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ABSTRACT

This paper is primarily a study of the Kitchen Herb Garden system that has been
introduced in the Soutndia states of Tamil Nadu, Kerala and Karnataka by the
Foundation for the Revitalisation of Local Health Traditions (FRLHT) [1] in an
attempt to empower the rural population. Kitchen Herb Gardens promote the
application of traditional herbal medicineSouth India.

It will give an oversight of a valuable method of knowledge transference that is
having an impact on the daily lives of people who would otherwise have difficulty
in obtaining adequate primary healthcare.

As the herbs in use vary between counmities, | collated the total number that were
suggested by the organisations and reduced them to the most common ten. This is
the number that the FRLHT suggest for a typical Kitchen Herb Garden. They are
then plants that all of the organisations, and nasdl people are familiar with to
some extent.

The research was carried out in India with the FRLHT, other Non Governmental
Organi sationos (NGOO6 s) and i n rur al
correspondence from other organisations and individualaghout the region.

The discussion then focuses on the potential for the application of a similar project
in this country. | worked in my local parish to establish if there was any current
local knowledge that would enable such a system to evolve.

The contusion that can be drawn from this work is that the KHG process is most
effective in India, but that it could have some srsalile usage in Britain and that
additional research and adaptations would be necessary prior to embarking on a

project.



INTRODUCTI ON

iOh! Divine plants
You are so fertile in nature
You are blessed with all/l ki ndness

AnOh! Divine plants

Always be kind to us

Pour happiness over uso

AYou have t hessepower of the

You are the destroyer of fatal diseases

You are the guardian of mankind

Save and protect us from all ki nd:

(The Rig Veda]1]

There is an ancient story set in the time of the Buddha that tells oing yoan
called Jivaka who wanted to study medicine. He spent seven years of intensive
study under his guru, at the university of Takshashila, where he earned a hame

for effecting amazing cures. When he asked his professor when his studies

would be complew, instead of answering, Atreya challenged him to search the

countryside and collect all the plants
considered medically uselesslivaka did not
return for many daysHe could not find any plan \!
that was not medicinal every plant he saw ha
some meitinal use. When he finally returned,
was sullen and emptyanded.He told his mentor
he was unable to find a single plant witho .
healing power.Professor Atreya replied,

"Go! You now have the knowledge to be a physician."

This gives a good picture of the richn
understanding during that period. India remains a -hielb country and its

medicinal abundance is now being rediscoverétere are 6,200 herbs



documented in India but in reality there could be as many as 8,000 although
some will, of course, be the same herb with a different name. There are four
main avenues of medicinal knowledge in India. The Ayurvedic, Sidha and
Unani tralitions have all been documented and written down making them
available for general use. The fourth, Traditional Folk Medicine is obtained
either through following bloodlines or chosen apprentices, but is rarely
documented. Due to the increase in Westdlopathic approaches and the
current trend of Ayurvedic and homeopathic medicinal practice this wealth of
knowledge is gradually disappearing. Despite this, the World Health
Organi sation estimate that at | east 80%
rely on traditional forms of medicine [2]. However, there are many people that
simply cannot afford to visit such practitioners and it has become evident that a
revitalisation of local traditions was required. For a number of -Non
Governmental Organisations (M s ), thi s has become the
and is now increasingly successful.

This study looks at how traditional herb use has beentmreduced to villages
across South India and in particular some of the most common plants that are
increasing in ppularity through the system known as the Kitchen Herb Garden.
The system specifically targets the treatment of what is termed Primary Health
Care conditions and so the herbs will be examined for their application in this
particular area. The research tbis work was carried out in India at NGO
bases, research institutes, and alternative health camps as well as in the villages.
It is completed with the understanding that it will be made freely available to
the organisations involved. It also discusseddéhsibility of introducing such a

system in this country, having carried out a limited study locally.



