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1. Introduction

1.1 Background of the Consultatlen

Traditicnal health practitioners,* including tradational birth
attendants, have looked after the healtn of their communities for generations,
and will undoubtedly continue to do so for many years to come, given the
gcarcity of modern health care personnel and other geographical, cultural,
social, and economic tacters that have both a direct and indirecf bearing on
the quality and availability eof health care services.

The majority of developing countries realize thab traditional
practitioners represent a vital ana relatively untapped source of health
mampower, which must be gensitively utilized in national efforts to meet the
basic health needs of populations. Indeed, it iz now almost uyniversally
acknowledged that unless the traditional health practitioners are properly
recognized, and artficulated with the naticnal health system to implement
strategies to achieve health for all by the year 2000, countries will never be
able to achieve adequate health coverage for all their populationa.

The Declaration of Alma-AtaZ mmplicitly acknowledges the significant
role that traditional health practitiomers c¢ould play in health systewms based
on the primary health care approach, It rvefers to the utilization of all
appropridate and available local bhuman resources as a means of achieving the
social goal of health for all by fthe year 2000, This goal was accepted by
WHO's Member States and expressed 1n 8 resclution adopted by the World Health
Assembly 1n May 1977 (WHA3D,43}),

$ince 1977, WHO has been collaborating with its Member countries in
activities to determine how best tradifional health practitioners could begcome
wnvolved in pramary health care.t In the majority ot developing countries,
tradatronal health practitioners are still not formally recognized by
governments, However, in many of these countries traditiomal bizth
attendants sre being wncreasingly trained and utilized with proven success;
the Organization has initiated and supported a number ot these projects.

Yet, seven years atter Alma—-Ata, the commitment otr WHO's Member States to
use all appropriate and avallaple local human rescources i1is stall not
adequately retlected in national health peolicies and pians; furthermore,
legislation that would positively promote the use of traditional health
practitioners has been slow to develop.

1.4 Objectives of the Lonsultation

Recognizing the potential contribution of traditional health practitioners
in the etforts of countries to extend basic apd essential health care, and 1in
order to maintain interest in its programme on traditional medicine, WHO
arranged a Lonsultation on Appreaches tfor Policy Development ftor Traditizonal
Health Practitioners, includipg Tradifions]l Birth Attendants, The objectives
of the Consultation were:

(a) to identify those 1ssues and Yactors which impede or facilitate
optimal invelvement of, and ceollaberation with, Cradational health
practitivners in primary health care programmes and ackbivibles;

{b) te suggest approsches that the health system can use Lo motivate
traditienal health practitioners to participate in natilonal efforts
to extend the coverage of primary health care; and

*
Also referred to in the report as traditional practitioners or practitigners.




(¢} to make recommendations for the promotion and development of relevant
health policies that would contain provisions on the coordination and
better utilization of traditional health practitioners in national
health systems.

1.3 {rpanization of the Consultation

For the purposes of the Consultation, WHO cowmiseioned country case
studies (Annex 4) to be prepared from India, Mexico, 5ri Lanka, Sudan,
Thailand, the United Republic of Tanzania, and Zimbabwe (5ee¢ Annex 5). A
working paper was aleso prepared; this was baged on an analysis of six
reports, as well as other material devoted to the subgect from other parts
of the world, and on material produced by WHO,%» 19, Z

To assist the suthors of the case studies (whose opinions should be
regarded as personal, and not necesgarily reflecting the official position of
thelr country's government), a set of guidelines for the preparation of
country case studies was despatched to them (Annex 4) in an atrempt to elicit
some comparative information on policy issues, The ¢ase studies revealed a
diversity of situations, reflecting each country's different sociocultural
background, political history, geography, types of traditional health
practitioner and systems of traditional wedicine available, as well as the
attitudes of official health systems and communities to them.

2. Proceedings of the Consultarion

2.1 Participants, election of officers, and agenda

The participants included twelve temporary advisers and a consultant,
drawn from various disciplines and countries and with different backgrounds
and experience. Also participating were staff from the Secretariat of the
World Health Organization, a consultant from WHO's Reglonal Office for the
Western Pacific, and five members of WHO's Reglonal Office for South-East
Agia. Also present were representatives from UNICEF, UNIDO, UNRWA, and the
Worid Council of Churches. His Excellency, Mr W. J. M. Lokubandara,
Honourable Minister of Indigenous Medicine, Sri Lanka, was elected Chairman.
Mr K. Venugopal, Deputy Secretary, Ministry of Health and Family Welfare,
India, wss chosen as Vice-Chairman, and Dr Barbara Pillsbury, University of
California, Los Angeles, California, USA, was elected Rapporteur (Annex 2),

The participants accepted the proposed agenda (Ammex 3).

4.2 Opening ¢f the Comnsultation

Following a brief opening ceremony, Dr U Ko Ko, Regional Directer,
delivered the inaugural address and re-stated the objectives of the
consultation, emphasizing the role of tradirional health practitioners as
collaborators in primary health care. He also expressed the hope that the
consultation would provide some ceoncrete proposals for country—based action,
and sowme bagic guldelines that countries might follow when formulating and
implementing policies on traditional health practitioners.

3. Summary of discussions

The discussions covered the identification of traditional health
practitioners and what approaches could be taken to develop effective policies
favouring their mobilization for health development; a review of the current

e
Excluding India.




e e T W L1 e 1m0 o D s R T ————T DL

-3 -

§1tuation gu the utilization of traditiomal practitiomers in primary health
care; current pelicy and legislation governing tne utilizatien of traditional
practitioners; and approaches for developing pelicies to improve the
collaboration and involvement of traditicnal practitioners with the natioenal
health system in primary health care.

4.1 Identification of traditional health practitioners

There may be great differences in approaches Lo traditional medicine,
widwifery, and health care between countries, and even within countries, but
in every developing eountry there are several Cypes ot traditional health
pracrifioner. They constitute an enormous reserve of manpowesr that could be
utilized if the health of populations were to be improved through extended
coverage of primary health care, IThe vast spectrum of tradiricnal
practirioners includes at one extreme the practifioners in the tformal and
classical Ayurveda,® Unani, $Siddha, and Chinese systems, and at the other
extreme, [raditional pirth attendants and traditional tolk-nealers, with
spiritualists, diviners, and numérous others occupying different places
between these two extremes.%

Tne participants described other types, and, in mest instances,
unorganized categories of tradifional practiticners. In the majority of
c4ges these people have no clear legal status and there 13 very limited
systemarizeqd information about them and their practices. In Zimbabwe alone,

according to the case study, six categories of traditional practifioner fave
been identitied.

The complexities arising from attempts to ldentify, classity, and register
all these categories of practitioner may be partly responsible tor the absence
of specific national policies to promote and develop indigencus systems of
medicine, and to utilize them in the ofticial health system. AT exception
has been the traditional barth attendant. Sne has been successfully utilized
An primary health care in a pumber of countries. Ehe has proved to be
capable ot being trained, both to improve existing functions and to undertake
new tasks, such s ftawily plapning, immunization, nutritiom, treatment ot
common allments, and referral to modern heslth personnael when appropriate,

The participants identitied tour main categories of traditional
practitioner. The first are those whe have received training in beth the
modern and traditional systems of medicing, e.g., Avurveda, Chinese, Unani,
The second are those trained mainiy in [raditional medicine, altuough they
eften have e¢lementary knowledge of modern medicine. They practise almost
exclusively in rurzl areas but some have worked in govermmenf clinics 1in
Burma, China, India, Nepal, and 5r1 Lanka. The third group practise only
traditional medicine, They have no formal rraining, but possess diplomas 1in
some traditionmal system, e.g., Ayurveda. The fourth category includes those
pracfitioners without either institutional training or qualiticatiens, e.g.,
traditional birth attendants, herbalists. They practise atter several years'
apprenticeship with an establisned tradirional practitioner.
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Current situation on the utilization ot traditionmal health practitioners
witional primary health care programmes

Ihe degree Lo wnich traditlonal heaktn practitlouers nhave been invoived in
programnes and activiiies o deliver primary health care hag depended on such
pacturs as peopraphy and sociocultural heritage, as well as the type ot
troditienal practitioner available, the practices they use, and the
chigracteristics and attitudes ot therr patlents. involvement and ceoperation
with the natipnal health system hinges gelicately upon the attitudes of
prolessional health workers and agdministrators at all levels of tne health
system, the willingness and confidence of traditionsl practitioners to Jedarn
and exchange experiences with other health personnel, and the perceptions that
cowmenlties have about the traditional and the Western—based or madern systems
of medreine. 'Y Uhe success and errectiveness of collaborative programmes
TeOLCe EOVeInment sanction and adequate appropriations, as well as support
Lrwm such groups as physilclans, nurses, and midwives. When health
adminis! retors begin to understand that 1t will otten teke more than Just the
otbeclal health care providers to extend health coverage to an entire

population, they would perhaps be more inclined to ailogate the appropriate
reROnrces .,

lu Brazil, wuch headway has been made in the utilization of traditional
practitioners through the Ceard prOJect.J It this north=eastern region of
Bravi!, anthropologlsts learnt that when i1llness occurs, the tirst care is
provided by traditional birth attendants or falth-healers. These people wére
then instructed wn eral rehydratilon treatment; thas improved their status,
siuce thelr new skiils successtully rehabilitated many sick children, This
pruject 18 exceptional in that 1t made an unrelentang effort to rely primar:ly
on local communities and the people with traditional knowledge and skill to
carry out essential primary maternal health serviees, and that 1t applied
Lhese same skills to selve other health problems and to develop ather
programmes; sanitation, 1mmunizsation, and health education,

bach country needs to identity 1ts priority health problems where
coifaborative work witn traditional practitioners can be carried out, For
cdatipley the following nealth problems could be managed through collaborative
acbiivities, adapted Lo <difrerent country sifudtions:i-

Lu) Capcer preventlon and management

Lh) Manngement of anfertiiity

Lo} agnosis, breatment, and rehabilitation of tuberculosis and leprosy
(Traditronal health practitioners are ¢lose Lo the people; they are
Lheretore the most likely individuals to be aware ot such cases, which
1 peneral are associated with cultural taboos and usuatly subject
those attlioted to some ftorm of secial sCigma, and prevent them from
seeking help trom the orticial health system.)

L) Family planning
(osuceesstul programmes Lovolving traditional birth
attendants 1n ramily planning could be extended to other traditional
aealth practitioners.)

Cer) Inlant leeding practlces

Cti Drarrhoea management , 1.6,

Cpd lnmuunizat ron

, by oral rehydration

Gl weanully transmitted diseases

L1 Frescripbtion obf drugs, 1ncluding traditionral herbal medicines {(through
kits bor comnunity health workers)

L)) tMental nealth, e.x., psycuosomatic 1llness
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In Bangladesh, Bhutan, India, Nepal, and Sxi Lanka, the traditional
practitiener has already begun to collaborate with tne naticnal health system
at all levels, This collaboration has increased over the past seversl
years;13s 17, 1Y ¢he facilitating factor for this cooperation gpd
coifaboration is the existence of a very organized system of 1ndigenous
medicine whose infrastructure parallels the national health system. The
traditional system could support mere training programmes, and students with
the same aptatudes as those studying allopathic medicine should be encouraged
to pursue careers in traditional medicine. Thers would be ample work for

thew, and, because they are practitioness of systems which are for the wmost

part unique to particular regions and ¢ultures, their talents would not bg
easily exported to other countries, thereby adding to the problem of “brain
drain".

