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A. INTRODUCTION

1. History of Use of Traditional Herbal Medicines

By definition. “yraditional* use of herbal medicines implies substantial historical use,
and this is certainly true for many products that are available as ‘traditional herbal medi-
cines”, In many developing countries, a large proportion of the population relies on tradi-
tional practitioners and their armamentarium of medicinal plants in order to meet health
care needs, Although modemn medicine may exist side-by-side with such traditional
practice, herhal medicines have ofien maintained their popularity for historical and
cultural reasons, Such products have become mare widely available commercially, espe-

cially in developed countries. In this modern setting, ingredients are sometimes marketed
for uses that were never contemplated in the traditional healing systems from which they
emerged, An example is the use of ephedra (= Ma huang) for weight loss or athletic
performance enhancement (Shaw, 1698}, While in some countries, herbal medicines are
subject 1o Agonous manufacturing standards, this is not so everywhere. In Germany, for
example, where herbal products are sold as ‘phytomedicines’, they are subject to the
same criteria for efficacy, safety and quality as are other drug products. In the USA, by
contrast, most herbal products in the markerplace are marketed and regulated as dietary
supplements, a product category that does not require pre-approval of praducts on the
hasis of any of these criteria. These matters are covered extensively in Section 3 below.

1.1 The role of herbal medicines in traditional healing

The pharmacological treatment of disease began long ago with the use of herbs

(Schulz ef al., 2001). Methods of folk healing throughow

t the world commonly used

herbs as part of their radition. Some of these traditions are briefly described below,
providing some examples of the array of important healing practices around the world

that used herbs for this purposc.

1.1.1 Traditional Chinese medicine

Traditional Chinese medicine has been used by Chinese people from ancient times.
Although animal and mineral materials have been used, the primary source of remedics
is botanical, Of the more than 12 000 items used by traditional healers, about 500 are in

cammon use (Li, 2000). Botanical products are used only a

43—

fier some kind of processing,
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44 JARD MOMOGRADPHS VOLUME 82
which may include, for example, sur-frying or soaking b vinegar or wine, In clinical
practice, traditicnal dingnosis miy be followed By the prescription of o complex and

often individualized remedy,

Traditional Chinese medicine is still in common use in China. More than hall the
population regufarly vses raditional remedies, with the highesl prevalence of use in raral
areas, About S000 traditional remedies are available in China; they account for approxi-
mately one fifih of the entire Chinese pharmaceutical market (Li, 20040},

2 dapanese fradivional medicine
Many herbal remedies found their way from China into the Japanese systems of
iraditional healing. Herbs native to Japan were classified in the first pharmacopoeia of

L.1.2

Japanese iraditional medicine in the ninth century (Saito, 2000).

| 1.3 [Indtan rraditional medicine
Ayurveda is 8 medical system primarily practised in India that has been known for
nearly 5000 years. It includes diet and herbal remedies, while emphasizing the body,

mind and spiril in discasc prevention and treatment (Morgan, 2002).

[ntroduction of traditional herbal medicines into Europe, the USA and

1.2
other developed countries

The desire to capture the wisdom of traditional healing systems has led to @ resur-
gence of interest in herbal medicines (Tyler, 2000), particularly in Evrope and North
America. where herbal products have been incorporated into so-called “altermative’,

‘complementary”, *holistic” or ‘integrative’ medical systems.
During the latter part of the twentieth century, increasing interest in self-care resulted
in an enormous growth in populanty of raditional healing modalities, including the use
of herbal remedics; this has been particularly true in the USA. Consumers have reported
s, in large part because they believe them to be of

hey believe that such products are more likely to

positive attitudes towards these product
and they can help

‘natural’ rather than ‘synthetic’ origin, &
be safe than are drugs, they are considered part of a healthy lifestyle,

to avoid unnecessary contact with conventional ‘western” medicine.
While centuries of use in traditional settings can be used as testimony that a parti-
¢ effective or safe, several problems must be addressed as these

cular herbal ingredient

ingredients are incorporated into modern practic
One problem is that ingredients once used for symptomatic management in tradi-
tianal healing are now used in developed countries as part of health promotion or disease
prevention strategies: thus, acute treatment has been replaced by chronic exposure (2.,
Allison et al., 2001). This means that a statement

herbal products used for weight loss,
about *thousands of years of evidence that a product is safe’ may not be valid for the way

c,
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About Tallavalaza

Ar:a:nr-l:rll'lg o Census 2011 infarmation the location code or village code of Tallavalasa village is
SAE142, Tallavalaza village is located in Bheemunipatnam mandal of Visakhapatnam district in Andhra
Pradesh, India. It is situated 8km away from sub-district headquarter Bheemunipatnam (tehsiidar

office) and 25km away from district hea dguarter Visakhapatnam, &% per 2000 stats, Tallavalasa village

is alsa a gram panchayat.

