process indicators (see Annexes},
These indicators were employed to gather the demographic information. infrastructural develop-
ment of TM/CAM ar che national level, and its utilization and populariry.

Before launching the global dara collection of information, the feasibility of using the indicarors was
held-tested in Indonesia, Panama, Thailand, and Viet Nam in cooperation with national authorities
relating to TM. In order to gather these data, the WHO Kobe Centre together with the Traditional
Medicine Team at WHO Headquarters and the six WHO regional ofhices set up a working group in
each region. The WHO European Region coordinators working at Global Initative for Traditional
Systems (GIFTS} of Health at Oxford University, United Kingdom, were commissioned by the
WHO Kobe Centre to collate the information received from the six regional working groups. Each
working group contacted national focal points and/or working partners in the countries of their
respective region to collect information and data. Afrer global data collection, analysis and colla-
rion by the regional working groups had been completed, a meeting was convened in June 2003, a
which it was agreed that the Global Arlas would consist of a map volume and a rext volume. After
the meeting, the WHQO Kobe Centre sent the final draft of each country chaprer to the respective
national health authorities for their review and comments.

UniuzatioN OF THE GLOBAL ATLAS

The Global Adlas facilitates an casy 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 regulation of TM/CAM, etc. It provides a rich source of infor-
mation to assist Member States seeking to develop their national policies on TM/CAM. However,
it should be noted that the Global Atlas was prepared on the basis of informarion and daa from
secondary sources and references are included at che appropriate points,

One of the four objectives of the WHO Traditonal Medicines Strategy 2002-2005 is to assist

FeER &1
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veloping and implementing national TM/CAM policies and programmes. From the information
gathered in an angoing WHQO global survey ot national policy and regulation of TM/CAM and
herbal medicines, it is clear char 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.

Dr Xiaorui Zhang
Coordinator, Traditional Medicine
Department of Essential Drugs and Medicines Policy

World Health Organization, Geneva, Swatzerland
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It is now well established thar interest in tradidonal, complementary and alternative medicine
(TCAM]) is rising rapidly throughout the world. Policy-makers, consumers and professional or-
ganizations have been calling for greater evidence of efhcacy and safety, integration of TCAM and
modern (allopathic) medical services, public sector support for TCAM services and comprehensive
national policies for what has been, until recently, a consumer-led interest in most countries. Some
countries, notably China, India and a number of others in Asia have been working actively to build
the TCAM sector for the combined reasons of tradition and cost—effectiveness. In addition, aware-
ness of the significant export porential of herbal medicines in a burgeoning global markerplace has
accelerated the drive for increased levels of production and quality control.

In the contexr of this changing health-care environment it became apparent thar there is the need
for a comprehensive policy overview of TCAM and for countries to share information about their
experiences with policy, legislation, regulation, research development, financing, training and pro-
fessional development, quality control and safety regulation.

In response to this need and international momentum, the WHO Traditional Medicine Strategy
2002-2005 (1) was formulated. It identihes four bread areas tor action if the potential of TCAM to
play a role in public health is to be maximized. These areas are: policy; safety, ethcacy and quality;

access: and rational use.

While consumer demand is rising and policy-makers are beginning to respond with moves to for-
malize TCAM within national policy. it is widely recognized thar the indigenous sources of medical
knowledge, handed down from generation to generation, are disappearing. especially within the
oral traditions of the world. In these traditions, health knowledge extends o an appreciation of
both the material and non-material properties of plants, animals and minerals. Their classihca-
tory systems range in scope from the cosmological to the particular in addressing the physiological
make-up of the individual and the specific categories of materia medica needed to enhance health
and well-being. Mental, social, emotional, spiritual, physical and ecological factors are all taken into
account. In establishing policy, it is important that these fundamental theoretical underpinnings
of traditional healch systems are respected and perpetuated in order to ensure their continuity and
benefir in an intact form.

The WHO Centre for Health Development (WHO Kobe Centre; WKC), Kobe, Japan, has been

addressing the issues associated with traditional medicine since 1999 and has, in a series of inter-
national meetings and publications, promored the generation of informarion concerning priority

research areas and development of the sector {2, 3). One of these meetings {3) resulted in the gen-
eration of a standardized ser of indicators (Annex 1) which were identified as central to the develop-
ment of a global overview that could be presented as an atlas of TCAM.