Yet, even in these and many other countries theve are still traditional
practitioners who practise outside the institutional framework of the national
health system. They have learnt their skills as apprentices of older
traditional practit:omers or through family members. Efforts are now being
made to identify these healers and involve them 1n primary health care. In
India, for example, there are other forms of traditional medicine that do not
fall in the category of classical system. Tnere are also several thousands
ot unregistered Ayurvedic healers practising in villages who are now being
motivated to participate in activities for health development.

In Atrica and Latin America, the categories of healers are more diverse,
and their functiens, including the spiritual dimension of health care, are
more difficult to describe and assess, Associations of nealers, such as
those in Zaire? and Zimbabwe have been vigorous inm the task of identifying
those nealers whose energies can be effectively harnmessed for the delivery of
basic health services.

Traditional birth attendants have been successfully trained and utilized
in man{fcountrles where they are working in the zural and pervi-urban
areas. 12 Tney are acceptable and accessible to communities. Apart from
being cost-ettective, they are essential for exrending nealth coverage, aud
are therefore an invaiuable asszet in the community health team.

While the traditional practitioner enjoys a certain status in his own
community, the potential contribution that ne cap make to improve and extend
community health services has not been tully accepted in countries whers there
are no provisions to articulate this type of health worker with the health
system. Nevertheless, the experiences of Brazil and Zimbabwe, as well as
that of countries where the classical systems of indigenous medicine still
prevall, indicate that the eftective involvement of traditional practitioners
1n the naticonal health system can benetit communities apd improve the health
status ot the nation's citizens.

3.3 Current policy and legislation governing the utilization of traditiconal
health practitioners

The legal regulation of health care, as a monopoly of organized health
professions, has followed a similar 1f not unitorm pattern since advances 1n
modern sclentlilc medicine began. Leglslation was designed to protect Ene
health of the population and to protect them from unqualified healers; it
also authorized the right to practise to those properly qualified in their
area of responsibility, 4nd protected them a3 part ot a professional group.
Such regulstion of health care spread from developed Western nations to the
rest ot the world through the colonial system.
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Yet, at the same time, people of many different cultures in most countries
uf the world relied on, and still do rvely on, various treatments and practices
that we call traditicnal wmedicine, from the applicetion of herbal medicine Lo
faiih healing, and even to other practices based on the supernatural. In
many parts of the developing world, where access to organized modern medicine
ig minimal or totally lacking, traditional medicine is, and will no doubt
continug Lo be, the only form of health care available to millions of people.

Thus, governments of developing countries, recognizing that an exclusive
reliance on a formal Western—based system of health care was an inadequate
response to meeting the essential health needs of entire populations, have .
begun to review Lheir colenial inheritance of health legiﬁlatiﬂn.lb in i
some cases, they have relaxed legal prohibitiens against indigenous healers
and other traditional practitioners, and have even incorporated them in 3 more ‘
flexible system of health care delivery.Zl Almost everywhere, attempts to i
upprade the skills and knowledge of traditional health practitioners and to !
mobilize them to play an effective role in the health system have met with
resistance from organized groups of health professionals with vested interests
in maiotaining the status quo.

bricfly, the global giruation can be described as follows:

Four broad categories of policies on traditional practitioners can be
discerned.*t, 20 These categories are not necessarily rigid ot
conclusive; there is gome overlapping in the distinctions between one
category aml another, However, the categorization serves only to approximate
those different policies and legal regulatioms on traditional practitioners
that have similar distioguishing features,

Complete prohibition, by restrictive legislation

Toleration and non-intervention, allowing for medical pluralism

Formal ?Ezbgnitinn followling training, registration, and licensing
. Forwal recognition and official action te integrate traditional

medicine in the formal health system.

The participants dlscussed in detail the existing policies and legislation
in @ number of countries, Iimgluding Brazil, China, India, Philippines, Slerra
Leone, 5ri Lanka, Syria, and Zimbabwe,

A sharp distinction could be drawn between those countries accommeodating X
one or more of the classical systems of traditional medicine and those where ;
traditlonal health care and its practitioners are informally recognized.lﬁ
Thu: classlical aystems enjoy both great popular acceptance and in some
fustances fermal, legal recognition. Provided they have received formal
training, Lhe practitioners of these systems are registered and licensed.
Arrangements for their traiming, functions, and regulation (normally through
their own professional councils) are set out under specific legislation.

Most of the South-East Asian countries have introduced more or
legs substantial changes in their health legislation that tolerate or &ven
recognize the practice of traditional wmediclne. However, some countries that
have indicated their desire to utilize traditionmal practirtioners inm Lheldr
ofiiclal health system still have restrictive laws and regulations. Several
counlfies bave included traditional birth attendants in health activities as
part of their national scrategies to achieve health for all, e.g., Bangladesh,
India, Indonesia, Nepal.
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In Bangladesh, India, Pakistan, and Sri Lanka, the Ayurveaic, Unani, and
§iddha systems of medicine are institutionalized, with a large network of
facilities for education, research, and health ¢are, including hospitals,

clinics, and pharmacies exclusively for these branches of traditional medicine.

In India, the Government provides considerable financial suppeort for Che
development of Ayurvedic, Unani, and Siddha systems of medicine and 1fs
continually increasing participation an the delivery ot health services.?

The (Central Council of Indian Médicine was established i1n 1971 oy Act of
Parliament to evolve unitorm standards in education, to make mandatory the
maintenance of a central Register of Indian Medicine, and to promote
research,? The national health policy, as manifested im the Seventn
Five-Year Plan, ensures provision of required resources 50 that these systems
¢can play the vital role assigned to them in the Indaian health system.
MNevertheless, the experience in India of attempting collaboration between both
systems has not been encouraging, and the policy has undergone a change
towards medical pluralism. The recotmendations of the 1948 Committee on
Indigenous Systems of Medicine, calling for a synthesis of modern and
traditional medicine, were never fully implemented. Now, with the enactment
of the Indian Medical Council Act of 1970, the government has declared its

intention to use the indigenous systems as allies in the delivery of primary
health care.

In Sri Lanka, an exceptional situation exists in that official
acknowledgement of the existence of equal but distinet systems of medicine 18
demonstrated by the establishment in 1%ol, under the Ayurveda Act No. 31, of =
separate Ministry for Ayurveda. This legislartion also provides tor the
Siddha and Unan:i systems. Indeed, Sri Larka appears to be the only country
to have & separate Ministry for Traditional Medicine.

In most independent states of Africa, the colonial concept ot a health
system based on professional physicians, pharmacists, dentists, aurses, and
midwives still persists, salthough the policies of some governments teflect to
some extent their recognition of traditional health care practices. In many
Anglophone and Francophone countries, the tendency has been to follow the
colonial policies of noaninterterence with indigencus customs and to handle the
situation of traditiounal healers by special exemption ¢lauses. The struggle
to achieve political independence has, #n most cases, nourished in these
countries a strong interest in indigenous medicine. But policies that keep
1n step with this revival of interest have not zlways been supported by
legislation,

In Botswana, the Ministry of Health issued & broad statement in February
1984, positively promoting the utilization of traditional healtn practitioners
in primary health care.

Zimbabwe has gone some way towards recognition of rfraditional
practitioners through enactment of the Traditional Medaical Pracritioners Act
in 1981, which established the Traditional Medical Practitioners Council,
This bedy officially promotes the practice of traditional medicine and
encourages research into 1t. Si1nce 1981, the National Traditional Healers
Association has run two medical schools and established a research

department. Yet, even in Zimbabwe, where considerable progress has been made

in efforts to ensure collaboration betfween the traditional health
practitioners and the official health system, through, for example, Che
organization ot joint seminars, the publication of a register of traditional
practitioners, ana some form of self-regulation, major ditticulties continuse
to obstruet the development of a clear poliecy. These can be summarized as
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hostility between the members of the two systems (based on mutual ignorance
and mistrust) and lack of government support. Such harriers to the
fermulation and implementation ot eftective policies, ineluding supportive
legrslation, as well as the gaps in knowledge about the adentity, numbers,
characteristics, and practices of the traditional practifioners, are common to
all the countries represented at the consultation, and to those others that
were the gubject of the case-studies. The participants brought out that,
while traditional practitioners play an active role in health care, it 1s in
most ¢ases cutside the official health system.

In Centrzl and South America, cthere has been little legisiative action to
cotplement the vigorous renewal of interest 1in folk medicine, except for
euceasional laws dealing with herbal medicine and the traditional bitth
attendant.

In China, where an ancient and highly complex system ot health care nas
been in existence tor around 4 (00 yeagrs, the revival ot traditional medicine
that occurred in the early years of the People's Republic resulted in the
incorporation to & wide extent ot useful traditional practices withan their
general system ftor delivering healch care. Chinese traditional medicine 15 a
formal, structured system, with a lomg history and traaition, and with its own
colleges, research 1nstifutes, and disciplinary controls, Modern technology
and science are applied to the traditional system, and the goveroment intends
to develop legislation to promote furtner collaboration at all levels of the
health system and 1n all irs functions: health care delivery, research,
education and training, and standardization and quality ¢entrol of traditional
remedles . There 1s also strong financial support for these activities.

The structure and procedure of the health care apparatus are determined by
policies laid down by the governing party, and they are implemented at all
ievels ot the party infrastructure by representatives of the party throughout
the country, Attempts to inkegrate the two systems of medicine failed in the
period following Liberarign. Traditional Chinese medicine theretore had to
develop as an independent and paraliel system of medicine before a stage was
reached for mutual respect. Now, every Western—style wedical scheol in China
contains a department of traditicnal medicine and every school of traditional
imedicine contains 8 department of modern medicine; practitioners of both
modern and traditional medicine are employed in modern hospitals, and they
also work together in the commune health centres, Tne policy of the Chinese
health eystem hay always been to use those elements of ancient Chinese healing
that are efiective and to discard those whach are not.

3.4 Approaches tor developing effective policies to improve the cellaboration
and wnvolvement of traditional health practitioners in primary health carce

After considering tiieé experiences ot several countries in utilizing
traditional health practitioners, 1t became clear that the coliaboration aund
involvement of traditional practitioners with health systems based on the
primary health care approach would need a well-defined govermment policy,
supported by enforceable 1egislat10n.7’ 11 Policies, or legislation, where
relevant, are necessary to protect the patient from substandard care; to
protect the practitioner from malpractice suifs and prosecution under penal
laws; and to protect the community from charletans. In addition, the many
and various activitles necessary tor the promotion of traditional medicine,
inciuding the utilization of traditional practitioners require policy support
0 that they can receive the NECESSATY [ESOUFCEes. A policy to utilize
tradifiomal practitiognmers in primary héalth care has to be spelt out clearly
and disseminated widely. 1t should appear prominently in the national health
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plan; im the five-year development plan; in the manifestos of political
parties; and in all relevant official health publications, imcluding
community health workers' manuals. Wide publicarion and dissemination of the
poliey to the general public, as well as to the professional groups within the
national health system, is one way to inform and educate the nation abouf the
benefits that could result from implementing such a policy.