KITCHEN HERB GARDENS IN SOUTH INDIA

The Foundation for the Revitalisation of Local Health Traditions (FRLHT) was
set up in 1991 as a response to warabout falling medicinal plant resources.
Kitchen Herb Gardens have been one of their practical solutions to this issue.
Most locally based health traditions are directly linked to individual villages
and their unique environmental conditions; it is ifeef a decentralised system

of healthcare with its own knowledge. There are around four and a half
thousand documented ethnic communities in India with each having their own
health requirements and responses. Within these communities, many
households useaditional forms of health care through plant and food use. This
has been diminishing in more recent years. Often villages will have their own
healers that speciali$ebonesetters, midwives etc. but these are also becoming
less as knowledge and skillseanot being passed on. However, according to
Dar shan Shank eThereodan trdert soEidR reasan fofipromoting
these indigenous cultures because, in the context of public health, the 'modern’
health system, based on western-miedicine, is undb to meet the basic
health needs of the majority of the people. In the Indian context for example,
the modern medicine health system is only able to offer primary health care to
about 30% of thH rural population. o
It is also expensive for a rural \ajer to attend a clinic in a town. The cost
involves a dayds wages, travel, practit
they will also be accompanied by a male member of the family (another days
wages) and have to make return visits. For many, thisiss impossible.

Therefore a system that reintroduces some basic health care knowledge has



become vital. It is important to understand that this is not a return to primitive,
unreliable and unsubstantiated forms of treatment but in reality a step forward
in regaining power over their own health needs. Therefore this programme is
aimed at the treatment of Primary Health Care. That is common health
problems that can be seatfanaged with use of herbs grown in the gardens and
others that are obtainable from tleeality. It is not designed to replace, nor
does it discourage treatment by specialist practitioners where appropriate.

One of the primary reasons for the research and setting up of Kitchen Herb
Gardens (now sometimes referred to as Home Herbal Gardetosjacord the
information. Indian medical history has written records for the Ayurvedic,
Siddah and Unani codified systems. The older local folk traditions have only
been taught through oral methods. If this information is recorded and then
placed in thepublic domain, it can be preserved and protected from potential
theft by pharmaceutical and chemical companies who may attempt to obtain a
patent thereby prohibiting the use of the plant{racy). This had been the
case in theAzadirachta indica(Neemtree), which is held as sacred by many
Hindus and has been used for millennia for many conditions. The success of the
campaign to prevent this happening in this particular case has proved to be vital

in the maintenance of herbal knowledge for local people

Neem trees are often
¥ a sacred part of
altars in Tamil Nadu




An added problem is the increased usage in the West of herbs harvested from
the wild in developing countries such as India. Up to a quarter of the British
population are thought to use herbal products, many from abroad. This has led
to depletion of some species threatening them with extinction. A small tree used
in anticancer preparationgcluding drugs)Nothatodytes foetidé&etu lakha)

Is an example of this practice where it is becoming increasingly unavailable for
local use [2]. The FRLHT advocates sustainable collection and distribution of
plants.

In 1998, The FRLHT, working with a i@ch organisation COMPAS created a
comprehensive process in order to establish individual Kitchen Herb Gardens
that contain the correct plants for the household or community involved.

This process is known as the Rapid Assessment of Local Health Traditions
(RALHT) and has been carried out in many villages obtaining information on

the use of plants for both human and veterinary applications.

1. Prioritising health conditions
Communities go through a process of identifying common illnesses and
ailments. his is achieved through appraisals and exercises led by trained
field workers and often facilitated
participants will be both male and female. Up to twenty health conditions
are scored according to set criteria with wloentation of knowledge
regarding causes, symptoms, stages etc. The field workers will also gather
as much information as possible regarding herbal use as it is discussed. This
is a vital part of the initial phase as it identifies locally available arehair

known herbs along with the current use of such plants.

by



2. All of the information is then checked against an extensive database. This
will provide additional suggestions for herbs that may be useful in the
treatments as well as the verification (or otheey of those suggested
during the sessions. The databases were complied by the FRLHT previously
and contain references to the other medical systems, including current
scientific research documents. This cross referencing procedure provides the
evidence fothe efficacy and safe use of the herbs, which is required for the
system to be able to stand against modern medicine. This information, along
with the next part of the process will help determine the herbs chosen for

each of the gardens.

