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Abstract: Randomized controlled trials provide the best evidence, and is seen as the gold 

standard for allopathic research. Herbal therapies are not an integral part of conventional care 

although they are still used by patients in their health care management. These medicines 

need to be subjected to rigorous research to establish their effectiveness and safety. Clearly 

defined treatments are required and should be recorded in a manner that enables other suit-

ably trained researchers to reproduce them reliably. Quality control of herbal products is also 

a prerequisite of credible clinical trials. Methodological strategies for investigating the herbal 

interventions and the issues regarding appropriate patient selection, randomization and blind-

ing, placebo effects and choice of comparator, occupational standardization and the selection 

of appropriate study endpoints to prove efficacy are being discussed. This paper will review 

research options and propose some suggestions for future research design.

Keywords: CAM research, herbal therapies, methodology, clinical trial

Introduction
Herbal medicines, or phytomedicines (to give them their modern European name), 

are closer to conventional drugs than other complementary and alternative medicine 

(CAM) approaches. In many countries herbal medicines are even prescribed by doctors 

alongside modern drugs and dispensed or supplied primarily by pharmacists. It is only 

in the USA among the developed countries that legislation has established herbs as 

‘dietary supplements’ and thus removed them formally from the medical scene. Herbal 

medicines consist of many chemical constituents with complex pharmacological effects 

on the body. They have been used continuously for many decades even centuries, often 

in ways much different from those of modern medical prescribing.1 The widespread 

use of herbal medicines suggests, though does not assure, the safety and efficacy of 

these medicines. The lack of pharmacological and clinical data on the majority of 

herbal medicinal products is a major impediment to the integration of herbal medicines 

into conventional medical practices. There is often serious resistance in meeting the 

research requirements of legislators. Evaluation of efficacy of herbal products and 

applying the principles of modern medicine is a paramount issue. The “gold standard” 

of evidence for treatment efficacy within evidence based medicine (EBM) is considered 

to be a systematic review or meta-analysis of randomized controlled trials (RCTs) 

with double blinding and a comparator group. The evaluation of herbal products with 

similar principles of EBM poses certain unique issues. While new clinical trials are 

being published at an increasing rate, there are still huge gaps in the evidence base and 
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most clinical studies are judged as not suitably rigorous.1 The 

present review discusses the issues regarding the designing 

of clinical trials of herbal products using the principles of 

modern medicine. These methodological challenges are not 

unique to herbalism and similar principles can be applied to 

other forms of CAM.

why research into effectiveness 
of herbal medicines is important?
Herbal products have always been an important part of the 

public’s healthcare around the world.2 Surveys of CAM 

therapies have shown the wide usage of these products.3 

The herbal products may have many ingredients, often 

with varying concentrations of the therapeutic compounds 

between products and between different batches of the 

same product. The issue of quality control and the selec-

tion of appropriate dosage regimens have been emphasized. 

A single formulation and dosage form with maintained 

consistency in multiple batches should be used throughout 

the different stages of the clinical trials.4 Although traditional 

complementary medicine and its practitioners have not 

demanded clinical trials such clinical trials are a requirement 

for modern scientists. As the use of herbal products rises, 

clinical investigation of these practices becomes increas-

ingly important. This is because once the efficacy is proven, 

alternative treatments can be endorsed.1 Difficulties abound 

in determining efficacy due to the variety of methods used 

to compare different therapies and lack of comprehension 

of the model of holistic medicine.5

what are the challenges?
In the past herbal therapy research has been shown to have 