The first step would be to establish a working group on traditional health
practitioners which would ultimately develop iate a unit within the ministry
of health or some other minlstry. At the preliminary stage this group might
be set up on an informal basis, i.e., not under any govermment auspices. For
example, it could be organized in a university. It should be
multidisciplinary in its composition, since its tasks would cover a wide
gpectrutm of interests bearimg on the utilizarion of traditicnal practitioners
in health development and involve community development, law, education,
finance, and administration, as well as health,

Io China, for example, the Bureau for Traditional Chinese Medicine
functions from the Ministry of Health, and accommodates a small working group
set up to consider the formulation of leglslation and regulatiom to facilirate
the collaboration and coordination of medern and traditional systems of
medicine.

In India, the traditional systems of medicine are managed directly by a
division in the Miuistry of Health and Family Welfare which includes technical
officers representing their indigenous systems (Ayurveda, Unani, Siddha, plus
Yoga, and Nature Cure). In Sri Lanka, a separate ministry was c¢reared in
1981. In Zimbabwe, the Traditional Medical Practltioners' Council registers
traditional practitioners, and supervises and regulates thelir practice. It
is now an offence for anyone t¢ practise traditional medicine unless they are
registered with the Council. Since the Council is not yet fully cperative,
the Zimbabwe National Traditional Healers Association, established in 1980 and
recagnized by the 1981 Act, manages much of the deszignated work.

The experience of Zimbabwe, as presented during the discussions,
demonstrates forcefully the Importance of involving the traditiomal
practitioners themselves at an early stage in the activities to gather
background Information, formulate policy, and design regulatory mechanisms.
Any working group ot coovdinatiog committee of this kind should include
representatives of the traditiomal practitiloners.

Initially, the responsibilities of a working group might be the following:

(1.} Identificatlion and malntenance of a list of traditional health
practitionersg

Each country should develop a list of traditional health practitioners and
gradually include all irs practitioners in it. It will not be possible to
identify and list each and every practitioner, but listing could be an
essential component of a country's health monitoring and information system,
This is the first step in the process of obtaining information upon which ta
develop policies and plans. The purpose of the list (not a register st this
stage) is to document the existence of traditional health practitioners.  The
idenrification and listing should be done in such a way that it confers
prestige, and enhapces the status of the traditiemal practitioners; it should
not give the impression that it is a form of control. The experiences of
Zimbabwe in developing, maintaining, and publishing a directory of traditiocnal
health practitioners is a useful model: the directory is a means by which the
agsociation of traditional health practitioners can exercise some sort of
professional supervision, and 1t assures the community that the practitioner
is recognized by his peers.
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The identification process may already be well developed in some
couniries, and therefore registration rather than listing may be more
appropriate. Effores to register traditiomal practitioners should preferably
b muna%ed by the practitioners themselves, otherwise they may regard it ag a
means Of supressing their activities or for purposes of taxation.

Repistration should mot necessarily be contingent on examination and it should
mit on ils own confer authority, There may be one register for several
specific categories or there may be separate reglsters, one for each type of
practitioner, e.p., the traditiomal birth attendant, the herhalist. The
register should include the specific skills of the practitioner and the
conditlons treated. It way be useful to begin this process on an
experlmental bagis in a designated geographical or administrative area with a
view to replication in other areas. In thies way different options for
identifying the practitioners and establishing the register can be tested.
For example, ldentification could be carried out through community leaders,
and the repister maintained by & practitioners' association and shared with
all components of the health services,

Unce this diffjicult process has been undertaken, it will become clearer to
policy makers, health workers, health administrators, nongovermmental
organizations, and other interested bodies who the traditional practitioners
are, the nature of their present activities, and how best they can be
motivated to cooperate with the officilal health system in improving and
extending primary health care. Listing 1is not to be confused with
registration, or with giving a "licence” to practise, although 1t would
provide the basis for such a development in the future.

A working group would alsc be responsible for defining, obtaining,
organizing, coordinating, and processing all additional types of infurmation
needed for effective policy formulation and implementation, Much of this
work may best be delegated to other agencies, and here the universities could
play a useful role in bringing together different though related disciplines -
medicine, law, sociology, and anthtopology - to speed the
information—gathering process,

(2.) Review of existiug laws and policies

The sec¢ond priority task for a working group concerns a review of existing
Jaws and policies directly or indirectly affecting the practitioners. This
could be undertaken by a law reform commission, standing or ad hec. The
preliminary work could be assigned to university faculties of law or
sociolopy, and then submitted to the Commission for examination.

The review process should include the following tasks:

1) The identification and examination of all exdsting relevant legislation.
For example; laws governing the practice of the health professions (medicine,
nursing, midwifery, technicians), drugs and pharmacy laws; hospital
regulations; criminal and civil laws; witcheraft legislation, etc. The
typies of legislation needing review and possible amendment or repeal will
differ from country to country. Attention should also be given to case-law
(law established by judicisl declision in cases: by precedent), codes of
practice, and state, provincial, or local legislation. Where conflicts
between laws are revealed, those that are not favourable to traditional health
practitioners should be identified for close examination and possible veform.

ii) ldentification and review of customary law to identify conflicts with
statutory law. The duality of legal systems, common in developing countries
needs to be reconciled. Most devaloping countries have inherited colonial
laws which fail significantly to take account of indigenous customs. Yet,
many traditlonal practices are based on spirit—belief, magic, divinations, and
rituals, These might belong to a traditional and customary domain for which
legislation may be inappreopriate,
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(1ii) Study and reporting on the implementstion and impact of existing laws on
policies affecting the practice of traditional medicine.

The purpose of this kind of review i3 to make proposals for changes in
legislation sco that traditional health practitioners are unambiguously anda
efficially recognized by law as having the right to practise. Theretore they
could be utilized in the national health system, and their clients would have
the right to consult them and, where necessary, be referred by them to other
levels of the health services. In principle, tradirional practitioners

should be consulted when proposals for new or revised legislation are being
drafted.

Easic legisiation should not specify how to ¢organize traditional
practitioners or which place they should cccupy in the health system. it
should be flexible, not too detailed, and subject to periodical amendment, as
the situation changes. One option is the enactment of "enabling” or
“"umbrella" legislation, which empowers a ministry of health to issue orders
and make regulations as apd when necessary.

A thorough review of legislation may reveal hidden lnconsistencies. For
example, Section 37 ot the Unani, Ayurvedic, and Homoeopathic Practitloners
Act 1965, 1n force in Pakistan {and formerly in Bangladesh) prohibits
Teglstered Ayurvedic practitioners from signing or authenticating any
certificete required by law to be signed by a yualified medical
practitioner, Whilst Ayurvedic practitioners may treat patients and hold
appointments in hospitals of Ayurveda, they cannot issue a certificate to
thege patients indicating that they have done so. In Bangladesh, the 1965
Act was repealed and replaced with the Unani and Ayurvedic Practiticoners
Ordinance, 1943, While there is no provision such as Section 37, the right
to sign or authenticate a medical or physical fitness certiticate has still
not been included in Section 30 of the Ordinance under privileges of
registered Ayurvedic and Unani practitioners. A careful analysis of
regulations atfecting traditional practitioners may reveal ambiguities and
inconsistencies, and therefore facirlitate the drafting of corrective measures
to better promote their utilization in the national health system and enhance
their status in their communaties.,

(3.) Associations of traditional health practitioners

An asgociation of traditionmal practitioners would éenable them to
collaborate collectively and individuyally with different government bodies 1in
the task of developing policies and plans in support of national primary
health care programmes. It would also facilitate the collection and
dissemination of information on fraditional medicine and ifs pracritioners
This informarion would reveal to officials of the national health system and
to the general public the current status of traditional medicine and its
utilizarion in health care services. The organization of practifioners into
groups that establish, regulate, and monitor job performance would undoubtedly
protect the patient and the community, and improve the standards of practice
through the development of a code of ethics that would alsc upgrade the status
ot the practitioner. It would accelerate and enhance collaboration betwean
indigenous practitioners and the country's health sector. The
¢chazacteristics and composition of fuch an associarion will depend upon the
types of practitioner, as weli as the social, cultural, and geographical
factors 1n each country. It may be necessary Lo have more than one
asgsociation it the separate categories of practitioners are undble to organize
themselves collectively; where there are several associations, they may form
part of a larger federation.

21 e A g s
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Practitioners need to be motivated to f£orm thear own aseociabilons.
incentives could ipclude participation in decision makaing concerning the
planning, umplementation, and evaluation ¢f health services; wembership, in
acrion—oriented research bodies; financial gsuppoert for education and fraining
programues; financial support for the association itself; &nd the lifting of
Tepressive or restrictive national and lecal regulations, such as the
prohibition of the marketing of herbal medicines,

An organlzed group can facilitate dialogue between the traditional
practitioners and representatives of the government s¢ that when legislation
13 under consilderation there would be more assurance that the provisions
dratted are realistic and appropriate insofar as they soundly regulate the
practice of traditional medicine, When regulations on remunegation or
supervision gre being propesed, discussions should also include the people who
will be affected, to ensure that the regulations will be applied and
respected. Legislation should equally suppert the creation of sssociations
ol tradaitional practitioners, the same as it supporTts councils of physicians,
nurses, health auxiliaries, and other health perszomnnel. Legislarion should
also lend autheority to the codes of ethics set by the associations.

(&.) Education and information

Betore the development of any effective policies calling for cooperation
and ¢ellaboration between practitioners of the traditional and Western~based
health systems, there has to be an understanding of, and mutual respect for,
each other's system, Practitioners in both systems will need to understand
each other's philosophy of health and disease and knowledge of health care
procedures. Traditional practitioners do not only dispense herbal medicines
and prescribe curative treatments; they also perform divinations — rituals
through which social relations within and between communities and 1ndividuals
are improved. In many developing countries there is ignorance, hostility,
and distrust vt each health system for the other. Health personnel trained
in modern medicine are conditiened to regard traditional medicine as harmful,

and without any rational base. This game attitude often holds true for
bureaucrats, politicians, and some segments of the general population,

In Cnina, however, Western-stfyle medical schools teach their students the
basic principles and elements of traditional Chinese medicine; and the

traditional practitioners are instructed in allopathic medicine, And, in
Limbabwe, the pelicy since 1982 nas been to instruct medical students and
social science students in aspects of traditional healtn care.

kespect and understanding between the two systems of medicine mignt be
achieved througn multiple strategies which include the following activities:

1) The introduction of subject matfer on traditionmal medicine and its
practitioners 1n the educational programmes tor physiciens, nurses, midwives,
and social s¢irentlsts. Students should also be encouraged to participate in
action research on trad:tional health care,

11) A series of educational workshops or seminars for practitioners of both
systems. “he experience in Zimbabwe shows that these must be carefully
planned and carried out, observing the follewing points; neutral location;
equal number of participants from both systems and perhaps no more than 25
altogether; a traditional health practitioner as chairman, carefully selected
speakers; a seating arrangement that mixes traditional and modern heslCh care
personnel; and content that is arranged to begin with discussions on the need
tor sharing experiences and showing mutual respect, 25 well as social lssues
aftecting healch, Medical topics should only be digscussed later.
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The public at large merits 2 vigorous information campaign, but key target
groups should be identifed for special educatiomal activities or campaigns.
These might include the modern health care persomnel, particularly physicians,
nurses, and midwives who tend to be most vocal in their opposition to policies
calling for collaberation; politicians and bureaucrats; and teachers. The
media should be enlisted te explain the rationale for the pelicies through
articles in newspapers, magazines, and programmes on Tadio and television,
These educational campaigns need careful orchestration; sometimes the
involvement of a leading public figure may create the necessary momentum to

_the information and persuasion exercise. A statement by the head of state,
or a minister of health, explaining the government's policy and its peasons
can be a powerful element in forming pesitive public opinion.

