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Abstract

Traditional and complementary systems of medicine (TCM) encompass a broad range of practices 

which are commonly embedded within contextual cultural milieu, reflecting community beliefs, 

experiences, religion and spirituality. Evidence from across the world, especially from low- and 

middle-income countries (LMIC), suggests that TCM is commonly used by a large number of 

persons with mental illness. Even though some overlap exists between the diagnostic approaches 

of TCM and conventional biomedicine (CB), there are major differences, largely reflecting 

differences in the understanding of the nature and etiology of mental disorders. However, 

treatment modalities employed by providers of TCM may sometimes fail to meet common 

understandings of human rights and humane care. Still, there are possibilities for collaboration 

between TCM and CB in the care of persons with mental illness. Research is required to clearly 

delineate the boundaries of such collaboration and to test its effectiveness in bringing about 

improved patient outcomes.

Introduction

The World Health Organisation has recently launched a Global Mental Health Action Plan 

to close the treatment gap for mental disorders, using a ask sharing approach between the 

community, primary and specialist care and other relevant sectors. There has long been 

appreciation that non-orthodox medicine plays a significant role in delivery of health care in 
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all countries, but especially in low- and middle-income countries (LMIC), including in 

mental health. However well designed research is sparse, hampered by many challenges 

including conceptual confusion, and lack of funding. This paper therefore aims to provide a 

narrative overview of the literature for researchers and practitioners wishing to advance 

understanding of how to improve patient outcomes through evidence based collaboration 

with non-orthodox medicine (see Panel 1 for Methodology).

Definitions of traditional, complementary, and alternative medicine

Communication between professionals and researchers on health interventions both require 

a robust classification system so that like can be compared with like, but the spectrum of 

approaches in traditional, complementary and alternative medicine (TCM) is enormous, and 

attempts at definition and classification have revealed complex terminology, historical 

antecedents, diverse cultural meanings, and entrenched usage3. Even so, it is possible to 

trace two main strands of literature, the one focussing on traditional medicine in low and 

middle income countries, and the other focussing on complementary and alternative 

medicine as practised in richer countries. In this review and in regard to the first strand, even 

though emphasis is placed on traditional healing, much of what is written about that healing 

approach applies also to faith healing. Indeed, but for the fact that many faith healers have 

their influence derived from either Christianity or Islam, much of traditional medicine is also 

faith-based, albeit based on one form of indigenous religion or the other.

Traditional medicine (TM) has a long history. It is the sum total of the knowledge, skill and 

practices based on theories, beliefs and experiences, indigenous 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 illness6. The various healing 

traditions may have been evolved over tens of thousands of years, and indeed there is 

evidence that animals may also sometimes seek out specific plants or other natural 

substances for certain ailments, so it is possible that some knowledge of plant medicinal 

properties accompanied the evolution of man7.

Much of traditional healing places an emphasis on the spirit world, supernatural forces and 

religion9. This has arisen because, for example in Africa, health is understood to be not just 

about proper functioning of bodily organs, but rather about mental, physical, spiritual and 

emotional stability of oneself, one’s family and community members, and also one’s 

ancestors who are believed to be able to protect the living11. On the other hand, western 

medicine that has evolved from the Greek Hippocratic system onwards to modern 

biomedicine is generally secular, although the mental health field in particular has generally 

expanded its emphasis from purely disturbed physiology to a more biopsychosocial 

understanding of the causes, manifestations and consequences of mental illness12,13.

When adopted outside of its traditional culture, traditional medicine is often called 

complementary and alternative medicine (CAM). As the name implies, CAM therapies have 

been described either as alternatives to conventional medicine, or as complementary healing 

modalities used alongside conventional care14. Thus CAM has often been defined in terms 

of contrast with western biomedicine, which may be referred to as allopathy, orthodox, 
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regular, conventional, modern, mainstream or western medicine. The huge variety of CAM 

practices, derived from vastly different historical and philosophical traditions, are 

notoriously difficult to group together under a satisfactory definition5,15,1. The most 

influential definitions to date (Panel 1) focus on a few common features. Every definition 

notes that CAM therapies are not part of conventional biomedicine, though the exact 

phrasing differs and some authors note the intrinsic relativism of any such criterion1,10. 

Indeed, the boundary between conventional medicine and CAM is increasingly muddy as 

medical schools, general practitioners and hospitals worldwide have introduced CAM 

therapies alongside mainstream biomedical therapy16,17,18, and official regulatory bodies 

acknowledge and licence selected CAM practices1. Definitions which note that CAM 

satisfies a demand not met by conventional biomedicine usefully explain the complementary 

function of CAM in society, but still depend unsatisfactorily on the ill-defined shortcomings 

of biomedicine. Some definitions make explicit the alternative theories and beliefs unique to 

CAM5,1,19, such as the emphasis on holism and meaning which are essential, even in 

therapies like homeopathy which superficially mimic the form of biomedicine20.

Another term, “integrative medicine”, refers to the integration of complementary and 

alternative medicine into conventional medicine, aiming thus to obtain a synergistic 

therapeutic effect greater than that obtained using either modality alone. Integrative 

medicine also shifts the emphasis of care from treatment to prevention and self-healing21.

TM is more widespread in low- and middle-income countries even though it also tends to be 

popular and vibrant among minority cultures in industrialized countries. On the other hand, 

CAM tends to be less culture-specific and more widely used in industrialized countries. 

Despite the differences between the two, both share an emphasis on a more “holistic” 

approach to illness than conventional medicine. They make less distinction between mind 

and body and seek to attend to psychological, social and emotional aspects of illness, even 

when the illness is somatic. This “holistic” approach to care is particularly valued by 

patients with mental health conditions.

The profile and diversity of use of traditional and complementary medicine

Making generalizations about the prevalence of use of TCM is also difficult. This difficulty 

derives partly from the fact that the component approaches, TM and CAM, are popular in 

different populations and also because of the range of practices embedded in each. For 

CAM, twelve-month prevalence rates range from 10%–76% depending on the population 

studied, response rates, which therapies are counted as CAM, and the method of eliciting 

information22,23. For example, the inclusion or exclusion of prayer or exercise can 

drastically change results23,24,25. Nevertheless, large population surveys in Western 

countries suggest that the 12-month prevalence of CAM use is 20%–50%, with Australia 

and the USA having higher rates than Britain. Many indicators suggest that CAM use has 

been increasing since the 1960’s23,26,8. CAM is most often used for chronic conditions 

which are not adequately treated by conventional medicine. In many such instances, users 

continue to patronize conventional medicine in addition to the CAM therapy27,28,29. That is, 

its use is typically “complementary” rather than “alternative”.
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Given the chronicity and significant subjective component of mental disorders, it is 

unsurprising that use of CAM amongst psychiatric patients is high, with reported rates 

varying from 20%–80%27,30. As for non-psychiatric populations, illness chronicity and 

medical comorbidity tend to predict higher rates of CAM usage in those with mental 

illness27,29,31,32. Most CAM therapies are more easily available than conventional treatment 

and significantly free of the stigma associated with a psychiatric diagnosis.

