
Introduction

For centuries, man has used self-coined traditional means for
treating for ailments, and continues to use them along side
modern medicine even today. Despite all the marvelous
advancements in modern medicine, traditional medicine has
always been practiced. Traditional medicine refers to health
practices, approaches, knowledge and beliefs incorporating
plant-, animal- and mineral-based medicines, spiritual thera-
pies, manual techniques and exercises, applied singly or in
combination to treat, diagnose and prevent illnesses or main-
tain well-being (1). This domain has taken the new name com-
plementary and alternative medicine (CAM). CAM refers to

those therapeutic and diagnostic disciplines that exist largely
outside the institutions where conventional health care is
provided (2). There has been an unprecedented increasing
interest in these systems of therapeutics on a global level (3).
According to one estimate, �80% of the developing world’s
population still depends on the complementary and alternative
systems of medicine, while about half of the population in
industrialized countries use CAM (4). It has always been an
‘invisible mainstream’ within the health care delivery system
(5). The Alma-Ata declaration in 1978 particularly said that
mobilization of traditional medicine systems is an important
way to make health for all a reality (6,7). The reasons for the
inclusion of CAM healers in primary health care are manyfold:
the healers know the socio-cultural background of the people;
they are highly respected and experienced in their work;
economic considerations; the distance to be covered in some
countries; the strength of traditional beliefs; the shortage of
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modern health professionals, etc. (3). Evidence-based CAM
therapies have shown remarkable success in healing acute as
well as chronic diseases. It is strongly believed that various
CAM therapies function and heal through their influence on
the immune system of the human body (8).

Health care utilization depends on health-seeking behavior
which in turn is a product of various factors: physical, socio-
economic, cultural and political (9,10). Cultural beliefs and
practices often lead to self-care or home remedies in rural areas
and consultation with traditional or CAM healers (11). These
factors at times result in a delay in treatment seeking and are
more common not only for their own health but especially for
children’s illnesses (12,13). Use of CAM for gynecological
problems amongst women is also common to all cultures (14).
These cultural practices and beliefs have been prevalent regard-
less of age (15), socio-economic status of the family and level
of education (16,17). At times, these beliefs also affect aware-
ness and recognition of the severity of illness as well as accept-
ability of the service (18,19). In addition, the cooperation,
empathetic attitude and active listening offered by the tradi-
tional healer attract more clientele as compared with modern
allopathic practitioners (20).

Here we review the factors shaping a typical health-seeking
behavior on use of complementary, traditional and alternative
health services in Pakistan. We also discuss the prospects and
limitations of integrating the alternative medical services with
modern services.

Situation in Pakistan

In Pakistan, over half the population (66%) lives in the rural part
of the country (21). Poverty, compounded by illiteracy, low sta-
tus of women, and inadequate water and sanitation facilities, has
had a deep impact on health indicators (22). Limited knowledge
of health and disease, cultural and household remedies, percep-
tions of a health service and provider and social barriers, and the
cost related to the provision of an effective health service have
been the major barriers (23,24). The health care system in
Pakistan has two main divisions: the public domain and the
private domain. The public sector, which is regulated and recog-
nized but mainly composed of an allopathic system of health
care, is severely under-utilized due to certain weaknesses
including insufficient focus on prevention and promotion of
health, excessive centralization of management, political inter-
ference, lack of openness, weak human resource development,
lack of integration and lack of a public health policy (25,26). In
the private sector, there are very few accredited outlets and
hospitals, but many unregulated hospitals, medical general prac-
titioners, homeopaths, hakeems, traditional/spiritual healers,
Unani (Greco–arab) healers, herbalists, bonesetters and quacks
(27). The type of symptoms experienced for the illness and
the number of days of illness are major determinants of health-
seeking behavior and choice of care provider. In the case of a
mild single symptom such as fever, home remedies or folk
prescriptions are used, whereas with multiple symptoms and a
longer period of illness, a biomedical health provider is more

likely to be consulted (25). Alternative therapies have been
utilized by people having faith in spiritual healers, clergymen,
hakeems, homeopaths or even many quacks. These are the first
choice for problems such as infertility, epilepsy, psychosomatic
troubles, depression, etc. (28). Other reasons for consulting a
CAM healer are the proximity, affordable fee, availability of the
provider, family pressure and the strong opinion of the commu-
nity. The literature reveals that the patients who use allopathic
medicines as well as alternative medicines concomitantly are
reluctant to reveal to their allopathic physician that they are also
using alternative medicines (29). This communication barrier
augments the risk of developing complications from the combi-
nation of allopathic and alternative therapy.

Prospects

The herbal or ‘Unani’ or Greco–arab system of medicine is a
growing industry worldwide. Global sales of herbal products
now exceed a staggering US$40 billion a year (30). Pakistan has
a very rich tradition in the use of medicinal plants for the treat-
ment of various ailments, based predominantly on the Unani
system of medicine, which dates back to the Indus valley civi-
lization (31). This traditional medicine sector has become an
important source of health care, especially in rural and tribal
areas of the country (32). Most of the medicinal plants are found
in the temperate climates and subtropical forests of northern
Pakistan (33). Around 70–80% of the population, particularly in
rural areas, uses CAM (32). In addition to other CAM systems
such as Ayurvedic and homeopathic, the Unani system has been
accepted and integrated into the national health system.
Pakistan is the only country in the eastern Mediterranean region
where formal Unani teaching institutions are recognized (33).
There has been significant movement at the policy level in terms
of CAM regulation. The government of Pakistan has in place a
number of organizations and initiatives aimed at strengthening
and coordinating various aspects of the sector, supplemented
by non-government and private sector initiatives. However,
stronger coordination of the sector at the national level under a
strategic plan is imperative, which will produce offshoots into
research and development (34). There are 45 000 traditional
healers, of whom about three-quarters are practicing in rural
areas (35). The presence of these practitioners in rural areas
may be regarded as a source of health care delivery for the rural
majority of Pakistan. Approximately 52 600 registered Unani
medical practitioners are practicing both in the public and pri-
vate sector in urban and rural areas. About 360 tibb dispensaries
and clinics provide free medication to the public under the con-
trol of the health departments of provincial governments (33).
There is a definite need to design training and capacity-building
programs for the CAM practitioners who need such continuing
education, hence bringing them into the mainstream and elevat-
ing their status in society.

