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DRAFT 
Preliminary Agenda for 4-5 Dec 00 Meeting 

on Access and Delivery 
DAY ONE: Monday, December 4, 2000 7:30 am - 5:30 pm 
DAY TWO: Tuesday, December 5, 2000 8:30 am - 4:00 pm 

7:30-9:00 am Breakfast [Commissioners: "Getting to Know You."] 

9:15 am Welcome and Introductions 
Dr. James Gordon 

Session 1: Overview CAM Utilization Survey Data [Emphasis on 
Access & Delivery] 

Dr. James Gordon 

Session 11: Overview of Effectiveness of CAM 
CAM therapies with sufficient evidence for integration and 
demonstrated cost-effectiveness 

TBA ?????]??? ^ n r ^ . /! ^ / ^ / A t A ^ -

Cost-Effectiveness of Mind-Body approaches for somatic illnesses 
Dr. David Sobel (Kaiser-Pennanente) 

Panel Discussion 

Session 111: CAM Access and Delivery: Current data and fiiture 
policy issues: 
Chiropractic— 
Acupuncture 

Medical— 
TCM— 

Massage Therapy— 
anel Discussion 

Session 111: CAM Access and Delivery: Current data and future 
policy issues continued: 
Homeopathy— 
Herbs/Botanicals— 
Dietary Supplements (vitamin, minerals, amino acids, etc)— 

..Nutrition— 



Self-Care— 
Panel Discussion 

Session FV. CAM Access and Delivery: Alternative 
correncaata'Sffd future policy issues: 
Speaker suggested by Wallace Sampson, MD 
Panel Discussion ??????????? 

Session V. Disease-specific examples of effectiveness of CAM 
therapies 
[2-3 illnesses (e.g., cancer, HIV/AIDS, addiction) with a program ^(^^ yU^'^ 
representative and a patient/client speaking about each condition.] / , 
Need suggested conditior^jind^speakei^^ ^^/^^./^^^ 'UJ^^'i^^ 

Panel Discussion 
wl jt . . . / / / t / < U i } ^ L K t ' ^ 1 

[Systems of Delivery sessions on CAM Integration or CAM 
Separatism: Should or shouldn't CAM be integrated... and lesson 
learned: What worked & why/why not?] 

Session VI. Sytems of Delivery: Private Sector Panel 
Private Practice ["entrepreneurial CAM"] 

Robert Adkins, MD 
Free-standing for-profit practice-based 

[Suggestion: Len Wisneski, MD] 
Community hospital-based CAM center/clinic 

Cancer Center 
Academic health/medical center 

[Suggestion: David Eisenberg, MD- service delivery 
research or Woodson Merrill, MD] 
[Suggestion: Sam Benjamin, MD- unsuccessful program] 

Managed Care Organizations 
[Two representative examples] 
Suggestions: Oxford & ask George DeVries 

American Association of Health Plans (AAHP) 
Panel Discussion 

Session Vll: Systems of Delivery: State & Local Govemment 
Panel 
King County Nahiral Medicine Clinic, Kent, WA 
Country Doc Community Health Center, Seattle, WA 
Washington State Insurance Commissioner 
Minnesota Complementary and Alternative Health Care Freedom 
of Access Act [unlicensed CAM practitioners] 

Minnesota NaUiral Health Coalition 



Ohio House Bill 90 [licensed physicians integrating CAM] 
Panel Discussion 

Session Vll l : Systems of Delivery: Federal Sector Panel 
SAMSHA 
HRSA 

(Suggestions: 
Marilyn H. Gaston, MD, Director of Bureau Primary 
Health Care, 
Joseph O'Neill, MD, Director of HlV/AlDS Bureau, 
and possibly Peter Van Dyck, MD, MPH, Director of the 
Maternal Child Health Bureau) 

PHS Office on Women's Health 
(Suggestion: Dr. Wanda K. Jones) 

0PM (Federal Employees' Health Benefits Program) 
DOD 

Suggestion: (Acting Assistant Secretary for Health, Health 
Affairs) 

Panel Discussion 

Session Vll : Private Foundations and Novel Systems of CAM 
Delivery Panel 
[e.g., George Foundation, Robert Wood Johnson, National 
Integrative Medicine Council (NIMC), Fetzer, and ... ] 
Panel Discussion 

Session IX. Commissioners' Discussion of Access to and Delivery 
of CAM Practices and Products 

DRAFT 







White House Commission on Complementary and 
Alternative Medicine Policy 

Work Groups 

WORK GROUP 1. Coordinated research to increase knowledge about complementary 
and alternative medicine practices and products. 

I 11 III IV 
Bill Fair Joe Fins Julia Scott Conchita Paz 
Buford Rolin Effie Chow George DeVries 
Dean Ornish Tom ChappeU George Bernier 
Wayne Jonas 
Effie Chow 

WORK GROUP 2. Guidance for appropriate access to and delivery of complementary 
and alternative medicine. 

I 11 
Julia Scott Dean Omish 
George DeVries Bill Fair 
Conchita Paz 

III 
Joe Fins 
Effie Chow 
Tom ChappeU 

IV 
Tom ChappeU 
Buford Rolin 
George Bemier 

WORK GROUP 3. The provision to health care professionals of reliable and useful 
information about complementary and alternative medicine that can 
be made readily accessible and understandable to the general public. 

I 
George Bernier 
Julia Scott 
George DeVries 
Conchita Paz 
Tieraona Low Dog 

II 
Buford Rolin 
Bill Fair 

III 
Dean Omish 
Joe Fins 
Effie Chow 
Tom ChappeU 

WORK GROUP 4. The education and training of health care practitioners in 
complementary and alternative medicine. 

I II m IV 
George Bernier Buford Rolin Conchita Paz Julia Scott 
Effie Chow Dean Omish George DeVries 
Tom ChappeU Bill Fair 
Joe Fins 

September 25, 2000 (1:32pm) 



research. He asked i f it would be in the public domain, and who would be the forces against this 
knowledge. There is a private property issue concerning what is patentable. I f the research 
results are not patentable, he pointed out, those who base their illness-related business on their 
knowledge being private property might perceive a threat in an openly marketed product. 
Therefore, he would like to identify the forces that would prefer that this research not become 
available. 

