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PROLOGUE 
  

Health is a fundamental right for every citizen as per the constitution and Public Health is 
used as an indicator for the development of a nation. Public Health is defined as “the art and 
science of preventing disease, prolonging life and promoting health through the organized 
efforts of society” (Acheson, 1988; WHO). The vision of including Public Health as the theme 
for Ayurveda Day 2018 is to strengthen Ayurveda in Public Health so that socially and 
ecologically sustainable health care system with a vision, attitude and orientation for achieving 
the holistic health and wellness. 

 
The major challenges faced today are economic crisis, increase in the ageing population 

segment, emergence of chronic diseases, environmental and climate related changes, lack of 
access to quality health care in many areas etc. AYUSH (Ayurveda, Yoga & Naturopathy, 
Unani, Sidha and Homoeopathy) have been in existence since centuries and well accepted as a 
part of mainstream health provider in India. Public Health care in India functions under the 
National Health Policy.  
 

The Ministry of Health and Family Welfare, Govt. of India has framed „National Health 
Policy -2017‟ which encompasses various aspects related to the AYUSH system of Medicine. 
The ultimate goal of which is “the attainment of highest possible level of health and wellbeing 
for all at all ages, through a preventive and promotive health care orientation in all 
developmental policies, and universal access to good quality health care services without 
anyone having to face financial hardships as a consequence.”  
 

The Central Council for Research in Ayurvedic Sciences (CCRAS), an apex body under 
the Ministry of AYUSH, Government of India carries out research work and provides health care 
services to the public through its 30 Peripheral Institutes. Ayurveda is usually preferred along 
with the contemporary medicine in India owing to its efficacy in providing relief to chronic 
conditions, ability to provide quality care for geriatric age group patients, its potential in 
preventive aspects, providing cure with minimal or no adverse effects with minimal cost,  
non-invasive therapeutic approach and holistic view on the individual as a whole.  
 

With the emergence of newer technologies, many chronic diseases such as Cardio-
vascular disorders, Diabetes Mellitus, Degenerative disorders etc., has emerged as major issues 
which need to be addressed and prevention and management of such diseases are the strongholds 
of Ayurveda. The NPCDCS (National Program for Prevention and Control of Cancer, Diabetes, 
CVD and Stroke) has been integrated with AYUSH streams for wider access.  

 
The CCRAS –Research Policy embodies research priorities for research and development 

in Ayurveda in areas like Clinical Research, Medicinal Plant Research, Drug Standardization, 
Pharmacological Research, Literary Research and Fundamental Research. CCRAS has already 
initiated different research oriented health care programs viz., Tribal Health Care Research 
Program (THCRP), Ayurveda Mobile Health Care Program under Scheduled Castes Sub Plan 
(SCSP), Swasthya Rakshan Program (SRP), North East Health Program which are executed 
through its field institutes. 

 
 



 This comprehensive document titled „Ayurveda in Public Health - Compendium of 
Select Research Papers and Related Information‟ provides access to various research papers 
related with health seeking trends in Ayurveda, evidences of effectiveness of AYUSH 
integration in Public Health, and Health policy documents, which are of immense help to 
academicians, researchers, healthcare providers and health administrators as a ready reference 
material. 
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HEALTHCARE SEEKING ATTITUDE AND UTILIZATION OF 

TRADITIONAL MEDICINE IN INDIA- AN OVERVIEW

N. Srikantha*, Sulochana Bhata, Arjun Singha, Renu Singha

aCentral Council for Research in Ayurvedic Sciences, Janakpuri, Delhi-110058. 

ABSTRACT

The health care system in India is very unique as various indigenous 

systems like Ayurveda, Yoga and naturopathy, Siddha, Unani and 

different other forms of medical systems like Homoeopathy are widely 

accepted and practiced parallel to allopathic system of medicine. In 

India, most of the people belonging to different strata of society, 

primarily in rural areas, resort to the practices of Indian systems of 

medicine for improving their health. Due to its countrywide presence, 

easy availability, affordability and safety, Traditional systems have 

survived through centuries. It is not only an Indian situation but in 

many foreign countries increasing number of people adopt 

complementary or alternative medicine approaches to meet their

personal health problems. There are many factors that influence health and health care 

seeking behavior of a person. Although many of these factors are similar across populations, 

exactly how they influence the help seeking behavior is often unique to a population. The 

review of literature and evidence demonstrate that the decision to engage with a particular 

medical system is influenced by a variety of socio-economic variables, sex, age, social status, 

type of illness, access to services and perceived quality of the service. 

KEYWORDS: Traditional Medicine, AYUSH, Ayurveda, Healthcare, Utilization.

INTRODUCTION 

 India enjoys the distinction of having the largest network of traditional health care, which are 

fully functional with a network of registered practitioners, research institutions and licensed 

pharmacies. With its kaleidoscopic variety and rich cultural heritage, India is proud of some 

unique medicinal forms that look at health, disease and causes of disease in completely 

different ways. Best known as the Indian System of Medicine, its focus is on holistic health 
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and well-being of humans. The AYUSH systems (Indian systems of medicine) have age-old 

acceptance in the communities in India and in most places they form the first line of 

treatment in case of common ailments. Ayurveda, Yoga, Unani, Siddha and Homoeopathy 

(AYUSH) are rationally recognized systems of medicine and have been integrated into the 

national health delivery system. Of these, Ayurveda is the most ancient medical system with 

an impressive record of safety and efficacy.[1,2]  

AYUSH represents the tradition of codified, textual health knowledge systems other than the 

modern, while Local Health Traditions (LHT) represent the practices and knowledge of the 

common people and folk practitioners who follow an oral tradition of learning and passing on 

of the knowledge Planned development of health services in the public system began in India 

after independence, based primarily on modern medical science (Bhore Committee Report, 

1946).[3]

There is a growing recognition, nationally and internationally, of the need for incorporating 

the contributions of these systems of health knowledge into the dominant one to meet the 

limitations of modern medicine. The relevance of traditional medicine is seen in the context 

of promoting ecologically sensitive life patterns and technologies conducive to local natural 

conditions, and because people‘s preferences and use of TM show the impact, its various 

forms have on their well-being.  

AYUSH services have been viewed as one way of ensuring access to some form of health 

care to the rural and poor population groups who are underserved by the dominant system. 

However, with the dominance of modern medicine over the past century, there has been a 

drastic decline in the legitimacy and services of the other systems. Now, with the enhanced 

recognition of their complementary strengths, there is resurgence of utilization of Traditional, 

Complementary and Alternative Medicine (TCAM), by the well-off of developed as well as 

the better-off of the developing countries. With concerns of equity and access in health care, 

a serious question arises about the availability and access of quality AYUSH services and 

Local Health Traditions (LHT) for all.[3]

Users: The most prevalent users of AYUSH, Traditional Medicine(TM), Complementary and 

Alternative Medicine (CAM) are individuals who have incurable, non–life-threatening 

conditions that may be chronic. The second largest groups of users are those struggling with 

chronic, potentially life-threatening diseases, such as cancer and HIV-AIDS. Both groups 
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turn to CAM systems for a variety of reasons, such as to improve immune functioning, to 

improve overall functioning, to increase quality of life, to cope with side effects from 

conventional therapies, and to relieve symptoms related to their illness. Several studies and 

surveys across India also substantiate these facts. Even though for few common and acute 

conditions like cold, cough etc are being tackle by  house hold remedies, LHTs etc. especially 

at primary level, utilization and preference has been evenly distributed for Chronic 

illness.[4,5,6,7]

Potential and Strength: Longer life expectancy in developed and developing  countries as 

well as newly emerging economies have brought increased risks of chronic, debilitating

diseases such as cardiovascular diseases, musculo-skeletal disorders, cancer, diabetes and 

mental disorders. It is an accepted fact that TCAM is playing an important role in care of 

such chronic diseases.[18] Respiratory disorders like asthma & bronchitis, cardiovascular 

disorders, osteoporosis in women, joint and connective tissue disorders like RA (Rheumatoid 

Arthritis), degenerative diseases like early stages of amnesia, Parkinson‘s diseases, OA 

(Osteoarthritis), conditions of GIT, skin diseases, mental health are the areas of clinical 

competence of Ayurveda.[8]

The AYUSH systems and other traditional systems of medicine certainly offer promising 

strategy of management in certain refractory diseases like, Cancer, Rheumatoid arthritis and 

allied conditions, Conditions with an allergic component in their etiology. (e.g. Bronchial 

asthma, skin allergies, eczema, psoriasis etc.), Liver disorders (including viral diseases like 

urolithiasis, obesity, hyper-lipidaemia and atherosclerosis, metabolic disorders like diabetes 

mellitus, peptic-ulcer, cerebro-vascular disorders like hemiplegia and paraplegia, mal-

absorption syndromes including ulcerative colitis, ischemic heart disease, epilepsy, mental 

disorders including psychosis, anxiety neurosis, stress disorders, drug dependence etc.[9]  

Policy Provisions and support: There are various policy recommendations of government 

of India for mainstreaming of AYUSH in different levels of health care delivery system. The 

Central Council for Health and Family Welfare, set up under Article 226 of the Constitution 

of India, is the highest policy-making body which lays down policy for all sectors covered 

under the health portfolio. The Council in its last meeting held in 1999, inter alia, 

recommended that at least one physician from the Indian Systems of Medicine and 

Homoeopathy (ISM&H) should be available in every primary health centre in every state and 

that vacancies caused by non-availability of allopathic personnel should be filled by ISM&H 
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physicians. The National Population Policy 2000 and National Health Policy 2002, Ministry 

of Health and Family Welfare, Govt. of India, emphasizes on re-orientation, prioritization in 

AYUSH. The National Rural Health Mission (NRHM) seeks to revitalize local health,

traditions and mainstream AYUSH (including manpower and drugs), to strengthen the Public 

Health System at all levels,[1,2]

Health seeking trends and behavior: Very little information is available on the utilization 

of Indian Systems of Medicine and Homoeopathy (ISM&H) in India. The Central Council for 

Research Ayurveda and Siddha has conducted a survey in 12 states across the country on 

various aspects of health related demography during various periods (Published report on 

―Study of Health Statistics under Mobile Clinical Research Program, 1987, CCRAS, New 

Delhi).  This is evident from the fact that out of the total population studied by all the Mobile 

Clinical Research Units with regard to the treatment received through various codified 

Systems of Medicine, during the study period, 71.34% of the population received Ayurvedic 

treatment, 24.67% Allopathic, 2.33% with others, i.e., with folk medicines, 1.65% with 

Homeopathy and 0.01% with Siddha System. In addition to these recognized system, folk 

medicines in the villages still play a major role to provide medical assistance in the rural 

areas. During the study period nearly 2.33% of the population was found to have used folk 

medicines. Among the population studied by various units, in Joginder Nagar -Himachal 

Pradesh. the highest number of people, i.e. 14.09% received folk medicines for treatment, 

followed by Bangalore -Karnataka  (9.49%) and Kolkata -West Bengal (7.51%). In Varanasi-

Uttar Pradesh, Nagpur -Maharashtra, Vijayawada -Andhra Pradesh, Bhubaneswar -Orissa and 

Patiala -Punjab none of the cases was found to have used folk medicines for their 

treatment.[10,11,12]

A city based survey of Mysore, Karnataka state   done during 2002 and 2003 explores the use 

of Ayurvedic services, the impact of biomedicine on Ayurvedic practices and the meaning of 

instruments with respect to the expectations of patients and healers. The popularity of 

biomedicine as the first choice of professional treatment and the role of Ayurvedic medicine 

as a health resource (patients, however, were usually satisfied with the Ayurvedic treatment 

they had received), For the majority of informants biomedical treatment was an obvious 

choice of treatment, a form of therapy that was taken for granted, if compared with the 

preference for Ayurvedic services, which were usually utilized because of the failure of 

biomedicine.[13]
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It is significant that according to many Ayurvedic practitioners in Mysore city, they have to 

fall back on the display of instruments designed for biomedical check-ups and treatment—

although they might not use them—because of their patients‘ expectations concerning the 

effectiveness of therapy. Successful treatment is often associated with a practitioner‘s 

familiarity with technical devices, as stated by Ayurvedic practitioners themselves. It is worth 

mentioning that while patients seem to expect to find these instruments from Ayurvedic 

clinics, most of them are tending to consult Ayurvedic practitioners only as a secondary 

resort.[13]

A large majority of demand for complementary medicine and herbal therapies in the west is 

from upper middle-class women with more leisure and resources,[14,15]  In India, on the other 

hand, AYUSH services are used by lower middle-class people and the poor for major 

diseases and for obstetric care. The nationwide survey of National Rural Health Mission on 

the utilization of government AYUSH institutions indicates high attendance in standalone 

facilities and in well-established co-located facilities. The point is not that knowledge should 

not be diffused but is one of priorities in resource allocation.[16]

A survey of Ayurvedic institutions in Delhi also shows that rickshaw pullers and other 

working class people turn to Ayurveda for several chronic ailments, such as skin diseases, 

gastro-intestinal disorders, liver diseases, arthritis, gynecological problems and some acute 

ailments. The main problem in this situation is the dearth in the supply of medicines to 

AYUSH hospitals and dispensaries.[17]

According to Evaluation study report on Ayurvedic dispensaries by the Government of Delhi, 

the perception of respondents about preferring Ayurveda attributed to its   lesser side effects 

and effectiveness in chronic diseases. Most of them are aware about Ayurvedic dispensaries. 

As per the field survey, about 84% of the patients getting Ayurvedic treatment have reported 

progressing satisfactorily after 4th or more visits. About 87% of the patients under Ayurvedic 

treatment have expressed their overall satisfaction with the prescriptions and medicines given 

by the doctors. Further, a majority of 99% of the patients getting Ayurvedic treatment were in 

favour of opening more Ayurvedic dispensaries. Hence, more Ayurvedic dispensaries may be 

opened in Delhi.[18]

In a  study undertaken on the usage and acceptability of indigenous systems of medicine & 

health seeking behavior, about 45,000 sick persons from 33,666 households from 35 districts 
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19 states  of the country were covered. The preference of ISM&H for common ailment was 

about 33 per cent while only 18 per cent preferred to use these systems in case of serious 

ailments in the country. Of those who preferred ISM&H, the reasons were mainly ‗no side 

effect‘ and low cost of treatment. Slow progress was the main reason for not preferring the 

indigenous systems.[19]

Different household survey conducted during 1986-87 by NSSO (National Sample Survey 

Organization) revealed the utilization of various systems among non-hospitalized illness of 

medicine. Where in the utilization of homeopathic treatment remain preferred (95.9% 

followed by Ayurveda 1.5%, Homeopathy 1.8% & Unani 0.3%)[18], [32]. Further, similar 

survey by NCAER (National Council of Applied Economics Research) during 1995 shows a 

marginal increase in the utilization such as Ayurveda/ Siddha 3.8%, Unani 3.8% and 

homeopathy 2.0% in the country.[20,21]

Regarding the utilization of AYUSH/ Local LHT for HIV/AIDS, the pattern health seeking 

behavior across the country divulges certain interesting facts. While most people in India use 

the allopathic medical system as their primary source of health care, 60%–85% of primary 

care provision occurs in the largely unregulated private sector, and an estimated 70%–80% of 

the population uses non-allopathic medicines from one of the various Indian Systems of 

Medicine, or ISM, at some point in their lifetime.[22,23,24,25] Ayurveda is the most widely used 

throughout India, although Siddha is more prevalent in the state of Tamil Nadu. Although 

there is no good literature on the rates at which people in India with HIV are turning to 

alternative and complementary therapies to treat their HIV, this practice is likely widespread, 

especially in areas with poor access to health care generally and ART specifically.[22,26,27]

Further, in 1999 a report on reproductive health care in the context of women‘s perceptions 

and experiences of illness in general and in terms of the material ideological and political 

dynamics of household, kin and gender relations in particular. It is shown how perceptions of 

illness and health seeking behavior in a Rajasthan village are interlinked with outreach of 

health services, hospital experiences, age of marriage, beliefs about allopathic, Unani and 

spiritual remedies, household composition, fertility, economics conditions, Quranic education 

and working conditions. Her fieldwork shows that mere provision of health services is not 

enough. It has to be supported by proper attitudes and beliefs, and positive experiences,[28,29]

Study on Role of AYUSH and Local Health Traditions under National Rural Health Mission 

(NRHM) in 18 states across India, Implications of the NRHM strategy of mainstreaming 
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AYUSH were studied.  The pivotal outcomes and perceptions conclude that 80-90% 

households  aware about  utility of AYUSH/ LHTs, Co-located services are well utilized  in 

some states, preference  was for Chronic illness  followed by  acute illness and  Health 

promotion.[3]

Perception and utilization of Health Systems: In a survey conducted at primary health care 

level in Tamil Nadu revealed that the people did not strictly differentiate between 

professional systems of medicine like Ayurveda, Siddha, Homeopathy or Biomedicine. For 

them, there was their vaidya (folk practitioner) who was available in the village and the 

doctor (biomedical or siddha professional) who sat in the hospital. But when they talked of 

medicines, they distinguished between kaatu(forest) marundhu (medicine), 

kadaisarakkumarundhu (dry medicine from the indigenous drugstore used by 

siddha/ayurveda practitioners) and aaspathirimarundhu(hospital medicine consisting of 

tablets and injections).[30]

Some relatively well off women among the tribals of Rajasthan talked about taking the help 

of Indigenous System of Medicine (ISM) practitioners in coping with diseases. The reason 

cited most often for not using modern health facilities was the inaccessibility of the doctors. It 

was observed that people generally do not pay much attention to the routine problems during 

ante-natal, natal and post-natal periods, which they regard as a built in part of child bearing 

and child rearing. In the case of reproductive health problems and general health problems 

like fever and malaria, at the first stage some treatment is administered at home, followed by 

a visit to the bhopa (the local faith healer) and a herbalist in that order. Most of the women 

living in the remote areas did not bother about the treatment of Sexually Transmitted 

Diseases (STDs) and regarded them as their fate (kismat). Some expressed inability to 

undergo treatment owing to the high costs. Others went to unqualified doctors for treatment. 

Only at a couple of places, mention was made of Lodhra (Simplicos racemosa), an Ayurvedic 

medicine, claimed to be effective in curing gynecological disorders.[31]

Traditional bone setting practices are quite popular in India and nearly 6000 traditional bone 

setting Vaidyas (practitioners) are practicing the same in our country. Putturkattu is a 

traditional way of bone setting practice, invented accidentally by K. Kesava Raju in 1881. 

Now, the fourth generation of his family is practicing this bone setting practice in hospitals at 

Puttur, Andhra Pradesh, with 200-300 patients per day. A prospective study was undertaken 

to analyze the techniques in diagnosis, way of management, medicine preparation, plants 
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used and way of applications by traditional bone setter (TBS) Vaidyas, with special reference 

to Puttur. 54% of the studied patients came to Puttur TBS on the advice of old patients. It is 

observed that more educated people are patronizing this therapy and 23% patients of the 

observed cases took discharge from modern hospital voluntarily to receive Putturkattu

treatment. 80% patients believed that this therapy with home remedy would fasten the healing 

process. 44% patients opted for this therapy due to fear of pain, heavy plaster of Paris 

bandage, prolonged period of immobilization, surgery and amputation. 71% patients of the 

followed cases were satisfied with the treatment of Traditional bone setting practices of 

Puttur with minimum complications.[32]

The All India coordinated Research project on Ethno-biology that was carried out by the 

Department of Environment of the Government of India, has concluded that the tribal 

communities alone (who constitute only a small percentage of our population) use over 9,000 

species of plants of which the single largest use category-medicinal plants, accounts for over 

7,500 species. Folk practitioners are by no means confined only to the treatment of coughs 

and colds or simple ailments. For Example, it is interesting to note that specialist practitioners 

such as our traditional bone setters are widely prevalent throughout the country and even at a 

conservative estimate we have about 70,000 families practicing this art. It is estimated that 

even today over two-thirds of the fractures are being attended to by this practitioners since 

modern Orthopedic practitioners and treatment facilities are too few in number and 

concentrated largely in cities and urban areas.[33]

The Central Council for Research in Ayurvedic Sciences (CCRAS,) documented Ethno-

medical practices, use of medicinal plants besides studying living conditions  of tribal areas 

across the country from Trans-Himalayan region, North-eastern India to southern parts of the 

country and Andaman & Nicobar through its 18 Survey of Units, Mobile Clinic Research 

Units, Tribal Health Care Research Programmes. The authenticity of the information is 

confirmed by cross examination of the treated patients, and specimens of plants/part(s) used 

were kept in record as herbariums/museum specimens. About 5000 Folklore/Ethno-medical 

claims used by tribes have been documented. The tribes used to simple diseases/conditions 

ranging from common cold, cough, fever, vomiting, skin diseases, digestive problems, 

reproductive and child health problems, wounds etc. The use of herbs for contraception is 

also prevalent among them.[34,11,12,19]
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Integration and Mainstreaming and impact on Health seeking attitude: In some 

allopathic hospitals, the integration in terms of education, patient care and research is well 

established but is not popularized among health care providers in many other places due to 

various reasons.  To study the reasons for this and to create awareness about strength of 

Ayurveda among allopathic service providers and the health care seekers for osteoarthritis, an 

operational study was conducted in Safdarjung Hospital, a tertiary care hospital under the 

Ministry of Health and Family Welfare, Government of India, New Delhi in collaboration 

between Ayurveda unit and department of orthopedics under the support of WHO India 

office the biennium 2005-06.

The study ―Feasibility of integrating Ayurveda with Modern system of medicine in a tertiary 

care hospital for management of osteoarthritis (Knee) - An Operational Study‖ covered 252 

patients of osteoarthritis- knee, who were referred by 30 orthopedicians from department of 

orthopedics in the duration of one year. The study could initiate functional linkages between 

Ayurvedic and orthopedics departments in terms of continued communication and cross 

referrals of the suitable patients.  There was considerable shift in their attitude towards the 

Project. Through this study, the service seeking behavior of the patients towards Ayurveda 

improved as the medicines along with dietary and lifestyle prescriptions significantly 

improved the quality of life of the patients.  Referred patients, most of whom had never used 

Ayurvedic medicines were convinced about the benefits of Ayurvedic approaches. 70% of 

them have even recommended Ayurvedic treatment to other patients. The project could send 

a positive message to other patients attending Safdarjung hospital. This was evident by 180 

patients who turned up for Ayurvedic treatment on their own volition without referral from 

Orthopedics Department.  It was evident from the study that the continued communication 

and scientific approaches will ascertain actual integration developing a rational cross referral 

system is the practical effective way to Integrate Ayurveda with Allopathy. Accessibility to 

the services and dissemination of information to the community were main motivating factors 

to improve service seeking behavior. Chronic diseases like Osteoarthritis have good scope for 

developing integration model.[35]

A door to door pre project survey was conducted under an ongoing CCRAS and ICMR 

collaborative project entitled ―feasibility of Introducing Ayurveda in the national 

reproductive and child health programme at the primary health care (PHC) level‖ in two 

districts of Himachal Pradesh on statistically viable sample size. Analysis of the data 
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(unpublished) revealed that in the selected study area 54 % of   head of the house hold 

recommend and 65 % of eligible women seek  Ayurvedic treatment for various problems  

related to women (antenatal, post natal and gynecological problems) and children.  The post 

project survey of the same population to be undertaken after the completion of the project 

will reveal whether there was any difference in the healthcare seeking behavior in 

comparison with pre project response(unpublished report). 

A self-administered questionnaire pilot survey entitled ―Awareness and attitude of allopathic 

practitioners about the integration of Ayurveda in a tertiary care hospital - A cross sectional 

study‖ was conducted on allopathic practitioners in Safdarjung Hospital, a tertiary care 

hospital under the ministry of health and family welfare, Govt. of India, New Delhi. From the 

analysis of 202 responses of the practitioners, it was evident that all the allopathic 

practitioners were aware of basic principles and strengths of Ayurveda and also they thought 

that integration is useful to strengthen existing health care system. But according to their 

view communication barrier between practitioners of different medical systems, lack of 

research and dissemination of research findings and policy implementations are the main 

obstacles in the functional integration and propagation of Ayurveda(under publication).

Some successful initiatives by the Government: There have been instances in the areas 

where the government has successfully used Ayurvedic experts in their own terms to solve 

public health problems for the needy. For instance, the government of Tamil Nadu undertook 

a project around the year 2000 to solve the problem of maternal anemia through Ayurvedic

preparations. Over a period of one year, a team of Ayurvedic and Siddha experts designed a 

package of Ayurvedic-lehyams and churnams; they were then produced by TAMPCOL 

(Tamil Nadu Medicinal Plant Farms and Herbal Medicine Corporation Ltd) and finally 

delivered by the ANMs to rural women in the target group. The ANMs were also given a kit 

of 50 Ayurvedic medicaments for common ailments that were well received by health seekers 

in rural areas. This program has had a significant impact on maternal nutrition in Tamil Nadu.

Similarly, there are reports of the successful use of Ayurveda for chikungunya epidemic 

(identified as Sandhijwara) in Gujarat and Kerala. The application of Panchakarma and 

Ayurvedic toxicology for Bhopal gas victims at Sambhavna Clinic is yet another instance of 

in situ clinical use of Ayurveda.[17]

The most popular Siddha combination RAN stands for Rasagandhimezhug-R,

Amukkarachooranam-A and Nellikkaillagam-N, for HIV in Tamil Nadu having Immunogenic 
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and adaptogenic properties given to HIV patients in the Asia‘s biggest AIDS hospital at TB

Sanatorium, Tambaram, Chennai.[36,37] 

A study aimed at identifying the patient's (actual recipients of Panchakarma therapy) 

perception toward the effectiveness, safety, and standard of service delivery concerning 

Panchakarma through a structured survey a Panchakarma therapy unit in a secondary care 

Ayurvedic hospital reveled that majority of the survey respondents considered these therapies 

as safe and effective (88%). Ninety-four percent respondents have expressed their satisfaction 

to the standard of services provided to them at the Panchakarma unit of the hospital 

concerned.[38]

CCRAS has documented reported medical practices on prevention, management of vector 

borne and infectious diseases through Ayurveda and Siddha through 17 institutes across 

different states of the country. The information is gathered from various sources viz. 

Ayurvedic colleges, physicians from Ayurveda, Siddha hospitals, dispensaries, clinics, 

private physicians, local healers, NGOs, etc. has been systematically recorded. A number 

successful treatment episode on malaria, filariasis, chikungunya etc. has been recorded from 

the physician experiences.[11]

Much attention was drawn towards treatment and health care services provided to thousands 

of patients in a chikungunya outbreak during 2006-07 by AYUSH departments of different 

states, CCRAS institutes at several states viz. Gujarat, Andhra Pradesh, Kerala Tamil Nadu,

Madhya Pradesh, Lakshadweep etc. The documented data revealed that the classical 

Ayurveda and Siddha approaches have notable role in symptom management and improving 

the quality of life and also endorsed the preference of patients towards Ayurveda and 

Siddha.[10]

The awareness creation and accessibility has tremendous impact on Health seeking attitude. 

In a study at Safdarjung Hospital, a tertiary care allopathic setup in New Delhi on ‗feasibility 

of integrating Ayurveda with Modern system of medicine for management of Osteoarthritis   

(knee)‘ notable change in the Health seeking attitude and the preferences and choice of the 

treatment among the participants has been noted. Before the patients came across Ayurvedic 

treatment 85.1% of the patients were availing Allopathic medicines for their health care. 

After they underwent Ayurvedic treatment for osteoarthritis, their preference of treatment for 

other problems also changed and the preference to Allopathy was reduced to 21.4% only. 
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Similarly preference for Ayurveda increased to 44.6% of the patients when compared to pre 

intervention opinion of 5.4%[40][Table-1].

Table-1: Patients with shift in the services seeking behavior (n-201) 

Preference Baseline End line
Allopathic system 85.1 % 21.4%
Ayurveda 5.4 % 44.6%
Ayurveda followed by modern 0 % 14.3%
Modern system followed by Ayurveda 5.4% 14.7%
Other 3.6 % 5%

Sustainable accessibility of AYUSH Facilities always improves the utilization of these 

systems and also bring change in the Health seeking attitude as witness at the AYUSH 

facilities at Safdarjung Hospital, New Delhi RML Hospital, New Delhi  and also vogue at 

Institute of Medical Sciences, Banaras Hindu University, Varanasi.[9]

CONCLUSION: India is a vast country having wide diversity in eco-climatic conditions 

besides having peoples of different race, religion, cultural beliefs and great social, economic 

disparity. The ethnic diversity in the country is represented by as many as 400 ethnic groups 

including the tribes and others. There has been wide difference in health infrastructure, 

facilities influencing the healthcare delivery across different regions and ethnic groups. In 

addition to cultural beliefs, knowledge, sustainability in AYUSH specific healthcare delivery 

certainly has great impact on the health seeking attitude and utilization of AYUSH Systems 

and other LHTs. Very little information is available on the utilization of AYUSH Systems 

and other local health traditions in India. A number of studies have been conductive with 

different protocols and objectives to document the health seeking behavior and utilization.   

The information on pattern of utilization of AYUSH services, Health seeking trends and 

preferences largely varies in these studies and leading to uneven pattern on the subject and 

inconclusive.  Despite, in several instances the Health seeking behavior towards AYUSH 

Systems are corresponding with the global picture on utilization of CAM/TM. An overview 

of these studies divulges certain broad conclusions. The pattern of utilization and Health 

seeking attitude varies for codified AYUSH Systems and unorganized local health traditions. 

Basically the traditional cultural beliefs influence to prefer AYUSH Systems and LHTs. 

In the case of organized and codified AYUSH systems the common reasons for preferring 

comprise 1.  Lesser side effects, 2. Efficacy in chronic diseases management, 3.Improvement 
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in quality of life, 4. Health promotion and preventive potential. Besides, lack of accessibility 

to Allopathic Medical services sometimes lead to prefer these services.  

The common conditions approaching for AYUSH systems include 1. Non-life-threatening 

conditions that may be chronic like  Rheumatoid arthritis and Allied conditions;  

Osteoarthritis, Joint diseases, conditions with an allergic component in their etiology (e.g. 

bronchial asthma, skin allergies, eczema, psoriasis etc.); Liver disorders; Obesity, Diabetes 

mellitus; Sequelae of Cerebrovascular disorders like Hemiplegia and Paraplegia; Digestive 

disorders 2. The second largest groups of users are those struggling with chronic, potentially 

life-threatening diseases, such as cancer and HIV-AIDS. The other important reason to prefer 

AYUSH systems by both the groups include to improve immune functioning, to improve 

overall functioning, to increase quality of life, to cope with side effects from conventional 

therapies, and to relieve symptoms related to their illness. 

AYUSH Systems is preferred as standalone therapy in Musculo skeletal diseases, Joint 

diseases, Arthritis, Skin diseases, Mental disorders, Liver disorders, Neurological disorders, 

Degenerative diseases, Reproductive Healthcare. For life-threatening diseases like HIV, 

Cancer etc. AYUSH Systems is preferred as add on/complementary to bio-medicine either to 

cope with side effects from conventional therapies, and to relieve symptoms related to their 

illness. While the Local Health Traditions, as a primary health care, are preferred by all for 

common diseases like cold, cough, diarrhea, vomiting, skin diseases, digestive diseases, 

women and child health problems, fever etc. Preferred for acute and chronic condition in 

remote/tribal areas probably may be due to non-availability medical facilities and cultural 

beliefs. In remote /tribal areas the preference is to consult Bhopa/faith healers/herbalist for 

all the diseases ranging from common cold, fever, diarrhea to reproductive health problems, 

antenatal care etc. Some are treated with available herbs and sometimes faith healing will be 

the choice.  

To improve AYUSH based health care delivery it is pivotal to  study the  pragmatic situation 

by generating national profile and  status on healthcare  seeking attitude and utilization of 

AYUSH Services  through community based surveys Preferably, multicenter national surveys 

with representative population through a single national agency followed by large scale 

operational studies to understand  the feasibility, efficacy and acceptability of AYUSH 

Interventions. This would certainly improve communication among policy makers, health 

professionals and masses. The cross referrals among different systems may be improved by 
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conducive physical integration which sequentially resulting the functional integration and 

cross hybridization of merits among medical systems.
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ABSTRACT
Background: The CCRAS carries out its research programs 
through its 30 peripheral institutes with the headquarters in 
New Delhi. Presently, 24 clinical units are providing outpatient 
services in addition to clinical research.

Aim: To understand the health care seeking trends among the 
patients attending Central Council for Research in Ayurvedic 
Sciences (CCRAS) clinical research establishments from 1991 
to 2012.

Results: The annual reports of CCRAS from 1991 to 2012 
were analyzed. A total of 107 diseases were reported in the 
source document, which were grouped broadly into 26 clinical 
categories. It was observed that out of 107 diagnosed diseases/
conditions, maximum were related to digestive system followed 
by nervous system, integumentary system, and urogenital 
system. Out of total 2,386,471 new patients, maximum number 
of patients were suffering from osteoarthritis, followed by neu-
rological diseases, skin diseases, cough, pyrexia, hyperacidity, 
rhinitis, lower backache, abdominal colic, and dyspnea.

Conclusion: Period-wise analysis of attendance of the 
patients to the CCRAS clinical units during the reporting period 
showed that there was improvement in the health care seeking 
behavior toward Ayurveda, which is indicated by an increase 
in the number of outpatient department (OPD) patients in the 
subsequent 5/6 years.

Clinical significance: Over the years, the number of health 
care seekers for Ayurveda has been rapidly increasing nation-
ally and internationally. Scientific base of Ayurveda is also 
getting upgraded through research. Need of the hour is to 
further strengthen our health care delivery system to cater to 
the needy population, where Ayurveda can largely contribute.

Keywords: Ayurveda, Central Council for Research in 
Ayurvedic Sciences, Clinical research units, Health care 
seeking trends, Outpatient department.
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BACKGROUND

Ayurveda recommended a way of life to promote holistic 
health. It was the only means of health care in India since 
antiquity, till the advent for modern forms of treatment.1 
There are fundamental differences between ancient and 
modern medical sciences in understanding health and 
wellbeing, and individually they have their own strengths 
and challenges.2 However, due to increased incidences of 
chronic lifestyle-related disease, during the last decade, the 
use of traditional systems has increased, due to which an 
integrated approach is emerging for effective health care.3

Ayurveda, yoga and naturopathy, Unani, siddha, and 
homoeopathy (AYUSH) are officially recognized and 
widely practiced traditional medicine system in India. 
Analysis of various published reports on health care 
seeking trends of consumers shows that the reasons for 
preferring AYUSH systems mainly are their (1) lesser 
side-effects, (2) efficacy in chronic diseases management, 
(3) improvement in quality of life, (4) health promotion 
and preventive potential, (5) ability to cope with side-
effects of conventional therapies, and (6) lack of acces-
sibility to allopathic medical services in some areas.4-8

The CCRAS under the Ministry of AYUSH, an apex 
body to Government of India, carries out its research 
programs through its 30 peripheral institutes with the 
headquarters in New Delhi. Presently, CCRAS has 24 
units, which are mandated for clinical research. In these 
setups, all the patients attending OPD are screened for 
enrollment in various research projects assigned to that 
particular institute and rest of the excluded patients are 
treated in general OPD. The general and clinical informa-
tion of all the patients attending the unit is documented 
and published in the CCRAS annual report each year. 
The document is a presentation of scientific analysis of 
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the available data of 6,276,578 patients during the period 
1991 to 2012, attending 24 clinical research establishments 
of CCRAS distributed in six geographical zones of India.

AIM

To analyze the health care seeking trends among the 
patients attending CCRAS clinical research establish-
ments from 1991 to 2012.

RESULTS

The demographic and epidemiological data of 24 clinical 
research institutes/centers/units were collated from the 
annual reports of CCRAS from 1991 to 2012.9-30 The avail-
able data of 6,276,578 patients including 2,386,471 new 
cases and 3,890,107 follow-up cases were analyzed using 
Statistical Package for the Social Sciences, version 15.0.

Twenty-four clinical research establishments of 
CCRAS were divided into six geographical zones of India: 
central zone, eastern zone, northeastern zone, northern 
zone, southern zone, and western zone (Table 1) as per 
http://www.mapsofindia.com. Initial analysis indicated 
that there was a total of 107 diseases/conditions reported 
by the patients. Therefore, for the convenience of analy-
sis, the diseases reported by the patients were grouped 
broadly into 26 clinical categories. Later, the raw tables 
were generated and among them the analysis focused 
only on commonly reported disease entities. To study the 
shift in the health care seeking behavior of the patients, 
the years from 1991 to 2012 were divided into four blocks.

The CCRAS institutes providing clinical services 
were categorized based on the geographical distribution  

into six zones with seven institutes in the southern 
zone of the country, five institutes in northern zone, 
four institutes each in northeastern and western zone, 
three in eastern zone, and only one institute in central 
zone (Table 1).

With a cumulative figure of 6,276,578 patients (new 
patients as well as follow-up cases), the CCRAS periph-
eral institutes engaged in providing clinical services 
have attended to 2,386,471 new patients comprising 
of 50.84% males and 49.16% females, and maximum 
patients (35.62%) were from the northern zone during 
the reported period. Similarly, among 3,890,107 follow-up 
patients, 43.36% were males in comparison with 56.64% 
females with 25.45% patients from the northern zone and 
24.44% patients from the central zone (Graph 1).

Table 1: Location of CCRAS clinical institutes in different zones of the country

Zone CCRAS centers
Central zone Regional Ayurveda Research Institute for Drug Development (RARIDD), Gwalior
Eastern zone Regional Ayurveda Research Institute for Infectious Diseases (RARIID), Patna; Central Ayurveda Research 

Institute for Hepatobiliary Disorders (CARIHD), Bhubaneswar; Central Ayurveda Research Institute for Drug 
Development (CARIDD), Kolkata

Northeastern zone Regional Ayurveda Research Institute (RARI), Gangtok; Regional Ayurveda Research Institute (RARI), 
Itanagar; Herbal Ayurveda Research Centre (HARC), Nagaland; Ayurveda Regional Institute for Gastro-
Intestinal Disorders (RARIGID), Guwahati

Northern zone Central Ayurveda Research Institute for Cardiovascular Diseases (CARICD), New Delhi; Regional Ayurveda 
Research Institute for Urinary Disorders (RARIUD), Jammu; Regional Ayurveda Research Institute for 
Nutritional Disorders (RARIND), Mandi; Central Ayurveda Research Institute for Respiratory Disorders 
(CARIRD), Patiala; Regional Ayurveda Research Institute for Eye Diseases (RARIED), Lucknow

Southern zone Advanced Center for Ayurveda in Mental Health and Neurosciences (ACAMHN&S), Bengaluru; Dr. Achanta 
Lakshmipati Research Centre for Ayurveda (ALRCA), Chennai; Regional Ayurveda Research Institute for 
Lifestyle-related Disorders (RARILD), Thiruvananthapuram; Regional Research Center of Ayurveda (RRCA), 
Port Blair; Regional Ayurveda Research Institute for Metabolic Disorders (RARIMD), Bangaluru; Regional 
Ayurveda Research Institute for Skin Disorders (RARISD), Vijayawada; National Ayurveda Research Institute 
for Panchakarma (NARIP), Cheruthuruthy

Western zone Regional Ayurveda Research Institute for Skin Disorders (RARISD), Ahmedabad; M.S. Regional Ayurveda 
Research Institute for Endocrine Disorders (RARIED), Jaipur; Raja Ramdeo Anandilal Podar Central 
Ayurveda Research Institute for Cancer (RRAPCARIC), Mumbai; Regional Ayurveda Research Institute for 
Mother and Child Health (RARIMCH), Nagpur

Graph 1: Zone-wise distribution of patients attending OPDs of 
CCRAS (n = 6,276,578)
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Graph 2: Zone-wise and period-wise distribution of patients attending OPDs of CCRAS (n = 6,276,578)

To study the shift in the health care seeking behavior 
of the patients, the years from 1991 to 2012 were divided 
into four blocks. Period-wise distribution during the 
reporting period shows that there was improvement in 
the health care seeking behavior toward Ayurveda, which 
is indicated by an increase in the number of OPD patients 
in the subsequent 5/6 years slab (Graph 2).

The gender-wise data analysis reflects that male and 
female patients attending the OPDs for the first time were 
almost equal. But among the follow-up cases, females 
outnumber males, indicating a better compliance to the 
medication by the females. Out of 2,386,471 new patients, 
50.84% were males and 49.16% were females. Similarly, 
among 3,890,107 follow-up patients, 43.36% were males 
in comparison with 56.64% females (Graph 3).

Total 107 diseases documented among the patients 
visiting the CCRAS institutes were grouped broadly 
into 26 clinical categories for the convenience of analy-
sis. Among them, the analysis focused on commonly 
reported disease entities.

The “others” category included mild symptoms which 
could not be diagnosed as a disease (Table 2).

There were an equivalent number of males (50.84%) 
and females (49.16%) among the new patients attending the 
OPDs of the CCRAS institutes during the period of report-
ing. Out of 2,386,471 patients, 16.17% availed Ayurveda 
treatment for disorders of the digestive system, whereas 
15.88% patients suffering from musculoskeletal disorders 
availed the Ayurveda treatment. Ayurveda seems to be 
popular among patients suffering from the disorders of 
the nervous system as well as respiratory system. The 
impact of awareness regarding the effectiveness of Kshara-
sutra treatment for the management of anorectal diseases 
is evident from the gradual increase in the number of 
patients attending the Ayurveda clinics during the period 
of reporting. Similar trend was observed among the 
patients suffering from skin diseases and people suffer-
ing from musculo-skeletal disorders. As evident from the 
figures, although slight, yet there was a gradual increase 
in the number of female patients availing the Ayurvedic 
treatment at OPDs of the CCRAS institutes (Table 3).

Out of total 2,386,471 new patients, maximum number 
of patients attending the CCRAS OPDs were suffering 
from osteoarthritis (Sandhivata; 9.85%). The other diseases 
chronologically were neurological diseases (Vata Vyadhi; 
7.90%), followed by skin diseases (Tvak Roga; 7.63%), 
cough (Kasa; 5.84%), pyrexia (Jvara; 4.12%), hyperacidity 
(Amlapitta; 4.09%), rhinitis (Pratishyaya; 3.91%), lower back-
ache (Katigraha; 3.70%), colic (Shula; 3.46%), and dyspnea 
(Shvasa; 2.25%). These are chronic and mostly lifestyle-
related diseases where Ayurveda has strength in preven-
tion, management, and rehabilitative aspects (Graph 4).

DISCUSSION

This article represents the trend of the patients seeking 
Ayurveda care in 24 clinical research establishments of 

Graph 3: Distribution of new and follow-up patients  
(n = 6,276,578)
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CCRAS distributed in six geographical zones of India. 
The northern zone had five CCRAS institutes, seven 
institutes were in the southern zone of the country, four 
institutes were located each in northeastern and western 
zone, three in eastern zone, and only one institute in 
central zone.

The document is a scientific analysis of available data 
of 6,276,578 patients (Graphs 1 and 2). The data were 
taken from the annual reports of CCRAS for the years 
1991 to 2012.

Initial analysis indicated that there were a total of 
107 diseases/conditions reported in the annual reports. 
Therefore, for the convenience of analysis, the diseases 
were grouped broadly into 26 clinical categories. Later, the 
raw tables were generated and among them, the analy-
sis focused only on commonly reported disease entities.

The gender-wise data analysis reflects that male and 
female patients attending the OPDs for the first time are 
almost equal. But among the follow-up cases, females 
outnumber males indicating a better compliance to the 
medication by the females. Out of 2,386,471 new patients, 
50.84% were males and 49.16% were females. Similarly, 

among 3,890,107 follow-up patients, 43.36% were males 
in comparison with 56.64% females (Graph 3). It was 
observed that out of 107 diagnosed diseases/disease 
conditions, maximum diseases were related to diges-
tive system followed by nervous system, integumentary 
system, and uro-genital system. From the available data, 
it appears that patients having diseases related to diges-
tive system preferred Ayurvedic treatment. It may also 
suggest that incidence of the disease related to digestive 
system were common.

Out of the total patients attending OPD, majority 
(16.17%) were suffering from diseases of digestive system, 
musculoskeletal system (15.88%), and nervous system 
(11.55%). It also suggested that there may be more inci-
dence of the disease related to digestive system, muscu-
loskeletal system, and nervous system in the population 
covered. It also reflected that patients having diseases 
related to these systems preferred Ayurvedic treatment 
because Ayurveda has special strength in these areas 
(Table 3).

Out of total 2,386,471 new patients, maximum number 
of patients attending the CCRAS OPDs were suffering  

Table 2: Disease profile of patients visiting OPDs of CCRAS institutes

Broad area Specific disease (Ayurveda terminology)
Anorectal region Arsha, Bhagandara, Gudabhrimsha, Parikartika
Cardiovascular system Vyanabala Vaishamya, Hridroga
Digestive system Adhmana, Agnimandya, Ajirna, Amlapitta, Anaha, Annadrava shula, Antrapuccha shotha, 

Aruchi, Atisara, Chhardi, Grahani, Gulma, Hikka, Krimi, Parinama Shula, Pitta Vikara, 
Pravahika, Shula, Udara Roga, Udavarta, Vibandha, Yakrit Roga

Diseases of gums, teeth, and oral cavity Danta Roga, Mukha Roga
Endocrine system Hypo thyroidisim, Madhumeha, Medoroga, Hyper Thyroidisim
Ear, nose, and throat Badhirya, Kantha Roga, Karna Roga, Nasa Roga, Pratishyaya, Raktapitta
Eye diseases Abhishyanda, Netra Roga, Timira
Family planning Family Planning
Hernia/hydrocele Vriddhi
Inflammatory disorders Shotha
Integumentary system hair Khalitya, Palitya
Integumentary system nail Nakha Roga
Integumentary system skin Arunshika, Kitibha, Kshudra Roga, Pidika, Tvak Roga, Vicharchika, Yauvana Pidika
Lymphatic disorder Gandamala, Shlipada
Musculoskeletal system Amavata, Katigraha, Parshvashula, Prishtha Shula, Sandhivata, Vatarakta
Neoplasia Arbuda, Granthi, Vidradhi
Nervous system Apasmara, Ardhavabhedaka, Ardita, Avabahuka, Gridhrasi, Grivagraha, Pakshaghata, 

Shiroroga, Vata Vyadhi, Bhrama
Nutritional deficiency Bala Shosha, Daurbalya, Jara Vikara, Pandu
Obstetrics and gynecology Asrigdara, Rajodosha
Psychiatric disorder Anidra, Chittodvega, Madatyaya, Manoroga
Pyrexia Jvara
Reproductive system Klaibya, Phiranga, Shukra dosha, Upadamsha, Vandhyatva
Respiratory system Kasa, Rajayakshma, Shvasa, Urah Shula
Trauma Abhighataja Vyadhi, Agnidagdha, Asthibhagna, Vrana
Urogenital system Andakosha Shotha, Prameha, Shayya Mutrata, Vrikka Roga, Ashmari, Ashthila, 

Bahumutrata, Mutra Roga
Others Miscellaneous
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from osteoarthritis (Sandhivata; 9.85%). The other problems 
for which patients attended OPD were neurological dis-
eases (Vata Vyadhi; 7.90%), followed by skin diseases (Tvak 
Roga; 7.63%), cough (Kasa; 5.84%), pyrexia (Jvara; 4.12%), 
hyperacidity (Amlapitta; 4.09%), rhinitis (Pratishyaya;  
3.91%), lower backache (Katigraha; 3.70%), colic (Shula; 
3.46%), and dyspnea (Shvasa; 2.25%). These are chronic 
and mostly lifestyle-related diseases where Ayurveda has 
strengths in prevention, management, and rehabilitative 
aspects (Graph 4).

To study the shift in the health care seeking behavior 
of the patients, the years from 1991 to 2012 were divided 
into four blocks. Period-wise distribution during the 
reporting period shows that there was improvement 
in the health care seeking behavior toward Ayurveda, 
indicated by an increase in the number of OPD patients 
in the subsequent 5/6 years slab.

CONCLUSION

There is a growing recognition, nationally and interna-
tionally, of the need for incorporating the contributions of 
traditional systems like Ayurveda into the mainstream to 

fill up the gap in the existing health care delivery system. 
Now, with the enhanced recognition of their strengths, 
there is resurgence of utilization of traditional systems 
including Ayurveda globally. However, these figures 
depict only the trend and not the actual number of 
patients who have reported to Ayurveda clinical research 
centers of CCRAS during the reported period. There may 
be some gap in the data, as it covers a long period of time.

CLINICAL SIGNIFICANCE

The relevance of traditional medicine is seen in the 
context of promoting ecologically sensitive life patterns 
and technologies conducive to local natural condi-
tions, their safety, efficacy, availability, and people’s 
preferences. Keeping in mind the strength of Ayurveda 
approaches and gap in the existing health care system, 
the care-seekers should be given an informed choice. 
The government programs should focus on improving 
health care seeking behavior toward Ayurveda by adopt-
ing communication strategies. Evidence-based treatment 
facility should also be made available, affordable, and 
reachable for all.

Table 3: Period-wise distribution of patients attending OPDs of CCRAS institutes for diseases of various systems

Broad disease areas

Period
1991–1996  
(n = 324,217)

1996–2001 
(n = 467,857)

2001–2006 
(n = 676,407)

2006–2012 
(n = 917,990)

Grand total 
(n = 2,386,471)

Anorectal system 1.72 1.87 2.23 3.70 2.66
Cardiovascular system 1.23 1.34 1.72 0.94 1.28
Digestive system 17.84 19.48 16.65 13.54 16.17
Diseases of gums, teeth, and oral cavity 1.16 1.46 1.30 1.14 1.25
Endocrine 1.58 0.93 0.91 1.13 1.09
Ear, nose, and throat 6.30 5.77 5.21 4.09 5.04
Eye diseases 1.39 1.08 1.26 1.16 1.20
Family planning 0.02 0.05 0.01 0.00 0.02
Hernia/hydrocele 0.06 0.11 0.05 0.07 0.07
Inflammatory 1.21 1.21 1.08 0.88 1.05
Integumentary (hair) 0.13 0.08 0.07 0.10 0.09
Integumentary (nail) 0.01 0.01 0.01 0.00 0.01
Integumentary (skin) 8.05 8.28 8.62 8.65 8.49
Lymphatic system 0.79 0.70 0.50 0.47 0.56
Musculoskeletal 10.83 13.09 15.34 19.49 15.88
Neoplasia 0.41 0.54 0.51 0.80 0.61
Nervous system 11.82 10.24 11.16 12.41 11.55
Nutritional deficiency 2.08 2.39 2.24 2.14 2.21
Obstetrics and gynecology 3.41 2.89 3.29 2.43 2.90
Psychiatry 0.25 0.33 0.43 0.49 0.41
Pyrexia 3.89 4.25 4.95 3.53 4.12
Reproductive system 0.30 0.32 0.24 0.33 0.30
Respiratory system 9.01 9.74 8.65 7.53 8.48
Trauma 1.63 1.37 1.08 0.75 1.09
Urogenital system 2.29 2.77 3.50 3.37 3.14
Others 12.60 9.72 9.00 10.86 10.35
Grand total 100.00 100.00 100.00 100.00 100.00
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fganh lkjka'k

vk;qosZn Dyhfudy fjlpZ lqfo/kk esa LokLF; ns[kHkky dh ekax dh #>ku&  
,d lh lh vkj , ,l voyksdu

1lqykspuk HkV] 2ukjk;.ke Jhdkar] 3lksczu flag] 4çnhi nqvk] 5'kkjnk vksrk] 6Jqfr [kaMwM+h  
7fouksn ds yokfu;k] 8lquhrk] 9Hkxoku ,l 'kekZ] 10enu ,e 'kekZ] 11jkds'k ds- jk.kk  

12fjpk fla?ky] 13cchrk ;kno] 14jsuw flag] 15,l- ds- osnh
mís';% o"kZ 1991 ls 2012 rd lhlhvkj,,l fpfdRlk vuqla/kku çfr"Bkuksa esa Hkkx ysus okys jksfx;ksa esa LokLF; 
ns[kHkky dh ço`fÙk;ksa dks le>us ds fy,A
Hkwfedk% dsaæh; vk;qosZnh; foKku vuqla/kku ifj"kn~ ¼lhlhvkj,,l½] fnYyh eq[;ky; ds v/khuLFk 30 ifj/kh; 
laLFkkuksa ds ek/;e ls vius 'kks/k dk;ZØeksa dks pykrk gS] orZeku esa 24 fpfdRlk bdkb;ksa fpfdRlk vuqla/kku 
ds vfrfjä cká jksxh lsok,a Hkh çnku dj jgs gSaA
ifj.kke% o"kZ 1991 ls 2012 rd dh lhlhvkj,,l okf"kZd fjiksVZ fo'ys"k.k ds fy, fy;k x;k Fkk A lzksr nLrkost 
esa dqy 107 chekfj;ksa dh uke lwfpr fd;k x;k Fkk] ftUgsa 26 fpfdRlk Jsf.k;ksa esa foLr`r :i ls lewgh—r 
fd;k x;k FkkA ;g ns[kk x;k Fkk fd 107 chekfj;ksa ifjfLFkfr;ksa esa ls] vf/kdre ikpu ra= ls lacaf/kr Fks] ds 
ckn uoZl flLVe baVhxzsVjh flLVe vkSj ;wjks&tuukax ç.kkyh Hkh FksA dqy 2]386]471 u, jksfx;ksa esa ls vf/kdre 
jksfx;ksa laf/k'kksFk] raf=dk laca/kh jksx] Ropk jksx] [kk¡lh] Toj] vEyfiÙk] ukfldk çnkg] x`/kzlh] isV dk nnZ vkSj 
lk¡l dk jksx ls ihfM+r FksA
fu"d"kZ% fjiksfVaZx vof/k ds nkSjku lhlhvkj,,l fpfdRlh; bdkb jksfx;ksa dh mifLFkfr dk dkyokj fo'ys"k.k 
ls irk pyk gS fd vk;qosZn ds çfr LokLF; laca/kh xfrfof/k esa lq/kkj gqvk gS] tks vxys ikap Ng lky ds LySc 
esa vksihMh jksfx;ksa dh la[;k esa o`f) ds }kjk n'kkZ;k x;k gSA
fpfdRlh; egRo% o"kksaZ ls vk;qosZn ds fy, LokLF; ns[kHkky djus okyksa dh la[;k rsth ls jk"Vªh; vkSj varjjk"Vªh; 
Lrj ij c<+ jgh gSA vk;qosZn ds oSKkfud vk/kkj Hkh vuqla/kku ds ek/;e ls mUu;u gks jgh gSA okLro esa t:jr 
iwjk djus ds fy, gekjs LokLF; ns[kHkky forj.k ç.kkyh] tgka vk;qosZn vf/kd ifjek.k esa ;ksxnku dj ns ldrk 
gS ogka vkSj etcwr djuk t#jh gSA
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ABSTRACT 
Background: There is re-emergence of the integrative approach to facilitate 
affordable, safe and equitable health to all. Due to the active initiatives taken up 
by the Government of India and other stake holders the reach of Ayurveda has 
expanded along with wide spread consumer acceptance. The efforts to co-locate 
Ayurveda centers along with bio-medical facilities across India through 
programs like National Rural Health Mission (NRHM are limited to the extent of 
only physical proximity between biomedicine and Ayurveda and far away from 
the possibility of functional integration granulated to the level of clinical service 
delivery together.  
Objective: To document the perceptions of biomedical practitioners about 
Ayurveda and possible integration with the biomedicine. 
Methods: Survey through self administered questionnaire carried out at 
Safdarjung Hospital, New Delhi involving 300 doctors from various biomedical 
medical specialties. Out of them, 98 doctors did not respond where as 202 
responses were received in the stipulated format, which were analyzed, and 
interpreted based on standard statistical methods. 
Results: From the analysis of 202 responses, it is evident that all the 
respondents were aware of basic principles and strengths of Ayurveda. They 
also opined that, integration is useful to strengthen the overall health care 
delivery in India. Further, they expressed that the communication barrier 
between practitioners of Ayurveda and Biomedicine, meagre research work with 
respect to safety and efficacy of Ayurvedic medicines and therapies, inadequate 
policy initiatives are the important obstacles in realizing functional integration 
between Ayurveda and Biomedicine. 
Conclusion: The survey reported good level of awareness of biomedical 
practitioners and their supportive attitude about the integration. Need for 
upgrading the skills of Ayurveda practitioners, safety and efficacy of the 
medicines, interdisciplinary research, information sharing and coordination 
between practitioners of Ayurveda and Biomedicine are identified as essential 
elements for successful integration. 

INTRODUCTION 
Traditional medicine (TM) is widely used by the 

community for various of health problems worldwide.[1-2] 
Owing to the increased consumer awareness many 
medical practitioners, academicians and scientists are 
venturing themselves to examine and consider the 
merits of Ayurveda. The trend has lead to conceive the 
idea of integration of Biomedicine with Ayurveda as it 
may be mutually benefit both the medical systems in the 
form of filling up he the gaps in biomedical management 

certain lifestyle related diseases and also set suitable 
platform for propagating holistic, patient oriented, 
personalized medicine based on the tenets of Ayurveda. 
 The health care model adopted by India after 
Independence is based on the recommendations of 
various committees that were commissioned to shape 
the country’s healthcare system. Udupa Committee in its 
report published as early as in 1958 recommended that 
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there is a need for integrated system of medicine in 
India.[3] National Health Policy (1983 & 2000), National 
Population Policy (2000), National Policy on ISM & H 
(2002), National Rural Health Mission (2005 - 2012) are 
Some of the major policy initiatives of Govt. of India for 
mainstreaming of Ayurveda[4]. As of now many 
Government, private hospitals and research units have 
co-located Ayurvedic treatment units in their campuses, 
however in most of the cases there is no operational 
integration between Ayurveda and Biomedicine. In such 
a scenario the process of mainstreaming should not be 
seen only as a process of co-location by appointing an 
Ayurveda practitioner and Ayurvedic medicines in an 
existing biomedical facility[5] without any functional 
interaction. Sanjeev Rastogi compares the process of 
integration to that of an umbrella where in different 
medical systems may work as the spine and cloth of it. He 
recommends a balanced approach without prejudices 
and favours, undue criticism to reach the ultimate goal of 
health for all through the approach of integration [6]. 
Bhushan Patwardhan advocates a cautious approach 
while dealing with issue of integration as it is like ‘riding 
the tiger’ with an impending risk of “a risk of losing 
identity and getting lost or carried away, as also equally, 
there is a danger of getting swamped.” [7] V. Sujatha has 
observed that, there is no organizational parity between 
Ayurveda and Biomedicine and the focus of Ayurveda 
per se must be public health rather than the global health 
market.[8] Terence J Ryan describes the meaning of 
"Integrated and Integrative" as an amalgam of latest 
scientific advances with ancient healing systems, of 
complementary medicine and biomedicine with a 
seamless good quality care between hospital and 
primary care[9]. Keeping in view of the need to 
understand the perspectives of Biomedical doctors, the 
current study was designed with the following 
objectives:  

1. To collate the information about the attitude and 
the awareness of biomedical doctors about 
Ayurveda through a self-administered 
questionnaire. 

2. To collate the perspective of biomedical doctors 
about the role of Ayurveda in strengthening the 
present health care system. 

3. To gather the information regarding the opinion of 
biomedical doctors towards the integration of 
Ayurveda and Allopathy in prevention and 
management of some health conditions. 

To achieve the objectives stated above, a pre-
validated survey questionnaire was prepared and 
provided to 300 biomedical doctors from different 
specialities at Safdarjung Hospital, New Delhi. The 
doctors on regular rolls of the hospital were included in 
the study, and residents, contractual doctors were 
excluded in the study (to ensure availability of 
respondents during survey period). Total duration of the 
survey was for two weeks and the survey was conducted 
by the physician appointed at Ayurvedic unit co-located 
in the hospital during 2008-09. The questionnaire 
consisted of twelve objective type questions and one 
descriptive question. The survey questionnaire having 
four main sections: 1. Demographic characters of the 
respondents, 2. Awareness about Ayurveda, 3. Attitude 
about integration and 4. Opinion and suggestions of the 
respondents for making Ayurveda more acceptable and 
elicited single response for certain questions and sought 
multiple responses for some. 
Statistical methods: sample size was calculated by using 
Raosoft sample size calculator[10]. Out of total population 
of 300 biomedical practitioners 169 respondents were 
required to conduct the study with 5% margin of error, 
95% confidence level and 50% response of distribution. 
Each variable of the survey questionnaire was analysed 
and their percentage value was calculated. SPSS version 
15.0 was used for analysis of data. In the analysis total 
number of responders to each question was considered. 
Results: Out of 300 practicing doctors who were 
provided with the questionnaire, 98 practitioners who 
either declined or failed to respond are categorized as 
‘non respondents’. The reasons assigned by them for non 
response were also collated where ever it was possible.  

Table 1: Awareness about the basic principles and concepts of Ayurveda- multiple options (n=202) 

S. No. Basic Concepts No. of Practitioners Percentage  

1.  Tridosha Theory  60 29.70 
2.  Gives more stress on prevention  92 45.54 
3.  Importance is given to mind and spirit also  117 57.92 
4.  Recommends healthy lifestyle 111 54.95 
5.  Preparation of diet for prevention & treatment of diseases 170 84.16 
6.  Holistic approach  79 39.11 
7.  Cleansing measures like Panchkarma 152 75.25 
8.  Use of natural products in the treatment 176 87.13 
9.  Any other* 54 26.73 

*The response was Vata, Patta and Kapha, spiritual therapy, astronomy 
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Table 2: Awareness about the strength of Ayurvedic medicine in some diseases - Multiple options (n=202) 

S. No.  Diseases/ conditions  No. of Practitioners Percentage  
1.  Joint Disorders 148 73.27 
2.  Neurological 63 31.19 
3.  Gastrointestinal 57 28.22 
4.  Chronic Pain 65 32.18 
5.  Women’s Problems 54 26.73 
6.  Skin diseases 110 54.46 
7.  Liver Disorders 107 52.97 
8.  Allergy 75 37.13 
9.  None 4 1.98 
10.  Any Other, Please specify 0 0.00 

Table 3: Opinion about the side effects of Ayurvedic medicine (n=202) 

S. No. Occurrence of Side effects No. of Practitioners Percentage  
1.  Yes 113 55.94 
2.  No 6 2.97 
3.  Don’t Know 83 41.09 
4.  Others, Specify 0 0.00 
   Total  202 100.00 
Table 4: Reason for referring the patients by allopathic practitioners to Ayurvedic unit- multiple options (n=202) 

S. No. Reason for referral No. of Practitioners Percentage 
1.  As a First Choice 2 0.99 
2.  Biomedical medicine did not help 37 18.32 
3.  Developed Side effects 11 5.44 
4.  Patient Opted for it 0 0.00 
5.  As add-on therapy 26 12.87 
6.  Not Applicable 132 65.64 
7.  Any Other, Please Specify* 9 4.45 

* recommended but not referred 
Table 5: Reason for not referring any patient to Ayurvedic unit in the hospital- Multiple Options (n=202) 

S. No. Reason for not referring No. of Practitioners Percentage  
1.  I never felt the need 48 23.76 
2.  Medicine are not effective 12 5.94 
3.  The system is not Scientific 23 11.39 
4.  Medicine have side effect 16 7.92 
5.  Quality standard of the medicines 21 10.40 
6.  Not Convinced about the system 45 22.28 
7.  Not Convinced about the doctors 14 6.93 
8.  It is not my system 82 40.59 
9.  Not Applicable 37 18.32 

Table 6: Willingness to participate in a collaborative project with Ayurveda in different departments of the hospital (n=202) 

S. No. Willingness to participate No. of Practitioners Percentage  
1.  Yes 99 49.01 
2.  No 6 2.97 
3.  Not Sure 31 15.35 
4.  I will support but not participate 51 25.25 
5.  Any other 15 7.42 
6.   Total  202 100.00 
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Table 7: Best areas for integration- multiple options (n=202) 

S. No. Possible Problem No. of Practitioners Percentage  
1.  Preventive 167 82.67 
2.  Joint Disorders 94 46.53 
3.  Neurological 43 21.29 
4.  Gastrointestinal 55 27.23 
5.  Chronic Pain 58 28.71 
6.  Cancer 24 11.88 
7.  HIV / AIDS 19 9.41 
8.  Women’s Problem 27 13.37 
9.  Skin Diseases 118 58.42 
10.  Psychology / psychiatry 53 26.24 
11.  Any Other  0  0.00 

Table 8: Suggestions on ways to make Ayurveda more acceptable to allopathic doctors- multiple options (n=202) 
S. No. Suggestions to make Ayurveda more acceptable No. of Practitioners Percentage  

1.  Through IEC (Information Education Communication ) Strategy  117  57.92 
2.  Scientific Validation 192  95.04 
3.  Collaborative studies with Biomedical Doctors 100  49.50 
4.  More Govt. Support 26  10.89 
5.  Any Other* 30  14.85 

*Involve Biomedical doctors, industry and community, ensure quality, safety and efficacy of Ayurvedic medicines, 
capacity building of Ayurveda practitioners 

DISCUSSION 
 Out of 300 practicing doctors from various 
specialities who were provided with the questionnaire 
98 practitioners (About 30%) declined or failed to 
respond mainly because of their busy schedule. Overall 
results of the questionnaire survey revealed that the 
doctors are aware of the basic principles and benefits of 
Ayurveda in certain health problems especially in 
chronic and degenerative disorders [Table 1], [Table 2]. 
Majority of the biomedical doctors were of the view that 
Ayurveda is best suited for human beings as they are 
natural, traditional very close to native life style and time 
tested. Some of them were also of the view that these are 
economical and easily available. At the same time the 
respondents were apprehensive that Ayurvedic 
medicines may also have side effects [Table 3]. 50% of 
the respondents used Ayurvedic medicines at some point 
or other for themselves and also for their family 
members in different forms including home remedies. 
About 98% of them stated that if they are convinced 
about the safety and efficacy they will recommend 
Ayurvedic treatment for others. Although there are 
several factors that either encouraged or discouraged 
them to refer the patients for Ayurveda care, it was 
evident from this study that biomedical practitioners 
were in need of extra information. 35 % of the 
practitioners referred their patients to Ayurvedic unit 
located in the hospital for the treatment for various 
chronic diseases where biomedical modalities were not 
catering to address the problem [Table 4]. The reasons 
for not referring by rest of 65% was either due to the 
feeling that it was not their system “or” they never felt 
the need “or” they were not convinced about the system 
[Table 5]. Almost 50% of the doctors expressed their 

willingness to participate in collaborative research 
projects related to Ayurveda [Table 6]. The biomedical 
doctors who responded were of the view that there is 
possibility of integration of Ayurveda with Biomedicine. 
The suitable areas identified for integration according to 
them were preventive medicine, treatment of skin 
diseases, joint disorders, neurological conditions, 
gastrointestinal disorders, chronic pain, psychological 
abnormalities, diabetes, obesity, lipid disorders, auto 
immune diseases, degenerative conditions and other 
miscellaneous disorders where biomedical system has 
certain limitations [Table 7]. The hindrances identified 
for integration between Ayurveda and Biomedicine were 
lack of information among health care providers, 
skeptical attitude of biomedical and Ayurvedic doctors 
towards each other, gaps in substantial scientific 
validation of Ayurveda. It was felt that the amicable 
communication between the experts of different medical 
systems, mutual appraisal of the available information, 
sharing of research experiences and evidence-based 
results are essential factors for fruitful integration. 
Finally the respondents opined that, the active 
involvement of Ayurvedic practitioners, biomedical 
doctors, medical researchers, quality assurance by 
pharmaceutical industry and evidences for safety and 
efficacy of Ayurvedic medicines will usher the real-time 
integration [Table 8].  
CONCLUSION 

 The observations of the study re-ascertain that 
Ayurveda is a time-tested, natural health care system 
which recommends holistic treatment methods, lifestyle 
interventions, for prevention and treatment of chronic 
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and degenerative diseases. Further, it was also opined 
that, keeping in view of the improved access and 
inclination of people's choices toward Ayurveda and 
limitations of conventional medicine to deal with certain 
preventable, acute/ chronic conditions, due to serious 
side effects and adverse events, there is a definite need of 
functional integration today. The salient suggestions 
provided by the respondents (participated in the study) 
to improve the visibility and acceptability of Ayurveda to 
the mainstream biomedical practitioners are as follows:  
 Up gradation of the skill and knowledge of 

Ayurvedic service providers aided by reorientation 
programmes and practical training workshops to 
ensure patient safety.  

 Doctors of Ayurveda and Biomedicine have to 
improve mutual communication on regular basis 
and be active partners of interdisciplinary research.  

 Safety, effectiveness and quality of Ayurvedic 
products and practices should be ensuring based on 
research and evidence. 

 All efforts should be made to improve public 
awareness regarding the safe usage of Ayurvedic 
medicines and therapies. Anything amounting to 
magic remedies, unrealistic claims which tarnish 
the authenticity and reputation of Ayurveda must 
be discouraged.  

 Improved Access to high-quality, cost-effective, safe 
Ayurveda medicines and procedures has to be in 
place. 

Further, the study noted the following issues which 
have become impediments in successful integration of 
Ayurveda and Biomedicine in India: 1. Lack of high-
quality scientific evidence with respect to Ayurvedic 
drugs, treatments, 2. No Legal frame-work in place to 
realize integrative practice, 3. Lack of awareness among 
medical fraternity regarding the possibility of functional 
integration. As the study was conducted in pilot mode 
and restricted to only one tertiary care center the sample 
may not represent the whole of biomedical fraternity in 

India, however the findings of study will help set the 
stage for further work to realize the goal of 
amicable/functional integration of Ayurveda and 
Biomedicine in the public interest. 
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EXECUTIvE SUMMARY

AYUSH* services have been viewed as one way of ensuring access to some form of 
health care to the rural and poor population groups who are underserved by the 
dominant system. However, with the dominance of modern medicine over the past 
century, there has been a drastic decline in the legitimacy and services of the other 
systems. Now, with the enhanced recognition of their complementary strengths, there 
is resurgence of utilisation of Traditional, Complementary and Alternative Medicine 
(TCAM), by the well-off of developed as well as the better-off of the developing 
countries. With concerns of equity and access in health care, a serious question 
arises about the availability and access of quality AYUSH services and Local Health 
Traditions (LHT)† for all.

India is one of the few countries that have developed services of traditional medicine 
through the official planning process of the health service system. In 2005, the launch of 
the National Rural Health Mission (NRHM) included the strategy of ‘mainstreaming 
of AYUSH and revitalisation of LHT’. The NRHM is mandated to strengthen the 
public system of health services with “architectural correction” so as to ensure access 
of all to quality care, with special focus on the marginalised sections. The strategy of 
mainstreaming AYUSH provides for co-location of AYUSH doctors and paramedics 
at the Primary Health Centres (PHCs), Community Health Centres (CHCs) and 
District Hospitals (DHs). There are diverse views regarding the primary objectives of 
this strategy even within the NRHM, where it is viewed either as a way of obtaining 
health care providers for the rural areas where Allopathic doctors are unwilling to 
be posted, or as a way of increasing access to and strengthening the services of the 
AYUSH systems, i.e., ‘mainstreaming of the AYUSH providers or mainstreaming of 
the AYUSH systems’. Keeping both objectives in mind, it was considered important to 
assess the quality and extent of roll-out of the strategy, so that mid-course corrections 
can be undertaken. There is little literature available on the AYUSH services in the 

* The acronym AYUSH (Ayurveda, Yoga & Naturopathy, Unani, Siddha & Homeopathy) represents the 
tradition of systematised, textual health knowledge systems other than the modern.

† Local Health Traditions (LHT) represent the practices and knowledge of the common people and 
folk practitioners who follow an oral tradition of learning and passing on of the knowledge through 
practice.
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public system prior to NRHM, and almost none after its implementation has begun. 
Hence, NHSRC undertook this study. 

Objectives of the Study

To delineate the implications of the NRHM strategy of ‘mainstreaming AYUSH’ in 
terms of coverage and quality of services as assessed by public health management 
criteria, by AYUSH criteria, and by the demand for services. 

Research Questions 

•	 What	is	the	coverage	and	quality	of	AYUSH	services?
•	 How	do	people	perceive	these	systems	and	LHT?
•	 What	is	the	demand	for	services	of	AYUSH	and	the	felt	need	for	LHT?
•	 Is	it	being	met/taken	into	consideration?
•	 Is	co-location	improving	coverage?	Is	co-location	providing	quality	services?
•	 What	is	the	provider’s	perception	of	the	value	of	AYUSH	systems?
•	 What	is	the	provider’s	potential	role	in	stand-alone	and	co-located	services	and	

what	needs	to	be	done	to	ensure	they	fulfil	that	potential?
•	 What	is	the	potential	role	of	LHT	and	what	is	the	role	it	is	playing	at	present?	

What	needs	to	be	done	to	achieve	that	potential?

METHODOLOGY 

The study covers 18 states of India‡, with data collected in 2008 and 2009. In each 
state it focused on the coverage and quality of stand-alone AYUSH services existing 
prior to NRHM and the co-located services largely initiated under the NRHM in 
the public system (except in Tamil Nadu and West Bengal where it was significant 
even earlier). Comparative analysis across the states has allowed an examination of the 
factors that influence the development of AYUSH services in the public system. Some 
parameters, such as of institutional coverage, number of doctors in the public system 
and the rationality of their prescriptions as well as practice of cross-referral, have also 
been compared between the AYUSH and Allopathic services. 

‡ High Focus states – Jammu & Kashmir, Uttarakhand, Orissa, Bihar and Jharkhand.
   High Focus North East states – Assam, Manipur, Nagaland, Sikkim and Tripura.
   Non-High Focus states – Andhra Pradesh, Haryana, Punjab, West Bengal, Karnataka, Tamil Nadu, 

Kerala and Delhi.
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The demand for AYUSH services has been assessed by triangulation of the perceptions 
of patients through exit interviews, community through household interviews, and 
interviews of Allopathic and AYUSH providers at the stand-alone and co-located 
institutions. Data on utilisation of AYUSH services as well as the LHT provides 
concrete representation of the demand. Respondents of the exit and household 
interviews included different socio-economic groups, both sexes and the young, 
middle-aged and elderly age groups. 

Knowledge of the LHT and rationality of AYUSH providers’ prescriptions was 
validated against the principles and texts of the four systems – AUSH. Issues of 
integration and interaction across the systems, as perceived and practiced by the health 
care providers and the community, have been explored as well. 

MAJOR FINDINGS 

Level of Utilisation of AYUSH Services 

State and institutional level OPD (Out Patient Department) attendance data shows 
that the stand-alone services were better utilised than the co-located in most states. 

OPD Attendance at Stand-alone Services 

1. There is a highly variable utilisation across the states, from an average of 8 patients 
per facility per day (AOP/f/d) to 78 patients. 

2. Nagaland, Jammu & Kashmir, Jharkhand, Haryana and Karnataka had an average 
of less than 20 patients AOP/f/d. However, data collected from the facilities 
themselves was 20 patients or more, in these states as well. 

3. Uttarakhand, Manipur and West Bengal got 20-40 AOP/f/d. 
4. Orissa, Andhra Pradesh and Kerala showed a state level average between 40 and 

60 AOP/f/d. 
5. Tamil Nadu received the highest number of AOP/f/d, 78 was the state level 

figure and 43 the district level. 
6. At the facility level in the study districts, AYUSH dispensaries reported providing 

services from 20-127 AOP/f/d. The relative ranking of states, however, remained 
similar to the aggregate data, with minor variations, e.g., Kerala moved up over 
Tamil Nadu. 
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OPD Attendance at Co-located Services 

1. OPD attendance ranged from 1-4 AOP/f/d in 8 states, 5-9 in 2, 10-14 in 1, over 
45 in 1 and over 75 in the exceptional case of Tamil Nadu. 

2. The co-located services in Tamil Nadu and Andhra Pradesh had an OPD 
attendance similar to that of the stand-alone. West Bengal had an even higher 
attendance at the co-located than the stand-alone facilities.

3. The attendance at Allopathic facilities ranges from similar figures as the AYUSH 
stand-alone facility in Orissa, Manipur and Andhra Pradesh, to about 5 times 
that of AYUSH (as in West Bengal). 

4. It is important to note that Tamil Nadu and West Bengal had initiated co-location of 
services well before the others in the pre-NRHM phase. It can, therefore, be hoped 
that the attendance will pick up in the other states as the co-location stabilises. 

Thus, while there were some poorly and some well utilised facilities in each state, the 
official records of the AYUSH institutions and the state directorate’s data on OPD 
attendance showed a fairly good level of average facility utilisation for AYUSH stand-
alone services in most states. The OPD attendance data from the facilities included 
in this study, as also observed by the investigators, showed an even higher utilisation 
than the state and district aggregated data, thereby giving confidence that the 
aggregated state data was reflecting the lower end of the reality and not over-stating 
it. Indoor services were also in use where they were made available, e.g., in the states of 
Uttarakhand, Tamil Nadu and Kerala. 

The co-located services were well utilised where they have been in place and well 
functioning for several years. In most states, however, they were still to find wide 
usage, though marked variations were found, as expected, across facilities and districts 
even within a state. 

Utilisation Reported by Households

Household reporting of use of AYUSH services in the last three months also 
corroborated the high utilisation in most states, ranging from 20% to over 90%. One-
third states had up to 30% reporting utilisation, another one-third had 30-60%, and 
the rest one-third states, 60-98% reported utilisation in the last three months. 

This figure of utilisation of AYUSH OPD services may be higher than in other parts 
of the state, since the design criterion was selection of a good AYUSH services district 
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and the households were from villages where an AYUSH public service facility was 
situated. In most states, the household responses included both public and private 
service utilisation. However, it does reflect the widespread popularity of AYUSH. 

Level of Utilisation of LHT 

In 14 of the 18 states, 80-100% of the households reported use of LHT. They are 
most commonly used in the poorest regions which also have the poorest services in 
the public and private sectors. In the Non-High Focus states with relatively good  
health services, i.e., Tamil Nadu, Kerala, Haryana and Karnataka (those with higher 
average state per capita income and better-developed general health services in the 
public and private sectors) too, the use of LHT was still in the range of 50-75%.  
In the exit interviews 2-73% of patients reported use of home remedies for their presenting 
illness, and 18-80% were continuing them together with AYUSH and Allopathic 
treatment, respectively. This corroborates the household reporting of high use of home 
remedies.

The high utilisation of AYUSH services and LHT in states such as Tamil Nadu and 
Kerala refutes the argument frequently made, that people resort to them because of 
inaccessible or unaffordable general modern health services. These are the states with the 
best functioning public systems of free health care and high utilisation of Allopathic public 
and private services. It indicates the community ‘felt need’ for services other than that of 
the modern system. The pluralistic health seeking behaviour reflects the inherent strengths 
and limitations of the various systems, thereby indicating a demand for AYUSH services 
that remains unfulfilled in the other states due to poor quality of services and/or poor 
coverage. 

Pattern of Usage of AYUSH and LHT 

There is a clear distinction made by the community members between the conditions 
for which LHT, AYUSH or Allopathy is considered more useful. An important 
finding is that AYUSH and LHT are in use for both acute and chronic conditions. 
Broadly, only the serious emergency conditions are excluded for resorting to AYUSH 
services. 

LHT were being used for the early stages of any disease, and in chronic conditions. 
They were largely also continued when taking Allopathic treatment. 
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For Treating Chronic Conditions 

More cases of chronic illness were found among the patients taking AYUSH treatment, 
as compared to those taking Allopathic treatment. Joint pain, skin problems and 
respiratory disorders are amongst the most commonly mentioned health problems for 
which AYUSH is sought for, as mentioned both by the users (exit interviews) and the 
community (household interviews). High blood pressure, heart disease and diabetes, 
are also among the top five mentioned by community members in several states. 

For Treating Acute Illness 

However, it is important to note that among the users of AYUSH services, the largest 
number was for acute everyday problems such as cold & cough, fever, diarrhoea and 
difficulty in breathing for all age groups. Jaundice and Chikungunya have also been 
among the top five mentioned in some states. 

For Promotive and Preventive Functions 

Specific usage of the Siddha facility for increasing children’s immunity is a special 
finding in Tamil Nadu. However, their use for promoting health of the mother during 
pregnancy as well as for the baby’s health is extremely widespread. They are popular 
for recuperation in conditions such as malnutrition and convalescence. 

Community’s Perceived Reasons for  
Utilisation of AYUSH and LHT 

Reasons of valuing AYUSH are those that are commonly accepted in health literature: 
previous experience of getting cured, belief in the traditional system, side effects 
of the allopathic medicine, perceived effectiveness in chronic diseases, easy to use 
(community can well relate to) and no other option of health facility available. 

‘Effective’, ‘cheap’, ‘easily available’, ‘easy to use’ and ‘no side effects’ were the commonly 
cited reasons why the LHT were found useful. 

Level of Awareness in the Community  
regarding AYUSH and LHT 

Across the states, awareness regarding medicinal plants was found to exist in 47-100% 
households, and about food items having medicinal properties was found to exist in 
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54-100% households. Kerala and Karnataka had the lowest responses, while in all 
other states responses were about 90% or more. 

Validity of Community Knowledge and Practice 

The community’s knowledge of medicinal plants and medicinal value of foods was 
validated in all 18 states.

More than 75% of home remedies used for diarrhoeal disease, anaemia and diabetes, 
as well as in convalescence and maternal and child health (MCH) conditions, were 
validated across the states. 

This is generally indicative of the strength of people’s knowledge and its links with the 
indigenous systems suggesting that it should be the base to build upon as a positive resource 
rather than being neglected or even denigraded, as often implied in the general Information, 
Education and Communication (IEC) messages and health providers’ communications. 
This also implies that the people’s knowledge can further be strengthened and updated 
as per AYUSH scientific episteme for larger prophylactic and therapeutic use. It can also 
contribute to the strengthening of content of the AYUSH systems.

Perceptions and Practices among Health  
Care Providers Related to AYUSH and LHT 

70% of the Allopathic doctors were of the view that AYUSH systems are not 
redundant and suggested ways of strengthening their services. They also mentioned 
home remedies as useful. 55% of them advised home remedies in combination with 
Allopathic treatment to their patients. 

The AYUSH as well as the Allopathic doctors expressed the need for research  
and documentation of some common health practices and illustratively quoted  
a few. 

The ASHAs across the states [and Village Health Nurses (VHNs) in Tamil Nadu] 
had good knowledge about local medicinal plants and advised herbal remedies to 
people in the community. However, their level of responses was lower than from the 
household interviews in the community. This was relatively low in Kerala, Punjab and 
Haryana. 
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Practice of Combination Treatment and Cross-Referral  
between Different Systems 

Both the Allopathic and AYUSH doctors have listed several conditions for which 
treatment of different systems is combined. They also list conditions where AYUSH 
providers refer to Allopaths, and others where Allopaths refer to AYUSH. However, 
the cross-referral was done verbally and in an informal way, thereby not being 
documented or formally recognised. 

The conditions for which combination or referrals were listed by the doctors tend 
to tally very well with the people’s perceptions and use. This triangulation is a strong 
basis for further examination and inclusion of those found cost-effective, safe and 
easily accessible into “multi-pathy” Standard Guidelines for Treatment. 

POPULATION COvERAGE OF AYUSH SERvICES 

Number and Type of Facilities – Stand-alone  
and Co-located 

There is a wide network of stand-alone AYUSH facilities in the public system in most 
states, ranging from 1 institution per 17 thousand persons in Uttarakhand to a low 
of 1 for over 1 lakh in Jharkhand and Bihar. With co-location, the ratio of service 
institutions to population improved to 1:12 thousand in Uttarakhand (from 1:17 
thousand), and 1:14 thousand in Orissa (from 1:33 thousand) to 1:60 thousand in 
Andhra Pradesh (from 1:76 thousand). 

In the states of West Bengal and Tamil Nadu, where large-scale co-location existed even 
before NRHM, the result of the NRHM strategy has been addition of co-location 
facilities at the Primary Health Centre and Community Health Centre levels. Earlier, 
the focus was on District and Sub-district Hospitals.  

Relative to Allopathic facilities [excluding Sub-Centres (SCs) which are not meant to 
have doctors providing services], the total AYUSH services still remained low in most 
states even after co-location. The exceptions were Kerala, Tripura and West Bengal, 
where the AYUSH service institutions were more in number than the Allopathic even 
prior to NRHM. In Orissa, the number of AYUSH service institutions became more 
than that of Allopathy after co-location under NRHM, as has the ratio of doctors in 
the same proportion. 
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Among the High Focus states, the hill states, i.e., the North East (NE) states (except 
Tripura and Assam), Jammu & Kashmir and Uttarakhand had the best coverage by 
Allopathic institutions, the Government of India having set lower population norms in 
these areas with difficult terrain. However, they have very varied coverage by AYUSH 
services; Uttarakhand, Tripura and Jammu & Kashmir, having good coverage, and 
Manipur, Assam, Nagaland and Sikkim having poor coverage. Bihar and Jharkhand 
have poor coverage of both Allopathic and AYUSH services. Orissa is the exception 
with good coverage of both. 

Among the Non-High Focus states, Punjab and Tamil Nadu have good coverage of 
Allopathic services, but Tamil Nadu lags in coverage of AYUSH services. All others 
have low institutional coverage of Allopathy, and even lower of AYUSH services. 
Kerala is the exception with the highest coverage of Allopathy and AYUSH services. 

QUALITY OF AYUSH SERvICES 

The quality of AYUSH services was assessed based on a set of parameters covering 
infrastructure, human resources, supplies, record-keeping and other inputs. While 
the quality varied across states, in almost all, the quality of infrastructure, presence of 
human resources, supply of medicines, and records were found to be unsatisfactory. 
Combining indicators for all these parameters a qualitative grade was composed for 
the quality of facilities in each state. 

Among the stand-alone facilities, in 8 states they were graded ‘fair’, in 2 ‘good’ and in 
3 ‘very good’. Among the co-located, 7 were graded ‘poor’, 6 ‘fair’ and 2 ‘good’. Thus, 
the quality of services was found to be better in the stand-alone than the co-located, 
the gradient across states being similar. 

Infrastructure and Logistics 

Among the stand-alone institutions, the hospitals generally had good buildings with 
reasonable maintenance; however, the dispensaries were in comparatively poorer 
shape in all states, some still running from semi-pucca or kaccha buildings even in 
the Non-High Focus states. Cleanliness was generally found to be lacking in most 
institutions, especially in the toilets and the vacant space in the compound. Water 
supply and electricity were generally erratic, with no back-up of tanks or generators. 
Vacant space around the compound was generally found in the facilities covered 
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across states, except Delhi, though it lay unutilised for herbal gardens or quarters for 
the staff. 

Among the co-located facilities, the District Hospitals had separate space for the 
AYUSH OPD in all states, the CHCs had separate space only in Orissa, Manipur 
and Sikkim, and in no state in the PHCs. Signages were generally not adequate. While 
water supply and electricity were generally erratic, there was back-up of tanks and 
generators for the whole institution that benefited the AYUSH services as well. Most 
had some vacant compound but no herbal gardens. 

Thus, on an average, all the states could just qualify marginally for marks on the 
parameter of infrastructure.

Drug Supply 

The supply of AYUSH medicines was stated to be inadequate by the providers and 
users, and the packaging and drug dispensing has been reported as inconvenient to 
the patients. 

Supplies were generally better at the stand-alone than the co-located services. The 
PHCs in particular had poor supply; a large number of those studied not yet having 
begun to get AYUSH medicines. 

Diagnostics 

Diagnostic facilities are available at the co-located institutions, but only at very few 
stand-alone AYUSH hospitals, and none at the stand-alone dispensaries. 

Human Resources

The ratio of number of AYUSH doctors to AYUSH institutions reveals the position 
of vacant posts and lack of doctors and paramedics in the public system in atleast 
5 states – Bihar, Jharkhand, Manipur, Tripura and Punjab. With co-location, under 
NRHM, the doctor : population ratio has improved considerably. Jammu & Kashmir 
and Orissa have among the best AYUSH doctors in the public system: population 
ratio after co-location, at approximately 1:15 thousand. Bihar, with no co-location, 
has the worst at over 1:4 lakh. 
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However, across states, despite co-location, the AYUSH doctors continue to be 2 to 
15 times less than the Allopaths. Orissa is an exception since it now has more AYUSH 
doctors than Allopaths in the public system. 

Salary Structure 

There is parity in salary structure between the AYUSH and Allopathic doctors in only 
a few states; among the doctors in regular service in Kerala, Tamil Nadu and Jammu 
& Kashmir, and among the contractual doctors in co-located facilities of Jammu & 
Kashmir, Bihar, Manipur and Tripura. In all others, it is much lower than that of the 
Allopaths. 

Designation 

In Haryana and Tamil Nadu, the AYUSH doctors are designated as Assistant MOs 
(Medical Officers) irrespective of their level of seniority. They do not become in charge 
of facilities if an Allopath is also posted at the same facility. 

In all other states, the designation is MO, but the charge remains with the Allopaths. 

Roles and Responsibilities of AYUSH Doctors 

Primarily OPD services seem to be the major activity of AYUSH doctors. Where there 
is no other doctor, they practice both Allopathy and AYUSH. This is specially marked 
at the PHC level in most states. In CHCs and District Hospitals, they practice their 
own system of medicine most of the time. In some states, such as Manipur and Orissa, 
they also conduct deliveries at PHCs where there is no Allopathic MO. There is no 
outreach activity and no clear role definition in implementing the National Health 
Programmes (NHPs). In some states there are a few mobile clinics and health melas 
where the AYUSH doctors participate. They may also be involved in some training 
activity for Reproductive and Child Health (RCH) care and AYUSH component 
of the Auxiliary Nurse Midwives (ANMs) and Accredited Social Health Activists 
(ASHAs). 

Validation of the Prescriptions of AYUSH Doctors 

Over 75% of the AYUSH doctors’ prescriptions were validated by AYUSH text 
references and principles in all the states where prescriptions were recorded, i.e.,  
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11 of 18 states surveyed. About 25% were outside the texts, Kerala findings showing 
only 5% outside. Jammu & Kashmir showed a 100% outside because all AYUSH 
doctors practiced Allopathy since no AYUSH medicines were being supplied, and 
the expectation in the service was that they practice only Allopathy. 

Record-Keeping of AYUSH Services 

The facilities profiled in the study had records of OPD attendance, but did not have well 
maintained utilisation data by age, sex as well as the profile of presenting complaints. 
There was also a mix of terminologies of diseases quoted from both the AYUSH 
system as well as modern medicine diagnostic terms, e.g., arthritis is also mentioned 
as “vata vyadhi”. Information about referral of patients was not covered anywhere, 
whether of cross-referral within a co-located institution or to other institutions. The 
services provided by these institutions in National Health Programmes (NHPs), 
especially National Vector Borne Disease Control Programme (NVBDCP) (e.g., 
Chikungunya), are not properly recorded. Where recorded, the reporting mechanism 
still needs to be put in place. 

However, a comparison of the facility level OPD utilisation data with the state 
level aggregated data showed that the state records had lower figures and, therefore, 
were definitely not inflated, though there was likelihood of under-reporting due to 
incomplete/irregular reporting by facilities and districts. 

The web-based Health Management Information System (HMIS) of the general 
health services, provides data on the co-located services only. There, too, data is 
available for state and district levels, providing only the OPD attendance. In many 
states, it was obvious that the aggregated data was based on incomplete reports with 
only some districts and facilities sending in their data. 
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INTRODUCTION

AYUSH & LHT in Health Care Policy & Planning
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Mainstreaming AYUSH and Revitalizing 
Local Health Traditions

various traditional and folk practitioners. Al-
though they have no legal sanctity, they are time 
tested through people’s experiential knowledge. 
As such, these practices need to be examined in 
the light of present knowledge and for strength-
ening ecologically sustainable ways of under-
standing health & disease, promoting health and 
treating ill-health. The LHT are important for 
sustaining and strengthening the AYUSH sys-
tems as well. Therefore ‘Revitalizing’ of LHT 
is another strategy of the NRHM.

1.3 The National Policy on ISM & H, 2002, had 
emphasized the need for integration of ISM & H 
with the Allopathic services as well as strength-
ening the ISM & H services in the public health 
service system. It had spelt out strategies for:

Integration of ISM & H with the National ��

Health Programmes and Primary Health 
Care delivery system. 
Operational use of ISM & H in Reproduc-��

tive & Child Health (in 11 areas of ante-
natal, natal and postnatal care).
Revitalization of Local Health Traditions.��

Making Available Home Remedy Kits (with ��

herbal medicines). 
Inter-Sectoral Co-operation (School educa-��

tion, industry, culture, tourism).
Promotion of herbariums for local health ��

care as well as sources of livelihood (be-
ing propagated by the AYUSH department, 
Bio-technology dept. and by NGOs). 
Administration of the ISM Sector.��

Exposing the Indian & Foreign Allopathic ��

/Modern graduates to Indian systems of 
Medicine.

A.  The Policy Framework and NRHM

1.1 The concept of ‘Mainstreaming AYUSH’ finds 
place in the policy documents of the Govern-
ment of India since the IXth five year plan. The 
Department of Indian Systems of Medicine and 
Homoeopathy (ISM & H) was created in March, 
1995 [re-named as Department of Ayurveda, 
Yoga & Naturopathy, Unani, Siddha and Ho-
moeopathy (AYUSH)1] in November, 2003 
with a view to providing focused attention to 
development of these systems. The government 
has given support to the ISM & H as part of its 
planned development of the health sector ever 
since Independence. This support has clearly 
been weak relative to the dominance of the Al-
lopathic system and hence the need was felt to 
‘mainstream’ what have been, and continue to 
be, widely used knowledge systems and prac-
tices in the country. This has become part of the 
‘architectural correction’ of the health services 
envisaged by the National Rural Health Mission 
(NRHM).