The lotal geagraphical area of village is 575 hectares. Tallavalasa has a tolal population of 4,298
peoples. oul of which male population is 2,161 while female population 1s 2,137. Literacy rate of
tallavalasa village is 56.91% out of which 62.89% males and 50.87% females are literate, There are
about 1.138 houses in tallavalasa village. Pincode of tallavalasa village locality is 531162,

Bheemunipatnam is nearest town to tallavalasa for all major economic activities, which Is

approximately 8km away,

Google Map of Tallavalasa

The Map data an this website is provided by Google Maps, a Iree onling map service one can sccess and view In a web
browser,

Population of Tallavalasa

Particulars Total Male Female
Tatal Population 4,298 2,161 1,137

Literate Population 2,446 1,359 1,087
Iliterate Population 1,852 x02 1,050
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s ''he Methodological Trends of Traditional Herbal Medicine
> Employing Network Pharmacology

| Methndological Trends in Constructing the Herh-Compound Netwaork

1.
=~ We next investigated the trends in employed methods in THM-NP studies.

- Commonly used databases and tools are described in Tahle

1 fsee Supplonsentary Tahle 52 for complete lists). The construction of the

D herb-compound network is the first step of a THM-NF study. Among the
databases for herbal medicines, TCM5F was most commonly used to construct

an herb-compound network. Additionally, some THM-NP researchers used
their own experimental results (e.g., Ultra Performance Liquid Chromatography

3
¥ (UPLC) or High-performance liquid chromatography]) to identify ingredients of

= the herhal medicines in their studies (Figure 44A).

L

Because information on the absorption, distribution, metabolism, and excretion

»
W (ADME) properties of herbal medicines in humans are lacking, researchers
~ have employed evaluation methods or machine |earning tools to predict those

properties. We counted the number of THM-NP studies that evaluated the drug
availability of herbal ingredients. We found that approximately half of (72/147,

w

2 49.0%) THM-NP studies evaluated the drug availability of herbal ingredients,
and the majority of the studies (54/72, 75.0%) emploved Obicavail and drug-
likeness in combination (Figure 4B). Obioavail is an in silico model that predicts

® the fraction of an administered dose of a drug that reaches the systemic

4 circulation unchanged [39].
&
 Methodological Trends for Constructing Compound-Target Networks

: i

2 We next attempted to determine the frequency of each DTI method for

3 constructing compound-target (C-T) networks (Note that some of the THM-NP
studies combined several methods to identify DTIs. Therefore, the total

frequency of the DTI method is greater than the total number of THM-NP

>
studies). The results showed that TCMSP (47/222, 21.1%) and molecular

=
- docking (44/222, 19.8%) were the most frequently used. In addition,

experimental methods, such as microarrays, were also applied (Figure 5A). Itis

noteworthy that DTl methods of TCMSP have existed for less than 10 years
3 gince its development but have been used most frequently in THM-NP studies

/] More than one-third of THM-NP studies (54/147, 36.7%) combined
<everal DTI methods for constructing C-T networks, and most of them included

9 [
TCMSP (e.g., TCMSP-molecular docking and TCMSP-STITCH) (Eigure HB).