At 5:15 p.m., the meeting adjourned for the day. 

The meeting resumed at 8:40 a.m. on July 14. Dr. Gordon reminded the commission that they 
had three more areas to discuss, in addition to logistics and the public comment period. Ms. 
Chow asked i f they could solicit testimony instead of relying so much on research at first. Dr. 
Gordon assured her that they would consider both qualitative and quantitative research. He then 
introduced the next area of discussion. 

2-)-Access-and-Deliverv—.—7 

The commission was charged with considering "Guidance for appropriate access to and delivery 
of complementary and altemative medicine." Mr. DeVries asked i f this topic included insurance 
coverage, supervision of physicians, and the like. Dr. Gordon said that his interpretation was the 
answer to the question "what can we expect when we go to the doctor?" He asked the 
commission to think about what they needed to know to make policy recommendations to 
Congress to ensure that every patient's care includes CAM. This would include coverage issues 
related to Medicare and insurance, as well as staffing pattems and so forth. Dr. Omish said that 
the entities charged with overseeing reimbursement would be concemed with fraud and abuse, 
which opened the issue of how to reassure them. Currently, he explained, these organizations 
deal with a level of certification that is not common in CAM, where standardization is not the 
nonn. It is a legitimate concem that vulnerable people might go to unqualified persons calling 
themselves CAM practitioners. Therefore, it would be helpful to talk to other groups that offer 
standardization. Some CAM groups are attempting that already, and some insurance providers 
cover certain CAM therapies. The commission might talk to them to find out what obstacles 
they have found and, conversely, what has been useful. These will be major issues for those 
charged with reimbursement. 

Mr. ChappeU noted that products at present must fit the guidelines of a food, drug, or 
supplement, and there are very particular vocabularies that must be used with these products. 
FDA has no real domain for CAM, which is at present an aberration in the FDA system. 
Therefore, manufacturers are limited in what they can say when they market their products. 
What they need is a domain that houses the standards and claims of CAM. The commission 
should hear from FDA and the Federal Trade Commission (FTC), and get their thoughts on this 
emerging field. They should also solicit comments from manufacturers and retailers. Many new 
herbal products lead consumers to wonder about the purpose ofthe product, since the 
manufacturers are not allowed to make statements regarding purpose. This puts the consumer in 
the position of doing research on each product of interest. Therefore, there is a need for a body 
to oversee CAM product issues. 



Mr. DeVries said they needed to recommend that individual states enact minimum licensure 
requirements for CAM providers. Credentialing is a problem and can be very complex. State 
requirements currently vary greatly, and access diminishes with more restrictive licensure 
requirements. Some cities and counties also license. Dr. Omish repeated his concem that a 
limiting factor will be reimbursement. He perceives a consistent fear of covering altemative 
approaches on the part of reimbursers. He believes they feel they are opening Pandora's box 
with CAM. But to mainstream CAM, reimbursement is essential. Dr. Paz agreed, stating that 
opening hospitals to some of these altemative practitioners, such as chiropractors, is a related 
issue. 

Ms. Chow pointed out that CAM is a very broad concem, and some practitioners fear 
credentialing, especially in the mind and spiritual areas. She suggested they examine all 
different aspects of CAM and determine what is critical to licensing rather than talking about 
CAM as a whole. She added that regulation can lead to regulating the effect rather than the 
practice. She was wary of squeezing CAM into the medical model. Mr. DeVries noted that 
credentialing thus far has addressed acupuncture and massage. The commission might look at 
reimbursement practices in California and Washington. Currently, products must be considered 
medically necessary for coverage. A bill in Congress focuses more on wellness, correcting this 
problem; the legislation is oriented to giving employers tax breaks. Dr. Omish said that there is 
a window of opportunity now with credentialing organizations. He noted that while many CAM 
practitioners fear they might lose their creativity under mainstreaming, that issue could be 
addressed. 

Dr. Fins brought up the issue of malpractice, which is currently a deviation from common 
standards. Mainstreaming of CAM could raise both expectations and insurance costs. Dr. 
Gordon dislikes the way malpractice is addressed in this country. He suggested that they 
investigate other countries that set up a fund and a system for reprimand. Dr. Fins agreed that 
they had an opportunity to create a new model that is less adversarial than the present one. He 
wondered i f they might model best practices on a smaller scale for the whole health care 
industry. 

Ms. Scott observed that many feel the medical system has failed them. CAM offers an 
opportunity to change the prevailing mind set from an illness perspective to a wellness 
perspective; malpractice is the fomier. Dr. Omish added that there is a growing trend to litigate 
for failure to provide a full range of treatment options; this trend may work in favor of CAM. As 
CAM approaches become more mainstream, physicians will have to include CAM as part of 
infomied consent. Mr. ChappeU said that it was becoming clear that defining their world view 
must precede anything else the commission does. Dr. Gordon speculated that they had a need to 
leam about state of the art. Since the commission can bring in experts, they should consider 
what areas are of interest. Dr. Groft added that the staff could handle that. 

Dr. Fins suggested that they could not expect the reimbursers to pay for everything, so they 
should set priorities for coverage, which is already done in Oregon, with diagnosis and treatment 
pairs. At town meetings, they found that the public wanted mental health services, which 
therefore rose on the priority list. Ms. Chow suggested that since the commission will be looked 
at as an example, they should try to create new system of health care, even while keeping the 



temiinology of the current system. Dr. Gordon agreed that they should examine model 
programs, which often possess a vitality that can be inspiring. Ms. Chow cautioned against 
getting caught up in the economics of the current system. Dr. Gordon agreed, noting that they 
must strive to preserve the spirit of the work, not just the practices. 

Dr. Fair reminded the commission that in temis of informed consent, CAM options are generally 
not mentioned. Physicians tend to focus on what they know, saying it is the only thing they can 
do, but this is not true. Insurance companies will pay for bone marrow transplants that have not 
been proven to provide a benefit, but not for group support, which has been proven effective. 
Therefore, he said, it is not just economics driving current practice. Physicians are trained to do 
something, and they set out to do that. Ms. Chow said that it is physician education at issue, not 
their aim and spirit. Physicians can only do what they know. Dr. Omish added that reimbursers 
often have the preconceived notion that CAM is ineffectual, which tums into catch-22 of no 
money for reimbursement. He believes that despite other considerations, they will need to hold 
CAM therapies to some kind of standard. 