In 2000, WKC and the Global Initartive for Traditional Systems (GIFTS) of Health at Oxford
University, United Kingdom, participated in the WHO International Symposium (4) which led to
the collection of informaton for the Global Adas. In partnership with working groups set up by the

WKC and the WHO regional offices, GIFTS of Health worked with the Geographical Information
Systems Unit of the London Schoal of Hygiene and Tropical Medicine, United Kingdom, in the
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Maps are essentially the product of aggregating large amounts of quite detailed information, bur it
was also recognized thar a level of detail should be preserved in developing this Global Adas. Thus
two volumes have been produced. The text volume includes six regional overviews and national
reports from three or four countries in each WHO region. The map volume provides a visual rep-
resentation of the distribution of policy developments in a range of areas globally, across regions
and within countries. Predictably, the maps reflect the level of detail of the information that was
available for their construction.

During the data collection exercise it became apparent that there are fewer data available on TCAM
than desired, thus making the mapping more approximate than would be ideal. The exercise also
highlighted the need for regular national, regional and internadonal surveys of TCAM utilization
trends, safety reporting, economic studies of TCAM, and policy analyses of different regulatory
strategies and their impact on service delivery and consumer satsfaction. Furthermore, the devel-
opment of the Global Atlas has underscored the need for clinical and experimental research, large-

scale policy-related research, unlizarion studies and public health outcomes research in relation to
TCAM.

As a resulr of the compilation of data in the Global Adlas it is clear that there is a wide spectrum
of policy development across WHO regions and among counrtries within regions. Interestingly,
there 15 a global trend away trom the sector being led by consumers and advocacy groups of prac-
utioners and towards a situation where governments in most countries are working to establish a
full regulatory context for the practice and use of TCAM. Ar one end of the spectrum, there are
countries which formally promote and finance TCAM development while, at the other end, there
are countries where this has not yet begun. In berween, there is a large volume of emerging policy
and investment, with varying degrees of autonomy of TCAM protessions. However, little is known,
other than in a very tew industrialized countries, of the tull extent of TCAM use by the public, par-
ticularly the diftering patterns of use according ro discase, income, gender, geography and culture.
Significant national and international investment into this type of research and in healch-systems
research will be needed to ensure that subsequent editions of the Global Atlas are able 1o provide
greater levels of detail for mapping trends, identifying the outcomes of various policy models, and
providing a derailed framework ro assist countries with the further development of their TCAM
sector,

However, the process has begun and there is now a global bird’s eve view of the status of TCAM. It
is hoped that the two volumes of the Global Adas will contribure to the evolution of the sector and
its response 10 the global demand for pluralism in heaith care.
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INTRODUCTION

The standardized core indicators selected during the International Consultative Meening, “Global
Informadion on Traditonal Medicine/Complementary and Alternative Medicine” (/) provided the
basic framework for the atlas data collection exercise. Three groups of indicators were established
for background, structural and process variables for all countries and regions, The background indi-
cators cover aspects of the basic demography ot a nation or region. The structural indicators exam-
ine the legislative, policy, regulatory, financing and research infrastructure of a nation or region. The
process indicators aim to elucidate the trends and patterns of use of traditional, complementary
and alternative medicine (TCAM) in each country and region. The process indicators also examine
health economics, sociodemographic factors and rationale for choice with respect to TCAM.

TESTING AND DEePLOYMENT OF THE DATA COLLECTION INSTRUMENT

A questionnaire {Annex 1} was developed based on the indicators established (/). field tested in
four countries (Indonesia, Panama, Thailand, and Vier Nam) and then deployed to collect infor-
marion from the Member States in the six WHO regions. Regional coordinators were responsible
for collating the complered questionnaires and producing an interim report for their region. Based
on the results of this exercise and the outcome of a review meeting in June 2003, a short form was
developed (Annex 3) and regional coordinators were asked ro use this o submit final darasets for
the purposes of mapping, The WHO European Region coordinators at the GIFTS tor Health ar
the University of Oxford were appointed as global coordinators for this project.

SEARCH STRATEGY

To amplify data for some regions (African, Eastern Mediterranean and Furopean Regions), a systemat-
ic bibliographic search and Internet search straregy was used. The Internet was used to search for con-
tacts, organizations and education centres involved with TCAM. Keywords such as ‘complementary
therapies, complementary medicine, alternarive therapies, alternative medicine, traditional medicine’,
and the names of individual therapies, were submitted to a number of broad-based search engines
which included www.google.com, www.alltheweb.com, and www.metacrawler.com. In the Internet
search using www.google.com, all ofhcial health websites relating to a WHO region (e.g. Minisery
of Health websires) were identified and scanned for information on TCAM (with the aid of internal
search engines in the sites where available). Similar searches were then carned out for each country,
using (in tarn) the names of the individual therapies as well as the search terms ‘traditional medicine’,
‘traditional healers’, ‘indigenous medicine’, ‘indigenous healers’, “folk medicine’ and ‘folk healers'.
Other terms such as ‘Ayurveda’, ‘Unani’ and ‘Islamic medicine’ were also used for some countries,