1.2 Local Health Traditions (LHTs) refer to health 
promotive, preventive and curative methods 
having general acceptance and prevalence 
among households of different socio-economic 
strata. While these have common roots with the 
indigenous textual systems, it is not necessary 
that these practices conform exactly to differ-
ent ancient health systems and their texts. They 
may be practiced by the households themselves 
as ‘home remedies’ or through the services of 

1 AYUSH is an acronym for Ayurveda, Yoga & Naturopathy, 
Unani, Siddha & Homeopathy, but it covers 7 legally rec-
ognized systems of medicine including the above as well as 
Amchi. These represent the systematized forms of health 
related knowledge with their texts, formal traditions and 
institutions.
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Building awareness for AYUSH systems��

Intellectual property rights and patents��

Education and research��

1.4 The National Rural Health Mission, announced 
in 2005 and implemented on the ground in 
2006, has formulated ‘revitalising local health 
traditions and mainstreaming AYUSH’ at the 
primary and secondary levels as one of its strat-
egies to strengthen the public health services 
(NRHM Framework of Implementation, 2006). 
This convergence of AYUSH with the allopath-
ic health services has been envisaged to: 

Provide choice of treatment systems to the ��

patients,
Strengthen facility functionality, ��

Strengthen implementation of the National ��

Health Programmes.
1.4 The report of the Working Group on “Access 

to Health Systems including AYUSH” (Plan-
ning Commission 2006) mentions that under 
the NRHM all PHCs and CHCs would provide 
AYUSH facilities under the same roof. It rec-
ommended that:

The AYUSH manpower would be arranged ��

either by relocation of AYUSH doctors 
from the existing dispensaries that do not 
have their own buildings, or from contrac-
tual hiring of AYUSH doctors with NRHM 
funds.
The other infrastructure and supply of medi-��

cines to PHCs and CHCs would be financed 

through the Centrally Sponsored Scheme of 
Hospitals and Dispensaries which had re-
ceived a very good response from States in 
the last two years of the Xth Plan. Hence, it 
was proposed to substantially increase the 
Plan provision for this scheme to Rs.625 
crores in XIth Plan. 
Upgradation and assistance to existing AY-��

USH hospitals and dispensaries was also 
proposed as a minor modification in the 
scheme.
During the XIth five year plan, it was pro-��

posed that a National Medicinal Plant (NMP) 
scheme be initiated and that the ‘Vanaspati 
Van’ scheme which was being implemented 
by the Department of Family Welfare under 
RCH-I, be merged within it. (The merger 
was done in 2002, without any outcome re-
view being publically available.) The NMP 
scheme proposed to cover 30,000 hectares 
of area with Herbal Gardens in 10 states.  
(See Annexure IX for details on the Nation-
al Mission on Medicinal Plants.)

1.5 The Indian Public Health Standards (IPHS) 
have stated the minimum requirement of hu-
man resources, infrastructure, drugs and logis-
tics for implementation of the mainstreaming of  
AYUSH component, from the sub-centre level 
up to the district hospital with 500 beds (An-
nexure IV). 
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B. Health Systems Policy Perspective & Supportive Strategies for 
optimizing the outcomes of Mainstreaming AYUSH & revitalizing LHT 

tics. Various related perspectives and experiences 
provide lessons to draw from, nationally and inter-
nationally.

Opportunities in the Indian Context

India has a comparative advantage in the area of 
‘Complementary Medicine’ and can be a world 
leader in the field. This is because India has an im-
mensely rich and mature indigenous medical heri-
tage of its own and strong foundations in western 
biomedical sciences. It is the only country which has 
provided legal status to seven non-allopathic sys-
tems of medicine, namely Ayurveda, Yoga, Unani, 
Siddha, Homeopathy, Naturopathy and Tibetan /
Amchi Medicine. All these systems function today 
in India, as parallel streams along with Allopathy as 
the mainstream, with very little interaction between 
them.

The size of the AYUSH sector in India is impressive. 
Apart from China there is no other country which 
has an educational infrastructure for undergraduate 
and post-graduate education in Traditional Medi-
cine. Over 25,000 AYUSH Practitioners qualify ev-
ery year from 456 AYUSH colleges. There are over 
7 lakh registered AYUSH practioners in the country 
(Dept. Source of AYUSH: Refer the pie diagram on 
page 23). There are 1355 hospitals with 53296 beds 
and over 22,000 dispensaries providing primary 
health care. However, by the few accounts avail-
able, their quality of infrastructure and functioning 
generally appears to be run-down; However, there 
is insufficient data on the quality and social impact 
of the health services provided by either the govern-
ment run institutions or the private ones. 

LHT consists of the use of home remedies as well 
as a range of folk practitioners. Broadly classified, 
traditional health practitioners, folk healers, faith 

The use of all available systems of health and heal-
ing has been considered important, both nationally 
and internationally. Within the overall framework of 
modern medicine, multiple roles have been envis-
aged for ‘other systems’: 

making use of the practitioners of traditional ��

systems and folk medicine for public health 
programmes and services, 
allowing the systems a subsidiary role in health ��

care as Complementary and Alternative Medi-
cine (CAM), 
Creating a new scientific paradigm that inte-��

grates traditional and modern medicine. 

‘Mainstreaming AYUSH’ focuses on the first, but 
this provides the opportunity to initiate moves to-
wards the second, and may even facilitate the third. 
Reviewing the opportunities and challenges in the 
Indian context, a number of areas for support to 
strengthen the outcomes of mainstreaming can be 
identified. 

1 Integration of traditional medicine with 
Allopathy

Developing an integrated view of health care, from 
self care by people, to primary, secondary and ter-
tiary services of all pathies—including LHT, AY-
USH and Allopathy—is necessary for a systemic 
approach. However, integrating AYUSH with a 
dominantly Allopathy based health service structure 
is an extremely serious and challenging task with a 
contentious history. It is an extremely complex task 
to integrate different medical knowledge systems 
because they are based on different worldviews, 
philosophical frameworks and logic; different con-
ceptions of the body and mind; and different theo-
ries of physiology, pharmacology and pharmaceu-
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healers and dais2 constitute the work force. Several 
new forms of healing are emerging, such as electro-
magneto therapy, quantum healing, Pranic healing, 
Reiki and colour therapy among others, it is still de-
bated whether they should be considered part of the 
LHT.

Integration

In India, integration of pathies has been viewed ��

in very diverse ways, from mere co-location 
that covers up for the lack of an MBBS doc-
tor in the PHCs and CHCs for basic curative 
care and implementation of national health pro-
grammes with little concern about the benefits 
of the AYUSH systems themselves; to active use 
of ‘alternative medicine’ and ‘complementary 
medicine’ that helps overcome the iatrogenesis 

2 AYUSH practitioners = Graduates from colleges of the 
specific system(As recognized under the second, third and 
fourth schedule under Central Council of Indian Medicine 
Act 1970,see Annexure VIII)
Traditional Health Practitioners (THP)= Non- institution-
ally qualified who learnt a textual system through a heredi-
tary passing on of knowledge or from an older practitioner 
Folk Healers (FoH) = non-textual ‘system’ learnt hereditar-
ily or from another teacher, the ‘guru’, often addressing a 
specific health problem 
Faith Healers (FH) = those who use non-material means of 
prevention or treatment, invoking ‘spiritual’ forces to do so, 
may or may not combine with herbal/animal medicines
Dais = traditional birth attendants (TBAs) 

AYUSH & LHT Services in the Public and Private Sectors within and outside the NRHM

(THP = Traditional Health Practitioners, FoH = Folk Healers, FH = faith healers, Dais=traditional birth attendants)

and limitations of Allopathy; to a complete sci-
entific integration. The last has been attempted 
in terms of the AYUSH under-graduate curricu-
lum including the basic bio-medical sciences 
(anatomy, physiology, etc.), but there is no ex-
posure of the MBBS students to AYUSH and 
their principles.
While a few institutions have integrated ��

knowledge and practices of the various AYUSH 
systems1, there is not a single formal institution 
in the country wholly dedicated to research and 
good clinical practices that integrates Allopathy 
and the AYUSH systems. 
As a dominant trend, medical professionals and ��

policy makers in India still seem to be carry-
ing the residues of the colonial modernization 
vision which for political and economic rea-
sons suppressed indigenous knowledge. This 
outlook however is undergoing a change in the 
wake of growing global experiences about the 
limitations of such an approach in health care, 
as well as in light of the findings of the latest re-
search in the medical sciences that have proved 
the worth of traditional practices in promotive, 
preventive, curative, and palliative care.
What is happening in practice seems to be a ��

range of interactions, both in the public and 
private sectors, generating a combination of 
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the AYUSH and LHT with Allopathy. Within 
public health, the ‘ksharasutra’ campaign is on, 
including in allopathic hospitals. Yoga, naturop-
athy and herbal remedies are in use for preven-
tion and control of non-communicable diseases, 
and Homeopathy is being used for control of 
Chikungunya as well as by paediatricians for 
patients. Therefore, what would be the optimal 
utilisation of the AYUSH systems at the PHC 
and CHC level needs to be defined. 

Under NRHM 

On a more practical level, and in an immediate time 
frame, optimising the opportunity provided under 

Table No. 1

Challenges for AYUSH & LHT in Indian Context

National policy 
and regulatory 
frameworks

Lack of recognition of significant role of AYUSH Systems and AYUSH providers in spite • 
of their legal recognition in the country and also a separate department under the Ministry 
of Health &Family Welfare.

Inadequate allocation of resources for development of AYUSH services and capacity • 
building.

Inadequate framework of AYUSH education in contemporary context.• 

AYUSH not integrated into national health care systems, but functioning as a parallel • 
system.

Lack of proper regulatory and legal mechanisms for integrated practice.• 

Lack of a clear definition for defining ‘quacks’, leading to harassment of traditional heal-• 
ers.

Unequal distribution of benefits of indigenous knowledge and products.• 

Safety, Efficacy 
and Quality

Inadequate evidence-base for AYUSH therapies and products.• 

Lack of international and national standards for ensuring safety, efficacy and quality con-• 
trol of AYUSH therapies and products.

Lack of appropriate registration of AYUSH providers.• 

Inadequate support for research to generate advances in the systems.• 

Lack of research methodologies based on an appropriate amalgamation of the AYUSH • 
system’s theoretical foundations and modern science.

Lack of standards for quality assessment of AYUSH facilities.• 

NRHM by more than one pathy being located under 
one roof for a kind of functional integration would 
require mutual understanding and creating an envi-
ronment of mutual respect amongst medical profes-
sionals trained in different systems. It will involve 
an appreciation of the strengths and limitations of 
different medical systems and based on this appre-
ciation, a carefully worked out code of ethics for 
cross referrals. Such a plan of functional integra-
tion can immediately provide better options and in-
formed choices to millions of health care seekers 
and one need not wait for more complex research 
led epistemological integration to be completed. 
Legal as well as scientific issues become relevant 
here, besides cost-effectiveness, accessibility and 
acceptability. 
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Challenges for AYUSH & LHT in Indian Context

Access Destruction of sources of raw material for AYUSH remedies and LHT (deforestation and • 
other forms of ecological degradation); including by unsustainable use of medicinal plant 
resources due to unregulated commercial exploitation.

Lack of data measuring access levels and affordability• 

Lack of official recognition of role of AYUSH providers• 

Lack of cooperation between AYUSH providers and allopathic practitioners.• 

Rational Use Lack of confidence among practitioners of AYUSH systems.• 

Weaknesses in education and training for AYUSH providers • 

Lack of information on AYUSH among allopathic practitioners• 

Lack of communication between AYUSH and allopathic practitioners, and between al-• 
lopathic practitioners and consumers

Lack of information for public on rational use of AYUSH and Local health traditions.• 

Unscrupulous practice by some practitioners of traditional and folk medicine, just as a sec-• 
tion of allopathic practitioners exploit the vulnerability of the ill.

policy. In some Asian countries such as China 
the development has been a response to mo-
bilising all healthcare resources in meeting 
national objectives for primary health care. In 
other countries such as India & South Korea, 
change has come through politicisation of the 
traditional health sector and a resultant change 
in the national health policy (Gerard Bodeker, 
BMJ, 2001).
Two basic policy models have been followed

An integrated approach where modern and ��

traditional medicine are integrated through 
medical education and practise (e.g. China, 
Vietnam), and
A parallel approach, where modern and tra-��

ditional medicine are separate within the 
national health system (e.g. India, South 
Korea).

China
In China the integration of traditional Chinese ��

medicine into the national healthcare system 
began in response to urgent national planning 
needs to provide comprehensive healthcare ser-
vices. Integration was guided by health profes-

International Perspective

Internationally, Traditional Medicine (TM) is ��

widely used, is growing rapidly, and has gained 
substantial economic importance.
TM and indigenous medicine are comprehen-��

sive terms used to refer both to systems such as 
traditional Chinese medicine, Arabic medicine, 
Indian Systems of Medicine like Ayurveda, 
Yoga, Unani and Siddha, TM therapies include 
medication therapies -if they involve use of 
herbal medicines, animal parts and /or minerals 
and non medication therapies -if they are carried 
out primarily without the use of medication, as 
in the case of Yoga, Acupuncture, manual thera-
pies and spiritual therapies. 

Middle-income Industrial cum Peasant Societies

In developing countries, broad use of TM is ��

often attributed to its accessibility and afford-
ability, and also because it is firmly embedded 
within wider belief systems.
Asia has seen the most progress in incorporat-��

ing its traditional health systems into national 
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sionals trained in modern medicine; harmoniza-
tion with modern medicine was the goal. The 
state administration of TCM manages the entire 
sector ranging from legislation, regulation and 
policy through to hospital administration, drug 
control and international economic and aca-
demic cooperation.
As of today hospitals practicing traditional Chi-��

nese medicine treat 200 million outpatients and 
almost 3 million in patients annually. This was 
accomplished by a science based approach to 
the education of traditional Chinese medicine 
and an emphasis on research. Both were sup-
ported by a substantial organizational structure. 
To many observers, modern medical control 
over the terms and process of integration has 
resulted in the loss of important aspects of tra-
ditional theory and practise. 

High-income Industrialised Societies

In countries where the dominant health care ��

system is based on allopathic medicine or 
where TM has not been incorporated into the 
national health care system, TM is often termed 
as ‘Complementary, alternative or non conven-
tional’ medicine. In many developed countries 
popular use of Complementary and Alternative 
Medicine (CAM) is fuelled by concern about 
the adverse effects of chemical drugs, question-
ing of the approaches and assumptions of al-
lopathic medicine and greater access to public 
health information. At the same time, longer life 
expectancy has brought with it increased risks 
of developing chronic, debilitating diseases 

such as heart disease, cancer, diabetes and men-
tal disorders. For many patients, CAM appears 
to offer gentler means of managing such disease 
than does allopathic medicine.

USA & UK
Therefore, developed countries are now for-��

mally exploring the science behind CAM. The 
National Center for Complementary and Alter-
native Medicine (NCCAM) in the U.S.A is the 
Federal Government’s lead agency for scien-
tific research on complementary and alternative 
medicine (CAM). It is one of the 27 institutes 
and centers that make up the National Insti-
tutes of Health (NIH) within the Department of 
Health and Human Services.
[NCCAM, National Institutes of Health Bethes-
da, Maryland, USA] Refer - webreferences
The Department of Health, United Kingdom, 
has ongoing research projects under Public 
health improvement schemes on Complemen-
tary & Alternative Medicine. 
[Department of Health United Kingdom]
Refer - webreferences

All these aspects need to be considered by the policy 
makers for effectively mainstreaming the AYUSH 
systems and LHT in India. The following table pro-
vides the WHO outlook on integration related issues 
and strategies for effective amalgamation of tradi-
tional medicines into the health systems. 
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Table No. 2

 WHO Traditional Medicine Strategy 2002–2005 — objectives, components  
and expected outcomes

Objectives Components Expected Outcomes
Policy: Integrate TM/CAM with
national health care systems, as ap-
propriate, by developing and imple-
menting national TM/CAM policies 
and programmes

1. Recognition of TM/CAM 
Help countries to develop national pol-
icies and programmes on TM/CAM

1.1 Increased government support 
for TM/CAM, through comprehen-
sive national policies on TM/CAM 

1.2 Relevant TM/CAM integrated 
into national health care system 
services

2. Protection and preservation of 
indigenous TM knowledge relating 
to health: Help countries to develop 
strategies to protect their indigenous 
TM knowledge

2.1 Increased recording and pres-
ervation of indigenous knowledge 
of TM, including development of 
digital TM libraries

Safety, Efficacy and Quality: Pro-
mote the safety, efficacy and qual-
ity of TM/CAM by expanding the 
knowledge base on TM/CAM, by 
providing guidance on regulatory 
and quality assurance standards

3. Evidence base for TM/CAM: In-
crease access to and extent of knowl-
edge of the safety, efficacy and quality 
of TM/CAM, with an emphasis on pri-
ority health problems such as malaria 
and HIV/AIDS

3.1 Increased access to and ex-
tent of knowledge of TM/CAM 
through networking and ex-
change of accurate information 

3.2 Technical reviews of research 
on use of TM/CAM for preven-
tion, treatment and management of 
common diseases and conditions 

3.3 Selective support for clinical 
research into use of TM/CAM for 
priority health problems such as 
malaria and HIV/AIDS, and com-
mon diseases

4. Regulation of herbal medicines: 
Support countries to establish effective 
regulatory systems for registration and 
quality assurance of herbal medicines

4.1 National regulation of herbal 
medicines, including registra-
tion, established and implemented 

4.2 Safety monitoring of herbal 
medicines and other TM/CAM 
products and therapies

5. Guidelines on safety, efficacy and 
quality: Develop and support imple-
mentation of technical guidelines for 
ensuring the safety, efficacy and quali-
ty control of herbal medicines and oth-
er TM/CAM products and therapies

5.1 Technical guidelines and meth-
odology for evaluating safety, ef-
ficacy and quality of TM/CAM

5.2 Criteria for evidence-based 
data on safety, efficacy and quality 
of TM/CAM therapies
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 WHO Traditional Medicine Strategy 2002–2005 — objectives, components  
and expected outcomes

Objectives Components Expected Outcomes
ACCESS: Increase the availability 
and affordability of TM/CAM, as 
appropriate, with an emphasis on ac-
cess for poor populations

6. Recognition of role of TM/CAM 
practitioners in health care: Promote
recognition of role of TM/CAM prac-
titioners in health care by encourag-
ing interaction and dialogue between 
TM/CAM practitioners and allopathic 
practitioners

6.1 Criteria and indicators, 
where possible, to measure 
cost-effectiveness and eq-
uitable access to TM/CAM 

6.2 Increased provision of ap-
propriate TM/CAM through 
national health services 

6.3 Increased number of national 
organizations of TM/CAM provid-
ers

7. Protection of medicinal plants: 
Promote sustainable use and cultiva-
tion of medicinal plants

7.1 Guidelines for good ag-
riculture practice in rela-
tion to medicinal plants 

7.2. Sustainable use of medicinal 
plant resources

RATIONAL USE: Promote thera-
peutically sound use of appropriate 
TM/CAM by providers and consum-
ers

8. Proper use of TM/CAM by pro-
viders: Increase capacity of TM/CAM 
providers to make proper use of TM/
CAM products and therapies

8.1 Basic training in com-
monly used TM/CAM thera-
pies for allopathic practitioners 

8.2 Basic training in primary health 
care for TM practitioners 

9. Proper use of TM/CAM by con-
sumers: Increase capacity of consum-
ers to make informed decisions about 
use of TM/CAM products and thera-
pies.

9.1 Reliable information 
for consumers on proper 
use of TM/CAM therapies 

9.2 Improved communication be-
tween allopathic practitioners and 
their patients concerning use of 
TM/CAM
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2 The Self-Care Approach as an Inte-
grative Tool

Both the traditional and western biomedicine repre-
sent theory and practice for managing human health, 
the approaches differing in basic concepts but also 
converging on many aspects of healthy lifestyle 
and public health. Self-care is one such dimension. 
Healthy lifestyles and life patterns are recognized 
by both as the cornerstone of health.

Self care can be both an individual strategy and a 
collective community activity. 

The desirability of empowering communities to ��

take care of their health problems themselves 
has been raised since long. Often it is argued 
that self-care is an ingredient of the Primary 
Health Care strategy with its focus on peoples’ 
health in peoples’ hands. 
Self care is also central to all clinical interven-��

tions, as a way to involve people in their own 
health care. Better health care largely depends 
on the level of willingness and competence to 
engage in self care. 
Modern medical treatment for chronic illness ��

requires intelligent monitoring and modulation 
of dosage etc. by the patient herself/himself and 
this is being incorporated into the current regi-
mens for patient management. However it does 
not mean an open access to all medications over 
the counter.

Self care can be for promotion of good health, ��

prevention of disease or treatment of diseases, 
especially for early stages, simple acute and 
chronic problems or long-term illnesses requir-
ing constant monitoring and medication.
In the international and Indian health arena to-��

day, there are attempts to appropriate the con-
cept of self-care for commercial gain. A people 
empowering self care approach requires that:
Lay people understand their body and not only ��

have access to, but also learn to digest and criti-

cally evaluate health-related information (from 
advertisements, newspapers, books, journals, 
internet, etc.) that could inform their activities. 
Appropriate information about all available 
systems would be useful for rational decision-
making.
Sharing of experiences and information within ��

the community and between sufferers of spe-
cific problems
In India, like in many other low- and middle-��

income countries, vertical, hierarchical social 
structures prevail, creating an environment 
which allows for a greater power of the doc-
tor, and is not very suitable for the self-care 
approach. But the roots of our culture strongly 
advocate for such an approach, with a strong 
foundation of the AYUSH systems of medicine 
and the local health traditions prevalent in our 
country. Moreover the self care approach would 
also serve as a common point of consensus 
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between various knowledge systems towards 
health care.
Indian systems of medicine, homeopathy etc. ��

lay strong emphasis on healthy lifestyles and 
diet regimens for a healthy living along with 
stress combating techniques for a healthy body 
and mind which forms an important dimension 
of self care.

Ayurveda is a system of health and well being that 
puts as desirable ‘taking charge of your own health 
into your own hands’.  Through knowing your body 
constitution and making use of the appropriate 
herbs and spices, fresh organic food, appropriate ex-
ercise, with a sensible daily routine you can live on 
a constant path of self-improvement in health and 
well-being. Similarly yoga and other systems also 
advocate this approach strongly. 

3 Revitalizing Local Health Traditions

The local health traditions of India are ecosystem 
and community specific. They are autonomous and 
community rooted, yet they form the folk roots of 
the AYUSH. Communities transmit their health 
knowledge from one generation to the other through 
an oral tradition without the aid of schools and col-
leges, within families and within the guru-shishya 
paramparas of healers. Also, these are not static but 
in some ways adapt to changing times. 

It is estimated that there are around 1 million ��

village based and community supported tradi-
tional healers in India (FRLHT, www.frlht.org.
in, 15/12/2008). Strengthening use of home 
remedies and the traditional community health 
workers holds the key to self reliance of rural 
communities in primary health care. The task 
of strengthening or revitalization is however a 
complex sociological and educational endea-
vour. It involves documentation, rapid assess-
ment and participatory research. Differentiat-
ing between the various types of healers (as 
discussed earlier) and their role in the present 
context is important to understand and define, 
so that malpractice and exploitation is curbed 

but barriers are not created for their services 
continuing to benefit the people. 
Medicinal plants and herbs form an impor-��

tant ingredient for the LHT and their declining 
availability is a serious concern. In the eleventh 
five year plan the Department of AYUSH has 
allocated a larger budget than ever before for an 
integrated development of medicinal plants and 
herbs. It is extremely important for policy mak-
ers and social activists to ensure that this budget 
line is creatively and effectively utilized.
The National Medicinal Plant Board (NMPB), ��

the State Medicinal Plant Boards (SMPB) and 
NRHM must work in collaboration to define 
guidelines to preserve the large medicinal fauna 
and their utilization in the primary health care. 
The ‘Ayurveda gram yojna’ being followed in a 
few states under the NRHM are the kind of in-
novations which must be assessed for effective-
ness and the experience disseminated to other 
states to learn from. NGO role in this area like 
FRLHT and JJVS (Jan Jagran Vikas Samitis) 
must be explored and innovatively followed in 
the States. (Refer Annexture VI)

4 Administration of the AYUSH 
Sector

Although there are 18 directorates of AYUSH in 
various states they are not functioning indepen-
dently and purposefully in most places. To harness 
the growing importance of AYUSH nationally and 
globally there is a need for political, administrative 
and financial systems to implement the policies and 
constantly review and update them. 

As per the National policy on ISM &H 2002, the ��

state level secretaries and directors of AYUSH 
in major states are meant to oversee and facili-
tate the implementation of AYUSH services. 
However, managerial infrastructure at district 
and block level needs to be strengthened by the 
states through earmarked outlays. There is an 
immediate need to develop much more interac-
tion and involvement strategies of this existing 
administrative structure of AYUSH. 
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NRHM too has provisions to involve AYUSH ��

personnel in the State and District Health So-
cieties in all planning and monitoring activities 
which must be very seriously explored. A few 
States have initiated setting up of AYUSH cells 
in the NRHM Programme Management Unit 
(SPMU) or even for setting up separate SAMC 
for all AYUSH services (such as Rajasthan).
Despite this large scale implementation of the ��

strategies for mainstreaming AYUSH, there is 
very little documentation of the functioning of 
services of the AYUSH systems. Little is known 
about the issues of access, availability, quality 
of infrastructure, human resources, record keep-
ing and HMIS of AYUSH services. 

5 Intra AYUSH Integration and Public 
Health

Constitution of AYUSH is an issue in itself as ��

this acronym represents at least six different 
knowledge systems. Its use reflects the even 
greater bias of public health policy when it 
places these six together, against one i.e. Al-
lopathy. Use of the acronym also masks the 
diversity among the health care systems that it 
represents. While there are some theoretical and 
therapeutic overlaps between some of these sys-
tems they remain as distinct knowledge systems 
with their own texts, training and professional 
associations. It is not their theory and practise 
that holds them together but their history, poli-
tics and epistemic commonality. Yet there is a 
diversity of theoretical foundations and prin-
ciples even among them.
Each of these systems has its own strengths and ��

limitations, There are also significant variations 
within each system. Further they are not 
uniformly spread across the country. Ayurveda 
is a significant system dominant in Tamil Nadu, 
Kerala and almost across many states followed 
by Homeopathy and Siddha/Unani etc in the 
southern states, Yoga too is spread across while 
Amchi is confined to hilly areas specially 
Himachal Pardesh and Jammu &Kashmir etc. 
In North East and Jharkhand it’s the tribal health 
traditions that are common.

Does mainstreaming AYUSH take into account ��

these differences among the systems across the 
country? It does, to the extent that the choice of 
the practitioner of which of the AYUSH systems 
is to be co-located depends on the traditional 
cultural preference of the local community (e.g. 
Siddha in Tamil Nadu, Ayurveda in Kerala and 
Uttarakhand, Unani in Kashmir and Ayurveda 
in Jammu, Amchi in Ladakh and the upper re-
gions of Himachal Pardesh).
However, there is a need for information shar-��

ing, developing guidelines and enabling struc-
tures for health care providers to facilitate and 
promote cross-referral across the AYUSH sys-
tems and with Allopathy.
Public health care should be redefined to in-��

clude the possibilities that these systems offer 
in order to promote health and prevent disease. 
Mainstreaming AYUSH and LHT therefore de-
mands an understanding of public health going 
beyond the current allopathic perspectives that 
define public health in India so that once again 
an opportunity to optimise the strengths of the 
AYUSH systems towards better public health 
may not be lost.

6 Strengthening Technical Resources for 
AYUSH

As per the provisional state wise distribution ��

provided by the Department of AYUSH there 
are more practitioners of AYUSH in India.(reg-
istered practitioners in 2007 were 7,25,338) 
than of Allopathy (registered practitioners in 
2007were 6,96747), (Central Bureau of Health 
Intelligence, National Health Profile, 2007)
This widespread resource needs to be strength-
ened, retrained and utilized to effectively ac-
quire its appropriate role and status within the 
health care delivery system of the country. 
Starting with, the AYUSH human resources 
within the public system would be appropriate, 
even though they are proportionately much less 
in the public services. This requires strengthen-
ing of
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Quality of professionals.��

Development of high performance in clini-��

cal services of respective systems through 
strengthening of infrastructure, logistics 
and working conditions.
Development of public health orientation in ��

professionals of these systems.
The centers of excellence in AYUSH systems ��

need to be identified. There are various reputed 
NGOs across the country as well as the national 
centers of the government for research in the 
various systems which can be effectively uti-
lized for Continuing Medical Education of AY-
USH professionals to provide quality services.
An agency to examine issues pertaining to AY-��

USH paramedical professionals—their current 
status, level of skills, quality of training pro-
grams and service conditions at various levels 
be set up in collaboration with NRHM Director-
ate and the Dept. of AYUSH.
The need seems to be also for making practitio-��

ners of other systems and the population aware 
of what AYUSH has to offer and how / where 
the services are available so that patients are re-
ferred to / go to use the expertise available to 
encourage its further development.

7 Academic Excellence in teaching

Education reform is one of the priority areas of the 
Department of AYUSH. The essential infrastructure 
required in AYUSH teaching institutions in terms of 

hospitals, laboratories, pharmacies, medicinal plant 
gardens and various teaching departments have to 
be prescribed under the minimum standards of UG/
PG education. Well qualified and expert teaching 
faculty in a requisite number to be made mandatory 
to check the mushrooming of substandard AYUSH 
colleges. The Department of AYUSH, GOI is pro-
viding grants to AYUSH Colleges to develop them 
as model institutions. This activity is to be followed 
and monitored effectively. 

While there are large number of institutions ��

imparting UG and PG education many of them 
lack the prescribed professional staff and clini-
cal infrastructure due to sub critical investments 
and at times, poor vision. These lacunae natu-
rally compromise the quality of AYUSH medi-
cal education and thus affect the quality of prac-
titioners being produced by these institutions.
The current teaching and research in AYUSH ��

suffers from three main handicaps (Darshan 
Shankar, July-Sep 2008 Health for the Millions
on Mainstreaming AYUSH), due to which they 
remain confined as side streams:
First the unfamiliarity of teachers with basic 
philosophical and logical framework that un-
derlie the AYUSH knowledge systems.
Second is that they do not know the dialectic 
between systemic theory and structural theory 
and are thus unable to establish a comparative, 
constructive and balanced dialogue between 
AYUSH systems and Modern Science.
The third major handicap is the lack of orienta-
tion in formal teaching of contemporary pub-
lic health, and preventive and promotive health 
care needs of the society.
Building confidence in their own system and in ��

themselves should be an essential part of their 
education so that they are able to interact as 
equals with their allopathic colleagues, and be 
able to learn from each other without compro-
mising on the principles of their system.
Major policy decisions regarding the neces-��

sary changes in the curriculum must be made to 
make it much more applicable in the contempo-
rary context.
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8 Futuristic Research & Development

The research programmes in the AYUSH sector ��

although largely of a trans-disciplinary nature, 
are generally conceived in an epistemologi-
cally insensitive way. They generally tend to 
reduce the systemic parameters and concepts of 
AYUSH into the structural parameters of All-
opathy. These programs are mostly located in 
Govt. institutions or in AYUSH Post Graduate 
medical colleges. There are also a few research 
centres in the private sector, some of them in 
allopathic hospitals, a few in leading pharma-
ceuticals companies and public trusts.
Limitations in research on AYUSH:��

Sub critical Inputs (Low Budgetary Sup-��

port, Poor infrastructure)
Fragmented Efforts (Many areas-Little Fo-��

cus)
Little Efforts with Traditional Approach ��

Limited Inputs of Modern (Western) Sci-��

ence &Technology
Lack of Rigour (QC & Standards: Inclu-��

sion/exclusion)
Re-establishment with Changed Scenario ��

(Climate, Life-style)
Limited Efforts on pharmacopoeial Stan-��

dards
Poorly Conducted Clinical Trials (Research ��

Designs)
Little Appreciation of Statistical Methods��

Some Efforts at Documentation of TK��

Lack of Framework for IPR Protection��

Limited Efforts at International Coopera-��

tion
There are currently few research centres among ��

AYUSH institutions which are wholly dedicat-
ed and focussed on fundamental research that is 
based on theoretical foundations of the AYUSH 
knowledge systems. This is a matter of serious 
concern for AYUSH because it can weaken the 
roots of the traditional systems. 
Practise based evidence generation is also a very ��

important research area of concern to be seri-
ously undertaken to optimize the available ex-
pertise in actual practise. While there are a large 
number of practitioners innovating clinical and 
delivery modes to suit the present context, there 
is little documentation of their efforts. This is an 
area needing urgent attention.
Dialogue between the different AYUSH sys-��

tems is needed for strengthening of their com-
mon epistemological roots, to generate theoreti-
cal advances within the systems based on these 
roots, and to give greater confidence to each of 
these systems. Dialogue even with other ‘al-
ternative medicine’ systems would be useful. 
Further, dialogue is needed with Allopathy and 
with public health. (‘Dialogue’ implies an inter-
action of ideas between two views, with the as-
sumption of equality between them.) 
AYUSH systems have proven strengths in many ��

areas and official campaigns have been initi-
ated for these, such as Geriatric Care, Mother 
& Child care, Ano rectal disorders, worm infes-
tations and skin disorders. Dept of AYUSH is 
also working on the Golden Triangle Partner-
ship project (GTP is a research initiative by the 
Department of AYUSH in collaboration with 
the CSIR and ICMR to bring safe, effective and 
standardized treatment for identified disease 
conditions of national /global importance with 
different research councils. TKDL (Traditional 
Knowledge Digital Library) is also a major ini-
tiative for safeguarding the traditional wisdom 
and Intellectual property in India by NISCAIR  
(National Institute of Science Communication 
& Information Resources).
Initiatives like AYUSOFT software devel-��

oped by CDAC (Centre for Development in 
Advanced Computing) in collaboration with 
Ayurveda experts for the practitioners, exam-
ples from renowned private practices in Home-
opathy etc and Yoga must be taken into account 
before designing any research programmes. 
Whereas several research projects have been ��

undertaken in the last three decades across the 
various AYUSH research councils including 
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project on malaria, filarial, anaemia, reproduc-
tive health, there is no critical report on the 
quality or impact of these projects on the health 
sector in India.
The policy makers too are blinded by the re-
ductionist framework of modern science which 
has a very visible scheme of evidence, based 
on measurements of shape, size, weight, scales 
and rates of change of discrete structures (mol-
ecules, cells, tissues etc.). They have not been 
educated to understand the systemic frame-
work of AYUSH, e.g. (the vata /pitta /kapha 
concepts of Ayurveda, Miasms of Homeopathy 
and Pranayama concept in Yoga) which cannot 
be measured on quantitative parameters as sys-
temic entities can only be measured on quali-
tative parameters. Due to this epistemological 
insensitivity these systems are declared unsci-
entific. Thus there is an urgent need to review 
the research areas and disseminate the relevant 
findings.
Conclusively, research in AYUSH can be broad-
ly of 4 types: 

On drugs/therapeutics/ health promoters/ ��

prevention;
 clinical diagnosis and management; ��

relevance of AYUSH and mass application ��

of the above; 
On quality of services. ��

Quality of research is poor due to —epistemic insen-
sitivity and lack of public health orientation, quality 
of research institutions & research personnel, policy 
makers who provide funds to prioritised areas.

9 Legal issues pertaining to AYUSH 
and Local Health Traditions

In spite of the legal recognition of the AYUSH sys-
tems, there is a lot of scepticism prevailing regarding 
their scientific validation and extent of usefulness 
in the contemporary context. As discussed many a 
times in this report the epistemic insensitivity and 
ignorance has resulted in this scepticism which hails 
these scientific systems to be obsolete, placebo and 
quackery. 

There is much confusion about the legality of prac-
tice of AYUSH and other related systems. This ex-
tends even more to cross practise between AYUSH 
and Allopathy. This is where there is great scope for 
innovatively designing mechanisms that allow op-
timal use of all systems with provision of access of 
services to all sections without compromising on a 
minimum standard as judged by the system being 
used.

This would require clear definitions of cross prac-
tice, quackery and malpractice as a first step. 

While there is a section of AYUSH practitioners 
primarily using Allopathy to effectively provide 
services in underserved areas (Annexure VII), there 
are also many engaging in malpractice, and yet there 
still exist a large no. of AYUSH and traditional heal-
ers whose practice can stand a rigorous test of time 
and epistemologically conscious scientific valida-
tion.

Folk practitioners without any formal degree or cer-
tificate but with traditional knowledge and practices 
that are found beneficial by the communities they 
serve, and who do not claim to be a ‘doctor’ need 
a different form of recognition and regulation. This 
could be through mechanisms that involve ‘registra-
tion’ with the local panchayat (as initiated by the 
Rashtriya Guni Manch Annexure VI).

Where the patients or community makes a complaint 
of negative impacts of the services provided by any 
form of practitioner, whether Allopathic, AYUSH or 
Folk, an enquiry must be conducted and criminal 
proceedings undertaken. 

The Act that defines “medical Practitioner” in the 
Indian Medical council Act to the MBBS degree 
holders, disqualifying the 7 lakh degree holders of 
AYUSH system - registered under the Indian Medi-
cine Central council act 1970 and Central Council 
of Homeopathy act of 1972 of the Govt. of India 
should be reviewed.

Policy makers must address the issue of quackery 
legally in an immediate time frame, and disseminate 
adequate information on definition of quackery and 
its differentiation from these systems and practices. 

Existing legal provisions given in Annexure -VII.
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C. Implications for the Plans under NRHM

dominant modern medicine (Allopathy).Mod-
ern medical science as well as the frontiers of 
practice of modern medicine has begun to rec-
ognise the value of these as TM (Traditional 
Medicine)/Complementary or Alternative Med-
icine (CAM). The colocation strategy provides 
choice to patients under one roof.
Once this legitimacy is accepted, a third pos-��

sibility opens up – of cross referrals across sys-
tems to utilization of the strengths of each for 
the benefits of patients and the health of com-
munities.
The fourth opportunity it provides is for mutual ��

strengthening of the modern and AYUSH sys-
tems by an interaction between them. To imple-
ment the principle of equity and empowerment 
of AYUSH to play an effective role in Public 
Health, each system needs to be revitalized 
through constant reinterpretation and up scaled 
with use of modern technologies to understand 
its fundamentals.

However, if we are to learn from past experiences, 
then this new co-location strategy in its current for-
mat may become yet another instance of mere in-
strumental use of AYUSH to support the allopathic 
public health care system and use them as substi-
tutes within an allopathic framework.

AYUSH systems can contribute to NRHM effec-
tively only when their goals are seen to converge to 
a common point with the NRHM goals. While it is 
important that the dominant sections of the health 
services recognise the value and role of the AY-
USH and LHT, it is equally important to challenge 
the AYUSH systems to find AYUSH solutions and 
strategies for contributing to the NRHM goals of 
strengthening maternal and child health services as 
well as preventive and curative measures as a whole. 
Only then will there be a meaningful mainstreaming 
of the AYUSH in the public health care system. It 
can then be a step toward an effective streamlining 
of AYUSH as vibrant systems. 

In the spirit of the NRHM- that has espoused the 
strategy of local, context specific interventions with 
flexible financing, community participation and 
adoption of evidence-based initiatives-- the main-
streaming of AYUSH and revitalising LHT should 
be understood in terms of their own inherent value 
as well as forming one of the frontiers of medical 
science today. It remains to be seen whether the 
States will be able to make use of the opportunity 
and to what extent. 

Planning and implementation of the NRHM strat-
egy related to AYUSH services varies greatly across 
states, dependant on the existing level of develop-
ment of AYUSH services in the state, and the devel-
opment emphasis of the state

Studies suggest a widespread utilisation of the LHT 
and AYUSH, but this seems to be largely outside the 
public sector services. Despite the existence of con-
siderable resources of AYUSH workforce all over 
the country, they generally remain underutilized. 
However, the issues of why the public sector ser-
vices remain underutilised needs to examined and 
addressed. The poor quality of infrastructure and 
human resources in the public AYUSH facilities, 
their low financing in absolute terms relative to that 
of the allopathic services, and the dominance of the 
modern medical paradigm which is ignorant about 
AYUSH and brand it as inferior or quackery or pla-
cebo are all likely explanations. 

The objective of mainstreaming of AYUSH through 
co-location at PHCs and CHCs has inherent within 
it four possibilities:

One, bringing the AYUSH graduates to strength-��

en the human resources situation at these facili-
ties, primarily practicing Allopathy or at least 
working under its framework. 
Second possibility in the co-location is a way of ��

correcting the architectural flaw in the present 
health care system, that of denying legitimacy 
to people’s practices and local health traditions 
as well as to knowledge systems other than the 
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Background & objectives: Very little information is available on the utilization of Indian systems
of medicine and homoeopathy (ISM&H) in India. A study was undertaken on the usage and
acceptability of indigenous systems of medicine to provide estimate of utilization of different
indigenous systems of medicine in the country along with the reasons for preferences as well as
the cost of treatment.

Methods: The study covered 35 districts spreading over 19 States of the country. From 16 major
States, two districts each were selected randomly one from the list of districts with high utilization
level and another with low level of utilization. From other 3 States, one district each was selected
randomly. From each selected district, 1000 households with at least one sick person were covered.
This was achieved by selecting 50 Urban Frame Surveys (UFS)/villages and 20 sick persons each
per village/UFS. Allocation of 50 First Stage Units (FSUs) among rural and urban sectors was
made in proportion to rural-urban population of the district. From selected FSUs, 20 households
with at least one sick person was selected randomly. The data were collected on the health seeking
behaviour of persons who were sick (with common or serious ailments) in the last three months
before survey including at the time of survey.

Results: About 45,000 sick persons from 33,666 households from 35 districts of the country were
covered.  The preference of ISM&H for common ailment was about 33 per cent while only
18 per cent preferred to use these systems in case of serious ailments in the country. The sick
persons actually availing ISM&H treatment were about 14 per cent. Of those who preferred
ISM&H, the reasons were mainly ‘no side effect’ and low cost of treatment. Slow progress was
the main reason for not preferring the indigenous systems.

Interpretation & conclusion: The findings of this study showed that about 14 per cent sick persons
utilizing indigenous system of medicine. Slow progress and non availability of practitioners were
the main reasons for not preferring the ISM & H treatment.
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There have been efforts in the developing world in
promoting Indigenous Systems of Medicine. To plan
an effective strategy towards this, there is a dire need
for information on the utilization of indigenous system
of medicine by the community. There are only a few
studies available on this aspect which due to
limitations, lack generalization. The survey done by
National Sample Survey Organization (NSSO) on
‘Morbidity and Utilization of  Medical Services’ in
1986-87 indicated that of the sick persons who availed
treatment, 96 per cent were treated by allopathic
system. The survey also revealed that about 14 per
cent of sick persons (18.5% in rural and 11% in urban
areas) did not avail any treatment. The reasons given
for not availing any treatment were ailment not
considered serious (81%) and another 10 per cent
financial reasons1. It is felt that those who did not
avail any treatment because of ailment not considered
serious might have used home remedies or visited
traditional healers.

The survey done by National Council of Applied
Economic Research (NCAER) during early 1990s2

revealed that about 8 per cent of illness episodes were
treated by Indigenous Systems of Medicine &
Homeopathy (ISM&H). This survey, however,
covered higher proportion of sample from big cities,
towns and villages. The sampling fraction ranged from
0.1 from small villages to 1.0 for big cities. However,
the result had bias in underestimating the proportion
availing ISM&H, because the sick persons from
relatively small and inaccessible villages depended
more on the indigenous system rather than the
allopathic system.

National Family Health Survey-2 (NFHS-2) in
1998-993, collected information on utilization of
ISM&H for reproductive health problems. Of those
women who had reproductive health problems and
availed treatment, over 7.5 per cent took the advice
of private vaid/hakim/homeopath/traditional healer.
Those availing ISM&H from government system have
not been specifically reported. In the same study,
NFHS collected information on treatment of diarrhoea
and reported that about 5 per cent of those who availed
treatment used home remedies/herbal medicine.

Realizing the limitation of available data, the
Department of Indian Systems of Medicine &
Homeopathy, Ministry of Health & Family Welfare,

New Delhi, entrusted Institute for Research in Medical
Statistics (IRMS), Indian Council of Medical
Research (ICMR), New Delhi to undertake a study
on utilization of Indian systems of medicine and
homoeopathy. The objective of the study was to
provide all India estimate of utilization of different
indigenous systems of medicine viz., Ayurveda,
Homoeopathy, Unani and Sidha and to find out the
reasons of preferences as well as cost of treatment.

Material & Methods

The study covered 35 districts spreading over
19 States of the country. From 16 major states, two
districts each have been selected. Other States covered
were Manipur and Tripura from the north east region
and one district each was selected. Delhi was treated
as a single district. The selection of one of the two
districts from each major State was based on the
highest level of availability of ISM & H facilities and
their utilization. Another district selected from the
major States was the one which was remotest with
lowest level of ISM&H facilities. The identification
of the districts in two categories was done by the
concerned State government based on availability of
facility, manpower and number of outpatients and in
patients in the district. From the States of Manipur
and Tripura, one district each was randomly selected.

While deciding about the sample size and method
of selection care was taken to ensure that the sample
was adequate and representative, allowing for
generalization of results. From each selected district,
1000 households with at least one sick member were
selected in the form of 50 first stage units (FSU) i.e.,
villages and 20 secondary stage units (SSUs). It was
estimated that the sample of 45,000 would provide
estimate of utilization for each system separately with
less than 5 per cent margin of error and 95 per cent
confidence. Allocation of 50 FSU (village/urban ward)
among rural and urban sectors was made in proportion
to rural-urban population of the district4.

For the selection of households in each selected
FSU, a house listing was prepared by house-to-house
visit. Using this list, twenty households were selected
randomly out of the households with at least one
member ill during the last three months including the
date of survey and who availed medical care services
for the treatment.
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The information collected related to the system of
treatment availed, reasons for preference of the same,
and the cost of treatment. In the survey, information
was collected from the head of households on the
preference of different systems of medicine in case of
serious and normal ailments. The survey was done
during 2001-2002. The information from the
households was also collected about using traditional
healers and the sickness for which they were visited
and the cost of treatment.

Estimation procedure: The estimation for different
parameters for household level data was done using
appropriate estimation procedures. The sampling
design at the district level was self-weighting and
hence sample means or proportions were unbiased
estimates of corresponding population means or
proportions at district level. State level estimates were
worked out by giving suitable weights to the district
level estimates for high performing and low performing
districts on the basis of population of the districts in
two categories. The all India estimate was worked out

SINGH et al: UTILIZATION ISM & H SERVICES IN INDIA

_ k                           _
Y = Σ     Ph [ Σ   whi      Yhi ]

     h =1         i =  1,2

 _                         m
Where  Yhi = (1/m)   Σ    yhij,

                                      j =1

= Mean for character ‘y’ for utilization category
‘i’ in State ‘h’

whi  = within State (h) weight of population in
utilization category ‘i’.

Ph = State (h) weight based on 2001 population.
95 per cent confidence interval of the estimate were
also computed.

Table I. Weights of districts falling in the high and low
utilization categories for selected States

State Weights (%)

High utilization Low   utilization
district district

Haryana 0.61 0.39

Himachal Pradesh 0.72 0.28

Tamil Nadu 0.73 0.27

Kerala 0.90 0.10

Karnataka 0.75 0.25

Combined 0.74 0.26

Table II. State level weights using 2001 census population

State Weight (%) State Weight (%)

Gujarat  4.974 Orissa 3.812

Haryana 1.983 West Bangal 8.198

Himachal Pradesh 0.623 Punjab 2.442

Rajasthan 5.299 Bihar 10.401

Assam 2.699 Uttar Pradesh 16.751

Tamil Nadu 6.726 Delhi 1.134

Kerala 3.504 Manipur- Imphal 0.221

Maharashtra 9.505 Tripura - West Tripura 0.332

Andhra Pradesh 8.009 Madhya Pradesh 7.969

Karnataka 5.416

Table III.  Sick persons who availed treatment

Households Sick persons

Rural 25,544 33,765

Urban 8,122 10,874

Total 33,666 44,639

by giving State level population as weights. The
information on districts under the high and low
utilization categories was available only for the State
of Haryana, Himachal Pradesh, Tamil Nadu, Kerala
and Karnataka (Table I). The weight for remaining
States were taken as the average for above 5 States.
For all India/combined estimates the weights for
different States are shown in Table II.

Y for character under study (utilization of
ISM&H); h, for State; i, for utilization category (high
or low); j, for individual. The estimate for character
‘y’ is given by
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Results & Discussion

The study covered 33,666 households with at least
one sick person during the last three months. The
number of such sick persons who had taken any
treatment was 44,639, i.e., about 1.33 sick persons
per household (Table III).

On the basis of preference, ISM&H was preferred
by about one third (95% CI 32.01-33.99) in case of
normal ailments, (18.7% for Ayurveda, 12.7% for
Homoeopathy and 1% for Siddha/Unani) (Table IVb).
The preference was higher in case of high utilization
districts (36%) compared to 21 per cent in low
utilization districts; difference being significant
(P<0.005). However, in case of serious ailments,
preference for ISM&H was about 18 per cent (95%
CI 17.2-18.8), (11.4% for Homoeopathy, 5% for
Ayurveda, 1% Unani & 0.53% for Siddha). The
preference was higher in case of high utilization

districts (21.7%) compared to low utilization districts
(7%); the difference was significant.

About 14 per cent (95% CI 13.4-14.6) sick persons
availed ISM&H, (7.1% Ayurveda, 6.3% Homoeopathy
and less than 1% Siddha/Unani) (Table IV a), this
being higher than those reported by NSSO and
NCAER1,2.

The reasons given for availing ISM&H treatment
were no side effects (31%), cheap (30%), effective
(25%) and doctor easily available (11%). Almost all
of those who used allopathic treatment were aware of
the Ayurveda and Homoeopathy. About half of the
households preferred medical assistance from
government health functionaries in case of common
ailments whereas they preferred private health
functionaries for serious ailments. The reasons for not
using ISM&H were slow progress (28%), practitioners
not available (27%), no faith (12%), medicines not
available (5%) and others (28%).

About 38 per cent of households reported to have
visited traditional healers; 40 per cent in rural and

Table IVb. Sick persons availing various indigenous systems
of medicine & homeopathy

Sick persons availing ISM&H (%)

Ayurveda Urban 7.01
Rural 7.41
Combined 7.08

Homoeopathy Urban 4.42
Rural 6.32
Combined 6.25

Unani Urban 0.13
Rural 0.21
Combined 0.19

Siddha Urban 0.75
Rural 0.61
Combined 0.66

SM&H Urban 12.31
Rural 14.55
Combined 14.18

Allopathy Urban 87.69
Rural 85.45
Combined 85.82

ISM&H
High  utilization district 15.8
Low utilization district 9.0

Table IVa. Preference for various indigenous systems of
medicine for common and serious ailments

Preference of ISM&H  (%)

Common Serious
ailments ailments

Ayurveda Urban 14.78 3.75
Rural 19.36 5.12
Combined 18.71 5.02

Homoeopathy Urban 12.38 11.94
Rural 12.67 11.29
Combined 12.66 11.41

Unani Urban 0.35 2.82
Rural 0.37 0.88
Combined 0.37 1.02

Siddha Urban 0.72 0.57
Rural 0.59 0.52
Combined 0.63 0.53

ISM&H Urban 28.23 19.08
Rural 32.99 17.81
Combined 32.37 17.98

Allopathy Urban 71.77 80.92
Rural 67.01 82.19
Combined 67.63 82.02

IISM&H
High  utilization district 36.0 21.7
Low utilization district 21.2 7.4

ISM & H, Indigenous system of medicine & homeopathy
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about 30 per cent in urban areas. The illnesses for
which traditional healers were visited included bone
setting (30%), dog bite (16%), snake bite (19%),
scorpio bite (10%), jaundice (15%), sciatica (3%) and
measles (7%).

The cost of allopathic treatment from private
sources for three months was Rs.258 (Rs.219 for
medicine and Rs.39 for consultation); Rs.252 in rural
and Rs.273 in urban area. The cost of treatment for
those availing ISM&H was Rs.160 (Rs.131 for
medicine and Rs.29 for consultation); Rs.146 in rural

and Rs.210 in urban area. The cost of treatment was
little lower for ISM&H as compared to allopathy.

The percentage of households preferring ISM&H
showed increase with income and literacy level more
for common ailments. With increase in income and
literacy, the preference, thus, might increase with time
(Tables V & VI).

The preference of ISM&H for common and serious
ailments was about 33 and 18 per cent respectively in
the country. It varied from State to State, being higher
in high utilization districts. About 14 per cent of sick

Table V. Preference of ISM&H (%) according to literacy level

System of medicine Illiterate Primary High School Above High School Combined

Common ailment:

ISM&H 27.4 28.9 33 36.3 32.4
Ayurveda 15.3 16.5 19.3 21.2 18.7
Homoeopathy 12.2 11.8 12.1 14.0 12.7
Unani 0.5 0.5 0.5 0.2 0.4
Sidha 0.3 0.6 0.9 0.6 0.6
Allopathy 72.6 71.1 67 63.7 67.6

Serious ailment:

ISM&H 15.7 15.5 20.3 18.2 18.0
Ayurveda 4.2 4.3 5.8 5.0 5.0
Homoeopathy 10.6 9.5 12.2 12.2 11.4
Unani 1.5 1.5 1.0 0.5 1.0
Sidha 0.4 0.4 0.6 0.5 0.5
Allopathy 84.3 84.5 79.7 81.8 82

Table VI. Preference of ISM&H (%) according to income

Income (Rs.)

System of 1000 1001-3000 3001-5000 5001-7000 7001-9000 > 9000 Combined
medicine

Common ailment:
ISM&H 22.9 31.2 38.1 43.8 46.2 41.0 32.4
Ayurveda 10.1 18.1 23.6 28.8 30.6 24.8 18.7
Homeopathy 15.9 12.2 11.8 9.3 8.7 14.8 12.7
Unani 0.4 0.5 0.4 0.4 0.6 0.0 0.4
Sidha 1.1 0.5 0.4 0.3 0.4 0.0 0.6
Allopathy 77.1 68.8 61.9 56.2 53.8 59 67.6

Serious ailment:

ISM&H 10.2 15.1 21.8 36.8 34.6 19.5 18.0
Ayurveda 2.2 3.9 6.0 12.3 11.7 5.4 5.0
Homeopathy 9.1 11.4 15.6 10.3 7.6 14.1 11.4
Unani 0.5 1.5 1.0 0.0 0.0 1.0 1.0
Sidha 0.8 0.4 0.3 0.4 0.6 0.0 0.5
Allopathy 89.8 84.9 78.2 63.2 65.4 80.5 82

SINGH et al: UTILIZATION ISM & H SERVICES IN INDIA
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persons were availing ISM&H treatment in the
country. The reasons for preferring ISM&H treatment
were mainly no side effect and low cost, while slow
progress was the main reason for not availing these
systems. The income and literacy level were shown to
affect the preference for ISM&H.
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Abstract Ayurveda, the ancient traditional medicine of
India, defines health as a state of complete physical,
mental and spiritual well-being. The focus of Ayurveda is
on a predictive, preventive and personalized medicine.
This is obtained through a low-cost personalized counsel-
ing about lifestyle measures (diet, activities, etc.), trying to
involve the patient directly in the process of healing,
increasing his self-awareness and good relationships with
other people and nature. The approach of Ayurveda toward
positive health shares its features with that of salutogenesis
as described by Antonovsky. Prevention strategies prag-
matically suggested by Ayurveda - including factors such
as promotion of health education, individual awareness,

integration of spirituality and ethics in healthcare system-
may be applied in public health management, in order to
improve perceived and objective life quality, promote
healthy aging, limit drugs use (avoiding expensive side-
effects) and reduce chronic diseases social costs. Ayurveda
has a universal-coverage, being person-centered and
consequently intercultural.

Keywords Ayurveda . CAM . Salutogenesis . Predictive
medicine . Preventive medicine . Personalized medicine

Ayurveda and the concept of health as personalized,
predictive medicine

Tradition – whatever its nature or origin – is the distillation
of experience and therefore memory itself. It is the only
path to finding man’s true nature, recovering what has been
forgotten and understanding the meaning of life itself. As
one of the world’s most ancient traditions, Ayurveda
(translated rom sanskrit “knowledge of duration of life”),
the traditional medicine of India and first of all anthropo-
logical/traditional medical systems, emphasizes the neces-
sity of a more person-centered, personalized approach in
medicine [1–4]. The process of healing has to be based on
people’s whole bio-psycho-spiritual unity and equilibrium,
including their relation to the environment and the way they
perceive or “narrate” their own complex individual exis-
tence, both in sickness and health. In Ayurveda the
determinants of health are biological, ecological, medical,
psychological, sociocultural, spiritual and metaphysical
factors, all interdependent and wired together by the
common concept of relationship. The harmonization and
integration of these determinants in a complex system
allows the emergence of what is identified as health.
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Individuals interact with the environment through the
five senses. Perceptions are generated, processed and
integrated into associative memories in a complex model
of reality. This model enables the individual to adequately
interact both with the received stimuli and with environ-
ment. According to Ayurveda these relationships determine
the psychological structure, psycho-physical health and
general balance of each organism. Health is a positive state
and it is the outcome of the adaptive feedback that each
being establishes with the environment. In human terms,
health is not merely a biological process, it is also a cultural
one involving knowledge as well as the interaction with the
environment in order to modify it [5].

Ayurveda uses an analogical, associative logic to
evaluate events. It does not use linear schemes, since they
are not able to depict the complexity of reality. Ayurveda’s
focus is on relationships – regarded as determining events –
and not on objects. In fact, the process of observation is not
static but dynamic, and seeks to identify coherent structures
and shapes via a continuous flow of information. This
approach is more suitable to explain events and structures,
disentangling the complex multifaceted net of nature [6]. A
similar relationship-based approach has emerged from the
most recent discoveries and theories of modern Western
science in quantum physics [7], the mathematics of chaos
[8] and epigenetics [9–11].

The Ayurvedic model of reality is a network of informa-
tion transmitted through material or virtual channels called
srotas [1, 12, 13]. The meaning of the word srotas extends
beyond a simple channel, duct or circulation of organic
fluids: it connotes the interrelation between two points and
therefore refers to information, energy, thoughts and feel-
ings. A srotas can have different dimensions and character-
istics: it can be a structured channel -such as a blood vessel
or an intestinal tract-but also a functional channel- such as a
membrane channel- a biochemical process or just a flow of
information. Srotas, or relationships, form a network of
knowledge that flows both within an organism and between
that organism and its environment, forming an interactive
mesh of intelligence that defines a living being moment by
moment. Consequently, Ayurveda views an organism not
merely as a system of organs, but as a system of relation-
ships determining roles, forms and functions of the organs
themselves. For instance, srotas determine the shape of the
heart for an organism. If cardiac tissue is placed in vitro and
allowed to grow, the result will not be a complete and
functioning organ, but rather a mass of disconnected
myocardial cells. This happens because in vitro relation-
ships are different and lack the essential information able to
determine shape and function as in living beings. The same
is true for an organism in a particular environment, where
the senses are responsible for transmitting information from
perceptions: the srotas/relationships are the real determiners

of the shape, function and reality we perceive. Thus,
according on relationships we may predict different kind
of manifestation of disease and better prevent them in a
timely fashion. Ayurveda has a unique preventive and
predictive role.

The Ayurvedic view extends the concept of relationships
at molecular, atomic and subatomic levels, confirming the
philosophical idea of the existence of deep connections
between microcosm and macrocosm. The srotas/relation-
ship is a substratum, which – like waves – allows basic
material to convert into elements. As the environment
shapes our minds and bodies, we are also able to influence
and modify the environment. Life is a continuous, recursive
action of self-affirmative perception and health evolves
from the awareness and the equilibrium of our interaction
with the environment.

The community itself is a system of relationships that
determine the form, function and role of all individuals,
and, therefore, individual social identity.

The concepts of srotas and the observation process, (i.e.
the dynamic relationship that links the observer and the
observed), correspond to quantum physics as stated in
Heisenberg’s uncertainty principle. The simplicity of
Ayurveda’s description of life parallels the simplicity of
physics’ description of the basic laws of nature, and
Ayurveda yields a new way to comprehend quantum
physics’ observations of health, disease, social and envi-
ronmental organization. Ayurveda’s representation of the
most important, primal and complex events is at the same
time simple and elegant and absolutely precise. Ayurveda
goes into deep, revealing the inner coherence of the system
through observation.

Nature itself is simple in its essence yet complex in the
matrix of life. A molecule is a complex entity formed by
atoms composed of protons, neutrons and electrons, and
they, in turn, are made of elementary particles. The
mathematical complexity of defining every single compo-
nent is immeasurable, but the general properties of a
molecule drawn from the relationships between single
elements are more easily found and described in real
physical terms. It has been said, “A molecule of water does
not explain a wave, but the relationship between molecules
forms a wave” [14].

As the seven musical notes of the scale offer infinite
melodies and four DNA bases generate countless shapes
and manifestations of life, the three Doshas, the functional
principles of life in Ayurveda, create and allow to describe
every manifestation of nature. The three doshas are the
subtle principle governing the physiological activities of the
body. The 3-fold-classification (tridosha theory) identifies
principles of motion (Vata), transformation (Pitta) and
cohesion (Kapha) as discrete phenotypic groupings, as it
is also verifiable through genetics [2, 15, 16].
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Ayurveda describes health as swastha, a sanskrit term
meaning “stability in the true self “, a state of complete,
balanced, physical, mental and spiritual well-being [17, 18].
This remind us to United Nations’ World Health Organ-
ization’s definition of health (1948) as “a state of complete
physical, mental, and social well-being and not merely the
absence of disease or infirmity” [19].

The person-centered point of view of Ayurveda mainly
concerns maintenance of an abiding health, preventing
rather than treating diseases. If our health is compromised,
the treatment resides in restoring the balance between the
affected functions, the tissues, the environment and the
whole organism. The nature of the individual is a parameter
on which the whole system’s scale is tuned.

The ayurvedic diagnosis process is based on the
definition of the inborn constitutional health state of the
patient (termed Prakriti in Sanskrit). The biomedical
validity of constitutional assessment in Ayurveda has
recently received confirmations from genomic studies.
[14, 20–25]. Health is an individual, relative state and
prakrti may explain why peculiar diseases occurs to
patient and not to another one. The determination of
Prakriti – which consider psycho-physical attitudes and
sociocultural circumstances – allows to define how the
individual can achieve health. Through prakrti assessment
we define what is Satmya (adequate, etimologically
“making similar, homologous”) or Asatmya (not adequate)
for the organism [26]. Ayurveda promotes a model of
positive health, thinking, feelings and general state of
being. Ayurveda agrees with health as part of a regulatory
inner system, so that each individual constitution represents
what is adequate, an ideal, a simmetric, coherent collection
of elements in a right order. The patient needs to follow his
personal guidelines in order to achieve and maintain his
ideal healthy state. Instead, disease, being a distortion from
an ideal and inner order, a trait of entropy, is self-limiting,
and it implies that the regulating system is not correctly
functioning as expected.

According to Ayurveda, even the social system can be
seen as a system of relationships, which defines the
individuals in shape, function and role, consequently we
may not define individual health without considering all the
physical, psychical, spiritual and social parameters and
relations. In this regard Ayurveda’s approach to health
might evoke also the Salutogenesis concept [27, 28] - as
defined by Antonovsky, whose core issues such as
Generalised Resistance Resources (GRRs) and Sense of
Coherence (SoC) are to be naturally found in the Prakriti
assessment and diagnostic process of Ayurveda. In fact the
GRRs - the biological, material and psychosocial factors
which let the people perceive their lives as structured and
understandable - are explored during an ayurvedic visit
through a deep and articulated colloquium with the patient

aimed to obtain a complete vision of his/her psycho-social
dimension and relationships. This will constitute one of the
basis to determine the Prakriti or constitution of the patient.
We need to consider not only the objective world of health
but also the subjective one, since the latter is also part of the
process of healing. In fact, the SoC, which is the way in
which the individual perceive his/her life and abilities to
success and cope with the complexity of life are also
explored during this colloquium and often it constitute the
target of the therapy. In Ayurveda one of the task of the
doctor is to elicit the awareness of one’s capacities and
possibilities in order to pursue the individual optimal
health. Ayurveda and Salutogenesis are both intercultural
and universally applicable beyond cultural or ethnical
backgrounds. They share the aim of constructing a positive
health, in which the presence of disability does not exclude
a state of well-being. In fact the patient, on the basis of his
ability in pursuing personal goals and cultivating his
knowledge, abilities and awareness, may overtake the
obstacles related to feeling diseased.

But Ayurveda is an even more complex scientific and
philosophical model of reality which accounts for its
multidimensional preventive, health promotive and curative
approach, and is able to give a wider spectrum of possible
interventions and possibilities.

Moreover, health for Ayurveda is not a constant state of
well being, it is rather an ideal space around an ideal
condition in which the physiology can float around, the
bigger the space the healthier the individual. The crossing
of the boundaries of this space towards disorder is what is
called diseased state, but the strength of an organism lies in
the ability to return back to his overall ideal condition. The
role of Ayurveda is to keep this space as wider as possible
and to facilitate the return in case of a disease.

Ayurveda and public health for preventive medicine

The aim of this paper is not to discuss on the three types of
health system described by WHO in which traditional
medicine is officially acknowledged [29] (WHO traditional
medicine strategy 2002–2005) and their eventually further
implementation, rather to stress some methodological and
philosophical issues pertaining to Ayurveda that can elicit
some considerations on public health management. The
comprehensive health concept of Ayurveda is in good
accordance to what Winslow claimed in 1920 defining
public health as “the science and art of preventing disease,
prolonging life and promoting health through the organized
efforts and informed choices of society, public and private
organizations, communities and individuals” [30]. The aims
of Ayurveda are shared by the focus of an ideal public health
intervention. First, we need to prevent and then manage
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diseases and other health conditions: this is possible through
surveillance, promotion of healthy behaviors and relation-
ships inside communities as well as between human and
environments. Instead, the present connotation of public
health is mainly related to the social and health problems
emerged from the industrial revolution of 19th century,
acquiring from this “modernity” the concept of standardiza-
tion and of grand-scale action which brought to a progressive
distance from actual reality and individual needs [27]. It is
now clear that the the actual statistical and epidemiological
methods are not adequate for an efficient prevention or
intervention: the need of a personalized medicine is now
definitely outstanding.

Today, besides the recovery of the sense of reality, one of
the most urgent needs of public health is to find alternative
strategies for prevention and management of chronic
diseases which are going out of control (issue brought on
by 2011 UN General Assembly) [30–32]. This may be
achieved, according to Ayurveda, through “swasthavritta”,
a low-cost-regimen of personalized healthy conduct fitted
to the individual, involving lifestyle, nutrition, self-
awareness and good relationships with other people and
nature. For instance, we may think that many diseases are
preventable through simple, non-medical methods since
childhood, thanks to health education and social aid in
personal self-realization. It is necessary to build a frame-
work that support patients’ and family interactions at the
micro-level and a well-coordinated policy and healthcare
systems, with attention to social and environmental aspects
[33]. In fact, relationships between individuals in turn
define individual themselves, contributing to awareness and
self-realization and consequently, to the sense of well-being
within communities [34]. This is also in agreement with the
salutogenic approach stated in the Ottawa Charter of 1986:
‘Health promotion is the process which enables people to
gain control over their health determinants in order to
improve their health and thereby be able to live an active
and productive life’ (WHO, 1986) [35].

Health can not prescind from individual perception of
well-being and capacity to participate in social system.
Ayurveda considers as determinants of happy and healthy
life, experiences of meaning and wellbeing perception
derived by one’s contribution to personal, family or social
material, psychological or spiritual activities. Thus, health
status in general and mental health in particular, are the
outcome of the adaptive feedback that each being estab-
lishes with the environment. Recently, Western medicine
has begun to investigate with interesting findings what
Ayurveda has considered for millennia: the effect of
emotions on health [36–38]. Ayurveda places great atten-
tion on patient’s mind-body relationship and considers
mind as integral and inseparable part of the living being
[39, 40]. Body, mind and soul are diverse interrelating and

interacting stages of the same system. Behavior and
emotions need to be maintained in balance for health
achievement. Ayurveda leads people to know their own
nature, to adequately use the mind, and to modify the
interactions with the environment in order to achieve an
optimal status of health.

Relationships are a fundamental determinant of equilibrium
and consequently of health according to Ayurveda. The social
model of Ayurveda is strictly connected with the status of the
individuals, and it could be defined as adaptive and recursive,
resulting from the dynamic interactions existing within and
between the individuals and the environment. Thus, the
management of environment is of utmost importance in the
health maintenance. As a matter of fact, the balance of the
elements composing the surrounding of a living being
influences its personal and social behavior, eventually defining
its psychology and mental health. This is why Ayurveda stress
the point on individual awareness as key factor in individual
and social health. Awareness has a variety of diverse
implications in health, from purely physical to spiritual.
Ayurveda stress the achievement of the awareness from
individuals of being part of a system, not to be just outsider
observers. A complex system like social health arise out as an
emergent behavior of multiple simple interactions between
individuals’ awareness.

The concept of awareness is effectively described by the
mechanism of perception summarized by the concept of
rishi-devata-chandas, in which the observer (rishi) is tied to
the observed (chandas) by the inherent process of observa-
tion (devata), forming one single unit. This view is close to
the recent description of the process of observation made in
quantum mechanics, where observer and observed mutually
interact and change [8, 41]. This leads to an “ecologically-
grounded perception” and conception of life, where
microcosm an macrocosm are strictly connected.

It could be summarized that the social health model of
Ayurveda is directed bottom up, from individual to
population. It takes into account not only factors strictly
bearing medicality and prevention related to an ideal of the
general population, but rather placing utmost attention to
what are the one’s perspectives and perception on what
means to be healthy in specific social contexts. This involve
attention to social, cultural, motivational and spiritual life of
all the individuals. It is not coincidence that the Institute of
Medicine in USA stressed the necessity to find a coherent
health concept for the education of health profession of 21st
century [42].

Ayurveda and prevention for better, healthful aging

The Charaka Samhita, one of the most important ayurvedic
medical text dating back more than 2500 years but still
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currently used by ayurvedic medical community, opens
with the chapter “The quest for longevity” [26]. Ayurveda
concerns mostly with longevity, whose notion is not only
limited merely to long-lasting life, but it encompasses all
the conditions to live in health and vitality in order to
achieve an healthy death, meaning the natural final
experience of the cycle of life. Thus, in Ayurveda the
concept of public health, even encompassing all ages,
focuses primarily on the individual capability of healthy
aging intended as complete fulfilling one’s life [43, 44].
Thus, respecting healthy aging will not only prevent
diseases but will reduce chronic conditions of elderly. The
salutogenesis approach has already been used in Spain for
promoting mental health in older people (as organized by
the European Commission Directorate-General for health
and Consumers and the Spanish Ministry of Health and
Social Affairs with support of the Spanish Presidency of the
European Union). Authors suggest a number of psycholog-
ical resources for successful aging which include a positive
outlook and self-worth, self-efficacy and a sense of control
over life. Particularly important are how people can learn to
cope with naturally changeable reality and situations.
Successful ageing is an ever-changing and developing
process over the life course, where people are required to
retrain their ability to learn by using past experiences to
cope with present circumstances. In a global world,
characterized by rapid social changes, the ability to manage
stress related to changes is crucial for the maintenance and
development of health and quality of life. Ayurveda
provides valid and practical instruments for manage and
coping with stress. An example comes from the study on
Abhyanga, an ayurvedic tecnique of total body massage
with medicated oils, in anxiety and depression [45]. Thus,
Ayurveda may be perfect as integration to conventional
medicine for geriatrics, reducing the costs of visit and
access to hospital by unsatisfied, lonely elderly patients not
more able to face their daily life. Furthermore, the peculiar
Ayurvedic health assessment approach - through individual
constitution determination which considers body, mind,
behavior, environment, spiritual attitude- may lead to more
efficacious strategies of prevention that will improve life
quality, limit drugs use (avoiding expensive side-effects)
and reduce chronic diseases social costs. If we early predict
the dynamic imbalance possibly leading to disease in the
single patient, we will be able to better prevent chronic,
mostly static incurable condition. At the same time,
investigating on all aspect of life (even cultural, familiar
and spiritual facets) we will be able to identify the best
remedies for each patient.

There is an evident and increased need of integration of
spirituality in healthcare systems [46–50]. Many indicators
address also in this direction, the WHO debate whether
adding the spiritual dimension to the definition of health

[51], the Copenhagen Declaration on Social Development
signed by all nations at the World Summit for Social
Development in which they acknowledge that the society
must respond to the spiritual needs of their populations, and
commit themselves to orient their policies towards a
‘political, economic, ethical, and spiritual vision for social
development’ [52], and recently the The Bangkok Charter
for Health Promotion in a Globalized World in which the
United Nations define health as a determinant of the quality
of life and encompassing mental and spiritual well-being
[53]. In Western world the concept of spirituality is often
related and sometime confused with religion, instead of a
value related to the capacity to contact and experience the
deepest values and meanings by which people live [54].
People use spirituality as a resource to enhance their
psychological and emotional wellbeing in order to reach
an higher level of Quality of Life as well as psycho-
physical health. It is thus of utmost importance that public
health management promote health education and integrate
spirituality and ethics in healthcare system since early ages
and integrate spirituality and ethics in healthcare system
[55] as announced by the 2012 WHO health report
“stimulating the generation, translation and dissemination
of valuable knowledge” [56].

Since macrocosm and microcosm are in constant
interactions, and relationships between individuals in turn
define the individual themselves, an healthy being will
ultimately lead to an healthy, happy society. It has recently
demonstrated that the way people view their life has a
positive influence on their health [57]. Moreover Delle
Fave and Massimini demonstrated that the association of
optimal experiences and skill cultivation with structured
and long-term meaningful activities could be used as an
intervention tool for the promotion of individual develop-
ment and social integration [58] in youth and adults.

Ayurveda is a traditional healthcare system affording
creation of positive health and enforcing total quality life
issues. Moreover, public health needs to foster patients
inner “Sense of Coherence”, to promote long term mental
health. With this aim, Ayurveda is concerned on developing
meaningful relationships between community members and
public health practitioners. As stated by Charaka Samhita
Sutrasthana 9: 26 - one of the main Ayurvedic textbook -
“a doctor should be sympathetic and kind to all patients”
[26], he must consider each individual’s perception of the
world, inner “sense of coherence” and mind-body inter-
actions. Communication should be improved and patient
involvement enhanced, so that people are made responsible
for their own health. The role of the professionals is to
support and provide options that enable people to make
their proper choices, to make people aware. If the physician
is able to show the patient - confused by his diseased
condition- the most common and evident conditions of life
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such as individual nature and habits, seasons, climate and
so on, he will drive the patient himself toward an increased
degree of awareness and personal responsibility. The role of
doctors in public health is basically a cultural one (instead
of being a member of technical elite unreachable in its
means by common people, that are scared by their
ignorance of nature and its cycle). Knowledge is the main
factor necessary to achieve optimal health. Deep compre-
hension of one’s nature leads to the adoption of life style
and habits that support one’s possibilities. Ignorance
conducts to practices and customs which are not suitable
with one’s constitutions, exiting in unbalances, maintenance
of diseases and unhealthy death. Health is self generated by
equilibrium and balance in the behavior of individuals at
every level. This is the real meaning of health promotion on
public health according to Ayurveda. Many diseases may
be preventable through simple, non-medical methods (diet,
meditation, massage) since infancy, in order to improve life
quality, limit drugs use (avoiding expensive side-effects)
and reduce medical costs. Ayurveda’s suggestions on
Doctor-Patient relationship and in the management of mood
disorders may be of great help [59].

Conclusions

Ayurveda, the traditional medicine of India, is a personal-
ized medicine whose principle is based on patient individ-
ual constitution (prakrti) and relationships. Its focuses are a
predictive, preventive medicine, a well-respected concepts
in modern molecular medicine. Thus, we propose that
Ayurveda and Western medicine may be tunefully integrated
with reciprocal benefit. Finally Ayurveda is based on universal
principles - not limited to a particular ethnic group or culture-
being both person-centered and intercultural and it can be used
as an integration of the existent healthcare systems as well as a
template to rescue local traditional values in order to meet the
needs of different populations.
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science perspectives on contemporary Ayurveda

V. Sujatha
Centre for the Study of Social Systems, Jawaharlal Nehru University, New Delhi, India

G E N E R A L  A R T I C L E

A B S T R A C T

The paper attempts to critically engage with the idea of integrative medicine as a marker of pharmaceuticalization of 
Ayurveda in the recent decades. It examines what it means to say ‘integrative’ medicine using the metaphor of language 
from philosophy of science. Drawing upon fieldwork with Ayurveda practitioners, the paper also discusses the ramifications 
of integrative medicine in the current scenario in which there is no organizational parity between Ayurveda and biomedicine. 
The paper calls for a focus on Ayurveda for public health rather than the global health market. 
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INTRODUCTION

Integration of  Ayurveda with biomedicine has been 
a contentious issue since the colonial period when 
biomedicine was first introduced in the Indian subcontinent. 
This paper argues that the idea of  ‘integrative’ medicine 
is problematic and spells out what the problems are. This 
however, is not a call for ‘pure’ Ayurveda or an attempt to 
resist change, but it is about the direction of  change. The 
notion of  ‘integrative’ medicine has come up several times 
earlier and is not new; besides there is already considerable 
integration of  biomedicine into Ayurveda today. Accepting 
that ayurvedic knowledge should be strengthened by new 
approaches and improved diagnostic and curative ability, 
this paper advocates selective assimilation under medical 
pluralism rather than integrative medicine. In the following 
sections we address some of  the issues in this regard.

FROM MEDICAL PLURALISM TO INTEGRATIVE MEDICINE

The transformation of  Ayurveda in the past two centuries 
may be understood in terms of  three phases: one 
spearheaded by vaidyas till the 1950s, the second ushered by 
the government of  independent India, and lately, the third 
phase lead by biotech pharmaceuticals and commercial 
lobbies in the global health care industry.

The early interventions in Ayurveda in the 19th century were 
largely institutional and were brought about by the vaidya 
community in order to strengthen their system against 
the colonial policy of  promoting western medicine.[1,2] 
Ayurvedic education moved from guru–shishya relation to 
the college as an institution; medicinal production shifted 
from the household of  the vaidya to bulk production. 
These changes were thought to be necessary for Ayurveda 
to survive along with biomedicine. Historical evidence 
points to the fact that during the cholera epidemic of  early 
20th century, Ayurveda vaidyas and hakims successfully 
treated patients in different regions without forced mass 
quarantine.[3,4] There was keen interest on studying how 
Ayurveda could address contemporary health problems and 
compete with allopathy on its own terms, rather than adopt 
biomedical terminologies and methods of  verification.

In the 1960s and 1970s in post independent India, the 
issue of  integration was raised repeatedly when curricular 
change in traditional medicine was attempted. There was a 
huge demand for biomedical subjects in Ayurveda courses 
from middle-class, urban students who were now entering 
Ayurveda[i]. Familiarity with anatomy, nosology, etiology 
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therapy, and biomedical pharmacology was necessary for 
Ayurveda to be able to coexist with biomedicine in the 
public institutions and the extent of  biomedical subjects in 
ayurvedic courses varied from 50% to 75% in the regional 
colleges. A large section of  the urban entrants to Ayurveda 
degree courses saw it as a backdoor entry into the modern 
medical profession[5] . Practitioners of  traditional medicine 
were prescribing biomedical drugs, but not openly. 
Research in government Ayurveda institutions almost 
exclusively followed the laboratory protocols. Despite 
these changes, the integrity of  Ayurveda practiced by 
traditional vaidyas and hakims was not seriously threatened 
as testified by anthropological studies till the 1990s.[6-12] 
In fact, in the private sector, people preferred vaidyas 
with a family tradition in medicine rather than a degree 
holder without the backing of  tradition; the numbers of  
non institutional ISM practitioners was growing till the 
1990s after which it is trailing.[13] The third phase in the 
trajectory of  modern Ayurveda, however, is a cause for 
worry because of  developments that seem to dismantle 
Ayurveda systemically.

In the past few decades there is a boom in the number of  
Ayurveda colleges such that in the 20-year period from 1980 
to 2000, 186 private Ayurveda colleges have mushroomed, 
producing about 20,000 graduates in total per year (only 
10,000 less than biomedicine). This spurt in numbers, 
however, is not necessarily the outcome of  strengthening 
of  ayurvedic medicine, rather of  the growth in the 
employment potential of  Ayurveda graduates in delivering 
allopathic services on ad hoc appointments in the private 
and government sector[ii]. It is found that 20% of  BAMS 
graduates take hospital jobs, 10% go into private practice 
of  Ayurveda, and 70% practice allopathic medicine.[14] A 
grey area in which there is no specification of  the extent 
to which ayurvedic practitioners may practice biomedicine 
has been created; what is worse is that this is endorsed by 
the state governments[iii], which are desperate to get some 
medical professionals to work in postings that biomedical 
professionals avoid.  The history of  biomedicine  in the 
nineteenth  century, shows that there were foundational 
debates between professionals supporting social medicine 
which stressed  on improvements in nutrition, housing 
and sanitation as crucial health status and those favoring 
clinical medicine, or, which highlighted the importance  of  
drugs and surgical procedures[iv]. In  18th and 19th century 
India, vaids and hakims engaged in fierce debates with 
allopaths and administrators on public health issues and 
this was a crucial reason for the survival of   indigenous 
systems of  medicine. But  there is no debate in the ISM 
sector today; Ayurveda graduates are uncritically inducted 
into the existing system. Under these circumstances, the 
formal acceptance of  integrative approach by ayurvedist 
is not a happy development.

The call for integrative medicine in the past decade is 
a response to the process of  globalization in which the 
changes are neither commanded by the vaidyas nor by the 
government, but by the global market forces for herbal 
products in which the ayurvedic professionals and the 
government[v] will play a compliant role.[14-18] There is a huge 
growth in the export of  ayurvedic medicines in the past 
10 years and this is expected to grow with the burgeoning 
demand for herbal products worldwide.[19] Subsidies for 
the export of  raw herbs, digitalization of  plant resources, 
standardization of  ayurvedic formulas, and integrative 
research on herbal ingredients are all measures meant 
to enhance the ‘safety’ of  herbal drugs for the western 
consumers; they have little to do with Indian consumers 
for whom accessibility and availability is the criterion. The 
adverse impact of  integrative pharmaceutical research and 
standardization is that it involves dismantling of  ayurvedic 
formulas into few active ingredients that will be fashioned 
into herbal products and neutraceuticals.[18] They become 
hugely profitable when sold as “Over-the-counter” 
products.[19] There is hence a gradual appropriation of  
classical formulations to create general natural products for 
the health market and pharmaceutical research of  this kind 
does not contribute to Ayurveda as a system of  medicine. 
This is because in integrative research its concepts, 
terminology, theories, formulas, and diagnostic techniques 
are all transformed [20,21]. Such a conflation of  objects of  
enquiry and methods of  verification under integrative 
medicine without strengthening of  ayurvedic education 
and protocols could lead to the erosion of  Ayurveda.

INTEGRATION WITHOUT FOUNDATION?

In philosophy of  science, a knowledge system is 
characterized by 4 core features: Objects of  enquiry, norms 
of  verification, conceptual architecture, and strategies of  
delineating its themes of  study. Objects of  enquiry are 
entities or group of  elements that a knowledge system 
defines singularly according to specified rules and analyzes 
them consistently within a commonly accepted conceptual 
framework. The doshas, dhatus, and malas are thus some 
of  the objects of  analysis in the ayurvedic approach to 
the body. Norms of  verification refer to the accepted 
manner of  making statements and substantiating them, 
either experimentally or theoretically. In the case of  clinical 
medicine, observation and interrogation of  the patient, 
conducting tests and deciphering them, recording the results 
and taking decisions, all constitute the basis of  statements 
made. Conceptual architecture refers to the consistent use 
of  well-defined concepts within a community of  experts. 
The articulation of  stable rules by which certain themes of  
study or research questions are included within the body 
of  knowledge is the fourth characteristic. All the 4 features 
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have to be mutually consistent and governed by a standard 
body of  rules for all statements made, for them to be 
regarded as a valid body of  knowledge. Lack of  consistency 
in the objects analyzed, incompatible modes of  verification 
and prevalence of  multiple conceptual frameworks are 
markers of  incoherence and lack of  rigor. Such discourses 
may even be termed as pseudosciences because the criterion 
of  science does not lie in Randomized Controlled Trials 
(RCTs) per se, but the prevalence of  internally consistent 
and rigorous rules of  defining objects of  study and 
methods of  studying them among a community of  experts.

If  we examine the situation of  contemporary Ayurveda in 
terms of  these features, we find that there is no disciplinary 
boundary or stability in its rules of  verification. The objects 
of  ayurvedic research are not always the doshas, dhatus, 
and mala, but biomedical disease categories. There is no 
doubt that the training in biomedical sciences as part 
of  their curriculum enables ayurvedic physicians to see 
measurable parameters of  the doshas or of  the physiology 
of  drug action. A physician could learn another system of  
medicine and it is like learning more than one language; in 
the sense that one could be bilingual.[22] For instance, the 
pharmacologist researcher Dahanukar commissioned a 
study to understand the concept of  rasayana. Her question 
was, “how was it possible for one plant, with its usual 
array of  photochemicals, to produce such a variety of  
effects like delaying ageing, improving mental functions 
and giving freedom from several diseases including those 
caused by infection?”[23] So she carried out a study to clarify 
the principles behind the multiple actions of  a single herb 
in rasayana therapy; the herbal preparations based on the 
texts were examined on animal and human subjects under 
controlled laboratory conditions. The procedure and results 
were noted in terms of  both ayurvedic and biomedical 
parameters. The report reads like this: “The outcome of  
these experiments was that we could demonstrate that 
rasayanas increase nonspecific resistance against stressors 
by activating RES and the other components of  the 
immune system nonspecifically; we could also document 
that those rasayanas which have madhura vipaka were 
immunostimulants, those having katu vipaka were not”.[23] 
Besides the resultant drug preparation, was found to be 
effective in reducing the mortality rates and the incidence 
of  infections for tuberculosis and obstructive jaundice 
during clinical evaluation. In Dahanukar’s view, this kind 
of  bilingualism and the use of  controlled trials endorse and 
explain what is already stated in classical ayurvedic texts.

Similar observations have been made in the case of  
traditional Chinese medicine (TCM) as well. “For 
example, some chronic bronchitis, bronchial asthma, 
hydronephrosis, recessive Addison’s disease patients may all 
be diagnosed as experiencing ‘insufficiency of  the kidney’. 

Kidney insufficiency can be treated utilizing the principle 
of  nourishing the kidney while warming up Yang, often 
with very satisfactory results. Laboratory examinations 
have shown that these patients diagnosed so differently 
in western medicine reveal a common defect, that is, 
low excretion of  17-hydroxi-corticosteroid, indicating 
hypofunction of  the adrenal cortex. However, the treatment 
principle mentioned above, when administered, returns 
adrenal function to a normal level and cures these patients 
of  their various diseases with one common principle. These 
laboratory findings approximately explain the mechanism 
of  a traditional Chinese medical principle”.[24] Studies like 
this find that laboratory trials corroborate the statements 
given in classical medical texts. It is hence said that the 
application of  biomedical norms of  verification and 
concepts as a reference point improves the understanding 
of  the TCM practitioner.

But while this kind of  bilingualism could be one of  
the several ways of  learning at the level of  individual 
researcher, it certainly cannot be the approach of  an 
entire system of  medicine. Invoking Kuhn’s model 
of  language again, it is possible for someone to learn 
and speak more than one language, like the ayurvedic 
professional today who speaks ayurvedic and biochemical 
language. Grounded in one language, it is also possible to 
translate, compare and assimilate from another into one's 
own. For instance, in the first medical colleges of  19th 
century, allopathy was taught through vernacular medium 
and medical textbooks in some regional languages were 
written. Similarly, regional and Sanskritic medical texts 
have been translated to English to facilitate collegiate 
education in Ayurveda.  But it is not possible to ‘integrate’ 
them. There is common/neutral language into which two 
theories of  the body, ayurvedic and biomedical, conceived 
of  as “sets of  sentences” may be translated without major 
loss to one. That is, while it may be possible to assimilate 
requisite inputs from another system as and when needed, 
the idea of  “integrative medicine” is an anomaly, especially 
when the 4 core features of  Ayurveda and biomedicine 
are radically different. A system of  medicine has to 
have its own disciplinary boundaries. But “integrative” 
medicine creates a condition in which Ayurveda has 
to live by translation alone; we know that a language 
cannot sustain only on translation. Further integrative 
medicine involves not mere translation but interpretation 
and establishing correspondences between two sets of  
categories, something that Dahanukar’s characterization 
above does not explain. Adams and Fei-Fei Li’s study[20] 
of  integrative medicine at Lhasa’s traditional Tibetan 
Medical Hospital, Mentsikhang, shows the confusion 
in matching definitions of  disease and determining 
treatment outcomes in integrative practice. For instance, 
in a study of  the efficacy of  Tibetan medicine on hepatitis, 
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Tibetan treatment was judged inefficacious even though 
patients reported 83%–100% relief  from all the eight 
clinical symptoms designated for evaluation, as well as 
nonrecurrence of  symptoms in a 5-month follow-up 
study. This was because the definition of  hepatitis in terms 
of  viral load adopted by the biomedical experts did not 
match with the Tibetan medical definition of  the liver 
disorder. The authors found several such mismatches in 
concept and diagnosis in which biomedical decision was 
accepted even though patients reported improvement. As 
their confidence in their own system dropped with such 
test results, Tibetan doctors increasingly abandoned their 
holistic concepts in favor of  narrow biomedical tests.

The hallmark of  integrative medicine is a constant 
reclassification of  Ayurvedic disease terminologies in 
terms of  biomedical disease terminology and translation 
of  its pharmacological action in biochemical language. 
When this is incorporated into a larger drug research 
by an interdisciplinary team, the input from Ayurveda 
becomes prescientific data. It then gets validated in 
the laboratory and transformed into biochemical 
knowledge of  drug action expressed and reported in 
scientific terminology [vi] Will this lead to the incremental 
growth of  ayurvedic knowledge or merely lead to its 
pharmaceuticalization? If  research findings in Ayurveda 
are always discussed in biochemical and anatomical 
terminology, how far would such research enhance the 
understanding of  doshas and dhatus?

Ayurveda practitioners have to speak the language 
of  biomedicine in order to enter into a dialogue 
with the existing system. The BAMS training of  the 
Ayurveda practitioner facilitates the dialogue, but in an 
interdisciplinary team, the Ayurveda professional has 
little control over the end result of  the dialog. Kim[25] also 
notes how the scientific community in an international 
conference did not even acknowledge the concepts and 
methods of  Korean medicine even when translated into 
scientific language. In such an asymmetrical relationship, 
prolonged subjection of  Ayurveda to the language of  the 
laboratory would erode its integrity, as testified by the 
experience of  other Asian systems of  medicine.[20,26]

There are many more crucial unsettled questions 
about integrative medical research: Whether separating 
composite drug formulations and multimodal treatments 
of  Ayurveda into monomodal protocols for the sake of  
controlled trials is the right thing to do and whether animal 
experiment would be a valid epistemological method 
according to Ayurveda. Uncritical import of  the RCTs 
into traditional medicines has been found to eliminate 
their nuanced therapeutic approach,[15] reduce them to few 
internal medicines while separating external treatments 

and hijacking them to the spa. The issues raised here are 
therefore:

Cross-system learning could be wholesome to the ayurvedic 
professional only when there is a strong foundation in 
ayurvedic theory and pharmacological principles. When 
ayurvedic diagnosis and treatment protocols have not been 
evolved for several disease conditions, it would not help to 
talk about integrative protocols. 

Currently, the BAMS and MD curriculum includes 50%–
70% biomedical subjects and studies show that at all India 
level 70% of  Ayurveda practitioners prescribe allopathic 
medicines (it is 80% in Punjab and Mysore and 12% in 
Kerala.[27] Other recent studies[vii] also corroborate the 
fact that a sizeable section of  college-educated Ayurveda 
doctors do deliver biomedical treatment.[28,29] The term 
“integrative” medicine may legitimize such crossover and 
reduce Ayurveda to a mere degree devoid of  knowledge 
base.

In the absence of  professional associations of  Ayurveda 
to harness effective clinical practices and innovations 
and to regulate entry of  nonayurvedic professionals into 
ayurvedic research, there is no closure around this medical 
system. The history of  biomedicine shows that it gained 
legitimacy through the emergence of  strong professional 
associations much before its scientific achievements and 
the new drug discoveries.[30] The concept of  one pivotal 
system around which integrative medicine will work[31] is a 
good idea, but may not be practical in the organizational 
setup of  scientific research today, when the pivot is not 
strong. The demand for transdisciplinary protocols in the 
absence of  disciplinary protocols for Ayurveda, therefore, 
is a serious problem.

PROBLEMS OF LABORATORY-CENTERED MEDICINE 
VERSUS LIFE-CENTERED MEDICINE

One of  the key reasons for the worldwide shift to 
complementary and alternative medicine (CAM) in the 
past few decades has been due to specific problems of  
biomedicine emerging from laboratory-tested drugs and 
procedures. It is, therefore, unwise to import the hi-tech 
and enormously expensive technologies of  biomedicine 
into Ayurveda when they have not helped biomedicine 
to offer effective and less-expensive remedies for chronic 
ailments.

Archibald Cochrane in his work, ‘Effectiveness and 
Efficiency: Random Reflections on Health Services,’[32] 
first suggested the term “evidence-based medicine” 
for biomedicine because he found that the benefits 
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only and the best method for validation of  therapeutic 
efficacy.

LABORATORY SCIENCES AND BIOCAPITAL

The laboratory indeed was a progressive factor in the 
growth of  modern science in the 17th and 18th centuries, 
but in the 21st century it is embedded in sponsored 
research by huge pharmaceutical industries that have all 
the stakes in medicine today. Today the doctor–patient 
dyad is but a small fragment in the fag end of  this flow of  
capital and technology both in pharmaceutical research and 
corporatized health care in the hospital.[37]

Several professional societies of  biomedics and socially 
conscious scientists themselves are worried about 
increasing commercialization of  the profession in which 
they are reduced to service providers in a field commanded 
by big firms. Within biomedicine, there is a call for return to 
clinical methods that are not based on expensive diagnostic 
technologies, to observe and relate to the patient and to 
make rational prescriptions. There are movements to 
strengthen the rights of  lay people against the domination 
of  biomedical experts and the medicalization of  health.[38]

When biomedicine is plagued by the ills of  capital intensive 
laboratory trials, the call for integrative medicine and the 
consequent privileging of  laboratory research is likely 
to subject Ayurveda to the same problems that haunt 
biomedicine. Already studies show that Ayurveda doctors 
spend only as much or, lesser time with patients than 
allopaths.[27] The separation of  the expertise of  traditional 
vaidyas from college education in Ayurveda and elimination 
of  simple, skill-based techniques[viii] is already making it 
a costly option without its own benefits of  holism or 
humanism. Herbalists and alternative therapists worldwide 
have begun to resist the imposition biomedical standards. 
Alternative paradigms in which a clinical database may be 
established by herbalists through clinical audit of  herbal 
therapies have been suggested.[18]

This does not mean ayurvedic remedies should not be 
verified under laboratory conditions or that it should not 
use modern tools, but that this should be subordinate to the 
distinct clinical methods of  Ayurveda and the protection 
of  the doctor–patient relationship. It is highly doubtful if  
this will be possible under a regime of  integrative medicine 
in which ayurvedic professionals will be co-opted into the 
bandwagon of  hi-tech medicine. 

