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It is Modern to be Traditional: 
Tradition and Tibetan Medicine 

in the European Context
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Abstract
Europe takes a rather cautious approach to herbal medicines. Traditional Herbal Medicines are 
regulated via European Union-directive 2001/83/EC, especially articles 16a–h. For Asian medi-
cines, this new regulation poses several challenges, specifically the requirements on medicine 
‘quality’ and on requirements of a proven record of at least 15 years of tradition or use within 
the EU. This makes it very hard for most of the medicines of Asian tradition to enter the EU 
market as medicines. The notion of ‘tradition’ in this directive may have been taken from a defi-
nition given by the World Health Organisation (WHO) on Traditional Medicine or from the 
existing label Traditional Chinese Medicine (TCM). Both concepts, although labelled as ‘tradi-
tional’, link themselves to a modernised and standardised practice of complementary medicine 
in a globalised setting. This essay investigates the function of the label ‘traditional’ in the Euro-
pean frame in connection with Tibetan medicine.

Keywords
Tibetan medicine, traditional medicine, pharmaceutical legislation, European Union directive 
2001/83/EC

Introduction

Let me first clarify my point of reference. I was raised and am living in the 
milieu of a modern Western (European to be more specific) country. As my 
academic background is in physics, I am trained to apply mathematical-
analytical methods to solving problems or analyzing situations. Since the 
1990s I have worked at Padma Ltd., a company that produces and markets 
Tibetan herbal formulas in Switzerland and other countries. In this article I 
venture into the world of social scientific analysis and attempt to investigate 
the notion of ‘tradition’ in connection with Tibetan medicine as I experience 
it from the practical work we do in Europe. As we follow the rules of phar-
maceutical practice, much of our work is focused on the use of an analytical 
tool kit strongly grounded in the natural sciences. Recent developments in 
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European pharmaceutical legislation redefine the term ‘tradition’, which com-
plicates the terminology as well as the contents and meanings of traditional 
medicine. In addition, I examine how this notion of ‘tradition’ is related to 
developments in the field of Complementary and Alternative Medicine 
(CAM) as conceptualized in legislation of medicines in the EU.

EU uses the term ‘Traditional Herbal Medicines’

If we think according to the established medico-pharmaceutical narratives, 
modern consumers expect that a pharmaceutical product will be delivered in 
an appropriate package, that they can understand the use and indication of 
the medicinal product, and that they can feel confident that competent 
authorities guarantee its safe use. In other words, an implicit chain of trust is 
built up from the patient via the dispensing pharmacist to the prescribing doc-
tor and to the producing company. From the regulatory side, the links of this 
chain are explicitly established via the so called good practice rules, e.g. GDP 
for good distribution practice, GMP for manufacturing, GLP for laboratory 
testing, GACP for agricultural growing and collecting the herbs, and so on. A 
vast collection of rulebooks exists for all the different good practices, and uni-
versities and training centres spill out an armada of specialists on the different 
good-practice disciplines.

This rigid frame, which is also applicable to herbal medicine under EU 
law, has been developed in accordance with a variety of scientific protocols, 
including classification according to Linnaean taxonomy, biochemical profil-
ing and bioassay reports, and the development of pharmaceutical skills of pro-
duction. There are some cultural differences between countries in regard to 
how liberal an approach they take towards herbal formulas. Thus, for example 
the United States, where most herbal formulas are introduced to the market 
as dietary supplements. The advantage of this approach is easy access to the 
market, although the quality of such products is not as strictly regulated by 
authorities. Consumers have to be rather cautious in this highly competitive 
environment, as they are inundated with an ever changing variety of new 
botanical compounds available as nutritional supplements. The European 
Union recently clamped down on the use of botanical formulas as nutritional 
supplements. The newly established European Food Safety Authority (EFSA) 
in Parma, Italy, releases guidelines1 with the objective of ensuring that any 

1 EC 2006.
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health-related claim made on a food label in the EU is clear and substanti-
ated by scientific evidence. EFSA is responsible for verifying the scientific 
substantiation of the submitted claims, some of which are currently in use, 
some of which are proposed by applicants. EFSA currently evaluates the 
health claims on foods but already now it is clear that traditional-based empir-
ical knowledge will not fit into the criteria of EFSA’s scientific evidence. 
Thus, Europe takes a rather cautious approach and treats most of the herbal 
formulas as medicines. The necessary resources and the stringent regulatory 
hurdles of this approach pose a challenge especially to small and mid-sized 
enterprises.