Studies of patients consulting providers of TM in low- and middle-income countries have 

reported high but varying rates of psychiatric disorders, depending on the methods employed 

and the disorders examined. Saeed et al in a study of attendees at native faith healers in rural 

Pakistan, found an overall rate of DSM-III-R diagnoses of 61% using the Psychiatric 

Assessment Schedule33. The commonest diagnosis was major depressive disorder, (24%) 

followed by generalized anxiety disorder (15%) and psychosis (4%). In Uganda, Abbo et al 

used the Mini International Neuropsychiatric Interview (MINI) on patients presenting to 

traditional healers and reported a DSM-IV diagnosis in 60.2% of the sample, with psychotic 

disorders being the commonest (29.7%)34. Mbwayo in Kenya also used the MINI and found 

an overall rate of mental disorders of 64.3%, including 20.3% with depression, 10.5% with 

anxiety disorders and 7.5% with schizophrenia35. Ngoma in Tanzania, using the Clinical 

Interview Schedule – Revised (CIS–R) reported that 49% of patients presenting to 

traditional healers had an ICD-10 diagnosis of common mental disorders (depression and 

mixed anxiety/depression)36.

Unlike the clear evidence of increasing use of CAM in industrialized countries, the pattern 

for TM usage in LMIC is likely to be more varied given the differential effect of Western 

influence on these countries. Thus, while it is certainly the case that practitioners of TM are 

still very commonly patronized, especially by persons with mental illness, there is no robust 

literature to draw on in regard to the trend in usage. Nevertheless, many studies around the 

world show that TCM practitioners are often consulted by patients with mental disorders on 

their pathway to conventional care. See Table 1.

Assessment, diagnosis and treatment of mental disorders

Every healing modality assesses and categorizes patients’ distress according to its own 

philosophy of illness, which is embedded within a larger cosmological worldview. Differing 

diagnostic systems necessarily reflect deeper differences in worldview. Given extant 

differences in that worldview, it is no surprise then that TH and most CAM disciplines use 

diagnostic systems which are incompatible with conventional medicine.

The diagnostic practices of TM have been a subject of only a few systematic studies. The 

available studies used qualitative methods including focus group discussions and interviews 

with traditional healers. Diagnostic approaches used include a combination of history taking, 

examination or observation of the patient and divination52,53,54,55. Divination refers to the 

revelation of knowledge from supernatural sources such as spirits or ancestors, using a 

variety of methods including tossing of artefacts such as shells or bones, use of mirrors, 

animal sacrifice, drumming, trance, or prayer56,55,57,35,58. Although TM may sometimes 

attribute ill-health to physical causes, there is typically an accompanying supernatural 
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explanation of why a person has become ill, and which spirits, earthly sorcerers or neglected 

rituals are responsible. In contrast to conventional psychiatry which emphasises the 

importance of specific symptoms or behaviours to diagnose a syndrome, the emphasis in 

TM is on divining the ultimate supernatural cause of a problem with little emphasis on 

particular symptoms59,60. Under TM, the same illness or behaviour may receive different 

diagnoses depending on different personal or social circumstances in which it occurs61. In 

general, diagnosis of mental disorders and the treatment prescribed by traditional healers are 

often based on the indigenous beliefs and cultural interpretations of the problem peculiar to 

each local culture54,62.

The treatment modalities employed by traditional healers are often in keeping with the 

traditional beliefs about causation of mental disorders and generally aim to reduce or 

eliminate the cause of the illness rather than targeting the symptoms33. Both 

pharmacological and non-pharmacological treatment approaches are used. Pharmacological 

methods commonly involve the use of different types and preparations of herbs with varying 

routes of administration. Potentially every part of selected plants may be used for herbal 

remedies, prepared and administered in a myriad of ways, including boiling, pounding, 

burning and macerating, followed by drinking, inhaling, sniffing, rubbing, smearing and 

even parenteral application through skin incisions. Such use is based on the experience, oral 

tradition and divine revelation of the healers rather than any scientific evidence of 

efficacy63. Non-pharmacologic treatment modalities may include combinations of physical 

restraints, including the use of shackles and manacles, restriction of food, isolation, 

recitations from holy books, incantations, rituals, sacrificial offerings, exorcism, and 

prayers53,64–67. Another important non-pharmacological modality of treatment involves 

culture-specific psychotherapeutic methods. The healer is often revered by the community 

and draws on this in the use of powerful methods of suggestion which offers the patients an 

understanding of the problem and encouragement to adhere to the proffered solution33,68.

In contrast to TM, long exposure to conventional medicine in non-indigenous settings has 

influenced CAM to adopt a hybrid position between that of TM and conventional medicine. 

Though CAM healing modalities espouse unconventional models of illness and healing, 

based for example on humors, chi, water memory or spinal alignment, they have more 

readily adopted conventional psychiatric diagnoses such as depression or anxiety, as 

evidenced by the myriad trials of CAM for these diagnoses. In exploring the possibility of 

collaboration between TCM and conventional medicine, the contrast in regard to the 

treatment approaches of TM and CAM practitioners is particularly germane in so far as the 

former has less in common with conventional practice than the latter.

The global context in which TCM operates and flourishes

In rich countries, the increasing popularity and use of CAM over the past fifty years must be 

seen in the context of broader social and cultural changes over the same period. The values 

and beliefs which may lead people to choose CAM are now part of contemporary culture69, 

but this was not always the case.
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Scientific optimism and trust in the medical establishment peaked in the 1950’s as infectious 

diseases were conquered and lifespans extended70, while homeopathic schools in the USA 

almost disappeared71. Political and social events of the 1960’s and 1970’s however, saw the 

emergence of a growing counter-culture which questioned authority and rejected 

paternalism, choosing to embrace instead personal autonomy and individualism. 

Disillusionment with the reductionism of the medical establishment was spurred on by an 

increasing awareness of iatrogenesis, exemplified by the thalidomide tragedy of the 1960’s, 

overprescribing of medication72, and the fall from grace of the benzodiazepines73. The 

relationship between user satisfaction with conventional medicine and use of CAM is subtle 

and complex. Large epidemiological samples in Western countries show that CAM users are 

no less satisfied with conventional medicine than non-CAM-users74,27,31. That is, using 

CAM is not simply due to dissatisfaction with conventional treatment. Repeatedly, CAM 

users report that using both forms of care together is more useful than either alone74,75,76. 