9

b
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INTERPRETATION

From the table and graph above it can be seen that
e 8% respondents age are BELOW 20 years.

e 32% respondents age are 20 to 30 years.

o 42% respondents age are 30 to 40 years..

re 40 to 60 years

e 14% respondents age 2 i

e 4% respondents age arc
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Conclusion

Approximately one-third of adults in the United States use complementary and aliernative
medicing {CAM) vel loss than 40 pereent disclose such use to their physician and other health
care providers. Women are maore likely than men 1o use CAM therapies: use appears 10
increase as education level increases; use patlems vary by race, depending on the type of
CAM therapy considered: amd those who use UAM generally use more than one CAM

madality and do so in combination with conventionnl medical care (hames o1 al
s S Lehensie ot ol 2000 Ni et al,, 20025 Wolske ot al,,

Zehads Foagern by of il
O W vt il Sparber, ), Some Torms of CAM are being incorporated into services
provided by hospitals; covered by health maintenance organizations; delivered in
conventional medical practitioners’ offices; and taughl in medical, nursing. and other health
professions schools. Insurance coverage of CAM therapies is increasing and integrative
medicine centers and clinics are being established,

What do patients and health professionals need to know to make good decisions about the use
of health care interventions. including CAM? OFf primary importance is determining that they
are safe and effective. Cost-benefit and cost-effectiveness may be important to both the
individual and 1o society. In this report, the committee has recommended that the same
principles and standards of evidence of treatment effectiveness apply to all treatments, with
the understanding that certain characteristics of some CAMs and some conventional medical
interventions make it difficult or impossible to conduet standard randomized controlled trials.

For these therapies, innovative methods of evaluation are needed as are measures and

standards for the generation and interpretation of evidence.

The committee believes that it is necessary and desirable to use a variety of study designs to

research CAM therapies. Given the limited funding, the committee suggests that the
following criteria be used when considering the CAM therapies to be selected for testing. No

intervention will meet aff eriteria, and a therapy should not be excluded from consideration
hecause il does nol meet any one particular criterion, for example, biological plausibility.

Ideally, potential new treatments go through a series of scientific challenges that, if met, lead
to acceptance of the test or treatmenl and integration into clinical practice. Many CAM
therapies and many conventional medical therapies, however, are already in widespread use
without such validation. The committee therefore concluded that, in addition to research

aimed at determining efficacy and uncovering mechanisms of action, research aimed a
investigating what is occurring in practice (that is, effectiveness) is also needed. This report
proposes that such research be conducted within a research framework with four major
components: practice-based research networks, a sentinel surveillance system, CAM research

centers. and input from national surveys.
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Community Awareness Service

IEHF"‘E_IHliHJ.! tralitional medicine (TM) eaverage in health eare is a prionity in Vietnam.
Cominuous medical eduention (CME) plavs an important role in ensuring the quality of TH.
flfnl-u.-wl. cvidenee abou TM CME in TM proctitioners in Vietnam is insufTicient. This paper
ﬂi_llll.'d to evaliate the swareness, praciice. amd denands on 1M CME among TM providers in
ilistrici hospitals ol Vierm, Tlis cross=seeh ol |.,I|._':,=u,'|'i|'|l1|'l.-'¢.‘ !illll.l_'g-' Wik 11I.:I‘|'1rrI!|'|l:|:| al the
district level s 1A hospitals and Th departments of general hospitals in Thanh Hoa
Provinee. Demopraphic chameterislics, awareness, practice, and demand for TM CME were
collected via faee-1o-Face interviews, Deseriptive statistics and multivariable logistic
regression models were applied 10 examine the faclors associaled with awareness, praclice,
and demand for T™M CMIE. The majority of the respondents had ever heard of T™M CME

(87 5%). Only 60% received TH training in the last five years. Most respondents had a
demand for CMIE (86.8%). The non-Kinh ethnic group (OR = 0,2, 95% CI: 0.1-.8) and
people who had a temporary contract (OR = 0.2, 95% CI: 0.1-0.7) were less likely to be ever
heard about TM CME. Higher levels of education (college, OR =141, 95% CI= 1.0~195.9;
undergraduate, OR = 2.1, 95% CI = 1.9-44.6) are more likely to be ever heard of TM CME
than the vocational training group. Those who re gularly update their knowledge are more
likely to have heard about TM CME (OR=7.7, 95% (1 =2.8-21.7) and are more likely to
have demands on TM CME (OR = 1.7, 95% Cl=1.2-11.5). Those whao had heard about TM

CME were more likely 1o take these eourses in the Jast five years (OR = 6.9, 95% Cl=1.5-
18.8). However, this result was the opposite for people with more vears of expericnce
(OR = 0.9, 95% C'1; 0.8-0.9), There were limited awareness and participation in TM CME but
was a high need for CME among TM providers al district hospitals in Vietnam. Promoting
lifelong feaming and providing promptly supports would be potential to increase the TM
'ME demands and participation among T™M providers.