In 2001 European lawmakers adopted the new directive 2001/83/EC for 
pharmaceutical products. This demanded documented scientific evidence for 
efficacy and safety for all pharmaceuticals, including natural medicines like 
herbal medicines, homeopathy or anthroposophy. Soon it became clear that 
because of the stringent demands in quality, safety, efficacy and because of 
their ‘non-scientific’ composition, there was a danger that the majority of 
natural medicines could not be produced accordingly and would disappear 
from the European market.

To remedy the situation the EU parliament and council modified the 
existing directive, 2001/83/EC, in 2004 with another new directive 2004/24/
EC.2 The amended directive, 2001/83/EC, allows the registration of tradi-
tional herbal medicines without existing scientific data to test their safety and 
efficacy. These trials are replaced with an acknowledgement of long-term tra-
ditional use, which is stipulated in Article 16c of the mentioned directive: 
‘. . . [If a] corresponding product has been in medicinal use throughout a 
period of at least 30 years preceding the date of the application, including at 
least 15 years within the Community [EU-member states]’ then it can qual-
ify as a ‘traditional herbal medicinal product’. The idea of these provisions 
was at least in principle to present a frame under which long-term existing 
herbal products can enter the new pharmaceutical regime of the EU.

By itself, this definition of ‘tradition’, which depends on 15 years proven 
use within the EU, poses a serious challenge for ‘new’—if also ‘traditional’—
medical systems to enter the market. Tibetan medicines are for the majority, 
from the perspective of Europe, unknown, thus new. To summarize: direc-
tive 2001/83/EC is the more or less hostile environment in which we work 
with Tibetan herbal formulas. I will come back to the implications for our 
work later on.

2 EC 2004. Because directive 2004/24/EC merely amends the existing directive 2001/83/
EC, only the latter will be used throughout the text.
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By labelling the newly established product category as traditional, it is pos-
sible that the European lawmakers were following an idea of the World 
Health Organization (WHO), which defines traditional medicine as follows:

Traditional medicine has a long history. It is the sum total of the knowledge, 
skills and practices based on the theories, beliefs and experiences indigenous to 
different cultures, whether explicable or not, used in the maintenance of health, 
as well as in the prevention, diagnosis, improvement or treatment of physical 
and mental illnesses. The terms complementary/alternative/non-conventional 
medicine are used interchangeably with traditional medicine in some countries.3

This definition is, at first glance, a very open-minded statement, but it has a 
somewhat hidden message. Since traditional medicine that has been adopted 
by other populations (outside its indigenous culture) is connected with 
the modern practice of Complementary and Alternative Medicine (CAM), the 
WHO definition links historically produced traditional medicines with the 
modernist movement of CAM, which is a phenomenon primarily of affluent 
consumer-societies in various global, cosmopolitan settings. In order to face 
the modern market all necessary good practice rules have to be established 
for ‘traditional medicines,’ as explained above. This set of rules will create 
products and practices fit for the modern economy, but run the risk, at the 
same time due to the necessary standardisation, of fundamentally changing 
core components, either philosophical, pharmacological, or practical, of tra-
ditional medicines. The question remains: are the traditions ready for this 
challenge?