However, CAM users do complain about the quality of the doctor-patient relationship during 

the brief consultations typical of conventional medicine18,77. In addition to more satisfying 

consultations, the philosophies behind CAM have a persuasive appeal which users find 

compelling19,78. An appeal to the wisdom of “nature” is a defining metaphor for many types 

of CAM. Nature is idealized as innocent, wholesome and virtuous, creating a moral 

dichotomy in which the artificial, the toxic, the synthetic and the processed are condemned. 

Conventional medicine, notably psychiatric drug treatment, is typically perceived as falling 

on the wrong side of this divide. Holism – the attention to not merely the physical body but 

also the social, psychological and spiritual needs of a unique individual – is another 

philosophy by which CAM defines itself. In contrast, conventional medicine is described by 

CAM users as fragmented and impersonal, and ultimately disempowering19. Whereas 

conventional doctors may be more interested in objective improvements – or changes in 

psychopathology, perhaps even measured on a rating scale – CAM practitioners 

acknowledge and take seriously all subjective changes, thus validating the patient and their 

experience79. While psychiatrists acknowledge the importance of spirituality and religion, 

and are more willing than other physicians to talk about them with patients80, they are 

unlikely to supply a worldview which is as appealing and satisfying as the philosophies 

motivating CAM use.

The patronage of traditional healing practices has followed a less consistent trajectory. The 

colonial and immediate postcolonial era witnessed the introduction and promotion of 

western medicine for the treatment of mental disorders in low and middle income countries 

and a concomitant decline in the influence of traditional medicine, including the outright 

banning of traditional medicine practice in some countries81. Indeed, at a time, it was 

thought that the more available and accessible the orthodox form of treatment becomes, the 

less the influence of traditional medicine will be in the society. A few western medicine 

practitioners were confident enough to predict “narrower” roles for TM in the succeeding 

years82. The reality is far from this as the use of traditional and faith healing methods of care 

for mental disorders as well as physical illness has probably waxed over the years especially 

in developing countries83. The wave of nationalism that heralded independence from 

colonial powers improved the fortunes of traditional healing practice as the initial 

ambivalence of the governments of the newly independent countries towards traditional 
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medicine afforded some growth in this sector. Subsequently, in asserting independence and 

evoking national consciousness, several governments in LMIC have given recognition to 

traditional medicine through the setting up of boards and registering of practitioners. A 

number of countries, including China and India, have in principle approved integration of 

traditional medicine into mainstream healthcare delivery systems84. This policy has also 

received political support from the highest quarters as reflected in the declaration by the 

continental body, the African Union, of 2001–2010 as the decade of Traditional Medicine.

Traditional healers share a common perception of the causes of mental illness with their 

patients and this often results in the joint pursuit of an end to the abnormal experience of 

illness. Supernatural origin of mental illness remains a highly prevalent notion of causation 

of mental illness in most low and middle income countries47,81,49,43,85,86. Indeed, neither 

urbanization or level of education has affected the common belief in the supernatural 

causation of mental illness with educated elites consulting traditional healers at a similar 

frequency to those with no formal education86.

Economic context

The economic context in which the services of TCAM are sought in high income countries 

is different from that of low- and middle-income countries: in the former, persons from 

higher economic groups are more likely to use the services of CAM while the reverse is the 

case for the use of TM in LMIC87,88,25. Indeed84, has identified poverty as a major reason 

TM has continued to enjoy considerable patronage in LMIC. Treatment received from 

healers is generally regarded as more affordable and payment schedules are also often 

flexible89. Perhaps beyond affordability, the employment of outcome contingency contracts 

between patients and TM providers may be an added incentive to seek care from the 

latter90,91 and the main reason that people in the community choose traditional healers 

above allopathic medicine practitioners for some medical conditions. The outcome 

contingency contract involves the healer getting an initial deposit which is usually a small 

amount (token) at the first contact with patient, while the final payment is deferred until 

treatment is complete and is only paid for satisfactory outcome achieved following 

intervention by the healer (“pay if cured”).

The large patronage of traditional and faith healers is also closely related to their availability 

and accessibility. It has been estimated that the number of traditional medicine practitioners 

in sub-Saharan Africa is about 100 times the number of conventional medical 

practitioners92. Though in many LMIC the majority of the population resides in rural areas, 

facilities providing conventional medical care are more commonly located in urban areas. 

Traditional and faith healers thus usefully fill the resulting gaps in services87,83.

Role of complementary and alternative mental health providers in the 

context of global mental health and scaling up of services

The treatment gap for mental, neurological and substance use disorders in low- and middle- 

income countries (LMIC), where treatment rates for these disorders in 12 months range from 

15% to 24%93, necessitates an urgent scaling up of delivery of core mental health services94. 
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An evaluation of epidemiological and health services data from 58 LMIC by the World 

Health Organisation found that 67% LMIC had a shortage of psychiatrists, 95% a shortage 

of nurses, and 79% a shortage of psychosocial care providers95. In order to scale up services, 

it is clear that the workforce of trained non-specialists and non-medical services needs to be 

increased. The large number and wide distribution of TH (and FH), compared to 

conventional mental health providers, makes incorporating their service into mainstream 

mental health service a desirable goal96.

For patients and their caregivers, there are several potential advantages of collaboration 

between TCM and conventional mental health service. Cultural acceptability, accessibility, 

perceived holistic approach to care and less stigma may lead to better utilization of a 

collaborative service by patients and their caregivers. It is also plausible to expect that the 

availability of a variety of healing modalities might make it more likely that patients would 

find the therapy that best meets their needs97. Other advantages might include the 

involvement of family and community as well as the patient, manipulation of the 

environment to achieve therapeutic goals, and cost effectiveness59,98,99.

It is not a new idea to try to use TM as a way of maximising mental health services for the 

community100 and various models exist for working together with TH101. In a “task-

shifting” model, TH may be incorporated into existing mental health services by co-opting 

their penetrance and cultural acceptability to deliver conventional treatment. For example, 

they may administer psychotropic medication to patients in rural areas, or be trained to 

deliver other psychiatric support96,101. While this task-shifting approach may expand the 

reach of psychiatric services in poorly resourced countries, it makes little use of healers’ 

unique skills and specific advantages, which should rather be acknowledged and built on. In 

a collaborative model, TH and conventional practitioners remain autonomous and 

independent, but co-operate fully, for example by referring patients to each other or 

consulting on complex cases. In a fully integrated model, TH and conventional services 

would be blended into a new hybrid system such that patients need not choose one over the 

other. Treatment approaches would be similarly integrated – for example, a culturally 

relevant explanation may be given for why someone is depressed, followed by the necessary 

ritual and a prescription for an antidepressant.