The preparation and dissemination of appropriate information to = wide
public cannot be successfully undertaken without strong financial support from
the govermment or oubtside agencies. This is a task in which nongovernmental
organlzations could assisf.

(5.) Education and training of traditional health practitiomers

The traditioual practitioners and the communitles they serve are very
often confused about the philosophy and rationale upon which Western-based
health care iz delivered,. Their concept of illness and disease, apd ifs
causes apd symptoms, are perceived in different ways.

Effective collaboration between the practitiouers of both health care
systems precludes education and trainimg ¢f those health practices particular
to each gsystem. In Sri Lanka, for example, the Govermment is utilizing
certain categories ot traditiomal practitioner in lecal community nealth
programmes, The traditional practitioner may also receive training in
allopathic medicine and in the way the formal health system is organized and
functions. At pregent, no measures have been taken fo use traditionazl
practirioners in the training of wodern health personnel, although it has been
suggested that this might be a useful strategy, given their total lack of
knowledge about traditional health care and the attitudes of the community
towards its practiticoners. While there has not been any collaboration
between the numerous associations of traditional health practitioners and the
modern health personnel, the medical, nursing, and midwifery councils could
initiate and organize <¢ollaborative activitiles, ancluding Lraining. The
major constralnt appedars to be resistance to the traditional practiticmer an
the part of modern health care personnel, together with a lack of
understanding of their role in the community and their potemtial value in
health development, It is up to the management of & health system to
encourage this exchange of learning and experience between practitioners of
both systems by sponsoring, for example, jeint workshops, seminars, and other
activities organized for this purpose.

In Zimbabwe, the Traditional Medical Practitioner Act of 1981 provides a
strong framework for training traditional health practifioners in progratmes
sponsored by the national health system, snd the Ministry of Health has
started training a smail group of traditional birth attendants onm an
experimental basis, Courses have also begun in which medical and secial
science students learn some elements of traditional medicine and participate
wn relevant raseavch, Tne Department of Education of the National
Traditional Healers' Associmtion runs two schools for traditional
practitioners, and oeccasionally joint seminars are held for practitioners from
both systems, However, a shortage of funds 14 the main constraint to an
expansion of this activity.
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Training of traditional practitioners is essential to improve their
exiating skills; to eliminate harmtul practices; and to add, where
appropriate, new functlons to their present tasks. For the optimum
coblaboration in primary healtn care, traditional practitioners can be trainad
L detection and diagnosls of disease; prevention ana public health
setiviLies; basic hygiene; famaly planning; immunization; diarrhoea
control;  and, possibly, 1n simple surgery,

tb.) Learning from experimental projects

Swall-scale experimentsl projects which involve botn traditional
bractitioners and wodern health care personmel in primary health services
stould be developed and carried out in small administrative or geographical
areds. Successiul projects can later be replicated in other districts and
régions in the country, or expanded under the natiomal primary health care
PrOgr dinme , Govermments should support these projects and provide tunding fot
thelr expansion. Funds not available from the national budget maey need to be
secured from external sources, The project experiences should be written in
sufficienl detail te provide guidelines for future expansion of the activity,
and périedic progress reports should draw attenfion to those Strategies which
have proved successtul, ana explain the reasons why some have not, A team,
composed ot traditional practitioners and community health workers, should
together work out solutions to deal with recurrent problems, relyang on their
own knowledpe, shills, and experiences. University-affiliated hospitals
could share witth traditional practitionera their ideas and experience in
delivering health care to underprivileged communities when it comes to
designing a low—cost experimental project for implementation in thear
catchment/reterral area.

-~ ‘
in brazil, the Ceara project has successtully demonstrated that spiritual
healers can be eitectavely trained in elementary paediatrics and child

care,d Many cultures have spiritual healers specializing in chila care, a
traditional role which often dates from ancilent times.

{7.) HResearch and development

Muletidigeiplinary action research on traditional health practitioners lays
the foundation lor effectively bringing them into the pationel health
systen. A proper understanding of the traditional systemg of health care,
through research and scientitic investigation, will help to ensure the
prowotion of traditional medicine and tacilitate the articulation ot
traditional practitioners with the national health system. Traditional
practitroners should be fully involved in the planning of such research and 1in
L8 executbtlon and evaluation, They should be represented in all tormal

researeh bodies that are escablished. Adequate government tunding for
resedrch must alse be puaranteed.

The tollowing guildelines are suggested when undertaking research on
traditional medicine and 1bts practitioners.

=~ The objective of the research actlvity must be very clear and
directed at defimed, priority health needs.

- When cheoosing locations for research, those geographical areas most
ravourable to the administration ot research should be chosen.

- The criteria for evaluating the effectiveness ot both modern and
traditional therapies and medicaments should ineclude the impact of
treatments on both the physical and emotional well-being of the
patients.
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=~ The fundamental ¢oncepts of traditional practices must be considered
when they are being evaluated, as well as the context in which they
are applied. For exswple, it a mediecinal herb 13 to be used as
treatment in conjunction with a prescribed diet, the herb cannot be
assessed 1n terms of its intrinsic value alone, but only in terms of
its etffecriveness when used with other measures.

— Researeh gshould also attempt to idemtitfy aspects of traditional
practice that could be introduced into modern medicine, For example,
the use of & particular herb or of a certain position for childbirth.
The aim should be Co systematize and standardize the traditional
health practitioner's knowledge,

—~ Research results should be disseminated, especially to policy makers
and decision makers at natiomal level.

{8.) Fanancial support

Adequate financial support is a key factor in the effective implementation
of policies, programmes, and projects aimed at promotinmg the utilization ot
traditional practitioners. Financial resources should be made available for
public education and information and for the training ot traditional health
practitioners, both through their own associations and through the official
nealth sysfem, At the natiocnal level, funds need to be alleocated for suppert
to the working group or government unit responsible for promoting assoclatilons
of practitioners and their activitfies.

The Chinese, lIndiam, and 5ri Lankan experiences with traditional medicine
have demonstrataed that adequate financial support for the development and
implementation of policy was best assured when there was a central ministry,
bureau, or unit dealing with traditicnal medicine with its own budget. It
the minisfry or unit responsible for carrying out the policy had sufticient
tinancial resources, that in itzelt was evidence of the commitment of the
government to implement the policy.

The community will regpect the sincerity of the government's commitment to
tradifronal health ¢aze only when a substantial share of the national health
budget 15 allocated to promote the collaboration of rraditional health
practifioners in community heelth actavities destined for the health care of
the vast majority of the populataion.

4. Gonclusions

Although there is considerable literature on the training and utilization
of traditional bixth atrendants in primary health care, documenting how many
countries have been successful in improving maternal and child healthlZ, 14
the knowledge, wisdom, and capabilities of tne traditional pracritioner have
been utilized to & much lesser extent. Une reason 18 that, except for the
herbalist, their functions are unfamiliar to most modern health care
peraonnel. Furthermore, little research has been undertaken to discover more
about the role of traditional practitioners in their communities, and the
nature and efficacy of their treatments. Lack of knowledge 15 the greatest
obstacle to the formulation of realistic and constructive policies.
Action—oriented research on traditional health practitioners and thear

practices, therefore, has to be a priority 1in all countries,
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The developments ot a policy favourable to traditional practitioners
depends upon an enlightened understandaing of the nature of traditrional health
care, and the role and respources of its practitioners, many of whom possess a
fund of wisdom, knowledge, and experience that can only serve to impréeve the
quality ot care that countries provide tor their populations.

The tollowing measures have been identitied as beglnning steps in the
development ot poligy:=

(1.,) Speciftic reterence to a policy on traditional systems of health care
and tradifional practitioners 1in the national health development plan or
development plan, or in the manifestos of polatical parties and of the
government. The policy is usually reiterated in official publications and
then distributed at the local level, e.g., in community health workers'
manuals,

{2.) Dissemination of intormatien to politicians, bureaucrats,
administrators, coplnion leaders, and communities, as well as health
proftessionals and traditional practitioners on the benefits that ¢an be
expected frowm cooperation between the two systems. The means to digseminate
such messages should include all available appropriate media: journals,
newspapers, radio, television, ete.

(3.) The participation of represgentatives of traditional health
practitioners on decisaon-making bodies dealing with the development ot health
policy,

{4.) The establishment ot & national research programme on traditional
health care within the framework ot an appropriate health infrastructure that
asgures the programme of the necesgary financial and zdministrative resources.

(5.) bSupport tor multidisciplinagry vesearch on traditional health care
(e.g., sponsoring postgraduate dissertations and research in faculties of
medlcine, midwiiery, anthropology, community development, sociology, law, and
psychology, etc¢.; funding surveys and investigations).

Le.} A review of existing legislation, and the proposal of appropriate
amendments, by interdisciplinary teams of researchers trom facultres of
medicine, law, soclology, and anthropology. This review could extend to the
identitication of relevant specific and general laws and regulations
concerning the practice ot medicine, dentistry, nursing, and midwifery, and
the control of drugs and polsons, penal laws, local laws, apd public health
codes.

{7.) Sutticient allocation of financial resources for the implementation
of actaivitaes, programmes, and prejects on traditiomal health care.

{8.) The creation of a special gavermmental office respomsible for
traditional health practititioners: education and training; research and
informaticon on them; registration; certiftication; licensing; supervigion;
and remuneration, This office could be withan the minisctry ot health or a
separate minlstry. Alternatively, it could be & coordinating commitree,
council, or unit that weuld work wath, for example, the ministries ot justice,
dgriculture, and social weltare, and with the departments responsible for
community development and women's aftairs, It would also be responsible . for
the review of legislation attecting traditional practitioners, including
traditional birth atcendants, the consideration of proposals for law retorm,
and tor drafting améndments or new staktutes. Such an entity would also
establish the appropriate mechanizsm for managing traditional practitioners;
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this would normally function through organized associations of traditional
healers set up for purposes of self-regularion and adherence to a code of
ethics. Responsibility would also extend to ensuring & dislogue between the
health protessionals and the health agencies of the otficial health system, as
well as interested nongovernmental agencies.