3) Provision of Information 

The third topic for commission discussion was "The provision to health care professionals of 
reliable and useful information about complementary and altemative medicine that can be made 
readily accessible and understandable to the general public." As examples of the goverpment 
role in providing infomiation. Dr. Gordon mentioned the NCCAM database, various^Cl papers, 
and statements from the surgeon general's office, along with sponsorship of conferences. The 
commission can reconmiend legislation, and they can also recommend that^tner organizations 
provide education and infomiation. He suggested they consider what injprmation needs to be 
available and where that infomiation should reside. Dr. Groft thougjit-this might be a good 
question for the town meetings. Dr. Paz cautioned that sometimes4own meetings attract the 
knowledgeable rather than those who need the infomiation, so^h'ey should assume more basic 
infomiation that what the town meetings will indicate. 

Dr. Gordon noted that children do not know how theii>1?odies work. It is essential to teach them 
about the body and mind. If they know their owncapacity to understand themselves, they will 
cede less control to the doctor as only personjj)!.ho understands the body. Dr. Fair agreed, but 
added that the school smoking prevention programs do not work well. Dr. Gordon suggested 
that those programs are misdirected; instetid of telling children not to smoke, they should tell 
children to pay attention to the experiefice of smoking. Children respond to their own 
experience. Dr. Fins would like a.study to see how the public learns about CAM and to show the 
availability of this infomiatioi)^r the entire U.S. population. Mr. ChappeU approved ofthe 
focus on children. The il lne^ model puts the physician as the authority, whereas the wellness 
model places the persor^/ifTcharge. The commission has an opportunity to give children the 
notion of health as their area of expertise. Addiction recovery experts can testify as to how the 
authority is the iiuHvidual, not the physician. Ms. Chow preferred a focus on all ages, with 
different approK^ies for different groups. They should ask about this at the town meetings. She 
felt that the itiformation that exists should be made available. Many people do not even know 
that N C C X M exists. Dr. Gordon noted that some CAM issues will fall outside NCCAM's 
purviev 
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Groft, Steve (NCCAM) 
From: Chang, Michele (OD) 

Sent: Wednesday, August 09, 2000 5:35 PM 

To: 'hpi.b.klepper@worldnet.att.net' 

Subject: RE: Observations on CAM'S Progress in the U.S. Health Care Marketplace 

Dr, Klepper: 

Thank you very much for your informative message. The access, delivery and accountability of CAM practicej_ 
are very much within the purview of the White House Commission on Complementary and Alternative Medicine 
Policy. I will pass your comments onto the Commissioners for their further consideration and deliberation. 

Michele Chang, MPH 
Executive Secretary, WHCCAMP 

—-Original Message 
From: Brian Klepper [mailto:hpi.b.kiepper@worldnet.att.net] 
Sent: Wednesday, August 09, 2000 5:27 PM 
To: Chang, Michele (OD) 

Subject: Observations on CAM's Progress in the U.S. Health Care Marketplace 

Dear Ms. Chang: 

My friend Melinna Giannini of Alternative Link mentioned her correspondence with you 
regarding the WHCCAMP. I thought I would take the initiative to offer a few observations 
to the Commission. I hope this is not too forward, but as a regular medical business 
practitioner working outside the politics of CAM, I don't know another approach. 

For the last dozen years, I have led a business development f i rm, Healthcare Performance, 
Inc. (HPI), that works with established and startup enterprises in the payor, provider and 
management support health care sectors, both in the U.S. and abroad. While I have a 
relatively low profile within CAM/Integrated Medicine, I have a number of clients in this 
sector, and have tried to pay close attention to the larger issues impacting CAM's influence 
in the larger U.S. health care market dynamic. 

At this t ime, the most significant issues facing the progress of Integrated Medicine have to 
do with whether the health plans will incorporate alternative services into their benefit 
structures. This transition to third party financing is more important than simply giving 
patients coverage for alternative medical services. This is the mechanism necessary for 
CAM to extend beyond a parallel primary care approach, and to become part of the 
seamless flow of full continuum medical services covered by conventional financing 
vehicles. 

For this to happen - for health plans to begin to assess the risk and the cost-benefit of 
including these services - the CAM community will need to develop data that clearly 
demonstrates it's efficacy. Also, the CAM community will need to find ways both to work 
with each other and interact with mainstream health care in ways that facilitate 
alternative medicine's integration into full continuum care. These are tall orders. 

I have counseled my clients not to expect a positive reception from health plans for 
several more years. Health plans have their backs up against the wall. They have HIPAA 
compliance, the transition from client-server to web-based information systems, the 
anticipated movement of employers from defined benefit to defined contribution. They 
haven't made any money in 4-5 years. There's anti-managed care legislation in Congress 

8/10/2000 
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and virtually every state, and there are anti-managed care class action suits on the 
horizon. 

This is not intended to be a blanket statement; while CAM remains relatively unpenetrated 
overall in the country, there are significant moves afoot to mandate CAM services in many 
states and in government-sponsored health programs. In many areas of the country -
Washington State, for example, is the most demanding - coverage of certain CAM services 
is mandated, and so there is already a need to deploy systems that will help us 
understand the impact of that experience. Many more CAM services every year are 
becoming mandated both legislatively and through the courts. Also, many self-funded 
employers have elected to incorporate CAM services into their basic offerings, and so they 
represent a significant opportunity to move the sector along as well. 

Still, despite the mainly background stirrings, CAM is hardly on the radar screen right now 
for most health plans. Hospitals and other providers are better targets, because they are 
interested in the out-of-pocket revenues associated with CAM. However, they too are busy 
unwinding their system integration efforts of the last decade. They may not be able to 
focus their attention on CAM either. 

Accordingly, the CAM establishment needs to change its focus and communications to 
adapt current strategies to the market dynamics. If health plans aren't going to play ball 
for awhile (This is on the group health side. There's lots of coverage going on within 
Property & Casualty), and if hospitals are not going to aggressively pursue CAM either, 
then the onus falls back on the individual CAM provider community. 