Variants of collaborative model have been practiced with some success in Ecuador102, 

Puerto Rico103, Brazil104, as well as in New Zealand where a Maori mental health facility is 

offered within a large psychiatric hospital, staffed by Maori nurses and psychiatrist105. In all 

of these examples, conventional psychiatric interventions as well as traditional healing 

practices are offered to patients. Patients may also be offered a choice of which healer they 

believe in, thus capitalizing on powerful expectancy effects which influence outcome103,106. 

Patients greatly appreciate this collaborative approach, and both healing modalities can 

benefit from the legitimacy thus bestowed by the other102.

Only a few examples of collaborative use of traditional healers to effectively deliver 

community-based mental health care exist in LMIC. The lack of collaborative engagement 

between primary mental health services and traditional healers remains a challenge and best 

practice models of blending or aligning treatment delivery and scale-up of treatment 
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delivery are, as yet, elusive107,108. The potential roles that TCM practitioners can provide 

include promotion of mental health, prevention of mental illness109, detection and 

assessment of mental disorders, treatment of mental disorders, referral to primary care 

practitioners or directly to hospitals, collaborative care including monitoring of medication, 

side effects, symptoms, family support, education of families about early warning signs of 

relapse. A recent review did not find any studies evaluating the role of TCM providers in 

delivering these interventions110. However, a more recent study using standardized clinical 

assessments to evaluate the outcome of such collaboration, the combined use of biomedical 

services and traditional healing in a cohort of patients with psychosis (schizophrenia, mania, 

and depression with psychosis) was associated with a significant reduction in psychosis at 

three months, although at six months combination treatment was more likely in patients who 

still met psychopathology criteria for caseness111.

There is a substantial literature on the problems arising from vertical rather than integrated 

health programmes112. Given this experience and the scarcity of resources, and motivated by 

the current need to strengthen general health systems113, it would seem more rational to 

focus on integration of mental health into general health care at each level of the community 

based system110. Such an approach would utilise self-help, family help, TCM, volunteer 

community health workers, as well as generic primary care staff, supported and supervised 

by district mental health specialists110, or district public health nurses, as has been 

successfully implemented in Kenya114.

Whatever model is used, any attempt to forge a working relationship between TM and 

conventional medicine is likely to confront several challenges. Practitioners of orthodox 

medicine will have to deal with the fundamental clash of ideologies between the Western 

view based in a materialistic empiricism, and the TH worldview based in magic, religion 

and sorcery96,105. Such practitioners may also be concerned about evidence suggesting that 

patients attending TH may be less likely to comply with biomedical treatment96, are more 

likely to have longer duration of untreated psychosis and about some of the potentially 

harmful practices employed by TH such as the use of toxic potions, physical beatings, 

inhumane restraints and longer duration of untreated psychosis115,116,117. On the other hand, 

given the important role of ritual and symbolism in traditional healing practice, TH may feel 

that their effectiveness is undermined by any collaborative arrangement that discourages the 

use of ritual and symbolism118.

To be successful, any approach would require the provision of adequate training and 

continuing education for TM practitioners and re-education for conventional practitioners. 

Other than information about the recognition and treatment of defined mental disorders, 

education would need to focus on the boundaries of collaboration, the modality of 

engagement and referral, and the importance of mutual respect and trust. However, given 

that LMIC currently struggle to find the resources to provide continuing education to 

primary health care workers, it is unlikely that they would be able to do so for TM 

practitioners who may be 50 times or more in number compared to primary care workers. A 

potential way forward, as is being tried in Kenya, is to utilize primary care to provide CPD 

around mental health. In this scenario, primary care workers, who have themselves 

undergone 40 hours of CPC on mental health, are asked to include a mental health 
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component in their weekly training of volunteer community health workers and are also 

encouraged to initiate ad hoc and planned dialogue with their local TCM practitioners114.

It would seem therefore that, at least in the context of LMIC, there is some role for 

practitioners of TCM, specifically TH and FH, in filling the existing treatment gap. It is 

currently unclear which model of collaboration works best. It’s unlikely that one model will 

suit every situation, so each region’s solution will need to be tailored to local circumstances 

and resources. This tailoring should be based on a more detailed understanding of the 

dynamics of traditional healing than we currently have. Relevant gaps in our knowledge 

include: What are the effects of traditional healers on mental health? What is the nature of 

the qualitative changes they facilitate? What are the mechanisms which bring about such 

change, and how could these be preserved? Will these mechanisms work in a collaborative 

setting? Each of these questions requires empirical investigation. Ultimately, efforts aimed 

at the collaboration or integration would have to take cognizance of the variety of treatment 

approaches that TCM delivers. Such efforts would include ways in which harmful treatment 

practices can be discouraged and effective monitoring designed and implemented. Research 

is required to clearly describe the nature and form of collaboration that can be developed 

between providers of TCM and those of conventional mental health and to test the 

effectiveness of such collaboration on patient outcome.

REFERENCES

1. Institute of Medicine. Board on Population Health and Public Health Practice. Washington, DC: The 
National Academies Press; 2005. Complementary and alternative medicine in the United States. 
2005. 

2. World Health Organization. Geneva: World Health Organization; 2002. WHO traditional medicine 
strategy 2002–2005. 

3. Wootton JC. Classifying and defining complementary and alternative medicine. The Journal of 
Alternative and Complementary Medicine. 2005; 11:777–778. [PubMed: 16296901] 

4. National Centre for Complementary and Alternative Medicine. What is CAM? US. 2009

5. Wieland LS, Manheimer E, Berman B. Development and classification of an operational definition 
of complementary and alternative medicine for the Cochrane Collaboration. Alternative Therapy 
Health Medicine. 2011; 17(2):50–59.

6. World Health Organization. Geneva: WHO; WHO Traditional Medicine Strategy 2014–2023. 

7. Bryan, L. The Buffalo people; prehistoric archaeology on the Canadian plains. Edmonton, Alberta, 
Canada: University of Alberta Press; 1991. 

8. Eisenberg DM, Davis RB, Ettner SL, Appel S, Wilkay S, Van Rompay M, et al. Trends in 
alternative medicine use in the United States, 1990–1997. 

9. Avery C. Native American Medicine: traditional healing. J Am Med Soc. 1991; 265:2271–2273.

10. Gevitz, N. Other healers: unorthodox medicine in America. Johns Hopkins University Press; 1988. 

11. Omonzejele PF. African concepts of health, disease and treatment: an ethical enquiry. EXPLORE. 
2008; 4:120–126. [PubMed: 18316055] 

12. Kuriyama, S. The expressiveness of the body and the development of Greek and Chinese 
Medicine. New York: Zone Press; 1999. 