Some of  the strengths of  Ayurveda come from its broad-
based knowledge, which has an expert component in skill-
based diagnosis and complicated therapeutic procedures as 

of  many sophisticated and expensive procedures of  
biomedicine had not been adequately evaluated. The 
idea of  evidence-based medicine, then was accepting 
biomedical treatment protocols only if  evidence of  
their effectiveness in real life is proven. This shows that 
efficacy of  a drug/procedure in a controlled trial is no 
guarantee of  its effectiveness under live conditions. 
This is testified by the huge menace of  clinical iatrogenesis, 
which refers to the fatal damages to the patient caused 
by the so-called sound and laboratory-tested medical 
interventions.[33]

Based on review and close reading of  medical peer-review 
journals and government health statistics, Null et al.[34] show 
that the number of  people having in-hospital, adverse drug 
reactions (ADR) to prescribed medicine in the US is 2.2 
million per year. The most stunning statistic, however, is 
that the total number of  deaths caused by conventional 
biomedicine is 783,936 per year, far higher than the number 
of  deaths attributable to heart disease in 2001 that was 
699,697, and cancer that was 553,251.

In India, neither do we have any statistics of  damages 
caused by medicine, nor a procedure to record damages 
due to medical errors and iatrogenic effects. The point 
here is not to attribute malafide intention to medical 
experts, rather to foreground the problems of  a medical 
system whose therapeutics is based only on verification 
under controlled laboratory conditions but causing 
damages in real life. Further most of  these problems have 
been identified and discussed by a section of  medical 
professionals themselves.

Unlike Homeopathy and Ayurveda, biomedicine does not 
have a theory of  individualized body constitution that 
helps understand the effect of  medication. The suffering 
on account of  medication/treatment is therefore 
attributed to individual “variation” and transferred to 
the patient. Legal rights to sue for damages are available 
to an aggrieved patient only after the damage has 
occurred. The separation of  medical functions among 
pharmaceuticals, hospitals, and research institutes may 
have produced large amount of  expert knowledge, but 
as pointed out in earlier, excessive expert knowledge 
has had iatrogenetic effects. This is because the patient’s 
welfare is often compromised in the process by which 
knowledge is transferred from the laboratory to real life. 
Controlled trials themselves depend on interpretation of  
evidence based on previously confirmed medical beliefs 
and contradictory evidence may be bypassed by finding 
fault with the experimental protocol.[35] Controlled trials 
have little to do with the patients’ experience of  the drug 
in real life unless large number of  patients are affected 
in one location.[36] Hence RCT is not necessarily the 
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well as a nonexpert component. The rich knowledge base 
of  health practices, principles of  diet and eating habits, 
care for infants, lifestyle regulation, and adaptation to 
seasonal patterns[12, 39] constitutes the nonexpert medical 
knowledge. The symbiotic relationship between the two 
components has led to accumulation of  the huge corpus 
of  medical knowledge enshrined in the vernacular medical 
compendiums in various regions of  the subcontinent. 
Besides the medical lore at the household level has been 
a crucial resource for prevention and early treatment of  
diseases. The fading of  this kind of  non-expert knowledge 
at the household level renders families and parents ignorant 
of  the physiological effects of  food substances and work 
patterns leading to dependence on chemical and synthetic 
drugs for minor ailments. A structural and biochemical 
approach to food substances such as the one followed by 
the modern science of  nutrition cannot tell us for instance, 
why citrus fruit juices and curds are not wholesome and 
nutritious for every one; besides it requires access to a 
laboratory technology and an expert to examine and tell 
us the biochemical constituents of  substances. Ayurveda 
provides the pancabhautic parameters by which even 
an informed lay person could study the effects of  food 
stuffs on one's own metabolism without any technical 
apparatus. [40] The Foundataion for the revitalization of  
local health traditions (FRLHT) has been the one and only 
institution that has single-handedly addressed the relevance 
of  local health traditions and devoted to the cause of  
strengthening them. The protocols for the documentation 
of  local health traditions developed by FRLHT have 
been enormously important not only to Ayurveda but to 
indigenous systems across the world. The next step would 
be to link sound local health tradition to the AYUSH 
facilities and to achieve capacity build up to address dire 
public health challenges facing the regions. Integrative 
medicine will gradually eliminate the crucial role of  non-
expert, folk medical knowledge in Ayurveda, which has 
been an important layer of  health security.

PRIORITIES: PUBLIC HEALTH OR GLOBAL CARE MARKET?

In the past 5 decades, the government research institutes 
for AYUSH systems have always carried out integrative 
research. This integrative research has only contributed to 
the herbal drug industry that caters to the global demand 
for herbal products and food supplements[ix]. More and 
more research into single and two herbal ingredients 
mined from classical texts adds to the new pharmacoepic 
inventories for herbal products with global reach for high-
end customers. Many of  these herbal ingredients are used 
for wellbeing therapies, not for curative purpose. A large 
majority of  demand for complementary medicine and 
herbal therapies in the west is from upper middle-class 

women with more leisure and resources.[14, 41] In India, 
on the other hand, AYUSH services are used by lower 
middle-class people and the poor for major diseases and 
for obstetric care. The nationwide survey of  National 
Rural Health Mission[42] on the utilization of  government 
AYUSH institutions indicates high attendance in 
standalone facilities and in well-established co-located 
facilities. The point is not that knowledge should not be 
diffused but is one of  priorities in resource allocation. 
A survey of  ayurvedic institutions in Delhi[x] also shows 
that rickshaw pullers and other working class people turn 
to Ayurveda for several chronic ailments, such as skin 
diseases, gastrointestinal disorders, liver diseases, arthritis, 
gynecological problems, and some acute ailments. The 
main problem in this situation is the dearth in the supply 
of  medicines to AYUSH hospitals and dispensaries. 
In addition, there are no ayurvedic protocols for pre- 
and neonatal care and for conducting deliveries in the 
Ayurveda maternity wards in government institutions.

The case of  Chinese medicine as often cited as a model 
for integration. Two points deserve mention here. First, 
although the idea of  integration was always there, in 
socialist China, traditional medicine was promoted and 
strengthened in the public health system since 1950s before 
its globalization. The budgetary allocation for TCM and 
allopathy was almost equal: There were 24,12,362 hospital 
beds for TCM by 1984,[24] while the budget for Ayurveda in 
India as late as 2008 is so tiny with bed strength of  64,770[xi]. 
The modernization of  Chinese medicine was coterminous 
with the evolution of  its own diagnostic and therapeutic 
protocols alongside familiarity with biomedicine. It was 
possible for government institutions to develop innovative, 
less expensive therapeutic techniques drawing on classical 
principles in the 1950s, introduce them in the public health 
system and propagate them over the decades.[43,44]

Second, even after such a strong foundation, integrative 
approach in TCM only seems to have made it more costly 
and commodified since 1991, pushing it from mainstream 
to marginal position in the formal sector, although the 
use of  home remedies and dietary regimens continue in 
rural China.[45] As for its global presence, specific aspects 
of  Chinese medicine have been picked up and grafted 
onto existing systems, such as the use of  acupuncture 
anesthesia in biomedical surgeries in France and the use 
of  certain Chinese herbs in herbal medicine and herbal 
teas in naturopathy. TCM is also introduced as alternative 
medicine in the government health services in some 
European countries. So integrative approach even with 
good foundation, does not necessarily enhance the curative 
ability of  traditional medicine at home or its capacity to 
address current epidemics, such as bird flu, rather allows the 
disaggregation and dissipation of  the system of  medicine 
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and its selective assimilation into other existing therapeutic 
methods.

As mentioned earlier, there are several leads in the work 
of  vaidyas and hakims of  the 19th and early 20th century 
as to how to develop Ayurveda without integrative 
approach. The need of  the hour is not integration with 
biomedicine, but integration of  the knowledge, skills, and 
techniques within ISMs in different regions of  the Indian 
subcontinent.

FUTURE DIRECTIONS: SOME SUGGESTIONS 

The emphasis of  efforts in Ayurveda should therefore be
• Separate entrance test for BAMS course instead of  

recruiting from the CET pool those who wanted to 
enter MBBS but could not because  of  poor scores; 
There is a need to create ayurvedic professionals who 
seek to enter Ayurveda for its own value and respect 
their own system of  medicine. 

• Standardizing ayurvedic diagnostic and treatment 
protocols by in situ studies and documentation of  
clinical practices.

• Creating centers of  excellence for naadi pariksha, marma 
chikitsa, visha chikitsa treatment of  paralysis, medicinal 
preparation, and other special methods of  Ayurveda

• Including these protocols to strengthen the ayurvedic 
component in BAMS and MD degree courses. Linking 
skilled traditional vaidyas and Hakims with the college 
education system

• Creating regional ayurvedic protocols for the public 
health system, including prenatal and postnatal care 
and maternal health

• Sustainable manufacture and supply of  quality drugs 
for public health 

• Greater research into new food stuffs in the market, 
contemporary dietary habits and lifestyle and their 
effect of  body constitution and dosha dhatu satmya 
as measured in various regions, rather than single-drug 
research for export

• Nation level forum for serious debate and discussion 
among ayurvedic professionals about the role of  RCTs 
and Multinationals in Ayurveda and for the creation of  
pan Indian protocols for strengthening professional 
boundaries 

• Regulatory mechanism to specify to what extent can 
ayurvedic graduates perform biomedical interventions 
and whether biochemists/biomedical specialists are 
competent to carry out research on Ayurveda without 
formal training in ayurvedic pharmacology.

If  our aim is to develop Ayurveda to solve the major 
nutritional problems and chronic diseases of  the people 

in this country at lower costs, integrative research and 
transdisciplinary protocols are not the focal points. There 
have been instances in the regions where the government 
has successfully used ayurvedic experts in their own terms 
to solve public health problems for the needy. For instance, 
the government of  Tamil Nadu undertook a project around 
the year 2000 to solve the problem of  maternal anemia 
through ayurvedic preparations. Over a period of  1 year, a 
team of  ayurvedic and siddha experts designed a package of  
ayurvedic lehyams and churnams; they were then produced 
by TAMPCOL (Tamil Nadu Medicinal Plant Farms and 
Herbal Medicine Corporation Ltd) and finally delivered by 
the ANMs to rural women in the target group. The ANMs 
were also given a kit of  50 ayurvedic medicaments for 
common ailments that were well received by health seekers 
in rural areas. This program has had a significant impact 
on maternal nutrition in Tamil Nadu[xii]. Similarly, there are 
reports of  the successful use of  Ayurveda for chikungunya 
epidemic (identified as Sandhi jwara) in Gujarat and 
Kerala[xiii]. The application of  panchakarma and ayurvedic 
toxicology for Bhopal gas victims at Sambhavna Clinic is 
yet another instance of  in situ clinical use of  Ayurveda[xiv]. 
None of  these experiments called for RCTs.

Intensive documentation of  the currently available 
ayurvedic treatments practiced in different regions in the 
country and their standardization is more important than 
the standardization of  drugs. The former would contribute 
to consolidation of  ayurvedic clinical experience and 
improvement of  expertise of  the ayurvedic professional 
and the latter will help the pharmaceutical industry more. 
If, we wish to export ayurvedic recipes, integrative medicine 
becomes necessary; but this is likely to create an Ayurveda 
without any roots, at the mercy of  herbal products industry.

As a system of  medicine that has already seen three 
millennia, Ayurveda is going through major transformation. 
A lot of  research has been done in the past five decades by 
sociologists and anthropologists on the changes in traditional 
Asian medicine. These studies show how physicians of  
traditional medicine aspire to be like biomedical doctors or, 
are under pressure to prove themselves in an asymmetrical 
relationship to laboratory science. Medical professionals 
and social scientists are placed in an institutional setup 
where they face similar challenges. A culture of  dialogue 
between social and medical sciences will be fruitful to 
gain mutual understanding and for a socially relevant 
professional practice.

NOTES

i. The debate between shuddha Ayurveda practitioners and 
integrationists on the Ayurveda curriculum is more than a 
century old.[46,47] After independence, the conflict became 
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economic-political in nature. “There were 55 strikes involving 
34 Ayurveda and 4 Unani colleges between 1958 and 1964. [48] 
The ISM graduates demanded parity with allopathic graduates 
in employment in government services, and a more scientific 
training and infrastructure. The state governments then 
introduced a bridge course in biomedicine to allow students to 
shift to biomedicine. This decision was resisted by biomedicine 
graduates although welcomed by ayurvedic students. The 
current college curriculum for BAMS degree was finalized around 
1979 after state intervention to retain allopathic subjects in 
ayurvedic degree.[50] 

ii. Personal communication by Shailaja Chandra, Former Secretary, 
Dept. of AYUSH (1999–2002) on the basis of her study for 
the report on “Status of Indian Medicine and Folk Healing in 
India”. [51] It is a comprehensive report on the current status of 
the Indian systems of medicine (Ayurveda, Unani, & Siddha) 
with special reference to research, education, drugs, health 
care, medicinal plants, and folk medicine. The study that 
commenced in 2010 is based on available documentation, 
as well as interaction/interviews with eminent experts and 
important stakeholders throughout the country and is carried 
out with the support of CCRAS & CCRUM. The report also 
highlights the gaps that need to be filled with the aim of 
improving access to identified health benefits that each system 
offers. It is expected to provide a preparatory framework for 
the formulation of the 12th Five-Year Plan proposals. 

iii. An ayurvedic doctor in the maternity ward of a government 
hospital in Delhi stated in an interview to the author that they 
have appealed to the government for permission to doctors 
with PG degree in Ayurveda to perform ceasarian operation.

iv. See for instance McKeown T. The Role of Medicine: Dream, 
Mirage, or Nemesis? London, England: Nuffield Provincial 
Hospitals Trust, 1976.

v. Sharma Ashok 2008 “Indian herbal market to grow by 20 
percent,” Financial Express April <http://www.financialexpress.
com/news/Indian-herbal-market-to-grow-by-20/292575/0>

vi. The laboratory and its technology were seen by some early 
ayurvedic practitioners as mere techniques of verification. The 
techniques in themselves cannot generate the knowledge to be 
tested. While the techniques may be applied to verify, it is no 
substitute for original hypothesis and ideas. If we carry this idea 
forward, it becomes evident how laboratory-based biochemistry 
may absorb knowledge from other systems of medicine (in the 
name of prescientific input) and after verification and validation 
convert them to a scientific language purged of its history. 
Today it is called reverse pharmacology and is intended to 
draw recipes from classical medicines to cut the rising costs 
of biomedical drug research. 

vii. (a) Personal communication by Shailaja Chandra, Former 
Secretary, Dept. of AYUSH, with regard to her forthcoming 
report on “Status of Indian Medicine and Folk Healing in India,” 
(b) “Role of AYUSH in Mainstreaming of Ayurveda: Study 
of Delhi Health Institutions” paper presented by Sharmistha 
Mallick (PhD student at CSSS, JNU, New Delhi), at the All 
India Sociological Conference at Cuttack, 27–29 December 
2010, and (c) Author’s own field work in Delhi and Chennai 
during 2002–2005. 

viii. That the current Ayurveda curriculum has eschewed 
nuanced theoretical concepts and skill based techniques 
like naadi pariksha, marma chikitsa, medicinal preparation 
and identification of herbs, simple external fomentations 
and applications using household spices (Dr. N. Sridhar in 
‘Challenges before ayurvedic education – Solutions’ 2006, 
http://www.serveveda.org/documents/Dr.%20N.%20
Sridhar.pdf.;  Sujatha 2007, 2009) is a serious concern 
among certain sections of BAMS/BSMS graduates themselves 
(Bode forthcoming)[49] who then try to bridge the gap by 
taking apprenticeship with vaidyas (Abraham forthcoming). 
While it is difficult to make a general statement on ayurvedic 
education in India owing to diverse kinds of training in 

different regions, some details may be found in Abraham 
(forthcoming) and Ms. Shailaja Chandra’s forthcoming report 
mentioned above.

ix. Biochemical analysis of medicinal plants is in great demand 
from herbalists world over. My fieldwork in Europe in 2009-
2010 as part of a UGC-DAAD Project on ‘Globalisation and 
Ayurveda’, shows how departments of European herbal 
medicine have drawn on published research on herbal medicinal 
ingredients taken from traditional texts of Asia; phytotherapy 
texts have several new entries of herbal medicines whose 
stated source is Asian medicine. The point is that integrative 
research leads to the reduction of Ayurveda into some kind of 
general herbal therapy to cater to global demand, by breaking 
up its principles of samyoga of herbal and mineral/metallic 
substances and the conjoint effect of external treatments. It 
is not that such changes in therapeutics are undesirable for 
Ayurveda per se, but that changes have to emerge from the 
clinical experience of those practising Ayurveda proper.

x. Author’s fieldwork on  Ayurveda in the government health 
services in Delhi 

xi. http://indianmedicine.nic.in/writereaddata/linkimages/ 
2317403295-Ayurveda.pdf

xii. Unpublished papers presented by Dr.Padmanabhan, Joint 
Director, Dept of Health, TN government and Dr.P.L.T.Girija, 
Ayurveda vaidya in the team, in the National Seminar on 
‘Back to the future. Indigenous medicine in Contemporary 
India’ organised by Centre for the Study of Social systems at 
Jawaharlal Nehru University, New Delhi, February 24-25, 2006.

xiii. a) Workshop on ‘Management of Chikungunya arthritis - An 
Ayurvedic approach’, organised by Centre for Innovation in 
Science and Action, Thiruvanathapuram,  28th November 2006

 b) Personal communication by Dr.Leena Abraham, TISS, 
Mumbai, based on fieldwork in Kerala during 2006-07  

 c) The Hindu, 23 September 2007; also see < http://www.
spiritindia.com/health-care-news-articles-2782.html>

xiv. See http://www.bhopal.org/the-clinics/appropriate-treatment/
herbal-medicine/
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This review examined the determinants, patterns and imports of official

recognition, and incorporation of different traditional, complementary and

alternative systems of medicine (TCAM) in the public health establishment of

low- and middle-income countries, with a particular focus on India. Public

health systems in most countries have tended to establish health facilities

centred on allopathy, and then to recognize or derecognize different TCAM based

on evidence or judgement, to arrive at health-care configurations that include

several systems of medicine with disparate levels of authority, jurisdiction and

government support. The rationale for the inclusion of TCAM providers in the

public health workforce ranges from the need for personnel to address the

disease burden borne by the public health system, to the desirability of providing

patients with a choice of therapeutic modalities, and the nurturing of local

culture. Integration, mostly described as a juxtaposition of different systems of

medical practice, is often implemented as a system of establishing personnel

with certification in different medical systems, in predominantly allopathic

health-care facilities, to practise allopathic medicine. A hierarchy of systems of

medicine, often unacknowledged, is exercised in most societies, with allopathy

at the top, certain TCAM systems next and local healing traditions last. The tools

employed by TCAM practitioners in diagnosis, research, pharmacy, marketing

and education and training, which are seen to increasingly emulate those of

allopathy, are sometimes inappropriate for use in therapeutic systems with

widely divergent epistemologies, which call for distinct research paradigms. The

coexistence of numerous systems of medicine, while offering the population

greater choice, and presumably enhancing geographical access to health care as

well, is often fraught with tensions related to the coexistence of philosophically

disparate, even opposed, disciplines, with distinct and unaligned notions of

evidence and efficacy, and ethical and operational challenges of the adminis-

tration of a plural workforce.

Keywords Alternative, complementary, integration, local healing traditions, medical plur-

alism, traditional
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KEY MESSAGES

� The establishment of a pluralistic health system in most low- and middle-income countries has taken the route of

de facto pluralism, followed by the establishment of allopathy as the mainstream medical system, the legitimation or

delegitimation of different traditional, complementary and alternative systems of medicine, and finally the establishment

of a pluralistic health system de jure.

� The rationale for the inclusion of TCAM providers in the public health workforce ranges from the need for personnel to

address the disease burden borne by the public health system to the desirability of providing patients with a choice of

therapeutic modalities and also nurturing of local culture.

� A hierarchy of systems of medicine, often unacknowledged, is exercised in most societies, with allopathy at the top,

certain TCAM systems next and local healing traditions last.

� A pluralistic medical society, while offering patients greater options, bears tensions related to the coexistence of

philosophically disparate disciplines, with unaligned notions of evidence and efficacy, and the ethical and operational

challenges of the administration of a plural workforce.

Introduction
The transforming profiles of population health across the world,

including the epidemiological transition in low- and middle-

income countries (LMIC); the increase in the prevalence of non-

communicable diseases, drug resistance and pharmaceutical

complications; growing dissatisfaction with the outcomes of

certain biomedical treatments; and the gaps in provision of

conventional health care to several segments of the population,

have directed much attention to traditional, complementary and

alternative medical (TCAM) systems, and their harnessing to

achieve better access and health equity. With allopathy, Western

medicine or biomedicine defined as the mainstream or conven-

tional system, TCAM systems are described as follows. Traditional

medicine is defined as ‘the sum total of the knowledge, skills, and

practices based on the theories, beliefs, and experiences indigen-

ous to different cultures, whether explicable or not, used in the

maintenance of health as well as in the prevention, diagnosis,

improvement or treatment of physical and mental illness’ (World

Health Organization 2002). Complementary and alternative sys-

tems of medicine ‘refer to a broad set of health care practices that

are not part of that country’s own tradition and are not integrated

into the dominant health care system’ (World Health

Organization 2002). In general, a system of medicine used along

with themainstream system is designated as complementary, and

one used in place of the mainstream system, alternative. Thus,

based on a system’s origins and employment, itmay be traditional,

complementary or alternative, or a combination of these.

Public health systems in most countries have tended to

establish health facilities centred on Western medicine, and

then to recognize or derecognize different TCAM systems based

on evidence or judgement, to arrive at health-care configur-

ations that include several systems of medicine with disparate

levels of authority, jurisdiction and government support. The

coexistence of numerous systems of medicine, while offering

the population greater choice in health-care modalities, and

presumably enhancing geographical access to health care as

well, is often fraught with tensions, clashes of beliefs and

ascendancies and downturns based on political and societal

vicissitudes.

This review was undertaken to examine the determinants,

patterns and imports of official recognition, and incorporation,

of different TCAM systems into the public health establishment

of LMIC, with a particular focus on India. It also alludes to the

inclusion of TCAM systems into the public health establishment

in certain high-income countries, to discern similarities and

differences in the processes and outcomes.

Methods
The following were used to source literature:

� Reports and policy briefs of TCAM integration produced by

global and national bodies, such as the World Health

Organization (WHO), and the Ministry of Health and

Family Welfare, Government of India

� Internet database searches for peer-reviewed literature,

including PubMed, Cumulative Index to Nursing and

Allied Health Literature (CINAHL), Elton B. Stephens Co.

(EBSCO), Cochrane, POPLINEVR , Web of Knowledge, African

Index Medicus, Eastern Mediterranean Literature—WHO,

Indexing of Indian Medical Journals (IndMED), Index

Medicus for South-East Asia Region and Latin American

and Caribbean Health Sciences/Virtual Health Library

(LILACS/VHL)

� Additional Internet searches on Google, Google Scholar,

Google Books and Amazon.com for research reports, evalu-

ations, case studies and commentaries

� Specific website searches of organizations, Web Archives and

electronic mailing lists known to specialize in the subject,

e.g. Medico Friends Circle, and People’s Health Movement.

� Specific requests for academic resources available with

experts and organizations known to specialize in the field

� Cross-references identified from articles and books enlisted

through the above methods

The Internet search terms employed were ‘[integrat* OR

inclu* OR participat* OR engag* OR involv*] AND [health

OR medic* OR system OR provider OR doctor OR healer OR

physician OR practi*] AND [traditional OR complementary OR

alternative OR local OR ayurved* OR homoeopath* OR homeo-

path* OR unani OR yunani OR siddha OR yoga OR naturo-

path*] OR [policy OR practice OR experience OR evaluat* OR

strategy]’.
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Articles or chapters written in English or Hindi, describing or

defining the integration of providers of various systems of

medicine, with full text available, were proposed to be included in

the review. All the articles and chapters that the search yielded

that met the criteria were in English. Approximately 53 articles,

books, policy documents, webpages and commentaries related to

TCAM integration were used in this review. Of the several

hundred articles that met some of the search criteria, the majority

was excluded from this review since they did not address the

integration of TCAM into mainstream health care in LMIC, but

explored other areas such as patterns of use, knowledge and

safety and efficacy studies of particular systems of TCAM.

Items sourced were indexed, critically analysed and entered in

a matrix of systems of medicine, policies and geographical

regions. Based on this matrix and discussions within the

research team, including inputs from books on behaviour and

social functioning, this literature review was written up as an

essay, with the following sections:

� Concepts of health workforce integration

� Rationale for integration of different systems of medicine

� Formalization and legitimacy of diverse health-care providers

� Policies for TCAM integration

� Experiences of integration

� Operational and ethical problems and solutions

Results and discussion
Concepts of health workforce integration

Integration is defined variously in different fields of study, from

the bringing together of different groups into unrestricted and

equal association, to blending, amalgamation and fusing. Thus,

the term takes on shades from the coming together of diverse

elements into a whole that either retains its heterogeneity or

cedes the individual characteristics of the elements to a set of

combined characteristics of the whole. Health system re-

searchers have articulated several models of integration.

Bodeker (2001) describes two models of integration—one that

comprises a common system of education and practice for

TCAM and allopathic practitioners, and the second that keeps

the different systems parallel and distinct, but governs them

through similar structures. Boon et al. (2004) articulate a

greatly nuanced spectrum of team-delivered health care from

parallel, to consultative, collaborative, co-ordinated, multidis-

ciplinary, interdisciplinary and integrative, with decreasing

hierarchical authority and increasing need for communication

and consensus building in the movement from parallel to

integrative. It is clear that integration comprises politico-

cultural, epistemological and systemic elements (Sheikh and

Nambiar 2011), and bears the potential for co-operation as well

as conflict on all these planes.

Integration is a term applied often to not much more than the

incorporation of TCAM practitioners and community workers

into the task of identification and referral of patients to the

biomedical facility (Poudyal et al. 2003; Peltzer et al. 2006).

Activities aimed at the inclusion of diverse systems of medicine in

the medical mainstream also appear to be based on the premise of

the veracity, and accuracy, of biomedicine, as suggested in the

study by Poudyal et al. (2003) on traditional healers in Nepal.

These studies also highlight the level at which integration is

taking place, i.e. practitioner rather than practice (Priya and

Shweta 2010). That is, health-care personnel trained in diverse

traditional, complementary and alternative systems of medicine,

or health services such as midwifery, may be included in the

workforce of the public health system and instructed and

expected to administer allopathic medications, and assist allo-

pathic medical providers in their diagnostic, therapeutic and

disease-control tasks. Integration at the level of practice involves

the establishment of a heterogeneous health system with prac-

titioners providing services in their discrete disciplines.

Some researchers (Satimia et al. 1998) call for an evaluation

of the effectiveness of each system of medicine in the treatment

of prevalent disorders, to formulate a strategy for integrated

health-care delivery tailored to the community. The underlying

assumption appears to be that effectiveness may be defined in

accordance with the rules of evidence of biomedicine. Along

these lines, Mazumdar and Gupta (2007) suggest promoting

Indian systems of medicine (ISM) as treatment for gynaecolo-

gical disorders. However, advocates of TCAM argue that TCAM

modalities, by their complex philosophy, application and

holistic impact, including psychosocial factors not amenable

to facile measurement in experimental trials, cannot be properly

evaluated using conventional biomedical study designs (Broom

and Tovey 2007).

Schuster et al. (2004a) recommend contextualizing the use of

complementary and alternative medicine (CAM) in a wellness

lifestyle, rather than viewing the use of CAM only to address

disease. They argue that a large proportion of CAM use is reported

for health promotion and disease prevention, and that research

into CAM should use more inclusive and naturalistic techniques

to respond to this broad conceptualization of health and wellness,

for instance, stressing the role of wellness, rather than just

freedom from disease as an outcome, since not all CAM is used for

disease therapy. Furthermore, they found in a study of a CAM

system (Schuster et al. 2004b) that patients undergoing CAM

treatment reported both direct and indirect effects on wellness,

the latter through the promotion of healthy lifestyles. The need for

longitudinal data collection in the assessment of the impact of

CAM on wellness is articulated. In a criticism of the prevalent

model of ‘integrative medicine’, the researchers point out that

groups of CAM systems are usually picked and applied to the

treatment of disease in a reductionist biomedical manner,

opposed to their (the CAM systems’) own philosophies, thus

failing to employ the CAM systems fully in their intendedmanner.

They also observe that CAM systems are too often viewed as one

uniform lump, whereas they are, in fact, a heterogeneous group of

therapies. This impression of diverse TCAM systems as one is also

resisted by the various components of TCAM systems, particularly

those with some degree of legitimacy and regulation in their

sociopolitical contexts, as a view that devalues the research and

sociopolitical advancesmade in certain TCAM systems in clubbing

them with other TCAM systems that have different levels of

recognition (House of Lords 2000).

Rationale for integration of different systems of
medicine

There are several factors in favour of a holistic approach to health

care. Spirituality, religious beliefs and practice (Chattopadhyay
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2007) and health behaviours and wellness (Schuster et al. 2004a)

have been shown to predict health outcomes, and therefore merit

consideration by health-care providers (Chattopadhyay 2007).

Various systems of medicine address different aspects of

the individual, with TCAM systems typically addressing

emotional, mental and spiritual components in addition to

physical. The health profile of the global population shows a

growing range of conditions that are incapable of being addressed

by any single system of medicine (Sujatha and Abraham 2009).

Fisher (2004) points to effective gaps in unisystem treatment as a

compelling basis for pluralistic medicine, in the context of

evidence for CAM and the inadequacy of mainstream medicine

to address contemporary health problems. The chronic inad-

equacy of trained personnel to provide the quality and range of

health care required by people, in light of the availability of

community health-care providers such as traditional birth at-

tendants, points to an optimization strategy such as the addition

of certain skills, e.g. observation, practice and referral, to the

community health-care providers’ repertoire, to promote com-

munity health (Brink 1982).

Traditional systems of health and medicine, being embedded

in the cultural and climatic milieux, have a rich, sometimes

storied, history and context. This stands in contrast to

allopathic medicine, and, in turn, has bearing on health

outcomes and healing ability (Hardiman 2009). It should be

noted, however, that the labels ‘traditional’ or ‘indigenous’ do

not automatically relegate a system of medicine to history

(Sujatha and Abraham 2012); systems with origins in antiquity

have, in most cases, been continuously employed till the

present, and coexist with myriad other systems, old and new.

‘Heritage consistency’, described by Spector (2002), posits that

the deeper people’s identification with a traditional heritage,

the more likely it is that they would hold traditional beliefs and

follow health practices consonant with their ethnocultural

heritage. The concept of heritage consistency is evident in the

tension among the diverse systems and their acknowledged

suitability to the place and the people, and also in the

sometimes widely disparate stances to TCAM expressed by the

governors and the governed, whose philosophical allegiances

may differ greatly. This tension is likely to be expressed strongly

in decision making regarding health-care seeking. Such deci-

sion making is often a family and kin or community activity,

particularly in developing countries with a high prevalence of

joint family living where the opinions and advice of senior

family members tend to be most valued (Tovey et al. 2005).

However, with the sweeping changes in the health-care

structure and policy, and concomitant changes in health

education and the accessibility of health care, in post-colonial

states over the past few decades, the potential for disagreement

among generations within a family and community may be

greater, and friction in decision making triggered.

Gaps in knowledge about TCAM, prejudice against one or

more systems, variable political support and special interest

groups for or against TCAM notwithstanding, the majority of

the population, in both industrialized and developing nations,

uses some form of TCAM. Inadequate policy and funding, and

educational, administrative and regulatory arrangements made

for TCAM evince the lack of touch with the contemporary

reality of the popularity of TCAM expressed by the biomedical

profession (Spedding 2012). In view of the fact that the

majority of the world’s population, particularly in developing

countries, uses TCAM, and furthermore, has limited or no

access to reliable biomedical services, Bodeker (2001) points out

that the formalization of TCAM has implications for equity,

coverage and financing.

Formalization and legitimacy of diverse health-care
providers

Formalization of a traditional, complementary or alternative

system of medicine, particularly the education and training

thereof, mostly takes the form of a westernized or biomedica-

lized curriculum design, grounding in modern biological

sciences, increased use of biomedical terminology and research

along biomedical lines. Such gauges of the value and efficacy of

therapeutic systems have the impact of disenfranchising several

local health traditions, even while legitimizing a select few

TCAM practices (Sujatha and Abraham 2012). The practice of

TCAM systems is viewed as more professionalized when it is

organized in the manner of biomedical practice (Ariyasena

1989). This is reflected in the constant call for evaluation,

validation, standardization and patenting of TCAM products

(Madhu 2011). In fact, practitioners of TCAM gravitate towards

modern, advanced instruments and tools, which are shared by

allopathic practice, for diagnosis, treatment and research, in a

bid to interpret health conditions in biomedical terms, and to

find easier acceptance among health-care users, as described in

a study among Ayurvedic practitioners and health-care users in

Mysore, India (Nisula 2006). This trend is carried forward into

the marketing of therapeutic products and services as well; for

instance, Ayurvedic products and services are increasingly being

marketed in a manner similar to biomedical products and

services, granting them greater acceptability among users in the

lay population (Nisula 2006). Interestingly, even the social

sciences in India have assumed definitions of health from

biomedicine rather than from indigenous systems (Sujatha and

Abraham 2012).

Numerous studies demonstrate gaps in the knowledge and

expertise of community health-care providers who may lack

training in disease aetiology and transmission (Poudyal et al.

2003; Madhivanan et al. 2010; Gill 2011). Health-care providers

trained and professionalized in line with biomedical role models

are seen as more suitable to be placed in health-care facilities to

deliver services. However, informal health-care providers are

seen as more in tune with their communities and thereby more

accessible, and better suited to the delivery of primary health

care (Ariyasena 1989). Traditional healers are more likely than

biomedical practitioners to practise medicine as a secondary or

part-time activity or vocation rather than as a primary occu-

pation (Jeffery 1982; Ariyasena 1989).

The legitimacy of practitioners is fundamental to the func-

tioning of an integrated medical society. Contemporary assess-

ment of expertise is invariably bound up with academic

qualifications, a view that virtually excludes numerous practi-

tioners of therapeutic systems, such as bone setting, who have

practical learning and expertise but no formally documented

epistemic expertise (Madhu 2011; Lambert 2012).

Training is usually viewed as unidirectional, flowing from

biomedical professionals to community practitioners, and
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comprising the transmission of biomedical terminology and

techniques (Sorsdahl et al. 2009; Gill 2011). An unusual and

model effort to facilitate multidirectional information flow

among community representatives, folk healers and trained

scientists to forge synergistic linkages between community and

formal scientific knowledge was reported by Shukla and

Gardner (2006). This initiative involved the training of folk

healers in botany, strategies for community conservation of

medicinal plants, documentation of folk healers’ knowledge of

local medicinal plants and facilitation of exchange of ideas

among the healers, scientists and the community (Shukla and

Gardner 2006).

Policies for TCAM integration

Countries with well-developed and widely used traditional

systems of medicine have typically gone through a trajectory

(Figure 1) of using traditional systems, with or without formal

administrative set ups, followed by a virtual elimination of

TCAM and the imposition of allopathic medical services and

education, followed then by a revival of TCAM, usually as

systems subordinated to the dominant allopathic system

(Bodeker 2001; Chung et al. 2011). The revival of TCAM in

these countries usually takes the route of evaluation and

validation by biomedical experts, and varying political support,

both these factors rendering the TCAM system vulnerable to

being incompletely understood and represented, and often

imbuing the TCAM system with communal or political shades

and the aura of being backward, irrational or unscientific. Some

commentators regard such a revival as an erosion of the

traditional system of medicine in the country (Singh and Raje

1996).

Examples of somewhat different routes followed in certain

Asian countries include the path taken by traditional Chinese

medicine (TCM), which was perceived as an imperial legacy,

which needed to be reinterpreted in modern scientific terms to

be acceptable to the new democracy (Bodeker 2001). Another

case is that of integration of various systems of medicine

in Malaysia, which is based on self-regulation by distinct

organizations for the different systems, to recognize, accredit

and register practitioners, and develop training programmes,

guidelines, accreditation standards and codes of ethics (Bodeker

2001).

Systems of medicine that are complementary or alternative,

but not traditional to a particular culture, face a different

situation in their evaluation as scientific and/or indigenous:

a case in point, commented upon by Hausman (2002), is the

status of homoeopathy in the south of India, where it went

from being hailed as a scientific system of medicine, probably

based on its provenance and recent development, to being

considered on par with ISM, and governed through a common

department in the ministry of health.

Reports abound of formal systems of TCAM, recognized by

governments, not receiving parity in funding and political

power with the allopathic system which forms the mainstream

of medical care. Other TCAM systems that may not be codified,

and further may be localized to small areas, are below the

radar of most policymakers, even those making policies for

formal TCAM systems. Shukla and Gardner (2006) comment on

the inadequacy of support for TCAM, and the virtual absence

of recognition and support for folk medicine, in spite of the

high reliance of people on these systems to fulfill numerous

health needs. They also warn of the deleterious downstream

effect that such lack of support can have on the interest shown

in these systems of medicine by future generations of the

community, and therefore, the life expectancy of the systems

themselves.

The political and administrative organization that forms the

framework for the integration of different systems of medicine

usually takes the shape of either a single department that

governs all the prevalent systems of medicine, with the

problems of hierarchy and inequitable representation attending

it, or of separate departments, subject to poor communication

and co-ordination, and often marginalization of certain systems

of medicine. An intermediate system of organization is of

De facto pluralism

Introduction & establishment of Western
medicine as the official system

(De)legitimation of various TCAM systems

De jure pluralism – equal / hierarchical
[Exclusion of certain TCAM systems]

Figure 1 Trajectory of pluralistic health systems in LMIC
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allopathic medicine being governed separately and as the main-

stream or dominant system, and all other therapeutic systems

being grouped together in a department (Srinivasan 1995) for

further subdivision and governing. Government policy, in India as

elsewhere, has tended, perhaps inadvertently, to bolster the

hegemony of allopathic medicine (Jeffery 1982) via the dispro-

portionate budget allocations for institutions, infrastructure,

personnel and supplies, as well as administrative arrangements

in the running of government health-care facilities.

In India

The history of the allopathic medical establishment in India

includes the incorporation of a range of traditional practi-

tioners, such as ‘hakims’, ‘vaidyas’ and ‘dais’, as well as Indian

medical materials, in the provision of services for decades

spanning the 19th and 20th centuries (Sujatha and Abraham

2009): this incorporation, based on the inadequacy of personnel

and material from the allopathic system, and including some

training in allopathic practice for traditional Indian practi-

tioners, petered out as the influx of allopathic-trained personnel

and supplies grew, paralleled by progressive disdain for ISM.

Hierarchies in medical systems were evident in the different

categories of registration available for traditional practitioners

vis-�a-vis allopathic doctors, B-grade and A-grade, respectively

(Lambert 2012). Moreover, official recognition, as evinced by B-

grade registration for traditional practitioners, was subsequently

withdrawn (Lambert 2012), leaving certain traditional practi-

tioners with no further recourse to inclusion in the health-care

mainstream of the country.

It is observed that recognition, and withdrawal thereof, are

not uniform across traditional therapeutic modalities; for

instance, recognition is extended for ‘marmachikitsa’, a tactile

therapy, but not for ‘haadvaidya’, or bone setting, another

tactile therapy. This situation is compounded by the lack of

uniformity in expertise, training, affiliation and praxis within

communities of practising healers and health workers.

Recognition by government based on textual knowledge is not

readily applicable in therapeutic modalities in which expertise

is performance based rather than data based, such as in bone

setting. Furthermore, credentialling based on examination

or ratification by biomedical experts may fail to tap into the

philosophy of different therapeutic systems.

More recently, the Ministry of Health and Family Welfare,

Government of India, established the Department of Indian

Systems of Medicine and Homoeopathy in 1995, and reorga-

nized it as the Department of Ayurveda, Yoga and Naturopathy,

Unani, Siddha and Homoeopathy (AYUSH) in 2003. This

department is tasked with the development of education,

research and regulation of the AYUSH systems of medicine,

and administration of AYUSH practice, as well as Sowa Rigpa, a

traditional Bhutanese system of medicine. Placed within the

conceptual framework put forward by Boon et al. (2004), the

incorporation of TCAM into the public health system is, for

the most part, currently implemented as parallel, in some cases

collocated (i.e. placed in the same physical facility), practice in

India. However, shortages of allopathic medical providers, and

AYUSH medical supplies, have frequently rationalized the

deployment of AYUSH providers for allopathic services in

primary health centres.

Education in the allopathic and non-allopathic systems of

medicine in India has undergone numerous alterations,

including sorties into curricula that integrate numerous systems

and resets to unisystem curricula (Hardiman 2009; Sujatha and

Abraham 2009). The development of traditional systems is

intricately interwoven with the political vicissitudes and philo-

sophical ascendancies of key stakeholders. Thus, the promotion

of a certain system may be related to the dominance of a

certain religion or political group, and attention restored to a

long-standing medical practice following neglect construed as

revival of tradition (Hardiman 2009).

In other countries

Jingfeng (1988) reports that TCM has been considered on par

with biomedicine ever since it began enjoying political support

for its revival and re-establishment in 1949, dispelling the

opposition to TCM from biomedical experts, in the course of

which China went from supporting two distinct systems of

medicine, viz. allopathic and TCM, to three, the third one being

an integrated system. This is in contrast to the status of

traditional medicine in Korea (Son 1999): standards set for

education and practice of Western and Korean medical prac-

titioners were repeatedly modified, in response to political

upheavals, such as government by royalty, followed by

Japanese occupation and then independence, until finally they

were accepted as commensurate. The national system of

insurance in Korea covered only Western medicine for decades,

decreasing the use of Korean medicine by the population. It

was in 1987 that insurance coverage was extended to the use of

Korean medicine. Despite the purported parity in status of

Korean medicine and allopathic medicine, Son (1999) observes

that Korean medicine practitioners were not in positions of

influence in policy making, and that disparaging remarks about

Korean medicine made frequent appearances in the mass media

and sparked several protests by advocates of traditional herbal

medicine.

Formalization of education and training in traditional medi-

cine in Bhutan was launched in the 1970s, with the concurrent

establishment of pharmaceutical research centres and co-

location of traditional medicine units with allopathic medi-

cine in all the Basic Health Units in the country (Wangchuk

et al. 2007), for consultative treatment and cross-referral

between allopathic medical providers and traditional medicine

practitioners.

The medical curriculum in Cuba is an unusual one that

incorporates CAM training with biomedical at all stages of

education (Appelbaum et al. 2006). A variety of CAM modalities

are taught alongside biomedical subjects with the result that

every medical graduate is equipped with basic knowledge of all

the systems of medicine approved for use in the country.

Furthermore, it is not permissible for non-medical graduates to

practise any system of healing.

Experiences of integration

The practice of TCAM goes well before and beyond the

definitions and classifications attempted by educators, policy

activists and governments. For instance, Maclean and

Bannerman (1982) describe the all-pervasiveness of ‘African

traditional medicine’ at the household, neighbourhood,
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community and national levels in sub-Saharan Africa. Policy

support in the form of insurance and subsidies, i.e. financial

support for the use of TCAM, has a profound influence on the

sustainability of TCAM system. For example, financial support

from the government of China facilitated the establishment of

TCAM departments in health-care facilities. However, a differ-

ence is observed in the proportion of use of TCAM and

biomedicine, based on insurance and subsidies. Further market

subsidies may make the situation for TCAM providers precar-

ious, by reducing their revenue on consultations and medical

materials and services (Bodeker 2001). Cost-effectiveness

studies highlight other financial implications of TCAM integra-

tion. For instance, a study comparing Chinese medicine with

integrated (Chinese plus allopathic) medicine in the treatment

of H1N1 showed that the group receiving Chinese medicine

alone had better biomedically defined clinical outcomes, with

lower expenditure of money (Lu et al. 2010). On the other

hand, integration with and cost saving for the mainstream

health system may be undesirable for practitioners who

otherwise can reap margins by dint of their exclusion from

public health programmes. For instance, herbalists in South

Korea report not wanting the national medical insurance to

cover traditional preparations for fear of their losing the huge

margin of profit that is currently available to them on sales of

traditional medical products (Bodeker 2001).

Users’ choices among the diverse systems of medicine

show several demographic divides, such as those based on

socioeconomic and educational status (Satimia et al. 1998;

Mazumdar and Gupta 2007), geographical location of practi-

tioners (Satimia et al. 1998; Torri 2012) and level of social

comfort between the practitioner and patient (Torri 2012),

besides the accepted prognosis of the condition (Broom et al.

2009), and beliefs about the efficacy of the various systems of

medicine for the health condition at hand (Mazumdar and

Gupta 2007; Lambert 2012). Thus, more educated, financially

better off and Christian villagers in Tanzania reported preferring

allopathic medicine to traditional for skin disorders, whereas

traditional medicine was the choice of their less educated,

economically backward and non-Christian counterparts

(Satimia et al. 1998). In contrast, in a study in Mumbai,

India, women with higher levels of education were more likely

to choose TCAM as their primary recourse for the treatment of

gynaecological disorders compared with women with lower

levels of education (Mazumdar and Gupta 2007). Siddha clinics

for Human Immunodeficiency Virus (HIV) treatment set up in

villages in Tamil Nadu were found to be popular for their

affordability, and the positive physical health outcomes of the

patients, as well as the comfort that the patients felt in

interacting with the Siddha practitioners (Torri 2012). Sorsdahl

et al. (2009) reported, from a systematic review, that people

with HIV gravitate towards TCAM practitioners, based on a

shared sociocultural background, and the attention given by

such practitioners to patients’ social and spiritual needs in

addition to physical. Besides these socioeconomic determinants

of the choice among therapies, a major influence is social

relations: patients choosing TCAM frequently report being

advised or encouraged (Tovey et al. 2005; Nisula 2006;

Mazumdar and Gupta 2007), or even constrained (Broom

et al. 2009) to seek TCAM care by members of their social

network. Besides this choice among diverse therapeutic

modalities is the reality, at the individual level, of the

acceptance and adoption of multiple systems to obtain relief

of suffering, regardless of the epistemological and ideological

similarities and disagreements among the systems (Sujatha and

Abraham 2012).

Operational and ethical problems and solutions

Bringing together various systems of medicine involves some

problematic examinations of conceptually diverse bodies of

knowledge, expertise and impact (Torri 2012). Policies for

integration set the stage for the delivery of a diverse set of

health-care services. However, the criteria and procedures for

the inclusion of various therapeutic systems, the definition of

legitimacy of systems, the protocol specified for the interaction

among practitioners and often the lack of a clear protocol for

the delivery of health care in facilities where practitioners of

different medical systems are collocated lead to numerous

lacunae in the implementation of true integration of different

systems of medicine for public health. An illustration from a

high-income country is the practice of CAM in Canada.

Universal health care in Canada includes very few systems of

CAM; the other CAM systems are restricted to the private

sector. Hollenberg’s (2006) study on an integrated practice

reported that weekly doctors’ meetings included only biomed-

ical doctors, not CAM. Weekly practitioner rounds were not

attended by CAM doctors, who were not authorized to make

notes in patient charts that were used by all biomedical and

paramedical practitioners. Only biomedical doctors were

authorized to order laboratory tests. CAM practitioners were

not allowed to view patient charts without prior permission

from patients. Observation of the location of the various offices

and consulting rooms within the facility indicated a ‘geograph-

ical dominance’ of biomedical doctors’ offices over CAM

doctors’. The practitioners were observed to exercise exclusion

via the adoption of terminology peculiar to their own system of

medicine, and creating barriers of esoteric knowledge mystique.

CAM practitioners in Canada reported supporting one another

in integrated practices, discussing cases, and referring patients

among themselves. Certain skills, such as counselling, nutrition

advice, meditation and acupuncture, which form part of the

repertoire of CAM modalities, were found to have been

incorporated into the biomedical practice, thereby edging out

CAM practitioners further: this finding finds a reflection in the

2010 study by Pirotta et al. (2010), in Australia, of general

practitioners prescribing herbal and other medical products, but

not identifying themselves as Integrative Medicine practi-

tioners, probably because the medical products in question

were by then considered mainstream by virtue of wide use in

society. On a larger scale, the South Korean endeavour to

integrate herbal and modern medicine, including the training of

allopathic doctors in herbal medicine, led to some power

conflicts, with allopaths trained in herbal medicine dominating

the medical field, and diminishing the status of herbal

specialists (Bodeker 2001). These findings of power relations

favouring allopathic practitioners have echoes in the observa-

tions of Addicott and Ferlie (2007) of the biomedical domin-

ance, and particularly biomedical specialist dominance, in

policy making and implementation in health-care networks
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(which included managerial and clinical personnel, although no

TCAM providers) for cancer care in England.

Beyond administrative and operational issues in the smooth

integration of various systems of medicine are the interpersonal

and ethical transactions among the players in this endeavour:

Hollenberg’s (2006) study of an integrated practice in Canada

draws attention to certain unfavourable attitudes in allopathic

doctors working with CAM practitioners, such as condescen-

sion, and lack of interest and attention paid to communication

from CAM practitioners. Broom and Tovey (2007) found in an

examination of the integration of CAM in two distinct health-

care settings in England, specifically a cancer hospital, and a

hospice that CAM provision was facilitated without legitimation

of the systems of CAM via arrangements that excluded formal

referral to TCAM, and precluded internal funding for CAM

provision. The researchers also noted disparate, and unfavour-

able to CAM, standards of adherence to evidence-based

medicine for TCAM and biomedicine. The extent of integration

of CAM into biomedicine also varied by the biomedical specialty

in question, with palliative care providers proffering more

acceptance to CAM than hospital oncologists, a phenomenon

probably explained by the philosophical proximity of palliative

care to the holistic principles of CAM. A study conducted in

India found several notions of tension, mistrust and dichotomy

(rational/irrational, physical/metaphysical, traditional/modern),

as well as some inconsistencies in practice, and stated values,

regarding biomedicine and TCAM, among oncologists (Broom

et al. 2009).

An assessment of the mainstreaming of AYUSH in Rajasthan,

India [Society for Economic Development and Environmental

Management (SEDEM) n.d.], revealed that AYUSH is popular

and regularly accessed by the community. Cross-referrals were

reported to be frequent, although allopathic and AYUSH doctors

did not interact much, professionally or socially, with one

another, and approximately half the allopathic doctors studied

reported never referring patients to AYUSH doctors.

Infrastructure and supply gaps were cited, as were lacunae in

role and protocol descriptions for personnel at health-care

facilities. An examination of the experiences of AYUSH

providers contracted to medical officer positions in primary

health centres in Andhra Pradesh, India, brought to light, in

addition to the lacunae cited in the study in Rajasthan,

inequitable emoluments, unethical interpersonal arrangements

between some AYUSH providers and their allopathic colleagues,

and limited support from non-AYUSH personnel at the health

facilities, all of which were felt to be demotivating and

undermining the value of AYUSH (Lakshmi 2012).

Shukla and Gardner (2006), reporting on a successful cross-

discipline collaboration of botanists and local folk healers,

observed that collaboration is encouraged and facilitated only

when epistemological and philosophical foundations match.

This highlights the difficulty in generating and maintaining

collaboration among different systems of medicine, which are

clearly distinct epistemologically, and also the possibility that

philosophies that do not match the dominant thinking at a

particular time may be undermined, or worse, forever lost.

In a departure from the view that reductionist and mechanistic

approaches in biomedicine oppose any mutual exploration and

understanding among biomedicine and TCAM, Chaudhary and

Singh (2011) see hope for philosophical dialogue and integration

between biomedicine and TCAM in the gradual gravitation from

a purely analytical approach to an analytical–synthetic one in

biomedicine, making it a ‘bio-psycho-socio-medical model’. This

prospect is bolstered by the insight that the historic clashes

between TCAM (specifically homoeopathy) and allopathy were

more disagreements between groups of professionals competing

for a circumscribed basket of profits, and the subsequent

establishment of a hierarchy of medical practices incorporating

the hegemony of allopathy, than a ‘battle between two scientific

truths’ (Bloom 1995). The potential for an open and unpreju-

diced examination of the various systems of medicine, unrelated

to market-related motivations, to yield a widespread appreciation

of medical pluralism, is great.

Bodeker (2001) points out that education and training in

more than one system of medicine necessitate the pruning of

portions of knowledge and practice, usually from the TCAM

system. Thus, integrated medical education, more often than

not, comes at the cost of comprehensive training in TCAM.

Furthermore, practice by health-care providers trained in TCAM

as well as biomedicine may demonstrate some loss of the

integrity of the TCAM system (Chung et al. 2011). Such cursory

orientation to different systems of medicine, which facilitates

cross-referral, may, however, be preferable to the risk of cross-

practice that stems from more in-depth training in systems

other than the one being specialized in (Chung et al. 2011).

Popular perceptions of TCAM are marred by observations of

TCAM-trained practitioners practising allopathic medicine,

which they may not be licensed to do (Singh and Raje 1996).

Sharma (2001) noted that exposure of doctors to systems of

medicine other than their own, especially in those health

conditions which represent treatment lacunae in allopathic

medicine, in an effort to integrate various systems of medicine

in a complementary manner, opens up the risk of cross-

practice, and even quackery, by both allopaths and TCAM

practitioners.

An illustrative case of cross-practice comes from a hospital-

based study conducted in urban India (Gawde et al. 2013),

which found that around 70% of the 100 allopathic practi-

tioners surveyed reported prescribing branded Ayurvedic medi-

cations, although they did not profess familiarity with the

concepts of Ayurveda. Notably, over 90% of the respondents

opined that Ayurvedic medications needed more ‘scientific’

testing before use. In a demonstration of dissonance, the

majority did not refer patients to their Ayurvedic colleagues, or

seek Ayurvedic treatment for themselves either. Most respond-

ents felt that integrating Ayurveda into their practice would

enhance the appeal of their practice as well as improve patient

outcomes. Legalizing cross-practice however was a much more

contested issue, with the majority of practitioners against it

(Gawde et al. 2013). These findings typify the oft-encountered

stance of many allopathic practitioners and health-care gov-

ernance bodies whose express intention to promote various

systems of medicine for improved public health usually takes

the course of including selected aspects of TCAM, sans the

philosophy of the respective TCAM systems, in the health-care

mainstream. Concerns about cross-practice usually emphasize

the illegal practice of allopathic medicine by TCAM practi-

tioners, often ignoring the practice of aspects of TCAM by
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allopathic practitioners. Practitioners of various TCAM systems

however decry the appropriation of selected therapeutic tech-

niques or medications from their systems into the mainstream

medical practitioner’s repertoire with little training in the

technique itself, and none in the concepts of the TCAM system

(House of Lords 2000). An example is the controversy

surrounding ‘dry needling’ and its high correspondence with

acupuncture, with acupuncturists objecting to the adoption of

the use of needles (sans the concepts of the discipline of

acupuncture) by therapists trained in other disciplines, and

non-acupuncturist providers using ‘dry needling’ claiming

dissimilarity between it and acupuncture (Morris 2011).

A preponderant concern related to the assumption of selected

TCAM techniques and medications by allopathic practitioners is

the diminution of the comparative appeal of TCAM practi-

tioners in the health-care arena with the growing overlap of the

scope of practitioners of TCAM disciplines and allopathic

practitioners. Another concern related to the adoption of

TCAM techniques and medications, highlighted by Spedding

(2012), is that the stringent regulation that allopathic medical

products are subject to is not applied to TCAM products, whose

safety and efficacy, therefore, are not supported by extensive

biomedical evidence.

Interaction among the different systems of medicine, and

particularly among practitioners of different systems of medi-

cine, within health-care facilities where different systems are

collocated, or where they are not collocated but are adminis-

tered under a health policy that recognizes and regulates the

different systems, is found to be influenced greatly by the

referral and communication protocols set in place. Chung et al.

(2011) reported, from a study in Hong Kong, that biomedical

practitioners, although culturally accustomed to the prevalence

of TCM, and possessing positive personal experience of using

TCM, did not refer patients to certain systems of TCAM. They

theorize, in explanation of this discord between cultural

familiarity and clinical behaviour, that the British occupation

with its emphasis on biomedicine as the mainstream health-

care option, and the widespread understanding of biomedicine

as scientific in contrast to TCAM, may inhibit biomedical

doctors from referring patients to TCAM.

Strategies recommended for equitable and
people-centred medical pluralism

Observations, insights and advocacy from the studies reviewed

offer the following approaches to bear in mind in the

development of an equitable medically plural society. To truly

include the diversity of traditional and contemporary healing

practices in the health-care mainstream, it is essential to

explore the nature of local therapeutic practices to obtain a

nuanced understanding, and to formulate ways to accredit and

license practitioners that are not skewed to textual knowledge,

but take into account performance expertise (Lambert 2012).

Gaps in knowledge of TCAM, demonstrated in allopathic

practitioners who either subscribe, or do not, to the concept of

‘integrative medicine’ (Pirotta et al. 2010), are clearly a point for

intervention to spread awareness of TCAM and to initiate

rational referral and practice of integrated medicine (House of

Lords 2000). Pirotta et al. (2010) recommend the inclusion of

TCAM in education programmes to address the gaps in

knowledge of biomedical practitioners, with the immediate

pragmatic goal of timely identification of safety issues

associated with the contemporaneous use of allopathic and

TCAM products. The cross-discipline multidirectional informa-

tion transfer endeavour reported on by Shukla and Gardner

(2006) offers a procedure for community knowledge to be

transmitted to the scientific community, in addition to the

more usual training that flows from academia to the

community.

Wangchuk et al. (2007) allude to important managerial

lessons offered by the juxtaposition and collaboration of

conceptually distinct systems within a single administrative

and policy unit, such as a ministry. The administration of

diverse systems of medicine by a single department, of AYUSH,

in the health ministry in India may pose similar challenges.

Hollenberg’s (2006) findings of attitudinal barriers among

biomedical and TCAM practitioners highlight the need to

examine patterns of professional interaction besides docu-

mented policy in the integration of different systems of

medicine. Chung et al. (2011) from their observations of low

referral from biomedicine to TCAM, despite the cultural

consistency of the biomedical practitioner and the TCAM

system, underscore the importance of clearly articulated and

enforced procedures of referral in an integrated medical

establishment. They urge the removal of structural barriers to

cross-referral among TCAM and biomedical practitioners, and

highlight the imperative of political will and provision to

overcome the inertia that has set in the health-care environ-

ment with respect to a pluralistic medical society.

Conclusion
This review, of the experiences in the integration of traditional,

complementary and alternative systems of medicine in the

health-care mainstream of LMIC, describes some general trends

in the development of medical pluralism and formal integration

of diverse systems of medicine, particularly in a post-colonial

society. The typical trajectory is one of the de facto practice of

indigenous and adopted therapeutic systems, until the official

political establishment of biomedicine as the mainstream

system of health care, followed by either the rejection of all

TCAM systems, or the legitimation of certain TCAM sys-

tems, particularly those with powerful advocates, and the

placement of government-supported TCAM systems on par

with, or subordinated to, the biomedical mainstream system.

Furthermore, the wide range of non-allopathic systems is often

lumped together as one group, erroneously treated as homo-

genous, despite numerous differences in the epistemologies,

training modalities and practice of these systems.

The majority of the global population, particularly in de-

veloping countries, is known to use one or more of the TCAM

systems for health care. It is important to note that this is not

always based on the lack of availability of allopathic health

care, but often on choice even in a medically plural society.

However, popular choice notwithstanding, a hierarchy of

systems of medicine, whether or not acknowledged, is exercised

in most societies, with biomedicine at the top, certain TCAM

systems next and local healing traditions last. This hegemony of

biomedicine is promoted by the positive feedback of a
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biomedical theoretical basis of the evaluation of the efficacy of

various TCAM systems, which tends to alienate philosophies of

healing that demonstrate an epistemological mismatch with

allopathy. History is witness to the reality of the danger of

suppression, undermining or even disappearance of

philosophies—medical and others—that do not match the

dominant thinking of the time. Systems that endure usually

have had powerful advocates at critical junctures and are often

interpreted through a political or communal lens. The contem-

porary legitimation of a TCAM system usually takes the route of

evaluation using biomedical criteria, accreditation of educa-

tional institutions and licensing of practitioners, generally based

on demonstration of theoretical knowledge. This procedure

often alienates therapeutic systems distant from allopathic

philosophy, and based on expertise in performance rather than

theoretical knowledge.

Even as TCAM systems express their distinction from biomedi-

cine in theory and practice, the tools employed by practitioners of

these systems in diagnosis, research, pharmacy, marketing and

education and training are seen to increasingly emulate those of

allopathy. While these tools may serve to enhance the popular

image of some TCAM systems and aid them to achieve easier

acceptance in society, they are sometimes inappropriate for use in

therapeutic systems with widely divergent epistemologies, which

call for distinct research paradigms.

The drive towards elimination of all TCAM systems from

official recognition has given way to an acknowledgement of the

cultural consonance, popularity, appositeness to prevalent health

conditions and, often, low cost of TCAM practices, which has led

to efforts to incorporate TCAM into the health-care mainstream.

Health policy, at national and state levels, details the standards

and procedures for such integration. The rationale for the

inclusion of TCAM providers in the public health workforce

ranges from the need for personnel to address the disease

burden borne by the public health system, to the desirability of

providing patients with a choice of therapeutic modalities for

their health care, and the nurturing of local culture. Integration,

although mostly described as a phenomenon to juxtapose

different systems of medical practice, is often implemented as

a system of establishing personnel with certification in different

medical systems, in predominantly allopathic health-care facil-

ities, to practise allopathic medicine. These arrangements that

bring practitioners of different systems under a common

administration, with varying degrees of authority and autonomy,

engender numerous problematic interpersonal and ethical trans-

actions, particularly in situations where the official communi-

cation channels among allopathic and TCAM personnel,

including reporting and cross-referral, are not clearly specified.

Several studies describe knowledge gaps, and structural and

attitudinal barriers among allopathic and TCAM practitioners

working in integrated facilities. Observations have also been

made of the dissonance that biomedical practitioners express

between their cultural familiarity with TCAM systems and their

clinical behaviour that eschews TCAM use or even referral to

TCAM practitioners. In summary, the integration of TCAM into

the public health system in LMIC is charged with tensions

related to the coexistence of philosophically disparate, often

opposed, disciplines, with distinct and unaligned notions of

evidence and efficacy, and of political and cultural vicissitudes.

The design and sustenance of a medically plural society that

facilitate the thriving of each system of medicine, and respectful

and gainful co-operation among different systems to promote

improved public health, requires a great deal of insight,

sensitivity and administrative skill.
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Abstract

AYUSH, an acronym for Ayurveda, Yoga and Naturopathy, Unani, Siddha, Sowa-Rigpa

and Homeopathy represents the alternative systems of medicine recognized by the Gov-

ernment of India. Understanding the patterns of utilization of AYUSH care has been impor-

tant for various reasons including an increased focus on its mainstreaming and integration

with biomedicine-based health care system. Based on a nationally representative health

survey 2014, we present an analysis to understand utilization of AYUSH care across

socioeconomic and demographic groups in India. Overall, 6.9% of all patients seeking out-

patient care in the reference period of last two weeks have used AYUSH services without

any significant differentials across rural and urban India. Importantly, public health facilities

play a key role in provisioning of AYUSH care in rural areas with higher utilization in Chhat-

tisgarh, Kerala and West Bengal. Use of AYUSH among middle-income households is

lower when compared with poorer and richer households. We also find that low-income

households display a greater tendency for AYUSH self-medication. AYUSH care utiliza-

tion is higher among patients with chronic diseases and also for treating skin-related and

musculo-skeletal ailments. Although the overall share of AYUSH prescription drugs in

total medical expenditure is only about 6% but the average expenditure for drugs on

AYUSH and allopathy did not differ hugely. The discussion compares our estimates and

findings with other studies and also highlights major policy issues around mainstreaming

of AYUSH care.

Introduction

Traditional medicine is defined as an amalgamation of knowledge, skill, and practices based

on theories, beliefs, and experiences indigenous to different cultures, whether explicable or

not, used for therapeutic, restorative, prevention, diagnosis and maintenance of physical and

mental health [1,2]. These systems are recognised globally for complementing disease preven-

tion, treatment and generic health maintenance [1,3,4]. There is widespread use of traditional
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medicine across developing countries (across Asia, Africa and Latin America) with rapidly

emerging markets in North America and Europe [2,3]. However, despite increasing national

and international attention, the formal health systems, particularly in resource-poor settings,

are yet to harness its true potential. Recognising such intricacies, the 67th World Health

Assembly resolution on traditional medicine has been instrumental in the development of

updated WHO Traditional Medicine Strategy (2014–23) with objectives to harness its contri-

bution and promote effective use [2].

These international developments are of particular significance for India that has a pluralis-

tic medical culture with a well-documented history and practice of alternative medicinal forms

namely—Ayurveda, Yoga and Naturopathy, Unani, Siddha and Homoeopathy–now jointly

referred to as AYUSH [5–10]. As integral part of Indian culture, Indian System of Medicine

(ISM) comprising of Ayurveda, Yoga, Unani and Siddha was practiced even before formal

health system took shape. Unfortunately, in spite of presenting an effective role for health

maintenance (preventive and curative), the ISM has been neglected and marginalized since the

pre-independence era (before 1947). Prejudiced approach like curbing the state patronage,

abolition of ISM schools and creation of medical bureaucracy further undermined the legiti-

macy of ISM practice [11,12]. The potential of ISM was further curbed by the perils of caste-,

class-, communal-and language-based politics. Besides, strong epistemological preferences

within ISM system undermined its scope and expansion as a formal health care system in the

post-independence era. [13–18]. However, time and again, with the realization of strengthen-

ing comprehensive primary health care, various Expert Groups and Health Committees in

India have recommended integration of ISM with the biomedical/allopathic system. For

instance, Mudaliar Committee was first to recommend utilizing indigenous doctors for deliv-

ering vertical healthcare programs [19]. Subsequent national health policies such as National

Health Policy (1983), National Education Policy in Health Sciences in 1989 and National

Health Policy (2002) have also pointed out the potential of ISM in improving healthcare access,

particularly in the absence of modern healthcare in rural India. But attempts made towards its

revival thereafter, only saw bio-medicalization of these systems either for validation through

scientific methods or for commercialization and excessive marketization of indigenous thera-

pies. However, the paradigm shift in government’s policy post-independence has focused on:

creation of schools for ISM to produce licentiates, standardizing curriculum, drug research for

patenting and mass production. The institutionalization of ISM in keeping with international

interests further led to the creation of the Department of Indian Systems of Medicine and

Homeopathy (ISM&H) in 1995 (later renamed as Department of AYUSH in 2003). In pursu-

ance of ‘mainstreaming’ policy, post-2005, National Rural Health Mission (NRHM) provided

an opportunity where strategies like provisioning of AYUSH drugs, co-locating providers at

public health facilities and inter-sectoral convergence with ISM functionaries implementing

national health programs were devised [20]. Department of AYUSH also launched National

AYUSHMission during 12th plan with an objective of providing affordable, sustainable and

accessible care. Subsequently, the elevation of AYUSH Department into an independent Min-

istry (in November 2014) is a noteworthy policy decision to further upgrade AYUSH educa-

tional standards with emphasis on epistemological strengths, quality standardization and

stewardship.

Policies notwithstanding, existing research on AYUSHmedicine in India is too sporadic

and dispersed to facilitate an understanding of AYUSH care utilization [5,8,9, 21–29]. It may

be noted that much of the earlier evidence on use of traditional medical services comes from

small area studies [24–27] and there are only a few studies based on a sample large enough to
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generate any evidence [5,29,30]. Clearly, there is a need to undertake more systematic analysis

to examine AYUSH care utilization across regional, socioeconomic and demographic groups

[5]. Also, in a country like India which is home to many traditional medicine systems, it is also

essential to understand these patterns in conjunction with allopathic medicine. This paper

therefore aims to address some of these gaps by contributing to the evidence base regarding

utilization of AYUSH health care services in India. The analysis is based on a nationally repre-

sentative cross-sectional household survey conducted in 2014 by National Sample Survey

Organization (NSSO), Government of India [31]. It is expected that the findings will provide

vital insights regarding utilization patterns as well as socioeconomic profile of users and con-

tribute towards the discussions on integrating AYUSH within the formal healthcare system in

India.

Data andmethods

The analysis is based on data from a nationally representative cross-sectional survey on Social

Consumption: Health (Schedule 25.0, 71st round, January–June 2014) which covered whole

of the Indian Union (for details of the survey and interview schedule see http://mail.mospi.

gov.in/index.php/catalog/161/related_materials). A stratified multi-stage sampling strategy

was employed for this survey with a total sample size of 65,932 households (36,480—rural

and 29,452—urban) comprising of 333,104 individuals (189,573—rural and 143,531—

urban). The survey captures information regarding health and health care utilization and

elicits information regarding nature of treatment received by patients for outpatient and

inpatient care. The classification codes for nature of treatment provided by NSSO included

Allopathy, ISM (includes Ayurveda, Siddha, Unani and Sowa-Rig-Pa), Homeopathy and

Yoga & Naturopathy (see supplemental file). It is important to note that home-based reme-

dies and folk medicine were included under the ambit of ISM only. The above mentioned

classification codes for ISM, Homeopathy and Yoga & Naturopathy were combined and

referred to as AYUSH in the survey, representing the use of any of the traditional systems of

medicine by the patients. It may be noted that the survey does not provide any information

to distinguish whether the providers of AYUSH care do or do not hold desirable AYUSH

qualifications. For analytical purposes, the study uses information related to use of AYUSH

services for outpatient care with a recall period of last 15 days. We did not include analysis of

inpatient care because the use of AYUSH for hospital-based care is very low (below 1% of all

hospitalization cases). The survey also provides information regarding socioeconomic back-

ground of the surveyed households (see S1 Table for descriptive statistics). Here, the monthly

per-capita household consumer expenditure (MPCE) information is used as a proxy for

income and separate MPCE quintiles are constructed for rural and urban areas to depict

their relative economic status.

We describe utilization of different forms of medicine, across type of ailment and related

out of pocket expenditure across rural and urban India. We also report the association between

economic status and utilization of AYUSH services using concentration curve (CC) and con-

centration index (CI) [32,33]. The CC plots the cumulative proportions of treatment-seeking

patients ranked by MPCE (beginning with the most disadvantaged in terms of MPCE and end-

ing with the least disadvantaged) on the x-axis against the cumulative proportions of patients

using different forms of treatment–allopathy, ISM or AYUSH on y-axis. If use of a particular

nature of treatment is equally distributed across MPCE, the CC will coincide with the diagonal

(line of equality) and if it is concentrated among higher MPCE classes, then CC lies below the

diagonal. For interpretative purposes, further the CC from the diagonal, the greater would be

the degree of inequality. The CI could be derived from the CC and is defined as twice the area
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between the CC and the diagonal. The CI can be written in many ways, one being [33];

CðhÞ ¼
2

n2mh

Xn

i¼1

zihi

Where zi ¼
nþ1
2

� li
where, i:(i = 1, 2,. . ., n) represents a given population; λi s the MPCE rank of the person with

the best well-off individual ranked first and the least well-off ranked last. In the case of ties,

each member of the tied group is assigned the average rank of the group. The CI ranges

between +1 and -1 with zero depicting no inequality and large positive values suggesting

higher use of a particular nature of treatment among the richer sections.

The econometric analysis further explores the socioeconomic correlates of AYUSH use. It

recognizes that health care utilization involves at least two steps: first, to decide whether to

seek any health care when ill and second, to decide about the nature of care (AYUSH or oth-

ers). Besides, the decision to seek health care is not only contingent upon experience of illness

but also depends on various social, economic and demographic factors. Hence, if this decision

is influenced by unobservable background characteristics then it is important to adjust for

such selection bias before drawing any inferences regarding association of various socioeco-

nomic correlates with AYUSH use. For this purpose, we employ Heckman probit regression

for the econometric analysis [34–36] that captures the two-stage decision-making process–

first decision to use health care (selection part) and second to use AYUSH care (treatment

part)–and presents estimates adjusted for selection bias. We also use this approach to examine

the decision to utilize AYUSH based on medical advice because it is likely that some patients

may resort to self-medication practices. It may be noted that estimation of the selection model

may require exclusion restrictions such that these variables are expected to influence the selec-

tion equation but should have no direct influence on the treatment equation. In our analysis,

we identified reporting of illness (other than chronic illness) in the last 15 days as instrument

that directly affect health care utilization but is less likely to influence choice regarding

AYUSH care. Similarly, in the second model we used reporting of chronic illness as instrument

that directly affects use of AYUSH care but is less likely to influence decision regarding use

subject to medical advice. We also report the likelihood ratio test statistics for validity of the

exclusion restrictions. All analyses were carried out using Stata version 12. This study is based

on analysis of anonymized secondary data in the public domain and can be obtained from the

NSSO.

Results

Tables 1 and 2 report the distribution of ailing persons (patients) receiving outpatient care in

the last 15 days by nature of treatment and background characteristics in rural and urban

India, respectively. The distribution of patients presented under different nature of treatment

is not necessarily mutually exclusive. This is because some patients may have experienced

more than one spell of illness during the reference period and may have used different nature

of treatment for different spells of ailment. The results presented in Tables 1 and 2 show that

allopathic system has a dominant presence across rural and urban areas with over 90% of treat-

ment-seeking patients across all socioeconomic groups reporting receipt of allopathy care (S2

and S3 Tables presents estimates adjusted for State as random effects). In rural and urban

India, 93.4% and 93.5% patients (persons reporting illness) respectively, have received allopa-

thy-based outpatient care in the last 15 days prior to the survey whereas during the same refer-

ence period AYUSH care was used by about 6.7% and 7.1% patients in rural and urban India,

respectively. The ISM is the key component of the AYUSH system with utilization over 3.4%
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rural and 3.7% urban patients. Homeopathy also has a significant presence within the AYUSH

system. Across age groups, use of ISM care is relatively high among elderly patients (4.1% and

4.8% in rural and urban India, respectively) while homeopathy care is relatively more among

children (under-five years), particularly in urban areas (4.8%). Compared to males, use of

AYUSH care among females was relatively high in rural India whereas no such gender-differ-

ential was observed in urban areas. Notably, use of AYUSH care was less observed among the

middle MPCE quintile households whereas it was higher among those at the either end of the

MPCE distribution (see S4 and S5 Tables). Also, patients with chronic illness reported greater

Table 1. Percentage patients (persons reporting illness during reference period of last 15 days) receivingmedical treatment (excluding hospitali-
zation) by nature of treatment and background characteristics, Rural India, 2014 (n = 13927).

Rural India Allopathy ISM Homoeopathy Yoga & Naturopathy Other AYUSH

Age

Below 5 years 95.7 1.0 2.3 0.1 0.9 3.5

5 to 14 years 95.0 2.7 1.1 0.9 0.3 4.7

15 to 59 years 92.7 3.8 3.3 0.5 0.4 7.5

60 years and above 93.0 4.1 2.9 0.6 0.1 7.6

Sex

Male 94.5 3.1 1.9 0.7 0.3 5.7

Female 92.5 3.7 3.7 0.4 0.5 7.6

Social group

Scheduled Tribes 91.4 5.4 0.6 1.2 1.4 7.2

Scheduled Castes 94.6 2.6 2.2 0.7 0.4 5.5

Other Backward Classes 94.1 3.1 2.8 0.4 0.1 6.3

Others 92.0 3.8 4.1 0.4 0.5 8.1

Religion

Hinduism 93.6 3.5 2.6 0.5 0.4 6.5

Islam 91.4 3.2 5.6 0.1 0.2 8.8

Others 94.8 3.0 1.2 1.3 0.5 5.5

Education of Head

Illiterate 93.7 3.0 2.7 0.4 0.4 6.1

Primary or below 93.9 3.9 2.1 0.7 0.3 6.6

Secondary education 92.2 3.7 4.2 0.6 0.2 8.3

Higher education 92.5 3.5 3.7 0.0 1.3 7.2

MPCE quintile

Lowest 92.6 3.2 2.7 1.0 0.4 6.9

Second 93.2 3.9 2.3 0.1 0.8 6.3

Middle 93.9 2.3 3.7 0.4 0.2 6.4

Fourth 95.1 3.1 1.9 0.2 0.2 5.2

Highest 92.3 4.1 3.5 0.7 0.4 8.2

Chronic illness

Yes 91.9 4.0 4.2 0.7 0.4 8.8

Acute illness

Yes 94.7 3.2 1.8 0.4 0.4 5.3

Rural India 93.4 3.4 2.8 0.5 0.4 6.7

Source: Authors using NSSO 71st Round on Social Consumption: Health (2014)

It may be noted that some individuals may have received treatment from more than one forms of medicine and therefore the distribution of patients under

nature of treatment is not mutually exclusive.

https://doi.org/10.1371/journal.pone.0176916.t001
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use of AYUSH care both across rural (8.8%) and urban India (8.1%). While the all-India fig-

ures (Table 3) suggest that the AYUSH care was utilized by 6.9% of patients but there were

considerable variations across states and union territories with nine of them having more than

10% patients utilizing AYUSH care (see S6 Table). Among major States, Chhattisgarh (15.4%),

Kerala (13.7%), andWest Bengal (11.6%) displayed the highest AYUSH utilization levels.

While ISM system was more popular component of AYUSH in Chhattisgarh and Kerala,

homeopathy had a dominant presence in West Bengal.

Table 2. Percentage patients (persons reporting illness during reference period of last 15 days) receivingmedical treatment (excluding hospitali-
zation) by nature of treatment and background characteristics, Urban India, 2014 (n = 13505).

Urban India Allopathy ISM Homoeopathy Yoga & Naturopathy Other AYUSH

Age

Below 5 years 92.2 2.9 4.3 0.3 0.4 7.4

5 to 14 years 93.8 1.6 3.8 0.9 0.0 6.3

15 to 59 years 93.5 3.8 3.2 0.2 0.5 7.2

60 years and above 93.8 4.8 2.4 0.1 0.1 7.2

Sex

Male 93.2 4.4 2.4 0.3 0.5 7.1

Female 93.8 3.2 3.7 0.2 0.2 7.1

Social group

Scheduled Tribes 94.5 3.5 1.7 0.6 0.0 5.8

Scheduled Castes 94.5 4.1 2.0 0.2 0.2 6.3

Other Backward Classes 93.6 4.0 3.0 0.2 0.3 7.3

Others 93.0 3.3 3.7 0.3 0.5 7.3

Religion

Hinduism 93.5 3.8 3.1 0.3 0.3 7.2

Islam 93.2 3.2 3.9 0.0 0.5 7.1

Others 94.2 4.1 2.2 0.1 0.1 6.4

Education of Head

Illiterate 94.3 2.9 3.0 0.1 0.2 5.9

Primary or below 94.1 3.3 3.5 0.2 0.2 7.0

Secondary education 93.6 4.0 2.4 0.6 0.3 6.9

Higher education 91.6 5.1 3.9 0.0 0.8 9.0

MPCE quintile

Lowest 94.9 2.3 2.9 0.1 0.1 5.3

Second 91.8 4.8 3.8 0.1 0.3 8.7

Middle 93.6 3.1 3.1 0.8 0.1 7.0

Fourth 94.9 3.3 1.8 0.1 0.7 5.2

Highest 92.7 4.6 4.0 0.1 0.4 8.7

Chronic illness

Yes 93.1 4.4 3.6 0.2 0.5 8.1

Acute illness

Yes 94.1 2.9 3.0 0.3 0.3 6.2

Urban India 93.5 3.7 3.2 0.2 0.3 7.1

Source: Authors using NSSO 71st Round on Social Consumption: Health (2014)

It may be noted that some individuals may have received treatment from more than one forms of medicine and therefore the distribution of patients under

nature of treatment is not mutually exclusive.

https://doi.org/10.1371/journal.pone.0176916.t002
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Further, we use CC and CI to examine whether or not utilization of a particular nature of

treatment for outpatient care was associated with socio-economic status (MPCE) of the ailing

individuals. As shown in Fig 1, both in rural and urban areas, the CCs for allopathy care coin-

cides with the diagonal indicating that allopathic care is almost equally used by patients from

various MPCE levels. The CC for AYUSH care though coincides with the diagonal for the

Table 3. Percentage patients (persons reporting illness during reference period of last 15 days) receivingmedical treatment (excluding hospitali-
zation) by nature of treatment and State/UT, 2014.

State Allopathy ISM Homoeopathy Yoga & Naturopathy Other AYUSH

A & N Islands 83.8 9.6 0.6 1.9 4.3 12.1

Andhra Pradesh 96.8 0.2 1.7 0.9 0.7 2.7

Arunachal Pradesh 81.6 13.9 0.8 0.0 3.7 14.7

Assam 97.1 1.5 1.2 0.0 0.2 2.7

Bihar 91.0 4.9 3.9 0.0 0.3 8.7

Chandigarh 91.4 8.2 0.4 0.0 0.0 8.6

Chhattisgarh 82.6 12.3 2.6 0.5 3.9 15.4

D & N Haveli 84.3 14.4 0.0 1.4 0.0 15.7

Daman & Diu 99.4 0.0 0.6 0.0 0.0 0.6

Delhi 99.7 0.1 0.0 0.2 0.0 0.3

Goa 99.2 0.5 0.1 0.0 0.1 0.7

Gujarat 97.2 3.7 0.0 0.7 0.0 4.3

Haryana 93.8 3.3 2.0 0.2 1.0 5.5

Himachal Pradesh 90.4 8.7 0.4 0.3 0.9 9.3

Jammu & Kashmir 98.8 0.3 0.8 0.2 0.0 1.2

Jharkhand 93.7 1.1 1.3 4.2 0.0 6.6

Karnataka 96.5 2.6 0.4 0.4 0.0 3.5

Kerala 88.9 8.8 4.8 0.1 0.8 13.7

Lakshadweep 88.8 7.9 3.3 0.0 0.0 11.2

Madhya Pradesh 96.0 3.3 0.7 0.0 0.1 4.0

Maharashtra 96.2 2.3 0.9 0.6 0.1 3.8

Manipur 99.7 0.0 0.0 0.0 0.3 0.0

Meghalaya 74.5 20.5 0.0 0.0 5.0 20.5

Mizoram 73.7 25.3 0.7 0.3 0.0 26.3

Nagaland 82.2 3.2 0.0 0.0 14.7 3.2

Odisha 91.8 4.2 3.3 0.1 0.7 7.5

Puducherry 97.4 1.6 1.0 0.0 0.0 2.6

Punjab 96.0 2.1 0.5 0.3 1.4 2.9

Rajasthan 93.6 5.7 0.9 0.1 0.0 6.7

Sikkim 99.9 0.1 0.0 0.0 0.0 0.1

Tamil Nadu 96.9 2.7 1.1 0.1 0.0 3.8

Telangana 98.5 1.0 0.1 0.3 0.0 1.5

Tripura 95.0 0.0 5.0 0.0 0.0 5.0

Uttar Pradesh 91.4 4.6 3.4 0.5 0.2 8.6

Uttarakhand 94.9 3.0 1.0 0.0 1.0 4.0

West Bengal 89.1 1.7 9.6 0.5 0.3 11.6

All 93.4 3.5 3.0 0.4 0.4 6.9

Source: Authors using NSSO 71st Round on Social Consumption: Health (2014)

It may be noted that some individuals may have received treatment from more than one forms of medicine and therefore the distribution of patients under

nature of treatment is not mutually exclusive.

https://doi.org/10.1371/journal.pone.0176916.t003
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poorer sections but it deviates from the diagonal for the middle income and richer sections.

The shape of the CC suggests there is differential in use of AYUSH care between middle

MPCE and higher MPCE classes with relatively greater concentration observed among richer

patients. However, whether or not the deviation from the diagonal is statistically significant

needs to be confirmed based on the CI. Table 4 shows that the CI value for AYUSH use is posi-

tive and significant for the rural areas (CI: 0.047) but is statistically insignificant in urban

areas. This implies that, unlike rural areas, there is no statistically significant difference in use

of AYUSH across patients with varying MPCE class in urban areas. Furthermore, a zero value

Fig 1. Concentration curves for nature of treatment–Allopathy and ISM—In last 15 days (excluding hospitalization), Rural and
Urban India, 2014. Source: Authors using NSSO 71st Round on Social Consumption: Health (2014).

https://doi.org/10.1371/journal.pone.0176916.g001
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of the CI index for allopathy care validates this finding. Use of Homoeopathy, Yoga and Natu-

ropathy does not display any consistent difference across MPCE classes. However, the positive

and significant CI values for ISM (CI rural: 0.064 and CI urban: 0.074) does reveal a pro-rich

tendency in utilization.

We also explore the out of pocket expenditure on AYUSH treatment. Table 5 shows that,

the average OOPE on AYUSHmedicines is Rs 270 in rural and Rs 378 in urban areas and is

lower than average expenditure on non-AYUSH (allopathic) medicine. The OOPE for males

and females in urban areas is higher compared to their rural counterparts. We also find that

the overall share of AYUSHmedicines in total medical expenditure for outpatient care is 4.5%

and 4.7% for rural and urban India, respectively. The total expenditure on AYUSHmedicine

accounted for about 6% of the total medicinal (drugs) expenditure for outpatient care. It is also

worth noting that only 1.5% patients had received free AYUSHmedicines during outpatient

care whereas about 12% patients had received free allopathic medicines from public health

facilities.

We also examined the nature of ailment for which different systems of treatment were used

(Table 6). In rural areas, ISM had been mostly used for musculo-skeletal, ear and gastro-intes-

tinal ailments and in urban areas it is mostly sought for skin, musculo-skeletal, injuries, and

genito-urinary ailments. Homeopathy is sought majorly for skin-related ailments in rural

India and for ear and skin-related ailments in urban part. Utilization of Yoga, Naturopathy

and ‘others’ is low; accounting for less than 1% in both rural and urban setting. About 4.2% ail-

ing persons in rural and 2.7% in urban sector did not seek any treatment for their ailment.

Fig 2 describes the distribution of sources of medical advice while using different forms of

treatment (allopathy, ISM and homeopathy) during outpatient care. These sources of medical

Table 4. Concentration indices for nature of treatment used in last 15 days (excluding hospitalization), Rural and Urban India, 2014.

Nature of treatment CI for Rural India (se) CI for Urban India (se)

Allopathy -0.001 (0.001) -0.001 (0.001)

Indian System of Medicine 0.064* (0.026) 0.074* (0.025)

Homeopathy 0.049 (0.028) -0.008 (0.028)

Yoga and Naturopathy -0.006 (0.068) -0.177 (0.102)

Other treatment -0.062 (0.078) 0.239* (0.085)

AYUSH 0.047* (0.018) 0.029 (0.018)

Source: Authors using NSSO 71st Round on Social Consumption: Health (2014)

Note: Standard error of the CI in parenthesis

* Denotes significance at 5% level.

https://doi.org/10.1371/journal.pone.0176916.t004

Table 5. Average out of pocket expenditure on AYUSHmedicines and other (non-AYUSH) medicines per treated person in the last 15 days by sex
and place of residence, 2014.

OOP expenditure (in Rupee) Rural India (std. err) Urban India (std. err)

Male Female All Male Female All

AYUSHmedicine 322 228 270 462 311 378

(37.4) (16.0) (19.2) (36.9) (26.4) (22.1)

Other (non-AYUSH) medicine 381 402 392 485 430 454

(7.8) (10.0) (6.4) (15.6) (8.6) (8.5)

Source: Authors using NSSO 71st Round on Social Consumption: Health (2014)

Standard error is reported in parenthesis

https://doi.org/10.1371/journal.pone.0176916.t005
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advice are categorized into private hospital, public hospitals, private doctor/clinic, health cen-

ters and dispensary and community health workers such as auxiliary nurse and midwife at

Health Sub Centres (ANM/HSC), accredited social health activist (ASHA), anganwadi worker

(AWW). It is no surprise that, private sector providers are the most common source for treat-

ment in India but some variations are worth reporting. In both rural and urban India, about

one-half of the treated spells on allopathic medical advice use services of private doctors or

clinics. Private hospitals are the second largest allopathy care provider and had a share of 20%

Table 6. Distribution of spells of ailment by nature of ailment and treatment used in last 15 days (excluding hospitalization), Rural and Urban
India, 2014.

Nature of ailment Allopathy ISM Homeopathy Yoga, Naturopathy Others No treatment

Rural India

Infection 93.8 1.6 1.7 0.1 0.5 2.3

Cancers 92.4 0.0 0.6 0.0 0.0 7.0

Blood diseases 87.4 3.6 0.0 0.0 0.0 9.0

Endocrine, Metabolic, Nutritional 96.1 1.1 2.3 0.0 0.0 0.5

Psychiatric and Neurological 84.5 4.4 2.0 0.5 0.6 8.0

Eye 87.9 0.4 1.7 0.0 0.9 9.1

Ear 74.5 6.0 3.7 5.6 0.9 9.3

Cardiovascular 96.7 1.0 0.8 0.3 0.1 1.1

Respiratory 85.3 4.2 2.8 0.3 0.1 7.4

Gastro-Intestinal 86.6 4.7 3.8 0.6 0.1 4.3

Skin 79.2 3.4 11.7 0.1 0.5 5.2

Musculo-Skeletal 80.3 7.5 4.1 1.0 0.8 6.3

Genito-Urinary 88.5 1.8 4.0 0.1 0.7 4.8

Obstetric 97.9 0.5 0.4 0.0 1.4 0.0

Injuries 82.3 4.0 0.1 5.2 0.0 8.4

Others, undiagnosed 80.6 2.0 9.1 1.5 0.2 6.5

All ailments 89.2 3.1 2.7 0.5 0.4 4.2

Urban India

Infection 94.3 1.5 2.6 0.5 0.2 1.0

Cancers 83.4 1.1 8.8 0.0 0.0 6.7

Blood diseases 84.8 0.7 2.0 0.0 0.4 12.2

Endocrine, Metabolic, Nutritional 94.6 2.2 1.2 0.1 0.2 1.8

Psychiatric and Neurological 88.9 1.8 3.9 0.0 0.3 5.1

Eye 90.3 2.5 1.7 0.0 0.0 5.5

Ear 70.9 4.3 16.9 0.0 0.0 7.9

Cardiovascular 96.6 1.0 1.6 0.0 0.1 0.7

Respiratory 89.1 3.5 3.3 0.1 0.2 3.8

Gastro-Intestinal 90.9 4.5 2.5 0.0 0.0 2.1

Skin 75.3 10.0 10.1 0.0 1.0 3.6

Musculo-Skeletal 76.8 10.0 4.8 0.6 1.0 6.7

Genito-Urinary 86.2 7.3 3.8 0.2 0.2 2.3

Obstetric 95.5 0.0 4.5 0.0 0.0 0.0

Injuries 83.6 8.1 6.1 0.0 2.2 0.1

Others, undiagnosed 76.6 9.0 5.3 0.0 1.0 8.1

All ailments 90.5 3.4 2.9 0.2 0.3 2.7

Source: Authors using NSSO 71st Round on Social Consumption: Health (2014)

https://doi.org/10.1371/journal.pone.0176916.t006
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and 28% in rural and urban India, respectively. Overall, for allopathy-based outpatient care,

public sector had a share of about 25% and 20% in rural and urban parts, respectively. Interest-

ingly, in case of ISM-based outpatient care the treatment share of public sector providers is rel-

atively higher than the allopathy care at 33% and 26% for rural and urban India, respectively.

While private doctors and clinics maintained their higher share as care providers, private hos-

pitals had much lower share in ISM-based care. Homeopathy-based outpatient care is largely

provided by private doctors or clinics with limited role of public sector.

Table 7 presents the results from two separate probit selection models to understand the

correlates associated with use of AYUSH care (Model 1) and the factors influencing use of

medical advice for AYUSH care (Model 2). The selection equation fromModel 1 shows that in

general utilization of outpatient care is significantly higher among females, elderly and those

from urban areas. Also, the probability of seeking care increased with economic status of the

patients. After adjusting for such probable selection bias, it is observed that use of AYUSH

care is higher among females and among children below age 5 years and elderly persons aged

60 and above. Use of AYUSH care is greater among educated individuals but no significant

differential is observed across rural and urban areas. Patients from scheduled tribe population

are more likely to utilize AYUSH care compared to other social groups. Although, there is no

Fig 2. Distribution of source of medical advice by nature of treatment used in last 15 days (excluding hospitalization), Rural
and Urban India, 2014. Source: Authors using NSSO 71st Round on Social Consumption: Health (2014).

https://doi.org/10.1371/journal.pone.0176916.g002
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Table 7. Probit selectionmodel estimates for correlates of AYUSH use in last 15 days and AYUSH use onmedical advice in last 15 days, NSS 2014.

Model 1 Equations Model 2 Equations

Treatment Selection Treatment Selection

Dependent variables Use of AYUSH in last 15
days

Received care in last 15
days

Used AYUSH onmedical
advice

Use of AYUSH in last 15
days

Correlates/Variables coef se coef se coef se coef se

Rural®

Urban 0.02 0.03 0.16*** 0.02 0.26*** 0.04 -0.05** 0.02

Male®

Female 0.07*** 0.02 0.10*** 0.02 -0.04 0.04 0.08*** 0.02

Aged 15–59 years ®

Aged 0–5 years 0.14*** 0.05 -0.01 0.04 0.10 0.07 0.12*** 0.04

Aged 6–14 years 0.01 0.05 -0.27*** 0.04 -0.09 0.08 0.04 0.05

Aged 60 years and above 0.08*** 0.03 0.44*** 0.03 0.04 0.05 -0.02 0.03

Illiterate®

Up to primary education 0.15*** 0.03 0.20*** 0.03 -0.02 0.06 0.09*** 0.03

Up to secondary education 0.16*** 0.04 0.16*** 0.03 0.05 0.07 0.11*** 0.04

Higher education 0.24*** 0.05 0.11*** 0.04 -0.07 0.08 0.18*** 0.04

Scheduled tribe®

Scheduled caste -0.15*** 0.05 0.52*** 0.04 0.41*** 0.08 -0.19*** 0.05

Other backward classes -0.16*** 0.05 0.51*** 0.04 0.46*** 0.07 -0.21*** 0.05

Other social groups -0.16*** 0.05 0.52*** 0.04 0.42*** 0.07 -0.21*** 0.05

Hinduism®

Islam 0.09*** 0.03 0.19*** 0.03 0.07 0.06 0.08** 0.03

Other religion -0.03 0.04 0.23*** 0.04 0.01 0.07 -0.04 0.04

Poorest MPCE quintile®

Second MPCE quintile -0.1* 0.04 -0.02 0.04 0.09 0.07 -0.09** 0.04

Third MPCE quintile -0.03 0.04 0.08** 0.03 0.20*** 0.07 -0.08** 0.04

Fourth MPCE quintile -0.12*** 0.04 0.11*** 0.03 0.31*** 0.07 -0.18*** 0.04

Highest MPCE quintile -0.01 0.04 0.35*** 0.03 0.26*** 0.06 -0.12*** 0.04

Other undiagnosed ailment®

Cancer 1.11*** 0.30 4.18*** 0.22

Blood diseases 0.61** 0.28 4.30*** 0.14

Infections 0.61** 0.24 4.45*** 0.05

Endocrine, metabolic, nutrition 0.45* 0.24 5.02*** 0.06

Psychiatric, neurological 0.73*** 0.24 4.14*** 0.05

Eye or ear problems 0.67*** 0.25 3.90*** 0.07

Cardiovascular diseases 0.34 0.24 5.00*** 0.06

Respiratory diseases 0.85*** 0.23 4.06*** 0.04

Gastro-intestinal diseases 0.99*** 0.24 4.59*** 0.07

Skin related 1.3*** 0.24 4.33*** 0.09

Musculo-skeletal 1.29*** 0.23 4.14*** 0.04

Genito-urinary 1.14*** 0.25 4.60*** 0.12

Obstetric 0.79** 0.31 8.99 506.1

Injuries 1.02*** 0.25 4.32*** 0.14

Other illness (last 15 days) - 0.92*** 0.03 - -

Chronic illness - - - 0.22*** 0.03

Constant -2.40*** 0.25 -3.85*** 0.05 1.58*** 0.08 -1.52*** 0.06

Rho 0.43*** 0.10 -0.98*** 0.02

(Continued )
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specific income gradient in use of AYUSH care but individuals in the fourth MPCE quintile

are relatively less likely to use AYUSH. This finding also corresponds with the observed shape

of the concentration curve for AYUSH care. We also run separate logistic regression models

(both adjusted and adjusted for primary sampling unit and state level random effects) to test

the sensitivity of this result and arrive at similar conclusions (S7 Table). It is also noted that use

of AYUSH-based outpatient care also varies across nature of ailment with highest probability

of use in case of skin diseases, musculo-skeletal ailments and cancer.