3. Assessment ofhe selected herbs. Workshops are organised with some
community members, traditional healers and practitioners of all codified
forms of medicine. Here the herbs are discussed in relation to the specific
conditions, with emphasis placed on the correct ifleation of plants. It is
also at this point that traditional knowledge is taken into account. Even if
there is no scientific evidence for a particular herb use, it is not
automatically discounted. It is accepted that there is still more to learn about
the plants, particularly from the traditional practitioners. Gradually a
consensus is reached regarding the herbs that are suitable for the community
concerned. There may be up to twenty health conditions and associated
herbs agreed, although ten plants aregally more common. Species that

are chosen are generally those that will be relatively easy to cultivate.



4. Three day training workshops are held in each village and these sessions are
used to ensure that everyone can identify the plants correctlyjyuraure
them, harvest and prepare them correctly as well as the methods of

administration and application. The villagers are continuously supported by

a Village Resource Person, generally

a

additional training sessions foreh VRPOs i n the applicat

tfreatments

5. Finally the people create their own herb gardens. There is a cost for the
plants supplied by FRLHT and they found that by charging results were
more positive with greater care and energy put into the gardaescurrent
cost to set up KHG is 200rs per home (approximately £3). Other
stipulations at this point include gardens being fenced, pits for planting dug

and waste water utilised. Fertilizers and pesticide use is not permitted.

This process ensures treg many people as possible within a community have
the opportunity to become involved at a range of levels. There are additional
openings for villagers to become trainers with 90% of trainees being married
women with children and thus providing additiomatome for their families
without having to travel from the village. Community enterprises, such as plant,
seed and dried herb sales have also developed, generally under licence and
following government guidelines. The whole process is later evaluated by
third person so that no mutual agreements can be made regarding the outcomes.

Some of the NGOOGs have developed s mal

k



numbers of local people in the whole process from seeds to sales of dried herbs

and associated pradts.

Herbal preparation on sale at Drying the herbs, prior to

Santhigam, Kerala. processing. ITWWS, Tamil Nadu
From a health perspective, the gardens raise confidence of herb use in a Primary
Health Care context. The Kitchen Herb Garden can provide initial treatment,
and expensive doctors can be used more effectively when the need is greatest.
This is a system that clearly works well when there is no hospital or doctor
nearby. In rural areas throughout all of India folk healers still practice in most
villages, the majority of births are at home with birthing attendants; and
bonesetters currentlygat 60% fractures etc with an-80% success rate.
The fact that over 150,000 Kitchen Herb Gardens have been established is
evidence of a need being met. Poor people would not be willing to pay for

something if there were no benefits.

During my visits o India, | wanted not only to find out how the kitchen Herb
Garden system functions, but also to look at some of the more commonly used
herbs in the area to establish what type of conditions the rural population were

selftreating.

10



My research took me ase Tamil Nadu and Kerala visiting a number of

NGO6s that facilitated the introduction
communities. In these organisations | met practising health care workers
including traditional folk healers and also saw many & gardens in the

villages where they were obviously in regular use. | also spent several days in
Bangalore (Kanataka) with the FRLHT looking at their methodology as
descri bed above. Some of the NGOOGS orgal
can receive tregment from trained professionals for free. This not only includes

herbal treatment but also acupressure and homeopathy. The queues for such
treatment begin well before the arrival of the practitioners and there is a need to

work quickly in order to see afif the patients.

I n tot al I visited six NGOOs, and made
provided me with the ten most commonly used herbs in their gardens. This gave

me a total of 40 different herbs to study. | therefore erefesenced these herbs

with each other until | reduced them to a common 10. | felt that it was important

to grasp the scope of the medical conditions considered to be treatable within

the home and then to ascertain the herbs that are being promoted. The materia

media of these commoherbs are considered in further detail in the following

chapters. The gardens varied considerébdpme were small and compact by

the house and others were | arger demonst
community based or gani $agetsi apuids obt§inCB OO0 s )

seedlings, dried herbs and advice.