Another inspiration for the European use of the prefix ‘traditional’ was 
certainly derived from Chinese medicine, which is known in Euro-American 
literature since the 1960s as Traditional Chinese Medicine (TCM). TCM 
was established according to political motivations in the 1950s, under careful 
supervision of the officials of the People’s Republic of China (PRC).4 Today’s 
TCM is a modernized version of the underlying historic Chinese medicine(s), 
made suitable for a modern medical-economic system.5 And since China’s 
entrance into the World Trade Organisation (WTO), the enterprises dealing 
with TCM have been made fit for the international market. In order to 

3 WHO 2000.
4 Taylor 2004a and 2004b. The re-establishment of TCM as a proper Chinese medicine 

served many needs during the times of the Great Leap Forward and the Cultural Revolution. It 
helped to make use of the scarce resources and to bring in new personnel. Whatever the motiva-
tions, due to the fact that the central government took the lead, TCM was included in the strict 
planning routine of the Communist party. Only at a later stage, after Mao’s death, the role of 
TCM changed slowly into the internationally-recognised trademark.

5 Scheid 2002 and 2007; Hsu 2009.
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facilitate international trade, WTO demands adherence to international qual-
ity standards, among the standardisation rules is also pharmaceutical GMP, 
consequently the production sites have to be improved to comply with inter-
national GMP-standards. As for international commerce, standardisation is 
an essential prerequisite. It may also be a tool to suppress divergent interpreta-
tions by competitors. In line with this strategic planning, the Standardization 
Administration of China started in 2009 the standardisation project on TCM 
at the International Organization of Standardization (ISO).6 With this back-
ground TCM became the prototype of an international brand of a globalized 
world medicine. Even though the marketing tale exists of relating the mod-
ernised practice of TCM with a continuous medical practice of 2000+ years, 
we should remember that the word ‘tradition’ in TCM is connected with 
modernisation and standardisation.

CAM and modern consumer life

With directives like 2001/83/EC, the EU parliament, together with the 
national drug authorities, build an ever-increasing regulatory construct. This 
is connected with the economic and social power of the monistic biomedical 
health care system and the rise of the chemical pharmaceutical industries, a 
conglomerate which can also be dubbed as global pharma.7

But there is a fraction of citizens who are sceptical towards this behemoth. 
The rise of CAM in western societies can be seen as a manifestation of this 
scepticism, a counter-movement. With the rise of modern biomedicine, at 
least from the patient’s perspective, a certain kind of poly-pragmatism has 
evolved. Patients demand the right to choose from different options. This 
attitude is more dominant in prevention and with chronic diseases, since 
once accepted as inevitable, patients want to integrate various therapeutic 
options as part of their lives. These patients see the different modalities of 
explaining diseases and of performing diagnoses and treatment as an enrich-
ment of their lifestyle.

This is even more the case among the affluent classes of a society and this 
phenomenon is visible in many countries worldwide. An example for this 
growing discontent can be seen in the Swiss referendum which amends the 
constitution to include complementary medicine in public health care. 

6 The assigned Technical committee TC 249 of ISO consists up to date of members of 20 
participating and 10 observing countries. Finally TCM may be the first of the modern medical 
traditions that will be standardised according to an ISO-norm. See www.iso.org.

7 Craig and Adams 2008.
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Despite warnings from the established medical expert community about the 
futility of CAM-practices, almost two thirds of Swiss voters voted in favour 
of the amendment—a true landmark decision.8 The new Article of the Swiss 
constitution reads as follows:

Federal Constitution Art. 118a: Complementary Medicine: The Confederation 
and the Cantons shall, within the scope of their powers, ensure that consider-
ation is given to complementary medicine.9

Nevertheless much needs to be done to establish medical pluralism in West-
ern societies especially on a legal and an institutional level.10 Even if the 
impact of CAM is growing in the public, on the professional and academic 
level it remains marginal and scattered. From a point of view of the medical 
professional in Western countries, Tibetan medicine is just one branch of the 
growing field of CAM. Within the CAM segment Tibetan medicine is a 
small kindred discipline of other, often more established CAM fields such as 
homeopathy, anthroposophy, TCM, Ayurveda, chiropractic or herbal medi-
cine. Only very few clinics of classically trained practitioners of Tibetan med-
icine (or what we might alternately call Sowa Rigpa) operate in Europe. Some 
of the Tibetan doctors living in Europe have started training courses in 
Europe. A possibly not exhaustive list shows course programs in Italy,11 
Germany,12 Austria13 and Switzerland.14

In the last two decades, an estimated 100 Europeans have already received 
some kind of training in Sowa Rigpa practices. Together with the handful of 
Tibetan practitioners who live and practice, even part-time, in Euro-American 
contexts, it can be considered one of the smallest CAM disciplines in the 
west.15 The situation for practitioners of Tibetan medicine is aggravated by 

 8 Rist and Schwabl 2009.
 9 The Swiss constitution can be accessed under http://www.admin.ch/ch/e/rs/101/index

.html.
10 The focus of those interested in moving forward the CAM issue shifts to political work. 