many methodological shortcomings which raise serious 

concerns regarding the efficacy and safety of the interven-

tions studied.6 There is a hint of double standards in the way 

the clinical trials of herbal products are considered in com-

parison to modern medical investigation.7 However, there are 

numerous examples in the medical literature of herbs studied 

in the context of Western medicine (eg, several clinical trials 

of St. John’s Wort, used in the treatment of depression have 

been published using the principles of modern medicine).8 

Herbal research does require special attention to “model 

validity” or the likelihood that the research has adequately 

addressed the unique diagnostic taxonomy and therapeutic 

context of the CAM system under investigation.9

The issues that really need to be explored include issues 

that are related to the financial, ethical, product standard-

ization (quality control), design of study and the regulatory 

requirements before filing an investigational new drug 

(IND) for conducting large phase III trials. WHO (World 

Health Organization) recently issued an operational guide-

line regarding these regulatory requirements needed to sup-

port clinical trials of herbal products.10 The evaluation of 

research quality in herbal medicine uses the same approach as 

that in the clinical trials of modern medicine, with additional 

components relevant for herbal products. Numerous “quality 

rating” systems have been developed for the evaluation of 

clinical research most notably the CONSORT (Consolidated 

Standards of Reporting Trials) group has produced a widely 

adopted set of reporting guidelines for RCTs of herbal 

medicine.10,11

Data from one clinical trial is generally not sufficient to 

provide adequate information regarding treatment efficacy, 

safety, or cost benefit. Rather, a focused evaluation of a 

specific topic must be done, with data pooled from several 

clinical trials and then analyzed and interpreted together. 

The relevance of meta-analysis and systematic reviews of 

CAM are that they can become an acceptable format for 

including and determining which particular research studies 

accurately focus on specific parameters.12 Meta-analysis and 

systematic review can lead to better generalizations about 

treatment outcome.12 Recently, the systematic review of 

herbal medicines in a specific disease and of specific herbal 

medicines have been published.13–15 The risk-benefit profile 

of a few herbal medicines has also been reviewed based 

on the available evidence.16

Patient selection
For a study to qualify as clinical research, a clearly defined 

treatment and indication are required. The inclusion criteria 

can be based on modern medicine or herbal medicine diag-

nosis. As the two systems are based on different approaches 

to understanding health and disease, the disease criteria may 

be different in some cases.17 However, it becomes increasingly 

difficult to be sure of generating a homogenous group of 

participants with a diagnosis defined by herbal medicines. For 

example, a homogenous group of osteoarthritis patients may 

represent more than a dozen diagnostic types when evaluated 

by traditional Chinese medicine (TCM) and each requiring 

a different treatment.17 A standardized approach, in which a 

treatment approximates the average syndrome, is often the 

way investigators handle this situation. Such an approach 

has advantages in that it simplifies the treatment strategy and 

often allows for the maintenance of blinding and prevents 

treatment confusion between groups. The main disadvantage 

is that it may result in suboptimal patient treatment and so 
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produce false negative results. Bensoussan and colleagues 

conducted a study with poor model validity that illustrated 

this problem.18 In a series of patients with irritable bowel 

syndrome treated with traditional Chinese medicine, one third 

of the subjects were treated with a standardized approach, one 

third with a treatment that fit the TCM model of medicine, 

and one third served as controls, receiving placebo. Subjects 

treated with a treatment that fit the TCM model improved for 

longer than those given the standardized approach, although 

the latter was easier for research purposes. Both groups 

did better than the placebo control group.

Weigent and colleagues proposed that selection can be 

based on modern medicine or the complementary medicine 

system alone.19 Another way to approach different diagnostic 

taxonomies of alternative medical systems is to provide 

for double classification and selection in a clinical trial.9 

A double classification approach is possible in many situ-

ations, although it may add considerable complexity to the 

study. The “double classification” method is where subjects 

primarily meet Western diagnostic criteria and then are 

further classified according to the CAM system. Treatments 

are delivered according to CAM classification and outcomes 

are evaluated by criteria for both systems.9 If a traditional 

indication is being tested it is advised to mention the under-

lying traditional theories and concepts in the protocol.20 The 

key requirement is to have stringent inclusion and exclusion 

criteria so that the indication as well as treatment can be 

assessed reliably.9

Placebo and nonspecific effects
CAM practices provide psychosocial support integrated with 

physical treatments and so make full use of placebo effects 

in the sense of maximizing nonspecific factors essential to 

any successful practice.21 The patients play an active part in 

the outcome of all the treatments in herbal medicine.22 The 

patients’ motivation to follow the treatment regimen is likely 

to be influenced by their preferences before treatment is 

started. The greater the need for participation of patients, the 

greater the motivation will influence the outcome. Individual 

expectation and the nature of the information given to patients 

(including the informed consent procedure) can impact out-

comes significantly.23,24 In the herbal medicine, most treat-

ments are complex, consisting of a mix of active components 

with contextual factors such as the way the treatment is taken. 