13. Leslie, C.; Young, A. Introduction. In: Leslie, C.; Young, A., editors. Paths to Asian medical 
knowledge. Berkely CA: University of California Press; 1992. 

14. Barrett B. Alternative, complementary and conventional medicine: is integration upon us? The 
Journal of Alternative and Complementary Medicine. 2003; 9:417–427. [PubMed: 12816630] 

15. Baum M, Ernst E, Lejeune S, Horneber M. Role of complementary and alternative medicine in the 
care of patients with breast cancer: report of the European Society of Mastology (EUSOMA) 

Gureje et al. Page 10

Lancet Psychiatry. Author manuscript; available in PMC 2015 June 05.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



workshop, Florence, Italy, December 2004. European Journal of Cancer. 2006; 42:1702–1710. 
[PubMed: 16790340] 

16. Wetzel MS, Eisenberg DM, Kaptchuk TJ. Courses involving complementary and alternative 
medicine at US medical schools. JAMA. 1998; 280:784–787. [PubMed: 9729989] 

17. Salomonsen LJ, Skovgaard L, La Cour S, Nyborg L, Launso L, Fonnebo V. Use of complementary 
and alternative medicine at Norwegian and Danish hospitals. BMC Complementary Alternative 
Medicine. 2011; 11:4. [PubMed: 21244655] 

18. Heiligers PJ, de Groot J, Koster D, van Dulmen S. Diagnoses and visit length in complementary 
and mainstream medicine. BMC Complementary Alternative Medicine. 2010; 10:3. [PubMed: 
20100343] 

19. Bruce Barrett LM. Themes of holism, empowerment, access and legitimacy define complementary, 
alternative and integrative medicine in relation to conventional biomedicine. Journal of Alternative 
Complementary Medicine NY. 2004; 9:937–947.

20. Barry CA. The role of evidence in alternative medicine: contrasting biomedical and 
anthropological approaches. Social Science Medicine. 2006; 62:2646–2657. [PubMed: 16376470] 

21. Dubos G. Integrative medicine-medicine of the future or old wine in new skins. European Journal 
of Integrative Medicine. 2009; 1:109–115.

22. Posadzki P, Watson LK, Alotaibi A, Ernst E. Prevalence of use of complementary and alternative 
medicine (CAM) by patients/consumers in the UK: systematic review of surveys. Clin Med Lond 
Engl. 2013; 13:126–131.

23. Harris PE, Cooper KL, Relton C, Thomas KJ. Prevalence of complementary and alternative 
medicine (CAM) use by the general population: a systematic review and update. Int J Clin Pract. 
2012; 66:924–939. [PubMed: 22994327] 

24. Frass M, Strassi RP, Friehs H, Mullner M, Kundi M, Kaye AD. Use and acceptance of 
complementary and alternative medicine among the General Population and Medical Personnel: a 
systematic review. Ochsner J. 2012; 12:45–56. [PubMed: 22438782] 

25. Barnes PM, Powell-Griner E, McFann K, Nahin RL. Complementary and alternative medicine use 
among adults: United States, 2002. Adv Data. 2007:1–19.

26. Kessler RC, Berglund P, Demier O, Jin R, Merikangas KR, Walters EE. Lifetime prevalence and 
age-of-onset distributions of DSM-IV disorders in the National Comorbidity Survey Replication. 
Archieve of General Psychiatry. 2005; 62:593–602.

27. Unutzer J, Klap R, Sturm R, Young AS, Marmon T, Shatkin J, et al. Mental disorders and the use 
of alternative medicine: results from a national survey. Am J Psychiatry. 2000; 157:1851–1857. 
[PubMed: 11058485] 

28. Russinova Z, Cash D, Wewiorski NJ. Toward understanding the usefulness of complementary and 
alternative medicine for individuals with serious mental illnesses: classification of perceived 
benefits. J Nerv Ment Dis. 2009; 197:69–73. [PubMed: 19155814] 

29. Wahistrom M, Sihvo S, Haukkala A, Kiviruusu O, Pirkola S, Isometsa E. Use of mental health 
services and complementary and alternative medicine in persons with common mental disorders. 
Acta Psychiatr Scand. 2008; 118:73–80. [PubMed: 18595177] 

30. Pellegrini N, Ruggeri M. The diffusion and the reason for the use of complementary and 
alternative medicine among users of mental health services: a systematic review of literature. 
Epidemiol Psichiatr Soc. 2007; 16:35–49. [PubMed: 17427603] 

31. Astin JA. Why patients use alternative medicine: results of a national study. JAMA. 1998; 
279:1548–1553. [PubMed: 9605899] 

32. Sarris J, Goncalves DC, Robbins Wahlin TB, Byrne GJ. Complementary medicine use by middle-
aged and older women: personality, mood and anxiety factors. J. Health Psychol. 2011; 16:314–
321. [PubMed: 20978154] 

33. Saeed K, Gater R, Hussain A, Mubbashar M. The prevalence, classification and treatment of 
mental disorders among attenders of native faith healers in rural Pakistan. Social Psychiatry and 
Psychiatric Epidemiology. 2000; 35:480–485. [PubMed: 11127723] 

34. Abbo C, Ekblad S, Waako P, Okello E, Musisi S. The prevalence and severity of mental illnesses 
handled by traditional healers in two districts in Uganda. Africa Health Science. 2009; 9(Suppl 
1):S16–S22.

Gureje et al. Page 11

Lancet Psychiatry. Author manuscript; available in PMC 2015 June 05.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



35. Mbwayo AW, Ndetei DM, Mutiso V, Khasakhala LI. Traditional healers and provision of mental 
health services in cosmopolitan informal settlements in Nairobi, Kenya. Afr J Psychiatry 
(Johannesbg). 2013; 16:134–140. [PubMed: 23595533] 

36. Ngoma MC, Pince M, Mann A. Common mental disorders among those attending primary health 
clinics and traditional healers in urban Tanzania. The British Journal of Psychiatry. 2003; 
183:349–355. [PubMed: 14519614] 

37. Erinosho O. Social background and pre-admission sources of care among Yoruba psychiatric 
patients. Social Psychiatry. 1977; 12:71–74.

38. Gureje O, Acha RA, Odejide AO. Pathways to psychiatric care in Ibadan, Nigeria. Tropical and 
Geographical Medicine. 1995; 47(3):125–129. [PubMed: 7483003] 

39. Patel V, Simunyu E, Gwanzura F. The pathways to primary mental health care in high-density 
suburbs in Harare, Zimbabwe. Soc Psychiatry and Psychiatric Epidemiology. 1997; 32(2):97–103.