(9.} The study ot traditional health care practices by students of
Western—-based medicine: nurses, midwives, physicians, ete., and training in
the basic components ot pramary health ¢are for the rradirional practitioners,
in addation to an explanation of the policy and organization of the formal
"health system.

(10, } Arrangements for an exchange of traditional healtih practicioners
and modern health personnel at their places of work im hospitals, clin:cs, and
villages.

(1l.) Official govermment support for the formation and continued
tunctroning ot associations, gullds, organizations, federaticns, or unions of
traditaional health practiticners.

(12.) A code of ethics formulated by associations of traditional health
practiticoners in conjunction with the ministry ot health or a specially
established committee, Enforcement of the code would usually be effected
through the association, but ultimate sanctioens should resade in the criminal
and ¢ivil laws,

9. ERecommendations

The traditaional health practitioners, including traditaonzl birth
attendants, constitute a major and valuable reserve of human resources that
must be berrer urilized within every country's national health service, if the
heaith starus of populations i1s to be improved, and the goal ot health tor all
by the year 2000 18 to be achieved,

The participants of the Consultation unanimously agreed that primary
health care programmes are central to the health development of communities,
and rhat Member countries should take immediate actiom to mobilize and involve
traditicmnal practitioners in these activities, The traditiongl practiticners
are readily accepted by the people they serve, and with support and
recagnition by the minmistry of health and by professional health personnel,
the potential they possess can add grestly to the momentum of primary health
care development and accelervate the achievement of the goal of health for all,

4 Teview of existing policies apnd legizlation in some selected
countries revealed that in the majority of developing countries, the
absence of clear and positive policies, and supportive legislation authorizing
and promoting traditional health care and traditional practiticners, made
progress towards full collaboration between the two systems of heslth care
slow, and often impassible,

The broad objective of a policy on traditional practitieners is to improve
the health of the population, particularly those who have no access to the
oificial health gystem and whe have been treated for generations by their

local practitioners. The health status ot these populations has now become &
priority issue,

Although the formulation of relevant and realistic policy is an arduous

task for gevernments, the Consultation recommended several approaches.
However, not every proposal will be applicable to all countries. Indeed,

gome countries, 1n particular China, India, and Sra Lanka, are already well

E)
Case studies: India, Mexico, $ri Lanka, Sudan, Tanzaniaz, Zimbabwe (Annmex 5).

gisgussed at the Censultation: Brazil, China, Japan, Philippines, Sierra Leone,
yria
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advanced in their process of collaboration with traditional practitionetrs, and
cdn otler useful lessons to those which are only now beginning to assume Che
task. Ihe recommendations are broad in scope, and avoid detail, The

tormulation and amplementataion ot policy ultimately depends upon political
will, which in turn 1s dependent significantly on the artitudes and intluence
of powerful groups representing vested i1nterests,

The recommendarions place great emphasie on the need for education and
intormation campaigns in order to instigate government action,

(1.} Fommal recognition of traditional healch practitioners

Govermments should formally recognize and legitimize the practice of
traditional health practitioners; they should declare clear policies on the
utilization of traditional practitioners to improve and extend health care
SEIVLICES, In countries where existing legislation 15 not supporrive of
Lraditional practitieners, suppertive policies should be adopted as a

temporary mgasure until the more time-consuming process ot legal reform can be
carried out,

(2.} A working group on traditilonal health practirionersg

A working group should be established in every country where traditional
practitioners provide a well-established form of health care in the
community; ultimately this should become a unit within the ministry ot
health, or some other ministry, e.g., home aftairs, community development, or
i1t could even become a separate ministry, The group must include traditional
practitioners, its purpose is to take the lead in developing policies,

programmes, and, where necessary, legislation supportive of traditional
practifionere,

{3.) Legislation

Where existing legislaticon presents a barrier to the promotion of
traditional health practice, 1t should be repealed, or amended, and ultimately
replaced by supportive legislation. The experience of countries shows Lhat

legiulation prohibiting the practice ot traditional practiticners does not
succeed.

Legisiation that tormally recognizes traditional medicine and traditional
practifioners should be flexible, allowing for periodic amendment ax
s1iuations change. Traditional practitioners should be consulted regarding
the content ot the draft, Conilicts in law should be wdentified and removed,
deleting those sections which oppose new supportive legilslation and the stated
pelicy.

t4.) Assocliations of traditional health practitioners

Governments should encourage traditional practitioners to establish and
malntain thelr own assoclations, and fo develop their own discipiinary
arrangements and training opportunitiles. The assgoclations should be

consulted and invelved in a8ll matters relating fo policy on the practilce of
CLraditional medicine,

{5.) Lists ot traditional health practitioners

Governments should collaborate with agssociations of traditional
practitioners to mawntain a list of praRctitioners. The primary purpose of
such a4 li1st 18 to document the existence of each practiticner. This 15 the
tirsl step towards obteining information upen which to develop policy and
legislation, Countries that have formal training programmes and licensing
arrangements may need two reglsters: one for the formally trained
practitioners, and one for the others.
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{6.) Research

Multaidisciplinary action research should be undertaken to promote
traditional health care and the utilization ot its practitioners in primary
health e¢are. They should be represented in all formal research bodies that
are established, and involved an the planning and implementation of research,
and in the evaluation of research findings. This involvement will later

tacilitate their collaboration and arficulation with the national health
system,

(7.} Education of health professionals and the public

Intormation about traditional health care and its practitioners should be
introduced into the curricula of medical, nursing, and midwifery students, and
in courses of social and behavioural scieaces. Where possible, these
students should be involved in action research.

Appropriate information about the philesophy, principles, history, and
value ot traditional medicine, and its practitioners, should alsa form part of
the secondary school curricula, and be introduced in the training courses of
teachers.

Joint seminars and educational workshops should be held for practitioners
of baoth systems.

There should be information and education campaigns for the genersl
public, and for key targer groups.

(8,) Training of traditional health practitioners

Ministries of health should establish and maintain training courses
covering the philosophy, principles, and egsential components of primary
health care for all traditional practitioners in order to improve theair
knowledge and skills to meet the health needs ot their communities more
effectively. Training can be provided through:

a.) Associations of fraditional health practitioners
b.) Primary heslth care programmes

Recruitment of traditional practitionezrs for training shoula be carried
out through their asscoclatiens, where they exist, and the associations should
participate in designing the content of the training programme, its
organizgation, and administration.

(Y.} Resources

Finaneial, makterial, amd human resources should be made available for
publi¢c anformacion campaigns, education and training Programwmes, the
establashment of clinics and pharmacies, development and organization of
assoclations, and the maintenance of a unit or office dealing entirely with
the affairs of rraditional practiltioners.

Recommendations toe WHO for follow-up action

WHG's support to Member States in their etforts to mobilize and utilize
the ditterent categories of traditional health pracriticner through adequate
and appropriate education and training will help to ensure that this source of
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health worker can participate more etfectively in the implementation of
national strategies to achieve health for all. To this end, WHO should:

{l.) Encourage Member States (ministries ¢f health, legislative bodies,
health protessional associratlons, planners and decision makers in health
development and healrh manpower development) to consider the abave
recommendations and %o select the relevant ones.

(2.) Encourage Member States to include traditional health practiticners in

natzonal bodies to promote, support, &nd menitor the mobiligation and
utilization ot traditional health practitioners in praimary health care.

{4.,) Urganize workshops 1n individual countries o sfudy the contributions of
traditional health practitioners and 0 examine their LTalning programwes 1n
order to accelerate their articulation with the pfficial health system and to
systematize their practices.

(4.) Ensure, to the grearest extent possible, that the resources required to
give effect to the wobilization, trainang, and utllization of tradational
practitioners be made available and chaonelled te those countries having
positively shown the will to involve traditional practiltiloners in primary
health care.

{5.) Support the work of collaborating centres in research on traditieonal
medicine and 1ts practitioners.

{6.) sSupport technical cooperation between countries, through collaborating
centres, 1n order to tacilitate the sharing of knowledge and experience, and
the participation in joint endeavours.

(7.) Create a pool of experts which could be ¢alled upon to assist those
countries wishing to articulate traditional health practifioners with the
otificral health system.

{8.) Exploit te the full public relations and channels of public intormation
to disseminate the above recommendations to preotessional and public audiences
natlonakly, regionally, and globally.

{4.) C(onsider preparing some general guildelines tor the development of
pelicies Lo support tradifional health practitioners and to preomete their
conbtribution to primary health care.
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ANNEX 1

EXPLANATORY NOTES ON TERMS USED

Ayurveda

Ayurveda means the science of life. It is a traditional Hindu system of
medicine which originated mainly from Atharvaveda, one of the Vedic scriptures
and is based on certain fundamental doctrines known as Darshanas.

It urilizes herbs, minerals, and dietary restrictions in the treatment of
illness and advocates surgical treatment for certain diseases. By observing
certain principles in its recommended way of 1life, Ayurveda provides for
maintenance of positive health and prevention of disesse.

Community health worker

A trained health worker generally coming from and selected by the community
in which he/she will work, who provides om a full-time, part-time, or voluntary
basls, the individual and the community with primary health care. In develaoped
areas they may be midwives or family doectors, and Iin the rural areas of
developing countries — where the majority of mankind lives - community health
vorkers may be medical or veterinary assistants or auxiliary nurses, often
auxiliaries with little training and frequemtly traditional healers or
traditional birth attendants. They live within the community and work in liaison
with the health and developmental services of the country,

Health system

The complex of interrelated elememts that contribute to health in homes,
educational institutions, places of work, and communities, as well as in the
physical and psychasocial enviromment and the health and related sectors, The
system includes services, lnstitutions, organizations, and those operating them
for the delivery of a variety of health programmes which ate organized at
various levels starting with the peripheral or primary level of health care (see
below) and proceeding through the intermediate to the central level. It provides
to individuals, familiesa, and communities, health care that consists of a
combination of promotive, preventive, curative, and rehabilitative measures, The
official health system is the one operated by the government.

Herbal medicine (or phytotherapy)

Until the advent of sulfonamides in the 1930s, the vast majority of
medicaments used throughout the world were of plant origin. While in
industrialized countries the usage of these plants has diminished, though large
duantities are srill consumed, the vast majority of inbhabitants of developing
countries still depend on herbal remedies prescribed by their traditional health
practitioners.

Licensing of traditional health practitioners

Formal, written permission from a constituted authority to give traditiomal
health care after meeting stipulated requirements apd standards of practice,
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Primary health care

Essential care based on practical, scientifically sound, and socially
acceptable methods and technology made universally accessible to individuals in
the community, through their full participation and at a cost that the community
and country can afford to maintain at every stage of their development in the
spirit of self-reliance snd self-determinatiom. Primary health care is the
central function and main focus of a country's health system, the principal
vehicle for the delivery of health care, and the most peripheral lavel in a
health system stretching from the periphery to the centre. At the very least it
should include education of the community on health probleme and methods of
preventing them; the promotion of adeguate food supplies and of proper
nutritien; sufficient safe water and basic sanitation; maternal and child health
care; immunization; treatment of common diseases and injuries; and the provision
of essential drugs.