In the bibliographic search, two separate search engines were used: MEDLINE (search terms “tradi-
tional medicine’, “alternacive medicing’ and ‘herbal medicine’) and the Anthropological Index On-
line (search terms ‘medicine and “health’). Abstraces of relevant papers, and wherever possible the
tull articles, were obtained. Searches were carried out using the British Library's AMED database

Xy
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refevant papers published in the conventional medical literature. ‘Grey’ or unpublished literarure
was also soughe. The grey literature databases SIGLE (System for Information on Grey Litera-
ture in Europe, available from SilverPlatter) and CISCOM {maintained by the Research Council
for Complementary Medicine: www.rccm.org.uk) were searched for dissertations, and local and
regional projects/reports.

Additional contributions were also gained through personal contacrs and exrant collaborations in
TCAM work around the world. Major TCAM organizations in the various regions, and the coun-
try othces of the WHO, were also contacred and asked to provide local scientific papers, reports
or journals abour TCAM in their regions or countries. The Traditional Medicine Programme of
WHO Kobe Centre was instrumental in connecring the vartous regional collaborators with the
global coordinators at GIFTS of Health in Oxford thus facilitating the collection of information
and marerials.

MAPPING PREPARATION AND SCORING

The revised indicator form (Annex 3) was used tor scoring and categorization of the various back-
ground, structural and process indicators. The way in which scoring was conducted for the struc-
tural indicator maps in the volume is illuserated below.

General Overview Maps

a) Maps on Legislation and Policy

The question “Is there an othicial TCAM policy?™ was combined with the mulri-part question “Is
there TCAM legislation?” to provide a hve-category score as tollows:

() = no data

| = no legislation

2 = legislation pending, or in process of development
3 = legislation exists, but no known ofhcial policy

4 = othcial national policy exists

b) Maps on Public Sector Funding for TCAM

The question “Are there any financing systems that contribute to the provision of certain TCAM
therapies in the public sector?™ was organized into a simple three-category score as follows:

{) = no dara
| = no
2 = ves

¢) Maps on Education and Regulation of TCAM

The question “Is there a ministry, institution or national expert commirtee whose mandate includes
TCAM conrtrol, education, information and/or research?” was combined with the question “ls
there a natonal voluntary selt-regulatory mechanism or system for TCAM?” 1o provide these maps.
This combination was organized into a five-category score as follows:

0 = no data

I = no regulation or education

2 = presence of educational initiatives but no regulation
3 = presence of regulatory intnadves but no education

4 = presence of initiatives for both education and regularion

Practitioner Status Maps

a) Legal recognition of TCAM practitioners by therapy
The question “Are any of these TCAM providers legally recognized:

i.  herbalists

’ SR S | 1
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iii. traditional birth attendants/midwives

iv. traditional bone-setters/orthopaedists

v. Unani practitioners

vi. Ayurveda practitioners

vil. osteopaths

viiL. chiropractors

ix. homeopaths

. acupuncrunsts/practitioners of Chinese medicine
xi. others — please specify below?”

was utilized to score for the maps of the legal recognition of TCAM in each country. The scoring
was a simple three-category score:

0 = no dara/do not know
| = no
4 = yes
b) Conventional professionally-qualified health-care practitioners
who are entitled to provide TCAM

Individual maps were constructed for physicians, nurses, physiotherapists, midwives and pharma-
cists utilizing data from the question “Which professionally qualihed health care practitioners are

entitled to provide TCAM therapies:
. physicians with TCAM rtraining
it.  physicians without TCAM training
it nurses with TCAM training
iv. nurses without TCAM training
v. physiotherapists with TCAM training
vi. physiotherapists withour TCAM training
vii. midwives with TCAM training
viil. midwives withour TCAM training?”
In addition, any mentions of pharmacists being qualified to provide TCAM was noted and scored
to provide the maps for pharmacists.
The scoring for all of these maps was a six-category score encompassing:
0 = no data
= no TCAM provision at all. with or without training
2 = none of the listed TCAM therapies require recognized training
3 = a few or some TCAM therapies require recognized training
4 = most TCAM therapies require recognized training
5 = providing any TCAM therapy ar all requires recognized training

MAarPING PrROCESS DATA

The paucity of useable process information meant thae, in all but a small minority of cases, maps ot
process data could only be produced from inferred data. A methodology was constructed to predicr
the popularity of individual TCAM therapies in all countries from which no suitable process infor-
mation could be collected from the Ministry of Health or the regional coordinator.

