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Traditional Medicine in SAARC:
A Regional Cooperation Framework

Namrata Pathak®

Abstract: This paper explores the status of traditional medicine within the
healthcare systems of SAARC countries, i.e. India, Nepal, Sri Lanka, Bhutan,
Bangladesh, Maldives, Afghanistan and Pakistan. It makes a comparative
assessment of health attainments, health infrastructure, and the burden of
disease both communicable and non-communicable. It maps the institutional
framework of traditional medicine including infrastructure, regulations and
quality subscriptions. It profiles the integration of traditional medicine in
healthcare services and its use in countering the current disease burden of the
region. It also highlights the intra- SAARC trade and investment in traditional
medicine and attractiveness of this sector with respect to goods and services
including wellness tourism for countries in the region. The paper presents a
proposal for a regional cooperation framework for strengthening the growth
of traditional medicine systems in SAARC.

Keywords: Traditional medicine, SAARC, health attainments, infrastructure,
trade, pharmacopoeia, GMP, FDI, wellness tourism

1. Introduction

1.1 Background

Health is a key indicator driving human development and economic
growth of a region. Most countries in SAARC have policies on basic
healthcare services. Both public and private sector investment in health
infrastructure is being encouraged. However, much remains to be
done. The continuing challenge of communicable diseases, increase in
Non-communicable Diseases (NCDs) and associated co-morbidity of
psychiatric illnesses call for decisive action. The current and emerging
health challenges can potentially be met by improving equitable access to
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safe, quality and effective traditional medicines (TM) healthcare systems
and has been acknowledged as such at international health platforms
like the Astana Declaration in 2018'. Globally, the landscape for TM
has been improving consistently and countries have been increasingly
taking steps to promote safety, quality and effectiveness along with
regulatory frameworks for integration of TM into health systems. World
Health Organisation’s Traditional and Complementary Medicine 2019
report (WHO, 2019) which evaluates reporting at four time points from
1999 to 2018, reported that the number of member states with a national
policy on traditional medicine between 1999 and 2018 had increased
from 25 countries to 98 countries. Countries with laws or regulations
increased from 45 to 109, while and countries with a dedicated national
programme for TM initiatives grew by more than thrice, from 23 to
79. South Asia itself is endowed with several historical systems of
traditional medicine with strong intra-regional complementarities
in practice and usage. Medical traditions specially Ayurveda, Yoga,
Siddha and Sowa Rigpa share broadly common theoretical and similar
therapeutic principles with all countries referring to the same classical
texts for all regulatory management of goods and healthcare services.
The common therapeutic principles of Unani medicine are another
TM system practiced widely in the SAARC region. A majority of the
population of South Asia uses TM for healthcare and with the increasing
global popularity of several traditions such as Yoga and Ayurveda, efforts
are given to strengthen the institutional and regulatory frameworks.
Yet, the development of traditional medicine sector in healthcare and
manufacturing witnesses a wide variation among countries in the region.
Regional cooperation for strengthening TM is also negligible. SAARC
remains a poorly integrated group even after 35 years after its genesis
whereas sub-regional groupings such as BIMSTEC and other regional
groupings like ASEAN are moving ahead with initiatives in cooperation
for standardisation and quality control in the sector. The growing global
demand for phytopharmaceuticals and the increasing usage of traditional
herbal medicines beyond countries of origin offers several opportunities
to manufacturing and allied sectors of medicinal plants, extracts and
nutraceuticals in the region. As demonstrated in the subsequent sections,
regional cooperation to harness the potential of strong complementarities
in this sector could offer benefits to all countries.



1.2 Review of Literature and Data Sources

Literature on the status and prospects of regional cooperation in
healthcare in SAARC has often highlighted the issues of affordability
and accessibility in the region. Out of pocket expenditure has been the
biggest determinant of health outcomes in the region (Rahman et al, 2018;
Mohapatra, 2022). Khatun et al (2011) highlight that given the challenges
associated with the nature of the health sector, health infrastructure and
expenditure in the region, political and economic sensitivities in trade
facilitation, liberalisation of health services within the South Asian Free
Trade Agreement (SAFTA) could help realise benefits of free trade in
SAARC. Some countries like India, however, do enjoy a considerable
advantage in the healthcare services trade. India’s medical tourism sector
draws a high proportion of visitors from SAARC countries (Brookings,
2014). The available literature on SAARC cooperation with respect to
traditional medicine has focussed on the commercially strategic medicinal
plant sub-sector. This includes analysis of prospects in cooperation on
medicinal plant subsector for SAARC countries (Karki, 2015), practice
and relevance of ethno-veterinary medicine in the region (Suroowan
et al, 2017). RIS (2015) also highlights that high dependence on
natural resources for livelihood and economic activities and a culture
of traditional medicine practice in the region implies that cooperation
in traditional knowledge and traditional medicines will benefit all
countries in the region as well the cooperation in responding to Nagoya
Protocol under Convention on Biological Diversity. This brief review
throws some light on discussions pertaining to health and traditional
medicine in SAARC. The focus of this paper is to map the health status,
infrastructure and attainments of SAARC countries relative to each
other. It makes a comparative assessment of the institutionalisation of
traditional medicine among member countries. It analyses intra-regional
trade and investment in the traditional medicine sector and its possible
attractiveness for member countries. The healthcare infrastructure data is
drawn from WHO, World Bank and respective country reports. The India
export data is drawn from DGCIS (Directorate General for Commercial
Intelligence and Services, Ministry of commerce) and global trade data is
drawn from UN ComTrade, WITS database. Trade data for Bangladesh
has been unavailable, hence has been excluded from the analysis.



2. Health Status, Access and Burden of Disease in
SAARC

There has been progress in the region in reaching health targets although
the COVID-19 pandemic imposed pressures on health system resources.
The delays caused by logistical challenges are projected to cause setbacks
in key Sustainable Development Goals (SDG) targets, including child
and maternal mortality rates, immunization rates, tuberculosis incidence,
and HIV prevalence. Abnormal years of COVID-19 aside, advances
in medical care, access to sanitation, safe drinking water and nutrition
along with equitable access to healthcare services have contributed to
improved health outcomes in South Asia.

2.1 Health Attainments and Infrastructure

One of the best indicators of health outcomes is life expectancy at birth.
During the period 2011- 19 in almost all SAARC countries there has been
a significant improvement in life expectancy at birth. While Maldives
enjoys the highest life expectancy at birth of 78 years, Afghanistan at
61 years has the least, not surprisingly given its long history of civil and
political instability. Life expectancy of the region (71.6 years in 2019)
however remains low when compared to groupings of economically
advanced nations such as that of OECD countries whose average was
81 years for the same year. Life expectancy is on average longer in
countries that invest more in health systems and delivery. In South Asia
healthcare delivery has improved significantly, contributing to increased
access to services. Bhutan and Bangladesh have recorded the highest
growth rate in the number of physicians at 6.79 per cent and 5.78 per cent
respectively between 2011-19. Maldives recorded the highest density of
physicians per 1000 population in 2019. However the regional average
0f'0.96 physicians per 1000 people as compared to the OECD average of
3.6 highlights the need for an increased health workforce for the region.
Besides human resources, infrastructure in the form of hospital beds
indicates the resources available for services to inpatients. All countries
of South Asia have increased the availability of hospital beds over the
decade (2011-19), with encouraging growth being visible in Nepal (34
per cent), India (31 per cent) Maldives (10.7 per cent) and Bangladesh
(10.5 per cent). In fact, India and Maldives have surpassed the average
of OECD countries (which recorded 4.4 hospital beds per 1000 people)
in 2019.