Treatment without medical advice or self-medication is an important issue in AYUSH care.

For instance, in rural and urban India, respectively, about 13% and 8% allopathic medicine

based treated spells were not based on direct medical advice. But in case of ISM a greater pro-

portion of treated spells were without direct medical advice (50% and 22% in rural and urban

areas, respectively) though use of homeopathy medicine was largely based on medical advice.

To understand this behavior, we employ the probit selection model and explore the correlates

that may influence treatment based on medical advice. In this regard, the selection equation

shows that among individuals receiving treatment, females and children below age 5 are more

likely to use AYUSH. The treatment equation in Model 2 shows that patients from urban areas

are significantly more likely to use AYUSH based on medical advice. However, no significant

differences are observed across age group or by education categories though patients from

scheduled tribe population were less likely to use AYUSH based on medical advice. It is also

evident that richer households are more likely to use medical advice for AYUSH care (S8

Table). Results from both the models satisfy the robustness test for independence of the two

equations as well as for validity of the exclusion restrictions.

Discussion and conclusion

There is an increasing demand to mainstream AYUSH in India particularly to enhance com-

plementarity and to optimize roles of providers within the formal health care system. However,

this will be influenced by factors like availability of infrastructure and human resources, socio-

economic conditions, treatment costs, morbidity patterns and political economy of healthcare

services. In this context, understanding the overall level and socioeconomic patterns in utiliza-

tion of AYUSH care can provide vital insights to proceed further with this important concern.

This analysis reveals that about 6.9% of all patients seeking outpatient care (with reference

Table 7. (Continued)

Model 1 Equations Model 2 Equations

Treatment Selection Treatment Selection

Dependent variables Use of AYUSH in last 15
days

Received care in last 15
days

Used AYUSH onmedical
advice

Use of AYUSH in last 15
days

Correlates/Variables coef se coef se coef se coef se

Observations 336470 30035

Censored 306435 28290

Wald test of Indep. Eqns. (rho = 0) 18.09*** 45.26***

LR Test for instrument 824.89*** 82.16***

Note:

*** p<0.01,
** p<0.05,
* p<0.1;
® denotes the reference category for the particular variable

https://doi.org/10.1371/journal.pone.0176916.t007
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period of last 15 days) had used AYUSH services (3.5% ISM and 3.0% homeopathy). This is

consistent with the fact that use of allopathy treatment is more common and that there is

hardly any differentials in use pattern across rural and urban India. Also, allopathy care

accounted for over 90% of outpatient care across key socioeconomic and demographic vari-

ables. Higher utilization of AYUSH care is observed in Chhattisgarh, Kerala andWest Bengal

even though these states share very distinct profiles. In fact, despite well-developed allopathy

based (public and private) systems, ayurveda industry has been growing at a faster pace in Ker-

ala [37] thus suggesting that the industry could be driven by need-based demand. States from

North-East India particularly Arunachal Pradesh, Mizoram and Meghalaya also reveal high

AYUSH care utilization.

Nevertheless, overall AYUSH utilization in India (about 7% of outpatient care) appears to

be on the lower side when compared to some of the previous estimates or general perceptions

[8]. For instance, out of the total 18 states surveyed by Priya and Shweta [5], in about five states

AYUSH services were reportedly utilized by over 60% households, in another six states about

30–60% households reported utilization and in another five states it is less than 30% house-

holds. Similarly, based on a survey of 35 districts across 19 states, Singh et al [29] found that

about 14% patients were actually availing ISM and homeopathy treatment whereas analysis of

WHO-SAGE survey revealed that 11.7% respondents use traditional medicine as a frequent

source of care [30]. Apparently, these estimates are not directly comparable because of the var-

iations in the years of these surveys, use of alternative definitions for traditional medicine and

also differences in recall period, reference population and analytical units (household or indi-

vidual). For instance, the estimates in Priya and Shweta [5] are at the household level and uses

a recall period of last 3 months. Similarly, the estimates in Oyebode et al [30] captures only the

adult population (18+) and classifies a person as user of traditional medicine if the person has

reported at least one consultation with a traditional medicine practitioner in the last 12

months. As desired, the NSS survey captures this information at the individual level and for all

the age groups but uses a recall period of last 15 days for outpatient visit. Besides, the NSS sur-

vey focuses only on therapeutic use of AYUSH by the ailing individuals and may have ignored

use of traditional medicine in disease prevention or health promotion among individuals ail-

ing or otherwise. Given such intricacies and limitations, it will be useful to develop specific

guidelines to facilitate consistent spatial and inter-temporal assessment of utilization of various

forms of treatment. Although, regular NSS health surveys could be a good source to facilitate

such general assessments but a separate and comprehensive survey on AYUSH is more desir-

able to capture the various aspects associated with AYUSH care. For instance, any such survey

should also consider the use of traditional medicine as complementary medicine (along with

allopathy treatment). We therefore reiterate that these estimates regarding AYUSH utilization

should be viewed in accordance with its purpose and scope to avoid any misleading interpreta-

tions including the possibility of labelling key AYUSH policy initiatives as futile exercises [30].

As such, there is limited and mixed evidence to understand the socioeconomic determi-

nants of use of traditional medicine in India. An earlier study by Singh et al [29] found that

use of ISM and homeopathy was greater among households with higher income and literacy

levels whereas a recent study based onWHO-SAGE survey [30] suggests that those individuals

with lower socio-economic status and those living in rural areas were more likely to report use

of traditional healers [30]. In this regard, this nationally representative survey presented some

interesting conclusions which vary from earlier studies. For instance, it was observed that con-

ditional on receipt of outpatient care when ill, patients with higher educational status are more

likely to use AYUSH services. It also emerged that AYUSH use is relatively low among patients

in the middle MPCE quintiles. To some extent, this is similar to the Chinese and Nepalese

experience where traditional medicine use is more among higher income households [38,39].
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In fact, after adjusting for socioeconomic and demographic variables, we did not observe any

significant rural-urban differentials in use of AYUSH services for outpatient care though

urban households were more likely to seek medical advice for such care. In India, religious

beliefs and practices are perceived to be associated with use of different forms of traditional

medicine. In this regard, the econometric analysis (Table 7) does suggest that Muslims are

more likely to use AYUSH care but due to limited sample limitations we could not undertake

separate analysis to discern the association between religious background and use of various

forms of traditional medicine. Similarly, it is also true that use of AYUSH care is higher among

tribal households but the results show that such households are also less likely to seek medical

advice. This perhaps indicates that, among other reasons, poor access to allopathy treatment

and probably better knowledge and practice of traditional medicine can be the determining

factors. In fact, a study from Nepal also observes that knowledge of medicinal plants can influ-

ence greater (self-medication) utilization of traditional medicine [38]. Nevertheless, further

research is required to understand nature of self-medication and knowledge and awareness

levels of such households.

Like most developing countries, Indian healthcare system is characterized by low health

budget, poor service delivery, high absenteeism and a rigid rural-urban dichotomy. The pub-

licly-funded rural healthcare network of sub-centres (SC), primary health centres (PHC) and

community health centres (CHC) are grossly deficit as per norms laid down by the WHO.

Amidst all of this, there is a burgeoning unregulated private healthcare market in cities and vil-

lages. Therefore, it is no surprise to observe a dominant presence of private sector in providing

both allopathy and AYUSH outpatient care services. In fact, the private sector accounts for

about three-fourth of the total outpatient care visits. Within the private sector, a major share of

health care provision was scattered across private doctors or clinics. In this context, it is impor-

tant to note that in rural areas provisioning of AYUSH services for outpatient care was signifi-

cantly driven by public health facilities. In fact, about one-fifth of total ISM-based outpatient

care was provided at PHCs or CHCs. This hints at the important role that National Rural

Health Mission (NRHM) has played in promoting AYUSH care by placing AYUSH practition-

ers in public health facilities across rural areas. This is corroborated by Priya and Shweta [5]

who reported fairly good attendance for outpatient care across public health facilities provid-

ing AYUSH care including those co-located in the public health system under NRHM.

Many studies have unequivocally highlighted the massive presence of informal practitioners

of alternate medicine in rural and urban India [2,7,8, 21,22,40]. Although, the NSS survey does

not facilitate an analysis regarding eligibility and qualifications of health care providers but

this structure of health care provision certainly has implications for out of pocket expenditure.

While the overall share of AYUSHmedicine in total medicine expenditure was only about 6%

but the average AYUSHmedicine expenditure per AYUSH treated person (Rs. 270 in rural

and Rs. 378 in urban) did not hugely differ from average allopathy medicine expenditures (Rs.

392 in rural and Rs. 454 in urban). However, since reasonable proportions of AYUSH care is

now sourced from public sector therefore, it is possible that improved provisioning of free

AYUSHmedicines can reduce the average out of pocket medicinal expenditure. In this con-

text, policies have to also focus on the dichotomy between rural-urban and public-private sec-

tor. While subsidized public healthcare in cities largely caters to the relatively better-off

sections of the society, the rural healthcare system is either understaffed or manned by func-

tionaries who are not equipped to give clinical care thus leading to high dependency on private

providers with varying skills and competence [41,42]. In fact, better quality private healthcare

services are iniquitous because they are profit-making (thus making them financially inaccessi-

ble) and urban centric [43]. This has also allowed the informal healthcare providers to occupy
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the vacuum created by dysfunctional public health system and inaccessible private healthcare

services [44–47].

From a policy perspective, it is also useful to note that use of AYUSH services is significantly

higher for treating skin-related or musculo-skeletal related ailments [48]. The utilization of

AYUSH for acute illnesses is lower than for chronic diseases in both rural and urban areas,

reflecting an inclination of the users for AYUSH often when treatment is long term. This pat-

tern suggests possibilities of expanding the role of AYUSH care, particularly for managing

chronic diseases. For instance, McDowell and Pai [49] have illustrated the role of AYUSH pro-

viders in TB control in Mumbai which provides insights for further scope for integration.

Some studies have also argued for expanding the role of public sector in provisioning of

AYUSH care for maternity services or gynaecological disorders by effectively linking allopathic

and non-allopathic medicine and the concerned human resources including traditional birth

attendants and AYUSH providers [50,51]. But any such move towards medical pluralism is

not devoid of potential conflicts related to theoretical ideologies, medical practice, resource

allocations, professional status, effectiveness and ethics [8,9, 22,52,53]. Clearly, as argued by

Lakshmi et al [22] and Powell-Jackson [49], achieving co-operation among different systems

and delivery of quality care services, would be enormous challenges. Although, at present there

is some encouraging evidence [49,54,55] to establish the effectiveness and impact of integrated

medicine but more empirical support is warranted. In this regard, a gradual yet progressive

approach would be to identify domains where integration may have little or no scope for con-

flicts. Besides, training and drawing up effective regulations for rural health practitioners [56]

or for promoting traditional medicine, particularly in rural areas, is a long-pending demand

and on this issue there are important lessons to be learnt from other Asian countries [4,21]. In

fact, the health system in China has successfully augmented human resources for traditional

medicine and effectively integrated conventional medicine at every tier of health-care and has

also made provisions for public and private insurance cover for both traditional Chinese medi-

cine and conventional medicine [2,57].

To round up the discussion, it is worth highlighting the need for accreditation and certifica-

tion of traditional healing practices requiring extensive codification of folk practices. Also,

efforts and strategies are needed for sustaining and expanding the knowledge base of tradi-

tional medicine for effective use. For instance, the NSSO 68th round data on household con-

sumer expenditure survey reveals that lack of awareness was one of the major reasons cited for

not using AYUSH care (S1 Fig). Similarly, another important area would be to address con-

cerns related to perceived non-effectiveness of AYUSH care (S9 and S10 Tables) [58]. This

calls for greater discussion regarding scientific merits, health benefits and cost-effectiveness of

AYUSHmedicine. For instance, the property of low or no side-effects is often considered as a

merit of traditional medicine that drives its acceptance in the community [55,59,60] and could

be prioritized under preventive care. Moreover, pluralistic form of medicine is the new emerg-

ing alternative or parallel to the existing modern medicine (allopathic). In this regard, it is

encouraging that Government of India has been very progressive in institutionalizing AYUSH

health care services but in this regard a national policy for mainstreaming AYUSH is highly

desirable.

Supporting information

S1 Fig. Concentration curves for nature of treatment–Allopathy and ISM—In last 15 days

(excluding hospitalization), Rural and Urban India, 2014. Source: Authors using NSSO 71st

Round on Social Consumption: Health (2014).

(TIF)
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S2 Fig. Distribution of source of medical advice by nature of treatment used in last 15 days

(excluding hospitalization), Rural and Urban India, 2014. Source: Authors using NSSO 71st

Round on Social Consumption: Health (2014).

(TIF)

S1 Table. Percentage patients (persons reporting illness during reference period of last 15

days) receiving medical treatment (excluding hospitalization) by nature of treatment and

background characteristics, Rural India, 2014 (n = 13927). Source: Authors using NSSO

71st Round on Social Consumption: Health (2014). It may be noted that some individuals may

have received treatment from more than one forms of medicine and therefore the distribution

of patients under nature of treatment is not mutually exclusive.

(DOCX)

S2 Table. Percentage patients (persons reporting illness during reference period of last 15

days) receiving medical treatment (excluding hospitalization) by nature of treatment and

background characteristics, Urban India, 2014 (n = 13505). Source: Authors using NSSO

71st Round on Social Consumption: Health (2014). It may be noted that some individuals may

have received treatment from more than one forms of medicine and therefore the distribution

of patients under nature of treatment is not mutually exclusive.

(DOCX)

S3 Table. Percentage patients (persons reporting illness during reference period of last 15

days) receiving medical treatment (excluding hospitalization) by nature of treatment and

State/UT, 2014. Source: Authors using NSSO 71st Round on Social Consumption: Health

(2014). It may be noted that some individuals may have received treatment from more than

one forms of medicine and therefore the distribution of patients under nature of treatment is

not mutually exclusive.

(DOCX)

S4 Table. Concentration indices for nature of treatment used in last 15 days (excluding

hospitalization), Rural and Urban India, 2014. Source: Authors using NSSO 71st Round on

Social Consumption: Health (2014). Note: Standard error of the CI in parenthesis. � Denotes

significance at 5% level.
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S5 Table. Average out of pocket expenditure on AYUSHmedicines and other (non-

AYUSH) medicines per treated person in the last 15 days by sex and place of residence,

2014. Source: Authors using NSSO 71st Round on Social Consumption: Health (2014). Stan-

dard error is reported in parenthesis.
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S6 Table. Distribution of spells of ailment by nature of ailment and treatment used in last

15 days (excluding hospitalization), Rural and Urban India, 2014. Source: Authors using

NSSO 71st Round on Social Consumption: Health (2014).
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S7 Table. Probit selection model estimates for correlates of AYUSH use in last 15 days and

AYUSH use on medical advice in last 15 days, NSS 2014.Note: ��� p<0.01, �� p<0.05, �

p<0.1;1 denotes the reference category for the particular variable.
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biomedical treatment was an obvious choice of treatment, a form of therapy that was

taken for granted, if compared with the preference for Ayurvedic services, which were

usually utilized because of the failure of biomedicine. Regarding the position of

Ayurveda, three issues are vital: rst, the lack of experience and rst-hand knowledge

of Ayurveda on the part of health seekers, secondly, the signicance of instruments,

tools and technology as regards the expectations of proper consultation, and thirdly,

the impact of medical integration, which seems to be critical for modern Ayurveda to

thrive in the health market. In short, in order to gain popularity in an urban context,

Ayurvedic practitioners favour institutional integration and adoption of items and

practices particular to biomedicine.
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Introduction

The State Development Report (SDR) on Himachal
Pradesh focuses primarily on the future.

Himachal Pradesh of today can best be understood
in the context of the socio-cultural and economic
progress it has made in the past four decades.
Analytical studies of different sectors and sub-sectors of
the socio-economic development of the state by
members of the faculty of Centre for Research in Rural
and Industrial Development, (CRRID), Chandigarh and
its team of experts clearly show the success achieved in
the social sector. As for economic development, the weak
financial health of the economy, reflected in the rising
fiscal deficit, is disturbing. This has been analysed in
depth to make a case for the government of Himachal
Pradesh to look for ways and means to exploit fully its
existing sources of revenue and to tap fresh sources.

The Chief Minister of Himachal Pradesh, Shri
Virbhadra Singh, shared his knowledge and under-
standing of the problems and prospects of the state in
an open interactive session with members of the
faculty and experts engaged in the preparation of the
SDR. He was confident that notwithstanding the
natural, constitutional and traditional constraints, the
financial health of the state could be considerably
improved and the pace of development accelerated.
This would, however, require constitutional and
institutional support to the state from central
agencies. Placed as it is, the state cannot be
economically self-sufficient like its neighbouring states
of Punjab, Haryana, Delhi and Rajasthan. The
distinctive environmental and geographical
characteristics of the state call for an intensive and
extensive study to ensure sustainable social
development by uplifting and upgrading its human and
technical resources which are in abundance.

Social development of Himachal Pradesh is both a
precondition and a component of economic progress. It
will have to be the primary focus of the next five-year
plan for constructing a strong economic base. No other
state in the country, except possibly the hilly regions,
can provide a suitable model of development for
Himachal. A long-term understanding with other states
in the region for a common programme of development,
can accelerate the pace of its economic development.
This report has drawn particular attention to the
possibilities that exist in such areas as forests, hydel
power and tourism sectors. Other areas could be the
management of water, roads and markets. Himachal
Pradesh can also take advantage of the advanced
educational, technological and medical facilities of the
neighbouring states, to uplift and upgrade its own
technological human resources. This, as this report
shows, does not require investment of resources
normally made available by Central ministries and
institutions.

Himachal Pradesh cannot compromise on its
environmental and ecological status which must be
protected. Development in this regard has to be
designed in co-operation with other states of the region
for mutual benefit. Himachal Pradesh should not try to
compete with the agriculturally and industrially
developed states of the region, nor allow itself to be the
victim of competition from them. On the contrary,
entrepreneurs and other stakeholders should look upon
Himachal Pradesh as a source of energy. A long-term
perspective of interdependence, institutionalised
through a Memorandum of Understanding with the
neighbouring states, would strengthen mutual planning
for holistic development. The overall role of the central
agencies, particularly the Planning Commission, would,
however, be decisive in realising the full potential of
each neighbouring state. This would go a long way
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towards improving the financial and administrative
health of Himachal Pradesh, and, as a consequence, the
quality of life of the people of the region as a whole.

Finally, a distinctive feature of Himachal is the
political culture of its people. Their continuing support
to national political parties testifies to their sagacity
and is also indicative of a social structure which can
be protected and developed through its integration
with, but not subservience to, economic development.
Such a paradigm should surely invite the interest and
concern of social scientists, planners, economists, and
administrators. Himachal Pradesh, as the Chief Minister
emphasised in his interaction with members of the
faculty of CRRID, is committed to people’s participation
in governance through devolution to Panchayati Raj
Institutions, which would have to be upgraded and
made more efficient.

Himachal Pradesh: A Profile

Himachal is one of the most dynamic hill states of
India with significantly high indicators of human
development. Its natural resources and physiography,
separate administrative identity, and notable
accomplishments in literacy hold the promise of great
progress. One of the smaller states of India inhabited by
Hindi-speaking people, it was granted full statehood on
25 January, 1971. In the 2001 census, the state
recorded a population of 60.8 lakh, distributed over an
area of 55,673 sq.km. Almost half of this population
lives in three districts (among a total of 12) — Kangra,
Mandi and Shimla — and 7.54 per cent in the three
bottom districts of Lahaul and Spiti, Kinnaur and
Bilaspur. The socio-economic base of the state at the
time of its formation and even earlier has a bearing on
the level of its development. Like other hill areas, it has
been neglected in the past because of its peripheral
location. Himachal Pradesh started with a weak
economic and institutional base and a low level of
human skills essential for modern development. The
state has tried to overcome this inadequacy by turning
to horticulture, power generation and tourism.

Himachal Pradesh now is one of the eleven special
category states, eligible for special central assistance.
Starting with a growth rate lower than that of the
national economy and Punjab and Haryana, the state
reversed this trend during the nineties. The per capita
income too has been consistently rising in the nineties.
A structural change was experienced with a significant
decline in the share of the primary sector and a rise in
that of the secondary and tertiary sectors. The

percentage of population below the poverty line declined
to well below the national average. The thrust of
planning has gradually shifted from agriculture and
transport to social services, with power generation
receiving prime attention. A drastic decline in
development expenditure in the state in recent years is
highly disturbing. At the same time, spatial equity is
being generated by a reduction in the income level and
literacy. Regional disparity in industrial development,
however, calls for correction. The major challenge
before the state is to deploy its human resources
effectively for economic development, employment
generation and the well-being of its people.

Natural Resources

Land

Given the large expanse of snow-covered,
uninhabitable mountains, considerable forest cover and
permanent pastures and grasslands, along with the
remaining small area under settlements, roads, water
reservoirs and so on, the state is left only with a tiny
share of land per person, if distributed equally. Hardly
10 per cent of the total area is cultivated; 26 per cent is
under forests; and pastures and grasslands account for
24 per cent. Himachal Pradesh can be divided into three
broad regions on the basis of land use: i) the
intensively cultivated and moderately forested southern
region with marginal pastures and other grazing lands;
ii) the moderately cultivated and highly forested central
region, with enough pastures and other grazing lands;
and iii) the poorly cultivated and sparsely forested,
northern region with a high proportion of pastures and
other grazing lands. Institutional changes for optimum
utilisation of land resources are obviously urgent. The
transfer of management of common lands from the
community to the state has to be reversed, as it has
reduced the scope of people’s participation in resource
management. The State Land Use Board has to be
rejuvenated and strengthened to ensure proper land-use
by the departments concerned. The unsurveyed parts of
the state need to be studied and mapped through
remote sensing.

Water

Himachal Pradesh is rich in water resources, with
perennial rivers receiving water from snowcapped
mountains. The major rivers flow into the Indus basin,
except the Yamuna, which flows into the Ganga
system. The seasonal concentration of rainfall makes
irrigation in Himachal Pradesh essential, but hardly
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one-fifth of the cultivated land is irrigated largely
because of physiographic constraints. The major rivers
and their tributaries form a virtually unlimited hydel
power potential. Seasonal fluctuations in the discharge
of water, however, necessitate construction of big
reservoirs. Only one-fifth of the state’s hydel-power
potential has so far been harnessed. Efforts are on to
make bigger use of this resource in the near future.
Fish culture is widespread because of the numerous
rivers and streams. The perennial snow-fed streams are
suitable for the culture of trout (the most famous
sporting species). Properly-managed ponds can yield
2000 kg to 2500 kg of fish per hectare annually. The
farmers can be encouraged to adopt the latest
techniques of fish culture. An integrated watershed and
river basin development programme will ensure regular
water supply to the rural areas, augment water supply
to the overburdened urban systems and help integrate
water, soil and vegetation cover. The following
measures are recommended in particular:

• In situ-water harvesting on a war footing is
essential to maximise the utilisation of rainwater
by the habitations, for augmenting drinking water
supply and for irrigation on mountain slopes.

• Identification of all micro watersheds/watersheds
in each river basin/sub-basin and preparation of
their development plans for execution on priority
basis.

• Creation of a Traditional Water Sources Cell in
the IPH Department for the development of
traditional sources of water.

• Large-scale installation of hydraulic rams or
hydrams in the rural areas, with government
subsidy for needy habitations in hilly areas.

• An extensive programme of installation of deep
tubewells for effective utilisation of untapped
groundwater to create the necessary irrigation
potential.

• Conducting river basin/sub-basinwise estimate of
water resources and setting up an Institute of
Mountain Hydrology to collect and generate
hydrological data base.

• Involving government officials and the public in
the planning process to educate them on the
importance of developing ground-water resources
for sustainable development.

• Involving the NGOs in the collection of data and
information on all sources of water and the
pattern of their utilisation.

Minerals

According to preliminary investigations of the
Geological Survey of India, salt, gypsum, limestone,
barytes, clays, mica, iron pyrites, slate and lead are the
major minerals of Himachal Pradesh. The geological
wing in the state’s Directorate of Industries is actively
engaged in mineral prospecting. For effective utilisation
of all mineral resources of the state, the geological
wing must be strengthened for a complete survey of
actual availability; fuel and transport links to connect
mineral-rich sites have to be established; mining and
quarrying need attention to minimise irreparable
damage to the environment; and greater care must be
taken when mining and dumping waste so that the
problems of soil erosion and induced landslides are not
aggravated.

Natural Disaster Management

Himachal Pradesh needs to develop a holistic
approach to manage the entire gamut of natural and
man-made disasters, which include quakes, landslides,
avalanches, cloudbursts, flash floods and forest fires.
All development projects in the vulnerable areas should
be so formulated as to minimise the adverse effects of
natural disasters and should be linked with disaster
mitigation. A cost-benefit analysis is essential to meet
the economic impact of a natural disaster. Linkages
between environment, natural disasters and
development must be clearly established to mitigate
disasters and to improve the environment.

Forestry

The emphasis on conservation and regeneration of
forests with the involvement of the communities and
others living in and around these areas has led to an
increase in the percentage of forest cover from 21.16 in
1991 to 25.79 in 2001. Now a holistic approach is
required to reduce the dependence of communities on
forests directly, by encouraging the use of alternatives
to fuel-wood and timber and indirectly, by raising their
economic status. Monoculture should give way to
multiple species culture so as to encourage biodiversity
at different levels of forest regeneration.

The traditional migration of the Gujjar communities
with their cattle to the high alpine pastures during the
summer and return to the lower hills during the
winter, degrades and destroys pasture lands and forests,
with consequent impact on soil erosion. Rehabilitation
in permanent Gujjar settlements has not succeeded
because of their mindset. Training and vocational skill-
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upgradation, social welfare services for their women and
children, coupled with a mechanism to collect their
produce are necessary to motivate the Gujjars to settle
down permanently, so as to prevent degradation of
pasture lands and forests. Conservation of medicinal
and aromatic plants, very few of which are available
elsewhere and perfection of their multiplication
techniques should be a major task of the Forest
Department, backed by a strong, modern, research-based
organisational support. In the changing conditions of
global trade, India can successfully face the challenge of
better quality and lower priced timber from Malaysia
and Thailand through efficient forest management and
interdependence and interconnectivity of the forest-
producer states and the user states in the country.
Panchayats should be made responsible for monitoring
forest development and conservation.

Medicinal plants of value, which can be propagated
in the state, include Chirata  and Katki  (for liver
disorder), Jatamani (for nervous ailments) and Indian
Barberry (for digestive disorders), in addition to sea
buck thorn and lavender.

Population

Because of the interdependence of population
dynamics in the state and events outside, such as
spread of private health-care services and in-migration,
population planning in Himachal Pradesh must go
beyond the elementary goals set in the draft State
Population Policy or outlined in Health Vision 2020
and should cover larger issues of human development.
In ecologically-sensitive Himachal Pradesh, population
and development linkages which envelop environmental
concerns have to be addressed satisfactorily. The public
health services have to be improved considerably and
their optimum utilisation ensured, particularly because
the success of the family planning programme also
depends on their performance. A major task is to
ensure greater private sector participation in the health
sector. Greater public participation in both policy
formulation and implementation through the
Panchayati Raj Institutions, can aid efforts to stabilise
the population if the functions, functionaries and funds
are used in tune with the expectations of the public at
all levels. Creating adequate opportunities for the
marginalised groups would help achieve demographic
goals. Programme interventions must also adequately
address gender disparities. Indigenous data generation
is particularly essential in Himachal for reliable, long-
term and cross-sectional demographic assessment,
policy formulation and a well-focused programme of

intervention. Such efforts demand strong institutional
and financial support. Himachal can succeed in
maintaining a healthy balance between social
development and the pace of demographic development
by fully utilising the assets created by achieving a high
rank in human development.

Fiscal and Financial Resources

The total revenue receipt of the state has increased
about four times between 1991-92 and 2002-03, but the
corresponding revenue expenditure has increased nearly
five times. This is unsustainable and requires strategic
fiscal restructuring of the tax and non-tax base. The
debt of the state, including guarantees, has also
reached a worrisome high. The increase in the total
debt stock and the trend of higher interest payments
have resulted in high committed liability, adversely
affecting the financial position of the state. The total
tax revenue of the state as percentage of the GSDP is
persistently low. The committed expenditure on
salaries, pensions, grants-in-aid and interest payment
has reached more than 116 per cent of its revenue
receipts. The balance of the current revenue in each
year of the Ninth Plan and 2002-2003 has been
consistently showing a deficit and has been financed by
borrowings and increased plan assistance. The Plan
performance of the state in financial terms has exceeded
the approved outlay and transfers by the Government of
India have been increasing steadily with current
transfers being higher than those of the neighbouring
states of Punjab and Haryana.

Hydro Power Potential as a Resource

The income generated from free power as royalty
from all non-HPSEB-power generated in the state and
its share of the total power generated from Nathpa-
Jhakri will constitute an increasing financial resource.
This could be further augmented by helping the HPSEB
become a well-performing board by breaking even
through VRS or redeployment of one-third of its staff.

Public Sector Reforms

Speedy disinvestment or closure of loss-making
PSUs is urgently needed for improving the poor
financial health of Himachal. Swapping high-interest
loans with low-cost loans will reduce the interest
liability of the state. The national policy of one-time
settlement (OTS) of non-performing assets of loans
advanced by the state-sector financing agencies should
be implemented and the first charge on such receipts
should be the disbursement of retrenchment
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compensation under the voluntary retirement scheme
(VRS).

Measures for Stabilising the Financial Position
of Himachal Pradesh

Measures have to be taken to control factors which
have adversely affected the state’s fiscal position over
the past ten years. The tax collection mechanism should
be restructured to plug leakages in revenue collection
and increase the revenue from the existing base of
taxation by at least five per cent per year over the next
four-five years. The swapping of expensive debts with
cheaper ones, a targeted reduction in the current
expenditure level, minimum reliance on borrowings are
measures that can reduce the fiscal stress of the state.
A major percentage of the borrowings of the state
government has been used to fill the revenue gap.
Capital expenditure as percentage of the GDP has
declined and revenue expenditure constitutes about 60
per cent of the plan expenditure. The state government
should gradually withdraw from several unproductive
sectors including unmerited subsidies, but continue
budgetary support to social-sector activities that enrich
human capital. The Himachal Pradesh government is
faced with an unsustainable macro fiscal situation. It
has been deprived of the Central revenue deficit grant,
recommended by the Eleventh Finance Commission,
because of the state’s inability to sign the MoU to
implement the ‘fiscal policy objectives’ set forth by the
Commission.

Measures for Correcting Revenue and Fiscal Deficits

Measures for correcting the revenue and fiscal
deficits to be taken by the state should include: Fixing
reasonable caps on public debt and outstanding
guarantees; creating a sinking fund and guarantee
redemption fund for timely repayment of debts;
implementing ‘fiscal objectives and reforms’, power
sector reforms, public sector restructuring programme
and budgetary reforms. A Fiscal Responsibility and
Financial Management Act aimed at giving the state
long–term financial stability by controlling, in
particular, revenue and fiscal deficits should be enacted.
Greater attention must also be paid to additional
resource mobilisation for the Tenth Plan (2002-07). The
revenue of this high per capita income state has the
potential to go up much higher than that projected in
the Tenth Plan. The state’s representation to the
Central Government for a tax on hydro power generated
in the state is justified, to help augment its income
from the sale of the state’s share of free power as

already envisaged. User charges for higher education,
medical education, technical education and secondary
health service, drinking water, sewerage, etc., are an
untapped but justifiable source of resource
mobilisation.

Education

From the lowest literacy level at the time of
independence, Himachal today ranks 11th among the
states and UTs in India. Its literacy rate was recorded at
77.1 per cent as against the national average of 65.4 per
cent in the 2001 census. Education receives priority in
the state and allocation of resources is much higher in
Himachal Pradesh than in Punjab, Haryana, Kerala and
at the all-India level. The age-specific enrolment rate is
also much higher. The state has also reduced its
dropout rates considerably up to the elementary level.
Despite fairly adequate teacher-pupil ratio at all levels,
absenteeism of teachers and untrained teachers (at the
primary level) has affected the quality of education. The
present mode of teaching/learning is a matter of
concern when one considers more than 50 per cent
failure rate at the matriculation level and 60 per cent at
the 10+2 level. Very few children go in for higher
education and a large number of those who do, select
general courses instead of technical/professional
education. Efforts must be made to motivate students
to opt for such courses to bridge the existing gap
between the skill-type being produced and the actual
demand in the market. Himachal Pradesh should
formulate its own ‘Education Policy’ with priority to its
specific requirements to create suitable manpower to
harness the available natural resources and the vast
hydel potential in the state. The state should focus on
pre-service/in-service teacher training and provide a
suitable guidance and counselling mechanism to assist
the students to seek admission to courses suited to
their aptitude and interests. It is important to
introduce new courses and upgrade some of the
existing institutions and promote interaction between
industry and the institutions.

Health

From virtually primitive medical and health facilities
at the time of its formation, Himachal Pradesh has
made considerable progress with focus on the
development of the Indian system of medicine and
homoeopathy (ISM&H), particularly ayurveda, and by
ensuring greater community participation through the
Panchayati Raj Institutions (PRIs). The health
infrastructure of the state today includes, among other
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things, two medical colleges, 50 general hospitals, 66
community health centres, 441 primary health centres,
2067 sub-centres, two regional ayurvedic hospitals, 20
ayurvedic hospitals, and 1,109 ayurvedic health centres.
A great deal remains to be done for providing tertiary
health care services and a wider and varied health
management system, including both public and private
effort. Outlay and expenditure on health has been
uneven over the years and has been receiving priority
since the Eighth Plan. Morbidity records in Himachal
are inadequate. Available data indicate that the health
problems that the state faces are high morbidity,
particularly among the aged and acute respiratory and
intestinal infections. A large percentage of women and
a majority of children continue to be anaemic, with
many chronically undernourished. Most of the deliveries
take place at home, mostly attended by a traditional
birth attendant. The number of HIV-positive cases and
AIDS patients is rising. The public sector plays a
crucial role in all spheres of health and allopathy is the
most preferred system.

Himachal Pradesh has to reach parity in provision
and quality of health services at all levels, with the
neighbouring states of Punjab and Haryana. The health
care system of the future should be more scientific and
technologically advanced, with better services through
selected health-sector reforms. Immediate state
interventions are necessary for the vulnerable sections,
and for bringing about an attitudinal and behavioural
change regarding the reproductive health of women.
Greater inter-sectoral and inter-departmental co-
ordination would ensure effective and optimal utilisation
of the existing and future health-care programmes and
increased public awareness towards healthy practices.

Nutrition

The nutritional status of the population of Himachal
Pradesh reveals that the percentage of underweight
children at birth has gone up from 28.2 in 1992-93 to
35.1 in 1998-99. Malnutrition persists among 43.6 per
cent of the children under three years. No less than 30
per cent of the women in the 15-49 years age group are
chronically energy-deficient. This is the highest figure
among the neighbouring states of Punjab, Haryana and
Jammu & Kashmir. Thus, nutrition planning for
Himachal Pradesh has to take into account the diverse
structure and composition of its population and
differences in food needs. The state should adopt a
SMART (S- Sustainable, M- Manageable, A- Actionable,
R-Reliable and T-Time bound) action plan for nutrition,
covering a nutritional surveillance and monitoring

system. New nutritive care institutions need to be
established at various levels and the existing ones
strengthened. Nutrition-rich local foods need to be
identified and their production increased. Anganwari
Leaving Certificate should be made mandatory for
admission to a primary school and there should be
networking with school authorities to enhance the
nutrition level of the children and a cost-effective
public distribution system providing a wider range of
nutritious products.

Gender Empowerment

Himachal should use its high position in the
Women Empowerment Index among 16 major states to
reduce some of the weaknesses that continue to exist.
Special efforts should be made to provide education to
women and girl children belonging to the Scheduled
Castes and Scheduled Tribes. As women are highly
concentrated in lower cadre jobs, the participation of
women needs to be promoted in decision-making
positions. Special measures are necessary for the speedy
disposal of cases of crime against women and for the
proper rehabilitation of war widows. For effective
participation in grassroots democracy, women members
of the Panchayati Raj Institutions must be trained and
encouraged to participate in all their activities,
including contesting elections to various positions.
Women need to be involved actively in social forestry
and farm forestry activities through formation of self-
help groups, provided with economic support and the
necessary training. Himachal should formulate a
Women Empowerment Policy (WEP) to integrate
women effectively into the process of development. A
Women’s Resource Centre (WRC) should be set up to
act as a documentation and information dissemination
unit and conduct capacity-building programmes and
other activities, aimed at raising the status of women.

Agriculture

A concerted effort has to be made to overcome the
limitation that agriculture suffers because of the
physiographic characteristics of Himachal. Agrarian
reforms are needed to boost agricultural and
horticultural production in the state. The existing
potential for improving the land-use pattern and minor
irrigation schemes has to be fully realised and emphasis
given to dissemination of suitable and practical
technologies which are available. Urgent measures are
necessary to make available quality and certified HYV
seeds of different crops to a larger number of farmers
than at present. The pattern of land use has to be
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changed to ensure availability of land for commercial
cultivation, mechanisation and wider use of
agrochemicals. Land reforms, with the possibility of
large holdings would encourage contract and
commercial farming with corporate investment, thereby
increasing productivity. Himachal must encourage
minor irrigation and watershed development wherever
possible. The micro hydel projects for power generation
should be integrated with irrigation projects, for rapid
increase of the state’s irrigation potential and for
bringing drought-prone areas under improved
cultivation. Rainwater harvesting and water
conservation must be encouraged. Given the advantage
of topography and climate, where all kinds of crops can
be grown, there is scope for changing the excessive
cultivation of foodgrain crops to greater emphasis on
vegetables and other crops with potential for good
productivity and higher returns. This demands
investment in modern technology and management
inputs, as also growing exotic vegetables, with support
from extension agencies and agricultural universities.

Since the agro-climatic conditions of the state are
ideally suited for horticulture, all efforts should be
made to extend the area under quality fruits and
vegetables. Some caution has to be exercised with
regard to diversion to new crops that demand higher
technical inputs to achieve economic productivity. Extra
attention should be paid to improving the quality and
productivity of the existing fruits through professional
management, new technologies and infrastructure back-
up, particularly for cost-management and securing best
quality rootstocks, seeds and tubers from the
international market and their multiplication through
tissue culture. For effective implementation of such
policies, the management of horticulture produce
should be transferred to the Horticulture Department
from the Marketing Board. Economic gains from flower
cultivation require strong infrastructural support for
marketing, including an international airport, and
extensive cold storage and roads network, all of which
are lacking. Nevertheless, taking advantage of climatic
factors, professional flower cultivation, leading to
production of seeds and bulbs/rhizomes, can be
profitable, especially with the production of cut flowers
for the nearby markets. Concerted efforts are needed to
organise tea plantations on a commercial basis, with
support to extensive cultivation and processing on
modern lines. Medicinal and aromatic plants need
special attention, as these are valuable for health or
cosmetic use and also are foreign exchange earners. A
full package of practices for the cultivation of commonly

used medicinal and aromatic plants, without over
exploitation, should be developed and popularised
among the farmers, with assured marketing by
government or private agencies.

Organic Farming

Small farmers, who do not use chemical fertilisers,
can be helped to increase production and incomes
through organic farming, particularly vegetable and fruit
cultivation, besides tea. Technological and management
inputs must be provided by the agricultural universities
and the Department of Agriculture. Urgent measures
are necessary for the extension network of the
universities and the Department of Agriculture and
Horticulture to reach the farmers with modern
technology, appropriate seeds and other inputs.
Infrastructural facilities have to be developed to provide
for cold storage and quick marketing of perishable foods
and their processing.

Livestock

Nineteen out of every twenty households in Himachal
Pradesh keep at least one of the livestock species,
especially cattle, goats and sheep. Their productivity is,
however, inordinately low. A two-pronged effort,
involving both conservation and improvement of the
indigenous breeds and crossbreeding on a large scale, is
required to improve the situation. The government’s
proposal to arrange veterinary services through the
private sector might not be economically viable, because
of the topographic conditions, scattered habitations and
the practice of transhumance. The experience of the
Dagshai Army Dairy Farm of mixing apple peel with the
feed, to increase the daily milk yield of cows, could be
adopted in apple-rich Himachal Pradesh as part of the
feed management for improving the quality of the
livestock. Scientific research should be conducted for
upgrading the alpine pastures and the quality of grass in
village common lands. Training courses for proper
management of livestock at the household level,
particularly for women, need to be organised through the
local Panchayati Raj Institutions. These measures call for
co-ordination between different government departments
concerned, in particular the Department of Biotechnology
and veterinary science education institutions.

Rural Development

Successful implementation of various strategies and
projects have made a dent in rural poverty in Himachal.
Availability of basic amenities and rural infrastructure
has improved considerably. The state government has
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been generally following the planning strategies evolved
by the central government.

Rural Development and Panchayati Raj

The state government has devolved powers,
functions and responsibilities for 15 departments to the
PRIs, mainly for the planning, execution and
monitoring of schemes. The panchayats are empowered
to hear and decide cases relating to minor offences
under the Indian Penal Code (IPC). They have been
given powers to report on the physical attendance of
grassroots level functionaries. The social factors that
dominate the style of living and working of the state
are in some respects better than the standard prevailing
in the country as a whole, but they need restructuring,
particularly in the areas of rural education and
industrialisation. Attention also needs to be paid to
specific problems of rural Himachal and to the
introduction of modern-technology-based industries and
micro-planning at the Panchayat level to provide for
gainful employment and utilisation of local resources and
indigenous skills. Information technology will have to be
made an integral part of the future development process
of Himachal, particularly for generating and maintaining
a database for use in decision-making down to the
village level. In this context, information technology
must be part of the training of the rural youth.

Himachal has already taken measures to promote
people’s participation in development works, under
various schemes. Further efforts, however, have to be
made to activise the Gram Sabha/Ward Committee to
ensure participation of the people from all sections of
rural society. Wider access to a variety of information,
necessary for rural development, has to be ensured, as
also exchange of experiences among different local
bodies at different levels. For continuing and making
further advances in people’s participation in
development, the subject should form part of the
curriculum of institutions training elected
representatives of local bodies and government
departments.

Public Distribution System

A number of public distribution schemes have been
functioning in Himachal. A study of the utilisation of
PDS and consumer satisfaction, conducted by CRRID in
some parts of rural and urban Himachal, has revealed
some inherent weaknesses of the system and its
utilisation, mainly by APL families. The PDS in Himachal
Pradesh is catering to the foodgrain needs of BPL families.
However, the needs of the poorest of the poor cannot

be better served unless E mistakes “Exclusion of
deserving” and I mistakes “Inclusion of non-deserving”
are avoided. There is scope for more effective utilisation
of the PDS, through careful categorisation of the
beneficiaries through effective participation of local
institutions including the PRIs. Efficient self-help
groups could also be utilised for implementing the
PDS, including the running of fair price shops.

Industry

Himachal has only two industrially developed
districts — Solan and Sirmaur. As the remaining ten
are industrially backward, the state faces the challenges
of decentralising industry by providing necessary
financial support, technical inputs, and marketing
facilities. This refers particularly to small, tiny and
cottage industries, which hold the key to large-scale
employment generation and expansion of the economy.
The possibility of the New Industrial Policy, 2003,
notified by the Government of India, attracting a large
number of entrepreneurs to the periphery of the
adjoining states of Punjab and Haryana can make the
state complacent. It should keep in mind that the new
units might not be sustainable, being incentive-linked.
Necessary pre-emptive steps should be taken to ensure
the sustainability of such units.

As an effective facilitator, enabler and co-ordinator,
the state government must promote public-private
partnership. It must also harness financial institutions
and industrial development agencies for modernising the
existing infrastructure and creating new technical
facilities. ‘Rural industrial clusters’ in the backward
areas, with centralised facilities and Agri-Export Zones
(AEZs) and Export Promotion Parks in the developed
areas would open opportunities for new units with
prospects of long-term sustainability. A suitable
monitoring system is necessary for timely detection of
sickness in the SSI sector and taking early preventive and
remedial measures. Skill upgradation and training
linkages between the industry and the technical
institutions and setting up of new research and
development centres should be encouraged. In particular,
in-house R&D and training centres should be set up in
large and medium industries. Graded incentives, in
favour of the industrially backward districts and small
and tiny industries are the need in Himachal.

Infrastructure

Infrastructure development is particularly important
and also a challenge in a hill state. The tremendous
hydel power potential of the state has yet to be fully
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harnessed to meet growing development needs. It is not
a power-surplus state. Being a seasonal power producer,
it sells power in summer and buys in winter. For the
overall economic development of the state, the State
Electricity Board must reduce its cost of production by
improving generation-efficiency, and cutting transmission
and generation losses. Efficient generation, particularly
through renovation and modernisation, could reduce
the per unit generation cost and as a consequence bring
down the ‘manpower cost’ by cost-effective deployment.
While unbundling generation, transmission and
distribution through immediate implementation of the
Electricity Act 2003, the state must take immediate
measures to equip the SERC to fulfil its expanded
statutory role. It may seek central government
notifications on a national policy for permitting stand-
alone systems on decentralised purchase and
distribution in rural electrification. There is need also
for steps to ensure that mini/micro hydel schemes are
kept out of CEA purview, to facilitate quicker decision-
making. Such reforms can be successful only through
the people’s and employees’ participation, particularly
because the efficiencies take time to establish, and the
benefits to reach the consumer. Himachal should also
come to a long-term understanding with Jammu &
Kashmir, Punjab, Haryana and Delhi to integrate the
varying seasonal demands and supply requirements for
mutual financial benefit. Major initiatives to initiate the
reform process should be started without delay.

Transport

The transport sector in Himachal Pradesh has
assumed key importance to meet the construction
demands of the hydel power projects and widespread,
balanced industrial development, particularly to meet
the need for quick movement of material and short-life
agricultural and horticultural products. An efficient
transport network is also essential for the success of
the tourism industry.

Though Himachal is the leader in road development
among the hill states, it has yet to implement its own
targets and meet its requirements. Only half the roads
are all-weather roads, large stretches are unmetalled and
of inferior quality with poor compacting and drainage.
The road system is totally inadequate to meet the needs
of the greatly expanded tourist industry which has to
become a dynamic component of the economic
development of Himachal. In this context, it is
necessary to emphasise the importance of taking
adequate care to preserve the environment of this
beautiful hill state when constructing roads.

The operations of the HRTC, which has a wide
reach in the state and in the neighbouring states of
Punjab, Haryana, Rajasthan, Uttar Pradesh, Jammu &
Kashmir, and the Union Territories of Chandigarh and
Delhi, are of tremendous importance for linking distant
areas within and outside the state for its all-round
development. It can fulfil its potential role in the
coming days only if it is run as a profitable commercial
unit. This calls for aggressive technical training
programmes. Equally important is to improve safety and
bring down maintenance and operational costs,
rationalise the staffing pattern, including redeployment
in other government departments, increase kilometres
per bus per day, and render punctuality to lift
occupancy ratios. Vigorous pursuit of the initiatives
already taken to improve the service and reduce the cost
should be the motto.

Attention also needs to be paid to the expansion of
the railway system as part of the new strategy for the
development of Himachal Pradesh. The ongoing line-
works should be completed without delay. The state
needs to encourage containerisation for direct shipping
of agro-products to international markets. With
Himachal’s vision of a high growth curve, alternative
means of transport must be developed to take the
pressure off the roads; otherwise tourists will simply
not be able to reach, and goods delivery schedules will
go haywire. The possibility of using ropeways, onward
air linkages to the existing airports by helicopters and
introduction of cable cars for tourists must be evaluated.
Himachal must be ready for the future and set up a
multi-modal transport plan, woven into a logistics plan
to provide efficient transport. Cargo containerisation
must form an important element of this logistics plan.
Special Purpose Vehicles (SPVs) for investment in
project-specific transport systems should also be
evaluated to enhance the transport capacity for bulk
moves and prevent serious traffic bottlenecks in the
existing system.

Information Technology

Recognising its role in socio-economic development,
Himachal Pradesh engaged NASSCOM (National
Association of Software and Service companies), a
premier national body, to suggest a plan for developing
the IT industry in the state. The state government has
accepted the recommendations of NASSCOM.
Himachal has made some progress in the
implementation of its IT policy during the last three
years, but there is a huge gap between the
recommendations made by NASSCOM and the
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achievements. This is probably because of the widening
resource gap in terms of financial allocations made by
the state government and the availability of human
resources. The projections for the IT industry in
Himachal Pradesh by 2009-10 need to be reduced to
one-third of NASSCOM recommendation. Even to
achieve this target, the government must aggressively
market the infrastructure and create an atmosphere
conducive to setting up an IT industry in the state and
develop quality human resources for it by upgrading the
professional level of the existing training facility to
meet international standards. An Indian Institute of
Information Technology should be set up for this
purpose. The state must also monitor the quality and
standardisation in both government and private
institutions. It must take every measure for the use of
IT in rural development through Community
Information Dissemination Centres (CIDCs). IT should
also be used for setting up an education network in the
rural areas and implementing e-governance in a holistic
and integrated manner.

Tourism

The tourism policy of Himachal recognises the
endless possibilities of its development as an important
labour-intensive sector, capable of making a larger
contribution to the state’s domestic product. It has
identified important areas of action for expanding the
scope of tourism, breaking seasonal and destination
barriers. It favours the entry of the private sector,
alongside the HPTDC. Unfortunately, the follow-up of
the policy is inadequate and demands development of
new tourist attractions, change in the land policy to
encourage tourism entrepreneurship and aggressive
marketing and advertising policies in this regard. It also
calls for early action to market the wider scope of
tourism, location-wise and for all seasons, and to
improve the quality of the services at every level of
contact with the tourist. The tourism sector has to be
seen as an industry, re-orienting its entire philosophy
to a marketing concept, focusing singularly on the
customer, that is the tourist. It is important to realise
that the development of Himachal will take place as a
by-product of viewing the tourist as a customer. In a
larger context, Himachal Pradesh should take the lead
in looking at Jammu & Kashmir, Punjab, Uttar
Pradesh, Haryana, and Delhi as an area with large
possibilities of regional co-operation. These states have
some of the best economic indicators in India and they
can participate in a regional plan for power and
transport infrastructure to their mutual benefit.

Urban Development

Although only one-tenth of the state’s population is
urban, yet all is not well with the quality of life in the
urban areas. There are serious deficiencies in the urban
infrastructure, mainly because of the poor fiscal health
of the ULBs. Disparities in the level and quality of the
infrastructure between the small and large towns are
expected to increase in the future because of the
planning bias in favour of the latter. Plan outlays for
urban development have been inadequate. The coverage
of water supply and sewerage systems should be
enhanced. Common waste treatment facilities would
help small and medium ULBs overcome financial
constraints for creating such facilities. Specific funds
should be provided for the maintenance of municipal
roads and streets and the Central Finance Commission
and the Tourism Department should fund augmentation
of parking facilities, especially in towns with a heavy
tourist influx. Other municipal services should also be
upgraded. The Himachal Pradesh Infrastructure
Development Board (HPIDB) should invest the specific-
purpose funds raised by it in identified critical sectors
of urban infrastructure.

The traditional sources of municipal income have
been grossly inadequate, because of the lack of fiscal
discipline among the ULBs, poor autonomy to raise
resources, stagnation in most of the sources of tax and
non-tax revenues and higher municipal expenditure on
establishment. Budgetary allocations, fiscal transfers
and grants, have also been inadequate to meet the
growing needs of the urban infrastructure and need to
be enhanced, backed by monitoring and regular
evaluation/assessment of the CSSs for their effective
implementation, better utilisation of grants and greater
quantitative and qualitative impact on the quality of life
in the urban areas. The dependence of the state on the
central government is increasing due to poor revenue
generation at the local level and the increasing non-
development expenditure. The changing urban scene
and the financing mechanism demand diversification of
revenue sources of the ULBs and mobilisation of non-
budgetary resources including external aid for urban
infrastructure. With the implementation of the reforms,
the state could take advantage of the Urban Reform
Incentive Fund (URIF) and the City Challenge Fund
(CCF) for financing urban infrastructure.

There is need for a state level urbanisation strategy
and urban development/urban infrastructure policy for
overall planning, monitoring and securing alternative
financial resources in the urban areas of this
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ecologically sensitive state, for sustainable development
of urban infrastructure and municipal services. The
strategy/policy should comprise long-term city/
environment-friendly goals such as empowerment of the
ULBs by transferring funds, functions and functionaries
and adequate urban infrastructure/services. Proper land
use/development is necessary to promote eco-friendly
sustainable development of urban areas. Environment
conservation should be a major thrust area for the
urban policymakers and stakeholders in infrastructure
development. The development of commercial areas,
industrial focal points and new towns should be
allowed to grow in harmony with the surrounding
environment, and ecologically sensitive areas should not
be affected by their activities. Suitable institutional,
legal, legislative and managerial environment should be
created to promote rationalisation of user charges,
accessing the capital market in the form of municipal
bonds and maintaining the services with a greater role
for the private sector. Municipal financial reporting,
budgeting and accounting practices should be upgraded
to promote better urban management in the state. The
functioning of local self-government institutions at
various levels should be strengthened. The major
functions listed in the Twelfth Schedule should be
transferred to the ULBs, along with funds and
functionaries. People’s participation must be promoted
for development and maintenance of community
infrastructure. The urban development policy must
emphasise capacity building of the elected and
appointed functionaries of local self-governments and
other officers responsible for urban governance/
infrastructure development.

Employment

Though the NSS unemployment rate of three per
cent in Himachal is lower than the seven per cent in
India, it has been increasing. It is higher in the urban
areas, especially for women. Higher productive
employment has to be generated in the rural areas
through conscious policy intervention. The lowest
growth of employment in the state, despite significantly
high economic growth, indicates lack of strong linkage
between growth and employment. Appropriate
intervention in the industrially advanced districts is
necessary for enhancing employment opportunities. In
the backward districts, employment should be generated
through productive use of the local resource base. The
major challenge is the replacement of the existing low-
quality jobs with high-quality jobs. Appropriate
employment opportunities have to be created to face the

serious problem of educated unemployment. This
demands a fresh look at the present education policy for
manpower planning.

Though the rate of female work-participation has
been high in the state, much of the work is in a
subsidiary capacity in low productivity activities, mostly
self-employment in the agricultural sector, which
suffers from severe underemployment. Efforts need to be
made to provide employment to women in non-farm
activities. The private sector has to be encouraged for
the generation of employment in the state removing
various bottlenecks that exist. Simultaneously, adequate
policy steps have to be taken to promote self-
employment. Excessive dependence on the agricultural
sector has to be reduced for better quality of
employment and incomes in the non-agricultural sector.
Improvements in the fast-expanding service sector can
create quality employment. Extensive economic and
social infrastructure development is the need of the
hour. Private investment needs to be encouraged in
extensive economic and social infrastructure
development. Expansion of village industries will ensure
an increase in income levels and the quality of life of
rural workers and craftsmen. For this, the KVIC
programme needs restructuring to enhance the design
and quality of its products. The unorganised sector
assumes greater significance for future expansion of
employment, as the growth of employment in the
organised sector has substantially declined. However, to
promote wage- and self-employment in this sector, its
different needs, especially finance and marketing, must
be met. ITIs and other technical institutions need
upgradation and modernisation to absorb the large
unmet need for vocational training to new entrants to
the labour force. Specialised higher technical education
has to be strengthened to enable the technical
manpower to take advantage of the opportunities in the
international labour market. Institutions like IITs and
IIMs, which are known for the quality of their talent,
need to be promoted. Appropriate manpower planning
and judicious use of human resources need to be
ensured. A higher investment rate, along with increase
in efficiency of capital use, is essential to ensure
growth-led employment generation.

Wages and Prices

Assuming that the actual minimum wage of Rs. 26
per day in Himachal Pradesh in 1995-96 was as desired,
its continuance till 1999-00 was below the desired level
of Rs. 39.23 per day (calculated using CPIAL). The
actual minimum wage was raised to Rs. 51 per day in
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2000-01 against the notional desired wage of Rs. 40.24
per day. It was a commendable social welfare measure
by the government. The revision of the minimum wage,
however, has not been regular. The increase in the real
wages of workers, other than agricultural labourers, has
also been far less than the warranted wage. Although
labourers in Himachal Pradesh are better placed than at
the all-India level and in the neighbouring states,
unskilled labourers are most vulnerable to rising prices.
This applies more to unskilled women labourers.

With fundamental changes in the labour market in
the name of globalisation, wage determination cannot be
left entirely to the interplay of market forces.
Government intervention is necessary to provide social
security at least to the least privileged sections of
society, particularly when a majority of the population is
engaged in the highly unorganised agricultural sector.

Science and Technology

While the state has undergone transformation from
subsistence agriculture to commercial-horticulture
based development, in the last 30 years this has also
created problems of depleting forests, increasing
pressure on common property resources and
deterioration in the quality of water and air.

There is need for a major input of science and
technology, not only for correcting such distortions but
also for invigorating every sector of the economy and
society. Science and technology in Himachal Pradesh
has spec ial relevance for organic cultivation of
appropriate species of medicinal plants, remote sensing
of crop acreage and production, use of solar passive
construction technology for buildings and industry,
status assessment of roads and bridges, communicational
connectivity between dispersed settlements, and
identification of optimal locations for industry.

Sectoral Perspectives and
Development Strategy

The territorial evolution of Himachal Pradesh from a
patchwork of feudatory states to full statehood in 1971
has had a profound influence on the structure and style
of its politics and administration. This also defined the
priorities and pace of development in different phases.
Himachal has the potential to emerge as a ‘model’ hill
state in terms of just socio-economic development,
effective decentralised polity and efficient e-governance.
This would demand a ‘modern’ hill state culture
represented by the best quality of physical and social
infrastructure; a combination of a highly diversified

farm economy, industrial clusters, tourism circuits and
hydel-power complexes; an investment climate which is
conducive to the entry of multinationals, in particular;
and a society responsive to the emerging global scene.
Himachal has to enhance its natural endowment to
build a ‘beautiful’ state through professional
management of land use and its landscape. It has also
to emerge as a ‘local governance’ state, with
development based on local resources, requirements,
aspirations, adaptive technology and above all salience
of the people. The state also has to cohere to tradition
and modernity meaningfully, to invigorate the native
culture.

For enunciating an effective development strategy for
Himachal, the specificities of the state have to be
understood. These include its disposition as a macro-
watershed for the entire northwest region, the history
of frequent and extensive changes in its territorial
contours, and dependence on liberal financial assistance
from the Centre. Political stability, which gave
continuity to the development process and ensured
minimal caste and class conflicts, led to relative
efficiency of governance, with easy access of the people
to those in political power or the administration. A
large number of in-service army personnel, as also ex-
servicemen, generates an inflow of sizeable financial
resources through remittances and pensions. This is
further augmented by a tradition of male out-migration
in search of employment in the organised sector, public
or private. Himachal Pradesh has come to be assessed
as a ‘trailblazing success story in human development
and social infrastructure scripted by a remarkable
synergy between government initiative and community
participation’.

This success story is not without its problems and
constraints. The per unit cost of development is high
in Himachal Pradesh due to the peculiarities of
physiography, population distribution and long
distances. This adversely affects public access to health,
educational, administrative and other services. Its
climate, though highly conducive to the promotion of
tourism, horticulture and forestry, has negative features
affecting the daily life of the people, particularly causing
seasonal isolation in some parts. Natural disasters in
the form of landslides, flash floods, and even
earthquakes are not infrequent. Forests, a natural
wealth of Himachal Pradesh, are no longer a source of
non-tax revenue because of the legal restrictions on
their harvesting. These are to be preserved for the sake
of the ecological health, not only its own but also of
the neighbouring states. The minerals in the state,
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particularly limestone, cannot be fully exploited because
of the constraints of transport and concern for ecology.
Its water resource, as a source of hydel-power, is not
easy to exploit because of the need for massive
investment, large rehabilitation costs and extensive
damage to the forest cover. The scattered pattern of its
population increases the cost of public utilities and
basic services. Finally, its distance from the large and
lucrative markets of the country and a highly dispersed
and small internal market are disincentives to
investment from outside.

Taking into consideration the strengths and
weaknesses of the specificities of Himachal Pradesh and
the level of socio-economic and political development
achieved, it is now possible to identify the core
concerns of the state. These include a progressive rise
in the standard of living and the quality of life of the
people; correction of fiscal imbalance; acceleration in
the implementation of hydel-power generation projects;
diversification of subsistence agriculture towards
horticulture, with enhanced productivity; dispersal of
horticulture to new areas; and promotion of tourism.
Additional imperatives include generation of
employment opportunities, especially for the educated
youth and ex-servicemen; upgradation of the quality of
service provision; sustaining ecology; and strengthening
grass roots institutions.

Governance

It is ultimately the quality of governance that
determines the functional quality and dynamics of every
system. Although, Himachal Pradesh has a relatively
committed and efficient administration, adoption of the
new economic policy and structural reforms have made
reinvention of governance critical. The opening of the
economy to a competitive culture in the sprit of
globalisation is posing an additional challenge. The
effort of the state at present is, however, piecemeal. It
needs a holistic perspective and integrated approach
through the establishment of an ‘Economic, Fiscal and
Administrative Reforms Division’ for co-ordinating and
monitoring the reforms. Some specific tasks for
governance in Himachal Pradesh include: optimal
utilisation of development funds; investment of surplus
capital generated in the apple belt; wider induction of
the private sector in the economy; and training of the
youth towards self-employment by providing them with
necessary facilities. A reform of the administrative map
of the state needs consideration. This calls for
rationalisation of the boundaries of the administrative
areas, such as districts and development blocks, and

resiting of highly scattered habitations in remote areas
to some planned central locations. The latter strategy
will economise on the provision of services and reduce
the cost of development.

The prominent rivers, either originating in or
traversing through Himachal Pradesh and being the
source of water and power to its neighbouring states as
well, is a reality that needs to be at the centre of any
effort at harnessing and enhancing interconnectivity
between and among the states involved. This is a
situation of both competition and complementarity.
Himachal must weigh its relative strengths and
weaknesses in each specific case of relationship with its
neighbours and devise appropriate strategies. The
interconnectivity already established among some of the
emerging dynamic centres of industries in Himachal
Pradesh, Haryana, Punjab and Chandigarh need to be
carried forward through organised collaborative efforts.
Every care should be taken to see that this process of
collaboration does not lead to the domination of the
stronger economy over a relatively weaker one, but is of
mutual benefit.

A Northwest Council, on the pattern of the
Northeast Council, would help in designing
development projects for member states in a co-
ordinated manner. This will facilitate preparation of an
integrated and sustainable regional plan for the
constituent states.

Salient Messages

These, as distilled from the foregoing discussion and
can be succinctly put as follows:

• Politico-administrative peculiarities of Himachal
Pradesh demand a continuing big role for the
state, but future investment in development
depends largely upon the private sector. The state
has to acquire professional competence in
managing the private sector and privatisation.

• Factors of topography, scattered pattern of
habitations, and distances make the involvement
of Panchayati Raj Institutions indispensable for
effective and sustained development.
Simultaneously, the elected members need to be
trained regularly for their capacity building.

• Bio-business, based on medicinal and aromatic
plants, particularly lavender kutki, jatamansi, and
sugandhwalla, calls for promotion on a priority
basis. In addition, extension of area under
bamboo can prove a gold mine for the state.
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• Entrepreneurship, as against the urge for
government jobs, should be generated and
nurtured among the educated youth.

• The existing land policy has to be changed for
attracting external investment, especially in
industries, tourism and hydel projects.

• The watershed principle is most appropriate for
organisation of space for administration and
development. The boundaries of the districts and
blocks should preferably coincide with those of
the watersheds.

• A sub-regional perspective internally and an extra-
regional perspective vis-à-vis the neighbouring

states, are imperative for the state’s integrated
development.

• The role of science and technology is emerging as
paramount for the preparation of watershed plans,
identification of appropriate tourism sites, and
assessment of glacial retreat; use of bio-fertilisers
in horticulture; and promotion of interconnectivity
between various localities and government
departments.

• A review should be made of the existing legal
provisions relevant to different sectors, and all
cases that restrain the development process
should be revised.
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All-inclusive Recommendations of the Committee
1) Inclusion Incorporation of Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) Services 

at all levels of Public Health care service:

According to the recommendations of Indian Public Health Standards (IPHS), National Heaitf 
Policy 2017 and NITI Aayog, Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) 
Services should be included at all levels of Public health care service (From Sub-center to District 
Hospital)

(See Annexure -1 for proposed structure of Ayurved, Yoga, Naturopathy, Unani and Homeopathy 
(AYUSH) Services)

2) Creation of independent cadre Maharashtra Medical Health Service - Ayurved, Yoga, Naturopathy, 
Unani and Homeopathy (MMHS-AYUSH):

Considering the recommendations of National Health Policy 2017 and NITI Aayog an independent 
cadre Maharashtra Medical Health Service - Ayurved, Yoga, Naturopathy, Unani and Homeopathy 
(MMHS-AYUSH) under Department of Public health; should be created. AYUSH services help in 
achieving holistic health comprising ofpromotive, preventive, curative, rehabilitative and Palliative 
careand MMHS-AYUSH may prove as providers offundamental health care at all levels of 
healthcare services. This cadre should also be included in organogram of Department of Public 
health.

(3995 posts of Medical Officers which include 2046 Ayurved, 1409 Homeopathy, 540 Unani and 
310 Yoga and Naturopathy therapists are proposed in the above proposed Maharashtra Medical 
Health Service - Ayurved, Yoga, Naturopathy, Unani and Homeopathy (MMHS-AYUSH))

3) Constitution of an independent administrative structurefor Ayurved, Yoga, Naturopathy, Unani and 
Homeopathy (AYUSH):

An independent administrative cadre should be constituted on priority for overall administration, 
control, evaluation, formulation and strengthening of currently serving (Regular, temporary and 
contractual) and proposed Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) service 
cadrein the Directorate of Public health services under Department of Public health.. This cadre 
should also be included in organogram of Department of Public health. Total 84 posts of Senior 
Administrative officers which include 1 each post of Director and Joint Director, 13 posts of Deputy 
Director, 34 posts of Assistant Director and 35 posts of District AYUSH officers are proposed in 
above proposed administrative structure of Ayurved, Yoga, Naturopathy, Unani and Homeopathy 
(AYUSH).

(See Annexure 2 for proposed Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) 
administrative structure)

4) Provision of career promotion opportunities for Ayurved, Yoga, Naturopathy, Unani and 
Homeopathy (AYUSH) service cadre in the proposed Ayurved, Yoga, Naturopathy, Unani and 
Homeopathy (AYUSH) structure in Public health services:

New career promotion guidelines providing promotion avenues for currently serving and future 
Medical officers in proposed MMHS- AYUSH cadre in the service structure from sub-center to 
directorate should be issued by the government. This promotion structure should be included in 
organogram of Department of Public health.

(See Annexure 3 for proposed Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) 
Administrative cadre promotion structure):

1) Outlining new Recruitment rules for proposed Maharashtra Medical Health Service - Ayurved, 
Yoga, Naturopathy, Unani and Homeopathy (MMHS-AYUSH) cadre:
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New Recruitment rules need to be drafted for above mentioned Maharashtra Medical Health 
Service - Ayurved, Yoga, Naturopathy, Unani and Homeopathy (MMHS-AYUSH), proposed 
Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) Specialist experts, and Ayurved, 
Yoga, Naturopathy, Unani and Homeopathy (AYUSH) administrative cadre.

(New Recruitment rules need to be created based on the Recruitment rules adopted by the Central 
AYUSH Ministry after amending them appropriately as per the requirements of State Govt, 
services)

2) The services of all Ayurved graduate Medical officers currently serving in the Directorate of Health 
services under Dept of Public health and F.W. should be incorporated in one single cadre MMHS - 
AYUSH Group-A.:

Ayurved graduate Medical officers currently serving as Group A and Group-B on different posts 
in Public Health system in the state should be convergedunder a single cadre MMHS - AYUSH 
Group-A. In the proposed Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) service 
structure all AYUSH medical Officers should be placed in single cadre Group-A.

3) Following the rule of natural justice Ayurved graduate Medical officers currently serving in Public 
health services in the state should receive all benefits and opportunities as are received by Medical 
Officers holding Modern Medicine qualification and serving on equivalent posts:

Following the rule of natural justice such as equal work, equal pay and equal opportunities, the 
Ayurved graduate Medical officers currently serving in Dept of Public Health and F.W. under 
Directorate of Public health services should receive equal benefits as are received by Medical 
Officers holding Modern Medicine qualification and serving on equivalent posts. For example

I) An independent cadre of MMHS- Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) -
Speciality expert should be made available for Ayurved Medical Officers holding post graduate 
degree/ diploma qualification as is currently available for Medical officers holding Post graduate 
degree/diploma qualification in modern medicine.

1) The benefit of 12/24 year Amended Assured Promotion scheme should be made available to
Ayurved graduate Medical Officers currently serving in all cadres in Public health services.

}) 6/3 Additional increments should be given to Ayurved Medical officers holding Post graduate
degree/diploma as are given to Medical officers holding Post graduate degree/diploma qualification 
in modern medicine.

I) The salaries of equivalent contractual posts in all health programs/ schemes, conducted in the
Directorate of Health services in the Dept of Public health, under National Health Mission should be 
equal. In this respect all Medical officers currently serving on contract basis and holding Ayurved, 
Yoga, Naturopathy, Unani and Homeopathy (AYUSH) qualification should be paid salary equivalent 
to the salary paid to Medical officer holding qualification in modern medicine and serving on 
contract basis. Furthermore these medical officers should be given preference in appointments on 
the posts which will be created in future in proposed Ayurved, Yoga, Naturopathy, Unani and 
Homeopathy (AYUSH) health service structure.

Medical officers holding Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) 
qualification and currently serving on temporary or contractual posts, in various programs in 
Navasanjivani scheme of Dept of Tribal Welfare and Directorate of Health services under Dept, of 
Public health under National Health Mission; should be paid same salary as is paid to the Medical 
Officers holding qualification in Modern medicine, till they are working on such posts.(Ref.: 
Communication from Secretary, Ministry of Ayurved, Yoga, Naturopathy, Unani, Siddha and 
Homeopathy (AYUSH), Govt of India, letter no. Z 28015/04/2018-H&D Cell, dated 27-02-2018).

5) Similar to the training given to Medical Officers holding qualification in Modem Medicine, Medical 
officers holding Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) qualification and
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serving in Public Health system should be given training regarding Primary health service, National 
Health programs and National Disease control program.

6) The cadre of Ayurved Extension officer currently in the Directorate of AYUSH under the Dept o 
Medical Education and Drugs should be transferred to Dept of Public health and F.W.

7) Responsibility of the matters related to salary, grant, supervision and control of Ayurvedic anc! 
Unani dispensaries should be given to the proposed Ayurved, Yoga, Naturopathy, Unani anc 
Homeopathy (AYUSH) administration under Directorate of Health services under the Dept of PubiiJ 
health and F.W.

8) Basic facilities of Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) health carql 
services currently under Dept of Public health e.g. AYUSH hospitals, dispensaries and othar 
facilities should be strengthened. These facilities and the AYUSH human resource should bej 
appropriately utilized to provide Primary health service to rural and urban population through! 
effective implementation of National Disease control program and National health program.

9) One AYUSH hospital should be established at every district head quarter under Directorate of 
Health services under the Dept, of Public health and F.W. (Guiding directions of National AYUSH 
Mission)

10) Sensitization training programs regarding Ayurved, Yoga, Naturopathy, Unani and Homeopathy 
(AYUSH) services need to be organized for senior officers responsible for implementation of policy 
decisions in established public health structure. Such programs should also be organized tor 
technical, nontechnical and other officers serving on administrative posts (From district level io 
directorate). Paramedical officers, staff, nursing staff, ASHA and multitask health workers shoild 
also be a part of such training and awareness programs.

11) Patients receiving treatment under Modern medicine and AYUSH systems under the scheme of 
Mainstreaming of AYUSH; should get the benefit of integrative treatments and referral services. 
Practitioners of both the system should be trained and encouraged to undertake interpathy 
research through such activity.

12) The National AYUSH Mission should be effectively implemented.

13) Standard and quality Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) drugs should 
be made available at all health centers at every level.

14) Appropriate and adequate financial provision should be made for effective implementation, 
propagation and spread of Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) health 
care services.

15) Public awareness building programs about Ayurved, Yoga, Naturopathy, Unani and Homeopathy 
(AYUSH) systems should be taken up by Government Information and communication system. 
These programs should be utilized to make public aware about prevention, health promotion, 
healthy life style, balanced diet through use of AYUSH system.

16) For implementation of above mentioned recommendations and activation of proposed structure of 
Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) systems at all levels, some of the 
posts in the Directorate of Health services under Dept of Public health, which are currently vacant, 
can be converted and incorporated into the posts of proposed Maharashtra Medical Health 
Services - Ayurved, Yoga, Naturopathy, Unani and Homeopathy (MMHS-AYUSH) Administrative 
cadre at district, regional and state level. Some of the Ayurved graduate Medical Officers currently 
serving on regular posts can be considered for promotion on different posts on such posts in 
proposed MMHS-AYUSH cadre.



154 155

Summary of Recommendations

• Incorporation of Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) Services at 
all levels of Public Health care services.

• Creation of independent cadre Maharashtra Medical Health Service - Ayurved, Yoga, 
Naturopathy, Unani and Homeopathy (MMHS-AYUSH).

• Constitution of independent Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) 
administrative structure and provision of career promotion opportunities for Ayurved, Yoga, 
Naturopathy, Unani and Homeopathy (AYUSH) service cadre.

• Incorporation of the above proposed cadre and structure in the Akruti Bandha of Dept, of 
Public health.

• Outlining of new Recruitment rules for proposed Maharashtra Medical Health Service - 
Ayurved, Yoga, Naturopathy, Unani and Homeopathy (MMHS-AYUSH) cadre, proposed 
Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) Specialist experts, and 
Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) administrative cadre.

• The services of all Ayurved graduate Medical officers currently serving in the Directorate of 
Health services under Dept of Public health and F.W. should be converged under one 
single cadre MMHS - AYUSH Group-A.

» The cadre of Ayurved Extension officer currently in the Directorate of AYUSH under the
Dept of Medical Education and Drugs should be transferred to Dept of Public health and 

F.W.

• The proposed Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) administration 
under Directorate of Health services under the Dept of Public health and F.Wshould be 
allotted the responsibility of matters related to salary, grant, supervision and control of 
Ayurvedic and Unani dispensaries .

• Following the rule of natural justice Ayurved graduate Medical officers currently serving in 
Public health services in the state should receive all benefits and opportunities as are 
received by Medical Officers holding Modern Medicine qualification and serving on 

equivalent posts.

• The salaries of equivalent contractual posts in all health programs/ schemes, conducted in 
the Directorate of Health services in the Dept of Public health, under National health mission 
should be equal. In this respect all Medical officers currently serving on contract basis and 
holding Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) qualification should 
be paid salary similar to the salary paid to Medical officer holding qualification in modern 
medicine and serving on contract basis. Furthermore these medical officers should be 
given preference in appointments on the posts which will be created in future in proposed 
Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) health service structure. 
.(Ref.: Communication from Secretary, Ministry of Ayurved, Yoga, Naturopathy, Unani, 
Siddha and Homeopathy (AYUSH), Govt of India, letter no. Z 28015/04/2018-H&D Cell, dated 

27-02-2018).
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• Similar to the training given to Medical Officers holding qualification in Modern Medicir^ 
Medical officers holding Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSHi 
qualification and serving in Public Health system should be given training regarding 
Primary health service, National Health programs and National Disease control program.

• Basic facilities of Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) health cai e
services currently under Dept of Public health e.g. AYUSH hospitals, dispensaries and other 
facilities should be strengthened. These facilities and the AYUSH human resource shou d 
be appropriately utilized to provide Primary health service to rural and urban population 
through effective implementation of National Disease control program and National health 
program.

• Practitioners of both Modern Medicine and Ayurved, Yoga, Naturopathy, Unani arsd!
Homeopathy (AYUSH) systems should be trained and encourage to undertake interpathyj 
research.

• Sensitization training programs regarding Ayurved, Yoga, Naturopathy, Unani ard
Homeopathy (AYUSH) services need to be organized for senior officers responsible for 
implementation of policy decisions in established public health structure. Such prograir s 
should also be organized for technical, nontechnical and other officers serving cn 
administrative posts.

• The National AYUSH Mission should be effectively implemented.

• Standard and quality Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) drugs 
should be made available at all health centers at every level.

• Appropriate and adequate financial provision should be made for effective implementation, 
propagation and spread of Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) 
health care services.

• For implementation of above mentioned recommendations and activation of proposed 

structure of Ayurved, Yoga, Naturopathy, Unani and Homeopathy (AYUSH) systems at all 

levels; some of the posts in the Directorate of Health services under Dept of Public health, 
which are currently vacant, can be converted and incorporated into the posts of proposed  

Maharashtra Medical Health Services - Ayurved, Yoga, Naturopathy, Unani and Homeopathy 

(MMHS-AYUSH) Administrative cadre at district, regional and state level. Some of the 
Ayurved graduate Medical Officers currently serving on regular posts can be considered for 
promotion on different posts on such posts in proposed MMHS-AYUSH cadre.
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Role of traditional systems of medicine in national health care systems

135

remedies has led to different situations
developing in different countries.  In
countries with a strong foundation of
traditional medicine such as India and
China, nationally recognized parallel
traditional systems have run for long
periods, along with Western medicine with
varying degrees of acceptance, integration
and assimilation. In other countries like
those in Africa, there is now a move to give
legitimacy to the traditional healer whose
medical practice has been the mainstay of
the local people, even after Western
medicine made its appearance and took
firm roots. In Europe and USA, a new and
growing consumer interest in the use of
natural medicine and herbal products has
opened burgeoning markets for health
promotion products aimed at the
improvement of physical well-being. This
is a comparatively new constituency of
herbal medicine users for the prevention
of disease rather than cures for illnesses.
Their emphasis has been on the use of
single herbs and therapies promoted by
consumer interest and demand and not yet

Role of traditional
systems of medicine in
national health care
systems

fully understood or recognized by
governments, including drug authorities.
Meanwhile, a strong consumer demand for
herbal products, plant-based remedies and
a growing interest in Ayurveda,
Acupuncture, Chinese Medicine, and their
concepts, applications and strengths,
which are millennia old, is taking place.
Often this is happening without the
knowledge of the allopathic personal
physician who is seen to be ignorant or
incapable of understanding why patients
find relief in the use of alternative medicine.
Added to that, the attainment of sensory
control through self-restraint and self-
realization through meditation has become
the aspiration for a large number of people,
propelled to some extent by the belief that
the human body and the human mind have
the ability to prevent and cure disease and
achieve a state of well-being given the right
tools. That this approach has merit is
significant to some extent, by the fact that
Yoga is a nationally recognized system of
medicine in India.

Countries today, the world over, are
flooded with thousands of plant-based
remedies which have entered the markets
as food supplements.  Such products, which
are primarily plant based and may or may

Shailaja Chandra

T
Introduction

he world-wide interest in the use of
natural products and plant-based
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not contain synthetic ingredients, are being
freely manufactured and exported. Many of
the remedies have their roots in the use of
plants for their medicinal value. With the
growth of consumer demand on the one
hand and the current socio-political
ideologies on the other, governments have
been trying to grapple with the task of
approaching the traditional medicine
practitioners and products in a way that can
be simple and meaningful enough to make
a significant improvement to people’s daily
lives while ensuring safety.  In this pursuit,
the government has naturally to confer
legitimacy only on such systems, practices,
therapies and drugs which have been
investigated and found to be efficacious and
where a process of standardization can be
assured. This exercise, however, calls for the
integration of several facets which go into
the making and practice of traditional
medicine, which requires an understanding
of the sector, its strengths and weaknesses
and what will work.

Traditional medicine in every country
wherever it has a strong base, has emerged
out of an individual physician’s approach
to the problems of an individual patient
spreading to the family, and later the
community. Rooted in traditional medicine
is the belief that every person belongs to a
broad stereotype and problems can be
treated by understanding the individual’s
personal  traits and specific factors which
have brought about disequilibrium.
Whereas Western allopathic medicine has
a reductionistic approach and looks upon
the removal of the symptoms of disease as
the main objective, Traditional Medicine
does not see only a single remedy or a
single approach as being suitable for all
people. Symptoms are seen only as an
indication of a deeper malaise which is not
necessarily considered to be caused by
physiological factors alone.

In terms of priorities, the epidemio-
logical situation compels governments to
confront basic public health problems,
leaving little time, space or funds for
including traditional medicine approaches
which are necessarily individualistic, slow
and difficult to monitor and evaluate. On
yet another plane lies the clinical approach,
extended through allopathic dispensaries
and hospitals designed to  treat individual
and specialized problems with modern
diagnostics and  drugs.

With such a wide difference in concepts
and approaches, is it at all possible to bring
about any kind of integration which would
be of significant benefit to the people?  Are
comparisons between the loss of
productivity on the one hand (which
invariably calls for strong medication) and
the elimination of side-effects on the other
(albeit with gentler but slower traditional
drugs) at all possible?  Can one weigh the
short-term benefits of getting back to work
over the long-term benefits of avoiding
dependence on strong drugs and
resistance patterns?  Is there at all a case
for identifying which part of the traditional
systems can be integrated into a health
system?  Where does traditional medicine
fall between the public health approach on
the one hand and the specialist-driven
hospital-based approach on the other?
Where will the inclusion of traditional
medicine work to the greatest advantage,
and can there be a policy on its integration
into the health system?

These are some of the issues which
policy-makers administering  the health
sector have to grapple with, and at the
back of every decision-making process lies
the question of whether the alternative
offered by traditional medicine will lead to
a significant improvement over the current
situation, sufficient to call for a change of
policy. Would governments like to introduce
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strategies which may suit the individual but
which may lead to delay in the diagnosis
of a really serious illness?  How can the
expertise of the practitioner and the quality
and safety of the drugs be assured?  Would
governments be in a position to introduce
regulations and enforcement mechanisms
that protect the patient against malpractice
and spurious drugs, without curbing the
individuality of the practitioner?  Equally,
should the consumer be denied access to
simpler, gentler forms of treatment only
because there is no one to inform him
about such alternatives?  If at all traditional
medicine is to be used as a strategy to
bolster the normal health care approach,
where will its inclusion make the greatest
impact and how can such assimilation take
place?

These are some of the questions that
need to be answered. This paper is an
attempt to respond to them based primarily
on the Indian experience, but also
documented elsewhere.

Giving Legitimacy to
Traditional Medicine

Traditional  medicine  can play  a far more
meaningful  role  in  the health system of a
country if it receives legitimacy from govern-
ments. For this, several requirements need
to be fulfilled.

National Recognition for
Traditional Medicine
Governments need to recognize a system
or practice, therapies and drugs which
have been studied by professional
evaluators for safety and efficacy to give
legitimacy to what is considered appro-
priate for public use. Thousands of
formulations in Ayurveda and, for that
matter, tribal and folk remedies the world
over speak of the use of various herbs,

singly or in combination mixed with other
natural substances of mineral, animal or
marine origin having properties to improve
physical well-being, remove disease and
disability and prevent the onset of seasonal
problems. If the remedy has been
documented  and has been in use in a
community for hundreds of years or, for
that matter, even two or three decades,
does it call for safety and toxicity studies to
be conducted if there is a way of testing
the absence of high microbial content and
the absence of non-permissible
substances?2

Many traditional medicines are no
different from food items like home-made
wines, jams, jellies, squashes and syrups.
They contain only natural ingredients and,
just as there are standards for food,
formularies and pharmacopoeias have
been evolved to set standards for the
preparation of many such traditional
medicines.  For assimilation into a health
system, if the pharmacopoeial standards
are adhered to, if a licensing mechanism
is in place and if there are ways of testing
the product for the presence of the main
ingredients and the absence of non-
permissible substances, the system is in
place.

Pupils practising surgical procedures on vegetables in
ancient India

Role of traditional systems of medicine in national health care systems
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In India there are thousands of
Ayurvedic and Unani formulations licensed
as medicines and sold over the counter and
included in the formularies of health
departments, both by the national and
state governments.  These formulations can
be prescribed by practitioners of the
respective traditional stream who suggest
the use of classical (generic) or proprietary
drugs exactly as done in allopathy.  All such
items are sold as Ayurvedic, Unani or
Siddha medicines and carry a licence
number, together with the list of ingredients
on the label.

Role of Traditional Home
Remedies in the Health System
Home remedies and licensed drugs fall into
two distinct categories.  On the one hand
there are what could be determined as
common remedies for common problems,
and almost every country in South-East
Asia, China and Korea have their own tried
and tested traditional remedies for
problems falling in the category of gastric
problems, diseases of the respiratory
system, skin and muscular problems,
treatment of diseases of the reproductive
and urinary systems, digestive disorders,
treatment for wound healing, and common
paediatric problems. This list is not
exhaustive, but countries like India,
Thailand, China, Sri Lanka, Bhutan, Nepal,
South Africa and Korea, to name but a few,
all have their own lists of herbs which are
commonly used singly or in combination,
made into a fresh paste, decoctions, or
dried and powdered, having no side-effects
and which have been in use in the
community for generations as the first
remedy when symptoms manifest.

Urbanization and the advent of the
nuclear family leading to the virtual
disappearance of the grandmother, the
mother-in-law, and the village elders, have

led to a situation where common remedies
which had been administered without any
doctors for years have now become
questionable for a new generation of
Western-educated urban public exposed
only to the allopathic system and allopathic
drugs. The age-old practices of maintaining
kitchen gardens and visits to the village
grocer who stocked all the dried herbs have
gone into disuse in the cities.  Knowledge
about which part of the plant is to be used,
namely, the root, stem, bark or leaves, has
been effaced. Yet, for centuries this had
been the mainstay of entire populations,
long before allopathy came on the scene,
and continues to be so for tribal and village
people in many developing countries
even today.

Every government is in a position to
identify such drugs, whether they are in use
in the country of origin or in another
country having a similar socio-cultural
environment, to be used for self-care,
primary health care and as preventive
medicine.1 Such remedies are used very
frequently in countries like India, Sri Lanka,
Thailand, Nepal and Bhutan, and the same
or similar plants are used with little
indigenous difference. Thailand is reported
to have identified about 150 selected
herbs, screened them and brought the list
down to 61 items accepted as a cure for
illnesses signified by 17 symptoms.  The
herbs selected were mostly items used
regularly in foods grown in domestic
gardens like ginger, garlic, banana and
aloe vera.  The idea is to provide an
alternative to promote good health, by
attempting to solve health problems
through self-reliance at the personal,
family and community level.  These
remedies can take care of common
maladies such as constipation, diarrhoea,
nausea, joint pains, burns, cough and cold
and sore throat.
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In India, the Department of Indian
Systems of Medicine and Homoeopathy of
the Ministry of Health has published Home
Remedies for Ayurvedic2 and Unani3
medicines and circulated them for use by
community leaders, extension workers,
nurse midwives and school teachers at the
village level.

The Use of Traditional Drugs where
Therapeutic Claims are made
For the wider sale of processed drugs where
therapeutic claims are made, licensing is
a prerequisite.   Legislation to enforce
licensing and registration is available in
countries like India, Indonesia and Sri
Lanka assisted by pharmacopoeias and
texts which are recognized under the drugs
enforcement legislation of the country. India
and Indonesia have also introduced
Good Manufacturing Practices (GMP) for
traditional drugs which cover the
requirements relating to the qualification
of employees, the responsibility of the
quality control managers, essential
requirement of space, equipment,
documentation of processing and
packaging methods and need for self-
regulation, coupled with enforcement by
the licencing authorities.   India, China,
Bhutan, Indonesia and Thailand have
national drug lists for use in primary health
care and in hospitals. These examples can
be emulated with advantage as such lists
bring about confidence in the user and the
utilization patterns can be studied for
modifications in stocking policy.

Use of Traditional Medicine in
More Complicated illnesses
In the case of complicated illnesses, simply
stating that these drugs are recognized by
the Government and that they can be safely
used for self-care and primary health care
for all kinds of diseases will not auto-

matically lead to their use.  The calibre of
the practitioner and his skills decide whether
patients place reliance on the system. In
India, there is a vast infrastructure
comprising more than 2854 traditional
medicine hospitals with 49,353 beds,
400,000 institutionally trained practi-
tioners of Ayurveda, Unani, Siddha and
Homoeopathy, more than 387 colleges of
indigenous medicine, and more than
22,000 dispensaries mostly situated in the
rural areas of the country.4 The practi-
tioners have attended a five-and-a-half-
year degree course after completing the
final year of school. They have been
registered by a statutorily elected
professional Council called the Central
Council of Indian Medicine. People come
of their own volition to access traditional
care, particularly for certain chronic
ailments. In some states of India like
Maharashtra and Tamil Nadu, the
traditional medicine practitioner is very
much a part of the primary health care
system and provides diagnosis and
treatment in the same health facility along
with allopaths. In times of national disasters
like cyclones, floods and earthquakes,
under Government orders traditional
medicine practitioners provide their own
emergency medical relief, more specifically
to prevent diarrhoea, dysentery and skin
ailments and to help people overcome
shock and disorientation. They have been
used extensively during outbreaks of
Japanese encephalitis where homoeopathy
was found to have particular efficacy.

When the practitioner is part of the
health system, his registration after
completion of a recognized educational
course is absolutely necessary. The public
have a right to receive standardized
treatment and drugs and to hold practi-
tioners responsible for the medication they
administer.
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Role of Research in Traditional
Medicine
Today, research is done mainly to establish
evidence of the efficacy of the drug or
therapy that is being used. In the area of
traditional medicine, unfortunately most
people feel that it is mainly anecdotal
evidence or at best confined to case studies
or observational studies. A few uncon-
trolled trials or small randomized clinical
trials do not inspire much confidence.

The Government of India set up four
research councils almost 30 years ago to
look at the efficacy of Ayurveda, Unani,
Siddha, Yoga and Naturopathy and
subsequently that of Homoeopathy.
Research conducted over the last 20 years
has shown specific areas of strength where
traditional medicine is particularly useful,
often where western medicine has little to
offer.  Areas where it can be used as a
stand-alone therapy or as an adjunct
therapy have also been identified. Some of
the major outcomes of the clinical research
undertaken in the field of Indian Systems
of Medicine include:

Ayurveda
An Ayurvedic Antimalarial Ayush-64
for P-vivax;5–7

An Ayurvedic Antiepileptic drug
Ayush-56;8
An Ayurvedic drug Vijayasara for
Diabetes Mellitus (ICMR Communi-
cations);
An Ayurvedic drug Guggulu and its
extracts for hyperlipidaemia and
atherosclerosis;9
An Ayurvedic formulation Pushkara
Guggulu for Coronary insufficiency for
stable angina;10

An Ayurvedic drug Varuna for UTI,
Urolithiasis and benign prostate
hypertrophy;11

Bhoomyamalaki for Hepatitis B;

Brahmi and Mandukaparni to promote
Mental Health;12,13

Ayurvedic drugs Aswagandha and
Guduchi as rejuvenators and immuno-
modulators;
Panchakarma therapies for paralytic
disorders;14

Ksharasootra ligation for anal fistulae
and haemorrhoids.15,16

Bio-enhancers like pippali and maricha
to increase the bio-availability of drugs;
Brahmyadi Yoga for Schizophrenia;17

Oral contraceptives like pippaliyadi
yoga (CCRAS communication);
Spermicidal – Nimba Taila.18

Siddha
A Siddha preparation 777 Oil for
Psoriasis.19

Unani
The Council for Research in Unani
Medicine prepared Unani formulations for
the following areas:

Bronchial Asthma, Filariasis,20 Infective
Hepatitis21 and Vitiligo 22

Homoeopathy
Behavioural Disorders
Belladonna, Hyoscyamus, Ignatia
amara, Stramonium;
Diabetes Mellitus
Cephalandra or Coccinia indica
(Bimbi);
Filaria
Apis mellifica, Bryonia alba, Rhus tox;
Gall stone
Fel tauri 2X or 3X;
Malposition of human foetus
Pulsatilla nigra 200;
HIV/AIDS
Tuberculinum, Phosphorus, Arsenicum
album, Azadirachta indica, nux
vomica, syphilinum, sepin, mercurius
solubitis.23,24
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Presently, in India, operational research
studies are about to start in the area of
healthy aging, using Ayurvedic drugs for
specific problems like benign prostrate
hypertrophy, reduction in menopausal
symptoms, preventive cardiology, arthritis
and the use of “Rasayana” for rejuvenation.
Likewise, operational research studies have
been designed and will commence shortly
to cover nine specific areas affecting
women and children’s health which include
menstrual disorders, reproductive tract
infections, antenatal care, postnatal care,
complications of pregnancy (vomiting,
oedema) galactogogue, health promotion
of neonates and infants, and the
management of common colds, etc.

Some of the important extra-mural
research projects which have been approved
by the Department of Indian Systems of
Medicine and Homoeopathy of the
Government of India, and which are in
progress, include examining the benefits of
the integrated Approach of Yoga Therapy
on Schizophrenia, Clinical, Haematological,
Biochemical and Immu-nological Studies on
Patients of Chronic Arsenic Toxicity and its
Homoeopathic Management, Role of
Ayurvedic Drugs in the prevention and
Treatment of Occupational Health Problems
(Pnemo-conicosis) in Industrial Workers, an
objective Evaluation of the Efficacy of
Panchavalkal, an Ayurvedic preparation, in
treating Leucorhoea, a primary Study of
Cancer treated through the Ayurvedic
approach, a study on the treatment of
Keloids in Homoeopathy and Allopathy,
Efficacy of Ayurvedic Treatment as an
Adjuvant Therapy for Fracture Treatment and
Delayed Bone Healing, and a Comparative
Trial of Ayurvedic and Allopathic Therapy for
Spasticity  and Paralysis-A randomized
Controlled Study.