There, as ever, advances for one group are interpreted by others as a threat to their established 
home turf. We can witness an increasing frequency of attacks on CAM, as discussed in 
Colquhoun 2007 and Giles 2007, which is in my interpretation connected to the growing 
impact of CAM.

11 New Yuthok Institute for Tibetan Medicine (www.newyuthok.it) and International Acad-
emy for Traditional Tibetan medicine (www.iattm.net).

12 Institut für Ost-West Medizin (www.ostwestmedizin.de) and International Academy for 
Traditional Tibetan medicine (www.iattm.net).

13 Tibet Center—International Institute of Higher Tibetan Studies (www.tibetcenter.at).
14 InteressensGemeinschaft Tibetische Medizin (www.ig-tibetische-medizin.ch) and Akade-

mie für Traditionelle Tibetische Medizin Schweiz (www.attm-switzerland.ch).
15 For comparison the staggering numbers of practitioners of other CAM-disciplines are 

given for Germany in Joos et al. (2008): In 2005 the German federal medical chamber docu-
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the fact that it is very complicated to bring Tibetan medicines officially on 
the market, a situation which is related to other Asian medical traditions. Yet 
what is a doctor without his ability to prescribe medicines?

I believe most of the visiting doctors of Tibetan medicine from Asia are 
not aware of the marginal role of CAM in the medical sciences, and of the 
small impact of Tibetan medicine in the whole CAM field. I have seen the 
highest ranks of Tibetan doctors work in backstreet cabinets in Europe 
whereas at the same time their contacts with academic biomedicine were 
reduced to friendly, if also sometimes somewhat exoticised, ‘first encounter’ 
meetings. However, in some Asian settings Tibetan medicine remains the 
only or the orthodox medicine. I do not intend to say that the practitioners 
with a traditional background should know about the etiquette of western 
academic life. These notes are rather meant for the many western well-wishers 
when they try to confront Tibetan medicine with modern medical academia 
without reflecting on the dialectic nature of the power of the modern scien-
tific endeavour.

Practical work with Tibetan medicine in Europe

Asian traditional medicines have gained increasing confidence and popularity 
among patients and medical professionals in the member states of the EU. 
Despite their popularity the situation in regard to the legal prescription and 
distribution of medicines remains precarious. Asian medicinal products can 
currently only be prescribed either via formula magistralis (compounded med-
icine, individually prepared by a pharmacist according to the doctor’s pre-
scription) or purchased as a finished medical product.16 Both ways pose 
serious problems, as I discuss below.

First, formula magistralis is the main possibility used by TCM-practitioners, 
where a pharmacist compounds the medicines according to the individual 
prescription of a medical professional. The problems with this are manifold. 
For one, the responsibility of the quality lies solely in the hands of the phar-
macists. Under strict interpretation of the rules it is nearly impossible for them 
to guarantee the necessary quality. Therefore this step is often delegated to the 

mented 46,000 qualifications in CAM relating to around 60,000 general practitioners. Among 
those qualifications the most prevalent were chiropractic (17,591) and naturopathy (14,497). 
Exact data for Acupuncture / TCM are missing; it is estimated that about 20,000 to 30,000 
physicians are currently practicing acupuncture in Germany.