Table 1: Health Attainments: Life Expectancy and Infrastructure

Life expectancy at| Physicians (per |Hospital beds (per
Country birth 1,000 people) 1,000 people)

Name
2011 | 2015|2019 | 2011 | 2015|2019 | 2011 | 2015 | 2019

Afghanistan [61.55]63.37|64.83| 0.25 | 0.28 | 0.21 | 0.44 | 0.5

Bangladesh  |70.25|71.51|72.59| 0.38 | 0.48 | 0.63 | 0.6 | 0.77 | 1.4

Bhutan 68.84170.41|71.77|1 0.25 | 034 | 046 | 1.8 | 2.0 | 2.2

India 67.13168.60(69.65| 0.73 | 0.73 | 0.92 | 0.63 | 0.58 | 7.3

Sri Lanka 75.61176.31{76.97| 0.73 | 0.86 | 1.15| 3.3 | 3.8 | 4.0

Maldives 76.29|77.69|78.92| 1.43 | 232 | 2.41 | 2.5 | 49 | 6.35
Nepal 68.02169.51(70.77| 0.51 | 0.61 | 0.80 | 0.30 | 1.8 | 4.2
Pakistan 65.56166.57167.27| 0.83 {092 | 1.11 | 0.6 | 0.6 | 1.3

Source: Author’s compilation based on various sources

Increased access to healthcare is also evidenced through the decrease
in infant and under five mortality rates (USMR). South Asia has seen a
reduction in infant mortality rate (IMR) per 1000 live births over a decade
with the regional average declining from 26.92 to 21.48 per 1000 live
births between 2011- 2019. Similarly, there has been an almost 4-6 per
cent reduction in USMR per 1000 in almost all SAARC countries except
Afghanistan and Pakistan. Afghanistan remains an outlier in terms of
its performance in health indicators though the country has increased
efforts to address gaps in healthcare.

2.2 Burden of NCDs and Wellness Approach to Prevention

As can be seen in Table 2 mortality from communicable diseases,
maternal, prenatal and nutrition conditions has declined for almost all
countries of the region, except Sri Lanka. Bangladesh, Afghanistan,
Bhutan, India and Nepal have reduced mortality by at least four per cent
between 2011-19. However, similar to the global trend, the region has
seen a growth in mortality by NCDs. Improvements in life expectancy;



increasing socioeconomic development and urbanization in South Asia
are some factors contributing to the escalation of NCDs. In 2019 the
NCD mortality in South Asia was 69 per cent of all deaths while the
global average was 71 per cent. In countries of Sri Lanka and Maldives,
NCDs mortality is as high as 83 and 85 per cent respectively in 2019
while Afghanistan, India and Nepal have seen the highest growth of more
than 2 per cent growth rate in mortality between 2011-19. As countries
in the region succeed in bringing communicable diseases under control,
the importance of NCDs control programmes will become increasingly
critical. Leading NCDs as listed by WHO include cardiovascular diseases,
cancers, diabetes and respiratory disorders. Epidemiological studies
highlight psychiatric illnesses as an important group of co-morbidities
that can occur among patients with NCDs. Interestingly, the leading
health conditions/diseases treated with TM systems as recorded in South
Asia include ( among others) disorders of the bone and joints (such as
spinal diseases); osteoarthritis; respiratory conditions, neuro-muscular
disorders, metabolic disorders such as diabetes and gout, mental and
psychological disorders, all listed as major NCDs in the region.

As yet, there is no clear global framework or guiding principles
despite many calls for a holistic approach to health promotion and action.
Simultaneously there is an emphasis, as outlined in the Astana Declaration
in 2018, for primary healthcare driven by the application of scientific as
well as traditional knowledge, and extending access to a range of health
care services, which include TM. The chronic nature of most NCDs
also drives the need to take appropriate health measures including a life
course approach that considers needs of all age groups and addresses
NCD prevention and control at its earliest stages, as recommended in
the WHQ’s global action plan for prevention and control of NCDs. The
concept of wellness, an integral component of TM in South Asia is being
increasingly tapped by countries such as India to address the growing
challenge of NCDs.



Table 2: Percentage of deaths caused by Communicable
diseases, Maternal, Prenatal and Nutrition Conditions and Non-
Communicable Diseases

Communicable diseases, .
Non-Communicable

Country Maternal, Prenatal and Diseases
Name Nutrition Conditions

2011 2015 2019 2011 2015 2019
Afghanistan 48.14 39.39 32.93 40.81 44.21 49.78
Bangladesh 32.97 28.8 22.61 59.43 63.70 70.25
Bhutan 27.35 21.48 18.21 63.52 69.43 72.74
India 35.00 28.26 24.16 54.79 62.04 65.93
Sri Lanka 8.26 9.22 9.47 75.96 82.67 82.51
Maldives 10.43 8.71 8.15 82.86 84.48 85.17
Nepal 36.81 27.52 24.82 54.21 59.84 66.45
Pakistan 39.21 35.87 33.14 53.02 56.77 (232;

Source: Author’s compilation

3. Traditional Medicine in SAARC: Institutional
Framework

The practice and preparation of TM in South Asia being spread over
centuries, a broad range of concepts have evolved. Both codified and
non-codified traditions exist. Codified knowledge systems include the 54
authoritative texts of Ayurveda, 29 authoritative texts of Siddha and 13
authoritative texts of Unani. Official recognition of these systems exists
in all countries of SAARC. Ayurveda is recognised in India, Bangladesh,
Nepal, Pakistan and Sri Lanka. Unani is recognised in India, Bangladesh,
Nepal, Pakistan, Afghanistan and Sri Lanka. Siddha is recognised in Sri
Lanka and India, and Sowa Rigpa is recognised in Bhutan and India.> A
few other systems of medicine indigenous to the specific country include
the Deshiya Chikitsa of Sri Lanka and the Dhivehi Beys of Maldives.
All systems continue to enjoy widespread usage in the region and
continue to be the first port of call to treat many diseases. States have
capitalised the systems with an expansion of health service and education



infrastructure in national health systems. Buoyed by the resurgence in
demand for traditional medicine goods and services in domestic and
international markets and supported by domestic regulatory support,
rapid modernisation in manufacturing, screening for quality, R&D for
new product development and service delivery are underway in several
countries. Member states have outlined commitments to regulating laws,
policies and infrastructure of TM. Of the eight states in the region, seven
have reported a national policy/programme for TM. Barring Afghanistan,
all countries of the region have an institutional architecture for TM though
varying levels of progress. Despite the prevalence of Unani medicine,
laws/policies regulating TM in Afghanistan are yet to be formulated.