Personally, I think that an enforced waiting period is a good thing. As far as I can tell, CAM 
providers are not yet particularly collaborative. There is conflict and competition between 
different CAM specialties, and the sector as a whole doesn't share a common vision of CAM 
or it's more evolved counterpart, integrated medicine. There's also still a lot of cosmic 
whoopy out there that passes in lieu of science. And there is still an emphatic orientation 
toward a professional caste system, promoted most vigorously by certain visibly 
prominent CAM docs. 

From this perspective, the meltdown in the health plan sector and the rejection by 
institutional providers is a good thing because it buys time. Time to become more 
collaborative, among practitioners of all types and from all disciplines. Time to develop 
data on efficacy. Time to deploy systems that can help practitioners become more capable 
of negotiating the mainstream medical business paradigm. Time to embrace and convert 
the growing number of mainstream practitioners who want to learn about CAM because 
they think it offers a better way. And time to begin developing integrated protocols. 

The development of low cost, web-based practice management solutions are a key 
strategic element here. These system not only let a caregiver manage his/her practice, 
but also have the capacity to place him on the same "platform" as his peers, with dramatic 
improvements in real time communication and collaboration. The beauty here is that, for 
the first time and extremely inexpensively, the caregiver doesn't need to surrender the 
geographic or organizational autonomy that he holds so dear to refer, consult, argue, 
negotiate collaboratively, and most importantly, aggregate and evaluate data that can 
demonstrate efficacy. Systems like those offered by CareNet, eMedSoft, Navimedix and 
others can help bring cohesion and mainstreaming to CAM with very little pain. 

Without question, the code set developed by Alternative Link is also a technology essential 
to melding CAM with traditional medicine. This development will facilitate an Integrated 
Medicine model that broadens the diagnostic/treatment options available to rank and file 
patients and caregivers. Alternative Links' code set is necessary to precisely describe the 
range of CAM procedures. (Using existing codes to describe this set of services 
compromises the record of what has taken place. It also confuses and dramatically slows 
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the claims/reimbursement processes.) Without appending these codes to existing coding 
technology, it will be difficult to gather full continuum data that will allow determinations 
of the efficacy of CAM approaches. It will also be virtually impossible to establish norms 
and benchmarks of performance that can be used to judge the value of different clinical 
approaches and the performance of individual integrated medicine practitioners. For these 
reasons, Ms. Giannini's contributions are immense and eventually will be recognized as 
such. 

Next, I think that educational programs - both face-to-face and web-based distance 
learning - will attract many, many doctors, nurses and other practitioners who have been 
trained traditionally but have a nagging suspicion that there's a better way. The bottom-
up cultural evolution that will result from programs like this will be far more potent if we 
give the trend time to take place within the society. It's happening far more than ever 
before and is accepted as a common thing now; the day before yesterday it was still 
largely taboo. 

There will be other dynamics as well. As the country moves into the more individual and 
choice-laden coverage associated with defined contribution programs, many barriers will 
drop, giving caregivers more latitude to provide integrated care, and patients more 
latitude to seek it. That's will be one of the positive aspects of what's coming down the 
pike. I'm not as optimistic about many of the other ramifications of this trend. 

Most CAM/Integrated Medicine caregivers are mission-driven, if independent in the 
extreme, and my guess is that the really good ones will continue to be busy and make 
good livings from patients who will pay out of pocket for their care. This sector is 
maturing, subjected to the forces of non-subsidy (from health plans), increased visibility, 
heightened competition from other similarly minded caregivers, and the delineation 
between the approaches that work and those that don't. CAM will be pulled irresistibly 
toward an integrated medicine process, if only by the influx of traditionally trained 
caregivers who won't turn their backs on the entire paradigm of traditional medicine but 
will seek solutions to its limitations. 

All this will happen within the next 5 years or so. By that t ime, the financing systems 
should be ready to accept integrated medicine, integrated medicine will have more data to 
demonstrate its value, and the integrated medicine sector should be far less dysfunctional. 

I hope this is useful. If I can be of service in any way to the Commission, I hope you will 
not hesitate to contact me. 

Warm Regards. 

Brian R. Klepper, Ph.D. 
Principal 
Healthcare Performance, Inc. 
Jacksonville, FL 
904-246-9643 
hpi.b.klepperig^ world net.att.net 
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Groft, Steve (NCCAM) 

From: Chang, Michele (OD) 
Sent: Wednesday, September 13, 2000 5:55 PM 
To: Kaczmarczyk, Joseph (NCCAM); Groft, Steve (NCCAM); Pollen, Geraldine (NCCAM) 
Subject: Notes for future meetings 

Please note the following from Joe Fins, one of our Commissioners: 

(1) Please include the issue of hospice care, i.e., care for the dying, in our discussions/agenda about access and delivery. 
There are quite a few appropriate CAM practices that can be and are being used for and by the terminally ill and dying, 
including massage, visualization, therapeutic touch and others that should be addressed. Dr. Fins would like to hear from 
hospice workers as well as the people facing terminal disease. He knows of some integrative programs, such as at 
Memorial Hospital (Bill Fair may know more), and thinks exploration of such systems is very relevant. He also provided an 
amusing categorization of primary CAM users, which he cautioned should remain somewhat internal colloquialism: "the 
Worried Well," "the Health Nuts," and "The Dying." 

(2) Also, when we hit Education, please note that Joe has identified Mike Woodgum, the VP of the AAMC here in DC, as 
someone who has directly expressed his interest in our issues. 

Thanks for your attention! :-) 

Michele M. Chang, MPH 
Executive Secretary 
White House Commission on Complementary 
and Altemative Medicine Policy 

(tel) 301-435-7592 
(fax)301-480-1691 
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Getting tough on alternative medicine 

State medical boards continue to look at ways to guide — 
and in some cases regulate — the practice of 
complementary medicine. 

By Jay Greene, AMNews staff. Sept. 18, 2000. Additional information 

Kirk W. Morgan, MD, injected one of his patients with hydrogen 
peroxide to treat what he had diagnosed as silicone leakage, Candida 
infection and lupus erythematosus. 