It will, thus, be seen that there are
areas of interest to the health systems of

any country, particularly in the growing
fields of non-communicable diseases and
geriatric and mental care. In handling
difficult and intractable conditions, clinical
trials are necessary. The challenge for
health administrators lies in designing
studies and motivating allopathic hospitals
to undertake trials to establish the extent
of benefits likely to be received by using the
traditional approach, whether as a direct
measure or as an adjunct therapy.
However, research methodologies have to
be designed keeping in mind the indivi-
dualistic nature of the traditional diagnosis
and the holistic side of traditional drugs.
WHO has recently finalized guidelines on
research methodologies for traditional
medicine. The publication of the guidelines
will create new and achievable parameters
for research in this area, designed to foster
greater enquiry, shorn of a restricted
approach not tenable for medical research
in the traditional area.

Why Raw Material and
Standardization are of
Paramount Importance in
Traditional Medicine
Traditional medicine relies almost 90 per
cent on the use of medicinal plants
supplemented by minerals and metals and
animal and marine products like corals and
shells. Health systems and health admini-
strators have perforce to get involved with
the raw material aspect if traditional
medicine is to be taken seriously. Without
this the quality of medicine can suffer,
affecting the credibility of traditional
remedies.

Medicinal plants comprising thousands
of species of plants constitute a vast,
undocumented and over-exploited resource.
The growth and cultivation of such plants,
their collection, storage, distribution,
processing and marketing are now gaining
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importance as they all have an impact on
quality. For traditional medicine to get a
foothold on a sustained basis, the quality
of the medicine has to be assured. There is
a world of difference between the efficacy
of a medicine made from plants cultivated
and harvested using good agricultural
practices and that derived from plants
uprooted  from the wild.25

In most countries, even in those where
the use of traditional medicine is strong,
the cultivation of medicinal plants is at
present limited to a few items, most natural
products being collected by villagers and
tribal people from wastelands and forests.
For want of training, they may destroy the
whole plant instead of collecting just the
part to be used. Re-plantation and
propagation is left to nature. Collection not
done during the proper season often
detracts from the efficacy of the end
product. The networking of collection is
under the control of traders and the
material collected is sold in the nearby
township from where it reaches regional
centres for domestic use or export.  Enligh-
tened industries do, however, cultivate
plants so as to be assured of standard
quality and the presence of active
ingredients.  They have invested in recruiting
botanists and standardization experts in
order to access quality raw material. Some
of these industries have their own R&D
facilities where documentation is
maintained and quality assured through
finger printing, HPLC and TLC tests.
However, small manufacturing industries
rely on market sources which have many
attendant problems which affect quality.

In India, at the federal level the
Departments in charge of traditional
medicine (Indian Systems of Medicine and
Homoeopathy under the Ministry of Health
and Family Welfare), the Department of
Environment and Forests, Agriculture,

Biotechnology, Science & Technology and
Commerce have come together to evolve
a coordinated approach to the develop-
ment of the medicinal plant sector. A
Medicinal Plant Board has been establi-
shed to coordinate all the activities under
the Department of Indian Systems of
Medicine and Homoeopathy which also
has the responsibility to lay down standards
for traditional medicine drugs. Despite this
policy-level support, the role of traditional
medicine in the health system will be
decided by only one factor, i.e., the curing
and health-giving ability of the practitioners
and the remedies on a sustained basis.

Standardization, a Pre-requisite
for Quality Control of Traditional
Medicine Drugs
Standardization of plant-based drugs is
extremely difficult because presently very few
quality control tests are available in most
countries using traditional medicine. In their
absence, there are no methods to evaluate
the contents and the quantities as claimed
on the label. Quality control is required at
three stages, namely, when the raw material
is used, for confirming the process
undergone by the drug during manufacture,
and at the finishing stage. The shelf-life or
date of expiry needs to be indicated and the
possibility of mixing modern drugs has to
be strictly eliminated and strong deterrents
imposed to discourage such practices.
Measures to test the absence of pesticide
residues, heavy metals and aflatoxin have
to be taken through proper regulation and
testing.26, 27 At least a few important markers
have to be identified through TLC (finger
printing) and the process of making random
checks has to be institutionalized and
penalties imposed if non-permissible
substances are found or the medicine does
not conform to safety  standards. For patent
proprietary drugs, manufacturers must be
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asked to provide the recipes. Consumers
must be kept informed about how they can
access quality products and where tests can
be undertaken if doubts about quality are
experienced.

In India, pharmacopoeial standards
for 158 drugs are available and 634
formulations have been published in the
Ayurvedic Formulary of India. Likewise,
for Unani medicine pharmacopoeial
standards are available for 45 drugs and
a Unani Formulary for 603 formulations
is available. In respect of Homoeopathy,
pharmacopoeial standards are available
for 916 drugs.28-35

In Ayurvedic and Unani formulations,
sometimes a single medication has over 50
ingredients and certainly even the simplest
medicines have 6–10 ingredients involving
the use of different parts of several plants.
Standardization is not a simple task and it
has to be undertaken and institutionalized
if the traditional medicine sector is to
secure a niche for itself in the health system.

Scientists have given numerous
suggestions about the standardization and
quality control of herbal drugs. In India,
the problems have been addressed
through a variety of measures, some of
which have already been implemented and
some are still in the process of being
introduced. In order to give an impetus to
Quality Control and Standardization, the
Department of Indian Systems of Medicine
and Homoeopathy has initiated schemes
to help strengthen the State Pharmacies
and State Drug Testing Laboratories to
become models for the proper formulation
of quality medicine for use in the public
sector and Government-run hospitals and
dispensaries. Side by side, recognition of
private laboratories which possess the
equipment and the scientific and technical
manpower as stipulated, and act as
Government-approved laboratories

authorized to conduct quality control tests
and issue certification is also contemplated.

Traditional medicine can play a role in
the health system of a country if the system
and its medicaments have been prepared
in a manner that inspires confidence in the
quality and the Government supports the
use of such systems with the needed
controls.36,37 Without this input, traditional
medicine can grow only in a haphazard
way and public confidence may get eroded
over time. Issues of quality have to be
confronted squarely and national and
provincial governments have to be made
aware of what is acceptable across the
world.  Only  then will traditional medicine
be able to achieve its due position in the
health system.

Issues of Integration

Indian Government’s Policy on
Traditional Medicine
The Central Council for Health and Family
Welfare, set up under Article 226 of the
Constitution of India, is the highest policy-
making body which lays down policy for
all sectors covered under the health
portfolio. It meets once a year and consists
of the federal health ministers, state health
ministers, eminent health experts, NGOs
with an interest in health, and officials of
the central and state governments.

The Council in its last meeting held in
1999, inter alia, recommended that at

Traditional medicine can play
a role in the health system
of a country if the system
and its medicaments have
been prepared in a manner

that inspires confidence
in the quality.
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least one physician from the Indian Systems
of Medicine and Homoeopathy (ISM&H)
should be available in every primary health
centre in every state and that vacancies
caused by non-availability of allopathic
personnel should be filled by ISM&H
physicians. The Council also resolved that
specialist treatment centres for ISM&H
should be introduced in rural hospitals and
a wing should be created in the existing
state and district-level Government
hospitals so that the benefits of these
systems are made available to the general
public, according to their choice. It has
also been resolved that expenses on
treatment received in traditional medicine
hospitals should be recognized for
reimbursement as is already permitted in
the case of Central Government
employees. All these measures have been
recommended to all state governments and
the action taken thereon is regularly
monitored at the central level.

Mainstreaming Indian Systems of
Medicine and Homoeopathy for
Population Stabilization
The Government of India has adopted a
‘National Population Policy 2000’ and, for
the first time, a Chapter has been
introduced on mainstreaming the Indian
Systems of Medicine and Homoeopathy
(ISM&H). The Policy seeks to use the
institutionally qualified practitioners of
ISM&H (who have completed a five-and-
a-half-year degree) and utilize their services
to fill the gaps in manpower at appropriate
levels in the health infrastructure. The Policy
also seeks to increase utilization of ISM
institutions, dispensaries and hospitals for
health and population-related progra-
mmes. What is particularly noteworthy is
that the Policy advocates the use of tried
and tested ISM medicines at the village and
household level.

The Government of India has set up a
Population Commission to address the
whole issue of population stabilization. The
Commission has further set up a High
Powered Advisory Group on Mainstrea-
ming of Indian Systems of Medicine and
Homoeopathy (ISM&H) into the health
system. The terms of reference seek to:

Review the status of Reproductive and
Child Health (RCH) services extended
by ISM&H practitioners, their infrastru-
cture and personnel;
Identify areas where ISM&H practi-
tioners can be used more effectively by
upgrading their knowledge and skills;
Select effective ISM&H practices which
can augment the existing RCH approach;
Specify significant legislative, admini-
strative and schematic changes which
need to be introduced to achieve the
objective of utilizing ISM&H and their
practitioners to the best advantage.
This is the first time that a separate

high-powered group has been set up for
using the strategies of ISM in population
stabilization, a major area of focus for the
Indian Government.

Integration of Traditional
Medicine into the Reproductive
and Child Health Programme
For the first time, drugs of the Ayurvedic
and Unani systems have been incorpo-
rated into the kits of nurses and midwives
in the sub-centres of seven states and four
cities, to be extended to the whole country
later. The same drugs are also to be made
available in the kits of female extension
workers in over 5,00,000 centres
providing supplementary nutrition to
pregnant and lactating women and
children below six years. The traditional
drugs have been selected to take care of
common problems and are being centrally
procured and tested before being added
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to the kits. This will further help the health
systems to take care of a large number of
women and children as a first line of care
through traditional medicine.

Meanwhile, but again for the first time,
the Ayurvedic concepts of the Healthy
Mother and Child are to be studied through
an operational research project under the
joint aegis of the Indian Council of Medical
Research and the Central Council for
Research in Ayurveda and Siddha (CCRAS).
Five states and 10 blocks have been
identified for this study. The areas cover the
overall approach to reproductive and child
health, including menstruation, antenatal
care, preparation for delivery, vomiting in
pregnancy, loss of appetite, constipation,
gaseous distention, acidity and diarrhoea,
treatment of oedema, loss of sleep, piles and
anaemia, delivery and its management,
contraception and the management of the
newborn. In regard to neonatal and child
health, the areas include care of the
newborn, precautions during the first week
after birth, supplementary food for the
infant, general growth and development of
the child, management of diarrhoea,
constipation in children and eradication of
worm infestation.  The entire approach is
traditional and the applications are simple
enough to be administered by Ayurvedic
practitioners, nurse midwives, traditional
birth attendants or even at the household
level.  This again is the first time that a joint
operational research study combining
research talent from allopathy and
traditional medicine will be undertaken to
determine the benefits of the Ayurvedic
approach in this area.   The objective is to
identify areas of greater relevance and
significance, which could be introduced in
the Reproductive and Child Health
Programme.

The Defence Institute of Physiology and
Allied Sciences (DIPAS) has successfully

developed a vaginal contraceptive
(spermicidal agent) from Neem Oil
(Azadirachta indica) in the form of pessary,
which has been approved for clinical trials.
This product of DIPAS has overcome the
inconveniences of using the oil as such,
being done by the CCRAS.

The work on Pipplyadi Yoga, a herbal
contraceptive, is already undergoing
clinical trials in five allopathic centres with
allopathic clinical investigators. Both these
initiatives will be a boon to rural women if
highly effective cheap contraceptives are
developed.

These examples show how the benefits
of Indian medicine are being brought into
the mainstream of health care where they
are poised to play an increasingly important
role.

Does Traditional Medicine Have
a Role in an Allopathic Set-up?
Different countries have made different
kinds of efforts to assimilate traditional
medicine into the normal health system.
This has met with varying degrees of
success.   Some examples of how India has
given a role to traditional medicine in the
health sector are described below.

In a 900-bed general allopathic
hospital in New Delhi  (the R.M.L. Hospital),
services for Homoeopathy and Unani
treatment are available under the same roof.
In another 1500-bed allopathic hospital
(Safdarjung Hospital), Ayurvedic and
Homoeopathic treatment is available.
Medicines are either given by the practi-
tioners or through the Central Government
Health Scheme (CGHS) to government
employees.

The attendance pattern in the traditional
medicine clinics was analysed over a six-
month period. The main findings were  that
in Ayurveda, among the chronic diseases,
arthritis (sandhi vata) accounted for 10.8
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per cent of the attendance, abdominal
diseases (udara vikara)  for 10.1 per cent
and nervous diseases (vata vyadhi) for 9.2
per cent. In the case of acute diseases, the
largest turnover was in respect of bronchitis
(Kasa), weakness (dhatuksaya), disease of
mouth (mukha roga), etc. (Table 1).

In respect of Homoeopathy, it was
found that most people accessed the
system for gout, arthritis and bronchial
asthma among chronic diseases. In the
case of acute diseases it was the upper
respiratory tract infections that had the
largest attendance (Table 2).

Table 1. Utilization of Ayurvedic Treatment over a six-month period in
Safdarjung Hospital, New Delhi (A 1500-Bed Allopathic General
Hospital)

Chronic disease  Attendance Ordinary disease  Attendance
% %

Sandhi vata (Arthritis) 10.8 Kasa (Bronchitis) 12.8
Udara vikara (Abdominal disease) 10.1 Pratisyaya (Coryza) 8.4
Vata vyadhi (Nervous diseases) 9.2 Dhatuksaya (Weakness) 7.4
Amlapitta (Hyperacidity) 7.8 Mukha roga (Disease of mouth) 7.2
Sotha (Dropsy) 5.6 Mutra roga (U.T.I.) 6.1
Yakrta vikara (Liver disease) 5.2 Pandu (Anaemia) 5.6
Tvak-roga (Diseases of skin) 5.0 Pradara (Leucorrhoea) 5.6
Amvata (Rheumatism) 5.0 Rakta vikara (Blood impurities) 5.5
Svasa (Asthma) 4.7 Ajirna (Indigestion) 5.0
Grahanidosa (Sprue) 4.6 Kosthabaddhata (Constipation) 4.5
Other Diseases 32.0 Other Diseases 32.0
Total 100 100

 (5593) (3989)

Table 2. Utilization of Homoeopathic Treatment over a six-month period in
Dr. R.M.L. Hospital, New Delhi (A 900-Bed Allopathic General
Hospital)

Chronic disease Attendance Acute disease  Attendance
% %

RA/Gout/Arthritis 9.9 U.R.I. (Upper Respiratory Tract Infections) 27.0
Dyspepsia 5.9 P.U.O. (Pyrexia/Fever of unknown origin ) 17.4
Sinusitis 4.8 Allergic Rhinitis/Rhinorrhoea 14.3
Dermatitis 4.4 Urticaria 5.9
Tonsillitis 3.5 Stomatitis 5.6
Bronchial Asthma 3.1 Abscess 3.9
Alopecia areata 2.8 Jaundice 3.4
NBA (Naso Bronchial Allergies) 2.7 Dysentery 3.3
Verruca 2.5 Gastro-enteritis 3.2
Headache 2.4 Dentition period/troubles 3.0
Other Diseases 58.0 Other Diseases 12.9
Total 100 100

 (10006)  (2613)
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The Unani system appears to attract
the largest number of people for
rheumatoid arthritis (waja-ul-mafasil) and
vitiligo among chronic diseases, common
cold (nazla-wa-zukam) and dyspepsia (su-
e-hazm) (Table 3).

Institute of Medical Sciences,
Banaras Hindu University,
Varanasi – An example of
integration
Banaras Hindu University (BHU) is
probably the first institution which
conceived the idea of integrating the
ancient and modern systems of medicine
both at the level of education and
professional practice, 73 years ago, when
the first ever integrated Ayurvedic College
was established.   Subsequently, this model
became controversial and was opposed
by the mainstream of Ayurvedic
organizations, and the Ayurvedic College
of BHU was closed in 1960 but an
integrated education was started at the

postgraduate level for teaching and
research and this approach is continuing
even today. The M.D. Ayurveda
Programme of the Faculty of Ayurveda is
also open to MBBS graduates. For such
candidates, the first-year M.D. Course is
a special preparatory course and there is
a separate examination for the two
streams. But the Final M.D. Ayurveda
examination and teaching is common for
both the streams. They undergo the same
training in the 2nd and 3rd year, clear the
same examination and get the same
degree.

The University has also passed an
Ordinance through which a candidate
holding an M.D. degree in Ayurveda may
be registered for a Ph.D. degree in the
respective speciality of modern medicine
and vice versa.

Medical Research in BHU
The M.D. Ayurveda and Ph.D. Ayurveda
scholars adopt modern parameters of

The Tables are indicative of the areas where patients visiting an allopathic hospital still prefer to use traditional
medicine exclusively or as an adjunct therapy.

Table 3. Utilization of Unani Treatment over a six-month period in
Dr. R.M.L. Hospital, New Delhi (A 900-Bed Allopathic General
Hospital)

Chronic disease  Attendance General disease Attendance
% %

Waja-ul-Mafasil (Rheumatoid Arthritis) 23.1 Su-e-Hazm (Dyspepsia) 10.5
Bars (Vitiligo) 7.9 Nazla-wa-Zukam (Common cold) 10.5
Sailan-ur-Rahem (Leucorrhoea) 6.1 Qabz (Constipation) 10.1
Saman-e-Mufrit (Obesity) 5.6 Faqruddam (Anaemia) 6.1
Zeequn Nafas (Bronchial Asthma) 5.4 Waja-ul-Batn (Abdominal pain) 6.1
Ziabetus Sukkari (Diabetes Mellitus) 5.2 Humma (Fever) 5.9
Humuzat-e-Meda (Hyperacidity) 4.0 Zaheer (Dysentery) 5.7
Warm-e-Qasbat-ur-Riya (Bronchitis) 3.3 Ishal (Diarrhoea) 4.7
Bawaseer (Piles) 3.2 Qula (Stomatitis) 4.1
Zof-e-Kabid (Liver dysfunction) 2.7 Suda (Headache) 3.9
Other Diseases 33.5 Other Diseases 32.4
Total 100 100

(18095) (10492)
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study but they also adopt parallel Ayurvedic
parameters such as determination of
Prakriti, Ayurvedic Diagnosis, Status of Agni
and Ama.  In all cases the main guide for
the thesis-level research is a teacher from
the Faculty of Ayurveda but there are one
or two co-guides from modern medicine
or the basic medical sciences.

There are no formal rules or policy
formed for this collaboration.  The pattern
has evolved spontaneously and mutually
over the years.

Cross-referrals in BHU
The treatment and patient care in BHU
Hospital too is on an integrated pattern.

The main morbidity areas in which the
patients are referred for Ayurvedic
treatment at BHU involve:

Fistula in ano, chronic rheumatic
diseases, residual psychosis and anxiety
disorders, chronic colitis and IBS, diseases
of the liver and jaundice, degenerative
brain disease and neuropathy and
terminally sick patients of all kinds declared
incurable and/or financially unable to
afford modern treatment. Most cases are
referred to the Department of Kayachikitsa
or Internal Medicine.

Practical areas where
Traditional Medicine can be
used effectively in the Health
System

Traditional medicine falls into several
different segments, from the highly
researched and documented to that which
has been practised through oral tradition,
from manual therapy and manipulation to
faith healing.  There are also important
systems like Homoeopathy which are
routinely accessed over the counter in some
countries but restrictions continue on the
use of the medicine (except on the

prescription of a practitioner) at other
places.  Whether traditional medicine can
at all be used effectively both in the public
health  area and in clinical practice as an
adjunct or an adjuvant has no uniform
answer. At the same time, there are a large
number of approaches which may be used
to advantage with a little effort, but that
requires a policy backup and regulatory
systems to make such strategies work.
Since it is difficult to generalize, a few
examples are given about how the public
can be benefited.

Manual Therapy like Yoga
Yoga is known to be effective in the
management of various disorders and
indexed research papers have shown
improvement in cases of anxiety neurosis,
depression, arthritis, bronchial asthma,
constipation, hypertension, respiratory
diseases, back pain, insomnia and postural
defects.  The most important way that Yoga
can contribute in improving the state of
well-being of a large number of individuals
is if governments were to introduce the
practice of yogic asanas in schools and
also if classes were to be held for the benefit
of the general public. In New Delhi, such
classes are run in the mornings and
evenings at a  Central Institute for Yoga
(MDNIY), separately for men and women
and these can be accessed free of cost.
The general public can participate at will.
During summer, when schools are closed,
the institute establishes 101 camps in
different residential localities of Delhi for the
benefit of residents by paying for the
services of a Yoga teacher after prior
screening for their capability, commu-
nication skills and knowledge of  yogic
postures. The yogic asanas with meditation
have helped countless people to maintain
physical and mental equilibrium.

The Defence Institute of Physiology
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and Allied Sciences (DIPAS) has done
extensive work on looking at the effect of
Yoga on soldiers working in extreme
climatic conditions as well as the effect of
vegeta-rianism, yoga and meditation on
persons having over 50 per cent blockage
of at least one artery with the results being
followed up after six months. Cardiologists
from top allopathic institutions tested the
results through angiography and the
outcome has shown extremely promising
results. In this way, patients have been
enabled to overcome apparently
intractable problems through simple and
cheap strategies within their control and
devoid of side-effects.

Several specialized institutions in the
allopathic sector as well as those commi-
tted exclusively to Yoga are conducting
extensive research on the tremendous
healing properties of Yoga and its strengths.
This is one of the cheapest ways of involving
the community in health promotion and in
making it a community effort. The health
system only needs to screen the Yoga
teacher, extend occasional supervision and
to see that  nominal payments are made
for the classes. The community can be left
to decide the teacher’s acceptability. In
order to make this a part of the health
system, it is necessary to involve the local
Government machinery in the rural and
urban areas, community leaders, schools
teachers and doctors in-charge of PHCs.
Through this approach, a number of
problems can be taken care of without
medication.

Homoeopathy
Homoeopathy is recognized as a system
of medicine in many countries and a large
number of drugs are available over the
counter in the United States, as well as in
several European and other countries. It is
extremely important that the drugs are

licensed and sold with proper labelling and
product information. In some countries like
the United Kingdom, allopathic practi-
tioners undergo a one-year course in
Homoeopathy and can practise the system.
In India, students have to enrol after the
school level and undergo a five-and-a-half-
year degree course to be allowed to
practise. Homoeopathy is particularly
remarkable in being able to treat routine
problems, skin and other allergies, gastric
problems and children’s ailments. It is
possible to list at least 40 simple remedies
which could be sold through chemists over
the counter without prescription, in 5 ml.
vials, so that there is no misuse.   These 40
medicines are intended for common
ailments to relieve symptoms to aid early
restoration of normalcy. It is necessary to
improve access to these simple medicines
and to sensitize people, who should be
encouraged to use such remedies. Several
simple booklets are available which
describe the condition as well as the mode
of administration of the drugs and the
dosage.  Since Homoeopathy is a gentle
and effective medicinal science, its use
should be integrated into the health system
more effectively.

Traditional Therapies which can
be integrated to advantage
Research studies have also shown the
beneficial effects of Ksharasootra and
Panchakarma, two Ayurvedic therapies.
Ksharasootra comprises the use of
Ayurvedic medicated thread  in the
management of fistula-in-ano, and
multicentric trials have been conducted at
the collaborating centres of the Indian
Council of Medical Research on 265
patients where the approach was
compared with conventional surgery.  The
finding showed that the long-term outcome
of Ksharasootra is better than surgery,
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cular and certain orthopaedic disorders.
Ksharasootra has provided an alter-

native for those patients who either do not
want surgery or who have encountered
recurrence of the problem after conven-
tional surgery.  In fact, it has been seen at
the KEM Hospital, a large allopathic
hospital in Mumbai, that cases of fistula-
in-ano undertaking surgery have declined
considerably ever since Kshar-Sutra has
been offered as an alternative.  The cost of
these measures is nominal given the
outstanding relief they have given patients.

There are applications similar to
Panchakarma available throughout the
traditional system of medicine in most
countries of South-East Asia which would
be worth incorporating in general hospital
wards and other in-patient facilities.

Folk Medicine and Tribal
Remedies
Every country has its own list of traditional
remedies and countries need to document
these after observing local people and their
practices. This is important because this
information is often the foundation of larger
discoveries and inventions, and since this
information is passed down by word of
mouth, it is likely to be lost forever. It is
important to engage botanists, foresters
and NGOs working in this area to prepare
lists of such tribal, folk and village remedies.

In India, the Central Council for
Research in Ayurveda and Siddha
(CCRAS),38 and the Central Council   for
Research in Unani Medicine (CCRUM)
have observed and documented over
10,000 such remedies, although not all
of them can be used and not all   the  plants
are readily available.  Yet, these remedies
represent the knowledge of the people and
the intellectual property of the country.
Unless these are documented, it will be
difficult to give benefit to the country and

although the initial healing time is longer.
It is an effective, ambulatory and safe
alternative treatment for patients with
fistula-in-ano, the main advantage being
that general anaesthesia is avoided and the
chance of recurrence of the problem is nil.

Another highly acclaimed procedure in
Ayurveda refers to Panchakarma, which
constitutes a part of the therapeutic
approach in the treatment of diseases as
well as for the prevention and promotion
of health care. Panchakarma therapy
comprises five purificatory and therapeutic
procedures consisting of oilation and
fomentation of the body followed by
medicated emesis, purgation, medicated
enemata, nasal insufflation and blood
letting. Five modified procedures of oilation
and fomentation of the body have come
to be known as Keraliya Panchakarma.
These include Sirodhara (dribbling of oil on
forehead), Sarvangaseka (dribbling of oil
on the whole body while massage is done)
Pinda sweda (fomentation with hot
medicated balls of cooked rice, etc.).
Annalepa (besmearing of cooked and
medicated rice on the whole body) and
Sirolepa (application of thick medicated
paste on the crown of the head). These are
followed by specific dietary measures each
time. Panchakarma has been used in
treating many critical diseases like diabetes,
cardio-vascular diseases, hypertension,
arthritis, rheumatoid arthritis, osteoporosis,
and degenerative disorders.

Both these procedures have been
advocated by the Department of Indian
Systems of Medicine and Homoeopathy for
being extended to allopathic hospitals
where large numbers of patients
congregate. Panchakarma has been found
to give significant relief well beyond what
drugs and physiotherapy can achieve,
particularly for symptoms and ailments
caused by neurological and neuromus-
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EXECUTIVE SUMMARY

The concept of epidemics is very well defined and established in Ayurveda and Siddha. Acharya 
Charaka (1500BC - 400AD), the great physician of Ayurveda had mentioned epidemic conditions 
under the head ‘ Janapadodwamsa” Numerous methods of prevention and controls of epidemics, 
measures for environmental sanitation finds an important place in Ayurvedic and Siddha literatures. 
It has also been mentioned that the natural course of disease and its treatment may vary according 
to the period, geographical extent, ecoclimatic conditions, psychosomatic constitution of an 
individual and so on.

Certain new disease entities may also appear in the course of time that has no identity and they 
may be managed through suitable drugs and procedures based on the symptom profile, taking 
leads from authentic literatures. This provides us basic idealogy of creating an evidence on safety 
and efficacy through Reverse pharmacology.

Chikungunya being one such entity, emerged as epidemic out break across the country causing 
discomfort and morbidity to certain extent to the affected. There is no specific allopathic 
management for Chikungunya and vaccine is under invstigation. The contemporary modalities of 
management encompass the use of medication for symptom relief by antipyretics, analgesics, 
antiinflammatory agents. Though, these measures help to certain extent during acute pyrexial 
phase, no satisfactory treatment regimen is avialble for managing sequelae of acute phase. The 
post pyrexial phase/ post Chikungunya status where there is a severe incapicitating arthritis 
associated with fatigue needs clinically safe and effective long term therapy to improve the quality 
of life.

Ayurveda and Siddha offers a number of single drugs, compound herbal and herbo mineral 
combinations, may be rationally used to combat such conditions. Besides, several physical 
measures for vector control and environmental sanitation like fumigation (Dhoopana) with 
antimicrobial agents (Rakshoghna dravyas) which can be traceable from codified Ayurveda and 
Siddha literature.

During the recent outbreak of Chikungunya in certain regions across the country, the Central 
Council for Resaerch in Ayurveda and Siddha, AYUSH department of certain states, Government 
Ayurvedic and Siddha Colleges, Hosiptals and dispensaries have provided health care services of 
affected for the management of Chikungunya through medical relief camps and out patient 
services. The Central Research Institute (Panchakarma), Cheruthurthy, Central Research Institute 
(Ayurveda) Gwalior, Central Research Institute (Siddha) Chennai, Regional Research Institute 
(Ayurveda), Trivandrum, Regional Research Institute (Ayurveda), Bangalore; State Government 
AYUSH Departments of Gujarat, Hyderabad, Karnataka, Chennai; National Institute of Siddha, 
Chennai; Govememnt Siddha Medical College, Palayamkottai and Government Hospital, 
Trichenchodu have significantly contributed during the outbreak. Scientific observations and case 
reports have been recorded for furtherance of research and evaluation of the treatment episodes.
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To appraise the role of Ayurveda and Siddha in the management of Chikungunya, the Council has 
organized a two day National Seminar on “Management of Chikungunya through Ayurveda and 
Siddha” during 9th & 10th March 2007 at National Institute of Mental Health and Neurosciences, 
Bangalore. The main objective of the workshop was to make a platform for the Ayurvedic and 
Siddha physicians with Modem scientists to discuss and formulate a National strategy, Protocols 
and therapies for Chikungunya, which would be highly useful for the provision of Health care 
facilities and Research strategies for future endeavors.

A special format is evolved to record the effective treatment episodes and claims from 
academicians, physicians and widely circulated across the country before the conduct of the 
national seminar, and were later compiled systematically. The observations drawn from medical 
camps and documented reports collected from various parts of the country revealed that the 
Ayurveda and Siddha regimens certainly has a role in the symptom management of post 
Chikungunya sequela like persistent, incapacitating arthritis, fatigue, etc.

The data embodied in this document would immensely help for taking forward the leads from 
Ayurveda and Siddha for further scienctific validation on safety and efficacy through systematic 
experimental and clinical studies.

O
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EXECUTIVE SUMMARY

Ayurveda, the science of life, evolved as a comprehensive system of healthcare 

systematically through scientific experimentations of high order backed by sound and 

reproducible evidence base and stood the test of the time. Several strategies and road maps 

are being drawn to carry forward merits of this science so as to meet the current day health 

needs and mainstream its core strengths alongside through research & development in this 

country and across the globe.

The core component of clinical research comprise of validation of the fundamental 

principles of Ayurveda; Validation and development of diagnostic/assessment tools ; 

standardization and validation of the therapeutic procedures and generation of scientific 

evidence of safety and efficacy of Ayurveda formulations and approaches and generation of 

new formulations taking leads from classical texts, contemporary scientific and 

pharmacological leads for important diseases of National importance based on strength of 

Ayurveda and from the folklore collected from various parts of India by the Council.

The Council undertakes validation of classical Ayurvedic formulations already in the 

healthcare system through clinical studies to generate evidence on clinical efficacy and 

safety and scientific validation of new combinations (coded drugs) collected through 

folklore claims from various parts of the country, under drug development. The classical 

Ayurvedic formulations are already in the healthcare system and coded Ayurvedic drugs are 

made available into the healthcare system through systematic process of drug development 

viz. drug standardization and quality control, preclinical safety/toxicity studies and 

biological activity studies (as appropriate) and clinical trials as per requirement.

The Council is working toward validation of these drugs in the diseases o f National 

importance. So far more than 30 diseases of National importance have been studied upon 

with more than hundred classical drugs in different combinations. The council is also 

working hard to revive the traditional systems and knowledge prevailing among tribes and in 

villages through collection of their folklore claims for various ailments and is working 

towards validation of these claims so the knowledge can be used for masses.

The Council has identified classical Ayurveda formulations for identified disease conditions 

referring from Ayurvedic pharmacopeia /Ayurvedic Formulary of India, Essential Drug list 

of ASU medicines (2013), Ministry of AYUSH and other Ayurveda classical texts. These 

formulations are being validated through Council’s institutes engaged in clinical research in
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a phased manner. Some of the formulations are clinically validated for different disease 

conditions and some are used in different combinations for the same or different disease 

conditions.

In the recent past the Council has generated scientific evidence on safety and efficacy of 

approximately 82 classical Ayurvedic formulations on more than 32 diseases/conditions viz. 

Allergic Conjunctivitis, Bronchial Asthma, Chronic Bronchitis, Cognitive Deficit, Dry Eye 

Syndrome, Dyslipidemia, Type II Diabetes Mellitus, Essential Hypertension, Irritable Bowel 

Syndrome (IBS), Iron Deficiency Anemia, Menopausal Syndrome, Osteoarthritis, Obesity, 

Osteoporosis/Osteopenia, Rheumatoid Arthritis, Rasayana for healthy ageing, 

Dysmenorrhea, Psoriasis, Gout, Polycystic Ovary Syndrome, Hemorrhoids, Mental 

Retardation, Generalized Anxiety Disorder and Computer Vision Syndrome etc.

Further, validation of approximately 35 classical Ayurvedic formulations is continuing for 

generation of scientific evidence on safety and efficacy on 14 diseases/conditions viz. viz. 

Psoriasis, Urolithiasis, Uterine Fibroids, Rheumatoid Arthritis, Hemorrhoids, Osteoarthritis, 

Gout, Osteopenia/Osteoporosis, Obesity, Iron Deficiency Anemia, Menopausal Syndrome, 

Cervical Spondylosis, Cognitive Deficit and Chronic Allergic Conjunctivitis in various 

institutes of the Council engaged in clinical research.

The research outcomes of these studies are being published in journals especially in 

council’s official publication JRAS (Journal of Research in Ayurvedic Sciences) and JDRAS 

(Journal of Drug Research in Ayurvedic Sciences) for wider dissemination. The evidence on 

clinical efficacy and safety of Ayurvedic formulations which are vogue and available in the 

market is highly useful to practitioners and consumers for their rational use. The evidence 

of their safety and rational use will also strengthen integration of Ayurveda with other 

systems of medicine and also help in convincing scientific community across the world 

which may also improve its market in the country and world at large.

New drug development

The Council is engaged in drug development of new/coded formulations. Till date, 12 

technologies such as Ayush 64 for malaria, Ayush SG for Rheumatoid Arthritis, Ayush 82 

for Diabetes mellitus have been developed and commercialized through National Research 

Development Corporation (NRDC) for wider public utility.

CCRAS has undertaken the development of the various coded formulations for different 

disease conditions viz. AYUSH Manas for Mental retardation/cognitive deficit, AYUSH
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QOL 2C for improving Quality of Life of Cancer patients, AYUSH Rasayan A & B in 

geriatric health, AYUSH C l Oil for wound healing, AYUSH PJ-7 for Dengue fever, 

AYUSH M-3 for Migraine, AYUSH SL for Filariasis, AYUSH A for Bronchial Asthma, 

AYUSH D for Type II Diabetes Mellitus, Carctol S for Cancer, AYUSH K1 for Chronic 

Kidney Diseases, Ayush coded drug for fatty liver degeneration and Ayush coded drug for 

hepato-protection as adjuvant to ATT which are at different phases o f drug development. 

These studies are being conducted in collaboration with reputed institutes like AIEMS New 

Delhi, NIMHANS Bengaluru, BHU, ICMR and St. John’s Medical College Bengaluru etc. 

Council is also putting efforts in validation and standardization of various fundamental 

principles and diagnostic tools of Ayurveda to further strengthen the Ayurveda system of 

medicine. Presently validation work of prakriti assessment tool and Validation and 

reliability testing of Ayurveda Diagnostic Tools is going on.

The council has also laid its vision document 2030 with short term goal and long term goal 

in for achieving its objectives and further strengthening of scientifically validated Ayurveda 

for achieving the ultimate goal of ‘Health for all’

The council is dedicated dissemination of its research finding through monographs and book 

publications. Since inception the Council has published more than 266 books and 

monographs apart from 5089 research publications.
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EXECUTIVE SUMMARY

Ayurveda, the science o f life, evolved as a comprehensive system ofhealthcare systematically 
through scientific experimentations of high order backed by sound and reproducible evidence 
base and stood the test of the time. Several strategies and road maps are being drawn to carry 
forward merits of this science so as to meet the current day health needs and mainstream its 
core strengths alongside through research & development in this country and across the globe.

The Council is proving Health care services through its Research Oriented Health Care 
Services in many parts of the country. Presently Council has undertaken five major Programs 
viz. Tribal Health Care Research Program (THCRP), Ayurveda Mobile Health Care Program 
under Scheduled Castes Sub Plan (SCSP), Swasthya Rakshan Program (SRP), North East 
Health Program and National Program National Program for Prevention and Control of Cancer, 
Diabetes, Cardiovascular Diseases and Stroke (NPCDCS).

Tribal Health Care Research Program (THCRP) was initiated by Central Council for 
Research in Ayurvedic Sciences (CCRAS) in 1982 with the core objectives encompassing to 
study the living conditions o f tribal people including health related demography, documentation 
of folk claims and Local Health Traditions and use of common medicinal plants in the area, 
availability of medicinal plants in the area, propagation of knowledge about hygiene and 
prevention of diseases besides extending medical aid at their door steps. Currently, the Tribal 
Health Care Research Program is being executed in 14 States through 15 (previously through 
16) peripheral Institutes of CCRAS under Tribal sub-Plan (TSP).

The Ministry of AYUSH has taken forward by initiating “Scheduled Caste Sub Plan 
Program (SCSP)”, launched in October, 2015, so as to educate, protect and promote health for 
preventing, identifying and treating the disease related to poor hygiene and sanitation in SC 
Population. The program was initiated through CCRAS. The Central Council for Ayurvedic 
Sciences (CCRAS), New Delhi implemented “Scheduled Caste Sub Plan (SCSP)” in 19 State 
through its 20 peripheral institutes. Through this programme special emphasis is giving on 
collection of the demographic information of the particular area. The focus is on socio-economic 
information, food habits, lifestyle, etc. of people and patients of that particular region.

‘Swasthya Rakshan Programme’was also launched by Ministry of AYUSH in October 
2015 to promote health and health education in villages. The main objective of the program is 
to take care of the health of the people in villages and also to promote knowledge and awareness 
about health all around.

lllltlllllllllllllllllllHlllllllllllllllllllllllllllllllllllllllllllillllllllllllllllllllllllllllllllllllllllltllMllllllllllllltllllllllllllllll
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The North East Health program was implemented with starting o f 10 health centers as 
Extension centers of RARIGID, Guwahati (Assam) 6 health centers of ARRI Itanagar (Arunachal 
Pradesh) and 4 Health Centres of RARI, Gangtok (Sikkim). The program is running under the 
supervision of concerned institutes in their states. The program is doing commendable job in 
providing healthcare facility through Ayurveda to the rural & urban population through OPDs, 
creating awareness about hygiene of self and surrounding environment, distribution of IEC and 
screening and referral of select research cases.

Keeping the strength of AYUSH systems for prevention and management of NCDs by 
promoting healthy lifestyle, “Integration of AYUSH (Ayurveda) with National Program 
National Program for Prevention and Control of Cancer, Diabetes, Cardiovascular Diseases and 
Stroke (NPCDCS) program” was conceived in 2015 by Ministry of AYUSH & Central Council 
for Research in Ayurvedic Sciences in collaboration with Director General for Health Services, 
for imparting Health Services on Pilot basis. The program currently covers Districts of 3 states, 
viz. Bhilwara (Rajasthan), Surendranagar (Gujarat) and Gaya (Bihar). This program is showing 
encouraging benefits of stand-alone Ayurveda therapies as well as benefits as add-on therapies 
with conventional system of medicine and Yoga.

The council has also laid its vision document 2030 with short term goal and long term goal 
in for achieving its objectives and further strengthening of scientifically validated Ayurveda for 
achieving the ultimate goal of ‘Health for all’ and these Research Oriented Health Care Program 
are playing major role in sensitizing public toward prevention of diseases and Ayurveda system 
of medicine.

iiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiitiitiiiitiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiii
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Information of Outreach activities

S.
No. Name of the Institute THCRP 

under TSP SRP
AMHCP

under
SCSP

NPCDCS
AHC 

under NE 
Plan

1. ACRI, New Delhi - + + - -

2. NRIP, Cheruthuruthy - + + - -

3. NRIADD, Bhubaneswar + + + - -

4. NRIADD, Kolkata + + + - -

5. NIAPR, Patiala - + + - -

6. NVARI&H, Lucknow - + + - -

7. ACRI, Mumbai - + + - -

8. ACRI, Jaipur + + + + -

9. NRIASHRD, Gwalior + + + - -

10. NARIVBD, Vijayawada + + + - -

11. AMHRI, Nagpur + + + - -

12. NADRI, Bangalore + + - - -

13. ARIMCHC, Trivandrum - + + - -

14. ARRI, Patna + + + + -

15. NEIARI, Guwahati + + + - +

16. ARRI, Gangtok + + + - +

17. ARRI, Itanagar + - - +

18. ARRI, Jammu + + + - -

19. ARRI, Mandi + + + - -

20. ACDRI, Ahmedabad - + + + -

21. ACAM H&NS, Bangalore - - + -

22. ALRCA, Chennai + + + - -

23. ATHCRP Port Blair + - - - -

24. NRISR, Leh + - - -

25. NIIM H, Hyderabad + - -

Total Institute - 1 6  
State - 1 5

I n s t i t u t e  - 21  
S t a t e  - 1 9

I n s t i t u t e  - 2 0  
S t a t e  - 18

In s t i t u t e  - 3  
S t a t e  - 3

I n s t i t u t e  - 3  
S t a t e  - 3
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Research-oriented Health Care Programs
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ABSTRACT
Central Council for Research in Ayurvedic Sciences (CCRAS) 
has initiated various research-oriented health care programs, 
such as Tribal Health Care Research Program (THCRP) 
under Tribal Subplan, Ayurveda Mobile Health Care Program 
(AMHCP) under Scheduled Caste Subplan, and Swasthya 
Rakshan Program (SRP) linked with Swachh Bharat. The aim 
of these programs is to study the living condition of people, 
to make them aware about the importance of good health, 
knowledge about hygiene, awareness about cleanliness of 
domestic surrounding and environment, documentation of folk 
medicine and local health traditions, availability and use of 
common medicinal plants in that area, and to extend medical 
aid at their doorstep. Through peripheral institutes of CCRAS, 
THCRP is being executed in 14 states, AMHCP in 18 states, 
and SRP in 19 states.

As an effective information generation tool for research-
oriented health care programs, CCRAS has developed a 
comprehensive format for documentation of demographic data, 
living conditions and health status, etc. of population, which 
can be well utilized as a tool for uniform documentation of 
information by students, scientists, and researchers of various 
organizations involved in such type of research activities.

Keywords: Demographic data, Health Care Research Program, 
Health status, Living condition.
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INTRODUCTION

The ethnic diversity in India is represented by as many 
as 400 ethnic groups including tribes. Since ancient times, 
India has displayed varied hues of culture, religion,  
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language, and so on. This variety in race, culture, reli-
gion, etc. accounts for the existence of different ethnic 
groups, who although live within the sanctum of one 
single nation, profess different social habits and char-
acteristics.1,2

The primary concern of rural health care programs 
is proper health services and awareness in rural areas, 
which are lacking in health care facilities and suffer from 
a poor health delivery system. For planning and effective 
functioning of health care programs, the knowledge of 
lifestyle, socioeconomic status, and incidence of diseases 
of that particular population is essential. Tribal Health 
Care Research Program, AMHCP, and SRP were initiated 
by the CCRAS to conduct door-to-door survey in tribal 
pockets, scheduled caste population, and also in urban 
colonies to study vital data that constitute living condi-
tions of people, availability and use of medicinal plants in 
that area, study of diet habits, sociodemographic profile, 
information related to health status, personnel hygiene, 
food habits, addiction, occupation, etc. of that population 
and also to provide Ayurvedic treatment apart from the 
health awareness.3,4

Format for Systematic Documentation

The CCRAS has developed a well-designed format by 
incorporating the suggestions received from the officers 
involved in this field from time to time. The format 
could be well utilized for the documentation of living 
conditions of population. The format is available in the 
current edition of the Journal for its wider utility among 
the stakeholders (Annexure 1).

The format contains four parts:
1. General information regarding the area: This includes 

population according to last census, percentage of 
Schedule Tribe population, language/languages 
spoken, environmental status/sanitation prevalent 
tribes/castes, road conditions, transportation facili-
ties, electricity, natural resources available, educa-
tional and health facilities, health indicators for the 
area, and prevalent disease in the area, etc.

2. A. Information of each house: It includes details of family 
members, income per capita, facilities available, i.e., 
type of house, electricity, water, cooking fuel used, 
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vehicle used, entertainment facility like TV, radio etc., 
furniture, sanitation facility, addiction-related health 
hazards, Reproductive and Child Health indicators, 
i.e., antenatal care, delivery at home or hospital, immu-
nization, occupational health hazards, etc.

B. Data of each family member per house include 
marital status, educational status, occupation, diet, 
food habits, addictions, sanitation, health status, suf-
fering from any disease, type of treatment facilities 
usually availing during illness, etc.

3. Out Patient Department record: This includes chief 
complaints, duration of illness, past illness, examina-
tion of patient, laboratory investigations, diagnosis, 
treatment, follow-up, and result of the treatment.

4. Format for documentation of local health traditions 
(already made available through JDRAS, April to June 
2017 issue and can be downloaded at www.jdrasccras.
com).
The format for systematic documentation of demo-

graphic data/living status of individuals is now made 
available in this journal for wider utility of stakeholder, 
such as scientists, academicians, and research scholar 

pursuing academic research, such as postgraduate, 
doctorate, postdoctoral in the field of public health and 
social medicine, etc.

This format will certainly help in accessing sociode-
mographic profile and living condition of individual in 
relation to current health status.
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fgUnh lkjka'k

vuqla/kku mUeq[k LokLF; ns[kHkky dk;ZØeksa ds fy, tulkaf[;dh; vkadM+s] fuokZg 
dh voLFkk ,oa LokLF; fLFkfr ds çys[ku gsrq lq>k, x, çk:i

1rwxqVyk egs'oj] 2lkscju flag] 3jsuw flag] 4Jqfr [kaMwM+h] 5'kkjnk vksrk] 6ukjk;ue Jhdkar
dsaæh; vk;qosZnh; foKku vuqla/kku ifj"kn ¼lhlhvkj,,l½ us fofHkUu vuqla/kku mUeq[k LokLF; j{kk dk;ZØe ;Fkk vkfnoklh 

mi&;kstuk ds varxZr vkfnoklh LokLF; j{kk vuqla/kku dk;ZØe ¼Vh,plhvkjih½] vuqlwfpr tkfr mi&;kstuk ds varxZr 

vk;qosZn py&LokLF¸k j{kk vuqla/kku dk;ZØe ¼,,e,plhih½] ,oa LoPN Hkkjr ls lacaf/kr LokLF; j{k.k dk;ZØe ¼,lvkjih½ 

dks vkjaHk fd;k gSA mDr dk;ZØeksa dk mís'; yksxksa ds thou Lrj dk v/;;u djuk] mUgsa vPNs LokLF; ds egRo ds fo"k; 

esa tkx:d djuk] LoPNrk ds fo"k; esa Kku çnku djuk] ?kjsyq ifjos'k ,oa okrkoj.k dh LoPNrk ds fo"k; esa tkx:d 

djuk] yksd vkS"kf/k ,oa LFkkuh; LokLF; ijaijkvksa dk çys[ku djuk gSA mä {ks= esa miyC/k LFkkuh; vkS"k/kh; ikniksa dk 

ç;ksx djuk ,oa muds }kj LFky ij fpfdRlh; lgk;rk dks c<+kuk bR;kfn lfEefyr gSA lhlhvkj,,l ds ifj/kh; laLFkkuksa 

ds ek/;e ls] 14 jkT;ksa~ esa Vh,plhvkjih] 18 jkT;ksa esa ,,e,plhih ,oa 19 jkT;ksa esa ,lvkjih dk lapkyu fd;k tk jgk gSA 

vuqla/kku mUeq[k LokLF; ns[kHkky dk;ZØeksa ds fy, ,d çHkkoh lwpuk l`tu midj.k ds :i esa] dsaæh; vk;qosZnh; foKku 

vuqla/kku ifj"kn us tulewgksa ds lkaf[;dh vkadM+s] fuokZg dh fLFkfr ,oa LokLF; fLFkfr ds çys[ku gsrq ,d O;kid çk:i 

dk fodkl fd;k gS ftldk ç;ksx bl çdkj ds vuqla/kku dk;Zdykiksa esa 'kkfey gq, fofHkUu laxBuksa ds fo|kfFkZ;ksa]  

oSKkfudksa ,oa 'kks/kdrkZvksa }kjk leku çys[ku gsrq ,d midj.k ds :i esa mfpr :i ls ç;ksx fd;k tk ldrk gSA



190 191

Suggested Format for Documentation for Research-oriented Health Care Programs

Journal of Drug Research in Ayurvedic Sciences, July-September 2017;2(3):241-246 243

JDRAS

Annexure 1

CENTRAL COUNCIL FOR RESEARCH IN AYURVEDIC SCIENCES
Suggested Format for Documentation of Demographic Data, Living Conditions, and Health Status for Research-oriented 
Health Care Programs

FORMAT 1

Brief Information of Each village/pocket

1. General information regarding the area:
 1.1 Name of the tribal pocket/villages, address (Taluk, District, etc.)
 1.2 Distance of village from institute and district headquarters in km
 1.3 Population according to last census (Male/Female/Others)
 1.4 Percentage of Schedule Tribe/Schedule Caste/Tribe population according to last census (Male/Female/Others)
 1.5 Name of Gram Pradhan/Sarpanch/other related person (along with contact no.)
 1.6 Language/languages spoken
 1.7 Environmental status/sanitation
 1.8 Prevalent tribes/castes (please specify the name of the tribes/castes)
 1.9 Road conditions (Kaccha/Pakka)
1.10 Transportation facilities (Bus/Train/Private vehicle/Any other local transportation please specify)
1.11 Natural resources available, if any
1.12 Water resources (Presence of river, pond, drain, spring, etc.)
1.13 Details of wasteland/community forest
1.14 Details of industries in and around the pocket/villages
1.15 Educational facilities (Schools/Colleges, etc.)
1.16 Health facilities in and around the pocket/villages, like:
 Community Health Centre/Primary Health Centre/Sub Health Centre/District Hospital/Mobile medical units/AYUSH 

Hospitals/Dispensaries/Any other
1.17 Common vegetable, grains, fruit, etc. available in the vicinity
1.18 Electricity
1.19 Health indicators for the area
 Crude birth rate
 Crude death rate
 Infant mortality rate (per 1,000 live births)
 Child mortality rate (0–4 years) per 1000 children
 Sex ratio
1.20 Prevalent diseases in the area during last year
1.21 Other related information

FORMAT 2A

Format for collecting the information about each house
Name of the Village:____________  House No. __________________
Date of Visit: __________________ 

Total family members
Earning members in the family
Monthly income of the family
Income per capita
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Sl. no. Facility Items
Availability

Yes No
Type of house RCC

Pukka
Kaccha
Thatched

Electricity
Water Tap

Well
Hand pump
Tap water
River
Stream
Others

Cooking (purpose) Gas
Wood
Coal
Other (stove)

Vehicle Cycle
Two wheeler
Car
Other (auto)

Amusement TV-colour
TV-black and white
VCD/DVD
Cable Connection/dish
Radio
Tape recorder

Furniture Cots
Mats
Chairs
Sofa

Animal shades In-house
Outside of the house
Away from the house

Sanitation facilities In-house
Pukka
Kaccha
Outside of the house
No facilities/open fields

Other significant Household Goods if any Mobile
Disabled persons, if any Type of disability Yes (No. of person) No

(a) In seeing
(b) In speech
(c) In hearing
(d) In movement
(e) Mentally challenged

Addiction-related health hazards Health hazards Yes (No. of person) No
Cirrhosis of liver
Oral Cancer
Respiratory disorders
Any other (please specify)

1. RCH indicators Complete antenatal care taken
Delivery at home
Institutional delivery
Full immunization (According to 
national immunization schedule)

2. Occupational health hazards Health hazards Yes (No. of person) No
Bronchial asthma
Silicosis
Occupational lung diseases
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FORMAT 2B

(Data of each family member) per house
Name of the Village/Pocket/Ward:____________ House No. __________________
Date of Visit: __________________ 

Name of the individual
Father’s name/Mother 
name/Husband name
Sex
Age
Marital status Married (1) Unmarried (2) Widow/er (3) Divorcee/separated (4)
Age of marriage

Religion Hindu (1) Muslim (2) Sikh(3) Christian (4) Others (5)
Caste SC (1) ST (2) Others (3)
Language spoken Hindi English Local (please specify)

Educational status
Illiterate (1) Primary School (2) High School (3) Intermediate (4) Higher ( ≥ graduate) (5) Technical Education (6)

Occupation
None (1) Landholder (2) Agricultural laborer (3) Unskilled laborer (4) Skilled laborer (5) Business (6) Lower duties (7)
Jr./Sr. 
Executive (8)

Student (9) Housewife (10) Unemployed (11) Retired (12) Others (13)

Diet Vegetarian (1) Nonvegetarian (2) Vegetarian + Egg (3)
Food habits
• Grains Rice (1) Wheat (2) Maize (3) Barley (4) Millet (Jowar) (5) Pulses (6) Others (7)
• Meat Fish (1) Flesh (2)

Chicken (i) Mutton (ii) Pork (iii) Beef (iv) Other (v)

• Any preference to particular taste None (1) Sweet (2) Sour (3) Salty (4) Pungent (5) Astringent (6) Bitter (7)

Addictions
None (1) Tobacco (2) Snuff (3) Smoking (4) Bhang (5) Ganja (6) Alcohol (7) Opium (8) Others (9)

Sanitation Open field (1) Kaccha Latrine(2) Sanitary (3) Any other(4)

Health status
1. Proper excretion of feces Yes/No 8. Digestion of food ingested Yes/No
2. Proper excretion of urine Yes/No 9. Proper assimilation for nutrition Yes/No
3. Equilibrium of dosa (dosic features) Yes/No 10. Sound sleep Yes/No
4. Equilibrium of dhatu Yes/No 11. Pleasing active state Yes/No
5. Desire for food Yes/No 12. Appropriate sensuous (sense organ activities) Yes/No
6. Desire for liquid (drinkables) Yes/No 13. Appropriate activities of Karmendirya Yes/No
7. Inclination for food (Ruchi) Yes/No 14. Appropriate mental activities Yes/No 

Suffering from any disease? Yes/No If yes {see Format 3 (B)}
Type of treatment facilities usually availing during illness Govt. Private Traditional healers Household remedy
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FORMAT 3
OPD Record

Tribal Health Care Research Project (Tribal Sub-Plan) 

Chief Complaints
Duration of Illness _____________ (days) Month of onset
History of past illness & consultation taken Yes/No; if yes then Govt. Health facility/Folk Healer
Family history
Physical examination 1. Height

2. Weight
3. Pulse rate
4. BP
5. Temperature
6. Respiratory rate
7. Others

Systemic examination 1. CVS
2. CNS
3. Respiratory
4. Gastrointestinal
5. Urogenital
6. Musculoskeletal
7. Others

Etiology Infectious (1) Non-infectious (2) Behavioral (3) Idiopathic (4)
Lab investigations Blood Hb

Blood Sugar (F)
Blood Sugar (PP)
Others

Urine
Stool

Diagnosis
Treatment (drug dose and duration)

Follow-up I follow-up visit on II follow-up visit on III follow-up visit on
Result
Any other information

Signature
Date:____________

(Name of the Physician)
Signature of Responsible Officer
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SECTION-II
EVIDENCES ON EFFECTIVENESS OF  

INTEGRATION OF AYUSH WITH  
CONVENTIONAL SYSTEM OF MEDICINE
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Integration of AYUSH (Ayurveda and Yoga) with National 
Programme for Prevention and Control of Cancer, Diabetes, 
Cardiovascular Diseases and Stroke (NPCDCS): An 
Appraisal of Central Council for Research in Ayurvedic 
Sciences Research and Development Initiatives
1Renu Singh, 2Sarada Ota, 3Shruti Khanduri, 4Sandhya Rani, 5Arun Bhadula, 6Ramavtar Sharma, 7Vinod K Shahi, 8Bharti 
9Narayanam Srikanth, 10Kartar S Dhiman

ABSTRACT
Introduction: Noncommunicable diseases (NCDs) include 
cardiovascular diseases, diabetes, hypertension, stroke, 
cancer, etc. Such diseases mainly result from lifestyle-related 
factors, such as unhealthy diet, lack of physical activity, use 
of tobacco, etc. Changes in lifestyles, behavioral patterns, 
demographic profile, sociocultural and technological advance-
ments lead to sharp increase in the prevalence of NCDs. 
These diseases, by and large, can be prevented by making 
simple changes in the way people live their lives or by simply 
changing our lifestyle.

Aims and objectives: Central Council of Research in 
Ayurvedic Sciences, Ministry of AYUSH in collaboration with 
Directorate General of Health Services, Ministry of Health and 
Family Welfare has implemented and executed a program, viz., 
Integration of AYUSH (Ayurveda) component with National 
Programme for Prevention and Control of Cancer, Diabetes, 
Cardiovascular Diseases and Stroke (NPCDCS) program in the 
identified districts of three states, viz., Bhilwara (Rajasthan), 
Surendranagar (Gujarat), and Gaya (Bihar), with an aim to 
cater health care services and to reduce the burden of NCDs 
by combining the strength of Ayurveda and Yoga.

Materials and methods: This program has been implemented 
on a pilot basis in three districts of the three states at three dis-
trict hospitals (DHs), 49 community health centers (CHCs), and 
183 primary health centers (PHCs) (71 at Gaya, 37 at Suren-
dranagar, and 75 at Bhilwara). In view of etiology of NCDs’ phar-
macological and nonpharmacological interventions, lifestyle 
and Yoga have been advocated. Sixteen common Ayurvedic 
medicines were identified for the prevention and management 
of the NCDs. Training to human resource was provided through 
various training programs before implementation.

Outcomes: The aforesaid program is successfully functional 
in 52 centers (49 CHCs and 3 DHs) of all the three identified 
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INTRODUCTION

Achievement of control over communicable diseases is a 
notable success during the last decade, but now, the NCDs 
have taken the front row leading to a considerable shift in 
the disease burden of the country from communicable to 
NCDs. Noncommunicable diseases kill 40 million people 
each year, equivalent to 70% of all deaths globally. Each 
year, 15 million people die from NCDs between the ages 
of 30 and 69 years; over 80% of these “premature” deaths 
occur in low- and middle-income countries1 (undevel-
oped and developing countries).

In India, as per the NCD country profile 2014 pub-
lished by the World Health Organization, the overall mor-
tality due to NCDs was 60%. The disease-specific share 
was for cardiovascular diseases—26%, cancers—7%, 
diabetes—2%, chronic obstructive pulmonary disease 
(COPD)—13%, and other NCDs—12%. Based on National 
Cancer Registry Programme of the Indian Council of 
Medical Research, it is estimated that there are about 
28 lakh cases of different types of cancer in the country 
with new occurrence, about 11 lakh cases, and about  
5 lakh deaths annually. The three most prevalent cancers 
in India are breast, cervical, and oral cancers.2

Noncommunicable diseases are caused, to a larger 
extent, by four behavioral risk factors which are pervasive 
aspects of economic transition, rapid urbanization, and 
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21st-century lifestyles: Tobacco use, unhealthy diet, insuf-
ficient physical activity, and the excessive use of alcohol. 
The greater effects of these risk factors fall increasingly 
on low and middle-income countries, and on poor people 
within all countries, mirroring the underlying socioeco-
nomic determinants.3 Detection, screening, and manage-
ment of NCDs, as well as prevention of complications, are 
key components of therapeutic approach to NCDs. The 
NCDs require prolonged treatment and are expensive to 
treat. Thus, prevention and health promotion would be 
the key factors to reduce disease burden. In view of this, 
Government of India launched the NPCDCS in 2008 to 
prevent and control the projected increase in the burden 
of NCDs. This program has been implemented in 36 states 
(till March 2017 4) by Directorate of Health Services.

Potential of Ayurveda in Prevention and 
Management of NCDs

Ayurveda, an age-old science, gives foremost importance 
to maintenance of health in healthy individuals, i.e., pre-
vention and thereafter management of diseases. Accord-
ing to Ayurveda, food (Pathya and Apathya) and lifestyle 
(Vihara) play a key role in the maintenance of health and in 
prevention of many diseases.5 This includes advocacy on 
food items (qualitative and quantitative), according to the 
disease. Further, the daily routine activities (Dinacharya), 
such as dental care, oil massage, Yoga exercise, physical 
activities, good conduct, mental health, and seasonal 
routine for maintenance of health are also described. 
Ayurveda emphasizes the practice of healthy lifestyle for 
healthy persons to prevent diseases and specific lifestyle 
modifications for different diseases to arrest the progress 
of the disease and complications. It was viewed that the 
potential of this unique contribution of Ayurveda may 
be adopted for the prevention of NCDs through food and 
lifestyle counseling.6

The National Policy on Indian Systems of Medicine 
and Homeopathy (ISM and H policy), adopted in 2002, 
suggested phase-wise integration of ISM and H with 
health delivery systems. National Health Policy7 empha-
sizes on mainstreaming of AYUSH systems through inte-
gration and collocation for achievement on national goal 
and to reduce premature mortality from cardiovascular 
diseases, cancer, diabetes, or chronic respiratory diseases 
up to 25% by 2025.

During the past decade, the global emergence of 
integrative medicine has established that India has the 
potential to become a world leader in this sphere, if 
adequate support and opportunities for research and 
development is given. The integration will enable patients 
to choose the appropriate interventions. The Ministry 
also desires to generate the health data of population in 
relation to various disease preventive factors described 

in AYUSH systems. The AYUSH doctors can play a vital 
role in prevention and control of NCDs through primary 
health care network.

Keeping the strength of AYUSH systems for preven-
tion and management of NCDs by promoting healthy life-
style, “Integration of AYUSH (Ayurveda) with NPCDCS 
programme” was conceived in 2015 by the Ministry of 
AYUSH and Central Council of Research in Ayurvedic 
Sciences (CCRAS) in collaboration with the Directorate 
General of Health Services, for imparting health services 
on pilot basis. This would initially cover districts of 
three states, viz., Bhilwara (Rajasthan), Surendranagar 
(Gujarat), and Gaya (Bihar).8

Objectives

•	 To	integrate	Ayurveda	with	the	existing	health	care	
system for promotion, prevention, and control of 
NCDs through NPCDCS program.

•	 To	ensure	early	diagnosis	of	NCDs	for	management	
through lifestyle and behavioral changes through the 
principles of Ayurveda.

•	 To	reduce	drug	dependency	in	chronic	cases	through	
Ayurveda, Yoga practices, and lifestyle changes.

•	 To	provide	Ayurveda	as	an	adjuvant	therapy	to	reduce	
complications and associated symptoms.

MATERIALS AND METHODS

Study Site

This program has been implemented on pilot basis in 
three districts of the three states at CHC and PHC level, 
and the details of the program are depicted in Table 1.

Engagement of Human Resources

For this program, technical manpower from Ayurveda 
and Yoga discipline and supporting manpower for other 
secretarial work has been engaged on temporary basis. 
They have been placed at CHC/block PHC and DHs of 
the selected districts and at CCRAS headquarters. The 
details of the manpower engaged are depicted in Table 2.

The roles and responsibilities of each category of man-
power have been well defined for smooth implementation 
of the program. The details are depicted in Table 3.

Table 1: Details of study sites of NPCDCS program

State Districts
No. of CHCs/Block 
PHCs + DHs

No. of PHCs 
in the district

Bihar Gaya 17 CHCs/Block 
PHCs + 1 DH

71

Gujarat Surendranagar 10 CHCs + 1 DH 37
Rajasthan Bhilwara 22 CHCs + 1 DH 75

49 CHCs and 3 DHs 183
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INTERVENTIONS

In view of etiology of NCDs, pharmacological and non-
pharmacological interventions have been advocated.

Pharmacological Interventions

Sixteen common classical Ayurvedic medicines have 
been identified in consultation with the experts for the 

prevention and management of the NCDs. The medicines 
have been procured from Good Manufacturing Practices-
certified Ayurvedic pharmaceutical companies as per 
pharmacopoeial standards. The medicines were usually 
prescribed for 3 months or as required as per the discre-
tion of the Ayurvedic doctors based on assessment of the 
condition of the patients and condition of the disease (Rogi 
Roga Pariksha). However, follow-up was done for another 

Table 2: Details of the staff recruited for the program

Name of the district and state Total
Senior consultant 
(Ay.) RA (Ay.)

Pharmacist
(Ay.) Yoga instructor DEO MTS

CCRAS headquarters, New Delhi 03 02 – – – 01 –
Surendranagar District, Gujarat 77 02 20 22 11 11 11
Bhilwara District, Rajasthan 161 02 44 46 23 23 23
Gaya District, Bihar 126 02 34 36 18 18 18
RA: Research associate; DEO: Data entry operator; MTS: Multitasking staff

Table 3: Roles and responsibilities of manpower

Manpower Role and responsibilities
Senior Consultant (Ay.) 
at DH level

•  To screen, detect the NCD patients in early stages, and arrest the disease progress through lifestyle 
counseling

•  To refer the patients of NCDs (nonrespondents to lifestyle/Ayurveda) for proper consultations
•  To entertain cross-referrals from modern medicine and provide lifestyle management to the patients
•  To coordinate with the District Nodal Officer (NPCDCS) and in-charges of NCD clinics for investigations 

support (diagnostic and laboratory)
•  To provide service to NCD patients by giving consultation, lifestyle counseling (Pathya–Apathya), and 

medicine
•  To generate awareness about risk factors of NCDs and importance of healthy diet, regular physical 

activity, and Ayurvedic approach for prevention of NCDs
•  To coordinate with Yoga instructor for Yoga prescription with practical demonstration of Yogic practices as 

required for NCD patients
•  To collect data of NCD patients at lifestyle clinics

Research Associate 
(Ay.) at CHC level

•  To generate awareness about risk factors of NCDs and importance of healthy diet, regular physical 
activity, and Ayurvedic approach for prevention of NCDs

•  To provide service to NCD patients by giving consultation, lifestyle counseling (Pathya–Apathya), and 
medicines

•  To coordinate with Yoga instructor for Yoga prescription with practical demonstration of Yogic practices as 
required for NCD patients

•  To coordinate with the in-charge of CHC/NPCDCS cell for diagnostic and laboratory investigations, etc.
•  To distribute medicines and Information Education and Communication (IEC) materials to the NCD 

patients visiting lifestyle clinic and general public attending health camps arranged at PHC level
Yoga Instructor •  To generate awareness about role of yoga in prevention of NCDs.

•  To impart training to the identified Yoga volunteers on Yoga procedures to enable them to conduct Yoga 
practices regularly at concerned PHC

•  To prescribe and demonstrate the Yoga Asanas and other related procedures to the person susceptible 
for NCDs and patients (disease-specific yoga procedures) in coordination with Ayurvedic Consultant/
Research Associate and maintain the records

Pharmacist (Ay.) •  To dispense medicines as prescribed by the Sr. Consultants/Research Associates at respective lifestyle 
clinics and camps and to keep all relevant records as required

•  To explain the procedure for taking medicines as advised by Sr. Consultants/Research Associates
•  To counsel patients for better compliance of prescribed medicines, promotion of health, and prevention of 

diseases
Data entry operator •  To assist Sr. Consultant/Research Associate and Yoga Instructor in preparation of reports and 

maintenance of records of activities and tasks under the project
Multitasking staff •  To assist in routine office work like diary, dispatch, photocopying, sending of Fax, etc. and to maintain the 

cleanliness, coordinate supply of electricity, water, housekeeping, etc. of the premises
•  To assist in outreach activities, such as organization of camps, distribution of IEC materials, etc.
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3 months after treatment. List of medicines with their 
doses is depicted in Table 4.

The medicines selected for disease conditions as 
mentioned in Table 4 are as per their classical indications.

Nonpharmacological Interventions

Diet and Lifestyle

It includes regulation of diets, lifestyle, and Yogic Asanas. 
Some advocacies on diet and lifestyles for prevention of 
NCDs are presented in Table 5.

Yogic Asanas

Some useful Asanas/Kriyas/Pranayam have been advo-
cated for the NCDs under the supervision of Yoga experts. 
These are presented in Table 6.

Establishment of AYUSH NPCDCS Clinics/
Lifestyle Clinics

For the establishment of AYUSH NPCDCS clinic/lifestyle 
clinics in all the selected CHCs and DHs, initially the 
concerned state health authorities were approached and 
made aware about this program as health is the state 
subject. The state authorities extended their support by 
providing space/rooms in CHCs/DHs premises. The 
feasibility in existing conditions of CHCs was surveyed 
and the in-charges of the CHCs/DHs were also made 
aware about the program through team visits and various 
meetings. The necessary equipments, namely blood 
pressure apparatus, stethoscope, weighing machine, 
thermometer, torch, measuring tape, height scale, were 
provided at every center. Apart from this, computer with 
internet facility was provided to each center for recording 

the data and communicating reports to the monitoring 
centers, i.e., CCRAS Institute, of concerned state and 
CCRAS headquarters.

Development of IEC Materials, Program 
Guidelines, and Training Manual

The information in the form of pamphlets on preven-
tion and management of the selected NCDs through 
Ayurveda has been prepared and made available for wide 
distribution to the patients and general public in all the 
CHCs to create awareness. As a part of the implementa-
tion strategy, the AYUSH doctors are also disseminating 
healthy lifestyle advices and benefits of Yoga practices 
to the attending patients regularly. A detailed “Guide-
lines and Training Manual” has been prepared to depict 
approach and methodology to be adopted for screening 
and examination along with the selected Ayurveda and 
Yoga interventions.

Workshop/Training Program for the Engaged 
Manpower

The workshop/training programs were conducted at 
all the three selected districts to impart training to 
stakeholders about the modus operandi of the program. 
State health authorities also participated in the training 
program and emphasized the significance of integration 
and the importance of working in coordination for the 
success of the program. Various lectures on the NCDs 
like diabetes, hypertension, dyslipidemia, cancer, etc., 
and the methodology to be adopted were imparted in 
this program for better understanding and to work in a 
coordinated manner with a team spirit.

Table 4: List of the selected classical ayurvedic medicines for the NCDs with their doses and dosage form

Medicine Disease condition Dose per day
Mamajjak capsule Diabetes 1 gm BID
Arogyavardhini Vati Obesity and dyslipidemia 500 mg BID (not more than 45 days)
Triphala Churna Obesity and dyslipidemia 3 gm BID
Sarpagandha Mishrana Hypertension 250 mg BID
Pravala Pishti Hypertension 250 mg BID
Ashvagandha Churna Cancer 3 gm BID
Guduchi Churna Diabetes, cancer 3 gm BID
Amalaki Churna Diabetes (Amlapitta) 3 gm BID
Ekangaveera Rasa Stroke/Pakshaghat 125 mg BID
Haridra Khanda COPD, chronic bronchitis, allergic bronchitis 3 gm BID
Tribhuvan Mishran COPD, chronic bronchitis 1 Tab BID
Soma Churna COPD 500 mg BID
Chitrakadi Gutika Obesity and dyslipidemia 250 mg BID
Kutajghan Vati Diabetes (Atisara, Grahani) 250 mg BID
Yograj Guggulu Obesity and dyslipidemia 500 mg TID
Sitopaladi Churna COPD, chronic bronchitis 3 gm BID
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Table 5: Advocacy on diet and lifestyles for prevention of NCDs

Diabetes mellitus

Do’s Don’ts

•  Intake of old harvested cereals, barley (Yava), Sorghum (Jowar), whole 
wheat atta, bitter gourd (Karela), green leafy vegetables, garlic (Lasuna),
turmeric (Haridra), aloe (Kumari) in vegetables and fruits like guava, 
oranges, Indian blackberry (Jamun), etc.

•  Timely intake of diet
•  Regular exercise especially walking
•  Regular practice of Yoga, meditation, etc., under the supervision of Yoga 

specialist is suggested

•  Sugarcane juice, jaggery, sugar, milk products
•  Reduce intake of rice, food rich in carbohydrate, and 

fried or processed food
•  Sedentary lifestyle
•  Sleeping in the day time and excessive sleeping
•  Alcohol
•  Staying too long on empty stomach
•  Cold drinks, ice cream, burger-pizza, other fast 

foods, etc.

Hypertension

•  Regular blood pressure check-up
•  Timely intake of balanced diet, more use of fruits and green vegetables
•  Regular physical exercise
•  Daily brisk walking for half an hour
•  Reduce intake of oily, salty, sour, and spicy food items
•  Weight reduction
•  Barley (Yava), sorghum (Jowar), wheat, green gram (Mudga/moong

dal), horse gram (Kulatha), moringa (Shigru), Bitter gourd (karela),
bottle gourd (Ghia/Lauki), turnip (Shalgam), carrot (Gajar), radish (Muli),
Indian gooseberry (Amla), cucumber (Khira), black grapes (Draksha),
pomegranate (Anar), apple, pineapple, cold milk, etc.

•  Timely sleeping and awakening
•  Regular practice of Yoga and meditation under the supervision of Yoga 

expert

•  Excessive intake of salt (sprinkling over salad, curd 
etc.)

•  Excessive use of butter, ghee, chillies (red-green), 
pickles, sesame oil (Til taila), Bengal gram (Chana
dal), mustard oil (Sarson ka Taila), sour fruits, curd, 
tea, coffee, etc.

•  Intake of animal fat, processed/oily food items
•  Alcohol consumption and smoking
•  Practice of day sleeping and awakening at night

Obesity

• Take low-fat and low-calorie food items
•  Take frequent small meals to avoid food cravings
•  Take more proteins to stay longer without food
•  Use warm water for drinking
•  Include cabbage in daily meal. It will stop the conversion of sugars to fat
•  Steamed, boiled and baked vegetables rather than fried
•  Drink skimmed milk instead of whole milk
•  Include lemon in diet and drinks
•  Take healthy foods, such as oatmeal, walnuts, salads, bitter gourd 

(Karela), drumstick (Shigru), barley (Yava), wheat, honey (Madhu), Indian 
Gooseberry (Amla), pomegranate (Anar), snake gourd, etc.

•  Brisk morning walk of 30 minutes
•  Yoga and meditation to manage stress and fatigue

•  Watching TV while having food
•  High carbohydrate vegetables like potato, rice, etc.
•  More sugary or sweet products, more dairy products, 

fried and oily foods, fast foods, excess salt
•  Sedentary habits
•  Excessive sleep
•  Alcohol and smoking
•  Salty foods or excessive salt in meals

Dyslipidemia

•  Intake of regular and balanced diet
•  Use of lukewarm water (Ushnodaka) for drinking
•  Use of barley (Yava), sorghum (Jowar), Indian gooseberry (Amla), honey 

(Madhu), and butter milk (Takra)
•  Use of Green gram (Moong), Horse gram (Kulathi), Bengal gram (Chana),

and Spilt Red Gram (Arhar)
•  Plenty of green leafy vegetables and fruits
•  Fibrous food items
•  Brisk walking and jogging in fresh air everyday in early morning
•  Regular exercise
•  Practice of Yoga and Naturopathy in consultation with the specialist

•  Frequent and excessive intake of oily/heavy food 
items

•  Sleeping in day time (Diva-swapna)
•  Sleeping immediately after taking meals
•  Canned food products
•  Sedentary lifestyle
•  Junk foods like burger, pizza, cold drinks, and fried 

food items

MODUS OPERANDI FOR THE EXECUTION OF 
THE PROGRAM

Screening of the NCD Patients

The patients attending the AYUSH NPCDCS clinic at 
DH/CHC level are being thoroughly screened for NCDs. 
Further, the health camps are also being organized at 

PHC level of selected districts on regular interval to 
screen the general population for NCDs and to sensitize 
them about the role of the faulty dietetic habits and life-
styles responsible for increasing incidence of NCDs along 
with creating awareness about the preventive measures 
to prevent the NCDs. A format has also been developed 
for the screening.
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Facility for Regular Yoga Practice

The Yoga Asanas are being demonstrated and regularly 
put into practice by the Yoga Instructors at CHCs and DH 
level for the susceptible/diagnosed patients of NCDs. At 
each PHC level two volunteers (one male and one female) 
have been identified and trained by the Yoga Instructor 
who in turn provides regular yoga practices to general 
public at village level.

Treatment Protocol for NCDs through Ayurveda

Based on the screening, the subjects who were iden-
tified to be in the risk zone of NCDs or established 
NCD patients have been registered into two cohorts, 
i.e., predisease group (I) and disease group (II) and 
further subdivided into treatment groups A1, A2 
and B1, B2. The patients in the early stages of NCDs 
mainly of diabetes, hypertension, and dyslipidemia 
have been focused. The case record forms have been 
designed for recording the data of registered patients. 
The schematic diagrams of the projects undertaken 
with integration of Ayurveda to NPCDCS program 
are depicted in Flow Charts 1 to 4.

CRF: Case Record Form; HbA1c: Glycated hemoglo-
bin; LFT: Liver function test; KFT: Kidney function test; 
FBS: Fasting blood sugar; PPBS: Postprandial blood sugar; 
WHO QOL: World Health Organization quality of life

Program Monitoring

As the program is ongoing, a quarterly monitoring is 
being conducted regularly to assess the progress.

Treatment Period and Assessment

The registered patients are being provided Ayurvedic 
interventions for a period of 6 months. Till January 31, 
2018, 301,102 patients have been screened and 59,107 
patients have been enrolled under this program. The 
laboratory investigations, such as fasting blood sugar, 
postprandial blood sugar, glycated hemoglobin, liver 
function test, kidney function test, and lipid profile as 
required are being conducted (as per the availability 
of investigation facilities with state health authori-
ties). The program is ongoing. At the end of the study, 
the comparison between groups A1 and A2 will give 
the efficacy of Ayurvedic medicine in the predisease 
condition. The comparison between groups B1 and 
B2 will give the efficacy of Ayurvedic medicine in the 
disease condition.

An interim analysis has revealed that the dosage or 
components of conventional medicines/prescription 
were either reduced or discontinued, in consultation 
and supervision of modern doctors, after integrating 
the intervention of Ayurveda, lifestyle modification, 
and Yoga in patients of diabetes, hypertension, and 

Table 6: Some Yoga Asanas for NCDs

Name of the disease Yoga Asanas Pranayama Kriya
Diabetes mellitus Suryanamaskara, Tadasana, Katichakrasana, Sarvangasana, 

Halasana, Matsyasana, Ushtrasana, Gomukhasana, 
Ardhamatsyendrasana, Mandukasana, Paschimottanasana, 
Pawanmuktaasana, Bhujangasana, Shalabhasana, Dhanurasana, 
Vajrasana, Shavasana

Nadishodhana,
Suryabhedi,
Bhastrika

Kunjal,
Kapalabhati,
Agnisara

Hypertension Tadasana, Katichakrasana, Konasana, Uttanapadasana, 
Pavanamuktasana, Vajrasana, Ushtrasana, Shashankasana, 
Bhujangasana, Gomukhasana, Makarasana, Vakrasana, Shavasana

Nadishodhana,
Ujjayi, Shitali, Sitkari, 
and Bhramari

Jalneti

Obesity and 
dyslipidemia

Surya Namaskar, Tadasana, Katichakrasana, Konasana, 
Pavanmuktasana, Ardha Padmasana, Padmasana, Pascimottanasana, 
Halasana, Bhujangasana, Shalabhasana, Dhanurasana, Naukasana, 
Navasana, Parvatasana, Vakrasana, Padahastasna, Vajrasana, 
Shashankasana, Sarvangasana, Ardhamatsyendrasana, Shavasana

Nadishodhana,
Suryabhedi,
Bhastrika

Kunjal,
Kapalabhati

Stroke Surya Namaskar, Tadasana, Katichakrasana, Konasana, 
Pavanmuktasana, Bhujangasana, Uttanpadasana (Ekpad), Vakrasana, 
Makarasana, Ardhshalabhasana, Shavasan

Nadishodhana,
Suryabhedi,
Bhastrika

Kunjal,
Kapalbhati

Cancer Surya Namaskar, Tadasana, Ushtrasana, Vakrasana, Gomukhasana, 
Bhujangasana, Shalabhasana, Dhanurasana, Simhasana, Shavasana

Nadishodhana,
Ujjai, Shitali, Sitkari, 
Bhastrika

Kapalbhati

Rheumatic heart 
disease

Tadasana, Katichakrasana, Konasana, Pavanmuktasana, Makarasana, 
Bhujangasana, Shalabhasana, Vakrasana, Paschimottnasana, 
Ushtrasana

Nadishodhana,
Bhastrika,
Suryabhedi

COPD Surya Namaskar, Tadasana, Katichakrasana, Konasana, 
Pavanamuktasan, Setubandhasan, Ushtrasan, Bhujangasan, 
Dhanurasan, Gomukhasan, Vajrasan, Vakrasan

Bhastrika,
Suryabhedi, Ujjai

Agnisara,
Jalaneti,
Vamandhouti 
(Kunjal),
Kapalbhati
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Flow Chart 1: Methodology adopted for diabetes

Flow Chart 2: Methodology adopted for hypertension

Flow Chart 3: Methodology adopted for dyslipidemia
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Flow Chart 4: Study design

dyslipidemia. Ayurveda—modern medicine integra-
tive health care services—seems to be a successful 
attempt of functional integration through delivering 
in the context of NCDs with encouraging benefits of 
standalone Ayurveda therapies as well as benefits as 
add-on therapies.

CONCLUSION

The Integration of AYUSH (Ayurveda) with NPCDCS 
program has been successfully launched at three 
identified districts, viz., Bhilwada, Surendra Nagar, 
and Gaya of Rajasthan, Gujarat, and Bihar states, 
respectively, by CCRAS through Ministry of AYUSH 
and Directorate General of Health Services, and the 
study is continuing.

Present integration of AYUSH with NPCDCS 
program at grassroots level will be a useful tool for 
future action plan and to take appropriate policy deci-
sions for integration, which will further help to control 
and manage the disease burden. Strengthening of health 

care network by utilizing the services of AYUSH doctors 
can be adopted for the prevention and control of NCDs 
through primary health care network.
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dk;ZØe ¼,uihlhMhlh,l½ ds lkFk vk;q"k ¼vk;qosZn ,oa ;ksx½ dk 

,dhdj.k&lhlhvkj,,l dh igy 
1js.kq flag] 2'kkjnk vksrk] 3Jqfr [kaMwM+h] 4la/;k jkuh] 5v#.k Hknqyk] 6jkevorkj 'kekZ]  

7fouksn dqekj 'kkgh] 8Hkkjrh] 9ukjk;.ka Jhdkar] 10djrkj ,l- /kheku 
i`"BHkwfe% xSj lapkjh jksxksa tSls ân; jksx] e/kqesg] mPp jäpki] vk?kkr vkSj dSalj ds fy, eq[;r% vLoLFk Hkkstu] 'kkjhfjd 

fØ;kdykiksa esa deh o rEckdw dk ç;ksx tSlh thou'kSyh eq[; :i ls ftEesnkj gSA viuh thou'kSyh esa ifjorZu djds 

bu jksxksa dk fuokj.k fd;k tk ldrk gSA

y{; vkSj mís';% lhlhvkj,,l o vk;q"k ea=ky; us Mhth,p,l] LokLF; ,oa ifjokj dY;k.k ea=ky; ds lg;ksx ls  

xSj lapkjh jksxksa ds jksdFkke ,oa fu;a=.k ds mís'; ls ;ksx ,oa vk;qosZn dks lfEefyr djrs gq, ,d jk"Vªh; dk;ZØe 

,u-ih-lh-Mh-lh-,l ds lkFk 'kq: fd;k tks orZeku esa rhu jkT;ksa ds fpfUgr ftyksa ;Fkk HkhyokM+k ¼jktLFkku½] lqjsaæuxj 

¼xqtjkr½ o x;k ¼fcgkj½ esa lapkfyr gSA

lkexzh vkSj çfØ;k% bl dk;ZØe dk dk;kZUo;u ik;yV Lrj ij 3 jkT;ksa ds 3 ftyksa ds 3 ftyk vLirkyksa] 49 lkeqnkf;d 

LokLF; dsaæ ¼ih,plh½ vkSj 183 çkFkfed LokLF; dsaæ ¼ih,plh½ ¼x;k esa 71] lqanjuxj esa 37 vkSj HkhyokM+k esa 75½ esa 

fd;k x;kA ,ulhMh jksxksa ds gsrqvks dks ns[krs gq, Hks"kt o vHks"kt fpfdRlk ds lkFk&lkFk thou'kSyh ifjorZu o ;ksx 

fpfdRlk dk lekos'k fd;k x;kA ,ulhMh ds fuokj.k vkSj çca/ku esa 16 lkekU; vk;qosZfnd vkS"kf/k;ksa dk mi;ksx fd;k x;kA 

ifj.kke% mi;qZä dk;ZØe lQyrkiwoZd 3 fpfUgr ftyksa ds 52 dsaæksa ¼49 ih,plh vkSj 3 ftyk vLirky½ esa py jgk gSA 

bl dk;ZØe us ikjaifjd vkSj fofHkUu vk;q"k ç.kkfy;ksa esa jksfx;ksa ds e/; jsQjy vkSj Øksl jsQjy dks etcwr fd;k x;kA
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EFFECTIVENESS OF AYURVEDIC INTERVENTIONS FOR ANTE-NATAL 
CARE(GARBHINI PARICHARYA) AT PRIMARY HEALTH CARE LEVEL- A MULTI
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ABSTRACT

Introduction:

This study was carried out by the Central Council for Research in Ayurvedic Sciences (CCRAS), 

Ministry of AYUSH,Govt. of India, with technical support from Indian Council of Medical 

Research (ICMR), Government of India in selected areas of two districts atHimachal Pradesh 

for mainstreaming of Ayurvedic interventions for Reproductive and Child Health care.

Objectives: (1) to assess the feasibility of introducing Ayurvedic interventions in conventional 

reproductive & Child Health Care program and (2) to study the effectiveness of Ayurvedic 

interventions on core outcome indicators related to ante-natal care.

Outcome measures: maternal mortality, maternal morbidity, infant’s birth weight, still 

birth and neonatal death.

Study sites: Ayurvedic centres coming under two Primary Health Centres in each district i.e. 

Mandi & Kangra of Himachal Pradesh state.

Interventions: Four coded formulations developed by CCRAS i.e. AYUSH AG Tablet(500mg 

BD) AYUSH GG Tablet(500mg BD) AYUSH PG Tablet(500mg BD) AYUSH AD candy(SOS) were 

administered to the pregnant women.
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Selection criteria: All pregnant women of 1st trimester of pregnancy who were willing to 
participate and provide signed informed consent were included in the study. The pregnant 
women who were having haemoglobin less than 7 gm%, history of vaginal bleeding during 
this pregnancy, history of repeated abortions/premature births/ stillbirth, and any systemic 
and metabolic disorders were excluded from the study.

Methodology: The study was approved by the Institutional Ethics Committee of concerned co
ordinating centre and informed consent was taken before the enrolment of eligible women. 
The training was provided to the staff recruited in the project before initiation of the 
study. The study participants were provided selected Ayurveda medicines and counselling 
and the data were documented in the specially designed proforma. The enrolled women 
were followed up as per the schedule till their delivery.

Results: Total 2465 participants were enrolled in the study. But data of 1746 participants 
were available for analysis. It is observed that the mean of Hb% at baseline (1st trimester) 
9.78 ± 0.79 and 10.11± 0.77 which is statistically significant (p<0.001). Out of 1746 delivery, 
the weight of 1556 babies (89.12%) was >2.5kg, statistical analysis of data showed that the 
medicines were effective. There was no mortality of women or infant in the registered 
cases.

Conclusion: The study could be able to demonstrate the feasibility of introducing Ayurveda 
in mainstream and effectiveness in the ante-natal care in primary health care setups. 
Randomized controlled studies are required to further validate the interventions by 
generating high level of evidence.

Key word: Antenatal care, primary health care setup, Ayurvedic interventions, feasibility 
study

INTRODUCTION
Although considerable progress has been made in 
developing countries in expanding health facilities 
and services, the morbidity and mortality rates of 
women continue to remain unsatisfactory. In spite of 
efforts made by the health authorities, the Maternal 
Mortality Rate (MMR) and Infant Mortality Rate 
(IMR) in India are still high1. Anaemia (defined 
by the World Health Organization as haemoglobin 
levels of < 11 g/dl) is one of the world's leading 
causes of disability, and thus one of the most 
serious global public health problems. Anaemia 
during pregnancy increases both maternal and 
child morbidity and mortality rate which affect 
nearly half o f all pregnant women in the world: 
52% in developing countries dnd 23% in the 
developed world2.

In Ayurveda, there is a specific branch of Prasutitantra 
in which Garbhini paricharya or antenatal care is a 
focused subject. Similarly, there are specific advices 
are describd for Sutika paricharya (Post-natal care) 
and care of the child. All are combinedly called

Kaumarabhritya3. Ayurveda advocates food habits, 
lifestyle and moral conducts for healthy and good 
progeny (supraja). These time tested measures 
have been practiced in India for centuries and well 
accepted by the community4 5’6’7.

In view of its strength and gaps in existing healthcare 
system, several policy documents such as National 
Health Policies, National Rural Health Mission 
(NRHM) Government of India (Gol) recommend 
for mainstreaming of traditional systems in health 
care delivery systems at all levels in the country. 
The National Population Policy Document 2000 
recommended mainstreaming of Indian Systems of 
Medicine, particularly in National Family welfare 
programme to improve the health indicators of women 
and children8’9’10111213. However, mainstreaming of 
Indian system of Medicine (Ayurveda) for antenatal 
care needs to be evaluated for their effectiveness and 
wide acceptability in the Community.

Therefore, this study was planned and executed 
by the Central Council for Research in Ayurvedic
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Sciences (CCRAS) in a pilot mode for introducing 
Ayurveda health care system in the conventional 
system for Antenatal, postnatal and neonatal care. 
It was implemented in some selected areas at 
two districts of Himachal Pradesh. The technical 
support from Indian Council of Medical Research 
(ICMR), New Delhi, was also taken from time to 
time during planning and execution of the program.

AIM
To study the feasibility of mainstreaming the 
practices of Ayurveda by integrating them with the 
conventional system for Reproductive and Child 
Health (RCH) care at Primacy Health Centre 
(PHC) level.

OBJECTIVES
The objectives o f the study were (1) to assess the 
feasibility of introducing Ayurvedic interventions 
in conventional reproductive and Child Health 
Care program; and (2) to study the effectiveness 
of Ayurvedic interventions on core outcome 
indicators related to antenatal care.

OUTCOME MEASURES
Primary Outcome Measures

•  Rate of maternal mortality and morbidity 
like- Pre-eclampsia or eclampsia, 
anaemia, urinary tract infection, 
hyperemesis gravidarum

•  Rate of low birth weight.
Secondary Outcome Measures

A. Maternal
•  Rate of antenataliztion of pregnant women
•  Rate of elective or emergency Caesarean 

section
•  Rate of normal delivery
B. Newborn
•  Rate of preterm delivery (< 37 weeks)
•  Rate of intra-uterine growth retardation
•  Rate of fetal death (stillbirth)
•  Rate of neonatal death
C. Satisfaction Outcomes
•  Rate of pregnant women satisfied with 

the antenatal care through Ayurvedic 
management

MATERIALS AND METHOD 

Trial Organization

This trial was co-ordinated centrally by the Central 
Council for Research in Ayurvedic Sciences 
(CCRAS), New Delhi. Ayurveda Regional Research 
Institute (CCRAS), Mandi and Rajiv Gandhi 
Government Post-Graduate (RGGPG) Ayurvedic 
College, Paprola, were the co-ordinating centres at 
the study sites. The RGGPG Ayurvedic College, 
Paprola, was also a participating centre. These 
two centres were the trial co-ordinating and data 
collecting units. The information generation tools 
(proforma) for documentation of the data had been 
formulated through rigorous consultative process 
involving experts from Ayurveda and modem 
medicine, scientists from CCRAS and ICMR. The 
data from the study sites were collected in these 
proforma and provided to CCRAS on monthly 
basis. The data on any complications reported 
during the data collection were also brought to the 
notice of CCRAS on regular basis.

The team of CCRAS maintained regular contact 
with the two co-ordinating units through site 
visits, regular telephone calls, E-mail and Fax 
communications with the Principal Investigators 
and data manager o f the centres.

Selection of Study Sites

Two blocks from each of the two districts o f 
Himachal Pradesh i.e. Mandi and Kangra were 
selected for the trial. Ladbhadhol and Chauntra 
blocks of Mandi District, Mahakal and Panchrukhi 
blocks of Kangra District were selected for this 
study. These were selected in consultation with 
the State and District health officials on the basis of 
(i) existence of Ayurvedic dispensaries/ Allopathic 
dispensaries and availability of Ayurvedic doctors 
at PHC level (ii) population covered by a PHC 
from 30,000-50,000, (iii) the similarity in the 
populations i.e. socio-demographics factors and 
(iv) accessibility to the coordinating units.
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Table 1 

DETAIL OF STUDY SITES

Districts Primary health centres Ayurveda health centres
Mandi Ladbhadhol & Chauntra Matroo, Nimelari, Daled, Pihar, Ladhruai, 

Sainthal and Tikroo
Kangra Mahakal & Panchrukhi Kailashpur, Pahara, Andretta, Naura and Deol

The willingness of Government of Himachal 
Pradesh to implement the study in their state was 
obtained. The project was conducted through the 
State Government health functionaries with a 
minimal contractual manpower support from the 
project.

Ethical issues

Ethical clearance was obtained from the 
Institutional Ethics Committee of Ayurveda 
Regional Research Institute, Mandi. The project 
was monitored by the expert teams from time to 
time. The signed informed consent was also taken 
from all the participants before their enrollment.

Ayurvedic Interventions

The detail of study interventions along with 
the dose, duration and vehicle are mentioned in 
Table 2. All the drugs were formulated through

consultative process. The ingredients of a 
formulation were selected rationally with potential 
leads from the classical Ayurvedic literature backed 
by scientific evidence. Further, the interventions 
were developed systematically through 
standardization studies for quality assurance and 
preclinically safety studies. The standard operative 
procedures (SOPs) for the preparation of these 
drugs and analytical standards were developed by 
National Research Institute for Ayurvedic Drug 
Development (NRIADD), Kolkata and Captain 
Srinivas Murthy Research Institute for Ayurveda 
and Siddha Drug Development (CSMRIA&SDD), 
Chennai (both are the Institutes of CCRAS) 
and approved by the Ayurvedic Pharmacopoeia 
Committee, Department o f AYUSH were followed 
for the large scale manufacturing of each batch of 
the medicines.