d 1o develop and become increasingly popular
hina, and many other parts of Asia, TM

Traditional medicine (TM) has been encourage
. TM practitioners may have

worldwide [1-3]. In many countries, zuch as India, C
ternative medicine [4

can be concerned as folk medicine or al

undergone formal training or have accumulated only folk experiences or inherit heirloom
remedies. Consequently, there is no uniformity in qualifications among TM practitioners.
According ta the World Health Organization (WHO), a large proportion of TM practitioners
have low educational levels |5]. In addition, many TM workers received inadequate traiming

| herbs has many potential risks associated with
practice cannot solely rely on the wraditional

for their practices [6]. Since using natura
adverse reactions or drug interactions (7, 8], ™
re. all of TM workers, including those who had undergone
nal intensive training

experience or belicls [9]. Therelo

formal training, alse necd to update their knowledge or undergo additio

regularly.
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Recommendations

The regulation and registration of traditional medicines [TM] continues to

present challenges to many countries regardless of the fact that an
increased number of the population utilises TM for their health care needs.
There have been improvements in the legal and policy framework of South

Africa based on the WHO guidelines. However, there are currently no
cuidelines or framework for the registration of TM in South Africa. This
article reviews literature and existing guidelines of specific countries and

regions and makes recommendations for South African guidelines.

Traditional medicines (TM) and plant-based remedies are widely used in
Africa. It has been estimated that 80% of the African population relies on

traditional forms of medicine to meet their healthcare needs (World Health
walion (WHOD, 2004). Worldwide the trend has also shifted towards

i

for toxicity of conventional mainstream remedies (Lo
these TM are not well-researched, poorly regulated, may contain

adulterated products, and may produce adverse effects (Mills et al, 2005).
Traditional medicines are defined as the sum total of knowledge, skills and
practices based on the theories, beliefs and experiences indigenous to
different cultures, whether explicable or not, used in the maintenance of
health as well as in prevention, diagnosis, improvement or treatment of
physical or mental illnesses (WHGO, 2001). Over the last fifteen years the

safety and efficacy of TM, as well as quality control, have become important
concerns for both health authorities and the public (WHO, 2005).

the use of TM due to concerns about the costs, invasiveness and potential
wan, 1999). Most of
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S5.V.LN.S. GOVERNMENT DEGREE COLLEGE
BHEEMUNIPATNAM- VISAKHAPATNAM

C ity Service Project 8 i :

| Respondent Number [ [ ]

PART A: SOCIO-ECONOMIC AND DEMOGRAPFHIC PROFILE

Village Name.... Tl valasa.
House No/Flat No....b.=191/a

MName of the Respondent: kaala ﬁh!‘l"kﬂ.‘ﬂ'—'—
Address DID Rambobu, 6-142 fa, golialatallavalase. Aallayale o V) sakFhagatro

Ardhoe. Padesh, 53162 ]

2. Age (in completedyears) |

I. Sex: « Male Female

3. Religion: <HindiL 4. Cast: Jodavo. s.subCaste B -D

ii. Do you have a Phone; 7. Do vou have a Mobile:
I. Yos. 2 Mo

1. Yes. X Mo

I yes. Number: qtg—?_cf'{t.,ruﬂ[n

8. Do vou have transpori?

IF yes, Mumber:

O 1. Car 2 Jeep 3. Tractor

O 4. Bullock Cant <5 None

Average consumption of fuel per month ........
10. Oceupation of the respondent

9, Education of the respondent: 1
Instruction: Instroction:
O 1. Nliterate 0 J. Farmer
g/Z- Literate but no formal education 2. Wufge labourer

3. School up to 5 years (Class]-5) O 3. Skilled worker
O 4. School up to 6-9 years (Class 6-9) O 4. Penty Trader{shop keeper)
0 5. S8C/HSC 0 5. Self employed

(3 scanned with Oken Scanner



L 6. Under Grodusne

2 7, Grodomie Pt Graslumie iU hsieral]