Rationale for the creation of an inferred database

The rationale was that any therapy for which a pracutioner census had been conducred: for which
there is legislation; which is publicly financed; for which professional organizations exist; for which
academic research has been conducted; for which educational and wraining programmes exist, or

- - e
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The secondary assumption was that popularity of any given therapy could be interred from the
number of the above indicator categories in which it is mentioned; the higher the number of men-
nons, the greater the populariry.

Creation of the National Popularity Measure (NPM) score tor each therapy
The unweighted NP'M score is created by awarding 1 point to a therapy for each of the following
indicators:

L. specific legislation (for practidioners or products)

i.  educanon (within or outside conventional health-care system)

i1, professional associations (with or without volunrary selt-regulation status)

iv. public inancing (insurance ot free provision)

v. there is a census of the number of practitioners

vi. instirurions exist for the therapy

vii. the therapy is listed as popular in the process section or published literature.

The maximum score, theretore, for any therapy in a given country is 7. The minimum is zero,
which could denote either non-existence of the therapy, or absence of official recognition, or insuf-
hcient data on utilization and on tormal recognition. The scores were then used to classify therapies
into levels of popularity in the tollowing way:

0 = therapy not used, or no data

b = low populanity, or insuthcient data to draw inferences (L)

2-3 = medium popularity (M)

4-7 = high popularity (H)

Attempts were made to rank therapies utilizing this simple schema. Maps were then produced us-
ing these levels of popularity, therapy by therapy, for herbal/traditional medicine, Ayurveda, other
Indian systems of medicine, traditional Chinese medicine, acupuncrure, osteopathy, chiropracric,
homeopathy, bonesetting, aromatherapy and reflexology and other related therapics, massage and
other manual therapies. In countries for which actual process information (in the form of an L, M,
H or 0 score) was provided directly by the respective government or the regional coordinaror, this
score was used for mapping, in place of inferred daea.

Creation of weighted scores for each therapy

Analyses were conducted to correlate the inferred popularity of the various therapies with national
gross domestic product. These analyses split each region into two national groupings: those with a
gross domestic product grearer than or equal o Int$ 15 000, and those with gross domestic product
less than Int$ 15 000 (gross domestic product staristics were obrained tfrom www.who.int for the
vear 2000). Int$ s a standardized currency that rakes into account purchasing power parities.

Three thresholds were tested—Int$ 10 000, Int$ 15 000, and Int$ 20 000. The Intd 10 000
threshold was rejected because several industrialized nations had poverty lines above this value. The
Int$ 20 000 threshold was also rejected because it resulted in over-representation of countries in
the low-income group, rendering all statistical comparisons meaningless because of the very small
sample sizes in the high mcome group.

For these analyses, because comparisons were made berween groups of countries, NPM scores were
weighted to correct for countries with insuthcient or no data, Student’s #-test was then used to com-
pare the weighted NIPPM scores (WINPM} tor each therapy berween countries with gross domestic
product < Int$ 15 000 and 2 Int$ 15 000. The following formula was used to calculate the WNPM

for cach therapy within a country:
WNPM = NPM x Q (1.1)

Where (Q = the praportion of countries within the income band tor which data are available.
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Tables and hgures showing the relative popularity of each therapy in lower and higher income
countries are reported in Section E. 1 of this volume, together with the £ values for the complete ta-
ble of t-tests. A further set of hgures showing the popularity of different therapies by WHO region
(ranked by regional WNPM, or rWINPM) is presented in Section E.2. For the regional compari-
sons, rWNPM scores were calculated as tollows:

rWNPM = NPM x R (1.2}

Where R = the proportion of countries within the region for which dara are available.

MAPPING

These weighted scores were entered into Microsoft Excel XP and standardized spreadsheets were
produced and transmitted to the mapping group ar the London School of Hygiene and Tropical
Medicine. The scores were transferred to the geographical information system (GIS) ArcGIS 8.3 1o
produce the maps. The hrst draft ser of maps was used alongside the rables for expert review and
adjustment where necessary.

It is important to note with regard to the maps, the designations employed and the presentation of
material on the maps used in chis Global Atlas do not imply the expression of any opinion whatso-
ever on the part of the World Health Organization concerning the legal starus of any country, ter-
ritory, city or area or of its authorities, or concerning the delimitation of its frontiers or boundaries.
Coloured dots have been used on some maps to represent the smaller “island™ countries which are
too small to show up clearly. These have only been used where there are data for the country,

CONCLUSION

The maps in this Global Atlas reflect the level of detail available in the dara which was used for their
construction and reinforce the need for standardization of furure data collection initiatives. Overall,
the results highlight the need for regular national, regional and international surveys on TCAM
utilization trends, safety reporting, economic studies and policy analyses of different regulatory
strategies and their impact on service delivery and consumer satisfaction.
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