These contextual factors influence the patients’ perception 

and motivation towards the therapy and can also influence the 

outcome.21 The interaction of these specific and contextual or 

placebo effects is an important area for focused research.25 

It has also been argued that the artificiality of the RCTs may 

reduce the placebo element of any intervention, failing to 

capitalize on the nonspecific treatment effects, and therefore 

the trial will inevitably reflect the minimum level of benefit 

that can be expected.26 However, it is possible to apply RCTs 

without adopting a reductionist approach. These contextual 

factors can be equalized in the two groups by appropriate 

randomization and maintaining blinding.27

randomization
The comparability of two or more groups can be ensured 

by randomization so that any extraneous variables have 

a similar effect on all/both groups. Many herbal experts 

emphasize joint decision-making and pay due consideration 

to patient preferences.27 Since the practitioner is an integral 

part of the therapy, this process can be judged to be inter-

fering in the treatment process.17 There is also a belief that 

randomization can interfere with a therapy (by eliminating 

choice) and obscure our awareness of how bias affects it. For 

example, traditional Chinese science is based not on linear 

cause-and-effect assumptions but on an assumption that 

“correspondences” occur between system levels (biological, 

social, cosmic).28 Despite these concerns, numerous herbs 

have been tested in randomized controlled trials.29–31 

Some ways have also been suggested. Brewin and Bradly 

who proposed an approach called partial randomization 

whereby patients are given the choice to indicate a treatment 

preference.32 Those who express a preference are given their 

chosen treatment and the rest are randomized. Zelen also put 

a somewhat similar solution to this difficulty.33 Each patient 

was randomized to one of two groups: a do not seek a chosen 

treatment consent group who receive standard treatment or 

a seek a chosen treatment consent group who are asked if 

they would be willing to receive the experimental treatment. 

Some of the patients may decline the new treatment in which 

case they will receive standard treatment. The assumption is 

that the consent of patients need only be sought if they are 

randomized to the seek consent groups. The other patients 

will receive the treatment they would have received if they 

were not part of the trial.

The major limitation with these designs is that the 

patients who agree to be randomized may not be typical 

and ethical concerns of not asking consent are also there. 

A double screening recruitment model has been suggested 

to allow the practitioner to individualize treatments and to 

ensure the reliable assessment of therapy.22 This is similar to 

double classification proposed earlier.6 The subjects are first 

screened according to modern medicine diagnosis and then 
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categorized according to traditional classification system. The 

categories proposed can be defined into strata and patients can 

be equally randomized to the treatment and placebo arm.34

Design adaptive allocations have been suggested as 

an alternative to randomization that virtually guarantee a 

better balance than randomization, both for measured and 

unmeasured outcomes. This is especially important when 

resources are scarce, such as in herbal medicine trials and 

where underpowered studies might lead to premature termi-

nation of promising research paths.35

Blinding
Blinding is an important element of RCT as it helps to isolate 

the placebo effect and the observer bias. RCTs in medicine 

are usually conducted double blind which means neither 

the prescriber nor the patient knows about the treatment 

allotment. This ensures that data collected are unbiased 

and the attitudes of patients do not influence their response. 

In many cases of herbal medicine trials it is often impossible 

to maintain double blind. This becomes the case when the 

treatment is multifaceted, involving counseling, listening, 

explaining, lifestyle and dietary advice as well as prescribing 

herbal medicines. However, such interventions can be single 

blinding, where the therapist but not the patient knows the 

treatment allocation.

Another proposed approach to ensure blinding is that 

the therapist does not assess the outcome of treatment. The 

assessment is done by a third person who, like the patient is 

unaware of the actual intervention received. The cautionary 

principle is to ensure that the patient does not give the 

assessor details of the treatment that might unblind the 

assessor. The inclusion of self-report inventories to assess 

the outcome is another suggested approach.36

Choice of control or comparator 
intervention
RCTs often depend on matching the control group as closely 

as possible with the intervention group. If the trial is intended 

to provide the evidence of a specific effect of herbal medicine 

it is important that the comparator is similar to the treatment. 

Factors that should be standardized include color, odor, dura-

tion, frequency of intake, and credibility of the treatment to 

the patient and physical situation in which treatments are 

administered.37 Evaluation of complex natural products that 

have a distinctive odor, such as ginger, have posed challenges 

in selection of matching controls.34 Here, the concern was that 

a control intervention having no odor might elicit suspicion 

while a distinctive odor might exaggerate any potential effect. 

There have been some trials reporting the use of placebo that 

are matched to color and smell of the active intervention, but 

contains no active ingredients.38

Trials of an herbal decoction requiring preparation at 

home also pose a great challenge in selecting the control. 