Primary health care approach

The establishment of a health system, as described in the Alma—Ata
report,i with primary health care as the central function and main focus.

Registration of traditional health practitioners

The recording of details (age, locatlon, training, experience, ete.) of
traditional health practitiomers according to thelr type of practice, In a
register which is maintained by an official body.

Research, action-oriented

Hesearch undertaken to acquire information that can be applied directly to
the improvement of health care through the utilization of traditional health
practitioners.

Siddha

A traditional systeam of medicine exteunslvely practised in the southern
states of India and in Sri Lanka, Malaysia, and Simgapore where the Dravidian
civilization was dominant. The principles and doctrines of this system have a
ciose similarity to Ayurveda, with a specialization in latrochemistry. It uses
mainly metals and minerals (mercury, sulphur, copper, and argseanlc), as well as
vegetable and animal products.

Traditional birth attendants

A person (usually a woman) who assists the mother at childbirth and who
initially acquired her skills delivering babies by herself or by working with
other traditional birth attendants. The tradirional birth attendant in many
cases provides basic care to women throughout the normal materalty cycle,
provides care to the normal mewborn, participates in the promotion of modern
methods of family planning, and participates im other primary health care
activities, including the identification and referral of high-risk patients. The
traditionat birth attendant is also known by other names, e.g., Indigenous
midwite, empirical midwife, traditicnal midwife, etc.

Traditional Chinese Medigine

A system of health care based on the cosmological concept of Yin-Yang and
Wuxing or the Five blements, and on the accumulation of empirical observations
since its earliest recorded history in 1800 B.C. and collected in a famous
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medical book = the Internal Classie — around 300 B.C, It uses herbs and other
natural products with over 3000 kinds of druge for both preventive and curativa
purposes, and also includes treatment with acupuncture, moxibustion, and many
other types of non-drug therapy. The theory and practice of traditional Chinese
medicine have been adopted and exteaded to include local variants and
pharmacopoeias Lo many countries including Laoe People's Democratic Republic,
Japan, Malaysia, Republic of Korea, and Singapore,

. Traditional healer

A person who is recognized by the community in which he lives as competent
to provide health care by using vegetable, animel, and mineral substances and
certain other methods based on the social, cultural, and religious background as
well as on the knowledge, attitudes, and beliefs that are prevalent in the
community regarding physical, mental, and social well-being and the causation of
disease and disability.

Unani

Unani Tibb or Graeco—Arab medicine may be traced to that system of Greek
medicine that was developed during the Arab civilization, It is now practised in
the Indian subcontinent. The basic framework consists of the four humour theory
of Hipprocrates. The pharmacopeoeia consists of natural drugs, mainly herbal, but
also including animal, mineral, and marine preparations.
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Thursday, 7 February L9853
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ANNEX 4

GUINE FOR THE PREPARATION OF COUNTRY CASE STUDIES ON POLICY DEVELOPMENT
FPOR TRADITIONAL HEALTH PRACTITIONERS, INCLUDING
TRADITIONAL BIRTH ATTENDANTS

REMiNDERS
1. {ase study report should be limited to no more than 20 typewritten
pAges.

2. Lf a complete description is required for any of the items, write a
summary of the main peoints and include more detailed Ilnformation in
the Appendix.

3. Report should be as concise as pesslble with brief descriptive
statements related to, and organized in accordance with, the
sub—headings. 1f additional sub-headings are needed, these may be
added where appropriate.

4, Deadline for submission: 30 Aupgust 1984,

A, ldentification sand definitlon of rradirional health practitioners - who are

they and what do they do?

i. Categories of traditiomal health practiticoner and the (approximate)
number 1n each category. Traditional health practitioners may be
described according to:

a. Uniformity and degree of training (for example, as:

i, members of formal systems: Ayurveda, Unani, Chinese, or as,
2) folk healers)

b. Healing methods -~ primary type of healing (for example, as

1) cshamans

2y faith healers

3; magicians

4, herbalistcs

) bonesettersg

0) traditional birth attendants
7) medicine sellers

#) others ...)

¢, Task

Are Lheir tasks primarily curative or preventive or both? If
curative, are the traditional health practitioners primarily
concarnad with somatle, psychological, psychosomatic, or social
prablems, or a combination of these (please include detalled
intormation io the appendix?
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Location of traditional health practitioners = Where do they primarily
practise (for example, im urban as well as rural areag)? Does this
differ for different types of healers?

Who are their patients?

For example, are the patients primarily unschooled and from isolated
rural villages or do they represent the full spectrum of the country's
population? Do particular population sub-groups make greater use of
traditional health practitioners than others? Does this depend on
type of traditiomal health practitiomer and/or type of problem? If it
does, please indicate accordingly., What is the approximate % of rhe
country's population for whom traditional health practitioners are the
predominant {or only) health care resource?

B. Hxisting natjonal policies and legislation on traditional health

practitioners

1.

Policies on traditional health practitioners

a. Is there a gereral national policy for all traditiomal health
practitioners and/or specific national policies for different
categories of traditional health practitioner (for exaaple, a
positive policy relative to traditional birth attendants but less
positive for other folk healers)?

b. If different policies exist what are the major reasons for this
differentiation?

c. Have these policies (and reflected legislation) changed over time
(what is the history of these policies)?

d, Are these policies popular with traditional health practitioners
aud local population?

Legislation

a. Is there general and/or specific national legislation concerning
traditional health practitioners?

b. Does rhe national legislation differentiate according to type of
traditional health practitiomers and/or type of healing activity?

c. Is allowance made for different districts/states or political
sub-groups to determine their own policy and/or form their own
legislation (decentralization)?

d. To what extent is legislation implemented?

Registration and licensing

a, Is there a registry of traditional health practitioners? (for all
or only for scme? If so, for whom?)

b,  Are traditional health practitiomers licensed? (All, only some or
none ).
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C. Are certificates or other official documents of =ecognition
provided 1o all or to some traditional health practitioncrs?

d. What is/are the process(es) of evaluation for registration and

Licensing and what suthoritative agency(ies) implement thig?
Regulation of fees charged to traditional health practitioners

d. ls there any attempt to repulate fees charged by traditional
hzalth practitioners?

b, i payment to traditional health practitioners reimbursable by
local health insurance schemes (where they exist)?

.. Nature of relationship between official health system and traditional

nealth practitioners

L.

Degeribe the predominant relationship between the official health
system and traditional health practitiloners. Can nationmal policy (and
legislation) on traditional health practitioners be characterized as,

a. exclusive, prohibitive or condemning?
b. Lolerant but not necessarily condoning?
. inclusive or coexistant; condoned medical pluralism.

Traditional health practitioners and primary health care programmes

a. Are (some) traditional health practitioners involved in national
or local primary health care prograsmes?

b, Do traditional health practitioners function as respected
partners or as dependent and controlled workers in such primary
health care programmes?

. Hiow are the traditional health practitioners viewed by the
majority of the official health professionals? (Does this vary
according to type of traditiomal health practitioner?) What are
the major reascns for their peint of view?

d. What do patients want? What is the reactlionm of the general public
to traditionzl health practitioners? (Does this depend on type of
traditional health practitioner) Do most people use mainly one
or many forms of healing resources (official and/or
"traditional”}? Do patients want a greater recognition of, and
collaboration with, traditional health practitioners by the
afficial hezlth system.

Existence of educational exchanges

H, Are some traditional health practitiomers (e.pg., traditionmal
birth attendants) trained/educated in some form of allepathic
medicine amd about the official health system?

b. Are allopathic health workers trained/educated about different
Lypes of traditional health practitioner and their healing
practices? (for example, do departments of Psychiatry, Community
Medicine, etc. involve traditional health practitfouners In
teaching medical students or other health workers or encourage
these students to garry out research reparding traditional health
practitioners?)
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c. What types of gsupport are needed by traditiomal health
practitioners?

Research institutiong and assocjations for the study of traditiomal
health practitioners and traditional mwedicine,

Describe existing national and/or regional research institutions,
study associations, or documentation centres on traditiomal medicine,
including the history and major focus of such institutes. Is a
compilation of research literature (descriptive and evaluative) on
traditional health practitioners in the country available {including
"fugitive" literature, e.g., theses or dissertations)? Please include
any bibliographic list in the appendix.

Tradjtional health practitioner associations

a. Briefly describe existing associations of rraditiomal health
practirioners, including their history and membership.

b.  What are the major functions and/or objectives of the
asgociationg?

¢. What are rhe qualifications for membership? How are these
determined/substantiated? Does there exist a formal mechanism for
evaluating qualifications of potential members?

d. Do the associations have a code of ethics?

a. What is the function of the associations relative to national
pelicy and legislation on traditional health practitioners as
well as acceptance of, and collaboration with, tradirional heslth
practitioners by allopathic practitioners.

f. What are their relatiomships with the medical and
nursing/midwifery councils?

The future of traditional health practitioners and their involvement
with the official health system

1. What is the writer's prognosis on the future (eituation/role...)
of traditional health practitioners im the country and the
potential for productive coexistance, collaboration or
involvement ¢f traditional health practitionmers in the country's
primary health care programme{s) for the achievement of HFA/ZD00?

2, What are some of the major problem areas prohibiting such
invelvement and what are possible steps which could (need to) be
taken for improved realization of positive (and prevention of
negative) contributions/activities of traditional health
practitioners?

3. What types of policies on traditional healch practitioners could
be promoted/strengthened/continued to ensure collaboration of
traditional health practitioners in primary health care
programmes?

4. What steps or approaches could be taken to enhance positive
policy formulation?
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ANNEX 5

SUMMARY OF COUNTRY CASE STUDIES

India - Professor K.N. Udupa

AL Ildentification of traditiomal health practitioners

Apart from the 400 00U registered practitioners using the Ayurveda, Unani,
Siddha, naturopathy, and homeopathy systems, there are an unknown number
practising yoga, and several million folk healers such as shamans, faith
healers, magicians, herbalists, bone setters, and traditienal birth attendants.

The traditional practitlioners are primarily practising in rural areas and small
towns but are estimated to provide medical and health care to some 70% of the
population, combining attention to somatic, physiolegical, psychosomatic, and
gsocial problems.

B,  Existing pational pelicies and legiglation

There is a general national health poelicy with regard to traditional
practltioners, apptoved by the Indian Farliament in 1983, which fully recognizes
the important role played by the indigenous systems of medicine in providing
health care to the population and which lays emphasis on the phased integration
of the indigenous and allopathic systems of medicine.