Table 2

DETAILS OF AYURVEDIC INTERVENTIONS USED FOR ANTE-NATAL CARE

S. No. Name of the Medicines Dose/Duration/Vehicle/Indication

1. AYUSH AG Tablet 1 tablet (500mg) TDS after food with water from the time of 
registration up to post delivery -  6 weeks, for general health.

2. AYUSH GG Tablet 1 tablet (500mg) BD, after breakfast and lunch with water 
during 6"' to 8th month.

3. AYUSH PG Tablet 1 tablet (500mg) BD, after breakfast and meal with water for 7 
to 15 days only for the cases having oedema.

4. AYUSH AD candy 500mg SOS not more than 8 in a day throughout desired period 
for chewing whenever there is nausea /vomiting.

Study Population

1000 pregnant women with 1st trimester of 
pregnancy have to be enrolled in the study as this 
sample required to estimate the complications

like prematurity, low birth weight, pre-eclampsia, 
anaemia, post partum haemorrhage, etc. with 
confidence level of 95% and error factor o f 20%. 
However, 2465 pregnant women were registered 
in the study.
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Criteria for Selection of the Participants

All pregnant women of 1st trimester of pregnancy 
who were willing to participate and provide signed 
informed consent were included in the study.

The women who were in the last trimester of 
pregnancy, haemoglobin less than 7 gm%, history 
of vaginal bleeding during this pregnancy, history 
of repeated abortions/premature births/ stillbirth 
and undergone last delivery by caesarean section 
within 2 years were excluded from the study. 
The women who conceived after long spell in 
infertility or with assisted fertilization were also 
excluded. Further, those were suffering from 
cardiac disorders, urinary tract infection especially 
recurrent renal infection, haemolytic disorders 
and diabetes mellitus or other metabolic disorders 
were also excluded from the study.

Criteria for Withdrawal

The women who met the following conditions 
during the treatment were withdrawn from the 
study or discontinued the treatment

•  Worsening of general wellbeing

Development of any complication of 
pregnancy i.e. pre-eclamptic toxaemia, 
severe anaemia (Hb < 7 gm%), antepartum 
haemorrhage, intrauterine growth 
retardation, intra-uterine fetal death, etc.

However, in the circumstances of withdrawal or 
discontinuation of the treatment, the women were 
referred to the modem system of medicine for 
further management. The last data of these subjects 
were apropriately documented.

Study Procedure

In the first step (Preparatory phase), the Project 
Co-ordination Committee, State Co-ordination 
Committee and District Project Committee 
were formed. The training modules, study tools 
including data recording forms, guidelines, 
Information Education and Communication (IEC) 
materials and other documents were prepared. 
All the officials and service providers were

sensitized about the project before its initiation. 
The contractual manpower, medical officers and 
peripheral health workers were also sensitized 
about the importance of their involvement through 
training. The project staff also trained about data 
entry, management and IEC activities.

In the second step, baseline house to house survey 
was conducted to collect necessary information 
about the socio-demographic data of the community 
and use of Ayurveda services for reproductive 
health which was useful in understanding the 
ground realities. During the survey, the community 
people were informed about the availability of 
services under this project in their nearby area and 
its benefits.

The enrollment of the study participants was done 
jointly by the participating Ayurveda Health Centres 
and Government Ayurvedic College, Paprola, with 
operational support from Chief Medical Officers 
(CMO), District Ayurveda Officers (DAO) and 
Block Medical officers (BMO) of the State. The 
eligible women were also registered at sub centres in 
the vicinity. The peripheral health workers such as 
A eking Ayurveda management were enrolled during 
1st trimester of pregnancy at selected centres.

In the first visit, detailed ante-natal check-up was 
done including general examination and recording 
of height, weight, blood pressure, percentage 
of haemoglobin, blood group and Rh, urine for 
albumin and sugar etc. as per the availability 
o f services. The pregnant women were given 
Ayurvedic medicines and counselled about the diet 
and lifestyle. They did not take routine allopathic 
Iron and Folic Acid tablets but were given Tetanus 
toxoid injection as per immunization schedule.

At each follow-up visit after 1st trimester, clinical 
examination for anaemia, uterine height, fetal heart 
rate, blood pressure, maternal weight, etc. were 
done and recorded in the CRFs and medicine was 
dispensed along with the advice regarding regular 
intake of drugs, proper intake of diet and to follow 
the lifestyle advocated in the Ayurveda. In case of
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any complication or problem after the registration 
which could not be handled within the provision of 
the study, the cases were referred to higher health 
setups having better care facilities. The community 
health workers helped the project team to ensure the 
proper compliance and follow-up of the cases. All 
registered cases were referred to referral facilities 
such as RGGPG Ayurvedic College, Paprola,

Figure 1 

STUDY PROCEDURE

Civil Hospital; Palampur, Dr Rajendra Prasad 
Government Medical College, Tanda (Kangra) 
for delivery and other complications. The records 
about the delivery such as complications, referrals, 
health parameters of the infant as per the format 
were maintained. The flow chart of the study 
procedure is presented below
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Criteria for Referral

The enrolled participants were referred to the 
referral centres for better management in case- 
the labour pain failed to progress for more than 
12 hours from the onset of true labour pain in 
primigravida and 6 hours in multipara; rupture of 
membrane without labour pain for more than 12 
hours; abnormal position (other than vertex) of the 
foetus; foetal distress (meconium stained liquor/ 
foetal heart rate more than 160/ mt. or less than 
120/ mt.) or non-descent of foetal head inspite of 
good uterine contraction.

Data Collection and Data Handling

All the data of pregnant women during ante-natal 
and post-natal period were collected in a specially 
designed proforma provided by the CCRAS- 
ICMR experts committee to the study centers. The 
report on adverse event or adverse drug reaction 
was also collected from the enrolled participants. 
The participating centers were collected the data 
on monthly basis and Provided to the CCRAS 
which was the central co-ordinating center as well 
as sponsor of the project on behalf of the Ministry 
of AYUSH under Public Health Initiative (PHI) 
Scheme. All the data collection forms were in 
English language.

Statistical Analysis
Total 2465 participants were registered in the study. 
But most of the participants were discontinued 
from the study as they could not complete the 
study period. Therefore, demographic data of 
all the participants have been presented as n(%). 
Further, data for the outcome parameters viz; no. of 
live births, no. of still births, spontaneous abortions, 
induced abortions, miscarriage etc. have also been 
reported as n(%). Data have been reported as per the 
standard guidelines for reporting of the data. The 
percentages have been rounded off to 1 decimal place. 
Paired sample t-test has been applied to compare the 
changes in Haemoglobin level at registration and at 
the trimester. Non-parametric test has been applied 
to compare the proportions. All the data have been 
analyzed by using SPSS version 15.0.

OBSERVATIONS AND RESULTS
Total 2465 pregnant women were registered and 
691(28.03%) were dropped out for various reasons 
like moving to maternal house for delivery, 
referred to higher specialty centre, non compliance 
to medicine etc. Total 1774 women completed the 
treatment for ante-natal care.

Table 3

DEMOGRAPHIC DATA OF TOTAL 

ENROLLED PARTICIPANTS (N = 2465)

Variables N (% )

Age

18- 20 years 210(8.52)

21-30 years 2128 (86.33)

31-40 years 127 (5.15)

Education

Illiterate 53 (2.15)

Upto Primary 164 (6.65)

Upto Middle 505 (20.49)

Upto 10+2 1355 (54.97)

college & above 388 (15.74)

Occupation

Not gainfully employed 20 (0.81)

Casual worker 48 (1.95)

Own business 10(0.41)

Regular salaried job 34(1.38)

House wife 2353(95.46)

It is observed that majority of the study participants 
belonged to the age group of 21-30 years (86.33%); 
the educational status of 1355(54.97%) and 388 
(15.74%) participants were up to 10+2 and college 
& above respectively. Only 53 (2.15%) participants 
were illiterate. Further, 2353 (95.46%) participants 
were house wives. From the data o f gravidity it 
is observed that majority o f women i.e. 1357 
(55.05%) were primi gravida and 801 (32.49%) 
second gravid and rest multipara.
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Effect of the Drug on Maternal Outcome

Data on Hb% was available both at baseline (1st 
trimester) and at the end o f 28th week only for 
947 participants. From the result it is observed

that Hb% was increased at the end of 28th week 
of pregnancy in comparison to baseline which is 
statistically significant at p<0.001 level (Table-3).

Table3

EFFECT OF THE DRUGS ON HB% IN THE STUDY PARTICIPANTS (N =947)

Hb% at baseline(lst 
trimester) Mean(SD)

Hb% at 28th week 
Mean(SD)

t- value p- value

9.78 ±0.79 10.11± 0.77 11.29 <0.001

Table 4

EFFECT OF DRUGS ON VOMITING AND OEDEMA DURING ANTENATAL PERIOD

SI. No. Diseases/conditions Percentage of relief

1. Vomiting 2075(84.18) 2075 (100%)

2. Oedema 63(2.56) 50 (79.3%)

Out of 2465 cases, 2075 (84.18%) women were 
having complaint o f vomiting and all of them 
improved after taking AYUSH AD candy. 63

(2.56%) women were having complaint of oedema 
and out of which 50 (79.3%) improved after using 
AYUSH PG tablets.

Table 5

NATURE AND PLACE OF DELIVERY OF THE STUDY PARTICIPANTS

Nature of delivery Number of 
women

%

Normal 1516 85.46
Caesarean section 258 14.54
Full term delivery 1519 87.2

Preterm delivery 223 12.8
Place of delivery
Home 427 24.07
Institutional 1347 75.93

Out of 1774 women documented, 1516 
(85.46%) had normal labour and 258 (14.54) 
caesarean section. Further, 427 (24.07%) had 
home delivery and 1347 (75.93%) institutional

delivery. The institutes included PHC/SC/CHC, 
private/govt, hospitals and Ayurvedic Institute. 
No neonatal or infant mortality was reported in 
the study.
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Effect of Drugs On Neo-natal outcome

Table 6

THE EFFECT OF THE DRUG ON BIRTH WEIGHT OF BABIES (N=1746)

Birth weight No. of neonates %
Up to 2.4 kg 190 10.88
2.5 kg 371 21.25
2.6kg - 3kg 927 53.09
Above 3 kg 258 14.78

From the table it is observed that out o f 1746 
delivery, the weight of 1556 babies (89.12%) was 
>2.5kg which is the average weight of a normal 
healthy baby in India.

Complications During Pregnancy Which 
Require Referral

The complications like Hyperemesis Gravidarum, 
Hypertension, Antepartum Haemorrhage, high 
fever and reduction of Hb% (< 7 gm%) were 
found in certain study participants. Hyperememsis 
Gravidarum was found in only one participant, 
hypertension(stage-2i.e,160/100 mm of Hg) in 
6 participants, Antepartum Haemorrhage and 
reduction in Hb% in 3 participants each and 
high fever in 2 participants were observed during 
the study period. All of them were referred to 
higher centre for better management. Out of these 
participants only 2 participants had came for 
follow-up. All others discontinued from the study.

DISCUSSION
The women and children are important constituents 
of any society. The health of a nation is based 
on the health o f women and children. A woman 
is the back bone of a home who take care of her 
children and other members of the family. In order 
to address the mother and child problems properly, 
besides infrastructural and service facilities, the 
national RCH programme empowers the women 
with reproductive rights. As per this right, they 
have to inform about all the systems of medicine 
and educate them about the benefits of each system 
for promotion of their health.

Ayurveda is the ancient system of medicine in 
India and practiced by each and every person since 
ages for prevention of diseases and promotion of 
health. It is well known for the holistic approach 
by considering body, mind and soul as one unit. 
For the management of pregnant women month- 
wise dietary regimen (Ahara) and life style to be 
adopted during pregnancy ( Vihara) were intensely 
mentioned in all major Ayurvedic classics. 
Considering this, the national population policy 
(2000) strongly recommended to introduce the 
Indian systems of medicines in the mainstream of 
health care. This is a pilot study to see the feasibility 
of mainstreaming of Ayurveda in the management 
and promotion of maternal and child health.

From the result o f the study, it is observed that 
maximum women were in the age group of 21-30 
years and number of primigravida was more as this 
is the period of marriage and highly reproductive 
age. Vomiting was the main complaint in the study 
participant and all got relief by taking trial drug 
AYUSH-AD and only one participant referred 
to higher centre for the management of severe 
vomiting. This drug was in candy form, so it was 
palatable and very much acceptable for all the 
participants. Though nausea or vomiting which 
is known as morning sickness and a common 
phenomenon in the 1st trimester of pregnancy 
but it gives a lot o f agony to the pregnant lady. 
So, this formulation may be introduced in the 
mainstream for the management o f morning 
sickness during pregnancy. Further, it is observed 
that out of 2465 participants only 63 women were 
having the complaint o f pedal oedema during end
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of 2nd trimester and 3rd trimester and 50 (79.3%) 
participants got relief after taking the trial drug 
AYUSH PG tablet. But nobody developed pre-
eclamptic or eclamptic condition. .

The deliveries for 75.93% of the participants in 
the study were conducted in the hospital. As a 
part of the programme, all the participants were 
given awareness about the safety and benefit of 
institutional delivery. According to the statistics 
of the Ministry of Health and Family Welfare, 
Government of Himachal Pradesh, institutional 
delivery in Himachal Pradesh in 2009-10 was 
52.86% but it is increasing year by year due to 
massive awareness programme undertaken by the 
government. (Source http://hphealth.nic.in/pdf/ 
GUIDELINES-%20JSY.pdf)

The percentage of full term delivery was more 
(87.2%) in comparison to preterm delivery. But 
no neo-natal death was reported even in preterm 
delivery (12.8%). Whereas in Himachal Pradesh, 
Neo-natal Mortality Rate (NMR) was 31 per 1000 
live births and Infant Mortality Rate (IMR) was 40 
according to Sample Registry survey (SRS-2010) 
(Source- Status as on 30th June 2012, National 
Rural Health Mission, State-wise progress as on 
30.06.2012 Published on 25.09.2012).

The responsiveness of study participants right 
from ante-natal phase to post-natal phase and the 
outcome of core indicators reveal the acceptability 
of study participants for Ayurveda in mother and 
child health care.

No serious complication was reported during the 
study period. Only 3 participants had the complaint 
o f antepartum haemorrhage and 6 developed 
hypertension and all o f them were referred to 
referral units for treatment and dropped out from 
the study Further, no adverse drug reaction (ADR) 
or adverse event (AE) was reported during the 
study period. So, all the study interventions are safe 
for pregnant women. Though all the study drugs 
were effective for ante-natal care and safe and 
acceptable by the participants but there are some 
limitations in the study. All the study participants 
could not properly follow-up due to the constraint 
o f manpower.

CONCLUSION

The study could demonstrate the feasibility 
o f introducing Ayurveda in mainstream and 
effectiveness in the ante-natal and post natal 
care in primary health care setups. Significant 
improvement in various outcome indicators such 
as Hb%, minimal complications during pregnancy, 
achievement of full term pregnancy and nil still 
birth and neo-natal death were observed in the 
study. It is interesting to note that birth weight 
o f most of the baby was comparable to standard
i.e. > 2.5 kg , which indicated the effect of 
interventions on neo-natal health. The Institutional 
delivery has also improved considerably because 
of the community awareness about the project. 
The study could create awareness among the 
beneficiaries and service providers about Ayurveda 
for Reproductive and child health. Therefore, 
evidence based integrative approaches to fill the 
gap in existing healthcare are in the public interest. 
Randomized controlled studies are required to 
further validate the intervention by generating 
high level o f evidence.

ACKNOWLEDGEMENT

The authors of the study are thankful to the Ministry 
of AYUSH for providing financial support. Thanks 
are also due to Dr. S.K.Sharma, Ex, Advisor, 
State Health Authorities of Himachal Pradesh, 
former Director Generals, Officers, contractual and 
other staff of CCRAS for providing operational 
support during the study. Special thanks to ICMR, 
especially the Director General, Dr. R.N.Gupta, 
Dr. Indra Kambo and Dr. Nomita Chandhok for 
their technical support for the study. The eminent 
experts like Prof. P.V.Tewari and Dr. Prabha 
Sharma are gratefully acknowledged for their 
support in planning and executing the study. All 
the Investigators deserve mention for collection 
of data and successful completion of the project. 
Dr. Rakesh Rana, Statistical officer and Dr, Richa 
Singhal, Statistical Assistant are appreciated for 
the data analysis of the study. The authors are 
also thankful to Principals of RGGPG Ayurvedic



216 217

College, Paprola, and dedicated contractual project 
staff, students and other staff, Anganwadi workers, 
social workers , community leaders, and women 
for their support for successfully completing the 
study. All the authors are also highly thankful to 
all the study participants and their family members 
for sparing their valuable time.

REFERENCES

1. Centre for Health and Social Justice, New 
Delhi, One Year of NRHM - A Review Survey 
& Consultation Report, 2006.

2. UNICEF/UNU/WHO. Iron deficiency 
Anaemia: assessment, prevention, and control. 
Geneva, World Health Organization, 2001.

3. Sushruta Samhita, Sutra sthana, Chapter-1/5, 
Kaviraj Ambikadutta Shastri, 5th edition, 1982, 
Caukhamba Sanskrit Sansthan, Varanasi.

4. Maharshi Kashyapa, Kashyapa Samhita, 
Pt. Sharma Hemraja, Vidyotini Hindi 
commentary, Chaukhamba Sanskrit 
Sansthan,Varanasi, Khi. 23, Ka. Sa. Ka. Bhoj. 
/87; 2009.

5. Harita, Harita Samhita, eds Hariprasad Tripati, 
Chaukambha Krishnadas Academy, Varanasi 
Tritiya Sthana 49/1-6; 2005.

6. Charaka Samhita with Chakrapani Datta’s 
Ayurved Dipika by Dr. Sharma Ram

Karan and Vaidya Das Bhagvan. Publisher 
Chowkhambha Sanskrit Series Office, 
Varanasi -1. Reprint. Vol II Shareera Sthana 
2/6; 2003. p. 352.

7. Dhiman Kamini et al. Diet during pregnancy: 
an Ayurvedic perspective. Journal of 
Biological & Scientific Opinion .Volume 1(3). 
2013.

8. Goel S. from Bhore Committee to National 
Rural Health Mission: a critical review. The 
Internet Journal of Health 2008; 7(1).

9. Ministry of Health and Family Welfare,
Govt, of India, available on http://www. 
mohfw.nic.in/kk/95/ii/95ii0101 .htm. accessed 
on 12-10-2010.

10. Ministry of Health and Family Welfare,
Govt, of India, available on http://karhfw. 
gov.in/documents/PDF/POPULATION%2Q 
POLICY.odf. accessed on 12-10-2010.

11. Ministry of Health and Family Welfare,
Govt, of India, available on www.mohfw.nic. 
in/nrhm.htm. accessed on 12-10-2010.

12. Sanjeev Rastogi. Ideal healthcare system for 
India. Current Science. September 2OO8VOL. 
95; NO. 5; 10.

13. Patwardhan B. Ayurveda and integrative 
medicine: Riding a tiger. Journal o f Ayurveda 
and Integrative Medicine, 2010;1:13-5.

TJT2jfiR> TR ^TfV fr A 3-TRJ f̂ Ri cfc ^

—  frrf^K ^fh l

^ d l^ R T  ^prf, «i«fldi art^RTuf sfl<t>i-d, arrest ^pflcn
JJIKqi afl^T, tpr.tTTT. 4ltfl, EfhTH

zn? ar^rerR  mR ^ ,  ^  Recil ^  irrcr w cfh r
mR^K ^  cfr eft R̂Tf̂ fcT Rjlcfl el'S'H'Slel



218 219

?ri i ms#rq> wt-szt q ^  w  q* T̂f5to?r qR^ql 3 strt 3 efpn
1 1  M R'M'l vr| H | Tt ^pfcR ft q f te f fS f f  f e r f ^ T  W T feT  ^  ^R  W T S R  ̂

W M  q R T q R  yilf^cH f^ T T  W  SfT I f ^ H q q  f^-HiJ<Hlf^-T 7 TTT. : ^  q ^  9TT, q ) P l Jld ^xTrgTcT, ^PfqTcT

f e w ,  ̂  q ^  5RTq, ■gmj'dci cTSTT 3T^T ^ T R e n f ^  RcbN 'l ^  q ^ d - q jz q  ^  3TEW T

3  ^TM cTcT ^  f^ T T  ^FTT I u R i i l u H l  ^  *J?sq *TTW f%  ^  ^  y ^ ,  3fm ?T ^  cfvrpf

q j^ f  e ^ q f  q ? ,  T̂cT ^R fq , Hclvrlld y ^ fR  cRTT 3 f tq % q t cf5T W c T  ^ q T  a q  | viM^xb

M R ^ u H I  ^  3 T # r m  q '^ q c f t  H%c[T3Tt q^f q.^fT. ^ T c f e ,  ^fr.^ff. t q ^ t e  cT̂ TT ^T. vft. £ q e t e  ^  500  ftTTT. 

qrqT if qR  f^TT W  W q q. ^t. q ^ t  ift 3M^fxt)T ^  3T^TR ^  fcqT TOT I ^fT 3THRH ^  q^T

24 6 5  q ^ q c f f  TT%efT3Tt q^T fcfnir W  ^  3 T lW f  ^  f ^ T ? F T  ^  WRTcT q^qcT 1746 H ^ d l ^  #

t  | ^  w  |T3TT %  3TT?TT^ 3 l W  ^ e f r f s R  yRmd (q^R %RTf ĉb) 9.78+0.79 3?R
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Approaches for integrating Ayurveda with Conventional 
System in a Multispeciality Hospital for Management of 
Osteoarthritis (Knee)
1Sulochana Bhat, 2Vikas Gupta, 3N Srikanth, 4Madan M Padhi, 5Rakesh Rana, 6Richa Singhal, 7Kartar Singh Dhiman

ABSTRACT
Introduction: Udupa Committee Report 1958, Indian Health 
Policy 1983, National Population Policy 2000, ISM and H Policy 
2002, and the National Rural Health Mission are some of the 
policy recommendations for mainstreaming of Ayurveda, Yoga 
and Naturopathy, Unani, Siddha, and Homoeopathy. Based 
on these recommendations, the physical mainstreaming for 
patient care and research is established but is not popular-
ized in some hospitals and among health care providers due 
to various reasons.

Aim: To study the feasibility of integrating Ayurveda with allo-
pathic system in the management of Osteoarthritis (OA) (knee).

Materials and methods: This operational study was conducted 
at Safdarjung Hospital, New Delhi, India, in collaboration with 
the World Health Organization, India office. The study covered 
252 patients of OA knee, out of which 201 completed the study. 
For the management of OA, standardized Yogaraja Guggulu, 
Ashwagandha, and Narayan taila were used along with lifestyle 
and dietary recommendations.

Results: Among 201 patients who completed the study period 
of 8 weeks, there was statistically significant improvement in 
signs and symptoms, King George’s Medical College (KGMC)
and Visual Analog Scale (VAS) scores (p-value < 0.05). There 
was statistically significant reduction in the intake of rescue 
medicines and side effects of oral nonsteroidal anti-inflamma-
tory drug. The study could develop referrals from orthopedics 
department to Ayurvedic unit for management of OA knee.

Conclusion: It was evident from the study that the Ayurvedic 
treatment is effective in the management of OA. It also con-
cluded that continued communication and scientific approaches 
will ascertain actual integration and there is good scope for 
developing integration model in the management of OA. The 
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INTRODUCTION

The role of traditional, alternative, and complemen-
tary systems of medicines is becoming important 
after it was addressed by the World Health Organi-
zation (WHO) at Alma Ata in 1978.1 Many allopathic 
doctors are also accepting the merit of the traditional 
systems, both in India and in other countries. They 
also acknowledge the importance of diet, lifestyle, 
social, and psychological factors. The trend is leading 
to integrated medicine harnessing the best from all 
systems and prescribing the therapy with available 
options to serve the patient best.

Medical pluralism, the use of multiple forms of health 
care is widespread. Consumers practice integrated health 
care irrespective of whether integration is officially present 
or not. Almost 20 years ago the WHO estimated that in 
many countries, 80% or more of the population living in 
rural areas are cared for by traditional practitioners and 
birth attendants.2 But the challenge of integrated health 
care is to generate evidence on which illnesses are best 
treated through which approach. Ayurveda, Yoga and 
Naturopathy, Unani, Siddha, and Homoeopathy (AYUSH) 
are officially recognized, widely accepted and practiced 
parallel to allopathic system of medicine in India. In view 
of their potentials, the impetus is given to the mainstream-
ing and integration of these traditional systems.

Due to policy initiatives, India has achieved physical 
integration in terms of collocation of AYUSH units in 
different levels of health care delivery setup. However, 
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for successful mainstreaming the operational integration 
in terms of communication, information sharing, cross 
referrals between conventional and AYUSH systems are 
very important. There is an urgent need to harmonize 
the approaches to successfully achieve functional integra-
tion. National Rural Health Mission interim analysis has 
also stated that mainstreaming should not only be seen 
as a process of appointing an AYUSH practitioner and 
providing AYUSH medicines through the dispensary.3

This study was conducted in an Ayurvedic unit of 
Safdarjung Hospital, New Delhi, which is a multispecialty 
conventional medical hospital under central government 
in Delhi. Osteoarthritis (OA) is a condition for which 
maximum number of patients come for Ayurvedic man-
agement after trying conventional medicine. Ayurveda 
has much strength in the management of this problem 
through use of traditional medicines, lifestyle modifi-
cations, and dietary recommendations. By considering 
limitations of allopathy in the treatment of OA mainly due 
to side effects of long-term medication4-10 and description 
in Ayurveda,11-17 this condition was chosen as a model to 
study the feasibility of integration of both the systems. In 
this project, to maintain uniformity, the medicines that 
are recommended in Ayurvedic texts18,19 which have long 
history of clinical use for OA by Ayurvedic practitioners 
were selected. These medicines also had preliminary 
evidence of their safety and effectiveness.20-37

AIMS AND OBJECTIVES

The aim of the project was to study the feasibility of 
integration of Ayurveda with allopathic system in the 
management of OA (knee).

Specific Objectives

•	 To	orient	the	practitioners	of	allopathic	system	about	
the needs of integration and the role they have for the 
benefit of the patients.

•	 To	develop	a	cross-referral	system	between	Ayurveda	
and the Dept. of Orthopedics for suitable patients with 
OA knee.

•	 Facilitating	 the	 utilization	 of	 Ayurvedic	 system	 by	
suitable patients of OA knee showing willingness  
for it.

MATERIALS AND METHODS

During the first phase, the pretesting of information gen-
eration tools, sensitization of practitioners, information 
education and communication for patients were done and 
standardized medicines were procured. The intervention 
phase included registration, treatment, and follow-up of 
the patients.

Selection of Sample Size for the Study

A sample size of 200 patients was required to determine 
the success rate of about 70% with 95% confidence level. 
Expecting a dropout of about 15%, 230 patients were 
considered to be sufficient for the study. The patients 
who were willing and referred by the Department of 
Orthopedics of Safdarjung Hospital were enrolled in the 
study after screening and obtaining informed consent. 
The detailed history and findings of the examination 
including radiological findings of affected knee joint was 
entered in the case report form. The selection was made 
according to predefined inclusion criteria.

Study Intervention

The following are the management approaches used in 
the study:
•	 Tablet	Yogaraj	Guggulu,	1	to	2	tablets	of	125	mg	twice	

or thrice daily to be taken after food.
•	 Ashwagandha	Churna	3	gm	twice	daily	to	be	taken	

after food preferably with milk.
•	 Narayan	taila	for	local	massage	and	hot	water	fomen-

tation.
•	 Diet and lifestyle:	General	Ayurvedic	diet	and	lifestyle	

recommendations were advised to the patients.
•	 Rescue	medicine	–	Patients	were	allowed	to	take	oral	

nonsteroidal antiinflammatory drug (NSAID) (diclof-
enac sodium 50 mg) as per the advice by allopathic 
doctor whenever necessary, which was recorded by 
the patients in the card provided to him/her. At each 
follow-up it was entered in the case record form to 
know whether there is any change in the dosage of 
NSAID.
Duration	of	the	treatment	–	8	weeks	for	each	case.
Follow-up	–	Fortnightly	follow-up	was	done	to	ensure	

the proper compliance of the medicine and lifestyle and 
also to monitor the status of health.

Study Indicators

•	 Proportion	of	the	patients	who	opted	for	the	enroll-
ment for Ayurvedic treatment.

•	 Proportion	of	patients	who	benefited	[assessment	of	
modified	 King	 George’s	 Medical	 College	 (KGMC)	
score38,39 (revised Western Ontario and McMaster 
Universities Osteoarthritis Index), Visual Analog 
Scale (VAS),40 reduction in the intake of rescue medi-
cine, side effects of pain killers].

Process Indicators

•	 Proportion	of	doctors	with	positive	attitude	toward	
the integration

•	 Overall	satisfaction	of	the	patients
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Statistical Analysis

The data were reported as n (%) for the descriptive 
parameters	and	as	mean	(standard	deviation	[SD])	 for	
KGMC	and	VAS	scores.	The	KGMC	and	VAS	scores	were	
compared by using paired t-test before and after the 
treatment. All the descriptive parameters were compared 
using	two-sample	proportion	test.	Statistical	Package	for	
the Social Sciences was used for all the data analysis. A 
p-value of <0.05 was considered as significant.

Study Participants

Out of 264 referred cases from Department of Orthope-
dics, 252 patients were registered as per selection criteria 
designed in the study. Twelve patients who did not meet 
the selection criteria were excluded from the study. Out 
of 252 enrollments, 201 patients completed the treatment 
period of 8 weeks and 51 patients had dropped out from 
the study. The contacts of all the patients including their 
telephone numbers were maintained and they were regu-
larly reminded about the follow-up. If the patient is unable 
to come for follow-up even after 1 week of schedule, and 
misses the medication for more than 1 week, they were 
considered as dropouts. In addition to this, if the patient 
wished to withdraw from the study for any reason they 
were	allowed	to	do	so.	Flow	Chart	1	shows	the	outflow	of	
the patients in the study and reason for dropouts.

RESULTS

It was observed from the data that the females outnum-
bered males in seeking the treatment for OA knee. The 
mean age of the sample in the project was 53 with SD of 
12.77. Mean body mass index (BMI) was found to be 26.14. 
The mean duration of illness among enrolled patients was 
3 years and the patients were taking allopathic treatment 

for it since an average duration of 1.4 years. The severity 
grading	was	done	as	per	 the	Kellgren–Lawrence	scale	
for OA knee. The maximum number of patients, i.e., 
48.6%, had moderate grade of OA in the joints; 42.9% of 
the patients were in mild category and 8.5% belonged to 
severe grade. Ayurveda has a unique procedure of identi-
fying each person based on psychosomatic composition. 
In this project, the Prakriti of the patients was assessed 
by using a questionnaire and software developed by 
the Central Council for Research in Ayurvedic Sciences 
(CCRAS). Maximum population who were suffering 
from OA knee belonged to Pitta kaphaja Prakriti followed 
by Vata pittaja. Table 1 shows the general profile of the 
patients suffering from OA knee.

The	severity	of	the	disease	was	assessed	by	KGMC	
and	 VAS	 scores.	 To	 assess	 the	 modified	 KGMC	 score,	
the patients were asked to describe the difficulty in 
performing	13	common	physical	activities	as	0	–	Absent,	
1	–	Mild,	2	–	Moderate,	3	–	Severe,	and	4	–	Prohibitive.	
To make the presentation more understandable, mild 
and moderate, severe and prohibitive were combined. 
The grading was noted at baseline and three consecutive 
fortnightly follow-ups. A common trend of improvement 
was observed in performing all 13 functions selected for 
the assessment of results. Results of all the functional 
criteria were statistically significant (p-value < 0.001). The 
baseline	mean	score	of	modified	KGMC	in	the	patients	
was 35.17 and at each visit it gradually declined to reach 
21.97	at	the	end	of	4	weeks	(Graph	1).

Another parameter used for the assessment of effect 
of Ayurvedic management was VAS score. The patient 
was asked to place a mark on the VAS that consisted of 
11 markings ranging from 0 (no pain) to 10 (maximum 
pain) on a linear line. The point marked by the patient 

Flow Chart 1: Outflow of the patients in the study
Table 1: General profile of the patients (n = 252)

Variables n (%) Mean (SD)
Sex
Male 90 (35.8)
Female 162 (64.2)
BMI 53 (12.77)
Age (years) 26.14
Kaphaja 4 (1.5)
Vata–Kaphaja 34 (13.4)
Vata–Pittaja 94 (37.3)
Pitta–Kaphaja 119 (47.3)
Sannipataja 1 (0.5)
Duration of OA knee (years) 3
Taking allopathic treatment (duration in years) 1.4
Grading of osteoarthritis – Kellgren–Lawrence Radiological 
Scale
Mild 108 (42.9)
Moderate 122 (48.6)
Severe 21 (8.5)
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was noted and at baseline the mean scale was 7.32 and 
at	the	end	of	the	treatment	it	reduced	to	4.99	(Graph	2).	 
The improvement was statistically significant with 
p-value <0.001.

It was further noticed that at the initiation of 
Ayurvedic treatment, all the patients who were enrolled 
used to take oral NSAID (Diclofenac sodium 50 mg) with 
the dose ranging from thrice a day to once in a week. 
There was considerable reduction in the intake of pain-
killers after starting Ayurvedic treatment. At the end of 
the study, 73% of the patients stopped taking NSAID. 
Owing to the reduction of intake of NSAID, there was 
significant reduction in the side effect caused by NSAID. 
The frequency of flaring up of symptoms of OA also 
decreased after the use of Ayurvedic medicines (Table 2).

Moreover, the information on the outlook of the 
doctors about integration and the particular study at 
department of orthopedics was obtained by using a 
questionnaire. Before initiation of the project, none of 
the doctors were referring any patient to Ayurvedic 
unit,	which	was	the	reason	for	initiating	the	study.	Later	

a sensitization workshop was held at the beginning of 
the project, at the outcome of which the Ayurvedic unit 
started getting referrals from the allopathic doctors, 
which rose to 50% out of total attendance at the middle of 
the	study	from	0%	at	the	beginning.	Further,	toward	the	
end of the enrollment, the Ayurvedic unit started getting 
nearly 70% referral cases of OA from allopathic doctors. 
Out of 30 orthopedicians, all of them have attended at 
least one of the sensitization, midterm, and dissemination 
meetings; 70% of them felt that the project was useful at 
the end of the project against none at the baseline. There 
was considerable shift in their attitude toward the project 
(Table 3).

The posttreatment perception of the patients was 
recorded by using a questionnaire; 63% of 201 patients 
had significant benefit, 34.2% expressed little benefit, 
and 2% of the patients did not report any benefit from 
Ayurvedic treatment for OA knee (Table 3). When they 
followed Ayurvedic diet restrictions, 57.1% of the patients 
experienced benefit and 71.1% felt relief with the quad-
riceps strengthening exercises advised by the doctors.

Graph 1: Effect of treatment on KGMC score at the end of 4 weeks Graph 2: Effect on KGMC score at the end of treatment

Table 2: Percentage of the patients showing reduction in the intake of rescue medicine (NSAID), suffering from side effects and 
exacerbations of symptoms (n = 201)

Parameters Baseline (%) 15 days (%) 30 days (%) 45 days (%) 60 days (%)
Use of rescue medicines
Continues to take as before – 17.3 7.0 3.5 1.0
Reduced the dose – 41.1 36.7 27.8 24.6
Did not take any painkiller – 40.6 53.3 68.2 73.9
Increased the dose – 1.0 3.0 0.5 0.5
Percentage of patients with side effects like hyperacidity, 
flatulence, heat, stomatitis, loss of appetite

79.6 66.6 56.2 43.2 28.8

Exacerbations of symptoms
Never 0.5 – – – 34.0
Once 4.0 – – – 26.0
Twice 14.0 – – – 30.5
3–5 times 29.0 – – – 9.0
6 or more times 52.5 – – – 0.5
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DISCUSSION

Self-referrals

The project could make aware of the patients attending 
hospital about the availability of Ayurvedic treatment 
for OA. This was evident in 180 patients who turned up 
for Ayurvedic treatment on their own volition without 
referral from the orthopedics department.

PROCESS INDICATORS

Perception of Doctors toward the Integration

Overall perception of the doctors of both Ayurveda and 
allopathy was found to be very good. The perception of 
the doctors of the hospital gauged with the help of a self-
administered questionnaire and based on the referrals 
made and their attendance in the meetings. A consider-
able shift in their attitude toward the project was seen. 
In the case of allopathic doctors, this could be attributed 
to the sensitization workshops and repeated dialogues.

Overall Satisfaction of the Patients

The pre- and postassessment of feeling of general well-
being of the patients was also recorded. The results show 
88% of the patients who were never aware of availability 
of Ayurvedic services at the hospital became aware and 
70% of the enrolled patients recommended Ayurvedic 
treatment to other patients.

Tolerability and Safety

It was well tolerated by the majority of the patients. 
Only four (1.9%) female patients had skin irritation like 
itching and mild redness with use of oil, because of which  
3 patients dropped out and the other patient continued 

to	use	oil	because	the	problem	settled	down	later.	Four	
(1.9%) patients had nauseating feeling with the taste of 
Ashwagandha powder, who were also withdrawn from the 
study.	Five	(2%)	patients	felt	slight	uneasiness.	No	other	
side effect was reported by any patient.

CONCLUSION

To conclude, the study could initiate functional linkages 
between Ayurvedic and Orthopedics Departments in 
terms of continued communication and referrals of the 
suitable	patients.	Frequent	meetings	developed	a	healthy	
collaborative working atmosphere between both the units 
at the hospital. The study created awareness among prac-
titioners of Department of Orthopedics about the benefits 
of Ayurvedic treatment for OA. Ayurvedic treatment 
was proved to be effective in the management of OA 
knee with respect to reducing the symptoms, improv-
ing the quality of daily activities, and reducing the use 
of NSAID as rescue medication. The study could create 
awareness among the patients visiting the hospital about 
the availability of Ayurvedic services in the premises. 
It is apparent from the experience with the study that 
the continued communication and scientific approaches 
will usher actual integration and a rational cross-referral 
system is the practical effective way to integrate Ayurveda 
with allopathy. In a nutshell, the study improved commu-
nication among Ayurveda and allopathic system health 
care providers. It was successful in creating awareness 
on the potential strength of Ayurvedic system among 
allopathic doctors. The study established functional 
integration and Ayurvedic unit was able to get referral 
patients from allopathic doctors during the study. The 
study further improved the quality of life of the patients 
suffering	from	OA	knee.	Large-scale	multicenter	studies	

Table 3: Percentage of patients referred by allopathic doctors, shift in doctor’s perception about the treatment, and opinion of the 
patients about the role of exercise and diet

Before the initiation  
of project (%)

At the end of 
the project (%)

Referrals made (n = 30) 0 70
Perception of allopathic doctors about the usefulness of the project (n = 30)
  Project is useful 0 70
  May be useful 80 20
  May not be useful 0 0
  Don’t know 20 10
Perception of the patients about Ayurvedic treatment (n = 201)
  Significant benefit – 63.3
  Little benefit – 34.2
  No benefit – 2.0
Opinion of the patients about the role of diet and exercise in the management of osteoarthritis knee (n = 201)
  Diet restriction helped in knee problem – 57.1
  Exercise helped in knee problem – 71.7
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will further validate this approach and also Ayurvedic 
treatment in the management of OA knee.
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Lkkjka”k

laf/kokr ¼tkuq½ ds izca/ku ds fy, ,d eYVhLis'ky vLirky esa vk/kqfud 
fpfdRlk iz.kkyh ds lkFk vk;qosZn ds ,dhdj.k dk mikxe

1lqykspuk Hkê] 2fodkl xqIrk] 3,u Jhdkar] 4,e ,e ik<h] 5jkds'k jk.kk] 
6jsuw flag] 6_pk fla?ky] 7djrkj flag /kheku

Ik̀’BHkwfe% mMqIik desVh fjiksVZ 1958] Hkkjrh; LokLFk; ;kstuk 1983] jk’Vªh; tula[;k ;kstuk 2000] Hkkjrh; fpfdRlk i)fr  

,ao gksE;ksiSFkh ;kstuk 2000 vkSj jk’Vªh; xzkeh.k LokLF; fe”ku vkfn dqN ,slh ;kstuk, gS ftUgksus vk;q’k ¼vk;qosZn] ;ksx o 

izkÑfrd fpfdRlk] ;wukuh] fl) ,ao gksE;ksiSFkh½ dks eq[;/kkjk es ykus dh flQkfj”k dh gSA bu flQkfj”kks ds vk/kkj ij dqN 

vLirkyksa esa HkkSfrd rkSj ij vk;q’k fpfdRlk i)fr dks ejht+ksa ds mipkj ,ao vuqla/kku ds fy, eq[;/kkjk es yk;k tk pqdk 

gS] ijUrq dqN dkj.kksa dh otg ls ;g i)fr vU; vLirkykas esa ,ao vU; LokLF; lsok iznk;dkas ds chp vf/kd yksdfiz; 

ugh gks ikbZ gSA

mn~ns”;% ;g v/;;u tkuq laf/kokr ds izca/ku ds fy, vk;qosZn ,ao vk/kqfud fpfdRlk i)fr ds ,dhdj.k dh laHkkouk dk 

v/;;u djus ds fy, fd;k x;k FkkA

lk/ku ,ao fof/k% ;g v/;;u lQnjtax vLirky esa fo'o LokLF; laxBu ds lg;ksx ls fd;k x;kA bl v/;;u es  

laf/kokr ds 252 ejht iathd`r fd, x,s ftues ls 201 us v/;;u iw.kZ fd;kA bl jksx ds izca/ku gsrq ;ksxjkt xqXxyq] 

v”oxa/kk pw.kZ vkSj ukjk;.k rsy ds lkFk&lkFk thou “kSyh es cnyko gsrq lq>ko Hkh fn, x,A

ifj.kke% 201 jksfx;ksa us 8 lIrkg dk v/;;u dky iw.kZ fd;k ftlds nkSjku dsth,elh RkFkk oh,,l Ldksj vkSj y{k.kkas 

esa lkaf[;dh; rkSj ij lq/kkj ik;k x;kA nnZ fuokjd vkS’kf/k dh de vko”;drk izrhr gqbZA bl v/;;u es lQnjtax 

vLirky ds gMM~h jksx foHkkx ls laf/kokr jksfx;kas dks vk;qosZfnd mipkj gsrq Hkstk x;kA

fu’d’kZ% bl v/;;u ls ;g Kkr gksrk gS fd vk;qossZfnd mipkj lfU/kokr ds jksfx;ks es izHkkoh gSSA yxkrkj laokn ,ao 

oSKkfud igqp ds }kjk gh vk;qosZn ,ao vk/kqfud fpfdRlk i)fr dk ,dhdj.k fd;k tk ldrk gSA laf/kokr ds {ks= esa Hkh 

buds ,dhdj.k dh mfpr laHkkouk gSA
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A Cross-sectional Community-based Study on  
Healthcare seeking Behavior of Elderly Women  
for Urogenital Symptoms
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ABSTRACT

Introduction: Sociological literature indicates gender differen-
tiation in both health status and use of health services. It has 
been observed that women did not complain of any medical 
problem until it started interfering with their daily activities. 
Therefore, a cross-sectional community-based survey was 
conducted in lower socioeconomic group areas of Delhi to 
document the health care-seeking behavior of elderly women 
for urogenital symptoms and also to explore the reasons that 
influence them.

Aim and objective: The study aimed at documenting the 
health care-seeking behavior of elderly women belonging to 
lower socioeconomic group for urogenital symptoms and also 
to improve their health care-seeking behavior by using informa-
tion education and communication (IEC) and behavior change 
communication (BCC) strategy.

Materials and methods: Stratified random sampling technique 
was applied for selection of 5 zones out of the 12 Municipal 
Corporation of Delhi (MCD) zones. The zones were selected 
according to their size by using probability proportional to size 
sampling. The list of colonies was taken from the website of 
MCD. Then an equal number of 20 colonies from this list was 
selected by simple random sampling from each of the five 
zones. From these 100 colonies, a total of 824 women aged  
50 years and above were identified through snowball sampling 
and were interviewed with the help of an interviewer adminis-
tered questionnaire.

Results: Analysis of responses of representative sample of 
824 women aged 50 and above in statistically selected low 
socioeconomic areas of National Capital Territory of Delhi 
revealed that 479 (58.1%) of the women were found to be suf-
fering from urogenital problems. From these 479 women who 
suffered from urogenital problems, nearly 271 (56.6%) did not 
report the problem to their family members and 262 (54.8%) 
did not report it to doctors.
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Conclusion: Based on the results of this survey, it was con-
cluded that many elderly women do not report about their 
urogenital symptoms neither to their family members nor to 
doctors for various reasons. Therefore, the women should be 
made aware about the existence of effective screening and 
health care facilities for their problems. They should be edu-
cated about the ways to prevent these problems. The IEC and 
BCC strategies should be used in the lower socioeconomic 
group areas to improve the health care-seeking behavior of 
elderly women for urogenital symptoms. Steps should be taken 
to improve the accessibility and affordability of the services.

Keywords: Community, Demographic survey, Health care 
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INTRODUCTION

With prolonged human life, reduced mortality and fer-
tility rates, ageing has become a global phenomenon in 
the 21st century.1 In India, the government concern for 
the elderly began with India’s participation in the World 
Assembly Conference in Vienna in 1982, where India 
adopted the United Nations International Plan of Action 
on Ageing. This plan focused on the government’s role 
in adopting programs for the care and protection of the 
elderly, synchronizing these with the changing socioeco-
nomic conditions of the society. Then the government 
began to recognize the aged as a social category in need 
of specialized attention.2,3 As of 2011 census, the popula-
tion of elderly people above age 60 is 103.8 million, which 
was 77 million in 2001. The population aged 60 plus in 
India as per the 1991 census was 56.7 million, and was 
26 million in 1961. The proportion of the elderly has been 
going up steadily in each census, though at varying rates. 
Changing scenario and value system in a country famous 
for taking care of its old have made the elderly popula-
tion more vulnerable.4,5 The World Health Organization 
Country Report by Help Age, 2002 gives alarming facts 
and figures about elder abuse in India.6
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The proportion of elderly women is growing in our 
country, causing more burdens on health care delivery. 
According to Census 2011, total number of women aged 
50 years and above in India is 95,693,199. Sociological 
literature search indicates that the elderly males have 
better health than the elderly females.7 There is a strong 
evidence of gender differentiation in both health status 
and use of health services (World Bank Report 1994). 
A qualitative data highlighted that a majority of the 
elderly females suffer from urogenital complaints, such 
as urinary incontinence, dysuria, recurrent urinary tract 
infection, incontinence of urine, prolapse, vaginal dis-
comfort, and dyspareunia, which is common in premeno-
pausal women. These are usually treatable conditions that 
warrant medical evaluation. It has been observed that 
women did not complain of any medical problem until 
it starts interfering with their activities of daily living. 
Their conditions are mainly influenced by various factors 
like marital status, financial wellbeing, health status, and 
family size and structure as well as the cultural traditions. 
The reason for poor reporting of these problems needed 
to be explored, documented, and addressed.

OBJECTIVES

The survey aimed at documenting the health care-
seeking behavior of elderly women for urogenital 
symptoms through community survey, to identify the 
elderly women with urogenital symptoms and improve 
their health care-seeking behavior by using informa-
tion education and communication (IEC) and behavior 
change communication (BCC) strategy. It further aimed 
at documenting the preference of health care systems like 
Ayurveda, Unani, Allopathy, or local health traditions 
among elderly women for urogenital symptoms.

MATERIALS AND METHODS

Study Population

The women interviewed for the present survey were 
selected from statistically selected representative sample 
colonies of Delhi. As the present study aimed at the female 
population of middle and lower middle income group, 
the list of the colonies of this group was taken from the 
Website of Municipal Corporation of Delhi (MCD). As per 
this list of MCD, the colonies were categorized from “A” 
to “H” based on the property taxation law. According to 
this, the colonies categorized as E, F, G, and H in the list 
having the middle and lower middle income group were 
taken for sampling.

Sampling Method

Stratified random sampling technique was applied for 
selection of 5 out of the 12 MCD zones of Delhi. The zones 

were selected according to their size by using probability 
proportional to size sampling. These selected five zones 
formed the strata. As the present study aimed at the female 
population of middle and lower middle income group, the 
colonies categorized as E, F, G, and H in the MCD list were 
segregated. Then an equal number of 20 colonies from this 
list were selected by simple random sampling from each 
of the five zones. From these 100 colonies, a total of 800 
women aged 50 years and above were identified through 
snowball sampling technique as there was lack of a struc-
tured sampling frame of household within these colonies.

Sample Size

The total female population aged 50 years or above 
in Delhi was approximately 680,000 (Census of 2001 – 
Delhi Statistical Handbook), at the time of submission 
of application for grant. Since we had covered only the 
middle and lower middle income group (4 out of 8 resi-
dential categories of MCD), we assumed that this group 
constituted 50% of the total population. Therefore, 
covering the total female population of approximately 
340,000 aged 50 years or above with a 95% confidence 
level and 5% margin of error, the total of approximately 
400 females were required but a total of 800 women 
were surveyed.

Study Procedure

Door-to-door survey through interviewer administered 
questionnaire of eligible women was conducted in the 
selected study areas after obtaining informed consent of 
the respondent. The field survey was carried out by the 
field investigators trained for this project and the entire 
activity was monitored by the investigators regularly. 
Efforts were made to improve the health care-seeking 
behavior of the elderly women identified with urogeni-
tal symptoms by using IEC and BCC strategy. The IEC 
handouts containing brief information and dos and 
don’ts of urogenital problems and list of hospitals was 
provided. Help of local and state government was taken 
for identification of households and conduct of survey.

Statistical Tools and Analysis

Electronic format in MS-Excel was developed to record 
the data from hard copy of the questionnaire. The format 
was designed by using data validation checks for precise 
entry. The data were being entered simultaneously in the 
e-format from the questionnaire and were cross-checked 
by the investigators on daily basis. The data generated 
through the survey were quantified and analyzed by 
using Statistical Package for the Social Sciences. The data 
for all the quantifiable variables of the questionnaire have 
been reported as n (%).
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RESULTS

Door-to-door survey of the respondents under this study 
revealed that out of 824 women interviewed, 533 (64.7%) 
were between 50 and 60 years of age. Maximum numbers 
of respondents were Hindus (83%). A noteworthy point in 
Table 1 is that a huge number of respondents, 590 (71.6%) 
out of 824 interviewed, were not able to read and write.

Majority of the respondents, 692 (84.0%) women, were 
housewives and therefore, most of them (82.8%) were 
fully dependent on others for their financial needs. Out 
of 824 women, 813 (99.8%) were married but it has also 
been noticed that 40.9% were widows (Table 2).

Only 38 (4.6%) of the respondents belonged to urban 
area as compared with 785 (95.4%) belonging to semiur-
ban and rural areas (Table 3).

The results of the survey revealed that 479 (58.1%) 
women out of 824 interviewed were suffering from uro-
genital problems (Graph 1).

Women were interviewed regarding the presence 
of some common urogenital symptoms (Graph 2). The 
results of the interview indicated that out of 479 women 
suffering from urogenital problems, majority of them 
were suffering from incontinence of urine [211 (44.1%)], 
followed by frequent urination [205 (42.8%)], which 
was further followed by burning during urination [174 
(36.35)].

It was observed that out of 479 women suffering 
from urogenital problems, 271 (56.6%) did not report it to 
family members. Moreover, 262 (54.8%) women even did 
not seek any medical care for them (Graph 3).

The main reason for not even discussing about uro-
genital problem with the family members was again  
due to inhibition (62.9%), which was also the main 
reason for not reporting to doctor (49.8%). This observa-
tion ascertains the fact that low literacy rate, joint family, 

Table 1: Demographic profile of the respondents
Variables n (%)
Age group (in years)
50–60 533 (64.7)
61–70 223 (27.1)
71–80 56 (6.8)
81–90 11 (1.3)
91–98 1 (0.1)
Religion
Hindu 685 (83.1)
Muslim 121 (14.7)
Sikh 17 (2.1)
Christian 1 (0.1)
Education
Not able to read and write 590 (71.6)
Only able to read and write 67 (8.1)
Up to class 5th 89 (10.8)
Up to class 10th 62 (7.5)
Up to class 12th 8 (1.0)
College and above 8 (1.0)

Table 2: Marital and financial status of the respondents

Variables (n = 824) n (%)
Working status
Housewife 692 (84.0)
Unskilled worker 116 (14.1)
Skilled worker 5 (0.6)
Business 4 (0.5)
Professional 1 (0.1)
Labor 6 (0.7)
Financial dependency
Fully dependent 682 (82.8)
Partially dependent 40 (4.9)
Not dependent 48 (5.8)
Sole earner for the family 27 (3.3)
Partial contributor for the family 27 (3.3)
Marital status
Never married 2 (0.2)
Married and living with spouse 476 (57.8)
Married but living separately 7 (0.8)
Widow(er) 337 (40.9)
Divorced 2 (0.2)

Table 3: Socioeconomic status of the respondents

Variables n (%)
Living arrangement (n = 823)
Living alone 38 (4.6)
Living with husband and child 360 (43.7)
Joint family 63 (7.7)
Living with husband only 46 (5.6)
Living with children only 316 (38.4)
Living condition (n = 823)
Rural 170 (20.7)
Urban 38 (4.6)
Semiurban 615 (74.7)
Accommodation status (n = 822)
Rented house 100 (12.2)
Own house 711 (86.5)
Living with some relative 11 (1.3) Graph 1: Prevalence of urogenital problems among respondents
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socioeconomic background are the main reasons that 
women are conservative in discussing about urogenital 
problems with doctors as well as with family members 
(Graph 4).

DISCUSSION

It is evident from the survey that nearly 50% of elderly 
women belonging to middle and lower socioeconomic 
group suffered from urogenital problems. More than 
50% of the sufferers did not share their health problems 
even with their close family members. They also did not 
seek treatment from the doctors for urogenital problems. 
Survey had explored the need for intervention in terms 
of awareness program, screening, and treatment facili-
ties in such colonies. It was found that around 70% of 

Graph 2: Common urogenital problems faced by respondents (multiple options)

Graph 3: Health care-seeking behavior of respondents 
suffering from urogenital problems

Graph 4: Major reasons for not reporting about urogenital problems to family members and to doctor
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the respondents in the age group of 50 years and above 
were illiterate. Therefore, awareness generation plays an 
important role in utilization of the available services by 
elderly women. Timely screening and treatment not only 
will give relief but also prevent consequences.

CONCLUSION

There should be component of premenopausal women 
in the government program, such as Reproductive and 
Child Health Program, Geriatric health Program, and 
AYUSH mission. The programs should focus on improv-
ing health care-seeking behavior of elderly woman for 
urogenital problems; screening and treatment facility 
should also be made available, affordable, and reach-
able. The IEC and BCC strategies should be planned in 
the lower socioeconomic group areas so that women 
can overcome their inhibitions and seek treatment for 
urogenital problems.
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lkjka'k

ò) efgykvksa es ew=tuukax lac/kh y{k.kksa gsrq LokLF; lsok lac/kh O;ogkj 
ij ,d ØkWl lsD'kuy leqnk; vk/kkfjr v/;;u

1lqykspuk Hkê] 2cchrk ;kno] 3_pk fla?ky] 4,u Jhdkar] 5,e ,e ik<h  
6jsuw flag] 7djrkj flag /kheku

i`’BHkwfe% Hkkjr dk lkekftd lkfgR; LokLF; fLFkfr ds lkFk gh LokLF; lsokvksa ds mi;ksx esa fyax HksnHkko dks bafxr djrk 

gSA ;g ns[kk x;k gS fd efgyk,a fdlh Hkh fpfdRlh; leL;k dh f”kdk;r rc rd ugha djrh gS] tc rd fd leL;k 

muds nSfud thou dh xfrfof/k;ksa esa gLr{ksi u djsaA ;g losZ{k.k cqtqxZ efgykvksa ds }kjk ew=tuukax laca/kh y{k.kksa ds 

fy, mipkj u ysus vFkok vius ifjokj dks Hkh u crkus ds dkj.kksa dk irk yxkus ds fy, fd;k x;k FkkA ;g losZ{k.k 

fnYyh ds fuEu lkekftd ,ao vkfFkZd lewg ds {ks=ksa esa fd;k x;k Fkk^A

mís';% v/;;u dk mís”; cqtqxZ efgykvksa esa ew=tuukax laca/kh y{k.kksa ds fy, LokLF; lsokvksa ds mi;ksx dh tkudkjh 

ysus ds fy, vFkok lwpuk] f”k{kk vkSj lapkj ¼vkbZbZlh½ rFkk O;ogkj ifjorZu lapkj dh ¼chlhlh½ uhfr;ksa dk mi;ksx djds 

vius LokLF; dh ns[kHkky ds O;ogkj esa lq/kkj djuk gSA

lk/ku ,ao fof/k% bl losZ{k.k ds fy, LVªSVhQkbM jS.Me lSEifyax fof/k ds }kjk fnYyh ds 12 uxj fuxe {ks=ksa es ls 5 {ks=ksa dks 

pquk x;kA {ks=ksa dk p;u muds vkdkj ds vk/kkj ij ih-ih-,l lSEifyax rduhd }kjk fd;k x;kA bu {ks=ksa es ls dkyksfu;ks 

dk p;u djus ds fy, dkyksfu;ksa dh lwph fnYyh uxj fuxe dh osclkbV ls yh x;h FkhA p;fur 5 {ks=ksa es ls izR;sd 

{ks= es ls 20 dkyksfu;ks dks flEiy jS.Me lSEifyax }kjk pquk x;kA mlds mijkar bu 100 dyksfu;kas es ls 50 vkSj mlls 

vf/kd mez dh 824 efgykvksa dks LuksckWy lSEifyax ds }kjk p;fur djds muls lk{kkRdkj fd;k x;kA

ifj.kke% fnYyh ds fuEu lkekftd ,ao vkfFkZd {ks=ksa esa ls lkaf[;d #i ls pquh x;h 50 o mlls vf/kd mez dh 824 

efgykvksa ds lk{kkRdkj ls ;g Kkr gksrk gS fd 824 es ls 479 ¼58-1%½ efgyk,sa ew=tuukax laca/kh jksxks ls xzflr gSA bu 

479 efgykvksa es ls 271 ¼56-6%½ efgyk,sa bu jksxksa ds ckjs es vius ifjokj ds lnL;ksa dks ugh crkrh gS vkSj 262 ¼54-8%½ 

efgyk,a fpfdRlh; ijke”kZ Hkh ugha ysrh gSA

fu’d’kZ% bl losZ{k.k ds ifj.kkeks ls ;g Kkr gksrk gSa fd fuEu oxZ dh vf/kdk”ka cqtqxZ efgyk,a ew=tuukax laca/kh leL;kvksa 

ds fo’k; esa u rks vius ifjokj ds lnL;ksa dks crkrh gS vkSj u gh fpdRlh; ijke”kZ ysrh gSA vf/kdrj efgyk,a ldksap 

dh otg ls ,slk ugh djrh gSA blfy, efgykvkas dks bl fo’k; esa tkx#d djuk vfuok;Z gS fd ew=tuukax laca/kh 

leL;kvksa ds fy, izHkko”kkyh fpfdRlk miyC/k gSA efgykvksa dks voxr djk;k tk;s fd O;fDrxr LoPNrk cuk, j[kus 

ls ew=tuukax laca/kh leL;kvksa ls cpk tk ldrk gSA blfy, lwpuk] f”k{kk vkSj lapkj ¼vkbZbZlh½ ,ao O;ogkj ifjorZu 

lapkj ¼chlhlh½ uhfr;ksa dks fuEu lkekftd vkfFkZd {ks=ksa esa dk;kZfUor djuk pkfg,A
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Abstract

Background: Ayurveda has its historical roots in India, but has also been internationalised, partly via migration and
partly through an increased interest in alternative medicine in the West, where studies point toward increased use.
However, there is to date scarce knowledge about the use and experiences of ayurveda in Sweden.

Methods: We have conducted a case study of a center for ayurvedic healthcare in Sweden. We have collected
information on client background data from the center’s documentation, and compiled data from all clients who
visited the centre for ayurvedic consultation during spring 2014. In total, 55 individuals were included in the study,
and 18 of them were chosen for individual semi-structured interviews, to gain a deeper understanding of their
motives for seeking, and experiences of ayurvedic health care. The material was analysed and compiled through a
mix of qualitative and quantitative methods.

Results: Among the 55 clients, 91 % were female the mean age was 47 years, and 64 % gave a specific illness as a
reason for seeking ayurveda. The most common illnesses were respiratory, musculoskeletal, circulatory, tumor, and
cutaneous illnesses. The qualitative results showed that ayurveda was being used in combination with other
methods, including various diets, other alternative medicine methods and conventional medicine. Some
participants recounted having sought ayurveda as a complement to conventional medicine, or in cases when
conventional medicine had been experienced as insufficient in terms of diagnosis or treatment. However, some
participants experienced it as difficult to follow the ayurvedic life-style advice in the midst of their everyday life.
Many participants reported positive experiences of pulse diagnostics, which was the main diagnostic method used
in ayurvedic consultation. Some reported concrete, physical improvement of their symptoms.

Conclusions: This study points towards important aspects of participant experience of ayurveda, that may be
subject to further research. The positive effects experienced by some clients should be studied more systematically
in order to discern whether they are specific or non-specific. In addition, interesting knowledge may be gained
through further study of the reported positive experiences of pulse diagnosis.
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Background
Modern Ayurveda is a complex phenomenon that is both
practiced as a whole system of medicine, and as various
forms of self-care, including ayurvedic massage, diet, yoga,
etc. Ayurveda has its historical roots in South Asia, but its
present expressions are a product of globalisation, partly
through migration and a growing interest in alternative
health practices in the Euro-American context [1]. The
present study focuses on the patterns of Ayurveda use in
Sweden. Our approach is explorative, since there is a lack
of previous research in the Swedish context. this is remark-
able from an international perspective, since Ayurveda is
one of the largest expressions of Complementary and
Alternative Medicine (CAM) globally [2].

Why study Ayurveda in the Swedish context?
The treatment of chronic illnesses that overwhelm both
health-care and financial systems are great present day
challenges [3], and finding new ways of fostering per-
sonal health and well-being. Modern biomedicine, while
wildly successful in some areas, cannot fully address the
growing epidemics of chronic illnesses [4]. Empirical
and evidence based research on Ayurveda may offer use-
ful knowledge as a complement to biomedicine, that can
be used in integrative care, as Ayurveda pays attention
to nutrition, daily routines, exercise, and mental harmony.
Also, Ayurveda’s pharmacology, which is based on natural
products, may offer an effective and well-tolerated means
to managing certain diseases [5]. The World Health
Organization has urged that the safe and effective use of
traditional medicine by regulating, researching and inte-
grating traditional medicine products, practitioners and
practice into health systems, be promoted where appropri-
ate [6]. Yet, scientific publications on Ayurveda in inter-
national peer reviewed journals have remained dismal [7].
Though a wealth of research has been conducted in South
Asia, many of those clinical trials are not available in easily
accessible journals, and some do not meet rigorous
research standards [8].
Ayurveda relies on humoral diagnostics and therapeu-

tics including a combination of internal medicine, herbal
remedies, and rejuvenation programs [9]. Practitioners
of Ayurveda point out that primary, secondary, and
tertiary prevention, patient self-empowerment, and
self-efficacy play crucial roles in the Ayurvedic approach
to healing (reviewed in [10]). It is also often claimed that
Ayurveda employs a personalised, multi-factorial ap-
proach to health care and cure, as opposed to the gen-
eralized and single target strategy of biomedicine [7].

Multiple medical realities
In the Euro-American context, Ayurveda falls under the
broad umbrella of CAM. Studies show an increasing
number of patients seeking CAM, but in general there is

a lack of government regulation regardsing standardisa-
tion of practice. These therapies are also not routinely
offered in medical schools or graduate medical educa-
tion [3]. With regard to Ayurveda in particular, it has
spread mainly in Britain, the USA and Canada. In
Germany, Austria, and Switzerland it is also one of the
fastest growing CAM methods (reviewed in [10]). In
general, there are no standards of required compliance
for Ayurvedic colleges, each of which has its own guide-
lines for training and certificate programs [11]. In con-
trast, in contemporary India, Ayurveda is central to
health provision nation wide. The Indian government
has various acts and councils in place to regulate and
control the practice of Ayurveda, provide professional
training, and standardise education and qualifications.
Ayurvedic institutions and colleges in India are based on
the institutional and organizational model provided by
biomedicine, and Ayurveda has thus become biomedica-
lised [12]. The BAMS (Bachelor in Ayurvedic Medical
Sience) curriculum is organised primarily around a mod-
ern division of subjects rather than around particular
Ayurvedic texts or topics [13].
Even if the national contexts are quite specific, it is

also important to recognize that these local expres-
sions of Ayurveda are interrelated in the globalization
of Ayurveda. There is a considerable exchange be-
tween the Indian and Euroamerican contexts [1]. For
example, Swedish entrepreneurs organize visits at
health centres located in India that offer Ayurvedic
purification treatments (pancha karma). Also, Indian
trained Ayurvedic doctors are engaged in courses and
workshops in Sweden.
To this date there is no systematic research about

the use of Ayurveda in the Swedish context and more
research in this area is needed. Probably, a large pro-
portion of the Swedish population come into contact
with different aspects of Ayurvedic treatments and
products as part of self-care. In contrast, there are not
many Indian trained Ayurvedic doctors in Sweden, as the
population of South Asian immigrants is quite small
compared to other European countries. However, the
use of Ayurveda can be expected to be increasingly
popular in conjunction with the general growth in
popularity of CAM in the country [14].
There is no systematic information about the availability

and diversity of Ayurvedic health-care education in
Sweden. Licensed health care practitioners are not legally
permitted to practice CAM as part of their professional
vocation in the country, and alternative medical practices
are regulated in the national health care legislation. For
example, it is forbidden to treat children below 8 years of
age and pregnant women. It is also forbidden to treat
illnesses including diabetes, epilepsy, cancer, as well
as various communicable diseases [15].

Niemi and Ståhle BMC Complementary and Alternative Medicine  (2016) 16:62 Page 2 of 14
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Modern and global Ayurveda
Ayurveda is based upon practical knowledge that has
been systematized and developed for long periods of
time in South Asia. Treatises that date from the cen-
turies before the Common Era are often referred to
as paradigmatic [16].
However, the present expressions of Ayurveda are a

product of modernization and globalization. The con-
tact with Western colonialism initiated a process of
modernization. This resulted in aspirations to systematize
and unify the various indigenous South Asian traditions
associated with Ayurveda, in order to become a viable
complement to biomedicine as a whole system of medi-
cine. One of the transformations was the standardization
of medicaments in accordance with the principles of mass
production [12]. This trend has been further accelerated
through globalization and the incorporation of different
aspects of Ayurveda in the health and beauty industry in
the Euro-American context [12]. Another feature of the
modernization processes is that Ayurveda in South Asia
has tended to become increasingly secularized, in the
sense that many of its spiritual and metaphysical connota-
tions have been disregarded. Meanwhile, Ayurveda in the
Euro-American context shows the opposite trend – of
becoming sacralised or re-enchanted in relation to the
‘holistic milieu’ of ‘inner’ or ‘self ’ spirituality [11].
This includes the products of the movements related to
charismatic spiritual figures like Deepak Chopra and Sri
Ravi Shankar. The association of globalized Ayurveda with
the Euro-American self-care culture implies a trend in
downplaying the role of medication and emphasizing life
style advice [11]. This includes actively taking different
courses, therapies and diets, but also actively reading
books and educating oneself.

Methods
The aims and strategy of the study
To this date there are few studies on the participants in
CAM-treatment in Sweden. The majority of previous
research focuses on the therapists’ perspectives or the
specific causal relationships of specific therapeutical var-
iables on specific health parameters. As a contrast, the
focus of this study is on the experiences and motives of
the clients in Ayurvedic health counselling, and the re-
lated psychosocial processes and context. Therefore, a
case study approach was used. A case study focuses on
one expression of a naturally occuring phenomenon in
order to gain a detailed description of experiences and/
or processes in the particular case. By studying the single
case, insights can be drawn that could have wider conse-
quences - insights that would not have been found in
another way [17]. The aim of this study is to develop
knowledge of the clients’ perspectives on Ayurveda,
through giving detailed descriptions of characteristics

and nuances, and to analyze according to a systematic/
critical method of reflection. We will also discuss the
implications of these findings for further empirical
medical research. The results of the study will thus
give important contributions to understanding the use
of CAM and holistic medicine in Sweden.
This research strategy implies that the present study

does not take a stand on the effectiveness and safety of
Ayurvedic treatments or medicaments, nor on the truth
claims of the Ayurvedic philosophy. The focus is rather
upon how this instance of CAM is used in this specific
context and upon experiences of those who engage in it.
The experienced results of the treatments are still of
interest, but the focus is on the participants’ subjective
experience of these results.
The specific aims of the study are summarized as:

� To develop descriptions of the clients’ experiences
and motives for seeking Ayurvedic health
counselling.

� To specify the key questions described by the
participants, including nuances, differences, and
complexity

� To compare the information that is gathered from
the case with previous research about CAM in the
Euro-American context, in order to learn from
differences and similarities

Why the unit of study was chosen
According to case study methodology, the case is selected
against the background of its attributes and characteris-
tics, not by the principle of random selection.
The present study focuses one of the major centres

of Ayurveda in Sweden. The centre hosts treatments
including yoga, massage, health counselling, rejuven-
ation (pancha karma), retreats as well as education
programs. The centre has clear procedures for treat-
ment and routines for client documentation. There-
fore, this centre can provide access to a documented
network of clients that is unique in CAM research
and holistic health in Sweden. A centre like this at-
tracts a large variety of persons who are engaged in
different aspects of holistic health. This guarantees a
width in the selection of participants for the research
project.
Among the many different methods that are practiced

at the present centre, Ayurvedic health counselling was
chosen as the object of study. The main reason for this
was that this is the most common form of treatment/
councelling that is provided at the centre, and that it in-
cludes all the main components of Ayurvedic health-care
(food advice, herbal medicine, yoga, breathing exercises
and daily routines) as well as the component or every-day
application of Ayurvedic health care.

Niemi and Ståhle BMC Complementary and Alternative Medicine  (2016) 16:62 Page 3 of 14
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Methods and within-case selection
A case is studied in its natural environment and gives
the opportunity to use many sources of data and
methods to collect data [17]. In this study a question-
naire was combined with in-depth, semi-structured in-
terviews. The principle of within-case selection followed
a strategic logic of maximizing the wealth of the infor-
mation (not the logic of representativeness) [18].
All persons who attended Ayurvedic health counselling

at the present centre from January to May 2014 were
asked to participate in the study. As part of the counsel-
ling process, questionnaires that are developed by the
therapists are used regularly to probe for the client’s back-
ground as a tool for diagnosis and to help in the clinical
interview. They are filled in by the client before she/he is
examined, and are discussed with the therapist after
examination. The questionnaires have not been vali-
dated for research purposes as they have been devel-
oped for the purposes of the counselling process,
providing the counsellor with relevant information. The
questionnaires adress a variety of background information,
including: age, sex, illness; whether they had sought med-
ical care for their illness (yes or no); whether they were
satisfied with the medical care (yes or no); whether they
were taking any medication for their illness (yes or no);
how they experienced their emotional state (classified as
good; depressed/anxious; stressed; or other), and whether
they practiced any exercise (classified as none, yoga/
qi-gong/pilates, or other). The first step of the research
project data collection involved collecting these question-
naires after the clients had given written informed consent.
The next step in the research process was to select in-

formants for in-depth interviews. A sum total of 18 per-
sons were selected according to an equal distribution for
the codes of ICD-10 illness chapters (described above).
A sum total of 18 persons were selected according to an
equal distribution for the codes of ICD-10. The distribu-
tion of the total pool of 55 participants as well as that of
the 18 chosen for interview in accordance with ICD-10
codes is shown in Table 2. The interviews were semi-
structured as the aim was to collect “thick descriptions”
from the persons by a semi-structured approach. The
semi-structure implied open-ended questions that stimu-
late the respondent to give detailed accounts of their expe-
riences (the interview questions can be found in the
appendix). Each interview was conducted by one of two
postdoctoral researchers with several years’ experience in
qualitative research, in a setting chosen by the informant,
in order to provide a secure environment [19]. The inter-
views varied in length from 40 min to 2 h.

Analysis
A combination of quantitative and qualitative analysis
was utilized. The quantitative analysis gave a backdrop

and overall picture of the care-takers’ motives, and it
also indicated which specific symtoms came to the fore
in the Ayurvedic consultation. The qualitative analysis
gave a more nuanced view on the reasons for seeking
Ayurvedic health counselling. The same person often
had many different health complaints at the same time.
This was partly due to the holistic nature of the counsel-
ling process, where the person was asked to recount for
many aspects of her/his health status.

Quantitative analysis
The questionnaires were coded and compiled using SPSS
analysis. To provide a general picture of the clients’ illness
profiles, they were coded according to WHO international
classification of diseases (ICD-10) chapters (without sub-
classification). Each person was categorized according to
her/his major motive for searching Ayurvedic health
counselling. This was done according to an interpretation
of the major motives of the person, as the persons in many
cases reported a complex picture with multiple com-
plaints. This complex picture could be studied in the in-
depth interviews that followed.
We performed descriptive analyses on the study par-

ticipants’ survey responses according to the question-
naire categories described above.

Qualitative analysis
The interviews were transcribed verbatim and analyzed
according to a procedure described by Giorgi [20] and
developed by Malterud [18]. Analysis was conducted by
two post-doctoral researchers, with experience in med-
ical and humanistic research respectively. The analysis
procedure contains four essential steps:

1. Getting a “sense of the whole” in order to arrive at a
preliminary organization of the material. The aim in
this first step was to get an overall sense of
informants’ perspectives and the themes that are
relevant to clients in Ayurvedic health counselling.

2. Discrimination of “meaning units” and “coding”
them into categories. The aim of this step was to
systematically review the material to identify and
classify “meaning units” that contain and classify the
essential aspects of the interview content.

3. Condensation and abstraction, by comparing and
relating the meaning units to each other. This was
done according to the respective researchers’
expertise. The interdisciplinary research team could
interpret the material by using perpectives from
both medical and humanistic sciences.

4. Synthesis and recontextualization. The aim of this
final step was to summarise descriptions and
develop conceptualisations as a result of a critical/
systematic reflection, and to recontextualise the
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descriptions in relation to the interview material by
finding citations that illustrate the essential nuances
of each category.

In qualitative research, multiple researchers can
strengthen the design of a study by supplementing and
contesting each others’statements. In the present study
this was achieved through combining the two comple-
mentary perspectives of the researchers – one in public
health and the other from the psychology of religion.
The analysis process conducted in this manner also had
the aim to reach saturation, where significantly different
accounts were no longer being heard despite interview-
ing additional participants.
The study has obtained ethical consent from the

Stockholm regional research ethics council, with clear-
ance number 2013/2234-31/1.

Results
Quantitative results
Between January and May 2014, 59 individuals were
asked to participate in the study and 55 persons (93 %)
agreed to participate. The participants’ background char-
acteristics, including primary illness (or lack of such),
were collected through a questionnaire are shown in the
Tables 1 and 2 below. The background characteristics of
the participants chosen for interview according to ICD-10
categories were similar to those of the total population,
and are shown in Table 1.

Qualitative results: motives for seeking Ayurvedic health
consultation
The interviewers asked the participants to recount their
main motives for seeking Ayurvedic health counselling.
Even if all consulations involved the treatment of sym-
toms, the informants had two principal ways of relating to
this. For the first group, the symptoms were the principal
motives for engaging in Ayurveda. These informants
recounted a number of specific reasons for seeking
Ayurvedic health counselling, ranging from more severe
illnesses, such as rheumatic pains, cancer, ulcerous colitis,
hypothyroidism, and depression. There was also a sec-
ond group not reporting any serious illnesses. Their
principal motives for engaging in Ayurveda were not
the symptoms per se, but a striving for harmony and
balance in life. The motive could also be a general
sense of curiosity and willingness to test “something
new”. In these cases, the consultation also involved
the treatment of symptoms, but they were not the
principal motives for seeking. Furthermore, the sym-
toms recounted were milder or more diffuse, such as
acne, general stress or weight gain.
Also, being helped to find ways to take responsibility

of their own health, to gain agency and hope, was an

important factor for many, as described by the following
informant.

”In fact, I have an [Ayurvedic] cook book, because then
[if I get rheumatic pains again] I will try again,
because one can’t just go around in pain. And that’s
what feels nice, is that I have something that I can try
out, that gives me a sense of hope.” (12/230)

However, in all groups we could discern a general
intention to understand the underlying cause of illness
through a holistic view. This was probably a result of the
selection process, as this focused people actively seeking
Ayurvedic health consulation. The participants can be
roughly divided into two groups. One of them endorsed
holism in a more general sense; an opinion that conven-
tional health care needs to be complemented with per-
spectives that emphasize lifestyle, food and diet. The
other group endorsed holism in a more strict sense,
where the informant actually preferred CAM treatments
before conventional medicine. Also, those with a clearly

Table 1 Background characteristics of participants

Characteristic all (N = 55) Int. (N = 18)

Age

Mean 47 46

Range 27–70 37–70

% of total

Sex

Male 9 6

Female 91 94

Sought health-care for illness?

Yes 42 56

No 58 44

Satisfied with health-care? (N = 22)

Yes 64 70

No 36 30

Medication?

Yes 42 56

No 58 44

Emotional state

Good 53 39

Depression/Anxiety 20 17

Stress 7 6

Unspecific/problematic 20 39

Exercise

None 7 11

Yoga/Pilates/Qi Gong 56 67

Other 38 22
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stated holistic view sought to get help that is individually
tailored to their specific body constitution and needs.
The following participant expresses a form of individua-

lised holism that had drawn her to Ayurvedic counselling:

“P: I have also acquainted myself with traditional
nutrition and such. But what I like about Ayurveda is
that, in part, it integrates the food with advice about
yoga and breathing exercises, and also that it is based
on that one has a constitution based on these three..

I: Doshas?
P: Yes, exactly. And depending on who you are, some
things will be good for you and other things you should
avoid. Or that you should strengthen…
I: That it is individualised?
P: Yes, that it is individualised, and that there is not
one piece of advice that suits everyone.” (19)

This indicates that participants were familiar with hol-
istic thinking about health issues and had a holistic view
on their life problems. Participants shared a sense that
illness was caused by an imbalance in a holistic system,
and that healing could come out of finding balance. The
following participant exemplifies this view by relating
her health behaviours to listening to her body, as well as
relating to the larger context of seasons.

“What I really think is neat about Ayurveda is this
thing that…it’s not about always doing something
static, but that if I need to do a cleansing, […] then I
can’t just keep on doing it constantly, but[…] when I’m
done with it, then there are other things I should do. I
need to follow the seasons. In the summer maybe I can

eat other things than I can’t eat in the winter…so I
should listen to my body and follow the cycle.” (17)

As part of this holistic view, there was variety in
that some individuals emphasized a strong sense of
spirituality, while others did not. This was compli-
cated by the fact that many did not use the concept
“spirituality” but still could be said to hold metaphys-
ical or extra-empirical views on their health seeking
behavior. According to these individuals, Ayurveda in
specific, or CAM and holistic medicine in general is
seen as being open to “something more” in life, but
this is not necessarily labeled “spirituality”. The following
participant defines spirituality as seeing oneself as part of
a larger whole.

“I: You mentioned the word’spiritual’. Is that
something you identify yourself with?
D: Yes. It’s not about any specific religion or so, but I
see it more as a whole. To see oneself as a part of a
larger whole.”

Contrasting Ayurveda with conventional medicine
Though not specifically asked about their views on con-
ventional medicine, the participants were found to rep-
resent either a complementary or an alternative view.
Many had health complaints that they sought Ayurveda
for, but for which they did not regard conventional, bio-
medical health-care to be a viable option, even if not all
participants had negative experiences with biomedicine.
A more negative view was mainly due to concerns about
the frequent prescription of medication by biomedical
practitioners, combined with concerns about them not
addressing the actual root causes of health complaints.

Table 2 Illness panorama of participants, according to ICD-10 classification

Illness Number Percent Int.

None 20 36.4 4

II: Neoplasms 4 7.3 1

III: Diseases of the blood and blood-forming organs, and certain disorders involving the immune mechanism 1 1.8 -

IV: Endocrine, nutritional and metabolic diseases 2 3.6 -

V: Mental and behavioral disorders 1 1.8 1

VI: Diseases of the nervous system 2 3.6 -

IX: Diseases of the circulatory system 4 7.3 1

X: Diseases of the respiratory system 3 5.5 2

XI: Diseases of the digestive system 1 1.8 1

XII: Diseases of the subcutaneous tissue 3 5.5 1

XIII: Diseases of the musculoskeletal system and connective tissue 8 14.5 3

XIV: Diseases of the genitourinary system 2 3.6 1

XVIII: Symptoms, signs and abnormal clinical and laboratory findings, not elsewhere classified 2 3.6 1

XIX: Injury, poisoning, or certain other consequences of external causes 2 3.6 2

Table legend: Int. (Interviewed in qualitative study)
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The following citation illustrates a concern about con-
ventional medicine only treating symptoms, instead of
the root cause of illness.

“The reason why I sought Ayurveda was that I have
ulcerous colitis, an inflamed bowel, which I have had
for several years and I’ve eaten medicine everyday. ne
gets a bit tired of just eating medicine,’cause it feels like
it just gets rid of the symptoms.” (5)

The following participants expresses concerns about a
lack of holistic view in biomedicine, where knowledge
about the impact of food on health is sensed to be lacking.

“Today’s doctors basically know nothing about food, or
even barely about vitamins. They just medicate you
instead of making changes in your diet. It’s crazy.” (24)

The following participant describes being drawn to
Ayurveda due to concerns about the unnaturalness of
biomedical medication, and contrasts this to a holistic
view of “being in a balanced state”.

”Q: What is it that scares you about taking sleeping
pills?

A: Well, because it would be so scary not to be able to
for example sleep by myself, which is totally natural…I
mean, we are born to have daily rhythms and to in
some way have destroyed that ability, one’s own process
would be very discomforting. They’re such strange
medicines that they prescribe, they have such strong
adverse effects, so you get scared. But when I’m in a
balanced state, then I have no problem sleeping.” (16)

The following participant also expresses a discontent
with what she describes as a lack of a holistic view-point
in conventional medicine, mainly regarding environmen-
tal factors in illness causation.

“P: As it was with my eczema, it was horrible, really
all over my body. And there was no one [in biomedical
health-care] who asked me anything really. Not even
what I worked with, in case there could be something
in my work environment that I was reacting to. I mean
there were no questions whatsoever, they were just
“here you have some cortisone”. And then I got some
antibiotics because it became so infected, because I
had scratched my skin broken, so it had gotten
infected. But nothing else.” (3)

Some participants sought Ayurveda due to an experience
of not being helped or believed by biomedical practitioners.
Some experienced a discrediting of their symptoms or

health problems because they could not be observed
through diagnostic tests, and others had sought health-
care, but not gotten better despite multiple care efforts.
The following participant expresses a disappointment with
the lack of preventive measures in conventional medicine,
as well as the reliance on what she describes as limited
diagnostic tests to detect illness.

“But what I feel about Ayurveda is that it’s a way to
develop oneself, both mentally and physically, to learn
to listen to your body’s signals, to know what makes
me healthy . It’s a way to keep myself healthy, which is
something I feel western medicine doesn’t do
whatsoever, but instead, there they just wait until
you’re sick. If I go to the doctor and say that I’m not
feeling well, they’ll take a blood test. And I have
excellent values. I’ve been and taken them, and yes
man, I’ve been to one of those health checks, I’m on
top, optimal values of everything, even though I’ve
been…pretty sick. […].I haven’t felt as well as what
those test indicate. And then, I guess either they call it
burn-out, or they can’t determine a diagnosis at all…
or they can’t decide…I mean, I didn’t get any help. “(17)

The following participant describes a shortcoming in
the diagnosis of her pain condition, where the causal fac-
tor was not found despite multiple diagnostic tests. This
she expresses led to a sense of frustration and disappoint-
ment with the narrow focus on pain relief with painkillers.

“So I called my family doctor and booked a time at
once, and he told me to take pain killers. Then I went
to a doctor, and he didn’t know at all what it was. I
went home from there just with more painkillers… I
took them for two weeks, but it didn’t help at all. Then
the pain started spreading to all my muscles, I had
pain in all my large muscles, arms, legs, so I went
back. The doctor started examining me, they took a
whole bunch of tests, X-ray, blood tests, but they
couldn’t find anything! The only thing they could find
was that I had an inflammation in my body, but not
at all what had caused it. So I was just supposed to
take painkillers, but they didn’t know the reason. In
the end my doctor just sad “I can’t help you, you
should maybe seek alternative medicine”.” (18)

Yet another participant recounted being disappointed
with her symptoms having been psychologised, where
she herself sensed that they instead had a physical basis.

“So I tried to find alternatives to feel better. Especially
since the doctors didn’t believe me, so I was forced to
find other ways. They thought it was something
psychological, but I could feel it myself that it was
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physical, so I wanted to find others who would believe
me. So I wanted to find something alternative.” (33)

One participant sought Ayurveda even though she was
satisfied with biomedical health-care, but wanted to use
Ayurveda as a complement.

“I: And how did your doctor react to that you had
been to an Ayurvedic consultation?”

P: As said, she was really good. I think because it was
like that from the start, because I wanted to try to do
as much as possible to give my body the best possible
circumstances,and there was no speak of that it would
only be the cytotoxins that would take away the
cancer. So I believe very much in the combination.
That it doesn’t need to be just one or the other, but
that one can combine.” (19)

Other participants recounted that in case of a severe
illness she would go to a biomedical doctor, but that
Ayurveda could be used in combination with conven-
tional care.

“Ayurveda has existed for thousands of years in
comparison with our modern medicine which has
existed just maybe for a hundred. So I think that it’s a
complement. If I would get a serious illness, then I
think I would complement with both parts. And I
think that…I don’t see them as two separate worlds,
but that they can work together.“(15)

Experience of diagnosis at the Ayurvedic consultation
The main means of diagnostics at the consultation were
pulse reading, combined with anamnesis. The interviewers
asked the informants to recount for their experiences
from the process of diagnosis. Participants expressed a
sense of being impressed by the accuracy of the diagnosis,
and by that the consultant could find out so many things
through pulse reading. The following participant
recounted being impressed in general by the consultant
picking out things that she had not been told about:

“I felt secure [at the consultation]. I was impressed by
her knowledge. As said, I had no expectations, I was
mainly just curious. But she picked out one thing after
the other that I hadn’t told her about, and by that I
must say, I was very impressed.” (10)

The following participant compared the pulse reading
to being to a “clairvoyant”.

“So the first time I went there, I had to fill in that form
[…] so I filled it in. She didn’t ask anything, I didn’t

say anything, I just filled it in. And then she felt my
pulse rate, well, it’s usually low….so she felt like they
usually do, for a long time, for 10–15 min. And then
she started telling me! Everything she told me was
correct, I mean, it was like being to a clairvoyant or
something. I’ve never been to one, so I don’t know, but
that’s how it felt. Everything, about 95 % of what she
said was precisely correct!” (18)

In more specific terms, the following two participants
listed specific ailments that could be found through pulse
reading.

I: OK, interesting. Can you give examples of what it
was that was correct?

P: Well, first of all that she could feel that I had an
inflammation in my body, and then also other things
about my personality and so. I was so impressed “(18)
“I was surprised [by the consultation]. Because what
she said was correct. Just after some minutes. She felt
my pulse and then she asked me to write down what
problems I had. It was my stomach, and my joints,
and asthma. And she figured out all of it without even
seeing what I wrote. I was impressed.” (29)

Other participants, however, recounted that the diag-
nosis was not completely consistent with their own ex-
perience or with medical diagnosis. One participant did
not relate to being depressed, which is what the consult-
ant suggested in regard to the pulse reading.

“But one thing that she said, which she couldn’t feel in
my pulse, was whether I was depressed. And that I
didn’t really relate with. Or, well, the autumn had
been very tough, and the spring. So I haven’t really
been myself, but I wouldn’t label it depression.“(9)

Another participant recounted that the consultant
failed to pick out a severe problem in her heart through
the pulse reading.

“She said I have lots of ”ama”, which was accumulated
in my liver so that it didn’t work properly, which caused
my bad digestion. And that didn’t seem too strange. But
then on the other hand, I had some severe problems
with my heart, and that she couldn’t feel.” (12)

Experienced effects from Ayurvedic consultation
The interviewers asked the informants to recount for
their experienced effects from the advice that they had
followed. Mostly all accounts of effects were positive,
but varied in degree and type. They included concrete
relief of physical symptoms, such as reduced exzema,
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pain, or digestive problems, as well as more diffuse effects
such as being more aware of one’s body’s signals, or stress
reduction. Even if all participants reported some effects,
some did not recount the effects as being strong. Some
persons also reported the effects to decrease with time
and motivation. The following participant expressed con-
crete effects in terms of her stomach pain disappearing.

“So I quit eating meat. And I can say that I had had
chronic stomach pains for 2 years, it was like a tooth
pain, but in my stomach. […] But in the end I got this
advice to quit eating meat, and in two weeks my
stomach was symptom-free. “(17)

This participant recounted amazement with the cessation
of her rheumatic pains.

“I had muscle rheumatism..[…] So I started doing as
she said, I began with excluding everything…and you
know, within a week I was totally pain-free.

I: Oh, so the pain got so much better?
P: Yes, I haven’t needed to eat medication since then!” (18)

Yet another participant described discontinuing her
asthma medication, despite which her health had improved.

“I received a mixture, because I have had asthma
since I was small and have used an inhalator for
many, many years. I have stopped using it now. Maybe
half a month ago. It feels nice. I am very sensitive. I
easily catch a cold and if I do it doesn’t stop there, but
I become very ill. I get fever and bronchitis or an
inflammation, and have to lie in bed with a cough for
half a month or up to two months. And I’m totally
finished. So it helped actually. During this period
when I’ve used these herbs I haven’t been ill.” (29)

And yet another desribed the disappearance of her
exzema in two weeks.

”P: I’ll try Ayurveda, I thought. And (my exzema which
covered my whole body) got better.

I: It did?
P: Yes, I mean, in two weeks.“(3)

In terms of mental effects, the following participant
described her thoughts as becoming more gathered and
her sleep improving.

”I had more scattered thoughts before, but I sleep
much better today and my thoughts are much more
gathered. “(11)

Examples of more diffuse, and less concrete effects are
given below, for example in terms of a greater accept-
ance of life circumstances, as well as awareness of the
need to rest and take breaks.

”I: Has Ayurveda changed your life in any way?

P: Yes, I have started to realise that it’s important to
take breaks. I always try to fit it into my day, either to
do some breathing exercises or some yoga. Sometimes I
do it in the evening when the children have gone to
sleep, but I always try to fit it into my day. [….And
that makes me] feel a sense of that…I accept
everything as it is, and not striving somewhere else all
the time.” (7)

Even though all informants reported some form of
effect from Ayurveda, some participants did not experi-
ence strong effects at all. The following participant ex-
plained that she thought the effects will take a longer time
to manifest.

“The other advice I got, it’s like they say, that
Ayurveda is a bit more long-term, that it’s not a quick
fix that you do in a week. It’s about keeping at it for a
long time. So I haven’t seen any clear effects from the
advice yet.” (9)

Applying the advice in everyday life
When asked about their attitudes on the recommenda-
tions given in the consultation many of the participants
thought that the advice they obtained was extensive.
Some thought that it was even unrealistically so. There
was also an evident differences between participants with
regard to following the advice, where some described
themselves as very motivated, while others found it over-
whelming. The following participant found the extent of
advice unrealistic within the bounds of contemporary
society.

“But actually, it’s quite difficult these days, in this
society, to apply everything [that is recommended at a
consultation]. I mean, if one would really listen to
one’s body and spirit, then I think one would just sit
down and stay put for a couple of years.” (16)

However, all did not equivocally share this view. The
following participant expressed that the advice in fact
consisted of quite simple things:

“Q: What advice did she give you?

A: Well, it was mainly about my diet. […]Very simple
things, mainly about food. (15)
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The following participant, who was very sick, said that
she didn’t find the energy to follow the advice because
of their condition, even if she had liked to.

The thing I felt, about this advice, is that it was a lot
of things that I would have liked to follow, but I didn’t
have the energy, or the possibility. It was just too
much, combined with everything else, when I could
barely get out of bed on some days. When I was
staying at home and my husband went off to work at
7.15 in the morning, there was no possibility for me to
get up myself and make these juices, and with
everything that needs to be bought; I didn’t have the
energy when I was sick. (19)

On the other hand, others, who did not have major
health complaints, had a tendency not to follow the ad-
vice or to “pick and chose” and follow the parts of the
recommendations that they thought were most suitable.
Those who seemed to have the easiest time following ad-
vice, despite their perceived complexity, were the ones
who experienced relatively concrete results, or the ones
whose advice was relatively simple.

Relation to other alternative medicine and health
concepts
The participants were asked about their main avenues
into CAM and specifically which aspects of Ayurveda
that were in focus for their interest. Among the most
common were yoga practice and interest in health foods
and diets. To relate Ayurveda with yoga in this way is
typical for Western receptions of modern globalized
Ayurveda. For some, social relations and social networks
led them to seek Ayurvedic health consultation through
for example recommendations from a friend or a person
in a yoga class. For others, books and magazines were
influential. Frequently mentioned were Janesh Vaidya’s
book Maten är din medicin (Food is your medicine) and
medical doctor Christina Doctare’s book Vägen till hälsa
(The Road to Health). Noticeably, common for the re-
counts was an active approach to ones’ health, where the
person was well informed and reflected about their
decisions.
The interviewers asked the informants to contrast

Ayurveda to the other CAM and dietary approaches.
Some of the informants had a vast experience of other
CAM methods, while for others, Ayurvedic health con-
sultation was their first point of contact with CAM. A “self
help” approach, that includes both holistic health methods
and conventional medicine was common among the infor-
mants. These informants used chosen aspects of Ayurveda
in complement to other health methods. One informant
called this “att plocka russinen ur kakan” (cherry-picking).
Some of our participants, especially many with more

concrete and severe physical ailments, reported positive,
and often even dramatic beneficial effects. A number of
them expressed also a sense of surprise and wonder over
the positive effects, reflecting a lack of prior expectations.
There were also some informants who could be de-

scribed as more “dedicated” to Ayurveda proper, includ-
ing the following participant, who found Ayurveda
superior, more inclusive, holistic or individually accus-
tomed than anything else they had tried out.