If the control group contains active ingredients then the 

comparison between experimental group and control group 

will be affected. A few convincing trials have been per-

formed in European countries on the herbal treatment of 

atopic eczema.39–41 Clinical trials were performed in children 

with moderate to severe eczema and adults with refrac-

tory widespread atopic dermatitis. The herbal decoction 

prepared contained ten herbs. Fairly convincing evidence 

of efficacy was presented from these placebo controlled 

trials. However, problems involved the unpalatable nature 

of the decoction and difficulties encountered with prepar-

ing the decoction at home. Though it may be challenging to 

construct a matching placebo for certain herbal products, 

it is not impossible.

During the conduct of active comparator trials, the 

major consideration is the selection of the comparator drug. 

Whether it should be a herbal product or a modern medicine 

needs consideration.

Sample size
In conducting an appropriately powered study, sample 

size needs to be calculated. To analyze the sample size the 

stated effect size needs justification. In the a study by Bian 

and co-workers which evaluated 167 studies the authors 

found that only 0.6% RCTs conducted a priori sample size 

calculation.42 An increasing number of journals are requir-

ing RCTs to describe this process in accordance with the 

CONSORT statement.43 The estimation of effect size and 

variance between groups from reported literature or expert 

opinion should reflect both clinical acumen and be of poten-

tial public health effect. The effect size and variance can vary 

widely between studies already reported in literature and the 

investigators are advised to conduct pilot trials with the test 

formulations to adequately estimate sample size. The clinical 

investigators must participate in this process of sample size 

calculation along with the statistician.44

Minimizing therapist and protocol 
variability (Occupational Standardization)
In the literature on psychotherapy, a number of studies have 

shown that the experience of the therapist is related to the 

outcome of the treatment.45 It is therefore essential that 

therapist have appropriate training in the herbal medicine 
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under investigation. The need to maintain occupational 

standardization has been realized.46 This is more evident in 

trials of herbal products where the therapist has an active 

role to play.

Additionally it is crucial that the treatment is delivered 

according to the approved protocol. Holistic practitioners 

may feel uncomfortable delivering standardized care. They 

may like to provide best therapeutic practice and thus 

protocol violations may occur. This therapist variability can 

be reduced by providing treatment manuals detailing the 

precise procedures to be followed.47 Another approach to 

control for therapist variability is to employ more than one 

therapist.48 Each therapist should treat similar number of 

patients. If the number permits, the results of the two thera-

pists can be compared.

evaluation of outcomes
The treatment must be recorded in a manner that enables 

other trained researchers to reproduce it reliably. This often 

requires objective endpoints. Herbal experts utilize a system 

of clinical observations which today might be considered 

obsolete and over subjective. Modern clinical trials insist on 

having data with hard endpoints that can be monitored. Thus 

there is a need to develop the means to objectively assess 

the subjective signs.17

Herbal experts may not accept the traditional outcome 

measures such as symptom relief, cure or survival. Rather, 

they wish to evaluate outcomes in terms of alterations in 

energy balance, healing, ability to cope with problems. 

The effect of treatment on quality of life (QoL) has been 

emphasized and more modern medicine clinical trials are 

including questionnaire assessing the effect on QoL. Clinical 

researchers are challenged to develop more comprehensive, 

clinically relevant, and patient-centered research designs 

and outcome measures that will assess the diverse needs 

and values of populations.7

Assessing the effects of individual 
differences
The first argument against the applicability of RCTs into 

complementary therapies including herbal medicine is 

that these are often very individualistic in approach and 

cannot always be standardized as a treatment for a large 

group of individuals in the context of an RCT.7 Moreover, 

the expectations and strong beliefs toward herbal medicine 

can influence the outcomes in trials. Baseline assessments 

of various psychological factors such as personality and 

mood must be carried out. These can be used as prognostic 

variables and can be used to check that randomization has 

produced comparable groups.21 The between treatment 

differences in outcomes due to expectations can be assessed 

by giving detailed information about the treatments prior 

to randomization and their expectations of effectiveness 

of each treatment assessed for example by means of VAS 

(visual analogue scale).

Certain other research issues that have been observed 

regarding clinical trials of CAM (that may not strictly be appli-

cable to herbal products only) are the justification about the 

onset and duration of effects in the absence of preliminary stud-

ies. It has been realized that study designs often fail to specify 

and justify an optimal time for conducting follow up.21

Another concern is the problem of drop-ins and sample 

contamination. This problem arises because many herbal 

products are available outside the medical setting as dietary 

supplements. The investigators should monitor their trial 

subjects whether they seek out herbal products outside the 

specified protocol.21

Conclusion
In conclusion, outcome measures should reflect the interven-

tion and indications tested. The primary end point should be 

unique, focused and specific and can be a “hard end point”. 