11



Family Kitchen Herb Garden in Demonstration herb garden,
Tamil Nadu CRUSADE, Tamil Nadu

In order to evaluate the impact of the programme there needs to be a continuous
monitoring process within the communities with each stage documented. The
geograplgal basis of the work naturally makes this difficult, the three states are
spread across Southern India and many of the villages involved are remote. As
one of the aims was to reach the more isolated communities where health care
is limited (only 25% of halth care services are within these rural locations, yet
this serves 80% of the total population) the FRLHT were aware of the
limitations in this aspect of the programme. It has been easier to monitor the
Amruth Home Garden programme (a Bangalore city dbaspiivalent which

was requested by its residents) due to its proximity to the FRLHT base. The use
of Village Resource Personds who are ger
therefore well integrated into their communities have proved to be an inlealuab
solution. They also have their own KHG as a model for others to observe and
learn from. The encouragement of traditional healers to participate has also
benefited the programme. Deliberate involvement of the bonesetters, midwives
and others has increakthe level of support generally within the communities.

There does not seem to have been any opposition to the introduction of Kitchen

12



Her b Gardens from the | ocaltheaHdd® hor i t i e
programme is becoming integrated into a public healtareness and education
programme through primary health centres and -csebn t r RRN. 0 (
Unnikrishnanand G. Hariramamurthi[3] In Tamil Nadu, the Directorate of
Indian medicine and Homeopathy has produced a booklet outlining many of the
traditional usesof local herbs. This is widely available to the general
population.

The evaluations that have been carried out have demonstrated that
approximately 85% of the participants come from the more deprived
communities and that it can play a role in poverty vadigon. Those not
participating in the programme were spending up to five times more on their
health care needs, whilst those with gardens had unnecessary visits to doctors
substantially reduced=riends and neighbours who had not participated also
beganto use the herbs. It was found that women who are often reluctant to
approach male doctors with gynaecological problems benefited from the use of
herbs grown in their gardens. Typical examples of primary health care
requirements included not only a rangefemale reproductive problems, but

also coughs, colds, fevers, indigestion, diarrhoea, headaches and a wide range
of infections. Primary Health Care applications have also been extended to
include treatment of livestock. Specific information was giveth@promotion

of positive health. This knowledge was delivered during the workshops for
VRPO6s who then passed it on to the vill:
are encouraged to utilise their kitchen ingredients as a way to keep healthy. This
progamme is therefore starting to develop more holistically in its approach to

health. Women were considered key to the development of the kitchen Herb

13



Garden because they are at home and can observe changes in the family health
and respond accordingly.

During my visits, | found that the majority of the gardens were well maintained
and in regular use. The villagers knew the herbs that they were growing and
were able to explain the range of uses possible. They were keen to demonstrate
this knowledge and wererqud of their achievements. Those that were most
active had a supportive NGO working in their village. The appointed person,
generally a health worker would maintain a larger garden that would be used by
the villagers requiring replacement plants, addalgolants, as a learning base

as well as providing basic herbal medicines. It was also possible for those not
having their own KHG to access the herbs for primary health care needs. It
seemed that the programme was well organised, in most cases welltsdppor
and was reaching the rurally isolated population intended. The fact that the
health authorities supported it was indicative of its success. Should they have to
pay for the health care needs of the villagers, it is estimated that it would cost

approximaely 50% of the gross national budget [4].

Part of the demonstration area at the
Foundation for the Revitalisation of
Local Health traditions.

14



COMMON HERBS USED IN KITCHEN HERB GARDENS

In order to gain an over view of the herbs being used and therefore the conditions
being treated within this system, | gathered information on a total offfbedit
species from seven Non Government al
organisation was asked to provide what they considered to be the ten most
commonly used herbs in their area. One of the groups (ITWWS) provided a much
more extensive list as theyanted to include as many of the locally grown herbs as
possible. Table 1 demonstrates their breadth and usage. From this | was able to
cross reference them in order to focus on those 10 that were most frequently cited to
provide a materia medica that Wile both relevant and useful to readers of this
work. These will be presented individually in the following section with the
traditional uses and recipes that were either given to me personally, or taken from
other published information, mostly locally.

It was difficult to exclude herbs, as they were all important in varying degrees to the
different groups.Azadirachta indica(neem) was deliberately excluded as it has
been substantially documented elsewhere. The geographical area was large,
covering the suthern portion of India and as such the variety and species of plants
was wide. This meant that the knowledge and usage of the herbs differed from

region to region. The remit for each organisation was also substantially different

and this was reflectedinh e i r choice of her bs. The NGO

both the location and also the work that each is involved with. This increased the
herbs that were available to me for study, but offered a more realistic explanation as
to why the Kitchen Herb Gédens have become so popular. Effectively, it proved

that they are able to reach many more people by utilising a wide range of methods.