40. Jain N, Gautam S, Jain S, Gupta ID, Batra L, Sharma R, et al. Pathway to psychiatric care in a 
tertiary mental health facility in Jaipur, India. Asian Journal of Psychiatry. 2012; 5:303–308. 
[PubMed: 23174437] 

41. Temmingh HS, Ooshuizen PP. Pathways to care and treatment delays in first and multi episode 
psychosis. Findings from a developing country. Social Psychiatry and Psychiatric Epidemiology. 
2008; 43(9):727–735. [PubMed: 18449465] 

42. Giasuddin NA, Chowdhary NF, Hashimoto N, Fujisawa D, Waheed S. Pathways to psychiatric 
care in Bangladesh. Soc Psychiatry and Psychiatric Epidemiology. 2012; 47:129–136.

43. Burns JK, Jhazbhay J, Emsley RA. Causal attributions, pathways to care and clinical features of 
first episode psychosis: a South African perspective. Int J Soc Psychiatry. 2011; 57:538–545. 
[PubMed: 21078682] 

44. Razali SM, Yasin M. The pathways followed by psychotic patients to a tertiary health center in a 
developing country: a comparison with patients with epilepsy. Epilepsy Behavior. 2008; 13:343–
349. [PubMed: 18514034] 

45. Archie S, Akhtar-Danesh N, Norman R, Malla A, Roy P, Zipursky RB. Ethnic diversity and 
pathways to care for a first episode of psychosis in Ontario. Schizophrenia Bulletin. 2010; 36(4):
688–701. [PubMed: 18987101] 

46. Abiodun OA. Pathways to mental health care in Nigeria. Psychiatric Services. 1995; 46:823–826. 
[PubMed: 7583485] 

47. Campion J, Bhugra D. Experiences of religious healing in psychiatric patients in South India. Soc 
Psychiatry and Psychiatric Epidemiology. 1997; 32(4):215–221.

48. Appiah Poku J, Laugharne R, Mensah E, Osei Y, Burns T. Previous help sought by patients 
presenting to mental health services in Kumasi, Ghana. Soc Psychiatry and Psychiatric 
Epidemiology. 2004; 39:208–211.

49. Razali SM, Najib MAM. Help seeking pathway among Malay psychiatric patients. International 
Journal of Social Psychiatry. 2000; 46(4):284–289.

50. Chadda RK, Agarwal V, Singh MC, Raheja D. Help seeking behaviour of psychiatric patients 
before seeking care at a mental hospital. International Journal of Social Psychiatry. 2001; 47:71–
78. [PubMed: 11694059] 

51. Salem MO, Saleh B, Yousef S, Sabri S. Help seeking behaviour of patients attending the 
psychiatric service in a sample of United Arab Emirates population. International Journal of Social 
Psychiatry. 2009; 55(2):141–148. [PubMed: 19240203] 

52. Makanjuola RO. Yoruba traditional healers in psychiatry 1. Healers concept of the nature and 
aetiology of mental disorders. African Journal of Medicine and Medical Science. 1987; 16:53–59.

53. Agara AJ, Makanjuola AB, Morakinyo O. Management of perceived mental health problems by 
spiritual healers: a Nigerian study. African Journal of Psychiatry. 2008; 11:113–118. [PubMed: 
19582328] 

54. Ravi Shankar B, Saravanan B, Jacob KS. Explanatory models for common mental disorders among 
traditional healers and their patients in rural South India. International Journal of Social 
Psychiatry. 2006; 52:221–233. [PubMed: 16875194] 

Gureje et al. Page 12

Lancet Psychiatry. Author manuscript; available in PMC 2015 June 05.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



55. Sorsdahl KR, Flisher AJ, Wilson Z, Stein DJ. Explanatory models of mental disorders and 
treatment practices among traditional healers in Mpumulanga, South Africa. Afr J Psychiatry 
(Johannesbg). 2010; 13:284–290. [PubMed: 20957328] 

56. Wessels WH. The traditional healer and psychiatry. Australian and New Zealand Journal of 
Psychiatry. 1985; 19:283–286. [PubMed: 3866569] 

57. Cumes, D. South African indigenous healing: how it works. New York, NY: Explore; 2013. 

58. Mbwayo AW, Ndetei DM, Mutiso V, Khasakhala LI. Traditional healers and provision of mental 
health services in cosmopolitan informal settlements in Nairobi, Kenya. Afr J Psychiatry 
(Johannesbg). 2013; 16(2):134–140. [PubMed: 23595533] 

59. Incayawar M. Efficacy of Quichua healers as psychiatric diagnosticians. The British Journal of 
Psychiatry. 2008; 192:390–391. [PubMed: 18450668] 

60. Jones R. Diagnosis in traditional Maori healing: a contemporary urban clinic. Pac Health Dialog. 
2000; 7:17–24. [PubMed: 11709876] 

61. Gessler MC, Musuya DE, Nkunya MHH, Shar A, Heinrich M, Tanner K. Traditional healers in 
Tanzania: sociocultural profile and three short portraits. Journal of Ethnopharmacology. 1995; 
48:145–160. [PubMed: 8719975] 

62. Ravi Shankar B, Saravanan B, Jacob KS. Explanatory models of common mental disorders among 
traditional healers and their patients in rural South India. International Journal of Social 
Psychiatry. 2006; 52(3):221–233. [PubMed: 16875194] 

63. Semenya SS, Potgieter MJ. Bapedi traditional healers in the Limpopo province, South Africa: their 
socio-cultural profile and traditional healing practice. Journal of Ethnobiology and ethnomedicine. 
2014; 10:4. [PubMed: 24410790] 

64. Makanjuola RO, Jaiyeola AA. Yoruba traditional healers in psychiatry II. Management of 
psychiatry disorders. African Journal of Medicine and Medical Science. 1987; 16:61–73.

65. Sorketti EA, Zainal NZ, Habil MH. The characteristics of people with mental illness who are under 
treatment in traditional healer centres in Sudan. International Journal of Social Psychiatry. 2012; 
58(2):204–216. [PubMed: 21609984] 

66. Agara AJ, Makanjuola AB, Morakinyo O. Management of perceived mental health problems by 
spiritual healers: a Nigeria study. African Journal of Psychiatry. 2008; 11:113–118. [PubMed: 
19582328] 

67. Ally Y, Laher S. South African Muslim Faith Healers perceptions of mental illness: understanding, 
aetiology and treatment. J. Relig. Health. 2008; 47:45–56. [PubMed: 19105000] 

68. Wessels WH. The traditional healer and psychiatry. Australian and New Zealand Journal of 
Psychiatry. 1985; 19(3):283–286. [PubMed: 3866569] 

69. McGregor KJ, Peay ER. The choice of alternative therapy for health care: testing some 
propositions. Social Science Medicine. 1996; 43:1317–1327. [PubMed: 8913002] 

70. Hansen, B. Picturing medical progress from Pasteur to polio: a history of mass media images and 
popular attitudes in America. Rutgers: University Press; 2009. 