Box 1: The Ayushman Bharat - Health and Wellness Centres
(AB-HWCs) in India

India’s policy focus of revamped holistic primary healthcare systems has
been implemented through the Ayushman Bharat Programme introduced
in 2018. The Programme moves away from selective health care to a
more comprehensive range of services with the introduction of wellness
as a focussed intervention along with prevention and promotion. The
programme includes transforming 1,50,000 rural and urban primary health
centres (PHCs) as Health Wellness Centres (HWCs). This came with the
appreciation that while comprehensive primary healthcare, with its gate-
keeping functions, ensures reduction in morbidity and mortality at much
lower costs and significantly reduces the need for secondary and tertiary
care, the focus on wellness creates an enabling environment for diet, yoga
and lifestyle programmes as part of holistic intervention for prevention
of NCDs. 10 per cent (12,500) of the total Health and Wellness centres
(HWCs) targeted under the Ayushman Bharat Scheme are being developed
by the Ministry of AYUSH, the Ministry for TM systems. These will provide
primarily AYUSH Health services that focus on preventive and promotive
interventions like wholesome diet, Yoga and lifestyle modifications. It
also provides treatment for common ailments using AYUSH medicines
and lifestyle advises. Cultivation of commonly available medicinal plants
and their use will be promoted through AYUSH HWCs to strengthen the
concept of traditional remedies for common ailments.

Source: Ministry of Ayush, Government of India




3.1 Regulations and Quality Subscription of Traditional Medicine:
Country Profiles

Establishment of effective and efficient regulatory mechanisms is crucial
for safety and quality of products and services in healthcare. In South Asia,
given the experience spanning centuries in the preparation and practice
of TM, proof of efficacy has been on the basis of demonstrated curative
properties established over time. In response to the growing demand
for quality and efficacy assurance as per globally recognized scientific
parameters for TMs, all countries of the region have acknowledged the
need to do so. Regulatory instruments are underway in most countries
though there exists a wide variation in norms and standards compliance.

Afghanistan: Unani medicine is a popular TM practiced in
Afghanistan (Mir et al, 2017) although there is no reported national
law or regulation for TM practice. However, the National Medicines
Policy 2014-19 aims at designing ‘systems to make safe, efficacious,
high quality, and cost-effective essential, complementary, and traditional
medicine s available and accessible for rational use in both the public and
private sectors’.®> The Policy also emphasises on phramacovigilance for
quality control, integration in general healthcare and medical practice,
sustainable cultivation and documentation of medicinal plants along with
registration of ‘traditional healers’*

Bangladesh: The Drug Act (1940)°, the Drug (Control) Amendment
Act (2006)°, the Drug Regulation (1946) are the major laws regulating
TM. An office of the Director, Homeo and Traditional Medicine (DHTM)
was established in 1991, as part of the Directorate General of Health
Services (DGHS)’. Regulation of herbal medicines is the same as that
for modern pharmaceuticals; both are under the Registration Guidelines
of Herbal Medicine, issued in 2006. Herbal medicines are categorized
as non-prescription medicines. There is no national pharmacopoeia. For
standards reference, the British herbal pharmacopoeia, the American
herbal pharmacopeia and the therapeutic compendium are used, although
they are not legally binding. With reference to Good Manufacturing
Practices (GMP) standards, Bangladesh follows the WHO GMP
guidelines for herbal medicines, and the regulations for GMP are the same
as that for modern pharmaceuticals. While phramacovigilance systems
are established, TM is not covered under this system, thus according
to low priority to safety monitoring of TM in the country. As per the
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WHO report (2020 (a)) four major pharmaceutical companies produce
80 per cent of TM products though there are 500 manufacturers in the
sector. No information is available on the status of GMP subscriptions
of manufacturing units.

Bhutan: Bhutan has a fairly well regulated TM sector with a strong
institutional structure. Bhutan’s Medicines Act of 20038, governs all
medicines and medicinal products in the country. The Drug Regulatory
Authority (DRA) enforces the Act and carries out regular monitoring of
medicine and medicinal products in the country. All traditional medicine
and medicinal products produced in Bhutan or imported from other
countries must be registered with the DRA to ensure patient safety. A
national monograph on TM was developed in 2015. GMP are carried
out according to the Bhutan Medicines Rules and Regulation 2012 and
WHO guidelines are also followed. Further, TM is covered as a part of
the pharmacovigilance system of the country ensuring the safety of TM
as a national priority. There is, however, only one manufacturer licensed
to provide traditional medicines to the government. Menjong Sorig
Pharmaceuticals (MSP) a state-owned enterprise under the Ministry of
Finance (MoF) transferred from Druk Holdings and Investments (DHI) in
January 20217 is responsible for manufacturing and supplying traditional
and complementary medicines. It applies GMP standards and carries out
quality control for raw materials and finished products, research activities
and marketing of products.

Maldives': There is no law on TM in Maldives. The Maldives Food
and Drug Authority of the Ministry of Health and Family is mandated to
regulate all medicines including TM. Currently, no regulations apply to
the manufacture of herbal medicines in order to ensure their quality. Also,
there are no existing safety requirements for such medicines. Overall,
while a strong legacy of TM exists in Maldives, laws and regulations
for safety and quality are still in nascent stages.

Nepal: The Drug Act, 1978, controls and regulates allopathic and
TM in the country. The Department of Drug Administration regulates
the manufacture, import and export of traditional medicine products.
The Ayurvedic Pharmacopoeias of India (First Edition Vol 1,1999,
Vol 11, 2001, II1, 2004, and IV) are used (but are not legally binding)
along with classical texts such as Bhaisajya Ratnawali, Siddayog
Sangrah, Rasshastra. GMP standards are not specific for traditional
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medicine but are the same as that for conventional pharmaceuticals
(WHO, 2020 (a)). In the absence of mechanisms on compliance quality
assurance of products may be a challenge. Further, like Bangladesh,
Nepal’s pharmacovigilance systems do not include TM creating further
challenges in safety monitoring. According to the Ayurveda Medicine
Producer Association of Nepal (AMPAN), there are 80 Ayurvedic
drug manufacturers registered in the DDA, of these only 36 are in
operation whereas nearly two dozen have applied for GMP certification'?
Given the widespread usage of TM, specially Ayurveda, with domestic
demand having to be met by imports, the country is constraint with limited
capacity for quality assessment of such medicines.

India: India takes the lead in the development of a strong structural
framework for TM. The Indian Medicines Central Council Act 19703,
the Homeopathy Central Council Act 1973'* and the Drugs and Cosmetics
Act of 1940 (amended in 2009)" regulate TM in India. To give impetus
to the sector an independent Ministry of AYUSH was formed in 2014.
The Ayurveda pharmacopoeia of India, the Unani pharmacopoeia of India
and the Siddha pharmacopoeia of India are used for standards reference
and are legally binding'®. There are also monographs on single herbs
and formularies. GMP standards exist for Ayurveda, Unani and Siddha
and compliance is mandatory. Compliance mechanisms include periodic
inspections by authorities at the manufacturing plants or laboratories.
Licences given to manufacturing units are renewed every three years,
although waiving of renewal of licences has been initiated to make
way for perpetual licences obtained initially. This is to facilitate ease of
business in the sector. In addition, several voluntary standards have been
brought out for the sector both for medicinal plants and manufactured
goods. These include GAP standards based on WHO guidelines, Ayush
Standard Mark and Ayush Premium Mark. Collaboration with ISO
for ISO standards for Ayurveda goods is also in the process (Jauhri
and Pathak, 2022). In 2021, there were 8648 licenced AYUSH drug
manufacturing units in the country. GMP-compliant units comprised
95.19 percent of the total Drug Manufacturing Units. The distribution
of total licensed pharmacies of all the four systems Ayurveda, Unani,
Siddha and Homoeopathy are 7491, 608, 208 and 341 respectively'’.