16 As explained, the option of regarding Asian medicinal products as food supplements seems 
not to be a viable option in the EU and is therefore not discussed.
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herb-suppliers. Sometimes the pharmacies already buy ready-prepared TCM-
medicines, e.g. in form of decoctions. This step transfers also the production 
processes to external pharmaceutical companies often located in non-Euro-
pean countries. This practice of delegation brings the products again under 
the scope of directive 2001/83/EC. Strictly speaking, the formula magistralis 
can legally only be produced by the hands of a pharmacist on the premises 
of the pharmacy and by prescription. For this reason the option of magistral 
formulation is only a small-scale or partial solution; it alone cannot satisfy the 
increasing public demand in the current legal environment.

Second, finished medicinal products are regulated under said directive 
2001/83/EC. In theory it should guarantee patients and medical profession-
als safe products of good quality to fulfil their therapeutic needs. Despite 
their popularity, at present medicines from Asian traditions have almost no 
possibility to gain legal access under the existing directive 2001/83/EC. One 
reason is the mentioned 15 years traditional-use clause, which allows the pro-
cess only for formulas present in the EU for at least 15 years. Other hurdles 
relate to the quality of the product: it is necessary to show for each ingredient 
of the herbal mixture by analytical techniques that it is present in the finished 
product17—a tedious and costly procedure for typical multi-compound Asian 
medicines. All these regulations are established by the Committee on Herbal 
Medicinal Products (HMPC) within the European Medicines Agency 
(EMA), based in London.

It has to be acknowledged that the EMA—at least in principle—is aware 
of the shortcomings of the current set of guidelines and regulations. Recently 
the EMA published the ‘Action Plan for Herbal Medicines 2010–2011’.18 In 
the appendix we can read:

The European Commission is prepared to consider extending the simplified reg-
istration procedure to products other than herbal substances with a long tradi-
tion of safe use. . . . The proposed extension would enable certain medicinal 
products from specific European or non-European medicine systems (such 
as—in alphabetical order—Anthroposophic, Ayurvedic, Chinese, Kampo, 
Korean, Mongolian, Thai, Tibetan,19 Unani, or Vietnamese medicine) as well as 
traditional products with a longstanding tradition in the European Union (such 
as honey, royal jelly, propolis, fish oils, minerals, microorganisms and other sub-
stances) to be eligible for the simplified registration procedure with a view to 
placing them on the market as traditional medicinal products.

17 EMA/HMPC 2006.
18 EMA 2010.
19 I confess I was very happy to see Tibetan Medicine as part of this listing.
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The company Padma Ltd. was established in 1969 and is producing Tibetan 
herbal formulas in and for the European market. At the beginning the for-
mulas were derived from the Russian-Buriat branch of Sowa Rigpa.20 The 
first product registered as medicine in Switzerland was Padma Lax in the year 
1971, followed by Padma 28 in 1977.21 Despite the successful pioneering 
work, recognition of other formulas and gaining registration in other coun-
tries proved to be a tedious process. Formula Padma 28 was recognized by 
the Swiss Federal Office of Public Health to be reimbursable by the social 
health insurances in 1998. That was not an easily won achievement, as it took 
almost 20 years of legal procedures up to the Swiss High Court to establish 
this fact. Because the court initially demanded more scientific data, one by-
product of this fight for recognition was the production of scientific data in 
an early stage,22 at a time when research in natural products was still in its 
infancy. Nowadays Padma 28 is one of the few herbal remedies with a meta-
analysis confirming its activity in peripheral arterial disease,23 and several 
mechanisms of action could be confirmed.24 Currently Padma Ltd. has ten 
Tibetan formulas on the Swiss market.25

This year is marked by another breakthrough. Although I mentioned 
before the great obstacles set up by directive 2001/83/EC, we gained, in Sep-
tember 2010, registration for Padma 28 as a Traditional medicine in the EU-
member state Austria. This is an important step, because it proves the 
principle that it is possible to register even complicated Tibetan formulas in 
Europe. And it makes us proud to have a Tibetan formula to be among the 
first formulas from Asian medicine to achieve this. We are especially thankful 
to the Tibetan doctors working in Europe who have encouraged as well as 
supported us to master this initial step. We hope soon to continue our effort 
to register more Tibetan formulas in more European countries. We hear 
from many Tibetan practitioners working in Europe how much they need 
more officially recognised Sowa Rigpa medicines, and it is understandable 
how the slow progress with registrations wears on all our patience.