The secondary end points are supplementary and may include 

changes in QoL, mood, patient preferences. These endpoints 

become more important when the primary endpoints are 

expected to change slowly and would be particularly important 

when chronic problems are faced.7 Thus when performing 

RCTs, testing herbal interventions, concepts that go beyond 

western medical technology and understanding may be rel-

evant. There is a need to develop and validate a range of mea-

sures applicable to modern medicine and herbal medicine.

The future
Whether conventional healthcare is prepared to accept 

complementary medicine or vice versa is debatable as one 

challenges the autonomy of the other. The specific effects 

of the therapies, how they should be used and delivered to 

optimum benefit, need to be established. Integrated Medicine. 

The Way Forward for the Next 5 Years (Foundation for 

Integrated Medicine 1997) proposed an examination of the 

research issues of efficacy, safety, biological plausibility, 

methodology, and funding.49

In brief, good research means better patient care. Instead 

of simply condemning the RCT out of hand, it has been 

seen that herbal products can be evaluated using an RCT 

approach, albeit in a modified form.
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There is still a hunger for beneficial natural medicines 

and this has renewed interest in the potential of indigenous 

medical traditions. Standards can be developed for herbal 

research to improve the quality of investigation.

Other methodological approaches are also needed, either 

to fill the gaps that cannot be addressed by RCTs or to focus 

on research questions that could never be addressed by a very 

structured, scientific approach. Mixed method approaches can 

complement each other and contribute, overall, to a stron-

ger research design for herbal medicine.46 Observational stud-

ies, for example, can allow pragmatic investigation of areas that 

are not amenable to RCTs. Moreover, practitioners of modern 

medicine need to be aware of the research issues and how to 

judge the quality of research evidence in herbal medicine, so 

they they can provide appropriate advice to patients, and move 

towards integrating effective therapies into their practice.

Although a number of difficulties and limitations are 

acknowledged, it has been established that the RCT will continue 

to be the gold standard for evaluating the efficacy and safety of 

herbal products.50 To conclude, it would be helpful if reports of 

all clinical studies gave more information about the rationale for 

the choice of research question and related design.

Disclosures
The authors report no conflicts of interest relevant to this 

research.

References
 1. Mills S. Herbal medicine. In: Lewith GT, Jonas WB, Walach H, editors. 

Clinical Research in Complementary Therapies: Principles, Problems 
and Solutions. Elsevier Science: 2003. p. 211–227.

 2. Lai SL. Clinical Trials of Traditional Chinese Materia Medica. Chapter 1. 
Guangdong: People’s Publishing House. 2000.

 3. Eisenberg DM, Kessler RC, Foster C, Norlock FE, Calkins DR, 
Delbanco TL. Unconventional medicine in the United States – prevalence, 
costs, and patterns of use. N Engl J Med. 1993;328:246–252.

 4. US Food and Drug Administration. 2004. Guidance for Industry: 
Botanical drug products.http://www.fda.gov/downloads/Drugs/
GuidanceComplianceRegulatoryInformation/Guidances/ucm070491.pdf

 5. Chabot P. The evaluation of holistic care. Intern Rev Comm Dev. 1990; 
24:109–114.

 6. Linde K, Jonas WB, Melchart D, Willich S. The methodological Quality 
of randomised controlled trials of homeopathy, herbal medicines and 
acupuncture. Int J Epidemiol. 2001;30:526–531.

 7. Bower H. Double standards exist in judging traditional and alternative 
medicine. BMJ. 1998;316:1694.

 8. Linde K, Berner M, Egger M, Mulrow C. St. John’s wort for depression: 
meta-analysis of randomised controlled trials. Br J Psychiatry. 2005; 
186:99–107.

 9. Jonas WB, Linde K. Conducting and Evaluating Clinical Research 
on Complementary and Alternative Medicine. In: Gallin JI, editor. 
Principles and Practice of Clinical Research. San Diego, CA: Academic 
Press; 2002. p. 401–426.

10. World Health Organization. Operational guidance: Information needed 
to support clinical trials of herbal products. 2005. (document reference 
who /TDR/GEN/Guidance/05.1).