Stephen S. Kiteck, MD, treated several patients with thyroid 
preparations for what the medical board in Kentucky concluded 
appeared to be euthyroid conditions. When hyperthyroid conditions 
developed, Dr. Kiteck gave his patients injections of B-complex 
vitamins, B-12 and magnesium solutions. 

After complaints were filed, both doctors were placed on probation. 
Those complaints, along with three others for inappropriate use of 
chelation for cardiovascular conditions, led the Kentucky Medical 
Licensure Board in 1998 to create the first board policy on 
complementary care. 

Now, more than 10 other states have approved or are considering 
licensure regulations goveming complementary and altemative 
medicine, mostly in an effort to ferret out consumer fraud. Medical 
boards in Alabama, Illinois, Kentucky and Texas are among those who 
have developed guidelines to educate doctors. 

"We have seen doctors over the years who are using methods of 
treatment that we feel are totally inappropriate," said Danny Clark, MD, 
president ofthe Kentucky medical board. "They tell us there are natural 
ways to treat their patients. We don't discipline doctors for using 
alternative medicine. We discipline them for practicing bad medicine." 

Boards develop policies 

Addith 
inform 

Box: 
Compk 
consent 
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In Tennessee, the medical board in July approved a prohibition on 
chelation therapy for conditions other than heavy metal poisoning, said 
Daniel Stames, MD, board president. 

"We have been approached by a person asking to study chelation in a 
community setting," Dr. Stames said. " I am willing to talk about it, but 
we want to try to get an academic setting involved. There have been 
some nonreferreed studies showing some benefit and anecdotal 
evidence showing harm, but there hasn't been a strict study to show 
benefits." 

The Tennessee regulation bans chelation therapy unless it is part of an 
approved clinical investigation or until evidence proves the treatment is 
beneficial. 

In Texas, the medical board in 1998 adopted standards for physicians 
practicing integrative and complementary medicine that include a 
customized informed consent form. The policy allows doctors latitude 
in offering therapies to patients if standards of good practice are 
followed, said Texas State Board of Medical Examiners spokeswoman 
Jill Wiggins. 

Like all boards, Texas reminds doctors they should evaluate patients 
and document the assessment in charts. "Such a documented treatment 
plan shall consider pertinent medical history, previous medical records 
and physical examination, as well as the need for further testing, 
consultations, referrals or the use of other treatment modalities," the 
board said. 

Too tough? 

But legislative actions proposed by boards to govem alternative 
medicine also have failed. In North Carolina this year, a bill that would 
have made it a felony to offer treatments that injure the public didn't 
make it out of a legislative committee. 

Supporters of the bill pointed to the death of an 8-year-old girl with 
diabetes. Her parents discontinued her insulin injections on the advice 
of a man claiming to be a naturopath. The man, Laurence N. Perry, 
awaits trial on charges of manslaughter and practicing medicine 
without a license ~ a misdemeanor. 

"We need a tough bill because we are seeing health care revert back to 
where the public is in a 'buyer beware' situation," said Andrew Watrey, 
executive director of the North Carolina Medical Board. "If a doctor is 
practicing forms of alternative medicine that are not harmful, then the 
board will not revoke or deny a license. But if competent evidence 
indicates the treatment has a safety risk, then we want additional 
criminal penalties for practitioners and the right to impose fines." 
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To help boards deal with the issue of acceptable medicine in integrative 
practices, the Federation of State Medical Boards is developing model 
guidelines. The guidelines will outline physician responsibilities when 
co-managing patients with licensed altemative health care providers. 

"Boards should wrestle with this and develop policies and be willing to 
change those policies as alternative and complementary medicine 
evolves and new research comes out," said Donald Swikert, MD, a 
member of the Kentucky medical board who also served on a state task 
force that studied altemative medicine. 

Some states also are considering bills to expand the use of altemative 
medicine. In California, a proposed bill would allow physicians to 
practice altemative cancer therapies alongside conventional treatment. 
Food and Drug Administration policy requires cancer patients to 
undergo chemotherapy and radiation before receiving altemative 
treatments. 

"We do not believe it is appropriate to allow doctors to use altemative 
cancer treatments" before a state task force studies the issue, said Linda 
Whitney, chief of legislation with the Medical Board of Califomia. 
"We license and discipline doctors. We don't get into the therapies they 
use." 

But the bill also would require the medical board to conduct a 
comprehensive study on alternative medicine and develop guidelines 
for physicians who integrate complementary medicine into their 
practices. 

"We are already working on guidelines for doctors," Whitney said. "We 
have problems with doing the study because we don't think we are the 
appropriate agency to do that." 

Kentucky's 1998 policy describes various complementary and 
altemative medicine treatments as invalidated, nonvalidated or 
validated. 

But unlike Illinois, which actually categorized such treatments that 
way, Kentucky wanted to wait until more definitive research proves or 
disproves unconventional therapies. 

In its policy, Kentucky listed more than 25 therapies that could fall into 
any category. They include homeopathy, chiropractic, acupuncture, 
aromatherapy, art therapy, biofeedback, body work, botanicals, herbs, 
hypnosis, light therapy, magnetic stimulation, music therapy, nutrition, 
traditional Chinese medicine, yoga, supplements, chelation, massages 
and reflexotherapy. 
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"We did not lump the therapies into categories because research is just 
starting to address these treatments," said Dr. Clark. "As studies come 
out, we will be able to decide if these methods have any validity." 

Meanwhile, Dr. Clark said the guidelines give physicians information 
to consider. 

"When I give lectures on the board policy, some physicians don't feel 
we went far enough and others think 1 am a heretic and went too far," 
Dr. Swikert said. 

"We want to promote responsible use of complementary medicine." 

Back to top. 

Complementary consent 

The Texas State Board of Medical Examiners includes this patient 
consent form as part of its guidelines for integrative and 
complementary treatments. 

Disclosure and Consent 

TO THE PATIENT: You have the right, as a patient, to be 
informed about your condition and the recommended 
integrative and complementary procedure to be used so 
that you make an informed decision whether or not to 
undergo the procedure after knowing the risks and hazards 
involved. This disclosure is not meant to scare or alarm 
you; it is simply an effort to make you better informed so 
you may give or withhold your consent to the procedure. 

NOTICE: Refusal to consent to the integrative and 
complementary procedure should not affect your right to 
future care or treatment. 