71. Thomas P. Homeopathy in the USA. Br Homeopath J. 2001; 90:99–103. [PubMed: 11341464] 

72. Waldron I. Increased prescribing of valium, Librium and other drugs – an example of the influence 
of economic and social factors on the practice of medicine. Int J Health Serv Plan Adm Eval. 
1977; 7:37–62.

73. Lader M. History of benzodiazepine dependence. J Subst Abuse Treat. 1991; 8:53–59. [PubMed: 
1675692] 

74. Eisenberg DM, Kessler RC, Van Rompay MI, Kaptchuk TJ, Wilkay SA, Appel S, et al. 
Perceptions about complementary therapies relative to conventional therapies among adults who 
use both: results from a national survey. Annal of Internal Medicine. 2001; 135:344–351.

75. Stoneman P, Sturgis P, Allum N, Sibley E. Incommensurable worldviews? Is public use of 
complementary and alternative medicines incompatible with support for science and conventional 
medicine? PLOS One. 2013; 8:e53174. [PubMed: 23382836] 

76. Van den Brink-Muinen A, Rijken P. Does trust in health care influence the use of complementary 
and alternative medicine by chronically ill people? BMC Public Health. 2006; 6:188. [PubMed: 
16848897] 

Gureje et al. Page 13

Lancet Psychiatry. Author manuscript; available in PMC 2015 June 05.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



77. Heiligers PJ, de Groot J, Koster D, van Dulmen S. Diagnoses and visit length in complementary 
and mainstream medicine. BMC Complement Altern Med. 2010; 10:3. [PubMed: 20100343] 

78. Kaptchuk TJ, Eisenberg DM. The persuasive appeal of alternative medicine. Annal of Internal 
Medicine. 1998; 129:1061–1065.

79. Zollman C, Vickers A. A complementary medicine and the patient. BMJ. 1999; 319:1486–1489. 
[PubMed: 10582937] 

80. Curling FA, Lawrence RE, Odell S, Chin MH, Lantos JD, Koenig HG, et al. Religion, spirituality 
and medicine: psychiatrists’ and other physicians’ differing observations, interpretations and 
clinical approaches. American Journal of Psychiatry. 2007; 164:1825–1831. [PubMed: 18056237] 

81. James CC, Peltzer K. Traditional and alternative therapy for mental illness in Jamaica: patients’ 
conceptions and practitioners’ attitudes. Afr J Tradit Complement Altern Med. 2011; 9:94–104. 
[PubMed: 23983326] 

82. Asuni T. The dilemma of traditional healing with special reference to Nigeria. Soc Sci Med Med 
Anthropol. 1979; 13B(1):33–39. [PubMed: 555560] 

83. Abdullahi AA. Trends and challenges of traditional medicine in Africa. African Journal of 
Traditional, Complementary and Alternative Medicine. 2011; 8:115–123.

84. Patwardhan, B. WHO CIPIH study nine on traditional medicine draft report 2005 March 25. 

85. Adebowale TO, Ogunlesi AO. Beliefs and knowledge about aetiology of mental illness among 
Nigerian psychiatric patients and their relatives. African Journal of Medicine and Medical Science. 
1999; 28:35–41.

86. Gureje O, Lasebikan VO, Ephraim-Oluwanuga O, Olley BO. Community study of knowledge of 
and attitude to mental illness in Nigeria. British Journal of Psychiatry. 2005; 186:436–441. 
[PubMed: 15863750] 

87. Anyinam C. Availability, accessibility, acceptability and adaptability: four attributes of African 
ethno-medicine. Social Science and Medicine. 1987; 25:303–311.

88. Mackenzie ER, Taylor L, Bloom BS, Hufford DJ, Johnson JC. Ethnic minority use of 
complementary and alternative medicine (CAM): a national probability survey of CAM utilizers. 
Alternative Therapy Health Medicine. 2003; 9(4):50–56.

89. Oyebola DD. Traditional medicine and its practitioners among the Yoruba of Nigeria: a 
classification. Soc Sci Med. 1980; 14A(1):23–29. [PubMed: 7367914] 

90. Leonard KL. African traditional healers and outcome-contigent contracts in health care. Journal of 
Development Economics. 2003; 71(1):1–22.

91. Leonard KL, Zivin JG. Outcome versus service based payments in health care: lessons from 
African traditional healers. Health Economics. 2005; 14(6):575–593. [PubMed: 15497188] 

92. World Health Organization. Geneva: World Health Organization; 2002. WHO traditional medicine 
strategy 2000–2005. 

93. Wang PS, Aguilar-Gaxiola S, Alonso J, Angermeyer MC, Borges G, Bromet EJ, et al. Use of 
mental health services for anxiety, mood and substance disorders in 17 countries in the WHO 
World Mental Health Surveys. Lancet. 2007; 370(9590):841–850. [PubMed: 17826169] 

94. Chisholm D, Flisher AJ, Lund C, Patel V, Saxena S, et al. Lancet Global Mental Health Group. 
Scale up services for mental disorders: a call for action. Lancet. 2007; 370(9594):1241–1252. 
[PubMed: 17804059] 

95. Bruckner TA, Scheffler RM, Shen G, Yoon J, Chisholm D, Morris J, et al. The mental health 
workforce gap in low- and middle-income countries: a needs-based approach. Bull World Health 
Organ. 2011; 89(3):184–194. [PubMed: 21379414] 

96. Campbell-Hall V, Petersen I, Bhana A, Mjadu S, Hosegood V, Flisher AJ, et al. Collaboration 
between traditional practitioners and primary health care staff in South Africa: developing a 
workable partnership for community mental health services. Transcultural Psychiatry. 2010; 47(4):
610–628. [PubMed: 20940271] 

97. Halliburton M. Finding a fit: psychiatric pluralism in South India and its implications for WHO 
studies of mental disorder. Transcultural Psychiatry. 2004; 41(1)

98. Sorrsdahl K, Stein D, Grimsrud A, Seedat S, Flisher A, Williams D, et al. Traditional healers in the 
treatment of common mental disorders in South Africa. The journal of Nervous and Mental 
Disease. 2009; 197:434–441. [PubMed: 19525744] 

Gureje et al. Page 14

Lancet Psychiatry. Author manuscript; available in PMC 2015 June 05.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



99. Incayawar, M. Future partnerships in Global Mental Health. In: Incayawar, M.; Wintrob, R.; 
Bouchard, L., editors. Psychiatrists and Traditional Healers: Unwitting Partners in Global Mental 
Health. United Kingdom: John Wiley & Sons Ltd; 2009. 