11. Gagnier JJ, Boon H, Rochon P, Moher D, Barnes J, Bombardier C; 
CONSORT Group. Recommendations for reporting randomized con-
trolled trials of herbal interventions: explanation and elaboration. J Clin 
Epidemiol. 2006;59:1134–1149.

12. Spencer JW, Jacobs JJ. Complementary and Alternative Medicine: An 
Evidence-Based Approach. Elsevier Science; 2003.

13. May BH, Lit M, Xue CC, et al. Herbal medicine for dementia: 
a systematic review. Phytother Res. 2009;23:447–459.

14. Chen X, Zhou M, Li Q, et al. Sanchi for acute ischaemic stroke. 
Cochrane Database Syst Rev. 2008;4:CD006305.

15. Vogler BK, Pittler MH, Ernst E. The efficacy of ginseng. A systematic 
review of randomised clinical trials. Eur J Clin Pharmacol. 1999;55: 
567–575.

16. Ernst E. The risk-benefit profile of commonly used herbal therapies: 
Ginkgo, St. John’s Wort, Ginseng, Echinacea, Saw Palmetto, and Kava. 
Ann Intern Med. 2002;136:42–53.

17. Leung PC. Complementary Medicine. In: Machin D, Day S, Green S, 
editors. Textbook of Clinical Trials. First edition. Chichester: John Wiley & 
Sons. 2004:63–84.

18. Bensoussan A, Talley NJ, Hing M, Menzies R, Guo A, Ngu M. Treat-
ment of irritable bowel syndrome with Chinese herbal medicine. JAMA. 
1998;280:1585–1589.

19. Wiegant FAC, Kramers CW, van Wijik R. Clinical research in comple-
mentary medicine: the importance of patient selection. Complement 
Med Res. 1991;5:110–115.

20. Leung PC. Editorial – Seminar series on evidence-based alternative 
medicine. Hong Kong Med J. 2001;7:332–334.

21. Kleinman A, Eisenberg L, Good B. Culture, illness, and care: clinical 
lessons from anthropologic and cross-cultural research. Ann Intern Med. 
1978;88:251–258.

22. Ernst E, Siev-Ner I, Gamus D. Complementary medicine: a critical 
review. Israel J Med Sci. 1997;33:808–815.

23. Zhang ZN, Liu EK, Zheng TL, Li DG. Treatment of chronic myelocytic 
leukemia (CML) by traditional Chinese medicine and western medicine 
alternately. J Tradit Chin Med. 1985;5:246–248.

24. Kirsch I. How Expectancies Shape Experience. 1st Ed. Washington DC: 
American Psychological Association; 1999.

25. Moerman DE, Jonas WB. Toward a research agenda on placebo. 
Adv Mind Body Med. 2000;16:33–46.

26. Black N. Why we need observational studies to evaluate the effective-
ness of health care. BMJ. 1996;312:1215–1218.

27. Richardson J. The use of randomized control trials in complementary 
therapies: exploring the Issues. J Adv Nurs. 2000;32:398–406.

28. Porkert M. The theoretical foundations of Chinese medicine – systems 
of correspondence. Cambridge: MIT Press, MA; 1974.

29. Gim GT, Kim HM, Kim J, Kim J, Whang WW, Cho SH. Anti-
oxidant effect of tianwang buxin pills a traditional Chinese medicine 
formula: double-blind, randomized controlled trial. Am J Chin Med. 
2009;37:227–239.

30. Ozgoli G, Selselei EA, Mojab F, Majd HA. A randomized, placebo-
controlled trial of Ginkgo biloba in treatment of premenstrual syndrome. 
J Altern Complement Med. 2009;15:845–851.

31. Kelly-Pieper K, Patil SP, Busse P, et al. Safety and tolerability of an 
antiasthma herbal Formula (ASHMI) in adult subjects with asthma: 
a randomized, double-blinded, placebo-controlled, dose-escalation phase I 
study. J Altern Complement Med. 2009;15:735–743.

32. Brewin CR, Bradley C. Patient preferences and randomized clinical 
trials. BMJ. 1989;299:313–315.

33. Zelen M. A new design for randomised clinical trials. N Engl J Med. 
1979;300:1242–1245.

34. Critchley JA, Zhang Y, Suthisisang CC, Chan TY, Tomlinson B. 
Alternative therapies and medical science: designing clinical trials 
of alternative/complementary medicines-Is evidence-based tradi-
tional Chinese medicine attainable? J Clin Pharmacol. 2000;40 
462–467.