1 (we) voluntarily request Dr. 
as my physician, and such 

associates, technical assistants and other health care 
providers as they may deem necessary, to treat my 
condition which has been explained to me as: 

1 (we) understand that the following integrative and 
complementary procedure(s) is planned for me and I (we) 
voluntarily consent and authorize these procedures: 
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I (we) understand that no warranty or guarantee has been 
made to me as to result of care. 

1 (we) realize that just as there may be risks and hazards in 
continuing my present condition without conventional 
medical treatment, there are also risks and hazards related 
to the performance of the integrative and complementary 
procedure(s) planned for me. 

I (we) have been given an opportunity to ask questions 
about my condition, conventional treatment, integrative 
and complementary treatment, altemative forms of 
treatment, risks of treatment, risks of nontreatment, 
procedures to be used, and the risks and hazards involved, 
and I (we) believe that 1 (we) have sufficient information to 
give this informed consent. 

I (we) certify this form has been fully explained to me, that 
I (we) have read it or have had it read to me, that the blank 
spaces have been filled in, and that I (we) understand its 
contents. 

Source: Texas State Board of Medical Examiners, 1999 

Back to top. 
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NOTE FROM THE DESK OF 
JOSEPH M. KACZMARCZYK, DO, MPH 

27 Sep 00 

Attached is the information which I located on the George 
Foundation. 

I presume that this is the "correct" George Foundation. 

FYI, 
Joe 
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porge 
Our [Mission 

is lo Ibslcr human devclopmenl •-- spiriuial. inlcllecUial. 
pliy.siccil and psychological - and to cnhcince the work 
of people and organizations devoled lo e.Kemplary service 
in the conimunily. 

O u r Guiding Philosophy 

is lo invest in valties. ethics and character formation; to 
sup].x)rt the elTorls of those who are successfully making 
a dilTerenee in people's lives; and to help build the 
comnuinities in which we live. We believe in sharing the 
blessings which have been bestowed on us and in 
celebrating the spiritual reeiproeily between donors and 
receivers working collaboratively to make the world a 
better place. 

O n r Interests 

Intcj*ratcd Healing 
Programs and initiatives which promote an integrated 
approach to healing mind, body, heart and spirit. 

lulucalional Opportunity 
Scholarship programs lor talented individuals leading to 
personal growth, societal impact, and a deeper 
understanding ofthe world and its diverse cultures. 

Youth Development 
Pi'ograms focused on human development, leadership 
and mcntorinu. 

http://www.users.uswest.net/~famphiladv/geo.htm 9/27/2000 
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OVeI'comin«» Barricrs 
Programs which help women and people of color 
overcome societal barriers and realize their full potential. 

Collaboration 
I'rograms cliaraeierized by the synergy which results 
when people and organizations cooperate lo address 
eomniunitv needs. 

Our Restrictions 

We do not ĵ ive to: 
• Endowment or capital campaigns. 
• Progranis in which the family has no active inlerest or 
involvement. • Individuals. 
• Memberships, special events or other fundraisers. 
• Retire debt or cover operating losses. 

I-Or furlhei- guideline infnrmu/ion, please call (612) 
2ti5-5435 

^ Cicorge 
ennv Pilyram 

! « ^ ^ ^ William W. 
Georee 

Cieorge l"amily 
Pouiidalion 
2925 Dean Parkŵ ay 
Suite 811 

612 285-.5435 
PHONE 
612 2<S5-5437 

Minneapolis. Minnesota F/\X 
.X5416 

Apnitcation (.rant Application , , , • ,i . # . « ^ .r' . T; ~ back to (.coruc Mam Paac hack to I.P.A. 
Kotiuircnients Cover Pa^c 
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in Disease Prevention 
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STANFORD CORPORATE HEALTH PROGRAM 
CLINICAL PROFESSOR OF MEDICINE 

STANFORD UNIVERSITY SCHOOL OF MEDICINE 
730 WELCH ROAD - SCRDP 
STANFORD, CALIFORNIA 94304-1583 
PHONE: (650) 725-7257 
FAX: (650) 723-7018 
INTERNET: kpelletier@SCRDP.Stanford.EDU 
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Stanford Center for Research 
in Disease Prevention 
STANFORD UNIVERSITY SCHOOL OF MEDICINE 

730 WELCH ROAD, SUITE B 
PALO ALTO. CA 94304-1583 
TELEPHONE: 650 723-6254 FAX: 650 723-7018 

MEMORANDUM 

TO: Dr . Stephen C. Groft 

FROM: Dr. Kenneth R. Pelletier:gm 

CC: NA 

SUBJECT: WhiteHouse Commission 

DATE: 25 August 2000 

Steve . . . 

Enclosed are a few art icles relevant to "Item # 2 on Reimbursement" 
for your San Francisco agenda. Al though 1 would be happ to give 
ad hoc comments on # 1 on Research and/or # 4 on Reliable Information, 
i t might be most product ive i f I focus on # 2. 

I must leave at 12 noon for a meeting of 10 medical school Deans 
on the CAM area by 12 noon on Friday (Sept 8) but I could be 
there anytime between 9AM-12 Noon. 

Just let me know how I can help and thank you and Jim again 
for the k ind inv i ta t ion. 

Also, I am on sabbatical so, the best address for me is : 

Dr. Kenneth R. PeUetler 

(b)(6) I 
"AlamoTCA'PWOT" 

See you next week. 

JIM 

hnp://scrdp.stan1ord.edu 



Stanford Center for Research 
in Disease Prevention 
STANFORD UNIVERSITY SCHOOL OF MEDICINE 

730 WELCH ROAD, SUITE B 
PALO ALTO. CA 94304-1583 
TELEPHONE: 650 723-6254 FAX: 650 723-7018 

STANFORD CORPORATE HEALTH PROGRAM 

Stanford Center for Research in Disease Prevention 
Stanford University School of Medicine 

At the present time there is an unprecedented upheaval in American business seeking 
creative solutions to the unchecked rise in medical benefits costs. Although some managed 
care procedures have slowed the trend, they are not adequate. A complete resolution 
requires effective programs in three areas: 1) Quality medical care and medical outcome 
studies; 2) Managed care systems with utilization review to insure neither over or under 
utilization; and, 3) Comprehensive health promotion and disease prevention programs. All 
three aspects require objective, k^ngitudinal evaluations of both health and cost outcomes to 
determine what does and does not work as a database for formulating corporate and public 
pohcy. This comprehensive approach has an economic dimension as well since excessive 
medical costs have added a disproportionate share to the cost of every product and service 
during the last decade. Since as much as 37% of the United States annual medical budget 
of $1.3 Trillion ('!5.3% of 1998 GDP) is in the hands of private corporations, there is a 
major movement underway to determine the relative portion to be expended on true health 
care, rather than exclusively on disease treatment. 