O & Professionil (Dcor, Einpa, LI MEA)
& % Tectinieal i pboaan Ty

O 10 Ohers (Specity

1 & Service rvermimnent
O 7, Serviea Privaie

2l . Hhmncmaker

LI . Samdenl

F iy, Bakined

11 Himemployed

LK 12, DHhes

U1 Bhoves the respondent*s howse have dlecirieliy? loirucion: QUSERVE AND WEITE

J{ Yes, 2 M

Average imits commed per mosh .1 % Coruts
12, Twpe of Hingse

Q1. H

0 2. Semi Pucen
8 3. Pucea

g,;l. Apariment
A. Independent hoose/Bungalow

14. What type of cooking fucl do you use

'EJT- LG Gas

O 2. Kerosene

O 3. Firewood

O 4. Gobar gas'bio fuels
L 5. Others: Specify:_

N0 of . i sumed LaLiLL
16, Are there any persons with disabilities in the house?
Instruction:_TICK ONLY ONE
1. Yes. #2No

I8. Currently are vou member of a
Self Help Groop?

l. Yes. 2 No
Il ves indicate name:
Activity:

Is the group holding regular meeting:
l. Yes. 2.No

Dioes the group have a Bank Account:
1. Yes. 2.No

11, Where do you get your Drinking Water?

O 1. Tap in the House
&2, Commaon Tap

0O 3. Hand pump / Bore well
3 4, Well

O 5. Tank! Pond ¢

O 6. Others: {specifyk:

15. What toilet uranp_ﬂnml_s do you have?

ﬂ’f_ Private {in your own house)
O 2. Commuon (shared by others)
0 3. Open fields

3 4, Others: Specify:

17. If ves, siate nature of disability:

Eﬁ.‘h’ixn.ﬂ

12 Speech

19. Currently are you a member of any
social group, association ete? [nstruction:
LICKONLY ONE

1. Yes, u"(l!"-.u

If yes indicate name:

-
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TT TV VWU YEY GO 9 e e

21 Blectrical spplinnces swned by ihe
Humsehald

P TICK AS APPLICAL

Orbm
0 2 APL @1 Television OMALCIVLED
23 Red Cand 2 Music player
L7, Eleciric MinerGrinder/Food Processor
LI 5. Air cousder
U 6, Washing Machine
U 7.Compurer

O % Air crmiliginner
i Helmperasor

O LE iyser

20, Indicate yowr coonsmic stafis

B‘ﬁ Fams number |, ..

14, Tube tight LEDYCFLAncandescent Mumbers
Dlonbox: |

O Setup bonDTH

O Whether the appliances star raned Yes™No

O Any ather......._...

uFI!'ﬂll_lr memhbers
SN | Name of the fumily Relation | Age  Education hccupation Elod G roup
imember witls Iseal qualificating

. | K. Rambabu ye <h r«l:.iflraj_uj;g,m A
T I 1 23 e house wide |

3.1 k. e 20 Tlhﬂn_;h education| £t i

3. Namr five most pressing problems faced by your community?
(Indicate area and isswe: ¢.g. Health, Epidemic, Envirowmsent, Pollution, Education, Drainage, Reads, Electricity, i
drinking witer, sanitation, service delivery of Government Progrommes efe ) o

Area Issue

3 |
f ; |

. Tallavalasa. T}rmm_ﬂ.u_,_limd.r . |

éfﬂwﬁk&ﬁm_

't[:"_? ua‘"‘rﬁrn:nj_{.r
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24, Propertyf Land owned ............. (Are; in S5 feels)
Agriculiure land ............
Crop cultivated .............

PART - B

Village Profile: [mulh!r_&qﬂhuﬂmﬂﬂh

Area Population: Eﬂ
District:  \/ T,ﬂak!rﬁ_fﬁ-ffmm

Siate: -H“A‘V‘QJD_PJ"OAL';LW

Any other Information -
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35 Which of the following are theee in the survey aren: 1
Lype e,

_,Xr.-;u_np;.uuiuli Pay Schonl
ﬂli:'ml.uz. Behils:

) Secemdary Kby
I Ciollepes:
JET Health Centre (PHCCHO) -

i Heospiials:

G Yih elubs:
H) Spons clubs:
1) Environment clubs;

1) Village Knowledge Centre/ Comman Muli Ml Cendre/ Comimasn

K} Krishi Vigyan Kendr

Name of the investizator; . D
Dhate:
Name of the supervisor:

Dates 30~ C 1L

ruviide n briel deseriptian, indieatlingnumber,

Seriice Copine
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