35. Aickin M. Beyond randomization. J Altern Complement Med. 2002; 
8:765–772.

Powered by TCPDF (www.tcpdf.org)

www.dovepress.com
www.dovepress.com
www.dovepress.com


Open Access Journal of Clinical Trials 2010:2

Open Access Journal of Clinical Trials

Publish your work in this journal

Submit your manuscript here: http://www.dovepress.com/open-access-journal-of-clinical-trials-journal

The Open Access Journal of Clinical Trials is an international, peer-
reviewed, open access journal publishing original research, reports, 
editorials, reviews and commentaries on all aspects of clinical trial 
design, management, legal, ethical and regulatory issues, case record 
form design, data collection, quality assurance and data auditing 

methodologies. The manuscript management system is completely 
online and includes a very quick and fair peer-review system, which 
is all easy to use. Visit http://www.dovepress.com/testimonials.php to 
read real quotes from published authors.

21

evaluation issues in herbal medicationDovepress

submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

36. Walker LG, Anderson J. Testing Complementary and Alternative 
Therapies within a Research Protocol. Eur J Cancer. 1999;35:1614–1618.

37. Buchanan DR, White JD, O’Mara AM, Kelaghan JW, Smith WB, 
Minasian LM. Research-design issues in cancer-symptom–management 
trials using complementary and alternative medicine:lessons from the 
national cancer institute community clinical oncology program. J Clin 
Oncol. 2005;23:6682–6689.

38. Palevitch D, Earon G, Carasso R. Feverfew (Tanacetum parthenium) as 
a prophylactic treatment for migraine: a double-blind placebo-controlled 
study. Phytother Res. 1997;11:508–511.

39. Sheehan MP, Rustin MH, Atherton DJ, et al. Efficacy of Chinese herbal 
therapy in adult atopic dermatitis. Lancet. 1992;340:13–17.

40. Sheehan MP, Atherton DJ. A controlled trial of traditional Chinese 
medicinal plants in widespread nonexudative atopic eczema. Br J 
Dermatol. 1992;126:179–184.

41. Sheehan MP, Atherton DJ. One year follow up of children treated 
with Chinese medicinal herbs for atopic eczema. Br J Dermatol. 
1994;130:488–493.

42. Bian ZX, Li YP, Moher D, et al. Improving the quality of randomized 
controlled trials in Chinese herbal medicine, part i: clinical trial design 
and methodology. J Chin Integr Med. 2006;4:120–129.

43. Gagnier JJ, Boon H, Rochon P, Moher D, Barnes J, Bombardier C; 
CONSORT Group. Reporting randomized, controlled trials of herbal 
interventions: An elaborated CONSORT Statement. Ann Intern Med. 
2006;144(5):364–367.

44. Schulz KF, Grimes DA. Sample size calculations in randomized trials: 
mandatory and mystical. Lancet. 2005;365:1348–1353.

45. Howard KL, Orlinsky DE, Perilstein J. Contribution of therapist’s 
to patient’s experiences in psychotherapy: a components of variance 
model for analyzing process data. J Consult Clin Psychol. 1976;44: 
520–526.

46. Mason S, Tovey P, Long AF. Evaluating complementary medicine: 
methodological challenges of randomised controlled trials. BMJ. 
2002;325:832–834.

47. Schnyer RN, Allen JJB. Bridging the gap in complementary and alterna-
tive medicine research: manualization as a means of promoting stan-
dardization and flexibility of treatment in clinical trials of acupuncture. 
J Alternat Complement Med. 2002;8:623–634.

48. Sale JEM, Lohfeld LH, Brazil K. Revisiting the quantitative–qualitative 
debate: implications for mixed-methods research quality and quantity. 
Quality and Quantity. 2002;36:43–53.

49. Coates JA, Jobst KA. Integrated healthcare: a way forward for the 
next five years? J Alternat Complement Med. 1998;4:209–427.

50. Vickers A. Complementary medicine. BMJ. 2000;321:683–691.

Powered by TCPDF (www.tcpdf.org)

http://www.dovepress.com/open-access-journal-of-clinical-trials-journal
www.dovepress.com
www.dovepress.com
www.dovepress.com
www.dovepress.com

	Pub Info 82: 
	Nimber of times reviewed: 