Pakistan: In Pakistan, regulatory frameworks for quality and safety
are comparatively underdeveloped despite wide usage. The Unani,
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Ayurvedic, Homeopathic Act of 1965 (amended in 1982 and 2003)
administers while the Ministry of Health regulates TM (WHO, 2020
(a)). Herbal medicines are sold with medical, health and nutrient content
claims but these are unregulated. The American herbal pharmacopeia,
WHO monographs and EU monographs are used. Pharmacopoeia
standards however are not legally binding. GMP standards for traditional
herbal medicines are followed. Further, an online adverse drug reaction
(ADR) reporting form is available since 2018. Information manufacturing
units and the respective compliance of standards in unavailable.

Sri Lanka: TM in Sri Lanka includes Ayurveda, Siddha, Unani and
other traditional medicine systems are controlled by the Ayurveda Act
1961'8. The Ministry of Indigenous Medicine serves as the national office
for TM. The Ayurvedic pharmacopoeia (1975) is used and is legally
binding. Under certain circumstances, references are made to the Indian
pharmacopoeia. GMP are followed, and manufacturing information in
pharmacopoeias and monographs is applied to the manufacturing of
herbal medicines to ensure their quality.

Although information relating to production by private firms is not
available, Sri Lanka Ayurvedic Drugs Corporation is known to be the
largest single manufacturer of Ayurvedic drugs in the country. It is state-
owned unit manufacturing a variety of items for Ayurveda, Siddha and
Unani systems of medicine. Like Nepal and Bangladesh, Sri Lanka too
does not have pharmacovigilance on TM for safety assurance of TM.

In conclusion, SAARC has a wide range of regulatory and standards
enforcement for the TM sector. India, Bhutan, Nepal, Bangladesh and
Sri Lanka have comparatively stronger institutional infrastructure with
mandatory compliance to pharmacopeial standards for quality assurance.
It may be noted that mutual reference to established Pharmacopoeias as in
the case of Sri Lanka and Nepal’s use of Indian pharmacopoeia highlights
the complementarities in the systems and prospects of cooperation in
the same.

3.2 TM Integration in Healthcare Services

The wide diversity of systems, healthcare delivery institutions and
practitioners in TM, both formal and non-formal, provide an important
health resource to South Asia. TM as a part of general public health

12



systems has become a strategic step in the expansion of UHC. It includes
the increased density of infrastructure, integration and finance of TM.
The wide network and penetration of TM along with the sheer number of
practitioners as outlined in Table 3 implies that they must be accounted
for in any assessment of overall human resources in the health sector.

Table 3: TM Healthcare Infrastructure in SAARC

Country N Medic_al Facilities
Name Physicians Edu?atlon Hospitals | Dispensaries
Institutes
Bangladesh 12,000 7 19
Bhutan 100 2 25 41
India 7,12,132 780 3859 29951
Maldives 83 16
Sri Lanka 8033 2 62 208
Nepal 1,300 12 4 305
Pakistan 56,537 137 360 457

Source: Author’s compilation from various sources

In SAARC most countries barring Afghanistan have strengthened
TM infrastructure. India and Nepal have a high penetration of service
delivery, although countries like Sri Lanka and Bangladesh too have made
strides in recent years. Between 1977-2019 the number of Ayurvedic
hospitals in Sri Lanka has grown from 10 to 62 (WHO, 2020). Integrating
TM systems and practices into health systems is being undertaken
in several countries though the level of integration varies. Bhutan,
Bangladesh, Nepal, Sri Lanka and India have a strong integration of
TM in public healthcare delivery. Bhutan, Bangladesh and India have
co-located TM and allopathic medical care in the public sector. Bhutan,
India, Nepal and Sri Lanka have standalone public TM services.

Public health insurance coverage for TM is only available in Bhutan.
However, in countries like India and Nepal, public funding ensures
services in TM are available at public health facilities at minimal costs.
Essentially, Bhutan stands out as a country with a strong integration of
TM in public health delivery.
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Box 2: Bhutan: Traditional Medicine’s Integration in National
Healthcare Delivery

In Bhutan, traditional medicine (gSo-ba Rig-pa) has been integrated into the
national health-care delivery system since 1968. The traditional medicine
unit is co-located in 20 conventional district hospitals out of 22, and 29 basic
health units out of 41 in total, together with the National Traditional Medicine
Hospital, which provides standalone traditional medicine services. There is
cross-referral of patients between the two systems and people can choose a
service as per their preference. Traditional medical services are monitored
and evaluated through the hospital management information system, in
terms of a number of OPD visits and health conditions, in comparison with
allopathic medical services. For instance, according to the data from 2018,
about 10 per cent—15 per cent of OPD services at the district levels were
associated with traditional medical services. The main health conditions
managed with traditional medicines were gastrointestinal conditions such as
indigestion, stomach pain, constipation, diarrhoea, bone and joint disorders,
respiratory disorders (such as sinusitis, cold, cough, sputum and asthma),
cardiovascular diseases (such as hypertension, hyperlipidaemia and stroke),
chronic liver and kidney disorders, skin diseases and mental disorders.
These were managed with about 128 items of traditional medical products
that are included in the national essential drugs list.

Source : WHO, 2020

Inclusion of TM in the national essential medicines list is another
indicator of its relevance in public health priorities. Essential medicines
are selected with due regard to disease prevalence and public health
relevance, evidence of efficacy and safety and comparative cost-
effectiveness. They are intended to be available in functioning health
systems at all times, in appropriate dosage forms, of assured quality and
at prices individuals and health systems can afford and are updated and
adapted in accordance with country specific requirements!®. TM as part
of the National Essential Medicine List (NEML) at present is included
in Bhutan, Bangladesh, India and Pakistan.

The effectiveness of the healthcare system is also critically dependent
on a credible information base. Development of national policies based
on field data will help and guide the growth and diversification of
the TM systems. At present key data are inadequate. Ninety-nine out
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of 143 countries as per the WHO Global Report on Traditional and
Complementary Medicine (2019) reported a lack of research data and
credible information causing one of the biggest challenges for regulatory
systems. This includes countries of SAARC.

4. Intra SAARC Trade and Investment in Traditional
Medicine

Intra-SAARC trade in healthcare and pharmaceuticals is robust although
exports are dominated by India. India gains significantly under Mode
2% of services trade through its medical tourism sector. In 2021, more
than 65 per cent of all tourist arrivals in India from SAARC countries
were for medical treatments®'. Afghanistan (53.6 per cent), Bangladesh
(77.6 per cent) Maldives (85.8 per cent) and Bhutan (15.4 per cent)
were major importers. Data on medical treatments through traditional
medicines is unavailable.