100. Jilik W. From crazy witch doctor to auxiliary psychotherapist – the changing image of the 
emdicien man. Psychiatric Clinica. 1971; 4:200–220.

101. Freeman M, Motsei M. Planning health care in South Africa – is there a role for traditional 
healers? Social Science & Medicine. 1992; 34(11):1183–1190. [PubMed: 1641679] 

102. Bouchard L. The awakening of collaboration between Quichua healers and psychiatrists in the 
Andes. 2009

103. Koss JD. Expectations and outcomes for patients given mental health care or spiritist healing in 
Puerto Rico. American Journal of Psychiatry. 1987; 144(1):56–61. [PubMed: 3799841] 

104. Lucchetti G, Aguiar PRDC, Braghetta CC, Vallada CP, Moreira-Almeida A, Vallada H. Spiritist 
psychiatric hospitals in Brazil: integration of conventional psychiatric treatment and spiritual 
complementary therapy. Culture Medicine and Psychiatry. 2012; 36(1):124–135.

105. Durie M. Maori knowledge and medical science: the interface between psychiatry and traditional 
healing in New Zealand. 2009

106. Pouchly CA. A narrative review: arguments for a collaborative approach in mental health 
between traditional healers and clinicians regarding spiritual beliefs. Mental Health, Religion and 
Culture. 2012; 15(1):65–85.

107. Hanlon C, Wondimagegn D, Alem A. Lessons learned in developing community mental health 
care in Africa. World Psychiatry. 2010; 9(3):185–189. [PubMed: 20975867] 

108. Petersen I, Lund C, Stein DJ. Optimizing mental health services in low-income and middle-
income countries. Curr Opin Psychiatry. 2011; 24(4):318–323. [PubMed: 21546837] 

109. Yusuf HI, Adan AS, Egal KA, Omer AH, Ibrahim MH, Elmi AS. Traditional medical practices in 
some Somai communities. Journal of Tropical Pediatrics. 1984; 30:87–92. [PubMed: 6726839] 

110. Kakuma R, Minas H, van Ginneken N, Dal Poz MR, Desiraju K, Morris JE, et al. Human 
resources for mental health care: current situation and strategies for action. Lancet. 2011; 
378:1654–1663. [PubMed: 22008420] 

111. Abbo C, Okello ES, Musisi S, Waako P, Ekblad S. Naturalistic outcome of treatment of psychosis 
by traditional healers in Jinja and Iganga districts, Eastern Uganda – a 3- and 6 months follow up. 
Int J Ment Health Syst. 2012; 6(1):13. [PubMed: 22958505] 

112. Atun R, de Jongh TE, Secci FV, Ohiri K, Adeyi O, Car J. Integration of priority population, 
health and nutrition interventions into health systems: systematic review. BMC Public Health. 
2011; 11:780. [PubMed: 21985434] 

113. Mills, ARF.; Tollman, S. Strengthening health system. Jamison, DT.; Measham, AR., editors. 
Washington: The World Bank; 2006. 

114. Jenkins R, Kiima D, Okonji M, Njenga F, Kingora J, Lock S. Integration of mental health in 
primary care and community health working in Kenya: context, rationale, coverage and 
sustainability. Mental Health in Family Medicine. 2010; 7:37–47. [PubMed: 22477921] 

115. Alhamad A. Physical injuries caused by traditional healers: a report of two psychiatric cases. 
Annals of Saudi Medicine. 2003; 23(5):289–290. [PubMed: 16868396] 

116. Kurihara T, Kato M, Reverger R, Tirta IGR. Pathway to psychiatric care in Bali. Psychiatry and 
Clinical Neurosciences. 2006; 60(2):204–210. [PubMed: 16594945] 

117. Luyckx VA, Steenkamp V, Rubel JR, Steward MJ. Adverse effects associated with the use of 
South African traditional folk remedies. The Central African Journal of Medicine. 2004; 50(5–6):
46–51. [PubMed: 15881310] 

118. Mehl-Madrona L. What traditional indigenous elders says about cross-cultural mental health 
training. Explore (New York, NY). 2009; 5(1):20–29.

Gureje et al. Page 15

Lancet Psychiatry. Author manuscript; available in PMC 2015 June 05.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Panel 1

Methodology

We conducted a narrative review of the literature focussing on current practices of 

providers of TCAM and the potential contributions of these methods of healing to scaling 

up mental health service especially in low- and middle-income countries. To obtain 

information relevant to each section of this report, several electronic databases were 

searched with the main ones being Medline, Social Science Citation Index, Scopus, 

PsycArticles Medline, Alternative and Complementary Medicine Database (AMED), and 

Embase. We retrieved relevant papers from the overlap of “traditional healers” (with 14 

variants or synonyms) AND “mental disorders” (with 9 variants or synonyms) AND 

“effect” (with 10 variants or synonyms). With the subsections of the review in mind, 

papers were sorted according to relevance to the subsections. Papers on TCM with only a 

tangential mention or reference to mental health but discussing one or more physical 

problems in detail were excluded from the review. For the exploration of pathways to 

care, we conducted a search covering the period from 1970 to February 2014 using 

keywords “traditional medicine” AND/OR “complementary medicine”, “mental 

disorder” AND/OR “mental illness”. Articles addressing traditional and or 

complementary medicine in relation to mental health or mental disorders were selected 

for further scrutiny.
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Pane 2: Influential Definitions of Complementary and Alternative Medicine

Complementary and alternative medicine (CAM) is a broad domain of resources that 

encompasses health systems, modalities, and practices and their accompanying theories 

and beliefs, other than those intrinsic to the dominant health system of a particular 

society or culture in a given historical period. CAM includes such resources perceived by 

their users as associated with positive health outcomes. Boundaries within CAM and 

between the CAM domain and the domain of the dominant system are not always sharp 

or fixed.

CAM refers to a broad set of health care practices that are not part of a country’s own 

tradition and not integrated into the dominant health care system.

A group of diverse medical and health care systems, practices, and products that are not 

generally considered part of conventional medicine.

Complementary and alternative medicine: Includes all such practices and ideas which are 

outside the domain of conventional medicine in several countries and defined by its users 

as preventing or treating illness, or promoting health and well-being. These practices 

complement mainstream medicine by (1) contributing to a common whole; (2) satisfying 

a demand not met by conventional practices; and (3) diversifying the conceptual 

framework of medicine.

Therapeutic practices which are not currently considered an integral part of conventional 

allopathic medical practice.

- MeSH (Medical Subject Headings) on NIH's Pubmed Database

Unconventional therapies [are] medical interventions not taught widely at U.S. medical 

schools or generally available at U.S. hospitals.

Practices not accepted as correct, proper or appropriate, or are not in conformity with the 

beliefs or standards of the dominant group of medical practitioners in a society.
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