As for herbal medicine, Pakistan is among the eight leading
exporters of medicinal plants (32). There is need to build
partnerships at various levels. A coalition may be developed on
the basis of shared primary interest at the regional and global
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level. For instance, conservation and sustainable utilization of
resources can be achieved through community participation.
Non-governmental organizations need to be involved in 
bio-prospecting and benefit sharing (35). A true partnership
would make an invaluable contribution towards achieving the
goals of environmental and biodiversity conservation; and an
increased share of international trade in raw materials relating
to medicinal plants. This would require the implementation of
government policies and incentives for the exporters (36). A
close collaboration among all stakeholders including allo-
pathic practitioners, traditional medicine practitioners, ethnob-
otanists, phytochemists, pharmacologists, agricultural experts
and other related disciplines would be encouraging.

Limitations

The relationship between the conventional allopathic physician
and the CAM provider is of rivalry and animosity, just as happens
in any other part of the world (36). Orthodox medicine has never
been in favor of traditional medicine; therefore, these practices
are denounced vigorously by restricting their access, labeling
them as antiscientific and imposing penalties on their practice.
Some understandable factors for this rejection include lack of
education, training, regulation and the evidence base for CAM
practitioners. Moreover, lack of accountability in the medical
profession, both modern and complementary, results in untrained
quacks practicing medicine in different names, thus giving CAM
practitioners a bad name and lowering respect for them in the
community. In terms of political economy, the allopathic system
of cure is a British colonial legacy that retained influence on the
entire health care system of the country. With this elite-backed
system, the attitude of looking down on the indigenous systems
has been coupled with an established antagonism between the
practitioners of the two systems (37). Current evidence, although
limited, suggests that physicians may reasonably accept some
CAM therapies as adjuncts to conventional care and discourage
others. The National health policy of Pakistan just mentions a
plan to bring amendment to the existing law on tibb to recognize
the post-graduate level education; however, the stance on its inte-
gration or development is unclear (38). Other policy documents
bear certain lacunae on profit sharing, intellectual property rights,
registration of herbal products and other related legislation (35).
The CAM therapies being used have not been thoroughly
researched, and by and large there is only evidence from old doc-
uments. Furthermore, indigenous people have no training in
gathering and storing of medicinal plants, and hence the sustain-
ability of such plants is threatened. The indigenous knowledge
of identification and use of medicinal herbs is dying out.
Deforestation and threat of extinction is also alarming because
the area covered by forests is decreasing day by day due to lack
of water and repeated droughts.

The Way Forward

To develop a balanced health policy to provide efficient and
acceptable health services, we need to understand the diversity

of health-seeking behavior of the population in the pluralistic
health care system of Pakistan. People have been consulting
traditional healers for ages and they will keep on doing so for
various reasons. The solution lies only in bringing these CAM
healers into the mainstream by providing them with proper
training, facilities and back-up for referral. The state regulatory
authorities have a crucial role to play in this scenario, in terms
of recognition of CAM, financing and appreciating training and
research in this field. The inclusion of some introductory mod-
ules of CAM into the medical curriculum of allopathic medical
schools may be considered. A positive interaction between all
cadres of health providers, academicians, policy makers and
researchers has to be harnessed to work for a common goal to
improve the health of the people. It is important to note that as
the global use of healing practices outside conventional medi-
cine is on the increase, ignorance about these practices by physi-
cians and scientists risks broadening the communication gap
between the public and the profession that serves them (39,40).
This necessitates the integration of the two systems at least in
terms of evidence-based information sharing. It would also be
worthwhile to emphasize that regular systematic reviews of
CAM therapies are imperative in the process of recognizing the
CAM sector. In the rush to achieve ambitious and gigantic
targets in Millennium Development Goals, gross improvements
in quality and efficacy of medical care would require strength-
ening and integration of public health programs (41). Evidence-
based CAM could be cost-effective for the people of developing
countries and, more importantly, the outcomes of the treatments
could be very efficacious (42). Moreover, financial allocation
and distribution on the basis of research and evidence would be
another important change to bring about in order to reduce the
disease burden. Through more rigorous research, the evidence-
based recommendation of some CAM therapies and the
evidence-based rejection of others will become more definitive
(43). Today, in the West, there is an overwhelming effort towards
integration of alternative medicine with the mainstream allo-
pathic therapeutics (31). However, before this can be done,
research into CAM itself needs to be recognized as a mainstay
to design any public health interventions (44). Guidelines for
policy formulation, regulation, promotion and development of
traditional medicine need to be developed. With the current state
of affairs of health system utilization and health-seeking behav-
ior in Pakistan, it is highly desirable to reduce the polarization in
health system utilization by exploring more opportunities for
integration of traditional and modern medicine.
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