A variety of goods constitute traditional medicine exports. This
includes medicinal and aromatic plants (MAP), extracts, cosmetics,
nutraceuticals and pharmaceuticals and proprietary products. Trade
classification of the herbal medicine industry, however, is not universally
defined for all segments of the industry in terms of HS or Standard
International Trade Classification (SITC) codes and therefore, all
segments of the industry cannot be estimated accurately in a transparent
manner. In this industry, MAPs segments can be estimated accurately and
to a large extent for the plant extracts segment of the industry. China and
India are the two major exporters of MAPs across the globe, accounting
for around 25.65 and 17.25 per cent of the total exported value of MAPs
in 2021, respectively. While China registered a CAGR of -0.36 per cent
in the export of MAPs for 2017-21, India recorded a CAGR of 6.14 per
cent (Pathak and Agarwal, 2023).

For the purpose of this paper focus has been on MAPs (HS 12),
extracts (HS 13) and pharmaceuticals (HS 30). Although TM products are
also consumed in the form of nutraceuticals, food supplements, spices,
and cosmetics and they are traded via HS chapters 21, 29 etc but owing to
the unavailability of codes under these chapters it is difficult to separate
TM components. Intra SAARC trade in TM is less than 10 per cent of
the region’s global trade and India dominates the region as a major global
exporter. The relevance of intra-regional trade in TM for countries of
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SAARC however cannot be ignored. The present scenario needs to be
analysed to understand the conditions that exist for stepping up intra-
regional trade in the future. This would also help identify the potential
for future trade cooperation in the sector. Trade data for Bangladesh has
been unavailable, hence has been excluded in the analysis.

4.1 Intra SAARC MAPs, Extracts and Pharmaceuticals Exports

The region is an important MAP export destination for India, Nepal,
Pakistan and Afghanistan. During 2016-19 India and Nepal registered
a growth rate of 18.5 per cent and 6.54 per cent respectively in MAPs
exports. During the same period, Pakistan and Sri Lanka’s export to the
region declined by 5 per cent and 21.5 per cent respectively. Despite this,
MAPs export by the two countries to SAARC constituted 30.5 per cent
and 45 per cent of their global exports in 2019. (Figure 1)

Based on the limited data available on Afghanistan, the country
dominates extracts exports to SAARC. It constituted 99 per cent of the
total exports of the region in 2019 (Figure 2). India has been the major
recipient of extracts exports from Afghanistan constituting 99 per cent
in 2019. India, Pakistan and Sri Lanka have shown a declining trend
in extracts exports. Notwithstanding this declining trend, Sri Lanka and
Pakistan exported 40 per cent and 67.9 per cent of their total exports to
the region in 2019 respectively.

Although traditional medicine pharmaceuticals constitute a small
proportion of its global exports (3 per cent in 2019) India dominates
exports of these pharmaceuticals to the region in value terms, having
grown by 6 per cent between 2016-19. For Nepal, Pakistan and Sri
Lanka, exports to the region constituted 95 per cent, 41 per cent and 36
per cent of their global exports respectively in 2019. SAARC has been
an attractive destination for these countries as exports have grown by
3.3 per cent (Nepal), 8 per cent (Pakistan) and 24 per cent (Sri Lanka)
between 2016-19. (Figure 3)
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Figure 1: Intra SAARC MAP Exports
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Figure 2: Intra SAARC Extracts Exports
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Figure 3: Intra SAARC Exports : Medicants and Medicaments
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4.2 Intra SAARC imports of MAPs, Extracts and Pharmaceuticals:

Trends in intra— SAARC imports highlight the region’s importance as an
import source for MAPs ( Figure 4). Between 2016-19 India, Nepal, and
Maldives’ imports of MAPs have increased by 2. 4 per cent, 2.6 per cent
and 34 per cent respectively. Despite declining trends, imports from the
region have constituted a major proportion of total imports for Pakistan
(65.7 per cent) and Sri Lanka (30 per cent) in 2019. India remains the
biggest importer with per centage of its total imports of MAPs from
South Asia having increased from 18. 8 per cent in 2019 to 28 per cent in
2020 during the COVID-19 pandemic. Afghanistan’s imports of MAPs
are almost entirely from India.

With respect to extracts, Nepal and Sri Lanka’s imports have
increased by 19 per cent and 53 per cent between 2016-19 constituting
95 per cent and 62 per cent respectively of their total imports in 2019 (
Figure 5).
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Figure 4 Intra-SAARC MAPs Imports
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Figure 5: Intra-SAARC Extracts Imports
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Figure 6: Intra SAARC Imports of medicants and medicaments
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Growth in TM pharmaceuticals imports has also registered increases
in the five year period between 2016-19. Positive trends are observed for
India (6.4 per cent) Maldives (12 per cent) , Nepal ( 3.4 per cent) and
Pakistan ( 12 per cent). Even though Sri Lanka’s imports have declined
by 2 per cent during this period, the country is the biggest importer in the
region with 62 per cent of its total imports being sourced from SAARC
in 2019 (Figure 6).

Summing up, it may be highlighted that the South Asian region has
remained important for TM for countries for several reasons. A country
wise analysis suggests that the importance of the region as a market
for exports as well as a source of imports has been strengthened over
the past several years. There are varying levels of attractiveness of the
region for all three components of TM trade, i.e. MAPs, extracts and
pharmaceuticals.

43 FDIl in TM

Investments are major determinants of growth and can serve as
vehicles of growth for both manufacturing and services in TM. Some
countries in the region like India are taking important steps to promote
entrepreneurship and start-ups in the sector. Leading pharmaceutical
and FMCG firms in India like Lupin and Hindustan Unilever have
dedicated business strategies for TM products. 100 per cent FDI in the
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sector has further incentivised interest and investment. Intra-SAARC
FDI in the health sector has grown over the years although their volume,
sectoral and country coverage can be amplified as it remains a challenge.
Currently, intra-SAARC FDIs have been dominated by India. Major
Indian healthcare establishments like Apollo, B M Birla Group, Fortis
and others have established super speciality or tertiary care outlets in
neighbouring countries of Nepal, Bangladesh and Sri Lanka®?. Ayurveda
manufacturing giants Dabur and Patanajali Ayurved have been major
investors in Nepal and Sri Lanka.

The last few years have also witnessed the launch of joint ventures
within the region. These include Fair Pharma, an Indo Sri Lankan Joint
Venture in Ayurveda products operating from Sri Lanka?, the Spa Ceylon
from Sri Lanka?* and Emerald Isle Luxe Pvt. Ltd in India. ‘ Azista Bhutan
Healthcare Ltd (ABHL)’, a Joint Venture Company of Druk Holdings and
Investments (DHI) Bhutan (which owns Menjong Sorig Pharmaceutical
Corporation, the only enterprise manufacturing and supply traditional
medicine s and other herbal production in Bhutan) and Azista Industries
Ltd, India® is another example of intra SAARC investments in TM.

Box 3: South Asia as a Global Ayurveda and Yoga Tourism
Destination

The Asia and Pacific region has been one of the fastest-growing tourism
regions with 208 million international arrivals in 2010, increasing by 75
per cent to 363.6 million by 2019. While South Asia constituted only 2 per
cent of the global market share, the region witnessed the second highest
growth between 2018-19 at 7.7 per cent in the region (Wayne and Russel,
2021). Wellness tourism in South Asia is based on the strength of Yoga and
Ayurveda is fast emerging as a major source of services export, specially
for India, Nepal and Sri Lanka, countries with a strong prevalence of these
systems.