Toward this end, the Stanford Corporate Health Program of the Stanford University 
School of Medicine is engaged in an ongoing program since 1984 to develop and evaluate 
innovative medical and health promotion programs in the workplace as an integral part of 
ir,anaged care for both purchasers and providers. Under the direction of Dr. Kenneth R. 
Pelletier, the research program involves a unique collaboration between the Stanford Center 
and twenty (20) major corporations. 

Overall, each project develops over a period of three to five years: 

Year 1; Identification of a;eas of mutual interest in the coalition of university and 
coiporate representatives through a series of needs assessments and 
structured planning meetings. 

Year 2-3: Develop, implement, and evaluate mutually agreed upon programs in health 
promotion, with the criteria that these be workable in any business or 
organization nationwide, and that self-care and employee leadership be 
emphasized. Focus is upon both health and cost benefit analysis. 

Year 4-5: Conduct full-scale, longitudinal studies. Emphasis will continue to be on 
the development and evaluation of practical programs in health promotion 
ibr business, industry, and other organizations including govemment and 
school systems with emphasis on managed care. 

http://scrdp.stanford.edu 



Among the areas of research and development in the program are: 

1. Disease management of hypertension and coronary heart disease; 
2. Computer and/or telephone health delivery systems; 
3. Early cancer screening, especially mammography for women; 
4. Smoking cessation and policy development; 
5. Health promotion programs to reach minorities, dependents, and retirees; 
6. Alcohol and substance abuse programs; 
7. Dietary and nutritional counseling; 
8. Physical fitness and back saver programs; 
9. AIDS prevention and policy formation; 
10. Applications of meditation and relaxation for stress management; 
11. Reaching small and/or remote worksites; and, 
12. Comprehensive program evaluation. 

Results of the Stanford Corporate Health Program are utilized to determine which health 
promotion programs can work most effectively in the managed care, business environment 
and how such programs can be developed and evaluated in a practical, cost-effective 
manner. Finally, the results of this program are disseminated to business and other 
national and intemational organizations. Once initiated, such programs are self-sustaining 
as well as a source of financial support for an ongoing program of research and evaluation 
to improve the delivery and efficacy of medical and health promotion programs. 

Participating Corporations: 

American Airlines Medstat Group 
ASHP Merck 
AT&T Motorola 
Disney Rite-Aid/PCS Health Systems 
Health Net (FHS) San Mateo County 
IBM Shaklee/Yamanouchi 
Levi-Strauss United Behavioral Health 

Xerox 

Pacific Business Group on Health 
Washington Business Group on Health 

U Texas Med Center, Galveston 

Core funding for the project from the participating companies is used to maintain the 
ongoing meetings, pilot projects, data exchanges, and consultations between these major 
corporations and the Stanford Corporate Health Program. When projects of mutual interest 
are identified, grants are written conjointly between the corporations and the program to 
private foundations and government agencies for major research and development support. 

KRP:csw 
5/16/00 
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T H E S C I E N C E O F H E A L T H P R O M O T I O N 

Health Policy 

Current Trends in the Integration and 
Reimbursement of Complementary and Alternative 
Medicine by Managed Care Organizations (MCOs) 
and Insurance Providers: 
1998 Update and Cohort Analysis 

Kenneth R. Pelletier, John A. Astin, William L. Haskell 

Abstract 

Objectives. To assess Ihe sl.alus (ij managed am and tnsurana: awmige of compknim-
Inry anil aUenialivi: medicine {CAM) and lite inli'.gralion of such services into annmilion-
al medicine. 

Methods. .4 litimture revimi and information .search was conducled to determine which 
insurers had special policies for CAM. Telefihtnie iiiterviniis were amdacted with a depiii-
tive .sampk of 9 out of 10 new MCOs or insurers identified in I99S and a cohort of eif^lit 
MCOs and insurers who responded both tu the orifrinal survey in 1997 and again in 
199H to determine trends. 

Results. This study con.stit.utes the results of the .second year of a 3-year imgoing survey. 
I'or 199H, 10 MCOs and insurance earners initiated CAM coverage. Survey results are 
analyzed f f r these 10 new providers as well as Ihe results of a cohort of eight insurers 
surveyed in both 1997 and 199H lo determine current trends. A majority of the insurers 
inlervieiued offer some coverage for the following: nutrition counseling, biofeedback, psycho­
therapy, acupuncture, preventive medicine, chintpractic, osteopathy, and physical therapy. 
All new MCOs and insurers .said that market demand was their primary motivation for 
aweirng CAM. i'actors determining whether insurers would offer awerage for additional 
therapies included potential cosl-effectiveness, consumer interest, demonstrahk clinical efp-
caiy, and state mandates. Among the most common obstacks listed to inciirporating CAM 
into mainstream health care were lack of research on efficairy, economics, ignorance about 
CAM, provider competition and divisio7i, and lack of standards of practice. 