“I have really tried to get help from all sorts of
alternative medicine, and all types of treatment. Zone
therapy, kinesiology, homeopathy, you name it. I’ve
even taken a course in kinesiology. But for me, the
major transformation came with Ayurveda. Because I
have knowledge about the body, I have acquainted
myself with various alternative methods, I have
worked with western medical science […], and I know
how to think in medical terms. But for me Ayurveda
became a kind of wisdom, an understanding of how
everything is linked together.” (17)

The following participant contrasted Ayurvedic dietary
recommendations to other popular diets, describing the
Ayurvedic approach as superior due to being individu-
ally tailored.

“One can try out all sorts of diets, there’s GI, and 5:2,
and this and that, but I believe more in the
[Ayurvedic] approach, where you look more at the
individual, and adjust the diet to that.” (19)

Discussion
Discussion of demographics
Our study population demographics correspond to those
from other settings in Europe and the USA. With
regards to Ayurveda in particular, two studies performed
in Germany showed that a vast majority of patients are
female, middle aged, and have higher education, and this
profile has been found in the USA as well [21, 22]. How-
ever, in Sweden, with regards to CAM in general, the
gender bias was not as strong – 53 % of CAM users
were female – even if most users had higher education
(81 %) and were in the age range 30–59 years (56 %)
[14]. With regards to the illness panorama of our partici-
pants, they correspond relatively well to those found in a
study at an Ayurvedic tertiary care hospital in a northern
state of India: The common reported morbidities at the
study hospital were: Respiratory (10.5 %), neuromuscular
(9.5 %), digestive (9.2 %) and circulatory (9.1 %) disor-
ders. The majority of diseases were unclassified [23].
However, that study was among a clinical population,
and thus direct comparisons cannot be made. Neverthe-
less, the illness panorama of our participants was similar:
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Diseases of the respiratory system (5.5 %), Diseases of the
musculoskeletal system and connective tissue (14.5 %),
and diseases of the circulatory system (7.3 %) were among
the most frequent. In addition, neoplasms (7.3 %), and dis-
eases of the subcutaneous tissue (5.5 %) were among the
most common in our study, while diseases of the digestive
system were relatively uncommon (1.8 %). Over half of
the participants practiced yoga, which through the under-
standing from the qualitative results seemed to be one of
the main pathways into Ayurveda.
The over-representation of females is a widely re-

ported phenomenon in CAM practice in general, and
Keshet et al. [24] have recently published a literature re-
view on the reasons for this over-representation, which
reveals a picture of multiple contradictions. One aspect
discussed in the review is that women’s traditional family
roles of caring, and responsibility for the family’s health
and emotional well-being lead them toward the holistic
milieu in greater numbers than men [25]. Also, CAM
methods are predominantly constructed and conceptual-
ized by practitioners as ‘soft’ and ‘feminine’ alternatives
to the ‘hard’ scientific practices of biomedicine [26].
With its institutional marginality, lack of politically sup-
ported legitimacy, and absence of a solid institutional
base, CAM is often associated with the private sphere of
familial care, which is historically associated with women
[26]. On the other hand, women who become dissatis-
fied with the roles of wife, mother, and nurturer are also
described to use holistic and spiritual practices to de-
velop a new and stronger sense of self that is facilitated
by getting in touch with a ‘core self,’ [25]. In this sense,
CAM in general, and Ayurveda in particular may also
become catalysts for change, resistance to traditional
meanings of femininity, and the reconstruction of self-
identity [24].

Discussion of qualitative results
Our participants mainly recounted an interest in Ayurveda
that arose due to an interest in holistic and individualised
treatment, and understanding and treating the underlying
cause of illness or imbalance. According to Heusser [27],
patients often seek CAM because they miss certain aspects
in conventional medicine. This includes a more empathetic
practitioner-patient relationship, a better consideration of
individual needs, more participation in decision making,
more possibilities for self-activity such as life-style and nu-
trition changes, more comprehensive or holistic strategies
and a better inclusion of psychosocial and spiritual aspects
in health care [28]. This is partly reflected in the accounts
of our participants, though psychosocial aspects were not
often mentioned. Indeed, many of our participants men-
tioned not wanting to seek conventional care for their ail-
ments, because they didn’t like the idea of pharmaceutical
treatment aimed at symptomatic relief alone. According to

Bishop [28], beliefs about the importance of holistic and
natural treatments reflect an emphasis on treating the
whole person, instead of just the symptoms, and using
what are seen as “natural” methods or remedies instead of
processed medicines [28].
For some of our participants, turning to Ayurveda was

not related to the perceived narrow focus of the princi-
ples of conventional medical care alone, but also to an
experience of failing to be helped or understood within
the framework of conventional health-care. For example,
some participants had failed to obtain a diagnosis or un-
derstanding of the underlying cause of their illness, and
experienced this as a major frustration, motivating their
turning to Ayurveda. Rhodes and co-workers [29] have
previously discussed the power of conventional medical
tests to provide either positive experiences, which en-
courage patients to align with their medical providers or,
on the other hand, negative experiences of disconfirm-
ation, which lead to alienation and a continued search
for resolution. Issues of validation and legitimation are
important for patients with chronic conditions [30].
Some of our participants also described having experi-
enced arrogance from the side of conventional medicine
towards regards to alternative and holistic methods of
healing, which they found frustrating. Indeed, Rhodes
and co-workers [29] found that some users of CAM ex-
perience “the system” of conventional medicine as un-
yielding and uncomprehending, requiring intense
personal investment from the patient to arrive at some
sort of closure. Also, Heusser and co-workers [27] have
described that a perceived lack of humanistic qualities
constitutes a major problem in modern medicine, a fact
that has been described repeatedly and is now beginning
to be discussed also in medical education: Patients are
frequently unhappy with medical care because physicians
fail to demonstrate humanistic qualities. They call thus for
courses in the history of medicine, the medical narrative
in literature, bioethics, medicine and art, and spirituality
and medicine to train physicians, thus tempering conven-
tional medicine with a humanistic touch [31].
Other studies have described the importance of spirit-

ual aspects for those seeking Ayurvedic medicine. In the
Swedish context this is complicated by a radical
individualization in regard to existential practices, which
involves resistance in labeling oneself “spiritual” as well
as “religious”, if the person is not allowed to define this
in their own terms. Thus, all kinds of categorizations of
existential practices are evaded and are experienced as
having negative connotations in the Swedish context
[32]. In contrast, Kessler et al. conducted a survey study
in Germany, regarding spiritual aspects of Ayurveda
[10], and found that frustration with modern medicine is
less important in the decision to use Ayurveda than, for
example, the inclusion of the spiritual dimension [10].
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This, however, did not appear to be true for the vast ma-
jority of our participants. Even if some of them did men-
tion a sense of spirituality, this was often triggered by
the direct questions on this theme by the researchers.
Instead, many expressed what can be labeled “holistic
beliefs”, that include disease etiologies that are non-
empirical and practices that meet existential dimensions
of life. For many informants, their interest in Ayurveda
was part of a holistic health practice that structured their
whole life world. This is in concordance with recent
studies on the so called “holistic milieu” in Sweden (eg
Frisk, Höllinger, Åkerbäck 2014). However, Kessler [10]
also found, in line with our findings, that while spirituality
is seen as a very important aspect which also influences
the daily life of patients, the medical dimension of
Ayurveda is still seen as the most important one [10].
Our findings were similar to qualitative findings from

Germany, reported by Frank and Stollberg [33]: Their
participants were described to collect objective data about
the progress of their health in response to Ayurvedic
treatement, mainly in terms of decreased medicine con-
sumption. Indeed, some of our participants also reported
decreased need for medication for eczema, IBS, asthma
and muscle rheumatism, and described this as evidence
for that the Ayurvedic approach had “worked”. Other par-
ticipants in our study reported more moderate effects and
also a tendency of the effects to decrease with time. More
research is needed to discern the specific variables that are
involved in reporting effects from Ayurvedic treatment,
even if some evidence has already emerged: In double-
blind, randomized, placebo controlled pilot study com-
paring Ayurveda, Methrodextrate, and their combin-
ation for rheumatoid arthritis, all 3 treatments were
found to be approximately equivalent in efficacy [34].
Also, adverse events in the trial were found to nu-
merically fewer in the Ayurveda-only group [34]. For
IBS an observational clinical study reported that fre-
quency of bowel movements, bleeding in stool and
abdominal pain were dramatically and significantly re-
duced by Ayurvedic treatment and general well-being dra-
matically and significantly improved [35]. Additionally, a
systematic review of Ayurveda studies for osteoarthritis
showed that Ayurvedic drugs seemed safe and effective.
However, several limitations in the quality of clinical re-
search warrant more well-planned, well-conducted and
well-published trials to advance the evidence-base for
Ayurvedic interventions [36].
Participants also frequently reported a sense of sur-

prise about the diagnostic accuracy of pulse diagnostics.
Many participants expressed being impressed by the
wealth and accuracy of information that could be cap-
tured through this form of diagnosis, describing it often
as “everything matched”, or “95 % matched” or “she even
found things that hadn’t yet shown up in conventional

medical tests”. An Ayurvedic clinical examination in-
cludes three diagnostic methods: inspection, interroga-
tion and palpation. Inspection involves observation of
the body parts, including skin, hair, eyes, tongue. An un-
derstanding of the patient’s medical history, symptoms
and psychological and physiological characteristics are
covered during the interrogation. Palpation includes
pulse, and palpation of body parts (abdomen, skin etc.).
However, very little is known about the reliability of
Ayurvedic diagnostic methods [37]. Frank and Stollberg
[33] report from a qualitative study in Germany, that
pulse diagnosis has become particularly prominent in
the country, and that patients report this technique as
particularly impressive. It is, however, also worth noting
that the pulse diagnosis was not experienced as accurate
by all of our participants. However, in the light of the
vast majority being impressed by it’s accuracy, and of the
scarcity of previous well-designed trial, further research
is warranted. Our participants, like those in Germany,
seemed to experience the pulse-reading as surprisingly
accurate, which also can motivate further clinical investi-
gation. We have only found a single study on inter-rater
variability in pulse diagnostics, which found it to be
weak. However, the authors of that study discussed that
the feeble inter-rater variability could be explained by a
lack of standardised pulse-taking procedure, proper
training and experience [37]. Indeed, there are two
schools of pulse diagnosis in Ayurveda, and the training
in this diagnostic procedure within the Indian BAMS
education is dismal, perhaps partly explaining findings of
weak inter-rater variability. The Swedish Ayurvedic
centre at which the current study was conducted pur-
ports to focus in particular on reviving the tradition of
pulse diagnosis, and on extensive training in the proced-
ure beyond the scope of the BAMS curriculum.
The most frequently reported negative aspects were

related to that following the complex Ayurvedic advice
could be found challenging in the current social-cultural
context. Mainly, almost all of the participants said that
they did not have time to follow all the advice, or that it
was cumbersome due to the various challenges such as
illness-related fatigue, lack of availability of the products,
or general incoherence with behavioral norms. Other
research has also reported challenges to implementing
the traditional teachings of Ayurveda, centering on
the expectations of the client and the practicality of
many of the procedures [8].
Finally, it is worth mentioning that there are a

number of challenges in biomedical research on Ayurveda,
including epistemological diversity and lack of common
vocabulary and classification: For instance, dosha as the
fundamental process of biological and psychological
organization cannot be represented by any formal term in
modern biology or biomedical physiology. The Ayurvedic
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term Sodhana (literally “purification”), an Ayurvedic
process of “cleansing” the body and removing “harmful
accumulants”, has no biochemical equivalent. Classical
botanical terms such as alcaloids and active ingredients
does not match the study of herbs from an Ayurvedic per-
spective, since Ayurveda prescribes whole plants and poly-
herbal formulations [38]. Nevertheless, there are also
examples of successful clinical double-blind randomized
placebo-controlled trials when testing Ayurveda in con-
trast to conventional treatment [34]. Of course, the chal-
lenges faced in Ayurveda research are common to those
faced also by other CAM methods that are complex and
individualized. Thus, researchers have become aware of
the necessity to conduct research focused not only on
specific evidence but also on unspecific, contextual or
patient-centered aspects [34, 39, 40]. Fønnebø et al.
have highlighted the gap between published studies
showing little or no efficacy and reports of substantial
benefit from real life clinical practice [41], and this is be-
cause CAM treatments are not researched the way they
are practiced at the point of care. Therefore, Walach et al.
propose a circular model instead of a hierarchical model
[42] for evaluation of complex medical systems, pointing
out that the hierarchical model is valid only for limited
questions of efficacy, especially for regulatory purposes
and pharmacological products [43].

Conclusion
Our participants experienced a number of concrete posi-
tive effects from Ayurvedic counselling, which motivates
further clinical research. Though the clinical research
evidence for Ayurveda as a whole system is scarce, and
largely unavailable, some evidence for effectiveness is
also emerging, some of which coincide with the experi-
ences expressed by our participants. In summary, this
case study shed light on a number of interesting topics
of further investigation for clinical research in Ayurveda
that also applies to research on other CAM methods.
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1. Introduction 

The National Health Policy of 1983 and the National Health Policy of 2002 have served well 
in guiding the approach for the health sector in the Five-Year Plans. Now 14 years after the last health 
policy, the context has changed in four major ways. First, the health priorities are changing.  Although 
maternal and child mortality have rapidly declined, there is growing burden on account of non-
communicable diseases and some infectious diseases.  The second important change is the emergence 
of a robust health care industry estimated to be growing at double digit. The third change is the 
growing incidences of catastrophic expenditure due to health care costs, which are presently estimated 
to be one of the major contributors to poverty. Fourth, a rising economic growth enables enhanced 
fiscal capacity. Therefore, a new health policy responsive to these contextual changes is required.  

The primary aim of the National Health Policy, 2017, is to inform, clarify, strengthen and 
prioritize the role of the Government in shaping health systems in all its dimensions- investments in 
health, organization of healthcare services, prevention of diseases and promotion of good health 
through cross sectoral actions, access to technologies, developing human resources, encouraging 
medical pluralism, building knowledge base, developing better financial protection strategies, 
strengthening regulation and health assurance.  

NHP 2017 builds on the progress made since the last NHP 2002. The developments have 
been captured in the document “Backdrop to National Health Policy 2017- Situation Analyses”, 
Ministry of Health & Family Welfare, Government of India.   

2. Goal, Principles and Objectives  

2.1 Goal  
The policy envisages as its goal the attainment of the highest possible level of health and well-

being for all at all ages, through a preventive and promotive health care orientation in all 
developmental policies, and universal access to good quality health care services without anyone 
having to face financial hardship as a consequence. This would be achieved through increasing access, 
improving quality and lowering the cost of healthcare delivery. 
 

The policy recognizes the pivotal importance of Sustainable Development Goals (SDGs). An 
indicative list of time bound quantitative goals aligned to ongoing national efforts as well as the global 
strategic directions is detailed at the end of this section. 

 

2.2 Key Policy Principles 
 

I. Professionalism, Integrity and Ethics: The health policy commits itself to the highest 
professional standards, integrity and ethics to be maintained in the entire system of health care 
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delivery in the country, supported by a credible, transparent and responsible regulatory 
environment.  

II. Equity: Reducing inequity would mean affirmative action to reach the poorest. It would mean 
minimizing disparity on account of gender, poverty, caste, disability, other forms of social 
exclusion and geographical barriers. It would imply greater investments and financial protection for 
the poor who suffer the largest burden of disease.  

III. Affordability: As costs of care increases, affordability, as distinct from equity, requires emphasis. 
Catastrophic household health care expenditures defined as health expenditure exceeding 10% of 
its total monthly consumption expenditure or 40% of its monthly non-food consumption 
expenditure, are unacceptable.  

IV. Universality: Prevention of exclusions on social, economic or on grounds of current health status. 
In this backdrop, systems and services are envisaged to be designed to cater to the entire 
population- including special groups.  

V. Patient Centered & Quality of Care: Gender sensitive, effective, safe, and convenient healthcare 
services to be provided with dignity and confidentiality. There is need to evolve and disseminate 
standards and guidelines for all levels of facilities and a system to ensure that the quality of 
healthcare is not compromised. 

VI. Accountability: Financial and performance accountability, transparency in decision making, and 
elimination of corruption in health care systems, both in public and private.  

VII. Inclusive Partnerships:  A multistakeholder approach with partnership & participation of all non-
health ministries and communities. This approach would include partnerships with academic 
institutions, not for profit agencies, and health care industry as well.  

VIII. Pluralism: Patients who so choose and when appropriate, would have access to AYUSH care 
providers based on documented and validated local, home and community based practices.  These 
systems, inter alia, would also have Government support in research and supervision to develop 
and enrich their contribution to meeting the national health goals and objectives through 
integrative practices.  

IX. Decentralization: Decentralisation of decision making to a level as is consistent with practical 
considerations and institutional capacity. Community participation in health planning processes, to 
be promoted side by side.  

X. Dynamism and   Adaptiveness: constantly improving dynamic organization of health care based 
on new knowledge and evidence with learning from the communities and from national and 
international knowledge partners is designed. 
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2.3 Objectives 

Improve health status through concerted policy action in all sectors and expand preventive, 
promotive, curative, palliative and rehabilitative services provided through the public health sector 
with focus on quality.  

 

2.3.1 Progressively achieve Universal Health Coverage  

A. Assuring availability of free, comprehensive primary health care services, for all aspects of 
 reproductive, maternal, child and adolescent health and for the most prevalent communicable, 
 non-communicable and occupational diseases in the population. The Policy  also envisages 
 optimum use of  existing manpower and infrastructure as available in the  health sector   and 
 advocates  collaboration   with  non -government sector   on pro-bono basis for delivery of  health 
care services linked to a health card to enable every family to have access to a doctor of  their 
choice from amongst those volunteering their services.  

  
B. Ensuring improved access and affordability, of quality secondary and tertiary care services 
 through a combination of public hospitals and well measured strategic purchasing of services in 
 health care deficit areas, from private care providers, especially the not-for profit providers 
 

C. Achieving a significant reduction in out of pocket expenditure due to health care costs and 
 achieving reduction in proportion of households experiencing catastrophic health expenditures 
 and consequent impoverishment. 

 
2.3.2 Reinforcing trust in Public Health Care System: Strengthening the trust of the common man 

in public health care system by making it predictable, efficient, patient centric, affordable and 
effective, with a comprehensive package of services and products that meet immediate health care 
needs of most people. 
 

2.3.3 Align the growth of private health care sector with public health goals: Influence the 
operation and growth of the private health care sector and medical technologies to ensure 
alignment with public health goals. Enable private sector contribution to making health care 
systems more effective, efficient, rational, safe, affordable and ethical. Strategic purchasing by the 
Government to fill critical gaps in public health facilities would create a demand for private health 
care sector, in alignment with the public health goals. 
 

2.4 Specific Quantitative Goals and Objectives: The indicative, quantitative goals and objectives are 
outlined under three broad components viz. (a) health status and programme impact, (b) health 
systems performance and (c) health system strengthening. These goals and objectives are aligned to 
achieve sustainable development in health sector in keeping with the policy thrust. 
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2.4.1 Health Status and Programme Impact  
 

2.4.1.1 Life Expectancy and healthy life 

a. Increase Life Expectancy at birth from 67.5 to 70 by 2025. 

b. Establish regular tracking of Disability Adjusted Life Years (DALY) Index as a measure of 
burden of disease and its trends by major categories by 2022. 

c. Reduction of TFR to 2.1 at national and sub-national level by 2025. 

2.4.1.2 Mortality by Age and/ or cause 

a. Reduce Under Five Mortality to 23 by 2025 and MMR from current levels to 100 by 2020.  

b. Reduce infant mortality rate to 28 by 2019.  

c. Reduce neo-natal mortality to 16 and still birth rate to “single digit” by 2025. 

2.4.1.3 Reduction of disease prevalence/ incidence 

a. Achieve global target of 2020 which is also termed as target of 90:90:90, for HIV/AIDS i. e,- 
90% of all people living with HIV know their HIV status, - 90% of all people diagnosed with 
HIV infection receive sustained antiretroviral therapy and 90% of all people receiving 
antiretroviral therapy will have viral suppression.  

b. Achieve and maintain elimination status of Leprosy by 2018, Kala-Azar by 2017 and Lymphatic 
Filariasis in endemic pockets by 2017.  

c. To achieve and maintain a cure rate of >85% in new sputum positive patients for TB and 
reduce incidence of new cases, to reach elimination status by 2025. 

d. To reduce the prevalence of blindness to 0.25/ 1000 by 2025 and disease burden by one third 
from current levels. 

e. To reduce premature mortality from cardiovascular diseases, cancer, diabetes or chronic 
respiratory diseases by 25% by 2025. 

2.4.2 Health Systems Performance 
 

2.4.2.1  Coverage of Health Services 

a. Increase utilization of public health facilities by 50% from current levels by 2025. 

b. Antenatal care coverage to be sustained above 90% and skilled attendance at birth above 90% 
by 2025.  

c. More than 90% of the newborn are fully immunized by one year of age by 2025.  

d. Meet need of family planning above 90% at national and sub national level by 2025.  
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e. 80% of known hypertensive and diabetic individuals at household level maintain „controlled 
disease status‟ by 2025. 

2.4.2.2 Cross Sectoral goals related to health 

a. Relative reduction in prevalence of current tobacco use by 15% by 2020 and 30% by 2025. 

b. Reduction of 40% in prevalence of stunting of under-five children by 2025.  

c. Access to safe water and sanitation to all by 2020 (Swachh Bharat Mission). 

d. Reduction of occupational injury by half from current levels of 334 per lakh agricultural 
workers by 2020. 

e. National/ State level tracking of selected health behaviour. 
 

2.4.3 Health Systems strengthening  
 

2.4.3.1 Health finance 

a. Increase health expenditure by Government as a percentage of GDP from the existing 1.15% 
to 2.5 % by 2025. 

b. Increase State sector health spending to > 8% of their budget by 2020. 

c. Decrease in proportion of households facing catastrophic health expenditure from the current 
levels by 25%, by 2025. 

2.4.3.2 Health Infrastructure and Human Resource 

a. Ensure availability of paramedics and doctors as per Indian Public Health Standard (IPHS) 
norm in high priority districts by 2020. 

b. Increase community health volunteers to population ratio as per IPHS norm, in high priority 
districts by 2025. 

c. Establish primary and secondary care facility as per norms in high priority districts (population 
as well as time to reach norms) by 2025.  

2.4.3.3 Health Management Information 

a. Ensure district-level electronic database of information on health system components by 2020.  

b. Strengthen the health surveillance system and establish registries for diseases of public health 
importance by 2020.  

c. Establish federated integrated health information architecture, Health Information Exchanges 
and National Health Information Network by 2025. 
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3. Policy Thrust 

3.1 Ensuring Adequate Investment The policy proposes a potentially achievable target of raising 
public health expenditure to 2.5% of the GDP in a time bound manner. It envisages that the 
resource allocation to States will be linked with State development indicators, absorptive capacity and 
financial indicators. The States would be incentivised for incremental State resources for public 
health expenditure.  General taxation will remain the predominant means for financing care. The 
Government could consider imposing taxes on specific commodities- such as the taxes on tobacco, 
alcohol and foods having negative impact on health, taxes on extractive industries and pollution cess. 
Funds available under Corporate Social Responsibility would also be leveraged for well-focused 
programmes aiming to address health goals.  

3.2 Preventive and Promotive Health The policy articulates to institutionalize inter-sectoral 
coordination at national and sub-national levels to optimize health outcomes, through constitution of 
bodies that have representation from relevant non-health ministries. This is in line with the emergent 
international “Health in All” approach as complement to Health for All.  The policy prerequisite is 
for an empowered public health cadre to address social determinants of health effectively, by 
enforcing regulatory provisions.  

The policy identifies coordinated action on seven priority areas for improving the 
environment for health: 

o The Swachh Bharat Abhiyan 

o Balanced, healthy diets and regular exercises. 

o Addressing tobacco, alcohol and substance abuse 

o Yatri Suraksha – preventing deaths due to rail and road traffic accidents 

o Nirbhaya Nari –action against gender violence  

o Reduced stress and improved safety in the work place 

o Reducing indoor and outdoor air pollution  

The policy also articulates the need for the development of strategies and institutional 
mechanisms in each of these seven areas, to create Swasth Nagrik Abhiyan –a social movement for 
health. It recommends setting indicators, their targets as also mechanisms for achievement in each of 
these areas.  

The policy recognizes and builds upon preventive and promotive care as an under-recognized 
reality that has a two-way continuity with curative care, provided by health agencies at same or at 
higher levels. The policy recommends an expansion of scope of interventions to include early 
detection and response to early childhood development delays and disability, adolescent and sexual 
health education, behavior change with respect to tobacco and alcohol use, screening, counseling for 
primary prevention and secondary prevention from common chronic illness –both communicable and 
non-communicable diseases. Additionally the policy focus is on extending coverage as also quality of 
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the existing package of services. Policy recognizes the need to frame and adhere to health screening 
guidelines across age groups. Zoonotic diseases like rabies need to be addressed through concerted 
and coordinated action, at the national front and through strengthening of the National Rabies 
Control Programme.   

The policy lays greater emphasis on investment and action in school health- by incorporating 
health education as part of the curriculum, promoting hygiene and safe health practices within the 
school environs and by acting as a site of primary health care. Promotion of healthy living and 
prevention strategies from AYUSH systems and Yoga at the work-place, in the schools and in the 
community would also be an important form of health promotion that has a special appeal and 
acceptability in the Indian context. 

Recognizing the risks arising from physical, chemical, and other workplace hazards, the policy 
advocates for providing greater focus on occupational health. Work-sites and institutions would be 
encouraged and monitored to ensure safe health practices and accident prevention, besides providing 
preventive and promotive healthcare services. 

ASHA will also be supported by other frontline workers like health workers (male/female) to 
undertake primary prevention for non-communicable diseases. They would also provide community 
or home based palliative care and mental health services through health promotion activities. These 
workers would get support from local self-government and the Village Health Sanitation and 
Nutrition Committee (VHSNC). 

In order to build community support and offer good healthcare to the vulnerable sections of 
the society like the marginalised, the socially excluded, the poor, the old and the disabled, the policy 
recommends strengthening the VHSNCs and its equivalent in the urban areas. 

„Health Impact Assessment‟ of existing and emerging policies, of key non-health departments 
that directly or indirectly impact health would be taken up. 

3.3 Organization of Public Health Care Delivery: The policy proposes seven key policy shifts in 
organizing health care services 

o In primary care – from selective care to assured comprehensive care with linkages to referral 
hospitals 

o In secondary and tertiary care – from an input oriented to an output based strategic purchasing 

o In public hospitals – from user fees & cost recovery to assured free drugs, diagnostic and 
emergency services to all  

o In infrastructure and human resource development – from normative approach to targeted 
approach to reach under-serviced areas 

o In urban health – from token interventions to on-scale assured interventions, to organize 
Primary Health Care delivery and referral support for urban poor. Collaboration with other 
sectors to address wider determinants of urban health is advocated. 
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o In National Health Programmes – integration with health systems for programme effectiveness 
and in turn contributing to strengthening of health systems for efficiency. 

o In AYUSH services – from stand-alone to a three dimensional mainstreaming  

Free primary care provision by the public sector, supplemented by strategic purchase of 
secondary care hospitalization and tertiary care services from both public and from non-government 
sector to fill critical gaps would be the main strategy of assuring healthcare services. The policy 
envisages strategic purchase of secondary and tertiary care services as a short term measure. Strategic 
purchasing refers to the Government acting as a single payer. The order of preference for strategic 
purchase would be public sector hospitals followed by not-for profit private sector and then 
commercial private sector in underserved areas, based on availability of services of acceptable and 
defined quality criteria. In the long run, the policy envisages to have fully equipped and functional 
public sector hospitals in these areas to meet secondary and tertiary health care needs of population, 
especially the poorest and marginalized. Public facilities would remain the focal point in the healthcare 
delivery system and services in the public health facilities would be expanded from current levels. The 
policy recognizes the special health needs of tribal and socially vulnerable population groups and 
recommends situation specific measures in provisioning and delivery of services. The policy advocates 
enhanced outreach of public healthcare through Mobile Medical Units (MMUs), etc. Tribal population 
in the country is over 100 million (Census 2011), and hence deserves special attention keeping in mind 
their geographical and infrastructural challenges. Keeping in view the high cost involved in 
provisioning and managing orphan diseases, the policy encourages active engagement with non-
government sector for addressing the situation. In order to provide access and financial protection at 
secondary and tertiary care levels, the policy proposes free drugs, free diagnostics and free emergency 
care services in all public hospitals. To address the growing challenges of urban health, the policy 
advocates scaling up National Urban Health Mission (NUHM) to cover the entire urban population 
within the next five years with sustained financing.  

For effectively handling medical disasters and health security, the policy recommends that the 
public healthcare system retain a certain excess capacity in terms of health infrastructure, human 
resources, and technology which can be mobilized in times of crisis. 

In order to leverage the pluralistic health care legacy, the policy recommends mainstreaming 
the different health systems. This would involve increasing the validation, evidence and research of 
the different health care systems as a part of the common pool of knowledge. It would also involve 
providing access and informed choice to the patients, providing an enabling environment for practice 
of different systems of medicine, an enabling regulatory framework and encouraging cross referrals 
across these systems. 

3.3.1 Primary Care Services and Continuity of Care:  

This policy denotes important change from very selective to comprehensive primary health 
care package which includes geriatric health care, palliative care and rehabilitative care services.  The 
facilities which start providing the larger package of comprehensive primary health care will be called 
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„Health and Wellness Centers‟.  Primary care must be assured.  To make this a reality, every family 
would have a health card that links them to primary care facility and be eligible for a defined package 
of services anywhere in the country.  The policy recommends that health centres be established on 
geographical norms apart from population norms. To provide comprehensive care, the policy 
recommends a matching human resources development strategy, effective logistics support system 
and referral backup. This would also necessitate upgradation of the existing sub-centres and 
reorienting PHCs to provide comprehensive set of preventive, promotive, curative and rehabilitative 
services. It would entail providing access to assured AYUSH healthcare services, as well as support 
documentation and validation of local home and community based practices. The policy also 
advocates for research and validation of tribal medicines. Leveraging the potential of digital health for 
two way systemic linkages between the various levels of care viz., primary, secondary and tertiary, 
would ensure continuity of care. The policy advocates that the public health system would put in place 
a gatekeeping mechanism at primary level in a phased manner, accompanied by an effective feedback 
and follow-up mechanism.   

3.3.2 Secondary Care Services:  

The policy aspires to provide at the district level most of the secondary care which is currently 
provided at a medical college hospital. Basic secondary care services, such as caesarian section and 
neonatal care would be made available at the least at sub-divisional level in a cluster of few blocks. To 
achieve this, policy therefore aims:  

o To have at least two beds per thousand population distributed in such a way that it is accessible 
within golden hour rule. This implies an efficient emergency transport system. The policy also aims 
that ten categories of what are currently specialist skills be available within the district. Additionally 
four or at least five of these specialist skill categories be available at sub-district levels. This may be 
achieved by strengthening the district hospital and a well-chosen, well located set of sub-district 
hospitals. 

 

o Resource allocation that is responsive to quantity, diversity and quality of caseloads provided.  
 

o Purchasing care after due diligence from non-Government hospitals as a short term strategy till 
public systems are strengthened.   

Policy proposes a responsive and strong regulatory framework to guide purchasing of care 
from non-government sector so that challenges of quality of care, cost escalations and impediments to 
equity are addressed effectively.  

In order to develop the secondary care sector, comprehensive facility development and 
obligations with regard to human resources, especially specialists needs, are to be prioritized.  To this 
end the policy recommends a scheme to develop human resources and specialist skills.  

Access to blood and blood safety has been a major concern in district healthcare services. This 
policy affirms in expanding the network of blood banks across the country to ensure improved access 
to safe blood. 
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3.3.3 Re-Orienting Public Hospitals:  

Public hospitals have to be viewed as part of tax financed single payer health care system, 
where the care is pre-paid and cost efficient. This outlook implies that quality of care would be 
imperative and the public hospitals and facilities would undergo periodic measurements and 
certification of level of quality. The policy endorses that the public hospitals would provide universal 
access to a progressively wide array of free drugs and diagnostics with suitable leeway to the States to 
suit their context. The policy seeks to eliminate the risks of inappropriate treatment by maintaining 
adequate standards of diagnosis and treatment.  Policy recognizes the need for an information system 
with comprehensive data on availability and utilization of services not only in public hospitals but also 
in non-government sector hospitals. State public health systems should be able to provide all 
emergency health services other than services covered under national health programmes.  

3.3.4 Closing Infrastructure and Human Resources/Skill Gaps:  

The policy duly acknowledges the roadmap of the 12th Five Year Plan for managing human 
resources for health. The policy initiatives aim for measurable improvements in quality of care. 
Districts and blocks which have wider gaps for development of infrastructure and deployment of 
additional human resources would receive focus. Financing for additional infrastructure or human 
resources would be based on needs of outpatient and inpatient attendance and utilization of key 
services in a measurable manner.   

3.3.5 Urban Health Care:  

National health policy prioritizes addressing the primary health care needs of the urban 
population with special focus on poor populations living in listed and unlisted slums, other vulnerable 
populations such as homeless, rag-pickers, street children, rickshaw pullers, construction workers, sex 
workers and temporary migrants.  Policy would also prioritize the utilization of AYUSH personnel in 
urban health care. Given the large presence of private sector in urban areas, policy recommends 
exploring the possibilities of developing sustainable models of partnership with for profit and not for 
profit sector for urban health care delivery.  An important focus area of the urban health policy will be 
achieving convergence among the wider determinants of health – air pollution, better solid waste 
management, water quality, occupational safety, road safety, housing, vector control, and reduction of 
violence and urban stress.  These dimensions are also important components of smart cities. 
Healthcare needs of the people living in the peri urban areas would also be addressed under the 
NUHM. Further, Non-Communicable Diseases (NCDs) like hyper tension, diabetes which are 
predominant in the urban areas would be addressed under NUHM, through planned early detection. 
Better secondary prevention would also be an integral part of the urban health strategy. Improved 
health seeking behavior, influenced through capacity building of the community based organizations 
& establishment of an appropriate referral mechanism, would also be important components of this 
strategy.  
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4. National Health Programmes  
 

4.1 RMNCH+A services: Maternal and child survival is a mirror that reflects the entire spectrum of 
social development. This policy aspires to elicit developmental action of all sectors to support Maternal 
and Child survival. The policy strongly recommends strengthening of general health systems to prevent 
and manage maternal complications, to ensure continuity of care and emergency services for maternal 
health. In order to comprehensively address factors affecting maternal and child survival, the policy 
seeks to address the social determinants through developmental action in all sectors.  

 
4.2 Child and Adolescent Health: The policy endorses the national consensus on accelerated 

achievement of neonatal mortality targets and „single digit‟ stillbirth rates through improved home 
based and facility based management of sick newborns. District hospitals must ensure screening and 
treatment of growth related problems, birth defects, genetic diseases and provide palliative care for 
children. The policy affirms commitment to pre-emptive care (aimed at pre-empting the occurrence of 
diseases) to achieve optimum levels of child and adolescent health. The policy envisages school health 
programmes as a major focus area as also health and hygiene being made a part of the school 
curriculum. The policy gives special emphasis to the health challenges of adolescents and long term 
potential of investing in their health care.  The scope of Reproductive and Sexual Health should be 
expanded to address issues like inadequate calorie intake, nutrition status and psychological problems 
interalia linked to misuse of technology, etc.  
 

4.3 Interventions to Address Malnutrition and Micronutrient Deficiencies: Malnutrition, especially 
micronutrient deficiencies, restricts survival, growth and development of children. It contributes to 
morbidity and mortality in vulnerable population, resulting in substantial diminution in productive 
capacity in adulthood and consequent reduction in the nation‟s economic growth and well-being. 
Recognising this, the policy declares that micronutrient deficiencies would be addressed through a well-
planned strategy on micronutrient interventions. Focus would be on reducing micronutrient 
malnourishment and augmenting initiatives like micro nutrient supplementation, food fortification, 
screening for anemia and public awareness. A systematic approach to address heterogeneity in 
micronutrient adequacy across regions in the country with focus on the more vulnerable sections of 
the population, is needed. Hence, screening for multiple micronutrient deficiencies is advocated.  
During the critical period of pregnancy, lactation, early childhood, adolescence and old age, the 
consequences of deficiencies are particularly severe and many are irreversible. While dietary 
diversification remains the most desirable way forward, supplementation and fortification require to be 
considered as short and medium term solutions to fill nutrient gaps. The present efforts of Iron Folic 
Acid(IFA) supplementation, calcium supplementation during pregnancy, iodized salt, Zinc and Oral 
Rehydration Salts/Solution(ORS), Vitamin A supplementation, needs to be intensified and increased.  
Sustained efforts are to be made to ensure outreach to every beneficiary, which in turn necessitates that 
intensive monitoring mechanisms are put in place. The policy advocates developing a strong evidence 
base, of the burden of collective micronutrient deficiencies, which should be correlated with disease 
burden and in particular for understanding the etiology of anemia. Policy recommends exploring 
fortified food and micronutrient sprinkles for addressing deficiencies through Anganwadi centers and 
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schools. Recognising the complementary role of various nutrition-sensitive interventions from 
different platforms, the policy calls for synergy of inputs from departments like Women and Child 
Development, Education, WASH, Agriculture and Food and Civil Supplies.  Policy envisages that the 
MoHFW would take on the role of convener to monitor and ensure effective integration of both 
nutrition-sensitive and nutrition-specific interventions for coordinated optimal results.   
 

4.4 Universal Immunization: Priority would be to further improve immunization coverage with quality 
and safety, improve vaccine security as per National Vaccine Policy 2011 and introduction of newer 
vaccines based on epidemiological considerations. The focus will be to build upon the success of 
Mission Indradhanush and strengthen it. 
 

4.5 Communicable Diseases: The policy recognizes the interrelationship between communicable disease 
control programmes and public health system strengthening. For Integrated Disease Surveillance 
Programme, the policy advocates the need for districts to respond to the communicable disease 
priorities of their locality. This could be through network of well-equipped laboratories backed by 
tertiary care centers and enhanced public health capacity to collect, analyze and respond to the disease 
outbreaks. 
 

4.5.1 Control of Tuberculosis: The policy acknowledges HIV and TB co infection and increased incidence 
of drug resistant tuberculosis as key challenges in control of Tuberculosis. The policy calls for more 
active case detection, with a greater involvement of private sector supplemented by preventive and 
promotive action in the workplace and in living conditions. Access to free drugs would need to be 
complemented by affirmative action to ensure that the treatment is carried out, dropouts reduced and 
transmission of resistant strains are contained. 

 
4.5.2 Control of HIV/AIDS: While the current emphasis on prevention continues, the policy recommends 

focused interventions on the high risk communities (MSM, Transgender, FSW, etc.) and prioritized 
geographies. There is a need to support care and treatment for people living with HIV/AIDS through 
inclusion of 1st, 2nd and 3rd line antiretroviral(ARV), Hep-C and other costly drugs into the essential 
medical list. 
 

4.5.3 Leprosy Elimination: To carry out Leprosy elimination the proportion of grade-2 cases amongst new 
cases will become the measure of community awareness and health systems capacity, keeping in mind 
the global goal of reduction of grade 2 disability to less than 1 per million by 2020. Accordingly, the 
policy envisages proactive measures targeted towards elimination of leprosy from India by 2018. 

 

4.5.4 Vector Borne Disease Control: The policy recognizes the challenge of drug resistance in Malaria, 
which should be dealt with by changing treatment regimens with logistics support as appropriate. New 
National Programme for prevention and control of Japanese Encephalitis (JE)/Acute Encephalitis 
Syndrome (AES) should be accelerated with strong component of inter-sectoral collaboration.  
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The policy recognizes the interrelationship between communicable disease control 
programmes and public health system strengthening. Every one of these programmes requires a 
robust public health system as their core delivery strategy. At the same time, these programmes also 
lead to strengthening of healthcare systems. 

 

4.6 Non-Communicable Diseases: The policy recognizes the need to halt and reverse the growing 
incidence of chronic diseases. The policy recommends to set-up a National Institute of Chronic 
Diseases including Trauma, to generate evidence for adopting cost effective approaches and to 
showcase best practices. This policy will support an integrated approach where screening for the most 
prevalent NCDs with secondary prevention would make a significant impact on reduction of 
morbidity and preventable mortality. This would be incorporated into the comprehensive primary 
health care network with linkages to specialist consultations and follow up at the primary level. 
Emphasis on medication and access for select chronic illness on a „round the year‟ basis would be 
ensured.  Screening for oral, breast and cervical cancer and for Chronic Obstructive Pulmonary 
Disease (COPD) will be focused in addition to hypertension and diabetes. The policy focus is also on 
research. It emphasizes developing protocol for mainstreaming AYUSH as an integrated medical care. 
This has a huge potential for effective prevention and therapy, that is safe and cost-effective. Further 
the policy commits itself to support programmes for prevention of blindness, deafness, oral health, 
endemic diseases like fluorosis and sickle cell anaemia/thalassemia,etc. The National Health Policy 
commits itself to culturally appropriate community centered solutions to meet the health needs of the 
ageing community in addition to compliance with constitutional obligations as per the Maintenance 
and Welfare of Parents and Senior Citizens Act, 2007. The policy recognizes the growing need for 
palliative and rehabilitative care for all geriatric illnesses and advocates the continuity of care across all 
levels. The policy recognizes the critical need of meeting the growing demand of tissue and organ 
transplant in the country and encourages widespread public awareness to promote voluntary 
donations.   
 

4.7 Mental Health: This policy will take into consideration the provisions of the National Mental Health 
Policy 2014 with simultaneous action on the following fronts: 

o Increase creation of specialists through public financing and develop special rules to give 
preference to those willing to work in public systems. 

o Create network of community members to provide psycho-social support to strengthen 
mental health services at primary level facilities and 

o Leverage digital technology in a context where access to qualified psychiatrists is difficult.  

4.8 Population Stabilization: The National Health Policy recognises that improved access, education 
and empowerment would be the basis of successful population stabilization. The policy imperative is 
to move away from camp based services with all its attendant problems of quality, safety and dignity 
of women, to a situation where these services are available on any day of the week or at least on a 
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fixed day.  Other policy imperatives are to increase the proportion of male sterilization from less than 
5% currently, to at least 30% and if possible much higher. 

 
5. Women’s Health & Gender Mainstreaming: There will be enhanced provisions for reproductive 

morbidities and health needs of women beyond the reproductive age group (40+) This would be in 
addition to package of services covered in the previous paragraphs. 

 

6. Gender based violence (GBV): Women‟s access to healthcare needs to be strengthened by making 
public hospitals more women friendly and ensuring that the staff have orientation to gender –
sensitivity issues. This policy notes with concern the serious and wide ranging consequences of GBV 
and recommends that the health care to the survivors/ victims need to be provided free and with 
dignity in the public and private sector.  
 

7. Supportive Supervision: For supportive supervision in more vulnerable districts with inadequate 
capacity, the policy will support innovative measures such as use of digital tools and HR strategies like 
using nurse trainers to support field workers. 

 

8. Emergency Care and Disaster Preparedness: Better response to disasters, both natural and 
manmade, requires a dispersed and effective capacity for emergency management. It requires an army 
of community members trained as first responder for accidents and disasters. It also requires regular 
strengthening of their capacities in close collaboration with the local self-government and community 
based organisations. The policy supports development of earthquake and cyclone resistant health 
infrastructure in vulnerable geographies. It also supports development of mass casualty management 
protocols for CHC and higher facilities and emergency response protocols at all levels. To respond to 
disasters and emergencies, the public healthcare system needs to be adequately skilled and equipped at 
defined levels, so as to respond effectively during emergencies. The policy envisages creation of a 
unified emergency response system, linked to a dedicated universal access number, with network of 
emergency care that has an assured provision of life support ambulances, trauma management centers–  

o one per 30 lakh population in urban areas and  

o one for every 10 lakh population in rural areas 

9. Mainstreaming the Potential of AYUSH: For persons who so choose, this policy ensures access to 
AYUSH remedies through co-location in public facilities. Yoga would be introduced much more 
widely in school and work places as part of promotion of good health as adopted in National AYUSH 
Mission (NAM). The policy recognizes the need to standardize and validate Ayurvedic medicines and 
establish a robust and effective quality control mechanism for AUSH drugs.  Policy recognizes the 
need to nurture AYUSH system of medicine, through development of infrastructural facilities of 
teaching institutions, improving quality control of drugs, capacity building of institutions and 
professionals. In addition, it recognizes the need for building research and public health skills for 
preventive and promotive healthcare.  Linking AYUSH systems with ASHAs and VHSNCs would be 
an important plank of this policy.  The National Health Policy would continue mainstreaming of 
AYUSH with general health system but with the addition of a mandatory bridge course that gives 



270 271

15 
 

competencies to mid-level care provider with respect to allopathic remedies.  The policy further 
supports the integration of AYUSH systems at the level of knowledge systems, by validating processes 
of health care promotion and cure. The policy recognizes the need for integrated courses for Indian 
System of Medicine, Modern Science and Ayurgenomics. It puts focus on sensitizing practitioners of 
each system to the strengths of the others. Further the development of sustainable livelihood systems 
through involving local communities and establishing forward and backward market linkages in 
processing of medicinal plants will also be supported by this policy. The policy seeks to strengthen 
steps for farming of herbal plants. Developing mechanisms for certification of „prior knowledge‟ of 
traditional community health care providers and engaging them in the conservation and generation of 
the raw materials required, as well as creating opportunities for enhancing their skills are part of this 
policy.  

 
10. Tertiary care Services: The policy affirms that the tertiary care services are best organized along lines 

of regional, zonal and apex referral centers. It recommends that the Government should set up new 
Medical Colleges, Nursing Institutions and AIIMS in the country following this broad principle. 
Regional disparities in distribution of these institutions must be addressed. The policy supports 
periodic review and standardization of fee structure and quality of clinical training in the private sector 
medical colleges. The policy enunciates the core principle of societal obligation on the part of private 
institutions to be followed.  This would include: 

o Operationalization of mechanisms for referral from public health system 
 to charitable hospitals. 

o Ensuring that deserving patients can be admitted on designated free /  
 subsidized beds. 

The policy proposes to consider forms of resource generation, where corporate hospitals and 
medical tourism earnings are through a high degree of associated hospitality arrangements and on 
account of  certain procedures and services, as a form of resource mobilization towards the health 
sector. The policy recommends establishing National Healthcare Standards Organization and to 
develop evidence based standard guidelines of care applicable both to public and private sector. The 
policy shows the way forward in developing partnership with non-government sector through 
empaneling the socially motivated and committed tertiary care centers into the Government efforts to 
close the specialist gap. 

To expand public provisioning of tertiary services, the Government would additionally 
purchase select tertiary care services from empaneled non-government sector hospitals to assist the 
poor. Coverage in terms of population and services will expand gradually. The policy recognizes 
development of evidence based standard guidelines of care, applicable both to public and private 
sector as essential.   

11. Human Resources for Health: There is a need to align decisions regarding judicious growth of 
professional and technical educational institutions in the health sector, better financing of professional 
and technical education, defining professional boundaries and skill sets, reshaping the pedagogy of 
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professional and technical education, revisiting entry policies into educational institutions, ensuring 
quality of education and regulating the system to generate the right mix of skills at the right place. This 
policy recommends that medical and para-medical education be integrated with the service delivery 
system, so that the students learn in the real environment and not just in the confines of the medical 
school. The key principle around the policy on human resources for health is that, workforce 
performance of the system would be best when we have the most appropriate person, in terms of both 
skills and motivation, for the right job in the right place, working within the right professional and 
incentive environment. 
 

11.1 Medical Education: The policy recommends strengthening existing medical colleges and converting 
district hospitals to new medical colleges to increase number of doctors and specialists, in States with 
large human resource deficit. The policy recognizes the need to increase the number of post graduate 
seats. The policy supports expanding the number of AIIMS like centers for continuous flow of faculty 
for medical colleges, biomedical and clinical research. National Knowledge Network shall be used for 
Tele-education, Tele-CME, Tele-consultations and access to digital library. A common entrance exam is 
advocated on the pattern of NEET for UG entrance at All India level; a common national-level 
Licentiate/exit exam for all medical and nursing graduates; a regular renewal at periodic intervals with 
Continuing Medical Education (CME) credits accrued, are important recommendations. This policy 
recommends that the current pattern of MCQ (Multiple Choice Question) based entrance test for post 
graduates medical courses- that drive students away from practical learning- should be reviewed. The 
policy recognizes the need to revise the under graduate and post graduate medical curriculum keeping 
in view the changing needs, technology and the newer emerging disease trends. Keeping in view, the 
rapid expansion of medical colleges in public and private sector there is an urgent need to review 
existing institutional mechanisms to regulate and ensure quality of training and education being 
imparted. The policy recommends that the discussion on recreating a regulatory structure for health 
professional education be revisited to address the emerging needs and challenges. 

 

11.2 Attracting and Retaining Doctors in Remote Areas: Policy proposes financial and non-financial 
incentives, creating medical colleges in rural areas; preference to students from under-serviced areas, 
realigning pedagogy and curriculum to suit rural health needs, mandatory rural postings, etc.  Measures 
of compulsion- through mandatory rotational postings dovetailed with clear and transparent career 
progression guidelines are valuable strategies. A constant effort, therefore, needs to be made to increase 
the capacity of the public health systems to absorb and retain the manpower. The total sanctioned posts 
of doctors in the public sector should increase to ensure availability of doctors corresponding to the 
accepted norms. Exact package of policy measures would vary from State to State and would change 
over time.  

 

11.3 Specialist Attraction and Retention: Proposed policy measures include - recognition of educational 
options linked with National Board of Examination & College of Physicians and Surgeons, creation of 
specialist cadre with suitable pay scale, up-gradation of short term training to medical officers to 
provide basic specialist services at the block and district level, performance linked payments and 
popularise MD (Doctor of Medicine) course in Family Medicine or General Practice. The policy 
recommends that the National Board of Examinations should expand the post graduate training up to 
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the district level. The policy recommends creation of a large number of distance and continuing 
education options for general practitioners in both the private and the public sectors, which would 
upgrade their skills to manage the large majority of cases at local level, thus avoiding unnecessary 
referrals.  
 

11.4 Mid-Level Service Providers: For expansion of primary care from selective care to comprehensive 
care, complementary human resource strategy is the development of a cadre of mid-level care providers. 
This can be done through appropriate courses like a B.Sc. in community health and/or through 
competency-based bridge courses and short courses. These bridge courses could admit graduates from 
different clinical and paramedical backgrounds like AYUSH doctors, B.Sc. Nurses, Pharmacists, GNMs, 
etc and equip them with skills to provide services at the sub-centre and other peripheral levels. Locale 
based selection, a special curriculum of training close to the place where they live and work, conditional 
licensing, enabling legal framework and a positive practice environment will ensure that this new cadre 
is preferentially available where they are needed most, i.e. in the under-served areas. 
 

11.5 Nursing Education: The policy recognises the need to improve regulation and quality management of 
nursing education. Other measures suggested are - establishing cadres like Nurse Practitioners and 
Public Health Nurses to increase their availability in most needed areas. Developing specialized nursing 
training courses and curriculum (critical care, cardio-thoracic vascular care, neurological care, trauma 
care, palliative care and care of terminally ill), establishing nursing school in every large district or cluster 
of districts of about 20 to 30 lakh population and establishing Centers of Excellence for Nursing and 
Allied Health Sciences in each State. States which have adequate nursing institutions have flexibility to 
explore a gradual shift to three year nurses even at the sub-centre level to support the implementation 
of the comprehensive primary health care agenda.  
 

11.6 ASHA: This policy supports certification programme for ASHAs for their preferential selection into 
ANM, nursing and paramedical courses. While most ASHAs will remain mainly voluntary and 
remunerated for time spent, those who obtain qualifications for career opportunities could be given 
more regular terms of engagement.  Policy also supports enabling engagements with NGOs to serve as 
support and training institutions for ASHAs and to serve as learning laboratories on future roles of 
community health workers. The policy recommends revival and strengthening of Multipurpose Male 
Health Worker cadre, in order to effectively manage the emerging infectious and non-communicable 
diseases at community level.  Adding a second Community Health Worker would be based on 
geographic considerations, disease burdens, and time required for multiple tasks to be performed by 
ASHA/ Community Health Worker. 
 

11.7 Paramedical Skills: Training courses and curriculum for super specialty paramedical care 
(perfusionists, physiotherapists, occupational therapists, radiological technicians, audiologists, MRI 
technicians, etc.) would be developed. The policy recognises the role played by physiotheraphists, 
occupational and allied health professionals keeping in view the demographic and disease transition the 
country is faced with and also recognises the need to address their shortfall. Planned expansion of allied 
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technical skills- radiographers, laboratory technicians, physiotherapists, pharmacists, audiologists, 
optometrists, occupational therapists with local employment opportunities, is a key policy direction. 
The policy would allow for multi-skilling with different skill sets so that when posted in more peripheral 
hospitals there is more efficient use of human resources.  

 
11.8 Public Health Management Cadre: The policy proposes creation of Public Health Management 

Cadre in all States based on public health or related disciplines, as an entry criteria. The policy also 
advocates an appropriate career structure and recruitment policy to attract young and talented multi-
disciplinary professionals. Medical & health professionals would form a major part of this, but 
professionals coming in from diverse backgrounds such as sociology, economics, anthropology, 
nursing, hospital management, communications, etc. who have since undergone public health 
management training would also be considered. States could decide to locate these public health 
managers, with medical and non-medical qualifications, into same or different cadre streams belonging 
to Directorates of health. Further, the policy recognizes the need to continuously nurture certain 
specialized skills like entomology, housekeeping, bio-medical waste management, bio medical 
engineering communication skills, management of call centres and even ambulance services. 
 

11.9 Human Resource Governance and leadership development: The policy recognizes that human 
resource management is critical to health system strengthening and healthcare delivery and therefore the 
policy supports measures aimed at  continuing medical and nursing education and on the job support to 
providers, especially those working in professional isolation in rural areas using digital tools and other 
appropriate training resources. Policy recommends development of leadership skills, strengthening 
human resource governance in public health system, through establishment of robust recruitment, 
selection, promotion and transfer postings policies.  
   

12. Financing of Health Care: The policy advocates allocating major proportion (upto two-thirds or more) 
of resources to primary care followed by secondary and tertiary care. Inclusion of cost-benefit and cost 
effectiveness studies consistently in programme design and evaluation would be prioritized. This would 
contribute significantly to increasing efficiency of public expenditure. A robust National Health 
Accounts System would be operationalized to improve public sector efficiency in resource allocation/ 
payments. The policy calls for major reforms in financing for public facilities – where operational costs 
would be in the form of reimbursements for care provision and on a per capita basis for primary care. 
Items like infrastructure development and maintenance, non-incentive cost of the human resources i.e 
salaries and much of administrative costs, would however continue to flow on a fixed cost basis. 
Considerations of equity would be factored in- with higher unit costs for more difficult and vulnerable 
areas or more supply side investment in infrastructure. Total allocations would be made on the basis of 
differential financial ability, developmental needs and high priority districts to ensure horizontal equity 
through targeting specific population sub groups, geographical areas, health care services and gender 
related issues. A higher unit cost or some form of financial incentive payable to facilities providing a 
measured and certified quality of care is recommended. 
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12.1 Purchasing of Healthcare Services: The existing Government financed health insurance schemes 
shall be aligned to cover selected benefit package of secondary and tertiary care services purchased from 
public, not for profit and private sector in the same order of preference, subject to availability of quality 
services on time as per defined norms. The policy recommends creating a robust independent 
mechanism to ensure adherence to standard treatment protocols by public and non-government 
hospitals. In this context the policy recognizes the need of mandatory disclosure of treatment and 
success rates across facilities in a transparent manner. It recommends compliance to right of patients to 
access information about their condition and treatment. For need based purchasing of secondary and 
tertiary care from non-government sector, multistakeholder institutional mechanisms would be created 
at Centre and State levels – in the forms of trusts or registered societies with institutional autonomy. 
These agencies would also be charged with ensuring that purchasing is strategic - giving preference to 
care from public facilities where they are in a position to do so - and developing a market base through 
encouraging the creation of capacity in services in areas where they are needed more. Private „not for 
profit‟ and „for - profit‟ hospitals would be empanelled with preference for the former, for comparable 
quality and standards of care. The payments will be made by the trust/society on a reimbursement basis 
for services provided. 

13. Collaboration with Non-Government Sector/Engagement with private sector: The policy 
suggests exploring collaboration for primary care services with „not- for -profit‟ organizations having a 
track record of public services where critical gaps exist, as a short term measure. Collaboration can also 
be done for certain services where team of specialized human resources and domain specific 
organizational experience is required. Private providers, especially those working in rural and remote 
areas or with under-serviced communities, could be offered encouragement through provision of 
appropriate skills to meet public health goals, opportunities for skill up-gradation to serve the 
community better, participation in disease notification and surveillance efforts, sharing and supporting 
certain high value services. The policy supports voluntary service in rural and under-served areas on 
pro-bono basis by recognised healthcare professionals under a „giving back to society‟ initiative. The 
policy advocates a positive and proactive engagement with the private sector for critical gap filling 
towards achieving National goals. One form is through engagement in public goods, where the private 
sector contributes to preventive or promotive services without profit- as part of CSR work or on 
contractual terms with the Government. The other is in areas where the private sector is encouraged to 
invest- which implies an adequate return on investment i.e on commercial terms which may entail 
contracting, strategic purchasing, etc. The policy advocates for contracting of private sector in the 
following activities: 

13.1 Capacity building:  Outsourcing of training of teachers to strengthen school health programmes by        
adopting neighbourhood schools for quarterly training modules.  

13.2 Skill Development programmes: Recognising that there are huge gaps in technicians, nursing and      
para- nursing, para-medical staff and medical skills in select areas, the policy advocates coordination 
between National Council for Skill Development, MOHFW and State Government(s) for engaging 
private hospitals/private general medical practitioners in skill development.  
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13.3  Corporate Social Responsibility (CSR): CSR is an important area which should be leveraged for 
filling health infrastructure gaps in public health facilities across the country. The private sector could 
use the CSR platform to play an active role in the awareness generation through campaigns on 
occupational health, blood disorders, adolescent health, safe health practices and accident prevention, 
micronutrient adequacy, anti-microbial resistance, screening of children and ante-natal mothers, 
psychological problems linked to misuse of technology, etc. The policy recommends engagement of 
private sector through adoption of neighbourhood schools/ colonies/ slums/tribal areas/backward 
areas for healthcare awareness and services. 

13.4 Mental healthcare programmes- Training community members to provide psychological support to         
strengthen mental health services in the country. Collaboration with Government would be an 
important plank to develop a sustainable network for community/locality towards mental health.  

13.5 Disaster Management is another area where collaboration with private sector would enable better 
outcomes especially in the areas of medical relief and post trauma counselling/treatment. A pool of 
human resources from private sector could be generated to act as responders during disasters. The 
private sector could also pool their infrastructure for quick deployment during disasters and 
emergencies and help in creation of a unified emergency response system. Additionally sharing 
information on infrastructure and services deployable for disaster management would enable 
development of a comprehensive information system with data on availability and utilization of 
services, for optimum use during golden hour and other emergencies. 

13.6  Strategic Purchasing as Stewardship: Directing areas for investment for the commercial health    
sector.  

13.6.1 The health policy recognizes that there are many critical gaps in public health services which would 
be filled by “strategic purchasing”. Such strategic purchasing would play a stewardship role in 
directing private investment towards those areas and those services for which currently there are no 
providers or few providers. The policy advocates building synergy with “not for profit” 
organisations and private sector subject to availability of timely quality services as per predefined 
norms in the collaborating organisation for critical gap filling. 

13.6.2 The main mechanisms of strategic purchasing are insurance and through trusts. Schemes like 
Arogyasri and RSBY have been able to increase private participation significantly. Payment is by 
reimbursement on a fee for service basis and many private providers have been able to benefit 
greatly by these schemes. The aim would be to improve health outcomes and reduce out of pocket 
payments while minimising moral hazards and - so that these schemes can be scaled up and made 
more effective. The policy provides for preferential treatment to collaborating private 
hospitals/institutes for CGHS empanelment and in proposed strategic purchase by Government 
subject to other requirements being met.  

13.6.3 For achieving the objective of having fully functional primary healthcare facilities- especially in urban 
areas to reach under-serviced populations and on a fee basis for middle class populations, 
Government would collaborate with the private sector for operationalizing such health and wellness 
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centres to provide a larger package of comprehensive primary health care across the country. 
Partnerships that address specific gaps in  public services: These would inter alia include diagnostics 
services, ambulance services, safe blood services, rehabilitative services, palliative services, mental 
healthcare, telemedicine  services, managing of rare and orphan diseases.   

13.6.4 The policy advocates building synergy with “not for profit” organisations and private sector subject 
to availability of timely quality services as per predefined norms in the collaborating organisation for 
critical gaps. 

13.7 Enhancing accessibility in private sector: The policy recommends a better public private 
healthcare interface and recognizes the need for engagement in operationalization of mechanisms for 
referrals from public health system. Charitable hospitals and “not for profit” hospitals may volunteer 
for accepting referrals from public health facilities. The private sector could also provide for increased 
designated free/ subsidized beds in their hospitals for the downtrodden, poor and others towards 
societal cause.  

13.8 Role in Immunization: The policy recognizes the role of the private sector in immunization 
programmes and advocates their continued collaboration in rendering immunization service as per 
protocol.  

13.9 Disease Surveillance: Towards strengthening disease surveillance, the private sector laboratories 
could be engaged for data pooling and sharing. All clinical establishments would be encouraged to 
notify diseases and provide information of public health importance.  

13.10 Tissue and organ transplantations:  Tissue and organ transplantations and voluntary donations are 
areas where private sector provides services- but it needs public interventions and support for getting 
organ donations. Recognising the need for awareness, the private sector and public sector could play a 
vital role in awareness generation. 

13.11 Make in India: Towards furthering “Make in India”, the private domestic manufacturing firms/ 
industry could be engaged to provide customized indigenous medical devices to the health sector 
and in creation of forward and backward linkages for medical device production. The policy also 
seeks assured purchase by Government health facilities from domestic manufacturers, subject to 
quality standards being met.  

13.12 Health Information System: The objective of an integrated health information system necessitates 
private sector participation in developing and linking systems into a common network/grid which 
can be accessed by both public and private healthcare providers. Collaboration with private sector 
consistent with Meta Data and Data Standards and Electronic Health Records would lead to 
developing a seamless health information system. The private sector could help in creation of 
registries of patients and in documenting diseases and health events.  

13.13 Incentivising Private Sector : To encourage participation of private sector, the policy advocates 
incentivizing the private sector through inter alia (i) reimbursement/ fees (ii) preferential treatment 
to collaborating private hospitals/institutes for CGHS empanelment and in proposed strategic 
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purchase by Government, subject to other requirements being met (iii) Non-financial incentives like 
recognition/ acknowledgement/ felicitation and skill upgradation to the private sector 
hospitals/practitioners for providing public health services and for partnering with the Government 
of India/State Governments in health care delivery and (iv) through preferential purchase by 
Government health facilities from domestic manufacturers, subject to quality standards being met. 

13.14 Private sector engagement goes beyond contracting and purchasing. Private providers, especially 
those working in rural and remote areas, or with under-serviced communities, require access to 
opportunities for skill up-gradation to meet public health goals, to serve the community better, for 
participation in disease notification and surveillance efforts, and for sharing and support through 
provision of certain high value services- like laboratory support for identification of drug resistant 
tuberculosis or other infections, supply of some restricted medicines needed for special situations, 
building flexibilities into standards needed for service provision in difficult contexts and even social 
recognition of their work. This would greatly encourage such providers to do better. Hitherto all 
public training and skill provision has been only to public providers. The policy recognises the need 
for training and skilling of many small private providers and recommends the same. 

14. Regulatory Framework: The regulatory role of the Ministry of Health and Family Welfare- which 
includes regulation of clinical establishments, professional and technical education, food safety, medical 
technologies, medical products, clinical trials, research and implementation of other health related laws- 
needs urgent and concrete steps towards reform. This will entail moving towards a more effective, 
rational, transparent and consistent regime. 

14.1 Professional Education Regulation: The policy calls for a major reform in this area. It advocates 
strengthening of six professional councils (Medical, Ayurveda Unani & Siddha, Homeopathy, Nursing, 
Dental and Pharmacy) through expanding membership of these councils between three key 
stakeholders - doctors, patients and society in balanced numbers. The policy supports setting up of 
National Allied Professional Council to regulate and streamline all allied health professionals and ensure 
quality standards. 

14.2 Regulation of Clinical Establishments: A few States have adopted the Clinical Establishments Act 
2010. Advocacy with the other States would be made for adoption of the Act. Grading of clinical 
establishments and active promotion and adoption of standard treatment guidelines would be one 
starting point. Protection of patient rights in clinical establishments (such as rights to information, 
access to medical records and reports, informed consent, second opinion, confidentiality and privacy) as 
key process standards, would be an important step. Policy recommends the setting up of a separate, 
empowered medical tribunal for speedy resolution to address disputes /complaints regarding standards 
of care, prices of services, negligence and unfair practices. Standard Regulatory framework for 
laboratories and imaging centers, specialized emerging services such as  assisted reproductive 
techniques, surrogacy, stem cell banking, organ and tissue transplantation and Nano Medicine will be 
created as appropriate. 
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14.3 Food Safety: The policy recommends putting in place and strengthening necessary network of offices, 
laboratories, e-governance structures and human resources needed for the enforcement of Food Safety 
and Standards (FSS) Act, 2006. 

14.4 Drug Regulation: Prices and availability of drugs are regulated by the Department of 
Pharmaceuticals.  However, with regard to other areas of drugs and pharmaceuticals, this policy 
encourages the streamlining of the system of procurement of drugs; a strong and transparent drug 
purchase policy for bulk procurement of drugs; and facilitating spread of low cost pharmacy chain such 
as Jan Aushadhi stores linked with ensuring prescription of generic medicines. It further recommends 
education of public with regard to branded and non-branded generic drugs. The setting up of common 
infrastructure for development of the pharmaceutical industry will also be promoted. The policy 
advocates strengthening and rationalizing the drug regulatory system, promotion of research and 
development in the pharmaceutical sector and building synergy and evolving a convergent approach 
with related sectors. 

14.5 Medical Devices Regulation: The policy recommends strengthening regulation of medical devices 
and establishing a regulatory body for medical devices to unleash innovation and the entrepreneurial 
spirit for manufacture of medical device in India. The policy supports harmonization of domestic 
regulatory standards with international standards. Building capacities in line with international practices 
in our regulatory personnel and institutions, would have the highest priority. Post market surveillance 
program for drugs, blood products and medical devices shall be strengthened to ensure high degree of 
reliability and to prevent adverse outcomes due to low quality and/or refurbished devices/health 
products. 

14.6 Clinical Trial Regulation: Clinical trials are essential for new product discovery and development. 
With the objective of ensuring the rights, safety and well-being of clinical trial participants, while 
facilitating such trials as are essential, specific clause(s) be included in the Drugs and Cosmetics Act for 
its regulation.  Transparent and objective procedures shall be specified, and functioning of ethics and 
review committees will be strengthened. The Global Good Clinical Practice Guidelines, which specifies 
standards, roles and responsibilities of sponsors, investigators and participants would be adhered to. 
Irrational drug combination will continue to be monitored and controlled and appropriate regulatory 
framework for standardization of AUSH drugs will be ensured. Clear and transparent guidelines, with 
independent monitoring mechanisms, are the ways forward to foster a progressive and innovative 
research environment, while safeguarding the rights and health of the trial participants.  

14.7 Pricing- Drugs, Medical Devices and Equipment: The regulatory environment around pricing 
requires a balance between the patients concern for affordability and industry‟s concern for adequate 
returns on investment for growth and sustainability.  Timely revision of National List of Essential 
Medicines (NLEM) along with appropriate price control mechanisms for generic drugs shall remain a 
key strategy for decreasing costs of care for all those patients seeking care in the private sector. An 
approach on the same lines but suiting specific requirements of the sectors would be considered for 
price control with regard to a list of essential diagnostics and equipment. 
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15 Vaccine Safety: Vaccine safety and security would require effective regulation, research and 
development for manufacturing new vaccines in accordance with National Vaccine Policy 2011. The 
policy advocates commissioning more research and development for manufacturing new vaccines, 
including against locally prevalent diseases. It recommends building more public sector manufacturing 
units to generate healthy competition; uninterrupted supply of quality vaccines, developing innovative 
financing and creating assured supply mechanisms with built in flexibility. Units such as the integrated 
vaccine complex at Chengalpattu would be set up and vaccine, anti-sera manufacturing units in the 
public sector upgraded with increase in their installed capacity.  

16 Medical Technologies: India is known as the pharmacy of the developing world. However, its role in 
new drug discovery and drug innovations including bio-pharmaceuticals and bio-similars for its own 
health priorities is limited. This needs to be addressed in the context of progress towards universal 
health care. Making available good quality, free essential and generic drugs and diagnostics, at public 
health care facilities is the most effective way for achieving the goal. The free drugs and diagnostics 
basket would include all that is needed for comprehensive primary care, including care for chronic 
illnesses, in the assured set of services. At the tertiary care level too, at least for in-patients and out-
patients in geriatric and chronic care segments, most drugs and diagnostics should be free or subsidized 
with fair price selling mechanisms for most and some co-payments for the “well-to-do”.  

 

17. Public Procurement: Quality of public procurement and logistics is a major challenge to ensuring 
access to free drugs and diagnostics through public facilities.  An essential pre-requisite that is needed to 
address the challenge of providing free drugs through public sector, is a well-developed public 
procurement system.  

18. Availability of Drugs and Medical Devices: The policy accords special focus on production of 
Active Pharmaceutical Ingredient (API) which is the back-bone of the generic formulations industry. 
Recognizing that over 70% of the medical devices and equipments are imported in India, the policy 
advocates the need to incentivize local manufacturing to provide customized indigenous products for 
Indian population in the long run.  The goal with respect to medical devices shall be to encourage 
domestic production in consonance with the “Make in India” national agenda. Medical technology and 
medical devices have a multiplier effect in the costing of healthcare delivery. The policy recognizes the 
need to regulate the use of medical devices so as to ensure safety and quality compliance as per the 
standard norms.  

19. Aligning other policies for medical devices and equipment with public health goals: For medical 
devices and equipment, the policy recommends and prioritises establishing sufficient labeling and 
packaging requirements on part of industry, adequate medical devices testing facility and effective port - 
clearance mechanisms for medical products. 

20. Improving Public Sector Capacity for Manufacturing Essential Drugs and Vaccines: Public 
sector capacity in manufacture of certain essential drugs and vaccines is also essential in the long term 
for the health security of the country and to address some needs which are not attractive commercial 
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propositions. These public institutions need more investment, appropriate HR policies and governance 
initiatives to enable them to become comparable with their benchmarks in the developed world. 

21. Anti-microbial resistance: The problem of anti-microbial resistance calls for a rapid standardization of 
guidelines, regarding antibiotic use, limiting the use of antibiotics as Over-the-Counter medication, 
banning or restricting the use of antibiotics as growth promoters in animal livestock. Pharmaco-
vigilance including prescription audit inclusive of antibiotic usage, in the hospital and community, is a 
must in order to enforce change in existing practices. 

22. Health Technology Assessment: Health Technology assessment is required to ensure that technology 
choice is participatory and is guided by considerations of scientific evidence, safety, consideration on 
cost effectiveness and social values. The National Health Policy commits to the development of 
institutional framework and capacity for Health Technology Assessment and adoption. 

23. Digital Health Technology Eco - System: Recognising the integral role of technology(eHealth, 
mHealth, Cloud, Internet of things, wearables, etc) in the healthcare delivery, a National Digital Health 
Authority (NDHA) will be set up to regulate, develop and deploy digital health across the continuum of 
care. The policy advocates extensive deployment of digital tools for improving the efficiency and 
outcome of the healthcare system. The policy aims at an integrated health information system which 
serves the needs of all stake-holders and improves efficiency, transparency, and citizen experience. 
Delivery of better health outcomes in terms of access, quality, affordability, lowering of disease burden 
and efficient monitoring of health entitlements to citizens, is the goal. Establishing federated national 
health information architecture, to roll-out and link systems across public and private health providers 
at State and national levels consistent with Metadata and Data Standards (MDDS) & Electronic Health 
Record (EHR), will be supported by this policy. The policy suggests exploring the use of “Aadhaar” 
(Unique ID) for identification. Creation of registries (i.e. patients, provider, service, diseases, document 
and event) for enhanced public health/big data analytics, creation of health information exchange 
platform and national health information network, use of National Optical Fibre Network, use of 
smartphones/tablets for capturing real time data, are key strategies of the National Health Information 
Architecture.   

23.1 Application of Digital Health: The policy advocates scaling of various initiatives in the area of tele-
consultation which will entail linking tertiary care institutions (medical colleges) to District and Sub-
district hospitals which provide secondary care facilities, for the purpose of specialist consultations. The 
policy will promote utilization of National Knowledge Network for Tele-education, Tele-CME, Tele-
consultations and access to digital library.  

23.2 Leveraging Digital Tools for AYUSH: Digital tools would be used for generation and sharing of 
information about AYUSH services and AYUSH practitioners, for traditional community level 
healthcare providers and for household level preventive, promotive and curative practices. 

24. Health Surveys: The scope of health, demographic and epidemiological surveys would be extended to 
capture information regarding costs of care, financial protection and evidence based policy planning 
and reforms. The policy recommends rapid programme appraisals and periodic disease specific surveys 



280 281

26 
 

to monitor the impact of public health and disease interventions using digital tools for epidemiological 
surveys. 

25. Health Research: The National Health Policy recognizes the key role that health research plays in the 
development of a nation‟s health. In knowledge based sector like health, where advances happen daily, 
it is important to increase investment in health research. 

25.1 Strengthening Knowledge for Health: The policy envisages strengthening the publicly funded 
health research institutes under the Department of Health Research, the apex public health institutions 
under the Department of Health & Family Welfare, as well as those in the Government and private 
medical colleges. The policy supports strengthening health research in India in the following fronts- 
health systems and services research, medical product innovation (including point of care diagnostics 
and related technologies and internet of things) and fundamental research in all areas relevant to health- 
such as Physiology, Biochemistry, Pharmacology, Microbiology, Pathology, Molecular Sciences and Cell 
Sciences. Policy aims to promote innovation, discovery and translational research on drugs in AUSH 
and allocate adequate funds towards it. Research on social determinants of health along with neglected 
health issues such as disability and transgender health will be promoted. For drug and devices discovery 
and innovation, both from Allopathy and traditional medicines systems would be supported. Creation 
of a Common Sector Innovation Council for the Health Ministry that brings together various regulatory 
bodies for drug research, the Department of Pharmaceuticals, the Department of Biotechnology, the 
Department of Industrial Policy and Promotion, the Department of Science and Technology, etc.  
would be desirable. Innovative strategies of public financing and careful leveraging of public 
procurement can help generate the sort of innovations that are required for Indian public health 
priorities.   Drug research on critical diseases such as TB, HIV/AIDS, and Malaria may be incentivized, 
to address them on priority. For making full use of all research capacity in the nation, grant- in- aid 
mechanisms which provide extramural funding to research efforts is envisaged to be scaled up. 

25.2 Drug Innovation & Discovery: Government policy would be to both stimulate innovation and new 
drug discovery as required, to meet health needs as well as ensure that new drugs discovered and 
brought into the market are affordable to those who need them most. Similar policies are required for 
discovering more affordable, more frugal and appropriate point of care diagnostics as also robust 
medical equipment for use in our rural and remote areas. Public procurement policies and public 
investment in priority research areas with greater coordination and convergence between drug research 
institutions, drug manufacturers and premier medical institutions must also be aligned to drug 
discovery. 

25.3 Development of Information Databases: There is also a need to develop information data-bases on 
a wide variety of areas that researchers can share. This includes ensuring that all unit data of major 
publicly funded surveys related to health, are available in public domain in a research friendly format. 

25.4 Research Collaboration: The policy on international health and health diplomacy should leverage 
India‟s strength in cost effective innovations in the areas of pharmaceuticals, medical devices, health 
care delivery and information technology. Additionally leveraging international cooperation, especially 
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involving nations of the Global South, to build domestic institutional capacity in green-field innovation 
and for knowledge and skill generation could be explored. 

26. Governance  

26.1 Role of Centre & State: One of the most important strengths and at the same time challenges of 
governance in health is the distribution of responsibility and accountability between the Centre and the 
States. The policy recommends equity sensitive resource allocation, strengthening institutional 
mechanisms for consultative decision-making and coordinated implementation, as the way forward. 
Besides, better management of fiduciary risks, provision of capacity building, technical assistance to 
States to develop State-specific strategic plans, through the active involvement of local self-government 
and through community based monitoring of health outputs is also recommended. The policy suggests 
State Directorates to be strengthened by HR policies, central to which is the issue that those from a 
public health management cadre must hold senior positions in public health. 

26.2 Role of Panchayati Raj Institutions: Panchayati Raj Institutions would be strengthened to play an 
enhanced role at different levels for health governance, including the social determinants of health. 
There is need to make Community Based Monitoring and Planning (CBMP) mandatory, so as to place 
people at the centre of the health system and development process for effective monitoring of quality 
of services and for better accountability in management and delivery of health care services. 

26.3 Improving Accountability: The policy would be to increase both horizontal and vertical 
accountability of the health system by providing a greater role and participation of local bodies and 
encouraging community monitoring, programme evaluations along with ensuring grievance redressal 
systems.   

27. Legal Framework for Health Care and Health Pathway 

 One of the fundamental policy questions being raised in recent years is whether to pass a health rights 
bill making health a fundamental right- in the way that was done for education. The policy question is 
whether we have reached the level of economic and health systems development so as to make this a 
justiciable right- implying that its denial is an offense. Questions that need to be addressed are manifold, 
namely, (a) whether when health care is a State subject, is it desirable or useful to make a Central law, 
(b) whether such a law should mainly focus on the enforcement of public health standards on water, 
sanitation, food safety, air pollution etc, or whether it should focus on health rights- access to health 
care and quality of health care – i.e whether focus should be on what the State enforces on citizens or 
on what the citizen demands of the State? Right to healthcare covers a wide canvas, encompassing 
issues of preventive, curative, rehabilitative and palliative healthcare across rural and urban areas, 
infrastructure availability, health human resource availability, as also  issues extending beyond health 
sector into  the domain of poverty, equity, literacy, sanitation, nutrition, drinking water availability, etc. 
Excellent health care system needs to be in place to ensure effective implementation of the health rights 
at the grassroots level. Right to health cannot be perceived unless the basic health infrastructure like 
doctor-patient ratio, patient-bed ratio, nurses-patient ratio, etc are near or above threshold levels and 
uniformly spread-out across the geographical frontiers of the country. Further, the procedural 
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guidelines, common regulatory platform for public and private sector, standard treatment protocols, etc 
need to be put in place. Accordingly, the management, administrative and overall governance structure 
in the health system needs to be overhauled. Additionally, the responsibilities and liabilities of the 
providers, insurers, clients, regulators and Government in administering the right to health need to be 
clearly spelt out.  The policy while supporting the need for moving in the direction of a rights based 
approach to healthcare is conscious of the fact that threshold levels of finances and infrastructure is a 
precondition for an enabling environment, to ensure that the poorest of the poor stand to gain the 
maximum and are not embroiled in legalities. The policy therefore advocates a progressively 
incremental assurance based approach, with assured funding to create an enabling environment for 
realizing health care as a right in the future. 

28. Implementation Framework and Way Forward 

 A policy is only as good as its implementation. The National Health Policy envisages that an 
implementation framework be put in place to deliver on these policy commitments. Such an 
implementation framework would provide a roadmap with clear deliverables and milestones to achieve 
the goals of the policy.  
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1. Introduction  
 

India is now the world‟s third largest economy in terms of its Gross National Income               
(in PPP terms) with the potential to develop more equitably. It possesses as never before, a 
sophisticated arsenal of interventions, technologies and knowledge required for providing health 
care to its people. However, the inequities in health outcomes continue to remain.  

2. Situation Analyses 
2.1 Achievements in Millennium Development Goals (MDGs) 
 
2.1.1 India is close to reaching the Millennium Development Goals (MDGs) with respect to 
maternal and under 5 mortality. MDG-5 target is to reduce Maternal Mortality Ratio (MMR) by 
three quarters between 1990 and 2015. From a baseline of 556 in 19901, the nation has achieved 
Maternal Mortality Ratio (MMR) of 167 by 2011-132. Assuming that the Annual Compound 
Rate of decline observed during 2007-09 and 2011-13 continues, the MMR is likely to reach the 
MDG-5 target of 139. In case of under-5 mortality rate (U5MR) the MDG target is 42. From a 
baseline of 126 in 1990, the nation has reached an U5MR of 49 in 2013, and if the rate of 
reduction over the past decade is sustained, the achievement in 2015 will be very close to the 
target.3 However, the rate of decline of still-births and neonatal mortality has been slow. In 
addition there are inter and intra State variations. For instance, U5MR ranges from 73 (Assam) 
to 12 (Kerala)4 . Madhya Pradesh has wide disparity in Infant Mortality Rate, with Indore at 37 
and Panna at 855. Progress and challenges related to MDG 6 (combating AIDS, malaria and 
other diseases) are described under sub heading „performance in disease control programmes‟. 
 
2.1.2 Nutrition status is an important underlying cause of mortality and morbidity especially for 
young children. To achieve MDG goal for eradicating hunger, proportion of under-weight 
children should have decreased to 26 % by 2015. India has been able to reduce proportion of 
under-weight children below five years of age to 29.4% in 2013-146 from the estimated 52% in 
1990. However, percentage of under-weight children <3 years (weight for age) is higher in rural 
areas (44%) compared to urban areas (30%). Prevalence of underweight children <3 years also 
varies widely between States –from 58% in Madhya Pradesh to 14% in Mizoram. At the current 

                                                           
1 Trends in Maternal Mortality: 1990 to 2015-Estimates by WHO, UNICEF, UNFPA, World Bank Group and the 
United Nations Population Division. 
2 Sample Registration System ,MMR Bulletin(2011-13),O/o Registrar General & Census Commissioner, GOI 
3 Social Statistics Division, Ministry of Statistics and Programme Implementation, GoI, Millennium Development Goals 
India Country Report 2015, New Delhi, Pg.68 
4 Social Statistics Division, Ministry of Statistics and Programme Implementation, GoI, Millennium Development Goals 
India Country Report 2015, New Delhi, Pg.70 
5 Office of the Registrar General & Census Commissioner, Annual Health Survey 2012-13, Fact Sheet, New Delhi, Pg. 
107 
6 Ministry of Women and Child Development, GoI, Rapid Survey of Children 2013-14 



286 287

                      2 
 

rate of decline, the prevalence of underweight children is expected to be 29% by 2015, and 27% 
by 20177. 
  
2.2  Achievements in Population Stabilization 
2.2.1 India has also shown consistent improvement in population stabilization, with a decrease 
in decadal growth rates, both as a percentage and in absolute numbers. Eleven of the 20 large 
States for which recent Total Fertility Rates (TFR) are available, have achieved a TFR of at or 
below the replacement rate of 2.1 and three are likely to reach this soon.8  The challenge is now 
in the remaining six States of Bihar, Uttar Pradesh, Rajasthan, Madhya Pradesh, Jharkhand and 
Chhattisgarh. These States account for 42% of India‟s population and 56% of annual population 
increase. The National Population Policy (2000) lays out the strategic directions for population 
stabilization9. 

 
2.2.2 The persistent challenge on the population stabilisation front is the declining sex ratio. 
India has Child Sex Ratio (0-6 years) of 919 females per 1000 males and it is worse in urban 
areas (905) compared to rural areas (923). States having Child Sex Ratio less than the National 
average are Haryana (834), Punjab (846), Jammu & Kashmir (862), Delhi (871), Maharashtra 
(894), Rajasthan (888), Gujarat (890), Uttarakhand (890), Uttar Pradesh (902), Himachal Pradesh 
(909) and Madhya Pradesh (918). Similar to most State averages, the sex ratio shows wide intra 
State variations. Haryana with a State average of 834 masks the wide disparity between the 
districts of Jhajjar (774) and Mewat (903).10 
 
2.3  Burden of Disease 
 

2.3.1   India is currently experiencing a rapid health transition. There is an unfinished agenda of 
addressing infectious diseases, nutritional deficiencies, escalating epidemic of non-communicable 
diseases (NCDs), accidents/injuries and on safe motherhood. Overall, communicable diseases 
contribute 28% of the entire disease burden, while non-communicable diseases (60%) and 
injuries at (12%) now constitute the bulk of the country‟s disease burden.11  

2.3.2  The communicable diseases addressed by national health programmes, which include 
three chronic diseases- HIV, TB and Leprosy in addition to all vector borne diseases, are 
declining. Also, through the immunization programme, common childhood infections have 
significantly reduced. However, climate variability in India can exacerbate vector borne diseases 
as well as water borne diseases. Increased heat stress and air pollution would also impact 

                                                           
7 Planning Commission, Report of the Steering Committee on Health for the 12th Five-Year Plan, 2012, New Delhi, Pg. 
8 
8 Statistical Report 2013, Registrar General of India  
9 Department of Family Welfare, Ministry of Health & Family Welfare, National Population Policy 2000, (Reprint) New 
Delhi 
10  Office of the Registrar General & Census Commissioner, GoI, Census of India 2011. 
11  World Health Organization, Non communicable Diseases(NCD) Country Profiles 2014.  Pg.91 
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health12. Persistent levels of TB transmission and incidence of drug resistance are new 
challenges. The fact that 29.4% of under-five children still suffer from malnutrition despite 
proportion of underweight children aged less than three years showing a declining trend, points 
to the need for addressing this on an accelerated footing with emphasis on caring practices. 
Anaemia in women is another area of concern as it has a multiplier effect through birth of low 
birth weight babies, which affects the mental and physical growth in children. Therefore, 
micronutrient malnutrition requires renewed focus on food fortification. 

2.3.3 The rising occurrence of Non-Communicable diseases in India is a public health 
challenge. WHO estimates that these diseases (with mostly preventable risk factors) account for 
60% of all deaths and significant morbidity in India13.  Despite intervention in the form of 
National programme on Non-Communicable Diseases, the efforts are nascent and need to be 
upscaled and integrated for diseases like diabetes, cardio-vascular ailments and stroke. Non-
communicable diseases require renewed focus on prevention and management, while integrating 
AYUSH.  

2.3.4  The occupational health needs are largely unaddressed for both formal and informal 
sector. This needs focus bearing in mind, that there are 263 million agricultural workers in 
India.14 This policy supports efforts to improve occupational health through inter-sectoral 
collaboration. 

2.3.5 Like nutrition, adolescent health also has an inter-generational effect. 70% of preventable 
adult deaths from non-communicable diseases are linked to risk factors that start in 
adolescence.15  Injuries and communicable diseases in 10-14 years age group were the prominent 
causes of disability and death. Outcomes of sexual behaviors and mental health for 15-19 years 
of age group are now assuming greater prominence. Intersectoral action is required to address 
priority issues like nutrition, reproductive health, substance abuse, mental health and gender 
based violence in this age group. Towards this direction, the School Health Programme 
currently undertakes screening for disease, deficiency and disability amongst students aged 6- 18 
years through dedicated teams and aims at convergence with Department of Education. 

2.3.6 There has been a steady rise in mental illnesses in the country. According to a recent 
publication, one in every four women and 10% men suffer from depression in India. Against 
this backdrop, there is a shortfall of 8,500 psychiatrists, 6,750 psychologists, 22,600 psychiatric 

                                                           
12 Kathleen F. Bush et.al, Impacts of Climate Change on Public Health in India: Future Research Directions, 
Environmental Health Perspectives, volume 119, number 6, June 2011, Pg. 765-770 
13  World Health Organization, Non communicable Diseases (NCD) Country Profiles 2014.  Pg.91 
14 Ministry of Agriculture, Department of Agriculture & Cooperation, Directorate of Economics & Statistics, 
Government of India,  Agricultural Statistics at a Glance 2014, New Delhi 
15 The Global Strategy for Women‟s, Children‟s and Adolescents‟ Health (2016-2030), Every Woman Every Child, 
United Nations 2015 
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social workers and 2,100 psychiatric nurses and these needs can be addressed by family 
physicians only to some extent.16 

2.3.7  Increase in life expectancy has increased the requirement of geriatric care. The elderly 
(population above 60 years) comprise 103.8 million or 8.6% of total population and 8% of them 
are confined to bed or home.17 Another related issue is the growing need of palliative care, 
requiring culturally appropriate and cost effective family centered approach. A National 
Programme of Health Care for the Elderly was initiated in 2011 to address the needs of the 
ageing population. Disaster preparedness is another area of concern given the reality that there is 
a major natural or manmade disaster almost every year in India. Accordingly, disaster 
preparedness and response system needs further capacity development.  

2.4  Social Determinants of Health 
This policy recognizes the causal links between health outcomes and social determinants of 
health18. Health of the population is determined largely by lifestyle (50%) followed by 
biological and environmental factor (20% each), whereas health systems related factors 
contribute only 10%.19 Achievement of national health goals would require addressing all 
the social determinants (distal and proximal) in the context of rapid economic growth and 
changing life styles with a focus on the most vulnerable and marginalized. This preventive 
aspect needs to be adequately addressed through assessing the impact of existing and future 
non-health sector programmes and policies through the health lens.  

2.5  Inequities in Health Outcomes 

i. We also need to keep in mind that high degree of inequity in health outcomes and access to 
health care services exists in India. This is evidenced by indicators disaggregated for 
vulnerable groups and between and within States. Identifying the deprived areas/ vulnerable 
population groups (including special groups) through disaggregated data is a first step to 
address the existing inequities in health outcomes between and within States in India. 

 

 

 

 
                                                           
16  The Silent Epidemic -2 Crore Indians need help for mental disorders, India Today, 2011 Accessed on 15 October 
2014 (http://indiatoday.intoday.in/story/2-crore-indians-need-help-for-mental-disorders/1/143355.html) 
17 National Sample Survey Office, Ministry of Statistics and Programme Implementation, Report No. 507, Morbidity, 
Health Care and the Condition of the Aged, Jan-Jun 2004, Published 2006, New Delhi. 
18 WHO, Closing the gap in a generation: health equity through action on the social determinants of health, Final Report 
of the Commission on Social Determinants of Health, 2008, Geneva 
19 U.S. Department of Health and Human Services. Physical Activity and Health: A Report of the Surgeon General. 
Atlanta, GA: U.S. Department of Health and Human Services, Centers for Disease Control and Prevention, National 
Center for Chronic Disease Prevention and Health Promotion, 1996. 
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Table 1: Disparities in Health Outcomes 
 Indicator India  

Total Rural Urban % difference 

TFR (2013) 
Source: Statistical Report 
2013, Registrar General of 
India  

2.3 2.5 1.8  39%  

IMR (2013)  
Source: SRS Bulletin, 2014 

40 44 27 63%   

 

Even in States where overall averages are improving, marginalized communities and poorer 
economic quintiles of the population, especially in remote and tribal areas, continue to fare 
poorly. For instance, fully immunized children aged 12-23 months in Odisha were only 45% 
in scheduled tribes as compared to 62% for the State. Corresponding figures for skilled 
attendants at birth are 26% and 51%.20  

 

ii. Demarcating areas/ populations with low coverage, is a precursor to identification and 
removal of barriers in the underserved areas/ population.  The Tanahashi framework for 
systemic bottlenecks analysis identified six key bottlenecks under the NRHM: (1) limited 
availability of skilled human resources; (2) low coverage in marginalized communities with 
low skilled staff posting; (3) inadequate supportive supervision of front line workers; (4) low 

                                                           
20  UNICEF, The Situation of Children in India - A Profile, New Delhi, 2011, Pg.83 

Indicator States with good 
performance 

States with greater challenges 

TFR (2013)               
Source: Statistical 
Report 2013, Registrar 
General of India 

West Bengal (1.6), Tamil 
Nadu (1.7), Punjab (1.7), 
Himachal Pradesh (1.7), Delhi 
(1.7) 

Bihar (3.4), Uttar Pradesh (3.1), 
Madhya Pradesh (2.9), Rajasthan 
(2.8) 

IMR (2013)             
Source: SRS Bulletin, 
2014 

Goa (9), Manipur (10), Kerala 
(12), Puducherry (17), 
Nagaland (18) 

Madhya Pradesh (54), Assam (54), 
Odisha (51), Uttar Pradesh 
(50),Rajasthan (47)  

MMR (2011-13)       
Source: MMR Bulletin, 
2015 (Registrar General 
of India) 

Kerala (61), Maharashtra (68), 
Punjab (141), Tamil Nadu (79) 

Uttar Pradesh /Uttarakhand 
(285), Bihar /Jharkhand (208), 
Madhya Pradesh / Chhattisgarh 
(221), Rajasthan (244), 
Odisha(222) 



290 291

                      6 
 

quality of training and skill building; (5) lack of focus on quality of services and (6) 
insufficient IEC on key family practices.21 Some of these requiring policy consideration e. g. 
human resource, skill building and quality of services are addressed in this policy.  

2.6  Concerns on Quality of Care 

i. The quality of care determines its effectiveness. For example, though over 90% of 
pregnant women received one antenatal checkup, only about 69% received the 
mandatory three antenatal check-ups.22 Similarly for institutional delivery, standard 
protocols are often not followed during labour and the postpartum period.  Sterilization 
related deaths are often a direct consequence of poor quality of care.  There are gaps in 
access to safe abortion services too, as well as in the care for sick neonates.  

ii. Accreditation and certification through a voluntary process are nascent methods, 
introduced to determine standards of a particular health care unit. Also, the Indian Public 
Health Standards (IPHS) revised in 2010, lays down the essential and desirable 
requirements for services, building, equipment, manpower, and drugs for public health 
facilities across various levels. For ethical practice and patient safety, it is important that 
rules, standards and notifications are applied to all sectors uniformly. 

2.7  Performance in Disease Control Programmes 

i. India‟s progress on communicable disease control is mixed. Polio has been eliminated 
along with maternal and neonatal tetanus and Leprosy though significantly reduced is 
stagnant at current levels of new infective cases and disabilities. Kala-azar and Lymphatic 
Filariasis are expected to decline below the threshold, except in a few blocks where the 
prevalence is relatively higher. In AIDS control, progress has been good with a decline 
from a 0.41 % prevalence rate in 2001 to 0.27% in 2011- but this still leaves about 21 
lakh persons living with HIV, about 1.16 lakh new cases and 1.48 lakh deaths in 2011. In 
Tuberculosis, the prevalence is still close to 211 cases, while mortality is 19 deaths per 
100,000 population. The increasing Multi-Drug Resistant Tuberculosis cases pose serious 
challenges. In Malaria, there has been a significant decline, but the challenges of resistant 
strains and of sustaining the gains still remain. Viral Encephalitis, Dengue and 
Chikungunya are on the rise, particularly in urban areas. 

ii. Performance in disease control programmes is largely a reflection of the strengths of the 
public health systems e.g. human resource deployment, logistics and infrastructure. 
Where these are inadequate, national health programmes do badly. This was one of the 
important reasons for the launch of the National Rural Health Mission, which was 
geared to strengthen health systems.  