15



HARVESTING AND PREPARATION OF HERBS IN SOUTH INDIA

The harvesting and preparation of herbs in India for medicinal uséeeped in
tradition, unlike the West where there is little or no connection to past practices.

As wel | as folk medicine having ités owl
also vary. Sidha uses more dried plants due to geographical and envi@nment
conditions, which means that plant availability is less. Unani also uses dried forms
but this is complimented by more mineral and animal use, which is influenced by
regi onal variations. Ayurveda 1is genera
preparedwhere possible. In the west where increasing amount of Ayurvedic
medicines are consumed, they utilise preservitigctures, dried and pastes.

For the traditional folk traditions there is much more ritual involved in the process
of herbal medicine as a wte. The use of fresh plant material is encouraged, as the
belief is that the potency will be higher. The times of the harvesting is also
important, greater value is placed on collecting in the evening or night with the
fullness of the moon giving a fullss of medicinal availability. Plants should not be
collected between sun up and sun down. Herbs are always harvested with prayers.
This is a practice that | also came across in Belize with traditional Mayan herbal
healers. Finally, herbs for medicinal u@®uld never be collected when there is no
moon. This is the time when plants are taken for magical purposes and this will
include black magic.

There are also accepted ways of drying and storing medicinal herbs. As far as
possible they should be dried ihasle as the extreme heat of the sun destroys the
volatile oils. Once dry, they are traditionally stored in earthen pots in the village
situation. | have seen plastic containers being utilised, but this is not considered to

be best practice; glass and chimay be used for preserved medicines. If plants are

16



kept whole, then they will be kept within the roof structure near the house entrance
in order to be readily available.

Methods of herbal preparation are taught to the villagers when they attend training
on the KHGOSsS. Apar't from powder s, herbs
freshly as possible. Dried plants are utilised where there is no alternative, such as
when a herb is out of season.

Fresh juices are often made in the kitchen. Quantities of fresit platerial are
washed and then chopped and crushed. This is then squeezed through a clean cloth
and the juice collected. The juice should be used immediately. Some plants are
more readily used in this manner, includi@gimum sanctur(iTulsi) and Adathoda
vasica(Malabur nut)

Pastes are crushed plant material with water added and then ground until a thick
paste is formed. Again this is a freshly used preparation and plants may include
Hibiscus rosasinensigHibiscus).

Dried herbs are ground into fine pders in a pestle and mortar. They are also
generally sieved and can then be stored in airtight jars for up to onégparagus
racemosus(Shatavari) andwithania somnifera(Ashwagandha) roots are often
treated in this way.

Decoctions are generally 1 pdresh plant material to 16 parts water and this is
boiled until it is reduced by three quarters. Whilst they can be stored for up to
twelve hours, emphasis placed on using the mixture freshtjathoda vasicd..

leaves andAzadirachta indicaNeem) rootrespond well here. Decoctions can also

be made using milk in a ratio of 1 part herb, sucRipsr longum(Long pepper), 8

parts milk and 32 parts water. This should again be boiled until almost all of the

water has been evaporated.

17



Hot infusions will bemade by steeping the plant in boiling water (1:8) and allowing

it to cool. Cold infusions are made using cold water (1:6) and left to steep
overnight. Both are then strained before use. Most herbs can be prepared in this
way.

Herbal teas are always maderfr a dried powder, which is then boiled in water
until it is reduced by one third. Approximately2lteaspoons of powder, such as
Cymbopogon citrate@emon grass) is used with sugar, jaggery or honey if required.
Leaf pulp is used directly from the platgelf as inAloe veral.

Frequently, there are no guidelines as to methods of consumption and dosages in the
traditional recipes that are given in the following chapters on specific herbs. This
appears to be left to the discretion of either the pracétionthe patient who is self
prescribing. During training sessions

given.

A range of herbs being dried at ITWWS, Tamil Nadu

18

f

(0]