Sri Lanka:

Wellness tourism is fast emerging as an important service export component
of Sri Lanka. Around 1.9 million tourists visited Sri Lanka in 2019 helping
the nation earn nearly $4.4 billion, out of which around 25 per cent was
from Ayurvedic wellness tourism26. Specialised Ayurveda resorts cater
almost exclusively to visitors to Sri Lanka where they are generally
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encouraged to stay up to two or three weeks to obtain the maximum benefit from
a combination of a largely vegetarian diet, yoga, meditation and individually
designed Ayurvedic treatments27. Recognising the potential of Ayurveda, Sri
Lanka has identified wellness tourism as a developing industry. The national
export strategy 2018- 2022 identifies wellness tourism as a focus sector, with
the projected framework for institutional and regulatory support for strong
quality assurance systems as an important part of its brand building strategy28.
India :

India is South Asia’s largest tourism destination and is growing at a rapid pace.
This growth is also reflected in India’s international tourism receipts that reached
almost $29 billion in 2018 and their domestic tourism expenditure surpassed
$2 billion in 201929. In the wellness tourism segment, India ranked seventh
as a wellness tourism destination in 2017 with a wellness tourism expenditure
of $16.3 billion, India had five million international wellness tourist arrivals
in 2017. Its wellness tourism market is estimated to be growing 22 percent
annually, which makes it the fastest growing in the world. A growing number of
hotel/resort spas in India, including traditional Ayurvedic resorts, are becoming
destination spas and wellness retreats that provide a holistic package. Kerala
and Uttarakhand are major drivers of the wellness tourism. Kerala branded
itself as the “Land of Ayurveda” two decades ago, and now 40 per cent of their
tourism revenue is generated by Ayurveda related offers. Similarly, the State
of Uttarakhand has become renowned for its yoga study center of Rishikesh.
The Government of India has also implemented strategies to promote wellness
and medical tourism, including the establishment of a National Medical &
Wellness Tourism Promotion Board, which provides policy advice to this
sector, including guidelines for quality and training, financial assistance, and
investment promotion for wellness centers. The introduction of Ayush visas is
further expected to boost the TM service sector under wellness tourism.
Nepal:

As per Nepal’s Ministry of Tourism, Culture and Covil Aviation (2019) 1173072
tourists visited Nepal in 2018 which is 24.77 per cent higher than the previous
years (Nepal Tourism Statistics, 2019). However, while several tourists visit
Nepal’s yoga retreats data on this component is not known. Initial surveys show
more than 85 Yoga and Wellness retreat centers registered in Kathmandu valley
alone (Kunwar and Sharma, 2020). There are more than one hundred certified
yoga masters in Kathmandu with more than half of them having graduated from
yoga universities in India. Others have competed yoga-training course run by
Nepal Sanskrit University since more than two decades.

Source:
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5. A SAARC Framework on Traditional Medicine

Cooperation

Regional cooperation has offered demonstrated benefits, helping countries
overcome divisions that impede the flow of goods and services within
the region and providing a strategic advantage with respect to global
outreach of the region as a whole. Traditional medicine cooperation
has featured in other groupings of SAARC countries. This includes
BIMSTEC and ASEAN where progress has been made. In BIMSTEC
Task Force on Traditional medicine (BTFTM) comprising experts
from all seven BIMSTEC Member States has so far held three meetings
and efforts are towards the harmonization of curricula for the mutual
recognition of traditional medicine degrees of BIMSTEC countries,
and the development of a Traditional medicine Portal. Similarly, in
ASEAN, the ASEAN Traditional Medicines and Health Supplements
Products Working Group has been working on harmonisation of technical
standards in the sector®’. In 2020 ten harmonised standards were finalised
among member states.

Commitment to cooperation on TM in SAARC has been made
early on in 2003 during the first meeting of SAARC Health Ministers?'.
However, progress on the same since then has been limited. India’s MoUs
on TM cooperation with several SAARC countries include Sri Lanka,
Bangladesh and Bhutan, although a regional cooperation framework on
TM is yet to be designed. For SAARC immense complementarities exist
in the region primarily due to shared history of knowledge and usage
of these systems and geographical proximity. Further, as demonstrated
above, South Asian region has remained attractive to individual SAARC
countries as an export destination for some goods vis a vis rest of the
world. Currently, although countries in the region have either specific
policies or government departments to deal with traditional medicine ,
the traditional medicine industry varies across countries and there are
common challenges like standardisation, availability of raw materials and
institutionalisation. The TM sector in the region is unlikely to optimise the
opportunities made available by the resurgence in demand for traditional
medicine unless these challenges are addressed. A regional cooperation
framework is proposed with the objective of maximising the benefits
of regulatory harmonisation and collaboration on TM for all countries.
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Harmonisation of manufacturing and labelling standards: In the
TM sector supply chains are deeply interwoven with products sold in one
country made up of raw materials such as medicinal plants being sourced
from another country. The safety and uniformity of the TM drugs become
a challenge when raw materials are procured from several sources. While
WHO guidelines on manufacturing and agricultural/collection standards
for herbal products exist in most SAARC countries, adherence to GMP
and GAP norms is not uniform. The growing international demand for
herbal medicines and products is creating opportunities for companies
in SAARC which may be lost in the absence of assurance of standards
subscriptions. The creation of harmonised GMP and GAP standards for
TM in SAARC, harmonised technical requirements on product placement
requirements, including safety, efficacy and stability guidelines and
harmonised technical requirements on labeling requirements may provide
a greater competitive edge for trade within and outside the region.
Harmonisation of TM Pharmacopoeias: Pharmacopoeial
standards are another vital instrument for marketing authorisation,
market surveillance and free movement and trade of medicines amongst
regions and countries. Countries in South Asia either have their own
TM pharamacopoeia as in the case of India and Bhutan or refer to
herbal pharmacopoeias of countries such as US and UK as in the case
of Bangladesh. Some countries like Sri Lanka and Nepal refer to the
Ayurvedic Pharmacopoeia of India. Given that TM pharmacopoeias
specially those of Ayurveda, Siddha and Sowa Rigpa are embedded within
the historical practice of the region, a harmonised pharmacopoeia will
reflect the development of the systems and processes for the region. In line
with harmonised pharmacopoeias of ASEAN, a SAARC pharmacopoeia
of traditional medicine systems beginning with Ayurveda would create
a reference for standards for all countries within and outside the region.
Regional Protocol on MAPs and extracts: As the earlier sections
demonstrate, there exists a strong trade network in MAPs and extracts
in the region. During 2016-19 India and Nepal registered a growth rate
of 18.5 per cent and 6.54 per cent respectively in MAPs exports. MAPs
export by Pakistan and Sri Lanka to SAARC constituted 30.5 per cent and
45 per cent of their global exports in 2019. Trade data show surprisingly
encouraging prospects from countries like Afghanistan, which despite the
domestic instability and limited regulatory development have emerged as
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important exporters of extracts to SAARC. It constituted 99 per cent of
the total exports of the region in 2019. Sri Lanka and Pakistan exported
40 per cent and 67.9 per cent of their total exports to the region in 2019.
Hence there is immense scope for growth of this regional trade and
investment in MAPs and extracts. This can be better coordinated for the
benefit of both the traditional medicine industry and the cultivators with
regional protocol on cultivation, harvesting and post-harvest handling.
MAPs thatwould ensure to a great extent the quality of raw materials
that are traded within the region.