20 Saxer 2004 and Schwabl et al. 2006.
21 Padma Lax is registered by Swissmedic, the Swiss drug authority, as a laxative. Padma 28 

is registered as remedy against symptoms of poor blood circulation.
22 Paradoxically once the data were produced, the authorities were not so much interested in 

them. The court then based its decision on pure juridical arguments.
23 Melzer et al. 2006.
24 Ueberall et al. 2006.
25 For details see www.padma.ch.
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Traditional or modern Tibetan medicine?

It is foreseeable that in the future ‘traditional medicine’ will be used in 
Europe as a technical term for products registered under directive 2001/83/
EC. The prefix traditional will then serve in Europe as a legal descriptor for 
modern pharmaceutical products, and the power of definition for this type of 
tradition lies within 2001/83/EC. Other re-definitions of the designator tra-
ditional were mentioned earlier via the example of TCM.

For Tibetan medicine on a global level this situation poses several chal-
lenges, especially in connection with Sowa Rigpa; the still existing practice of 
the historically handed down medical practice in its homelands is named in a 
genuine, or at least genuinely different, sense ‘traditional’. It is important to 
state how lucky we are that we can still witness traditional Tibetan Medicine 
in action, in situ. And, I might add, I hope the Sowa Rigpa practitioners can 
continue to practice for a long time. But we also know about the various 
challenges of Sowa Rigpa posed by modernisation, nationalisation and indus-
trialisation.26 Even in Asia, Sowa Rigpa evolves: machines are used, herbs are 
harvested and traded in greater distances, and modern life, often disguised as 
laws and regulations, enters the traditional practice. There may likely be a 
point when the original historic continuity is broken.27 But I believe the flex-
ibility of the medical system is big enough to survive or evolve into an ongo-
ing practice.

Problematic, however, is the representation of Sowa Rigpa as a traditional 
practice when it appears on the global stage. One example might be given by 
the education project on Tibetan medicine at the Tibet Center in Hütten-
berg, Austria. This project is established in cooperation with the Men-Tsee-
Khang, Dharamsala, India. The diploma course on ‘Traditional Tibetan 
medicine’ is presented under the label of tradition.28 In fact some of the 
Europe based schools and many practitioners working with Tibetan medi-
cine in Europe name their practice ‘Traditional’’. In good faith they describe 
the Tibetan medical tradition and compare it with modernised TCM, which 
leads them consequently to the notion of Traditional Tibetan Medicine, 
TTM. Also many western observers take up the notion of TTM without 
reflecting on the ambiguities of the word and the context in which it is pres-
ently used. By now it should be clear that the notion of TTM will lead to 
many misunderstandings and wrong expectations on the Tibetan as well as 

26 Janes 2001; Adams and Li 2002; Adams et al. 2005; Adams 2008; Craig and Adams 2008.
27 Theresia Hofer witnessed this in great detail in rural Tibet; see Hofer 2008.
28 www.tibetcenter.at.
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on the western side. Implicitly the term TTM can even increase the pressure 
of modernisation, because it forces Tibetan medicine to compete with expec-
tations raised by TCM.

For this reason I suggest that we should make a clear distinction between 
Tibetan medicine as practiced in Asian Sowa Rigpa settings (the tradition, in 
the original and maybe naive-romantic meaning of the word tradition) and its 
practices in today’s modernised context. Although it is not always easy to 
distinguish between the two contexts and many fuzzy interfaces and transi-
tions between the two exist, one thing is evident: the word ‘traditional’ is 
increasingly used as a designator for a modernised and highly standardized 
CAM practice and thus not any more able to serve as a unique identifier for 
one or the other context.

As a final remark, the ongoing rebranding of the term tradition is also a 
challenge for interdisciplinary societies like IASTAM (The International 
Association for the Study of Traditional Asian Medicine) or this journal, 
which have both incorporated ‘tradition’ in their very name. Also here the 
question remains to be answered: What designates the word ‘tradition’?
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