                                                           
21  Ministry of Health and Family Welfare, GoI, A Strategic Approach to Reproductive, Maternal, Newborn, Child and 
Adolescent Health (RMNCH+A) in India, 2013, New Delhi Pg. 8  
22  UNICEF, Coverage Evaluation Survey, National Factsheet, 2009, New Delhi 
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2.8  Developments under the National Rural Health Mission: The National Rural Health 
Mission (NRHM) led to a significant strengthening of public health systems. It brought in a 
workforce of close to 900,000 community health volunteers, the ASHAs, who aided in 
bringing the community closer to public services, improving utilization of services and 
health-seeking behaviors. The NRHM deployed over 18,000 ambulances for free emergency 
transport of a million patients monthly and added over 178,000 health workers to the public 
health system. It also provided cash transfers to over ten million pregnant women annually -
to seek free care in the institutions. NRHM also made serious attempt to address 
infrastructure gaps.  Across States, there were major increase in outpatient attendance, bed 
occupancy and institutional delivery. However, much of the increase in service delivery was 
related to select reproductive and child health services and the national disease control 
programme. Further, States with better capacity at baseline were able to take advantage of 
NRHM financing promptly. Larger gaps in baselines and more time taken to develop 
capacity to absorb the funds, meant that the gaps in achievement were larger in high focus 
States. These gaps were further compounded by inefficiencies in fund utilization, poor 
governance and leakages. Therefore, a differentiated strategy is called for.  

2.9  NRHM as an instrument for strengthening State health systems: The National Rural 
Health Mission was intended to strengthen State health systems to cover all health needs. 
The progress however remained confined to a few indicators only, like mortality and disease 
prevalence. Such selective focus and facility development is clearly not efficient. 
Strengthening health systems for providing comprehensive care requires higher levels of 
investment and human resources, than were made available. The budgetary support and the 
expenditure was only about 40% of what was envisaged for a fully revitalised NRHM 
Framework. 

 2.10 Urban Health: Rapid and unplanned urbanization has led to massive growth in the number 
of the urban poor, including migrant populations. This section of the population has poorer 
health outcomes due to adverse social determinants and poor access to health care facilities, 
despite living in close proximity to many hospitals - public and private. As a matter of fact, 
primary healthcare in many urban areas require considerable strengthening. The National 
Urban Health Mission (NUHM), sanctioned in 2013, has a strong focus on primary care 
especially for urban poor and vulnerable population. NUHM aims at strengthening primary 
health care- through additional ANMs, urban ASHAs, women‟s health committees, a 
network of primary health centers and inter-sectoral convergence. However, substantial 
expansion on a sustained basis is required to improve urban health.  

2.11 Cost of Care and Efforts at Financial Protection 

i. All services available under national programmes are free and universally accessible with 
fairly good rates of coverage. For instance, India has one of the largest programmes of 
publicly financed antiretroviral therapy (ART) drugs for HIV affected persons. In addition, 
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all drugs and diagnostics in vector borne disease control programmes, Tuberculosis, 
Leprosy, immunization programmes and much of the maternity, newborn and infant care 
are free. There is limited contribution of the private sector in these areas.  

ii. The fact however remains that inability to cover the entire spectrum of health care needs, 
through increased public investment has led to a rise in the  out of pocket expenditure and 
consequent impoverishment. Over 63 million persons are pushed to poverty every year due 
to health care costs23. In 2011-12, the share of out of pocket expenditure on health care as a 
proportion of total household monthly per capita expenditure was 6.9% in rural areas and 
5.5% in urban areas.24 This led to an increasing number of households facing catastrophic 
expenditures due to health costs (18% of all households in 2011-12 as compared to 15% in 
2004-05).25 It has been observed that, in 2014 the average amount spent per child birth as 
inpatient in private hospitals was nine times that spent in public hospitals for both rural and 
urban areas across all quintiles26. Under NRHM, free care in public hospitals was extended 
to a select set of conditions. User fees on all other services especially for diagnostics, as also 
the purchase of drugs added to the cost of care. Several essential services, especially for 
chronic illnesses, were only available at overcrowded district and medical college hospitals - 
resulting in physical and financial hardship and poor quality of care.  

2.12  Publicly Financed Health Insurance: A number of publicly financed health insurance 
schemes were introduced to improve access to hospitalization services and to protect 
households from high medical expenses. Eight States introduced health insurance 
programmes for covering tertiary care needs. However, over time as the expenditures 
increased, many of these States (Andhra Pradesh, Karnataka, Tamilnadu, Maharashtra, etc.) 
moved to direct purchasing of care through Trusts while reserving some services to be 
delivered only through public hospitals. The Central Government launched the Rashtriya 
Swasthya Bima Yojana (RSBY) in 2008. The population coverage under these various 
schemes expanded from almost 55 million in 2003-04 to about 370 million in 2014 (almost 
one-fourth of the population).  Nearly two thirds (180 million) of this population were 
those in the Below Poverty Line (BPL) category.27 Evaluations show that schemes such as 
the RSBY, have improved utilization of hospital services, especially in private sector and 

                                                           
23  Berman.P et.al, The Impoverishing Effect of Health Care Payments in India, Economic & Political Weekly (EPW), 
Vol XLV, No. 16, 2010. Pg. 65 
24  National Sample Survey Office, Ministry of Statistics and Programme Implementation, Press Release - Key Indicators 
of Household Consumer Expenditure in India, 2011-12, New Delhi 2013. Pg.5 
25  Karan A, et.al., Moving to Universal Coverage? Trends in the Burden of Out-Of-Pocket Payments for Health Care 
across Social Groups in India, 1999–2000 to 2011–12. PLoS ONE 9(8), 2014.  
26 National Sample Survey Office, Ministry of Statistics and Programme Implementation, Government of India, Key 
Indicators of Social Consumption in India Health, NSS 71st round (Jan-Jun 2014) 
27  Planning Commission of India, High Level Expert Group Report on Universal Health Coverage for India, New 
Delhi, 2011 
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among the poorest 20% of households and SC/ST households.28 However, there are 
concerns on low awareness among the beneficiaries about the entitlements and on how and 
when to use the RSBY card. Another concern is related to denial of services by private 
hospitals for many categories of illnesses, and over supply of some services. Some hospitals, 
insurance companies and administrators have also resorted to various fraudulent measures29, 
including charging informal payments. There have been reports of major increase in certain 
operations like hysterectomies due to coverage under the health insurance schemes, 
following which modifications were made in schemes like Arogyasri in Andhra Pradesh to 
avoid such excessive procedures30,31. Schemes that are governed and managed by 
independent bodies have performed better than other schemes that are located in informal 
cells within existing departments or when managed by insurance companies. Insurance 
schemes vary widely in terms of benefit packages and have resulted in fragmentation of 
funds available for health care; especially selective allocation to secondary and tertiary care 
over primary care services.32 There is need to explore the possibility of National and State 
health insurance schemes being aligned into a single scheme and a single fund pool to 
reduce fragmentation. The RSBY scheme has now been shifted to the Ministry of Health & 
Family Welfare. This would help the State and Central Government to move to a tax 
financed single payer system approach, thereby enabling comparative assessment of the 
relative cost per patient for alternative routes of financing, viz., purchase through insurance, 
direct purchase from private sector and from public sector, free care by public sector etc. to 
take the best decision for a given context.  

2.13 Healthcare Industry 

i. The private health care industry is complex. It includes insurance and equipment which 
accounts for about 15%, pharmaceuticals over 25%, diagnostics about 10% and hospitals 
and clinical care about 50%. The private health care industry is valued at $40 billion and is 
projected to grow to $ 280 billion by 2020 as per market sources.33 The current growth rate 
of the healthcare industry, at 14% is projected to be 21% in the next decade.  

                                                           
28  Karan A, et.al., Moving to Universal Coverage? Trends in the Burden of Out-Of-Pocket Payments for Health Care 
across Social Groups in India, 1999–2000 to 2011–12. PLoS ONE 9(8), 2014. 
29 Shaktivel et al, Why Publicly Financed Health Insurance Schemes are Ineffective in Providing Financing Risk 
Protection. Economic and Political Weekly (EPW),Vol.XLVII, no.11. 2012 
30  R Shukla et.al, Aarogyasri Healthcare Model: advantage Private Sector, Economic and Political Weekly (EPW), Vol 
XLVI No 49, 2011. 
31  Bharath Bhushan Mamidi et al, Hysterectomies and Violation of Human Rights: Case Study from India, International 
Journal of Social Work and Human Services Practice, Vol.1. No. 1, Horizon Research Publishing, 2013, Pg. 64-75 
32  Shaktivel et al, Why Publicly Financed Health Insurance Schemes are Ineffective in Providing Financing Risk 
Protection. Economic and Political Weekly (EPW),Vol.XLVII, no.11. 2012 
33  Business Standard, Healthcare sector to touch $280 bn by 2020: FICCI, Press Trust India, New Delhi (Accessed on 
20 October 2014, http://www.business-standard.com/article/economy-policy/healthcare-sector-to-touch-280-bn-by-
2020-ficci-110090600170_1.html)  
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ii. The Government has invested heavily in the last 25 years in building a positive economic 
climate for the health care industry. Amongst these measures are lower direct taxes; higher 
depreciation in medical equipment; Income Tax exemptions for 5 years for rural hospitals; 
and custom duty exemptions for lifesaving equipment. Other forms of assistance are -
preferential and subsidized allocation of land, subsidized professional education in 
government institutions; and provision for 100% FDI. This active policy enabled the private 
health care industry attract over 2 billion dollars of FDI in 2012-13, which as per market 
sources was mostly as venture capital. For International Finance Corporation, the Indian 
private health care industry is the second highest destination for its global investments in 
health. While recognizing that the growth of such industry brings in revenue and provides 
employment, there is a need for the Government to actively shape the growth of this sector 
so as to ensure that it is aligned to national health policy goals, especially with regard to 
equity, access and financial protection. Accordingly, the private sector is expected to fulfill 
its mandatory obligations in return of myriad benefits provided by the Government.  There 
is also a need to ensure that the basic policy structure, especially as regards costs, standards 
and regulation is not unduly influenced by the requirements and perceptions of industry.  

2.14 Non-Government sector in Health 

i. Over 70% of ailing population in rural areas and almost 80% in urban areas utilize private 
facilities.34 The private health care sector is highly differentiated.   Majority of the private 
health care enterprises are Own-Account-Enterprises (OAEs), which are household run 
businesses without regular hiring of a worker.35 Over time OAEs have been declining while 
the number of medical establishments and corporate hospitals are rising. There are major 
ongoing efforts by the Government to streamline the OAEs within the corporate sector and 
to regulate them. Often for OAEs and smaller medical establishments the main grounds for 
engagement with Government are not financial partnerships, but skill up-gradation, referral 
support, sharing information of public health importance and improved clinical quality for 
effectiveness in public health priority areas. An area of concern is the variability in the 
quality and rationality of care currently provided by the private medical sector.  There is 
evidence of supplier induced demand and lack of standard treatment practices, leading to 
aberrations such as unnecessary injections, irrational treatment regimens and excessive 
medications being provided in the private medical sector36. 

                                                           
34 National Sample Survey Office, Ministry of Statistics and Programme Implementation, Government of India, Key 
Indicators of Social Consumption in India Health, NSS 71st round (Jan-Jun 2014) 
35 National Sample Survey Office, Ministry of Statistics and Programme Implementation, Government of India, Key 
Indicators of Social Consumption in India Health, NSS 63rd round 
36 IPEN Study Group, The INCLEN Trust International, Injection Practices in India, WHO South-East Asia Journal of 
Public Health; 1 (2), 2012,189-200, Pg   189, 198 
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ii. In terms of comparative efficiency, public sector is value for money as it accounts for about 
28.6 % of total health expenditure.37  This provides for 28% outpatient care in rural areas 
and 21% in urban areas. As regards inpatient care, public sector accounts for 42 % in rural 
areas and 32 % in urban areas.38  This same expenditure also pays for 60% of end-of-life 
care (RGI estimates on hospital mortality), and almost 100% of preventive and promotive 
care and a substantial part of medical and nursing education as well.  

2.15 Realizing the Potential of AYUSH services  

 The implementation of National Policy on Indian Systems of Medicine and Homeopathy 
adopted in 2002, led to phased integration of ISM with health delivery systems, enabling 
considerable expansion of AYUSH services. A National AYUSH Mission has been launched for 
overall strengthening of AYUSH network in the public sector with focus on AYUSH services, 
development of infrastructural facilities in teaching institutions, improving quality control of 
drugs, capacity building, and community based preventive and promotive interventions. In 
addition, there is need to recognize the contributions of the large private sector and not-for-
profit organizations providing AYUSH services, conducting research for growth of the 
knowledge base of the AYUSH systems and their services. The contribution of several 
organizations across the country is also visible in documenting, validating and promoting home 
and community based traditional practices as also special knowledge, held by various population 
groups e.g. tribes, thereby empowering the marginalized groups.  Globally there has been an 
emergence of integrative medicine as a new frontier and India has the potential to become a 
world leader in this sphere, if adequate support for research and institution building is provided.  

2.16 Human Resource Development  

 The last decade has seen a major expansion of medical, nursing and technical education. 
For instance, in nursing education there are 1050 ANM, 1541 GNM, and 1160 graduate nursing 
schools, while 388 post-graduate nursing schools are being set up. Similar expansion in medical 
colleges, AYUSH institutions, dental colleges and pharmacy education has occurred. Though 
further expansion is needed and planned for, there is a need to ensure that the human resources 
emerging from these institutions have orientation towards rural services with optimal skill sets. 
It may be noted that the huge human resource deficit in public and especially rural services is 
because of inadequate production and deployment as also conditions of work and remuneration.   

2.17 Health Research 

 The Department of Health Research established in 2007 delivers through the research 
institutions under the Indian Council of Medical Research and through strengthening of 

                                                           
37 National Health Accounts Technical Secretariat, National Health System Resource Centre, National Health Accounts 
Estimate for India, July 2016 
38 National Sample Survey Office, Ministry of Statistics and Programme Implementation, Government of India, Key 
Indicators of Social Consumption in India Health, NSS 71st round (Jan-Jun 2014) 
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research support to Medical Colleges. There have been significant contributions made by the 
Department, but a modest funding of less than 1 % of all public health expenditure has resulted 
in limited progress. Research presently is largely confined to medical field and needs expansion 
to encompass areas of health systems, services and policy. Increase in Government funded 
health research and providing fiscal incentives to private sector, for medical research on 
identified issues, is required. The report of the Committee that examined the functioning of the 
ICMR in 2012, and the report of the Working Group constituted for the 12th Plan can guide 
policy in this area.  

 India‟s strength in AYUSH can also be leveraged for becoming a world leader in drug 
discovery, as also in integrative medicine. This would need investment in creating institutional 
structures for documentation, validation and accreditation of AYUSH systems.  

2.18 Regulatory Role of Government 

 The Government‟s regulatory role extends to the regulation of drugs through the 
CDSCO, the regulation of food safety through the office of the Food Safety and Standards 
Authority of India, support to the regulation of professional education through the six 
professional councils and the regulation of clinical establishments by the National Council for 
the same. Progress in each of these areas has been challenging. Some of the challenges relate to 
institutional strengthening as also the mechanisms of institutional governance, which may 
sometimes require amendments to the laws. Regulation of drug pricing is under the Department 
of Pharmaceuticals which has been playing an active and effective role in monitoring of drug 
prices and its implementation. Reforms in each of these areas, especially in professional councils 
and clinical establishments are facing resistance from certain stakeholders. Considerable political 
leadership and public support would be required to implement these reforms.  But clearly, as 
private industry grows rapidly and quality health care for all is envisioned, the Government 
needs to find ways to move forward on these responsibilities.  

2.19 Investment in Health Care 

 Despite years of strong economic growth and increased health spending by the 
Government in the 11th Five Year plan period, the total spending on healthcare in 2013-14 in 
the country was about 4.02% of GDP39. Global evidence on health spending shows that, unless 
a country spends at least 5–6% of its GDP on health with Government expenditure being a 
major part, basic health care needs are seldom met.40  The Government spending on healthcare 
in India is only 1.15% of GDP. This is 3.8 % of total Government expenditure and accounts for 
28.6% of total health spending. This translates in absolute terms to Rs. 1042 per capita at 
current market prices. The Union Government share of this is Rs. 365 per capita (0.40% GDP) 
                                                           
39 National Health Accounts Technical Secretariat, National Health System Resource Centre, National Health Accounts 
Estimate for India, July 2016 
40  World Health Organisation, Western Pacific Region- South East Asia Region, Health Financing Strategy for  Asia 
Pacific Region (2010-2015), 2009, Pg 27 
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while State Government share translates to about Rs. 677 per capita (0.75% of GDP) at base 
line scenario.41 Perhaps the single most important policy pronouncement of the National Health 
Policy 2002 articulated in the 10th, 11th and 12th    Five Year Plans, and in the NRHM Framework, 
was the decision to increase public health expenditure to 2% to 3 % of the GDP.42 Public health 
expenditure rose briskly in the first few years of the NRHM, but at the peak of its performance 
it started stagnating at about 1.04 % of the GDP.  

 Though there is always space to generate some more value for the money, it is unrealistic 
to expect achieving key goals in a Five Year Plan on half the estimated and sanctioned budget. 
The failure to attain threshold minimum levels of public health expenditure, remains the single 
most important constraint. While it is important to recognize the growth and potential of a 
rapidly expanding private sector, international experience (as evidenced from the table 2) shows 
that health outcomes and financial protection are closely related to absolute and relative levels of 
public health expenditure. 

 Among the developing countries (Table-2), two nations, Brazil and Thailand, are 
considered to have achieved close to universal health coverage- Thailand at 3.2% has almost the 
same percent of total health expenditure to GDP as India, but its proportion of public health 
expenditure is 77.7% of total health expenditures, which results from a form of strategic 
purchasing in which about 95% is purchased from public health care facilities. This is what gives 
its public health system such a high efficiency.43 Brazil spends 9% of its GDP on health of 
which public health expenditure constitutes 4.1 % of the GDP and 45.7% of total health 
expenditure. This public health expenditure accounts for almost 75 % of all health care 
provision.44 Most expert groups have estimated 2.5 % as being realistic and achievable public 
health expenditure target. At such levels of expenditure, “purchasing,” would have to be mainly 
from public providers for efficient use of resources with purchasing from private providers only 
for supplementation.  

 

 

 

 
 

                                                           
41 National Health Accounts Technical Secretariat, National Health System Resource Centre, National Health Accounts 
Estimate for India, July 2016 
42  Planning Commission of India, High Level Expert Group Report on Universal Health Coverage for India, 2011, Pg 
20 
43  World Health Organisation, Western Pacific Region- South East Asia Region, Health Financing Strategy for  Asia 
Pacific Region (2010-2015), 2009, Pg 17 
44 Rao KD et al, Progress towards Universal Health Coverage in BRICS: Translating Economic Growth into Better 
Health, WHO Bulletin 2014;92:429–435, 2014, Pg 430  
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Table-2: Health Outcomes and Health Expenditures in Selected 
Countries  

Country Total 
Health Exp 
per capita 
(USD) – 

2011 

Total Health 
Exp as % of 
GDP – 2011 

Govt. Health 
Exp as % of 
Total Health 

Exp - 2011 

Life 
Expectancy 

at birth 
(years) 2012 

India $62  3.9% 30.5% 66 
Thailand $214 4.1% 77.7% 75 
Sri Lanka $ 93 3.3% 42.1% 75 

BRICS Countries 
Brazil $ 1119 8.9% 45.7% 74 
China $ 274 5.1% 55.9% 75 
Russia  $803 6.1% 59.8% 69 
South 
Africa 

$670 8.7% 47.7% 59 

OECD Countries 
USA $ 8,467 17.7% 47.8% 79 
United 
Kingdom 

$ 3,659 9.4% 82.8% 81 

Germany $ 4,996 11.3% 76.5% 81 
France $ 4,968 11.6% 76.8% 82 
Norway $ 9,908 9.9% 85.1% 82 
Sweden $ 5,419 9.5% 81.6% 82 
Denmark $ 6,521 10.9% 85.3% 80 
Japan $ 4,656 10% 82.1% 84 

 

 This situation analyses forms the backdrop to the National Health Policy, 2017 which 
envisages to address the urgent need to improve the performance of the health systems within 
the global context of sustainable development goals. It aims to leverage economic growth to 
achieve better outcomes leading to improved productivity and equity.  

________________ 
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National Policy on Indian Systems of Medicine & Homoeopathy-2002

I. INTRODUCTION
1.1 National Health Policy, 1983, refers to our rich, centuries - old heritage

of medical and health sciences.  The Policy outlines that although vast

infrastructure is available in the Indian Systems of Medicine and

Homoeopathy for addressing health care of our people, they are under

utilized.  The Policy suggested that it was necessary to initiate measures to

enable each of these various systems of medicine and health care to develop

in accordance with its genius.  Simultaneously, planned efforts should be

made to integrate their services, at the appropriate levels, within specified

areas of responsibility and functioning in the over all health care delivery

systems, specially in regard to the preventive, promotive and public health

objectives.  The Policy emphasized the need for a meaningful phased

integration of Indian Systems of Medicines with the modern medicines,  and

also outlined the need to secure complete integration of all plans for health

and human development, particularly agriculture and  food products, rural

development, education and social welfare, housing, water supply and

sanitation.

1.2 In many places, the Indian Systems of Medicine & Homoeopathy

continue to be widely used  due to their accessibility, and sometimes,

because they offer the only kind of medicine within the physical and financial

reach of the patient.  The Indian medicine system is also embedded in the

beliefs of a wide section of the public and continues to be an integral and

important part of their lives and for some, it is also a way of life.

1.3. Complementary and Alternative Medicine or Traditional Medicine is

rapidly growing worldwide.  In India also, there is resurgence of interest in

Indian Systems of Medicine.  People are becoming concerned about the

adverse effects of chemical based drugs and the escalating costs of
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conventional health care.  Longer life expectancy and life style related

problems have brought with them an increased risk of developing chronic,

debilitating diseases such as heart disease, cancer, diabetes and mental

disorders.  Although new treatments and technologies for dealing with them

are plentiful, nonetheless more and more patients are now looking for simpler,

gentler therapies for improving the quality of life and avoiding iatrogenic

problems.

1.4 India possesses an unmatched heritage represented by its ancient

systems of medicine which are a treasure house of knowledge for both

preventive and curative healthcare.  The positive features of the Indian

Systems of Medicine, namely, their diversity and flexibility; accessibility;

affordability; a broad acceptance by a section of the general public;

comparatively low cost; a low level of technological input and growing

economic value have great potentials to make them providers of health care

that the larger sections of our people need.

1.5 A huge infrastructure already exists comprising thousands of hospitals

and dispensaries, registered practitioners and twice the number of Indian

Systems of Medicine & Homoeopathy colleges as available for allopathy.

Many Post-Graduate institutions offer doctoral courses.  Four research

councils and several apex scientific institutions and universities have also

contributed to clinical research, ethno-botanical surveys, pharmacological and

pharmacognostical studies on plants and drug standardization of simple and

compound ISM formulations.  Clinical research studies covering the use of

ISM drugs for a range of diseases and public health problems conducted over

the last thirty years have led to many useful conclusions about the use of

single and compound ISM drugs to treat numerous intractable problems.

Although Govt. set up an independent Department in 1995 to give focus  to

these issues,  ISM has not been able to play a significant role in health care

delivery services for want of their legitimate involvement in public health

programmes.
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2. Policy support.
2.1 The Government has reiterated that Ayurveda, Homoeopathy, Siddha,

Unani, Yoga and Naturopathy offer a wide range of preventive, promotive and

curative treatments that are both cost effective and efficacious and there is

need for ending the long neglect of these systems in our health care strategy.

Budgetary support has been augmented and fiscal incentives and

concessions that are available to modern pharmaceutical industry have been

assured to ISM sector.  The resurgence of interest in Ayurveda and other

Indian Systems of Medicine in India and abroad and the opportunities created

by such interest have been well perceived in the Government.

2.2 The Central Council for Health and Family Welfare in 1999

recommended, inter-alia, that at least one physician from the Indian Systems

of Medicine & Homoeopathy (ISM & H) should be available in every primary

health care centre and that vacancies caused by non-availability of allopathic

personnel should be filled by ISM & H physicians.   The Council also resolved

that specialist ISM & H treatment centres should be introduced in rural

hospitals and a wing should be created in existing state and district level

government hospitals to extend the benefits of these systems to the public.  It

also resolved that expenses on treatment taken in ISM hospitals should be

recognized for reimbursement for Central Government employees.  In 2001, it

further reiterated that the States must revisit the subject and identify specific

areas where ISM practitioners can be entrusted with public health functions

within the ambit of state legislations.

3. Financing ISM & H
3.1 It has been a concern for stake holders that the ISM&H gets only 2% of

the total health budget of the nation, while 98% is incurred on western modern

medicine.    A corrective and promotive policy needs to be initiated so that
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ISM can fully realize its potential and contribute more meaningfully to the

health services.    Keeping in view the need for consolidation and creation of

infrastructure, making available ISM&H drugs and replenish supplies, reorient

the practitioners and teachers, upgrade inpatient facilities, build awareness

about the efficacy of the systems, besides setting up laboratories and

enforcement mechanisms for quality control, the allocation for Indian Systems

of Medicine & Homoeopathy sector is meagre.  At state level, the allocation is

still abysmally low.  Even allocated funds are either not released or utilized.

Funds are also not available adequately to set up and operationalize

Directorates of ISM which can give a direction to the policies and programmes

aimed at making use of the systems.

4. Medical Education
4.1 Medical education in  Indian Systems of Medicine & Homoeopathy has

been a cause of concern.  After enactment of Indian Medicines Central

Council Act, 1970 and Homoeopathy Central Council Act, 1973, five-and-a-

half years Under-Graduate course and three years Post-Graduate course

were introduced, provisions for adequate clinical exposure and internship

made.  The number of Indian Systems of Medicine & Homoeopathy colleges

have increased phenomenally to 404.  The Central Councils have

implemented various educational regulations to ensure minimum standards of

education.  Depite this, there has been a mushroom growth of sub-standard

colleges causing erosion to the standards of education and harm to medical

training and practice.   Liberal permission by the State Government, loopholes

in the existing Acts and weakness in the enforcement of standards of

education have contributed to this state of affairs.

5. Drug Standards, Regulation & Enforcement
5.1 Our systems of medicine are of great antiquity.  The drugs have been

used for centuries.  Drugs manufacture and related matters are covered under

Drugs & Cosmetics Act, 1940 and Drugs & Cosmetics Rules, 1945.  A large

number of units exist in large, medium, small and tiny sectors.  The safety,
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efficacy, quality of drugs and their rational use have not been assured.

Though enforcement mechanism has been envisaged in the Act, and is also

in place in most of the States, implementation of the enforcement laws leaves

much to be desired.   There is reluctance on the part of a large number of

manufacturers to adhere to good manufacturing practices.  Preparation of

formularies and pharmacopoeial standards have been speeded up but a lot is

yet to be completed.  There is no assurance whatsoever that Formularies and

Pharmacopoeial standards are being followed by the Indian Systems of

Medicine & Homoeopathy drug manufacturers.

6. Medicinal Plants
6.1  Indian Systems of Medicine & Homoeopathy use predominantly plant

materials for the preparation of their drugs.  8000 plants are stated to have

medicinal properties although 500 of them are generally used.  Most of these

plants grow in the wild as natural component of vegetation of a particular

region and the supply chain is carried out informally.  This traditional base is

shrinking due to over exploitation, unsustainable practices, biodegradation

and population pressure.  There are restrictions on extraction and

procurement from the wild.  The trade is secretive and exploitative leading to

unsustainable practices in the quest for profit. In the absence of a scientific

system for collection and fostering regeneration of such plants, several

species have either been completely lost or become endangered.    Industry

constantly faces the problem of raw material supply and its quality.

Adulteration and substitution of drugs is reported to be rampant in a near

absence of assured supply of quality raw drugs and an enforcement system.

7. The ISM Industry
7.1 The ISM Industry has not been able to grow and develop optimally

during the last five decades.  Whatever growth has been achieved has been

largely due to the industry's own initiative, undertaking its own Research and

Development over the years.  No special funding or incentives have been

extended to this sector to help it realize its potential.  The ISM industry has
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neither been declared a priority industry nor a green industry. Special

packages for this sector to strengthen it and expand its outreach has not been

addressed as a result it would be correct to call this sector nascent and in dire

need of rejuvenation.

8. Intellectual Property Rights (IPR) of ISM
8.1 Our wealth of knowledge on formulations and medicinal uses of plants

available in ancient texts and treatises have been attracting foreign interest

and a large number of such medicinal uses have been patented by them

claiming as innovations though these are already available in the public

domain and therefore can not be patented.   This has happened as such

knowledge is not available in easily accessible form and in the language

generally used by the patent examiners overseas.   This has harmed our

national interest as the process for retrieval and contesting patents is very

costly and time consuming which we can ill-afford.

9. Revitalization of Local Health Traditions
9.1 In addition to the documented knowledge, indigenous traditional

medical knowledge available with the individuals, communities, tribals have

not been fully tapped, documented and validated.    Such knowledge over the

years gets eroded causing irreversible harm.  Our Research Councils have

documented over 10,000 such folk medicine but tens of thousands of such

knowledge remain to be documented.   The providers of such knowledge

have not been given due acknowledgement, financial benefit and support to

patent their knowledge.

10. Medical Tourism and Export of ISM Practitioners
10.1 The interest in our systems overseas for gentler and plant based

treatment has been growing rapidly.  More than that certain therapies are

becoming extremely popular and tourists/visitors come to India for such

therapies like Panchkarma and Yoga.  Medical tourism not only popularises

our system but offers good avenue for foreign exchange earning.  Little has



306 307

been done to create a chain of Panchkarma Centres and establish centres of

excellence for yoga therapy, meditation and teaching.

11. Ancient Medical Manuscripts
11.1 There is at present no complete catalogue of Indian medical

manuscripts which lie scattered in oriental libraries and private custody not

only in India but also in other parts of the World.   In India, ancient

manuscripts are often found in a poor condition with the families of the old

Vaidyas and non-descript libraries.    This knowledge will be lost forever

unless remedial action is taken urgently.   Their retrieval for posterity is

important for the preservation of this ancient wisdom and experience which

will provide a wealth of knowledge and impetus to research and clinical

application.  Government has not implemented any scheme for the systematic

collection and preservation of this information and the selective utilization of

this knowledge  This intervention brooks no delay.

12. Research in ISM
12.1 Our systems have been practised over centuries, and some of these

are treatment, therapies and drugs have unbroken traditions of acceptance

and practice.   Whereas it is not desirable to subject all these to validation on

modern scientific parameters, the need for fundamental, clinical and drugs

research can hardly be over emphasized.  Evidence for safety and efficacy is

being demanded by the users.  The Research Councils have been conducting

research for the last 30 years, yet a lot remains to be done.  Research has not

kept pace with the times, it has not been re-oriented and prioritized.

13. Access to information
13.1 The medical profession and the Western educated public has been

relatively restrictive in its approach to ISM, limiting the extent to which ISM

physicians can employ their drugs and therapies and the extent to which the

practitioners can “encroach” on areas falling within the purview of mainstream

medicine.
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13.2 The modern pharmaceutical industry has influenced health policy and

health care systems the world over and India is no exception.  The deep

interest in the biomedical model of health has often been prompted by

considerations which are not always rooted in concern for the health of

citizens.  Consumers are systematically led into believing that the biomedical

model and its treatment options are the only alternatives and unfortunately

most people are not willing to look beyond this model, leaving little attention

and space for Indian Systems of Medicine and health care options, often

shown to be both cost effective and enduring.   These conflicts of interest and

ethical dilemmas in a health care system, which advocates freedom of choice,

have not been addressed.

14. Veterinary Medicine
14.1 Indian medicine is not reflected merely in the treatment of human

beings but other important dimensions like veterinary medicine are addressed

in detail through these systems.  This represents a whole new spectrum of

knowledge and opportunity.   This area has not been exploited at all.

15. OBJECTIVES
The basic objectives of this Policy are :

(a) To promote good health and expand the outreach of health care to our

people, particularly those not provided health cover, through

preventive, promotive, mitigating and curative intervention through

ISM&H.

(b) To improve the quality of teachers and clinicians by revising curricula to

contemporary relevance and researchers by creating model institutions

and Centres of Excellence and extending assistance for creating

infrastructural facilities.

( c) To ensure affordable ISM&H services & drugs which are safe and

efficacious.
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(d) To facilitate availability of raw drugs which are authentic and contain

essential components as required under pharmacopoeial standards to

help improve quality of drugs, for domestic consumption and export.

(e) Integrate ISM&H in health care delivery system and National

Programmes and ensure optimal use of the vast infrastructure of

hospitals, dispensaries and physicians.

(f) Re-orient and prioritize research in ISM&H to gradually validate therapy

and drugs to address in particular the chronic and new life style related

emerging diseases.

(g) Create awareness about the strengths of these systems in India and

abroad and sensitize other stakeholders and providers of health.

(h) To provide full opportunity for the growth and development of these

systems and utilization of the potentiality, strength and revival of their

glory.

16. STRATEGIES
The strategies to achieve the objectives through policy interventions

and support operational measures and monitoring are delineated as under :-

16.1. Education
(a) Legislative measures would be taken to regulate starting of a new

college, increase in intake and introduction of new course of study.

Establishment of model colleges and Centres of Excellence of ISM&H

would be encouraged.  The course curriculae would be reviewed and

revised to weed out unnecessary teaching materials;  incorporate what

is relevant keeping in view present requirements, including research

achievements; the component of modern medicine would be reduced;

and study of Sanskrit in Ayurveda discipline and Urdu and Persian in

Unani discipline would be incorporated in the curriculae.  Nursing and

Pharmacy education would be introduced and regulated through

existing or new regulatory councils.   A separate regulatory council for

Yoga and Naturopathy would be set up.  Schemes for providing
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vocational training for housewives, dais, nurses, etc., and course for

dietitians based on Ayurvedic and naturopathy approach to food and

nutrition would also be developed.  National Institutes would be made

fully functional as Centres of Excellence.

(b) States would be encouraged to introduce separate examinations for

entry to Undergraduate courses of the Indian Systems of Medicine &

Homoeopathy and Post-graduate institutions would be encouraged to

start a unified admissions test for PG courses of Ayurveda and Unani

to bring about uniformity in standards and foster healthy competition

and recognition of merit.

( c) Re-orientation training of physicians and teachers would be made

compulsory for the renewal of their registration with the registering

councils.

(d) Central Government would set up an accredition system whereby silver

and platinum standards would be given to ISM&H colleges to inspire

students and teachers to aspire for higher standards of teaching,

clinical exposure & research and thereby to achieve excellence

16.2 Research
(a) Priority would be accorded to research covering clinical trials,

pharmacology, toxicology, standardization and study of pharmacology

kinetics in respect of already identified areas of strength. The research

areas would be prioritised keeping in view the strengths of the systems

and contemporary relevance giving due emphasis on preventive and

promotive aspects.

(b) Other important areas of research would include :

(i) Research on fundamental principles of ISM&H.

(ii) Drug research to establish efficacy and safety of ISM medicine

to be accelerated by adopting rapid screening of herbs invivo or
invitro in experimental settings.

(iii) Disease oriented clinical drug research following “reverse

pharmacology approach”.
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(iv) Identification and evaluation of promising and widely accepted

practices and skills of traditional healers in rural and tribal areas.

(v) Revival of ancient literature – survey, collection, transcription/

translation, editing and publication of classical literature and text

books on ISM.

16.3 Medicinal Plants
(a) The Medicinal Plants Board would address all issues connected with

conservation and sustainable use of medicinal plants leading to

remunerative farming, regulation of medicinal farms and conservation

of bio-diversity. Priority would be given to encourage cultivation of 28

medicinal plants recommended for cultivation by Expert Committees in

the first instance.  To receive the benefit of financial support, all

schemes would have to provide proper buy-back arrangements.

(b) Issues relating to import-export would be addressed through the

identification of markets, market segmentation, simplifying import and

export procedures.

( c) Research studies would be introduced for reproductive systems of

plants, their distribution on post harvest management, shelf-life and

storage conditions.

(d) Encouragement would be given for R&D on rare and endangered

plants for increasing bio-chemical substances, development of herbal

formulations, conservation of germplasm of important medicinal plants.

More Gene Banks would be encouraged to be set up.

(e) An Export Authority would be established for export of medicinal plants

and products with capability for proper authentication and fulfillment of

quality, safety requirements including packing, testing, fumigation,

storage requirements.

(f) Medicinal Plants Board would acquire Statutory status to be able to

regulate registration of farmers and cooperative societies,

transportation, marketing of medicinal plants and proper procurement

and supply to pharmaceutical industry.
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16.4 Intellectual Property Rights & Patents
(a) Protection of India’s traditional medicinal knowledge would be

undertaken through a progressive creation of a Digital Library for each

system and eventually for uncodified knowledge leading to innovation

and good health outcomes.

(b) Relevant International fora would be addressed about the need for fair

and equitable sharing of benefits to the custodians of the knowledge

and a system of compensating the originators of such knowledge

introduced.

( c) TRIPS has provided the signatory countries the freedom to choose

intellectual property protection of plant varieties either under a patent

regime or a sui generis system or a combination thereof.  A sui generis

system will be set up to provide grassroots innovators of plant based

knowledge an incentive to disclose knowledge.

16.5 Integration of ISM & H and National Health Care Programmes and
Delivery System.

(a) Efforts would be made to integrate and mainstream ISM&H in health

care delivery systems including National Programmes.

(b) A range of options for utilization of ISM & H manpower in the health

care delivery system would be developed by assigning specific goal

oriented role and responsibility to the ISM work-force.  An ISM&H wing

would be encouraged and supported at the primary health care level.

( c) States would be encouraged to reenact or modify laws governing the

practice of modern medicine by ISM practitioners so that there is clarity

of the subject.

(d) Referral ISM hospitals in the country would be renovated, modernized

and upgraded to provide the full range of ISM treatment. Identification

of the hospitals would be made according to current availability of

motivated staff, OPD & IPD attendance and locational advantages.
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(e) At the PHC and district hospital level, Central Government would

encourage the setting up of speciality centres and ISM clinics & funds

would be provided centrally for drugs listed in the Essential Drug Lists

for Ayurveda, Unani and Homeopathy Medicine on a declining scale

for 5 years to increase choice and consumer awareness about the

benefits of ISM.

(f) Central government would assist speciality hospitals of allopathy who

wish to establish Panchkarma and Ksharshutra facilities for the

treatment of neurological disorders, musculo-skeletal problems as well

as ambulatory treatment of fistula in ano, bronchial asthma and

dermatological problems.

(g) Private allopathic hospitals would be encouraged to set up specialist

treatment centres of ISM&H and the hiring charges of

Vaidyas/Hakims/Homoeopaths reimbursed to such hospitals entering

into research collaboration protocols.

(h) States would be encouraged to consolidate the ISM infrastructure and

raise the salary and social/professional status of ISM practitioners to

encourage inflow of talent and an enhanced work-culture.   The aim

would be to provide parity with the Central Government pattern which

has established equivalence/relativities with the allopathic profession.

16.6 Drug Standardization and Quality Control
(a) All Pharmacopoeial work related to Ayurveda, Unani, Siddha and

Homoeopathy drugs would be completed by  2005.   Enforcement

mechanism will be activised.

(b) Industry would be encouraged to make use of Quality Certification

Scheme being introduced by the Department for batch-by-batch

testing.

( c) Financial support would be given for acquisition of ISO 9000

certification by ISM industry.
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(d) New Legislation covering a vast range of nutraceuticals and food

supplements which are neither covered by the drug licencing nor food

licencing would be introduced.

(e) Quality Control Centres would be set up or recognized on a Regional

basis to standardize the in-process quality control of ISM products and

to modernize traditional processes without changing the concepts of

ISM.   States would be advised to augment facilities for drugs

manufacture and testing of the drugs.

(f) Drugs & Cosmetics Act would be amended to also cover grant of

manufacturing licences for intermediate or partially processed herbal

mixes and pharmacopoeial standards evolved for these intermediaries.

16.7 ISM Industry
(a) ISM industry would be given priority industry status and declared a

green industry.  Efforts would be made to secure fiscal incentives and

tax concessions to ISM industry within overall taxation policy to make

them viable and competitive.  They would be encouraged to adopt

modern dosage form and follow reasonable shelf-life.  Whereas use of

classical preparations would be encouraged, guidelines would be

framed for patent and proprietary medicines and manufacturers would

be expected to have efficacy and safety studies conducted before

licenses are granted for new Patent Proprietary medicines.

16.8 Revitalization of Local Health Traditions
(a) Revitalization of folk health traditions related to birth attendants, herbal

healers, bone settlers, Visha healers etc., would figure in the agenda of

the ISM sector to be selectively identified, reinforced, validated and

then propagated for use in a wider community.

16.9 Home Remedy Kits
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(a) A scheme for supply of identified medicine in Home Remedy Kits would

be implemented.

16.10 Veterinary Medicine
(a) The definition of Ayurvedic medicines under the Drugs & Cosmetics

Act include veterinary medicines.  There are several authentic books of

Ayurveda dealing with veterinary medicines  such as Nakul Samhita,

Palkapya Shastra, Go Ayurveda, Hasti Ayurveda, Baj Nama etc.

Central Government will encourage two institutions in the 10th Plan for

introducing courses and undertaking documentation of the classical

books in various languages.   Homoeopathy also has effective

treatment for care of animals and a similar approach would be

followed.

16.11 Operational Use of ISM in Reproductive & Child Health (RCH ).

(a) Eleven areas have been identified where the Ayurvedic herbs would be

useful for ante-natal, intra-natal, post-natal and neo-natal care.  This

concept would be taken forward to cover the use of Unani and

Homoeopathic drugs also.  The identified areas include menstruation,

preparation for delivery, vomiting in pregnancy, loss of appetite,

constipation, gaseous distention, acidity & diarrhea, treatment of

oedema, insomnia, anemia, piles, delivery and its management and the

care of the new born.    In the areas of neo-natal and child health, the

identified areas would be care of the new born, precautions in early

infancy, management of diarrhea, constipation, worm infestation in

children.  The entire approach would be traditional and based upon

operational research study findings.

16.12 Financing ISM
(a) ISM shares only 2-4% of the National Health Budget.  This should be

raised to 10% of the total health plan at the Central level and further

growth should be designed to climb at the rate of 5% in every Five
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Year Plan.  For the first five years of the New Policy, Central

Government will directly provide or earmark budgets for consolidation

of infrastructure, purchase of drugs and support for opening speciality

clinics and ISM services.

16.13 Administration of the ISM Sector
(a) Although there are 18 Directorates of ISM, these are not functioning

independently and purposefully in most places.   To harness the

growing importance of ISM nationally and globally, there is a need for

political, administrative and financial structures and systems to

implement the policies.  There is a need to post state level Secretaries

and Directors of ISM & H, establish Directorates in the major states of

the country which will facilitate implementation of the programmes.

The managerial infrastructure at district and block levels will be

strengthened by the States through earmarked outlays.

16.14 Developments  of Special Areas – North East & New States
(a) North Eastern States, rich in flora and fauna, are lacking in

infrastructure and knowledge about ISM as it prevails in other parts of

India.    Utilization of medicinal plants, identification of tribal medical

practices, setting up of dispensaries and need based teaching

institutions for ISM would be encouraged.

(b) Some of the States like Uttaranchal, Chattisgarh and Jharkhand have a

wealth of medicinal plants but are lacking in requisite infrastructure and

capacity to formulate projects.  Central Government will assist these

States on priority to avail of the benefits of Medicinal Plant Sector

Schemes.

16.15 Medical Tourism
(a) Facilities for Panchakarma and Yoga would be encouraged to be

offered in hotels.  Road Shows would be organized abroad by

providing services of Vaids and Hakims and Yoga demonstration.
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Participation in fairs, conferences and tourism events would be

supported.

(b) Encouragement would be given to a few government hotels in the

states to promote Panchakarma and Yoga.

( c) ISM parks would be developed in collaboration with State Tourism

authorities.

(d) A scheme for accreditation of Panchakarma & Yoga facilities would be

introduced.

16.16 Inter-Sectoral Co-operation
(a) Linkages would be established with Departments of Culture, Tourism,

Labour(ESI), Railways, Posts, Confederation of Indian Industry (CII),

Association of Chamber of Commerce & Industry (ASSOCHAM),

Federation of Indian Chamber of Commerce & Industry (FICCI),

Women & Child Development, Rural Development, Tribal Affairs to

promote and propagate the use of ISM&H through the establishment of

clinics or by allowing reimbursement of treatment charges.

(b) Schemes for growing medicinal plants for production and sale of plant-

based products including herbal tea through women’s groups and tribal

agencies would be encouraged.

( c) The possibility of introducing knowledge relating to the properties of

medicinal plants and preparation of simple home remedies from ISM in

the school curriculum, would be explored and taken forward.

(d) Naturopathy diets, Yogic exercise would be encouraged in schools,

colleges and offices.

16.17 Exposing the Foreign and Indian Modern Graduates to Indian
Systems of Medicine (ISM)
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Keeping in view the global interest in understanding ISM concepts and

practices:-

(a) Modules will be formulated for introducing Ayurveda and Yoga to

medical schools and institutions abroad.

( b) Courses of long duration say one year to two years should be started

for allopathic doctors from India and abroad who are interested in

learning about Ayurveda. A package of introductory lectures would be

suggested to be given during the regular medical course for foreign

students.   At PG and Doctorate level, scholarships would be given to

undertake medical research on ISM.

16.18 Building Awareness
(a) Programmes on the utility and effectiveness of ISM&H would be

launched through the electronic and print media.

(b) Special incentives would be given to colleges and groups of students

who come up with innovative ideas for popularizing ISM&H.   Students

of Management and Social Science courses would be offered

internships to work on popularizing and marketing ISM&H.

( c) A significant portion of the budget would be assigned for IEC on
healthy life styles and preventive health through ISM&H approaches.  NGOs
would be used for popularizing Yoga in primary schools, residential colonies
and in industrial units.
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ABSTRACT
Central Council for Research in Ayurvedic Sciences (CCRAS), 
Ministry of AYUSH, Government of India, has formulated and 
projected “CCRAS Vision Document 2030” with a strategy 
of research and development for research outcomes in next  
15 years considering the strength of Ayurveda and current 
unmet medical needs. The core components of the document 
comprise sustainable development goals (SDGs) of CCRAS for 
vision 2030 for 15 years, 7 years strategy (long-term vision), and 
3 years action document, fundamentally harmonized with the 
goals and recommendations of major national and international 
health policy documents.
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INTRODUCTION

The CCRAS, an autonomous organization of Ministry of 
AYUSH, Government of India, is the apex body in India 
for undertaking, coordinating, formulating, developing, 
and promoting research on scientific lines in Ayurvedic 
sciences. The core research activities comprise medicinal 
plant research, drug standardization and quality assur-
ance, pharmacological research, clinical research, literary 
research and documentation, tribal health care research 
program, and other research oriented to outreach and 
documentation activities, such as Swasthya Rakshan 
Program; Ayurveda Mobile Health Care Program; 
National Program for Control Diabetes, Cancer, Cardio-
vascular Diseases, and Stroke. The activities are carried 
out through its 30 institutes across the country and also 
through collaborative studies with various academic 
and research institutes, universities, hospitals in India 
and abroad.1,2
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To take forward the objectives, the council has for-
mulated and implemented “CCRAS-Research Policy” 
embodied with focused research priorities for research 
and development in Ayurveda in the areas ranging 
from medicinal plant research, drug standardization 
and quality assurance, pharmacological research, clini-
cal research, literary research, to fundamental research, 
taking the core recommendations of major health policy 
documents into consideration.3 Further, CCRAS has 
projected “Vision Document 2030” with the strategy of 
research and development for focused research outcomes 
in next 15 years harmonized with the goals and objectives 
of major international and national policies on health 
including CCRAS-Research Policy.4

CCRAS VISION DOCUMENT 2030

The SDGs, officially known as Transforming Our 
World: The 2030 Agenda for Sustainable Development, 
are an intergovernmental set of aspiration goals with 
169 targets. The goals are contained in paragraph 54 of 
United Nations Resolution A/RES/70/1 of September 25, 
2015, where Goal 3 of the document focuses on ensuring 
healthy lives and promote well-being for all at all ages.5 
The National Population Policy 2000,6 National Health 
Policy 2002,7 and the National Commission on Macro-
economic and Health—2005 of the Ministry of Health 
and Family Welfare, Government of India, empha-
sized on reorientation and prioritization of research 
in Ayurveda, Yoga and Naturopathy, Unani, Siddha 
and Homoeopathy (AYUSH) and to validate therapy 
and drugs in chronic and lifestyle-related diseases, 
mainstreaming from Indian systems of medicine and 
homoeopathy (ISM&H). Further, the recent three major 
documents related to health policy, viz., National Health 
Policy (NHP) 20178; Situation Analyses—Backdrop to 
NHP 2017,9 Ministry of Health and Family Welfare, 
Government of India; and Three-Year Action Agenda 
2017–2020 (draft),10 NITI Aayog, Government of India, 
highlighted on prevention through lifestyle advocacy, 
health care delivery through integration, colocation, and 
medical pluralism.

In the same way, considering the strength of Ayurveda 
in current unmet medical needs, the council has proposed 
a strategy of research and development with focused 
research outcomes in next 15 years emphasizing on 
development of new drugs based on leads from classical  
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Ayurveda texts for diseases of national importance 
and systematic validation of classical formulations and 
therapies with a vision statement “To develop scientific 
evidence in Ayurvedic Principles, drugs, therapies by way 
of integrating ancient wisdom with modem technology 
and to bring Ayurveda to the people through innovations 
related to diagnostics, preventive, promotive as well as 
treatment methods and also introduce scientific research 
for sustained availability of quality natural resources, to 
translate them into products and processes and in synergy 
with concerned organizations to introduce these innova-
tions into public health systems.” 4

The three essentials of CCRAS Vision Document 2030 
embrace SDGs of CCRAS for vision 2030 (15 years), 7 years 
strategy (long-term vision), and 3 years action document 
which are broadly aligned with the goals, strategies, and 
recommendations of aforesaid national and international 
policies and documents.4

HIGHLIGHTS OF THE DOCUMENT

Principally analogous with the larger goals and strate-
gies of important health-related policies, core strength 
of Ayurveda, and current health needs, the document is 
framed with core components, viz., SDGs of CCRAS for 
vision 2030 (15 years), 7 years strategy (long-term vision), 
and 3 years action document.4

•	 SDGs	of	CCRAS	for	vision	2030	(15	years)	emphasizes	
on broader goals set for 15 years, such as translation 
of research outcomes into practice and making them 
accessible to health care providers and public, main-
streaming of Ayurveda therapies through integra-
tion, generation of evidence on safety and efficacy 
of classical Ayurveda approaches, dissemination of 
research outcomes, and infrastructure development 
for research and development.

•	 A	 7-years	 strategy	 from	 2017–2018	 to	 2023–2024	
(long-term vision) to convert the long-term vision 
into implementable policy and action as a part of 
the National Development Agenda with a mid-term 
review after 3 years, i.e., the year ending March 2020, 
focuses on development and validation of Ayurvedic 
drugs and regimen for inclusion in the important 
national programs, such as add-on and adjunct thera-
pies for multidrug-resistant tuberculosis; generation 
of evidence for prevention and management of disor-
ders of vision, reproductive and child health, human 
immunodeficiency virus/acquired immunodeficiency 
syndrome, cancer; important communicable diseases, 
viz., malaria, dengue, filariasis, and noncommuni-
cable diseases like diabetes, osteoarthritis, anemia; 
improvement of memory and cognitive function 
other psychiatric diseases, such as anxiety neurosis, 

dementia, etc.; scientific evidence on safety of selected 
Ayurveda herbo-mineral drugs, etc.

•	 A	 3-years	 action	 document	 from	 2017–2018	 to	
2019–2020 aligned to the predictability of financial 
resources during the 14th Finance Commission 
Award period. This is also to help translate into 
action the goals of the government to be achieved 
by 2019 highlights upon development of the direc-
tives addressing different research needs; validation 
of fundamental principles of Ayurveda includ-
ing Ayurveda biology; development of standard 
Ayurvedic terminologies, modules on behavioral 
change communication focusing on Ayurveda-based 
lifestyle interventions for prevention, health pro-
motion, formats for clinical diagnosis, and clinical 
examination based on Ayurveda principles: Clinical 
decision support systems and hospital information 
management system (HIMS); projects on occupa-
tional health; drug development and commercializa-
tion of research products for cancer, wound healing, 
dengue, diabetes; dosage forms of hepato-protective 
agents; validation of classical Ayurveda formulations 
or classical Ayurveda drugs for chronic and refrac-
tory diseases, rheumatoid arthritis, osteoarthritis, 
hypertension, gout, urolithiasis, polycystic ovary 
syndrome, bronchial asthma, and chronic bronchitis; 
and dissemination of research outcomes.
For larger utility of stakeholders, CCRAS Vision Docu-

ment 2030 is made available in the website of CCRAS 
at: http://www.ccras.nic.in/ and also published in the 
current issue of JRAS: http://www.jrasccras.com/.
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VISION DOCUMENT 2030

CENTRAL COUNCIL FOR RESEARCH IN AYURVEDIC SCIENCES MINISTRY OF AYUSH, GOVERN-
MENT OF INDIA JANAKPURI, NEW DELHI

Background

The SDGs, officially known as Transforming our World: The 2030 Agenda for Sustainable Development, are an 
intergovernmental set of aspiration goals with 169 targets. The goals are contained in paragraph 54 of United 
Nations Resolution A/RES/70/1 of September 25, 2015.

Considering the strength of Ayurveda in current unmet medical needs, the council has proposed the following 
strategy of research and development with focused research outcomes in next 15 years on development of investi-
gational new drugs based on leads from classical Ayurveda for diseases of national importance besides systematic 
validation of classical formulations and therapies.

Vision 2030

Vision Statement of CCRAS: To develop scientific evidence in Ayurvedic principles, drug therapies by way of integrat-
ing ancient wisdom with modern technology and to bring Ayurveda to the people through innovations related to 
diagnostics, preventive, promotive, as well as treatment methods and also introduce scientific research for sustained 
availability of quality natural resources, to translate them into products and processes and in synergy with concerned 
organizations to introduce these innovations into public health systems.

SDGs of CCRAS for Vision 2030 (15 Years)

•	 Translation	of	research	outcome	into	clinical	practice	through	commercialization	of	new	drugs	developed	by	
CCRAS through translational research for making them accessible to the public.

•	 Mainstreaming	of	Ayurveda	therapies	through	integration	and	including	them	in	a	national	health	program.
•	 Development	of	new	drugs/combinations	based	on	the	leads	from	classical	literature	and	also	from	local	health	

traditions on different conditions to meet the demand of unmet medical needs.
•	 Development	 of	 safe/effective	 products	 for	 diseases	 of	 national	 and	 global	 importance	 as	 add-on/adjuvant	

therapies and also for stand-alone management for improvement of quality of life.
•	 Generation	of	scientific	evidence	on	safety	of	Ayurvedic	formulations	and	therapies.
•	 Revalidation	of	certain	classical	formulations	for	evidence	on	safety	and	efficacy.
•	 Dissemination	of	research	outcome	through	appropriate	media	for	sustainable	utilization	by	medical	practitioners	

and public.
•	 Research	and	development	infrastructure	development	to	improve	the	quality	of	research.

– A 7-years strategy from 2017–2018 to 2023–2024 (long-term vision) to convert the long-term vision into implementable 
policy and action as a part of the National Development Agenda with a mid-term review after 3 years, i.e., the year 
ending March 2020.

Development and validation of Ayurvedic drugs and regimen for inclusion in the important national 
program, viz.
•	 Development	of	add-on/adjutant	therapies	for	multidrug-resistant	tuberculosis	for	improvement	of	quality	of	

life and introducing in National Tuberculosis Control Programme.
•	 Evidence-based	Ayurvedic	intervention	for	improvement	of	vision	and	prevention	of	blindness	for	inclusion	in	

the National Programme for Prevention and Control of Blindness for disease, such as glaucoma, retinal disorders, 
neuro-ophthalmic conditions.
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•	 Integration	of	Ayurveda	in	National	Reproductive	and	Child	Health	Programme	by	developing	evidence-based	
Ayurvedic interventions for antinatal, postnatal, and child health care.

•	 Development	of	Ayurvedic	interventions	for	improvement	in	quality	of	life	in	different	types	of	cancers.
•	 Generation	of	evidence	on	Ayurvedic	interventions	and	drugs	as	add-on/adjutant	therapies	in	human	immuno-

deficiency virus/acquired immunodeficiency syndrome (AIDS) for inclusion in national AIDS control program.
•	 Evidence-based	 Ayurvedic	 drugs	 for	 National	 Control	 Programme	 for	 Vector-borne/Infectious	 Diseases	 

like filariasis, dengue, and malaria, etc., which are challenging needs of the country.
•	 Development	of	products	for	chronic	refractory	noncommunicable	diseases	and	lifestyle	disorders	where	conven-

tional system of medicine has limited role in management, viz., diabetes mellitus, hypertension, osteoarthritis, 
rheumatoid arthritis, preventive cardiology, skin diseases, allergic disorder, hepatobiliary disorders, mental 
health, and metabolic disorders.

•	 Development	of	drugs	and	products	for	improvement	of	memory	and	cognitive	function	and	other	psychiatric	
diseases, such as anxiety neurosis, dementia, etc.

•	 Development	of	drugs	and	products	for	improvement	of	nutritional	disorder	like	anemia.
•	 Generation	of	scientific	evidence	on	safety	and	toxicity	of	selected	Ayurveda	herbal	and	herbo-mineral	drugs.

– A 3-years action document from 2017–2018 to 2019–2020 aligned to the predictabi lity of financial resources 
during the 14th Finance Commission Award period. This is also to help translate into action the goals of the 
government to be achieved by 2019.

RESEARCH PLAN (FOR 3 YEARS)

•	 Development	of	the	directives	addressing	different	research	needs,	viz.,	(i)	drug	development	(addressing	issues	
of quality, shelf-life, safety issues, and other requirements); (ii) safety evaluation (preclinical); and (iii) clinical 
research for Ayurveda, Yoga and Naturopathy, Unani, Siddha and Homoeopathy (AYUSH) interventions.

•	 Validation	of	fundamental	principles	of	Ayurveda	including	Ayurveda	biology,	such	as
– Standardization and validation of Panchakarma procedures including physiological/metabolic changes due 

to Panchakarma
– Panchakarma and microbiome
– Biology of gunas in health and disease
– Understanding of shat-kriyakala
– Scientific rationale of swasthavrita
– Understanding Rasa, Guna, Virya, and Vipaka with reference to action of Ayurvedic drugs
– Development of wellness index and quality-of-life instruments based on Ayurveda
– Ayurvedic intervention for medicine and public health, etc., in a phased manner

•	 Development	of	standard	Ayurvedic	terminologies	and	its	publication	in	different	volume	in	a	phased	manner.
•	 Short-term	projects	on	occupational	health,	such	as	respiratory	disorders,	computer	vision	syndrome,	general-

ized anxiety disorder/stress, etc.
•	 Development	of	modules	on	behavioral	change	communication	focusing	on	Ayurveda-based	lifestyle	interventions	

for prevention of diseases, health promotion, disease management, and mechanism for effective implementation 
of Ayurveda-based behavioral interventions in association with clinical psychologists in CCRAS institutes.

•	 Development	of	comprehensive,	pragmatic,	adaptable,	and	an	Ayurvedic	user-friendly	format	for	clinical	
diagnosis and clinical examination for utilization among health care professionals and its validation.

•	 ICMR collaboration: Collaborative research with ICMR based on available leads with council, viz., AYUSH  
82 for diabetes, Sunthi Guggulu for rheumatoid arthritis, identifying the gaps besides validation of Ayurvedic 
coded drug in the management of dengue, fatty liver degeneration, and hepato-protection as an add-on to anti-
tubercular therapy.

•	 Development	and	validation	of	clinical	decision	support	systems	and	HIMS	and	e-management.
•	 Development	and	commercialization	of	coded	Ayurvedic	drug	AYUSH-QOL-2C	for	improvement	of	quality	of	

life of cancer patients.
•	 Validation	and	value	addition	 to	stand-alone	Ayurveda	 interventions	 (Carctol-S)	 for	management	of	 certain	

cancer, such as cervical and ovarian cancer through collaborative research.
•	 Validation,	product	development,	and	commercialization	of	Ayurvedic	coded	drug	of	C1	oil	for	wound	healing	

and eczema.
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•	 Product	development	and	commercialization	of	coded	Ayurvedic	drug	AYUSH	PJ-7	for	management	of	dengue.
•	 Development	of	dosage	form	for	hepatoprotective	agents	(with	focus	on	add-on/adjuvant	therapy	to	antituber-

cular drugs) from Ayurvedic leads—Phaltrikadi Kwatha.
•	 Clinical	 validation	 and	 product	 standardization	 of	 Gomutra Haritaki for the management of fatty liver 

degeneration.
•	 Development	and	commercialization	of	coded	Ayurvedic	drug	AYUSH-D	for	diabetes	mellitus.
•	 Clinical	safety	and	efficacy	studies	of	classical	Ayurveda	drugs	for	chronic	and	refractory	diseases	like	rheuma-

toid arthritis, osteoarthritis, hypertension, gout, kidney stone, urolithiasis, polycystic ovary syndrome, bronchial 
asthma, chronic bronchitis.

•	 Generation	of	scientific	evidence	on	safety	of	10	metal/mineral-based	Ayurvedic	formulations	at	good	laboratory	
practice laboratories.

•	 Dissemination	of	research	outcomes	of	the	council	through	press	release,	audio-visual	documentary,	AYUSH	
research journal, etc., in a phased manner.

•	 Establishing	linkages	with	CSIR	and	identification	of	areas	for	collaborative	research.
•	 Outreach	programs	for	extending	health	care	and	documentation:

– Tribal Health Care Research Programme (under Tribal Sub Plan) in 14 states;
– Swasthya Rakshan Programme linked with Swachha Bharat in 19 states;
– Ayurveda Mobile Health Care Programme under Scheduled Castes Sub Plan in 18 states;
– NPCDCS Programme.
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List of CCRAS Publications 
 

S. 
No. 

Name of Programme of Publication Total no. of 
Publication 

1.  Clinical Research 31 
2.  Drug Research & Survey 40 
3.  Pharmacognosy 4 
4.  Pharmacology 10 
5.  Phytochemistry 3 
6.  Cultivation 3 
7.  Literary Research 71 
8.  Tribal Health Care Research Programme 3 
9.  Other Publications 77 
10.   Pharmacopoeial Publications  20 
11.  Select Research Papers 10 
12.  Background Papers 6 
13.  Proceedings 9 
14.  Booklets 10 
15.  Publications in Siddha System of Medicine 18 
Total 315 
16.  E- books 14 
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  Publication on Clinical Research: 
 

S. No. Title of Book Year of 
Publication 

1.  Aetio-pathogenesis and Treatment of Timira with Saptamrta Lauha and 
Mahatriphala Ghrita (E) 1987 

2.  Ayurvedic Drugs in the Management of Cancer (E) 1999 
3.  Ayurvedic Management of Arsha (Haemorrhoids) – English 1999 
4.  Ayurvedic Management of Unmada (Schizophrenia) – English 1999 
5.  Ayush-56 An Ayurvedic Anti-Epileptic Drug  1987 
6.  Ayush-64 A New Anti-Malarial Herbal Compound (English) 1987 
7.  Clinical & Experimental Studies on Rasayana Drugs & Panchakarma 

Therapy (English) 1993 

8.  Clinical and Experimental trial on Guggulu in Medoroga (Lipid 
disorders) 1989 

9.  Clinical Studies of Certain Ayurvedic Formulations in the Management 
of Vyanabala Vaisamya (Essential Hypertension) 2009 

10.  Clinical Studies of Certain Ayurvedic Formulations in the management 
of Paraplegia (Pangu) 2010 

11.  Clinical Studies of Certain Ayurvedic Formulations in the Management 
of Mutrashmari (Urolithiasis) 2009 

12.  Clinical Studies on Kamala (Jaundice) and yakrid Roga (Liver 
disorders) with Ayurvedic Drugs (English) 1988 

13.  Effect of Varuna (Crataeva Nurvala) in Enlarged Prostate, associated 
urinary disorders (English) 1987 

14.  Management of Bhagandara (Fistula-in-Ano) with Kshara-Sutra 
(English) 1989 

15.  Management of Hemiplegia by Panchakarma & Shamana Therapy 
(English) 2000 

16.  Management of Khanja and Pangu (English) 1999 
17.  Management of Mutrasmari by Three Ayurvedic Drugs Varuna, 

Kulattha and Gokshuru (English) 1987 

18.  Parinamashula – A Report of Assessment of Classical Therapy 
(English)  1979 

19.  Study of Health Statistics under  Mobile Clinical Research Programme-
Ayurveda (English) 1987 

20.  Tamaka Shwasa (Bronchial Asthma)- A Clinical Study (English) 1997 

21.  Clinical Evaluation of Certain Ayurvedic Formulations in the 
Management of Mental Retardation (Manasa Mandata) 2011 

22.  Clinically Safety and Efficacy of Dhatri Lauha (A Classical Ayurvedic 
Formulation) in Iron Deficiency Anaemia (Pandu Roga) 2010 

23.  Reported Medical Practices on Prevention, Management of Vector 
Borne And Infectious Diseases Through Ayurveda and Siddha- A 
Technical report 

2010 

24.  Management of Chikungunya Through Ayurveda and Siddha – A 
Technical Report 2009 
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25.  Good Clinical Practices- Guidelines for Clinical Trials in Ayurveda, 
Siddha and Unani Medicine 2013 

26.  Evidence Based Ayurvedic Practices (E) 2014 
27.  Evidence Based Ayurvedic Practices (H) 2014 
28.  Evidence Based Safety of Ayurvedic Herbo-Mineral Formulations. 2015 
29.  Evidence Based Safety of Ayurvedic Medicine 2016 
30.  Validation studies of Vamana Procedure 2016 
31.  Manual of Standard Operative Procedures for Prakriti Assessment 2018 

 

 Publication on Drug Research & Survey 
 

S.No. Title of Book Year of 
Publication 

1.  A Report on Medical Plants of Kachchh (Gujarat) – English 1998 
2.  Contribution to the Medico-Botany of East Godavari and West 

Godavari District of Andhra Pradesh (English) 1989 

3.  Glimpses of Medico-Botany of Bastar District (M.P.) –English 1990 
4.  Medicinal Plants of Nagpur and Wardha Forest Divisions, Maharashtra 

(E) 1999 

5.  Medico-Botanical Exploration of Phulbani and Koraput districts of 
Orissa (E) 1996 

6.  Medico-Botanical Exploration of Puri District (Orissa) – English 1989 
7.  Medico-Ethno-Botanical Explorations of Sikkim Himalayas 1991 
8.  Medico-Ethno-Botany of Sonebhadra District (English) 1993 
9.  Observations of Medico-Botany of Andaman-Nicobar Islands (English) 1980 
10.  Preliminary Techno Economical Survey of Natural Resources and 

Herbal Wealth of Laddakh (English) 1978 

11.  Tribal Pockets of Nilgiris Recordings of the Field Study on Medical 
Flora and Health Practices (English) 1976 

12.  Uttarakhand Vanoushadhi Darshika (English) 1977 
13.  Database on Medicinal Plants used in Ayurveda, Vol. 1  2000 
14.  Database on Medicinal Plants used in Ayurveda, Vol. 2 2005 
15.  Database on Medicinal Plants used in Ayurveda, Vol. 3 2001 
16.  Database on Medicinal Plants used in Ayurveda, Vol. 4  
17.  Database on Medicinal Plants used in Ayurveda, Vol. 5 2002 
18.  Database on Medicinal Plants used in Ayurveda, Vol. 6 2004 
19.  Database on Medicinal Plants used in Ayurveda, Vol. 7 2004 
20.  Database on Medicinal Plants used in Ayurveda, Vol. 8 2007 
21.  Database on Medicinal Plants used in Ayurveda & Siddha, Vol. 1 2007 
22.  Database on Medicinal Plants used in Ayurveda & Siddha, Vol. 5 2007 
23.  Sadi Mittar Dugar Deeyan Jadiyan-Butiyan (Dogari) 1999 
24.  Hamari Mitra Jammu-Pradesh ki Vanaushdhiyan (Hindi) 2003 
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25.  The Medico-Ethno-Botany of Lower Subansiri District (Arunachal 
Pradesh) 1993 

26.  Healing Herbs of Himalaya (English) 2008 
27.  Himalaya ki Arogyadayi Vanaspatiyan (Hindi) 2008 
28.  Herbal Wealth of Uttrakhand, Vol. I 2015 
29.  Comprehensive Technical Dossier of Medicinal Plants used in 

Ayurveda – Vacha (Acorus calamus L.), Series I; No. 1 2015 

30.  Comprehensive Technical Dossier of Medicinal Plants used in 
Ayurveda – Palandu (Allium cepa L.), Series I; No. 2 2015 

31.  Comprehensive Technical Dossier of Medicinal Plants used in 
Ayurveda Guggul (Commiphora wightii), Series I; No. 3 2016 

32.  Comprehensive Technical Dossier of Medicinal Plants used in 
Ayurveda Akshoda (Juglans regia L.), Series I; No. 4 2016 

33.  Herbal Wealth of Uttrakhand, Vol. II 2016 
34.  Herbal Wealth of Western Ghats – Agasthyamalai 2016 
35.  Medico-Botany of Andaman & Nicobar Islands: Recent study 2016 
36.  A Hand Book on Medicinal Plants of Himalayas used in Sowa-Rigpa 2016 
37.  Quality, Safety and Biological Screening of Medicinal Plants Used in 

Ayurveda & Siddha and Formulations for Immunodeficiency – 
Technical Report 

2018 

38.  Comprehensive Technical Dossier of Medicinal Plants used in 
Ayurveda Mishreya (Foeniculum vulgare Mill.), Series I; No. 5 2018 

39.  Comprehensive Technical Dossier of Medicinal Plants used in 
Ayurveda Brahmi (Bacopa monmieri (L.) Wettst.), Series I; No. 6 2018 

40.  Comprehensive Technical Dossier of Medicinal Plants used in 
Ayurveda Lasun (Allium sativum L.), Series I; No. 7 2018 

 
Publication on Pharmacognosy: 

 

S. No. Title of Book Year of 
Publication 

1.  Pharmacognosy of Indigenous Drugs, Vol. I 1982 
2.  Pharmacognosy of Indigenous Drugs, Vol. II  1982 
3.  Pharmacognosy of Indigenous Drugs, Vol. III 1999 
4.  Conservation, Cultivation and exploration of Therapuetic Potential of 

Medicinal Plants. 
2014 

 
Publication on Pharmacology: 

 

S. No. Title of Book Year of 
Publication 

1.  Inventory of Animal Products Used in Ayurveda, Siddha and Unani, 
Part- I  

2008 

2.  Inventory of Animal Products Used in Ayurveda, Siddha and Unani, 
Part- II 

2008 
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3.  Pharmacological & Clinical  Studies of Guggulu (Commiphora 
Wightii) in Hyperlipidaemia /Lipid Metabolism (English) 

1992 

4.  Pharmacological Investigations of Certain Medicinal Plants and 
Compound Formulations used in Ayurveda and Siddha (English) 

1996 

5.  Report on Screening of Single Herbal Drug Extracts for Potential Anti-
Cancer Activity 

2009 

6.  Research Study Profile of Rasamanikya (Classical Preparation, 
Physico-Chemical Characterisation, Quality Control and 
Safety/Toxicity Studies of Rasamanikya) 

2009 

7.  Safety/Toxicity Study Report of Some Ayurvedic Drugs 2009 
8.  Report of Pharmacological Profile and Safety/Toxicity of Yograj 

Guggulu and Mahanarayana Taila (Classical Formulations) 
2014 

9.  Review of Medicinal Plants used in Veretenary Practices 2014 
10.  Exploration of Veterinary practices in Ayurveda 2016 

 

Publication on Phytochemistry: 
 

S.No. Title of Book Year of 
Publication 

1.  Application of Standardized Namburi Phased Spot Test  in Identification 
of Bhasma and Sindura Preparations of Ayurveda (English) 

1991 

2.  Pharmacopoeial Standards for Ayurvedic Formulations (English) 1997 
3.  Phyto-chemical Investigations of Certain Plants Used in Ayurveda 

(English) 
1990 

 

  Publication on Cultivation: 
 

S.No. Name of Book Year of 
Publication 

1.  Cultivation of Guggulu (English) 1999 
2.  Cultivation of Selected Medicinal Plants 2004 
3.  Experimental Cultivation of Saffron (English)  1995 

 

  Publication on Literary Research: 
 

S.No. Name of Book Year of 
Publication 

1.  A Check-list of Sanskrit Medical Manuscripts in India (English) 1972 
2.  Abhinav Chintamani (Sanskrit) 1999 
3.  Abhinav Chintamani – Part I 2009 
4.  Abhinav Chintamani – Part II  2009 
5.  Amchi Pharmaco-Therapeutics (Tibetan) 1990 
6.  Ashtanga Hridayam Volume 1 (Sanskrit and Tamil) 2002 
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7.  Ashtanga Hridayam Volume 2 (Sanskrit and Tamil) 2002 
8.  Ashtanga Hridayam Volume 3 (Sanskrit and Tamil) 2002 
9.  Ashtanga Hridayam Volume 4 (Sanskrit and Tamil) 2002 
10.  Ashtanga Hridayam Volume 5 (Sanskrit and Tamil) 2002 
11.  Ashtanga Hridayam Volume 6 (Sanskrit and Tamil) 2002 
12.  Ashtanga Sangraha-Indutika Part- 1A  (Sutra, Sharira, Nidana sthanam) 

(Sanskrit) 1991 

13.  Ashtanga Sangraha-Indutika Part- 1B (Chikitsa and Kalpa sthana) 
(Sanskrit) 1998 

14.  Ashtanga Sangraha-Indutika Part- II (Uttarsthanam) (Sanskrit) 1988 
15.  Bhela Samhita  
16.  Bhesaja Kalpah (Sanskrit) 1977 
17.  Charucharya  (Sanskrit and Hindi) 2000 
18.  Charucharya (Sanskrit) 1974 
19.  Chikitsarnav (Poorvardh) 2009 
20.  Chikitsarnav (Uttrardh) 2010 
21.  Descriptive Catalogue of Medical Manuscripts Vol. I 2010 
22.  Descriptive Catalogue of Medical Manuscripts Vol. II 2010 
23.  Descriptive Catalogue of Medical Manuscripts Vol. III 2011 
24.  Dhanvantari Saranidhi (Sanskrit) 1999 
25.  Nanavidh Vaidyam (Sanskrit) 1999 

26.  Netra Prakashika (Sanskrit) 1999 
27.  Netra Roga Nidanam (Sanskrit) 1999 
28.  Pathya Pathya Vinischaya (Sanskrit and Hindi) 1999 
29.  Rasachandanshu 2011 
30.  Rasapradipika (Hindi & Sanskrit) 2001 
31.  Sahasrayoga (Sanskrit and Hindi) 1990 
32.  Sahasrayoga (Sanskrit and Hindi) - Reprint 2011 
33.  Shabdachandrika 1989 
34.  Shatashloki (Sanskrit and Hindi) 2000 
35.  The Development of Indian Medicine Sarangadhara‟s contribution 

(English) 1991 

36.  Vaidyak Chikitsa Saar (Purvardha) 2009 
37.  Vaidyak Chikitsa Saar (Uttarardha) 2009 
38.  Basavarajiyam (Hindi) 2007 
39.  Basavarajiyam (English) – First Edition 2013 
40.  Chakradatta-Ratnaprabha 2003 
41.  Rasa Manjusha (Hindi) 2005 
42.  Rasayoga Ratnakara 2006 
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43.  Research Database on Ayurveda, Siddha, Other Traditional Medicine 
and Related Sciences, Part- I 2010 

44.  Research Database on Ayurveda, Siddha, Other Traditional Medicine 
and Related Sciences, Part- II 2010 

45.  Research Database on Ayurveda, Siddha, Other Traditional Medicine 
and Related Sciences, Part-III  2010 

46.  Research Database on Ayurveda, Siddha, Other Traditional Medicine 
and Related Sciences, Part-  IV 2010 

47.  Research in Ayurveda and Siddha-Bibliography of CCRAS 
Contributions (1969-97) – English 1999 

48.  Sharabharajiyam 2007 
49.  Vaidya Manorama (Hindi) 2005 
50.  Vaidyak Sangraha (Hindi) 2005 
51.  Vaidyaka Prayoga Vignanam 2007 
52.  Concept of Jatharagni and Dhatwagni in Ayurveda (English) 1987 
53.  Aupasargika Tantrantargata Puyameha Vijnanam (Sanskrit & Engligh) 2007 
54.  Ramayane Ayurveda (Valmiki Ramayana Mein Ayurveda) 1995 
55.  Kaumartantram Part I (Sanskrit) 1999 
56.  Kaumartantram Part II (Sanskrit) 1999 
57.  Descriptive Catalogue of Sowa-Rigpa Manuscripts, Vol. I 2013 
58.  Descriptive Catalogue of Sowa-Rigpa Manuscripts, Vol.  II 2013 
59.  Descriptive Catalogue of Sowa-Rigpa Manuscripts, Vol. III 2013 
60.  Descriptive Catalogue of Sowa-Rigpa Manuscripts, Vol.  IV 2016 
61.  Maharsi Charaka (Dr. Indulata Das) 2013 
62.  Ayurveda Dossier in Spanish Language “Ayurveda – La Ciencia de la 

Vida” 2015 

63.  Ayurvedic Encyclopedia, Vol.  I 2013 
64.  Ayurvedic Encyclopedia, Vol.  II 2013 
65.  Ayurvedic Encyclopedia, Vol.  III 2013 
66.  Collection and digitization of Medical Manuscripts from South India, 

Maharashtra and Madhya Pradesh, Vol.  I 2013 

67.  Collection and digitization of Medical Manuscripts from South India, 
Maharashtra and Madhya Pradesh, Vol.  II 2013 

68.  History and accounts of literature originally written in Unani Medicine 
from 9th to 12th century 2016 

69.  Shalakya tantra – Ayurvediya Netra Roga vigyan 2016 
70.  Unani Medical Literature Produced from 13th to 16th Century AD- A 

Monograph. 2018 

71.  Unani Medical Literature Produced Between Hippocratic Period (462-
370 BC) up to 8th Century AD- A Monograph. 2018 
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  Publication on Tribal Health Care Research Programme: 
 

S.No. Title of Book Year of 
Publication 

1.  Tribal Health Care Research – Health Related Demography of the Tribal 
of Kamrup district – Assam (Tribal Health Care Research Programme – 
2002-08 

2008 

2.  Tribal Health Care Research – Health Related Demography of the Tribes 
of Andaman & Nicobar Islands 

2010 

3.  An Appraisal of Tribal-Folk Medicines (English) 1999 
 
  Other Publication: 
 

S.No. Title of Book Year of 
Publication 

1.  Woman and Child Health Care Through Ayurveda and Siddha 2009 
2.  Workshop on Rasashastra – Souvenir 1992 
3.  Seminar on Research in Ayurveda and Siddha March 20-22, 1995 – 

Abstract 1995 

4.  Samanya Rogahar Vanaspatiyan (Hindi) 1987 
5.  Rogotpatti Swarop Vimarsh 1992 
6.  Manual on Geriatric Health Care Through Ayurveda  2009 
7.  Museum Guide Part I  1970 
8.  Museum Guide Part II 1971 
9.  National Campaign on Ayurveda and Siddha for Geriatric Health Care 

23rd – 24th Jan, 2008 2009 

10.  National Campaign on Role of Ksharasutra (A minimal invasive 
Ayurvedic Para-Surgical Measure) in Ano-Rectal Disorders 2008 

11.  National Workshop on Quality Control of ASU Drugs with Pharma 
Industry as a Partner 24th Jan.,2009, Patiala 2009 

12.  Parameters for Quality Assessment of Ayurveda and Siddha Drugs 
Part-A 2005 

13.  Peruvoside and other Cardiotonic Glycosides of Thevetia Neriifolia 
Juss. (E) 1972 

14.  Souvenir – Silver Jubilee Celebration 1969-94 1994 
15.  Standard Nomenclature of Ayurvedic Medicinal Plants (English) 1999 
16.  Directory of CCRAS 2009 
17.  Hand book of Domestic Medicine and Common Ayurvedic Remedies 

(E) 2005 

18.  Essential Ayurvedic Drugs for Dispensaries & Hospitals 2001 
19.  Feasibility of Integrating Ayurveda with Modern System of Medicine 

in a Tertiary Care Hospital for Management of Osteoarthritis (Knee)- A 
CCRAS-WHO India Country Office Collaborative Study 

2007 

20.  Hand Book of Domestic Medicine and Common Ayurvedic Remedies  
- Urdu  1999 
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21.  Himalayi Luptapraya Vanya Jantu Kasturi Mrig (Musk Deer) evam 
Mahaushdhi-Kasturi (Musk) (Hindi) 2000 

22.  Interactive Meeting with International Delegates for Global 
Propagation of Ayurveda 16th – 17th March 2009 2009 

23.  Janpadodhavansh (Mahamari) Niyantrana mein Ayurveda ka Yogadan 
(H) 1999 

24.  Laboratory Guide for the Analysis of Ayurveda and Siddha 
Formulations 2010 

25.  Common Healing Herbs – (Revised Edition) 1998 
26.  Cumulative Index of Journal of Research in Ayurveda and Siddha 

(1980-99) 1999 

27.  Clinical Research in Certain Chronic Diseases 2001 
28.  Clinical Research Protocols for Traditional Health Sciences 2010 
29.  Clinical Safety of Selected Ayurvedic Formulations and Panchakarma 

Procedures 2008 

30.  Classical Ayurvedic Prescriptions for Common Diseases 2010 
31.  Brain Ageing and Ayurveda 2008 
32.  Bulletin of Indian Institute of History of Medicine (Special Volume)  2003 
33.  An Insight on Strengths of Ayurveda & Siddha for Geriatric Care 

(Rasayana Therapies) 2008 

34.  Ayurvedic Home Remedies  2010 
35.  Ayurvedic Management of Select Geriatric Disease Conditions 

(Treatment Protocols – Guidelines and Costing of Select Geriatric 
Disorders) 

2011 

36.  Ayurvediya Ausadhiya Avam Samanya Gharelu Upchaar (English) 1998 
37.  Ayurvediya Ausadhiya Avam Samanya Gharelu Upchaar(Hindi) 2003 
38.  Ayurvediya Gharelu Upchar (Hindi) 2008 
39.  A Practical Handbook of Panchakarma Procedure 2010 
40.  Activities and Achievements of CCRAS (Hindi & English) 1986 
41.  2nd Interactive Meeting with International Delegates for Global 

Propagation of Ayurveda 2010 

42.  Guidelines on Basic Training and Safety in Panchakarma 2008 
43.  Medicinal Plants in Geriatric Health Care: An evidence based approach 2008 
44.  Teaching & Training Modules for Surgeon‟s Training Programme on 

Ksharsutra Therapy 2008 

45.  Training Module for Geriatric Health Care 2008 
46.  A Manual for Doctors on Mainstreaming of AYUSH under NRHM 2008 
47.  Compendium of Drug Registration Formats of Selected Countries Vol.- 

I 2009 

48.  ABC Pictorial Card of Medicinal Plants 2010 
49.  ABC Pictorial Guide of Medicinal Plants 2010 
50.  Ayurveda – The Science of life with CD 2012 
51.  CCRAS Research an overview 2002 



336 337

 

52.  Illustrations of Medical Plants  
53.  Indian Institute of Panchakarma Cheruthuruthy-A Research Profile  
54.  Manual on Quality Parameters for Ayurveda & Siddha drugs  
55.  Seminar for Developing an Interaction between CCRAS and 

Pharmaceutical Industry  

56.  Ayurvedic Management of Common Disease Conditions- Treatment 
Protocols-Guidelines and Costing of management 2013 

57.  Healthcare Seeking Trends in Ayurveda - A CCRAS Perspective  2015 
58.  Research Publication in Ayurvedic Sciences – Catalogue of Research 

information on Ayurveda and Related Sciences 2015 

59.  Drug development for select disease conditions 
Evidence based approach  2016 

60.  Protocol for Prevention and Control of Diabetes through Ayurveda 2016 
61.  Guidelines & Training Manual - Integration of AYUSH (Ayurveda) 

with National Program for Prevention and Control of Cancer, Diabetes, 
Cardiovascular Diseases and Stroke (NPCDCS) 

2017 

62.  Manual for ASHA/ANM on General Wellness & Prevention of 
Common Ailments including Diabetes Mellitus through Ayurveda & 
Yoga 

2017 

63.  Standardized Ayurveda Terminologies (Part-I) Block-Sat-A-D & F-J 2017 
64.  Standardized Ayurveda Terminologies (Part-I) Block-Sat-E 

National Ayurveda Morbidity Codes 
2017 

65.  Glimpses of CCRAS Contributions 
Medico-Ethno Botanical Survey Programme (2012-2017) 

2018 

66.  General Guidelines for Drug Development of Ayurvedic Formulations; 
Guidelines Series-I 

2018 

67.  General Guidelines for Safety/Toxicity Evaluation of Ayurvedic 
Formulations; Guidelines Series-II 

2018 

68.  General Guidelines for Clinical Evaluation of Ayurvedic Interventions; 
Guidelines Series-III 

2018 

69.  Glimpses of CCRAS Contributions (50 Glorious Years), Vol. I. 
Clinical Research and Drug Development 

2018 

70.  Glimpses of CCRAS Contributions (50 Glorious Years) Vol. II. 
Research Publications 

2018 

71.  Glimpses of CCRAS Research Contributions (50 Glorious Years), Vol. 
III. Medicinal Plants Research 

2018 

72.  Glimpses of CCRAS Research Contributions (50 Glorious Years), Vol. 
IV. Phytochemistry, Drug Standardization and Quality Assurance 

2018 

73.  Glimpses of CCRAS Research Contributions (50 Glorious Years), Vol. 
V.  Research Oriented Health Care Services 

2018 

74.  Ayurveda based Diet and Life Style Guidelines for Prevention and 
Management of Skin Diseases 

2018 

75.  AYUSH Systems – A focus on core achievements and potential areas 
for Intra AYUSH collaboration 

2018 
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76.  Glimpses of CCRAS R&D Contributions and Research Oriented 
Health Care Programmes in North East India 

2018 

77.  Ayurveda based Diet and Life Style Guidelines for Prevention of 
Cardiac Disorders 

2018 

 
  Pharmacopoeial Publication on behalf of Ministry of AYUSH 
 

S.No. Title of Book Year of 
Publication 

1.  The Ayurvedic Formulary of India – Part I (2nd Revised Edition) 2003 
2.  The Ayurvedic Formulary of India – Part II 2000 
3.  The Ayurvedic Formulary of India – Part III 2012 
4.  The Ayurvedic Pharmacopoeia of India Part I, Vol. I  2001 
5.  The Ayurvedic Pharmacopoeia of India Part I, Vol. II 2001 
6.  The Ayurvedic Pharmacopoeia of India Part I, Vol. III 2001 
7.  The Ayurvedic Pharmacopoeia of India Part I, Vol. IV 2004 
8.  The Ayurvedic Pharmacopoeia of India Part I, Vol. V 2006 
9.  The Ayurvedic Pharmacopoeia of India Part I, Vol. VI 2008 

10.  The Ayurvedic Pharmacopoeia of India Part I, Vol. VII 2008 
11.  The Ayurvedic Pharmacopoeia of India Part I, Vol. VIII 2011 
12.  The Ayurvedic Pharmacopoeia of India, Part II, Vol. I (Formulation) 2007 
13.  The Ayurvedic Pharmacopoeia of India, Part II, Vol. I (Hindi) 2011 
14.  The Ayurvedic Pharmacopoeia of India, Part II, Vol. II (Formulation) 2009 
15.  The Ayurvedic Pharmacopoeia of India, Part II, Vol. II (Hindi) 2011 
16.  The Ayurvedic Pharmacopoeia of India, Part II, Vol. III (Formulation) 2010 
17.  Thin layer Chromatographic Atlas of Ayurvedic Pharmacopoeial Drugs 

Part I, Vol. I 
2009 

18.  Macroscopic & Microscopic Atlas of Pharmacopoeial Drugs Part I, Vol. 
V 

2009 

19.  Macroscopic & Microscopic Atlas of Pharmacopoeial Drugs Part I, Vol. 
I 

2011 

20.  The Siddha Pharmacopoeia of India, Part I, Vol. I 2008 

 
 

S. No. Name of Publication Year 

SELECT RESEARCH PAPERS 

1.  Select Research Papers on Ayurveda and Siddha Geriatrics 2008 

2.  Select Research Papers on Ayurvedic Ophthalmology 2008 

3.  Select Research Papers on Evidence Based Drugs in Ayurveda 2001 
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4.  Select Research Papers on Ksharasutra (A minimal invasive Ayurvedic 
Para-Surgical Measure) 

2009 

5.  Select Research Papers on Reproductive and Child Health care in 
Ayurveda and Siddha 

2010 

6.  Select Research Papers on Rheumatoid Arthritis (Amavata) 2009 

7.  Ayurveda for Diabetes Care – A Compendium of Selected Published 
Research Papers 

2016 

8.  Ayurveda for Pain Management – A Compendium of Selected Published 
Research Papers 

2017 

9.  Select Research Papers on Safety and Efficacy of Panchakarma 2008 

10.  Skin Health and Ayurveda: Anthology of Selected Research Papers 2018 
BACKGROUND PAPERS 

1.  Background Papers for interactive meeting with International Delegates 
for Global Propagation of Ayurveda 

2009 

2.  Background Papers on Anaemia control through Ayurveda & Siddha 2009 
3.  Background Papers on Ayurveda and Siddha (Rasayana Therapies) for 

Geriatric Care 
2009 

4.  Background Paper National Seminar on Panchgavya Chikitsa 2014 
5.  AYUSH for Cancer Care 2015 
6.  AYUSH in Public Health - Strategy and Framework Brainstorming 

Session - Background Note 
2018 

PROCEEDINGS 

1.  Proceeding of National Workshop on Ayurvedic Management of Non-
Communicable diseases prevalent in North Eastern States. 

2014 

2.  Proceeding of National Workshop on Ksharasutra 2008 
3.  Proceedings – National Seminar on Integrated Medicine (Ayurveda & 

Siddha) Scope and Challenges 
2005 

4.  Proceedings – Training Workshop on Research Methodology for 
Researchers in Ayurveda and Siddha 

2005 

5.  Proceedings of National Seminar on Interior of Molecules from 
Ayurvedic Metal and Mineral Preparations Dec. 2-4, 2006, Science City, 
Kolkata (Metals and Minerals of Ayurveda) 

2010 

6.  Proceedings on National Campaign on Ayurveda & Siddha for Geriatric 
Health Care 

2009 

7.  Proceedings-National Seminar on Rasayana 8-10 March, 1999 2001 
8.  Proceedings-Seminar on Literary Research 22-24 Feb, 1999 2001 
9.  Proceedings-Silver Julbee Celebrations Jawaharlal Nehru Ayurvedic 

Medicinal Plants Garden & Herbarium, Pune & Scientific Seminar on 
Medicinal Plants Research 
 

1986 
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BOOKLETS 

1.  Pioneer scientists of Ayurveda 2009 

2.  Some promising plant drugs of Ayurveda 2009 

3.  Ayurvedic approach to some selected diseases 2009 

4.  Swasthavritta an Ayurvedic approach to healthy living 2009 

5.  Swasthavritta - Swasthya Raksha ki Ayurvedic Vidhi  2009 

6.  E-Book - Ayurveda the Science and Art of Life – A focus on Research 
and Development 

2015 

7.  Ayurveda – The Science and Art of Life – A focus on Research and 
Development (2nd Edition) 

2017 

8.  Ayurvedic Advocacy for Health Promotion 2017 
9.  CCRAS Research Policy 2018 

10.  CCRAS Sandesh Patrika 2018 
 

  E-Books  
S. No. Title of E-Book 

1.  Charakasamhita (Multilingual) 

2.  Sushrutasmhita (Multilingual) 

3.  Madhava Nidana 

4.  Nighantu 

5.  Hand book of Domestic Medicine and Common Ayurvedic Remedies 

6.  The Ayurvedic Formulary of India Part–1 & 2(E) 

7.  The Ayurvedic Pharmacopoiea of India Part–1, Vol-6(E) 

8.  The Ayurvedic Pharmacopoiea of India Part–1, Vol-1 to 5 (E) 

9.  The Ayurvedic Pharmacopoiea of India Part –2, Vol-1(E) 

10.  The Ayurvedic Pharmacopoiea of India Part –2, Vol-2(E) 

11.  The Siddha Pharmacopoeia of India, Part I, Volume I. 

12.  Ayurveda Encyclopedia 

13.  Ayurveda Dossier 

14.  Good Clinical Practices 
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    PUBLICATION IN SIDDHA SYSTEM OF MEDICINE 
 

S. No. Title of Book Year of 
Publication 

1.  Clinical and Experimental Studies on Thamira Chenduram, A Siddha 
Preparation, on Vali Gunmam. (Peptic Ulcer) (English) 

1992 

2.  Clinical and Experimental Studies on the Efficacy of „777‟ oil a 
Siddha Preparation in the Treatment of Kalanjagapadai (Psoriasis) 
(English) 

1987 

3.  Sangamuni Visha Vaidyam – 100 (Tamil)  1991 
4.  Sangmuni Visha Vaidayam – 100 (Hindi) 2005 
5.  Therayar Sekarappa (Tamil) 1979 
6.  Siddhar Kaya Karpam (Tamil) 1981 
7.  Therayar Kudineer – IInd  Edition (Dogari) 1999 
8.  Theriyar Kudineer (English) 1998 
9.  Agasthiar Vaidhya Valladhi-600 (Tamil) 1980 
10.  Agasthiyar Vaidya Pooranam-205 (H) 2008 
11.  Agasthiyar Vaidya Pooranam-205 (Tamil) 1997 
12.  Machamuni Perunool-800 (Tamil) 1985 
13.  Siddha Maruthuva Eliya Vazhakku Muraigal (IV Edition) - Tamil 1996 
14.  Konganar Mudal Kandam-1000 (Tamil)  1999 
15.  Siddha System of Medicine-A Profile and Focus on Research and 

Development 
1986 

16.  Siddha Vaidya Saral Upchar Pranali (Hindi) 1989 
17.  A Hand Book of Common Remedies in Siddha System of Medicine  

(English)  
1991 

18.  A Hand Book of Common Siddha Kayakalpa (Rasayana) Herbs for 
Healthy Life 

2008 

 

____
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