At the first Health Minlsters' Conference in 1946, it was resolved that
provision should be made for research and training fin Iindigenous systems and
that traditional practitioners should be absorbed inte the state health system.

bubsequently various committees studied the question in 1948, 1953, and 1939,
and most of their recommendations were accepted by the Govermment of India,
resulting in the establishment of the Central Council of Ayurvedic Research In
1966, which later split inte Central Councils for Ayurvedic and Siddha Research,
tor Unanl Research, for Yoga and Naturopathy Research, and for Homeopathic
Kescarch,

in 1970, the Central Council of Indian Medicine Act was passed to maintain
uniformity and to standardize the educational programmes of the indigenous
systems of medicines and their practices. Each state also passed legislation for
establishing Boards of Indian Medicine to regulate the practices of the
indigenous systems, and to register all the practitioners who fulfil the
gqualification and experience requirements,

There are wnearly 250 recognized training institutions in traditional medicine
awarding bachelor degrees after 5 1/2 years of training covering anatemy,
physiclopy, clinical biochemistry, micreblelogy, pathology, radiology, phatmacy,
and hygiene as well as the particular system of indigencus medicine being
studied. This can be followed by a three-year postgraduate preogramme leading to

an MD degree at a number of research institutes.

There are no regulations on the fees that may be charged, but such fees may be
relmbursable where provision exists.




C. Nature of the relarionship between the official health system and the
traditional practitioners

In general, the relationship tends to be exclusive, but tolerant and peaceful
coexistance occurs in most parts of the country.

In some states, the practitiomers are invelved in the Natiomal Primary Health
Care Programme, but work under the overall control and supervision of an
. alloparhiec health worker.

Although the practitioners now receive scientific training, the official
allopathic health professionals remain utterly ignorant of the utility and
efficacy of traditiounal medicine, having had no training or understanding of the
different methods used in indigenous medicine,

Each system of traditional mediciue has an association, and there is a National
Integrated Madical Association, but there is ne relationship with the
medical, nursing, and midwifery councils.

D. The futute of traditional practitioners and their involvement with the
afficial health system

The practitionmers should be given orientation and training im various publie
health and family planning programmes and trained to carry out specified
activities within those programmes. They should be utilized to delivery primary
health care as part of national strategies to achieve health for all by the year
2000,

They should be given an independent status to work in the rural health centres,
to provide curative as well as preventive and prometive aspects of health care,

working under the overall supervision of primary health centres with a suitable
refarral system.

The major problem is the attitude of the allopathic health professionals towards
traditional practitioners. Frequent discussions among all the experts of both
the traditional and allopathic systems could help to create a climate for
promoting a synthesis of the best of all the systems.
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Llentificarion of tradiiional health practitioners

buring a survey performed in 1983 of the 3 500 rural communities, 9 482
traditional practitioners were registered. It was estimated that these
communities accounted for 707 of the total number of practitioners
throughout the ¢ountry, hence a countrywide figure of over 13 000 may be
estimated,. Four established catepories were recognized (though there are
150 different types of practitioners subdivided according to specialty)
with the extrapolated countrywide figures in brackets}.

i) Yraditional birth attendants — during the period 1974-1984 more
than 15 000 traditional birth attendants have been trained for

rural and urban areas; they cover more than two=thirds of the total
number of childbirths in the country.

Li} Healers (3 250) - with 24 subcategories

i1i) Bome-setrers (2 340) - with 10 subcategories using massage and
ritual mapipulaticas.

iv) Herbalists (720) - a highly qualified specialist in the knowledge
of plants, using them for curative purposes, though this form of
therapy 15 also used by other traditional practitioners,

I'he work of the practitioners is primarily curative and concerned with
somatic, psychological, and social problems.

Sixty-one percenl are women; acarly 90% are over 40 years of age, and 25%
of them are over 60 years, Their highest concentration is in rural
areas, but with a geographical concentration zmong the Mexican-Indian
populations in the southwest of the country,

With the recent increase in financial resources due to 01l export, over

3 000 new rural allopathic medical units have been opened, covering 607

of the population. However, traditionmal practitioners have continued to
be the first choice of the rural population,

Existing natlonal policies and legislaticon

There is no general positive national policy for traditienal
practitioners, nor specific national legislation or regulation of fees.

gome of the traipning programmes for traditional birth attendants are
controversial, resulting in their being referred to by such terms as
"pill TEAs" or “empiric TBA".

Nature of the relationship between official health gystem and traditional

health practitioners

The relationship may be characterized as go—existence. The dowinant
culture looks at traditional medicine as a manifestation of
underdevelopament .,
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In 1980, the Mexican Institute of Soclal Security created a unit to study
medicinal plants and other aspects of traditional wedicine. Later it
introduced a prvogramme for the interrelation of both systems of

medicine, This programme was designed to involve traditional
practitioners in the health activities of 3,500 rural medical units of
the Social Security system.

The objectives of this activity were to! introduce the allopathic medical
staff to traditiomal health practices; identify the practitiomers in the
community and invite their collaboration; create a botanical garden at
the unit and collect the most important medicinal plants in the area;
detect the ailments specially treated by the practitioners; and to offer
training courses for practitioners on basic medical procedures.

The reaction of the allopathic medical group was mainly positive, and it
wag even suggested that traditional birth attendants should be appointed
to community health committees.

The future of traditional practitioners and their involvement with the
official health system

The health care of traditional practitioners will probably be influenced
by their collaborative work with the official health services and this
will, in turn, undoubtely modify to some extent the way they carry out
their health activities. This could lead in furure to a disappearance of
Mexican traditional medicine, as such, and the official health system
would absorb its approved practices, making its practitioners another
category of modern health worker.
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Identification of traditional health practirioners

i} The Ayurvedic, Siddha, and Unani practitioners, trained al formal
institutions, such 25 the Ayurveda College attached to the
University of Colombo, the Slddhayurveda College, and several
private colleges. These practitioners are awarded diplomas, or
recognized, by the Department of Ayurveda and the Hospital Board.

ii) Traditional healers registered by the government who have been
engaged in the practice of traditional medicine for a number of
years. ‘they specialize in treating snake bite, hydrophobia,
fracrures and dislocations, eye, mental and skin diseases, boils,

Graduates tend to practise in urban areas; registered traditional
practitioners usually practise in rural areas where allopathic medicine
is not rveadlly avallable and where they represent primary health care.
There were aboul 12,000 registered traditional practitieoners by February

sei banka - Frof. N. Ratnapala
A,
There are two categories:
cancer, burns, and acupuncture.
1984,
B.

Existing national policies and legislation on traditional health
practiticners

The Governmeant health policy is to recognize and encourage traditional
forms of medicine and this is formalized under the Ayurveda Act No. 31 of
196l as amended by the Ayurveda (amendment)} Law No. 7 of 1977.

This Act resulted in the establishment of the Ministry of Ayurveda, the
Bandaranaike Ayurvedic Research Institute, the Ayurvedic Drug Corporation
and of Boards for compiling the Ayurvedic pharmacopoeia; the expansion or
setling up of Ayurvedic hospitals and dispensaries receiving financial
grants; the aff{iliation of Lhe Ayurveda College to the University of
Lolombo; and the training of traditional Avurvedic physicians, including
the publication of books on this form of practice of medicipe. This
legiglation provided also for the Siddha and Unani systems.

The Government has ne policy with respect to traditional birth attendants
hering replaced by public health midwives.

Repistration and licencing of all traditieonal practitioners is carried
uul hy the Ayurvedic Medical Ceouncil, either accepting the certificates
of satisfactory passing out of the variocus Ayurvedic institutions or
after carrying out examinations.

iraditional practitioners who previously considered it their duty as
members of society Lo assist thelr fellows now tend to charge fees which,
however, are not reimbursable under health insurance schemes.
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Nature of the relationship between official health system and traditicomal
health practiticners

While the Goverument's policy is to treat both the traditiomal and
allopathic systems on an identical basis, in reality the relarionship is
more one of tolerance and accomodation, However, administrators and
practitioners within the allopathic system do not welcome traditional
medical practice. Nevertheless, the rural populations generally have
greater confidence in the traditional practirioners.

The Government is involving certain traditlonal practitioners im local
primary health care programmes; 300 Ayurvedic physicians are being
trained in family healrh in a pilot project sponsored by WHO and financed
by the United Nations Fund for Population Activities.

Although traditional practitioners tfrained at the Institute of Indigenous
Medicine acquixe substantial knowledge about allopathic medicine and the
official health system, the allopathic health workers do not have any
knowledge or training in the traditiomal systems of medicine. However,
more traditional practitioners could be introduced to modetn sclentific
achievements through short training courses, seminars, etc.

The future of traditicnal health practitioners and their involvement with

the official health system.

The traditional practitioners have a vital reole to play in the country's
programmes to extend primary health care. However, the official health
system has failed teo recoguize, employ, and remunerate practitioners,
probably because they lack modetrn scientific knowledge. Om the other
hand, practiticoners of the allepathic system do not appreciate the value
of traditional practitioners in the villages and yural communities.
Information about traditional health care should be iacorporated in the
education programmes for nurses, midwives, and otherx modern health care
pergonnel. The role the traditional practirioner can play in the
preventive aspects of primary health care should he recognlzed in the
wider social context, and the practitioner should be brought together
with other public health workers in the rural areas,
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Identitication of traditional health practitioners

The main types of traditional practitioners may be categorized as follows:

i) Faith healers — religlous healers of the Moslem areas. Their
medical knowledge is derived from Islamie sources: Tibb an Nabawi
(medicine of the Prophet) and medieval Moslem physiclans. The faki
1s genmerally an itinerant cleric with healing ability and who can
practise black magic.

The faqir is usually the head of a religious brotherhood.
Exclusively male, their practice is based on a blend of astrology,
numerology, divination, and herbalism,

11} Zar practitioners occur throughout Moslem areas and are more
commonly found in urban areas. Predominantly women, their
clientels are exclusively women suffering from social,
peychological, and psychosomatic illness. Zar is considered
curative and ¢orvective and may be practised periodically as a
preventive measure,

iii) Tradicional birth attendants or daya were illiterate women with no
knowledge of asepsis, hygiene, or anatomy. Since 1920, however,
they have been encouraged to attend practical training courses.

iv) Bone-getters are generally skilled men, They also compound drugs
and use poultices, dietary regimes, and massage. They are,
however, lgnorant of amatomy and physiolegy, so their results are
frequently unsatisfactory. They are found in both urban and rural
aread.

v) The Shamans of the Nuba mountainsg are those in whom a powerful
gplrit is incarnated. They mainly deal with mental illnesses, and
are called vpon to brimg rain, a pood harvest, or to alleviate
illness and epidemics.

vi) Herbalists are not generally specfalist healers. The market
peddlers of herbs are usually Moslem Niperlans who are famous for
their wkill in black magic. They deal in snake bites, scorplon
atings, stab wounds, etc.

vii}) There are amany other healers, e.g., witchdeetors, but not all lend
themselvee to categorization.