MRA of services: Cross-border movement of practitioners is
an essential component of intra-regional engagement in traditional
medicines for South Asia. At present, there are problems of mutual
recognition of academic degrees and restrictions in periods of practice
which affect the trade in services in TM. For South Asia as a region,
the challenge has been that health in general and TM in particular
governance is essentially driven at the domestic level with varying
progress in service standardisation and regulation across states. Hence,
harmonisation of standards of service delivery is a challenge. Initiation
of common minimum MRAs could start the process of facilitating mutual
recognition of authorization, licensing or certification of professional
service suppliers obtained in one member state by another.

Joint collaboration in R&D: Exchange/deputation of experts to
universities and other educational institutions in SAARC countries,
linking up of institutions working on traditional medicines are important
initiatives enabling R&D. India has established MoUs with countries like
Bangladesh and Nepal aimed at academic and regulatory cooperation in
promotion of Ayurveda and Unani. A SAARC regional centre on R&D
is proposed to generate evidence based outcomes on TM.

Addressing policy induced constraints to trade: One of the policy
induced constraints that could be considered for TM trade in SAARC
includes the Sensitive Lists under SAFTA. While Bangladesh, Bhutan,
Maldives and Nepal have not included any item under TM, Afghanistan,
India, Pakistan and Sri Lanka have included tariff lines under chapters
12, 13 and 30. Policy coordination between nations can be initiated to
remove existing lists.
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6. Conclusion

Historical medical traditions of SAARC have long served the healthcare
needs of the region. Commonality of theory and practice provides a
unique opportunity for cooperation with tangible benefits for all countries.
Strong trade complementarities further amplify these prospects. For
countries like Afghanistan with long years of political instability leading
to economic challenges, the sector demonstrates a strong export potential.
SAARC also remains an attractive destination for Nepal, Sri Lanka and
Pakistan. Intra-SAARC FDIs and Joint Ventures further lend weight to the
relevance of the sector. Some countries like Bhutan, India and Sri Lanka
have created a strong institutional integration of traditional medicine in
the healthcare delivery systems and provide a learning opportunity for
replication and adaptation for other countries to meet their health goals.
A regional cooperation framework outlined earlier would strengthen the
net gains that SAARC countries already harness from the sector.

Endnotes

' https://www.who.int/docs/default-source/primary-health/declaration/gcphe-

declaration.pdf

https://www.deccanherald.com/national/ayurveda-recognised-as-system-of-

medicine-in-16-countries-govt-1014718. html#:~:text=In%20a%20written%20

response%20t0,in%20Sri%20Lanka%20and%20Malaysia.

3 National Health Strategy 20162020, Ministry of Public Health, Islamic Republic
of Afghanistan

4 TIbid.

5 http://bdlaws.minlaw.gov.bd/act-188.html

¢ http://bdlaws.minlaw.gov.bd/act-details-623.html

7 WHO. 2020 (a) . Traditional Medicine in the WHO South-East Asia Region,

Review of Progress 2014-2019.. World Health Organization. New Delhi:,

Regional Office for South-East Asia; Licence: CC BY-NC-SA 3.0 1GO.

https://www.moh.gov.bt/domshi-web/wp-content/uploads/Medicines-Act-of-

the-Kingdom-of-Bhutan-2003.pdf

°  Bhutan State Enterprises Report Annual Performance Review for Calendar Year
2020

10" 'WHO. 2020 (a) . Traditional Medicine in the WHO South-East Asia Region;
Review of Progress 2014-2019.. World Health Organization. New Delhi:,
Regional Office for South-East Asia; Licence: CC BY-NC-SA 3.0 IGO.

26



20

21

22

23

24

25

26

27

28

29

30

31

https://nepaltradeportal.gov.np/resources/docs/drugs-act-2035-1978.pdf
https://kathmandupost.com/national/2018/08/04/centre-raises-ayurvedic-drugs-
norms
https://upload.indiacode.nic.in/showfile?actid&=AC_CEN_12 13 00012 19704
8 1517807322501 &type=actfile&filename=al970-48.pdf
https://www.indiacode.nic.in/bitstream/123456789/15376/1/homeopathy_act.
pdf
https://cdsco.gov.in/opencms/export/sites/CDSCO_WEB/Pdf-documents/acts_ru
les/2016DrugsandCosmeticsAct1940Rules1945.pdf
https://pcimh.gov.in/show_content.php?lang=1&level=1&ls_id=56&lid=54
Ayush in India 2021 , Ministry of Ayush https://cdn.ayush.gov.in/wp-content/
uploads/2022/12/1.pdf
http://www.commonlii.org/lk/legis/num_act/aa3101961156/
https://www.who.int/publications/i/item/WHO-MHP-HPS-EML-2021.02
https://www.wto.org/english/tratop _e/serv_e/cbt_course_e/cl1s3pl_e.htm#boxa
https://tourism.gov.in/sites/default/files/2023-01/India%20Tourism%20
Statistics%20English%202022%20%28Revise%29%20%281%29.pdf
Liberalising Health Services under SAARC Agreement on Trade in Services
(SATIS): Implications for South Asian Countries. Available from: https://www.
researchgate.net/publication/322115422 Liberalising_Health Services_under
SAARC Agreement_on_Trade in_Services SATIS Implications_for South
Asian_Countries [accessed Jun 13 2022].

https://lk linkedin.com/in/fair-pharma-sri-lanka-ba235138

https://www.mof.gov.bt/wp-content/uploads/2022/02/SOEannualReport2020.
pdf
https://www.thehindubusinessline.com/news/keralas-ayurveda-sector-bets-big-
on-ayush-visas-sri-lankan-uncertainties/article65582278.ece
https://www.srilanka.travel/transport/transport/attractions/bliss-nature-
trails&article=56
https://www.srilankabusiness.com/pdf/nes/sri-lanka-wellness-4-2-web.pdf
https://www.e-unwto.org/toc/wtobarometereng/18/1

The ASEAN harmonization of technical standards on health supplements —
An industry perspective. https://www.raps.org/news-and-articles/news-
articles/2021/6/journey-of-the-asean-harmonization-of-technical-st. Regulatory
Focus. Published online 28 June 2021.
https://www.saarc-sec.org/index.php/areas-of-cooperation/social-affairs

27



References

Asian Development Bank, 2009. Study on Intraregional Trade and Investment in
South Asia, Asian Development Bank, Mandaluyong City, Philippines

Ayush in India, Annual Report 2020. Ministry of Ayush, Government of India

Banerjee, D. 2002, SAARC in the Twenty-first Century: Towards a Cooperative
Future. India Research Press. India

Banik, A. 2020. Trade in Health Services in South Asia: An Examination of the Need
for Regional Cooperation, Springer Nature, Singapore.