Existing naticnal policies and legislation op traditional health

practitioners

There are no ¢lausas 1u the Sudan Medical Council Act 1973 or in the
Public Health Act 1975, amended 1980, that identify or recognize
traditional medigine or that refer to any other alternative gystem of
nealth ¢care, Traditional medicine has never been prohibited or gondenmned
by law. In epite of more attention to traditional health care over the
past 15 years in official policies, in general the attitude is still
benign indifference. An exception is the training of midwives. They ate
algo certified, licensed to practise, and issued midwifery kits.
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Nature of the relationship between official health system and traditional
health practitioners

Traditional health ¢are and its practitioners co—exist peacefully with
allopathic medicine, but they have remained obscutely on the sidelines,
However, the government has founded three institutes related to
traditional medicine in an attempt to explore the potential of
traditional health care to community health development.

i) The Medicinal and Aromatic Herbs Research Unit of the Medical
Research Council, founded in 1970,

ii) The Traditional Medicine Research Institute was founded in 1980 to
draw up a national policy oun research in traditional medicine, to
evaluate it in the light of modern ascience, and to promote the
integration of valuable knowledge and skills of traditional
medicine into the health care practices of the official health
system,

iii) The Medicinal and Aromatic Herbs Regearch Institute, which has been
carcvylug out research on herbs and plants for over a decade.
Traditional practitioners are not yet involved in primary healrh
care and there is no exchange of instruction on allepathic or
tradirional medicine with practitioners of the two systems, except
for the training of traditional birth attendants that began iIn the
1920s. The Sudan, however, no lomger has any tralning programme for
tradicional birth attendants.

The future of traditiomal health practitioners and their invelvement with

the official health sysrem

Traditional practitioners are community health workers in the broadest
sensze, and they should be utilized in primary health care, Religicus
healers are men of great power and authority and they could be useful if
they were involved in the plamning, implementation, and evaluation of
primary health care programmes.

The President of the Republic announced in June 1981 a General National
Programme for Building of the Modern Science—Based State, Its philosophy
rests on gselentific research, transfer of modern and appropriate
technology, and development of indigenous technologies, of which
traditional medicine is a priority. The Programme emphasizes the
development of community resources and participation.
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ldentification of traditional health practitioner

The traditional health pracritionars may be classified in
Lhree categories:

i} Tradicional medicine practitioners (about 13 000); often priests or
old men of the village using holy water and spiritualism.

ii} Traditional birth attendantse (about 17 000): almost all of them are
¢ld because, as there is an increase of governmental health
services, the traditional birth attendants are being utilized less
and less. Nevertheless, in rural areas up to 40% of deliveries were
attended by traditional birth attendants.

iii) Herbalists {about 13 000) trear with herbal remedies. The results
of treatmeny are rarely harmful and may even be very satisfactory.

iraditivnal practitioners usually practise in rural areas and they tackle
curative problems rather than preventive measures. Some are concerned
with psychosomatic probiems. Training is usually practical, and through
some have passed an examination of the Ministry of Public Health, there
is no degree or diploma.

Existing national policies and lepislation on traditional health
practitioners

There is no overall written national policy on traditional practitioners
but in the Fifth Five-Year Development Plan an attempt is being made to
ugse herbal medicine In the health system.

Iraining programmes have been arranged by the Ministry of Fublic Healrh
and a school for traditional health practitioners has been set up.

Lepislation was enacted in 1936 giving traditional health practitioners
permission to practise traditional medicine, midwifery, or herbzlism
after passing an examination held by the Ministry of Public Health,

The three categories of practitioner way be registered and licensed. A
certificate s provided for herbalists and traditional practitioners, but
not for traditional birth attendants,

There are no regulations in respect of fees and these are mnot reimbursed
te patients through any health insurance plan.

Nature of the relationship between the offjcial health system and
traditional health practitioners

there is no serious or organized relationship between the two systems,
but traditional practitioners are now involved in primary health care
programmes at both national and local level and work closely with local
health officers. Some herbalists and practitioners have been trained to
work in specific health programes, such as immunization and family
planning,
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The allopathic health workers receive no training in traditional
medicine, but some joint seminars and workshops on the role and practice
of traditional medicine have been held.

For the wost part the population consider traditional medicine as an
alternacive choice or option, after having tried modern wedicine.

There are a number of associations of traditional practiticners, Several
institutions are conducting research on traditional medicine.

The future of traditional health practitioners and their involvement with

the official health system

There is research being carried out and ongoing activities for
integrating traditlonal practitioners in the primary health care
programme. To achieve this eud, it is essential to change the artitude
of health officers and the community. The plan to effectively invelve the
traditional practiticner in official health services should begin with
small activities in primary health care. The success of this
collaboration would enable the Minlistry of Public Health to extend the
involvement of traditionmal practitioners in other health programumes,
thereby forming a basis upon which to develop a national policy.

K i 1 e
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ldentification of traditional health practitioners

There is only one catepory of traditional health practitioner, known as
folk healers. These may he subdivided into groups according to their
method of healing, namely: herbalists, herbalist/spiritualists,
eplritualists/herbalists, spiritualists, traditional birth attendants,
bone setrers, medicine sellers, and Moslem religious faith healers.
Compared witn the 15 000 health personnel in the official system, 1t is
estimated that there are more than 30 000 traditional practitioners,
including traditional birth attendants,

The practitioners generally carry out curative practices rather than
preventive work and those in urban areas deal mainly with psyehological
and psychogomatic problems. In rural areas, however, where the covarage
vf allopathic personmel is inadequate, the practitioners deal mainly with
gomatic problems within their own communities, Some 807 of the
pepulation {n these areas utilize traditional practitioners, and 607 of
the deliveries in the country are carried out by traditiomal birth
attendants,

The Government defines folk healers as "persons recognized by the
community to which they belong, to be duly trained in the practice of
systems of therapeutics according to native methods”.

Existing national policies and legislation om traditional health

practitigners

The practice of traditional health care is tolerated by the Govermment,
but there is no nationmal policy on traditional practitioners.

There are sections under the Medical Practitioners and Dentists Ordinance
of 1920, the Pharmaceutical and Poisons Act of 1978, and the wost recent
Medical Practitioners end Dentists Ordinance, Cap 92 of 1 August 1984,
that permit traditional practitioners to practise in their own
communities provided such practices are not injurious to 1ife. The
Witcheraft Orxdinance of 1928/9 declared witcheraft a crime and
differentiated it from Uganga, the traditional way of diagnosing and
treating illness.

There 1s no registration or licencing of traditional practitioners but
District Cultural Qfficers issue letters to some healers recognizing
their existence and thelr right to practise im a community as a way to
protect them from police harrassment.

Nature of the relationship between official health system and traditional
health practitionerg

In & study of the atritude of allopathic health personnel towards
traditional practitioners in 1982, the former considered that modern and
traditional systems of medicine were incompatible, since the traditional
practitioners are illiterate and have no knowledge of disease. The
allopathic health workers were not interested in the knowledge ot methods
of traditional practitioners. Some field studies are being carried out on
traditional birth attendants and traditional practitioners by medical
students and nurses,
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Plant materials used by traditional practitioners had been Investigated
by the Goverument chemist frow 1936 to 1970, and then differenat
univergity institutions continued the work,

Following a directive from the Ministry of Health in 1969, the Faculty of
Medicine of the Unjversity of Dar es Salaam formed, in July 1974, a
Traditional Medicine Research Unit with the objective of collecting
comprehensive information about traditional medical practice and the
drugs used, so that the methods and medicaments could be rested,

The future of traditional health practitioners and their inveolvement with

the official health system

The Government now fully supports the practice of traditional health
care, and a law 1s being formulated for the registration and licensing of
traditional practitioners, To date there are no national associations of
practitioners. The Ministry of Health {s alsc planning to train
traditional practitiomers, including traditional birth atteasdauts.

The main obstacle to achieving some sort of collaboration with
traditional practitioners is the attitude of the allopathic health
worker. The majority consider the practice of traditional health care
dangerous and harmful to the people, and feel that it would be unethical
to associate with them. In addition, the traditional practitioners are
suspicious of allopathic health workers. Nevertheless, during workshops
held betwsen the two groups in 1980, there were indications of a
willingness to co—operate inm the exchange of patients. Many allopathic
health workers recognize the importance of traditional practitioners,

particularly in rural areas, a5 a means to extend primary health care to
the rural populations.

In order to realize a collabotative effort between these two groups of
health care providers, consideration should be given to courses in
traditional medicine during the training of allopathic health workers,
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ldentification of traditional health practitigners

The nearly 60 000 {raditional practitioners may be placed in six main
cdategories!

i) Spirict—diviners (6 000) ¢laim to have inherited a healing spirit.
They are experts in diagnosis and are only concerned with the cause
of tllness or other social problems. They do not normally handle
mediclnes,

ii) Ceneral diviners (18 000) claim spirit possession, but do not use
it, preferring other methods such as throwing of bones to make
diagnoges, at which they are expert. They usually inherit their
knowledge from an older family of healers.

ili) Herbalists (12 000) are apprenticed to another healer or attend a
school of traditional medicine. Apart from herbs they use portions
of{ animals, insects, and birds to treat their patients,

iv) Diviner—herbalists (18 000) are experts at carrying out diagnosis
and handling tradirional mediciunes; they alsc use psychological
methods,

v) Traditional birth attendants (3 600) have received zome form of
medical instructieon; they may also be herbalists,

vi) Faith healers {1 200} are members of certain religious sects who
tely mainly on prayer, receiving their skill from their geods or
ancestor spirits,

Traditional practitioners are involved in both curative and preventive
medicine; they also deal with soclal problems and often act as legal and
political adviser and marriage counsellor. They are gpread more or less
evenly between rural and urban populations except the traditional birth
attendants, who work mainly in rural areas,

The full spectrum of the population consult traditional health
practitioners except in the case of traditional birth attendants, who are

more often consulted by uneducated families in rural areas.

Existing national policies and legislation on traditional health

There is ne clear—cut policy at present, However, the Traditional
Medical Practitioners Act No. 38 of 1981 established the Traditional
Medical Practitioners Council which supervises and controls the
traditional health practiticners, promotes their practice and promotes
regearch fate such practice. The Council coneists of twelve members;
geven arve appointed by the Ministry of Health and five are elected by
registered traditional practitioners.

The register of traditional medical practitioners is maintained by the
Rewistrar of the Council. Theose registered may designate themselves as
Repistered Traditienal Medical Practiticner or Registered Spirvit Medium.
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There is no attempt to regulate the fees charged by traditlonal
practiticners, but these are not refunded by local health insurance
schemes.

Mature of the relationship between the official health system and

traditional health practitioners

This telatiouship could be described as medieal pluralism. Many medical
practitioners are qualified to practise im both allopathic and
traditional medicine, and in many districts of the country modern health
personnel work very closely with local traditionmal practitioners.

However traditional practitioners are still viewed with suspiclon by many
official health professionals.

Probably for this reason they have not yet been brought into the national
or local primary health care programmes.

The Natioual Traditional Healers Association has, since 1981, run two
medical schools and a research department. Jolnt seminars for
traditional and allopathic practitioners have been held to exchange
information on medical issues.

The future of traditionmal health practiticuners and thelr involvement in
the officlal health system

It is anticipated that traditional practitioners will be called on to
play a more effective role in health care in the future; however, there
are major problems in respect of such involvement:

- the lack of a elear govermment policy;

- hostility between members of the two systems;) and

- the lack of govermment financial support.
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