Brookings India, 2014. Reinvigorating SAARC India’s Opportunities and
Challenges, Brookings India, New Delhi

Das, D, K, 1992. SAARC: Regional Co-operation and Development: Perspectives,
Problems, Politics. Deep & Deep Publications. India

Government of Bhutan 2020-21 Annual Report 2020-2021, Bhutan Medical and
Health Council Secretariat, Royal Government of Bhutan

Gupta, A, M .2002. SAARC: SAPTA to SAFTA. Shipra Publications. India

Health at Glance 2021, OECD Indicators Available at https://www.oecd-ilibrary.
org/docserver/ae3016b9n.pdf?expires=1657098095&id=id&accname=guest&
checksum=8C36028DF6COCIBEC18E494F28CFA601

Imtiyaz, A, M, Najeeb. J. G. Sofi, S. M. and Mazhar H. 2017. Role of Unani System
of Medicine in Global Health Care: An Emerging Field, Orthopedic & Muscular
System: Current Research ISSN: 2161-0533, Volume 6. Issue 4. 1000249 DOI:
10.4172/2161-0533.1000249

Jauhri, A & Pathak, Namrata. 2022. Quality Assurance in Ayush: Relevance of
Voluntary Certifications and Accreditations, Traditional medicine Review, Vol.
2, No. 2, October 2022 p-53

Karki Madhav. B , 2015, Challenges, Opportunities And Trade-Offs In
Commercialization Of Medicinal And Aromatic Plants In South Asia Region,
Invited Paper presented at the Workshop on ‘Current Challenges and
Recommendations organized by FED MAPs and National Medicinal Plants
Board (NMPB), Ministry of AYUSH, Govt. of India; 28-29 May, 2015; New
Delhi, India.

Kelum, W, Jeong, I, L, Kang H, L, Hee, Y Lee, J H, Lee & In H, K .2017. Emergency
Medical Service Systems in Sri Lanka: Problems of the Past, Challenges of the
Future, International Journal of Emergency Medicine

Khatun, F, Ahamad, M,G, Chaturvedi, S. & Sharma, P, Sapkota, C, Ahamad, A,
Naveed, A, Dayaratne, G,D & Madurawala, S. 2011. Liberalising Health Services
under SAARC Agreement on Trade in Services (SATIS): Implications for South
Asian Countries. Paper No. 24, South Asia Centre for Policy Studies, Katmandu

28



Kunwar, R & Sharma, N. 2020. A Preliminary Study of Yoga Tourism and its
Prospects in Nepal. Journal of APF Command and Staff College. 3. 1-20.
10.3126/japfcsc.v3il.27526.

Maldives Health Statistics 2020, Ministry of Health, 2021, Government of Maldives

Mohapatra, S. 2022. Health Expenditures, Health Infrastructure and Health Status
in SAARC Countries: A Panel Data Analysis. Vikalpa: The Journal for Decision
Makers. 47. 025609092211133. 10.1177/02560909221113382.

Nepal Tourism Statistics 2018 .2019. Ministry of Culture, Tourism and Civil Aviation
, Kathmandu

Raghavan, S, N.1995. Regional Economic Cooperation among SAARC Countries.
Allied Publishers. India

Rahman, M, Khanam, R & Rahman, M. 2018. Health Care Expenditure and Health
Outcome Nexus: New Evidence from the SAARC-ASEAN Region. Globalization
and Health. 14. 10.1186/s12992-018-0430-1.

RIS .2021, Ayush Sector in India: Prospects and Challenges, RIS, New Delhi, ISBN

South Asia Development and Cooperation Report 2015, RIS, New Delhi

Wayne, S & Russell, E . 2021, Analysis of the Global and Asian Wellness Tourism
Sector , Asian Development Bank , Background Paper

Suroowan, S, Javeed, F, Ahmad, M, Noor, M, Kayani, S, Javed, A & Mahomoodally,
F. 2017. Ethnoveterinary Health Management Practices Using Medicinal Plants
in South Asia — A Rreview. Veterinary Research Communications. 41. 1-22.
10.1007/s11259-017-9683-z.

WHO, 2017. Primary Health Care Systems (PRIMASYS): Case Study from Sri
Lanka. World Health Organization, Geneva

WHO, 2019 Global Report on Traditional and Complementary Medicine, World
Health Organization, Geneva

WHO. 2020 (a) . Traditional Medicine in the WHO South-East Asia Region, Review
of Progress 2014-2019.. World Health Organization. New Delhi:, Regional
Office for South-East Asia; Licence: CC BY-NC-SA 3.0 IGO.

WHO, 2020.(b) World Health Statistics 2020: Monitoring Health for the SDGs.2020.
World Health Organisation, Geneva

29



RIS Discussion Papers

Available at: http://www.ris.org.in/dicussion-paper

DP#282-2023

DP#281-2023

DP#280-2023

DP#279-2023

DP#278-2023

DP#277-2023

DP#276-2023

DP#275-2023

DP#274-2022

DP#273-2022

DP#272-2022

DP#271-2021

DP#270-2021

Evolving Conceptual Framework for Measuring
Wellbeing for Decision and Policy Making by Krishna
Kumar and P. K. Anand

Cost of Remittance: A Priority Area for G20 Member
Countries by Sushil Kumar

Digitalisation for Inclusive Development: An Overview
of Digital Strategies and Public Policies in the Europe
and India by Amit Kumar

International Trade and Wage Inequality in India: Does
Direction of Trade Matters? by Pankaj Vashisht

Measuring the SDG Progress in India with Focus
on Gap Analysis Approach by Krishna Kumar and
P. K. Anand

Asian Development Bank: Scaling up of Capacity
for Enhanced Operations through Combination of
Resources by Prabodh Saxena

G20 Initiatives in Infrastructure Investment & Finance:
Progress & Shortfalls by G. A. Tadas

Potential Role of Academia-Industry Interface for Space
Economy: Emerging Policy Options Before India by
Chaitanya Giri

Indo-Pacific Strategies: What do They Entail for India
by Pankaj Vashisht

SDG Target 10.1 Inequity and Inequalities: Measurement
Choices and Building Blocks of Poverty Sensitising
Indices by Pramod Kumar Anand and Krishna Kumar

International Discussions on Indigenous People and
India by T. C. James

Role of Indian Science Congress Association in the
Emergence of Scientific Community in Pre-Independence
India by Sneha Sinha

COVID-19: An Opportunity to Revamp Pharmacovigilance
System by Sumya Pathak, Rajeshwari Singh and
Shubhini A. Saraf

30






A Think-Tank

RI S of Developing Countries

Research and Information System for Developing Countries (RIS) is a
New Delhi-based autonomous policy research institute that specialises in
issues related to international economic development, trade, investment
and technology. RIS is envisioned as a forum for fostering effective
policy dialogue and capacity-building among developing countries on
global and regional economic issues.

The focus of the work programme of RIS is to promote South-
South Cooperation and collaborate with developing countries in
multilateral negotiations in various forums. RIS is engaged across
inter-governmental processes of several regional economic cooperation
initiatives. Through its intensive network of think tanks, RIS seeks to
strengthen policy coherence on international economic issues and the
development partnership canvas.

For more information about RIS and its work programme, please visit

its website: www.ris.org.in

Research shaping the development agenda

RIS

Research and Information System
for Developing Countries

Core IV-B, Fourth Floor, India Habitat Centre
Lodhi Road, New Delhi-110 003 India., Tel. 91-11-24682177-80
Fax: 91-11-24682173-74, Email: dgoffice@ris.org.in
Website: http:/ /www.ris.org.in

Bl risindia E2 @Ris_NewDelhi You(lTT) /RISNewDelhi