Conclusions. Cimsumer demand for CAM is molixialing more MCOs and insurance 
companies to assess the benefits of incorporating CAM. Outaimes studies for both conven­
tional and CAM therapies are needed to help create a health care system ba.sed upon treat­
ments that work, whether they are conventional, compkmentary, or alternative. (Am j 
Health Promot I999:l4[2]:'l25~n3.} 

Key Words: Cotnplcmeiitary and Alici nativf Medicine-
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INTRODUCTION 

CAM lias been commonly deFmed 
a.s "'medical inlci veiilioiis not taugiii 
widely at U..S. medical .schools or 
generally available at U..S. hospitals."' 
Among the most commonly used 
practices arc nutritional supplements, 
herbal theiapy, chiropractic, lelaxa-
tion techniciues, massage, and acu­
puncture.' '' hi 1997, nearly hall 
(.50.1% in the West and 42J% else­
where) ol' the U..S. adult population 
used CAM. Also, the estimated num­
ber of visits to CAM providers, 629 
million, was greater than the number 
ol visits, ;^8(i million, to all primary 
care doctf)rs in that same year. Total 
1997 expenditures (or prolessional 
services were $21.2 billion, a 45% in­
crease since the earlier 1990 data. 
Expenditures lor professional servic­
es, herbals, vitamins, diet products, 
books, and clas.ses totaled $27 bil­
lion.' Five sm vcys conducted since 
1990 report frequent use of CAM, 
ranging from ;̂ 0 to 73% by patients 
siiflering from conditions such as 
cancer, arthritis, accjuired immmiode-
ficiency .syndrome, multiple sclerosis, 
and acute back pain.'"'" 

Use of CAM varies significantly by 
gender, with women at 48.9% vs. 
men at 37.8%. Use is more Irecpient 
for highly educated, high income, 
non-Black Americans who live in the 
western U.S.' Likewise, use of vitamin 
siipplemeiits is most common by 
those living in the western U..S. witii 
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a college degree and an income of 
$50,000 or nioi e.' Major iisei s of 
CAM are either between the ages ol 
25 anrl 49 years or over (i5.' Data 
indicate that the cm rent market ibr 
CAM is being created by middle-agcri 
and older individuals, some of whom 
are investing to improve their health 
and some of whom Iind it necessary 
due to their health conditions to in­
vest in their ()wn health. 

l.')emand for CAM by the general 
public is increasing, desf>itc the fact 
that its use is largely paid for by con­
sumers without coverage by third-par­
ty payors. In 1990, Americans spent 
an estimated | 1 1.7 billion for visits to 
CAM providers and an adflitional $2 
billion for commercial fliet supple­
ments and over-the-counter megavita-
inins.' In 1991, the market lor herbal 
therapy was $1.3 billion and is grow­
ing at a rate of approximately 20%) 
per yeai'."* In 1990, sales of homeo­
pathic medicine reached $150 mil­
lion in the U..S., which was a 50% in­
crease in sales from 1988. ' Businesses 
that olTer CAM are capitalizing c|uite 
successfully on consuniei interest. 
Whether this commercialization of 
CAM is good or bad has not been es­
tablished and is highly debated, but 
ultimately, it will de|jend upon the 
results of clinical and cost outcomes 
research. 

Among the most Iretiucntly cited 
reasons for the recent increased con­
suniei' use of CAM include (1) con­
sumer dissatisfaction witii the limita­
tions of conventional medicine''"'"; 
(2) consumer perception that liie 
Western model of medicine treats pa­
tients as if they weie mechanical pro­
cesses rather than human beings with 
|j,sycliological and spiritual lives- ' " ; 
(3) a greater awareness of medical 
practices from other cultures'*'-; (4) 
a growing body ol scientific literature 
suggesting that diseases are linked to 
nutritional, emotional, and lifestyle 
factors'*'-; (5) a desire and expecta­
tion of wellness by baby l)ot)niers-''*; 
((>) consumer desire to take fewer 
medications and decrease side ef­
fects, especially seniors'"; (7) consum­
er desire to ledtice personal health 
care spending, es|jecially seniors"; 
and (8) suppoi t of nationally re­
nowned clinicians.'"' 

Evolving CAM coverage is occur­

ring within the context of broader 
changes in the delivery of health 
caie in the U.S. and internationally 
llirouglioul industrialized nations, 
]jai ticulai ly in C.ermaiiy, France, the 
United Kingdom, the Netherlands, 
and throughout Asia. Some cliaiac-
teristics of this health care reform in­
clude a demand loi' decieased costs 
and improved clinical outcomes, in-
cieased emollnient (jf patients and 
plivsicians in MCOs, development of 
clinical practice guidelines and clini­
cian quality reviews, a move lo capi­
tated managed care, an emphasis on 
preventive care, intensihed com|jeli-
tion among third-party insurers, and 
a national debate over how to pro­
vide continuity of care and insurance 
coverage for everyone.'' ' ' Among 
the influences chiving health care de­
livery reform are rising medical care 
costs and the aging of the U.S. po]ju-
lation, of which the hitler also affects 
health care costs since seniors are 
the largest utilizers of medical ireat-
ments.'-''•'•"'This may result in a 
need for less expensive medical care, 
including the a]jpropriate use of 
CAM, although there are absolutely 
no data to su|)|)ort this freciuenlly cit­
ed claim. 

Advocates of CAM suggest that 
some CAM therapies could play a sig­
nificant role in preventing diseases 
and helping contain medical care 
costs. For example, research has 
demonslrated that cardiovascular dis­
ease can be reduced through a com­
bination of a low-fat vegetarian diet, 
exercise, and stress management.''"* 
As a result, several insurers are fund­
ing this program, including Mulual 
of Omaha, American Medical Sccui i-
ties. Bine .Shield of C^alilornia, and 
Principal Miuual. CAM therapists 
may also lieljj improve the cpialiu of 
health care through their holistic ap­
proach, which may allow patients to 
feel more in control of their health 
and more satisfied with their medical 
care,-'" which in turn may liel]3 de­
crease unnecessary oflice visits due 
lo anxiely or iiiisconinuinications be­
tween physician and patient.' ''' 

In 1997, a research team at the 
Stanford University .School <}l Medi­
cine conducted mail and telephone 
interviews with a definitive sample of 
18 insurers and a representative sulv 

sam|jle of seven liosjjitals. A majority 
of the insurers interviewed offered 
some coverage for the following: nu­
tritional counseling, biofeedl)ack, jjsy-
cliothera|jy, acupuncture, preventive 
medicine, chiropractic, ostco])athy, 
and physical therapy. Twelve insurers 
said that market demand was their 
primary motivation foi' covering 
(^AM. Factors determining whellier 
insurers would offer coverage for ad­
ditional therapies included cost-eflcc-
tiveness based on consumer interest, 
demonstrable clinical eflicacy, and 
state niaiiflates. .Some lios]jitals are 
also responding to consumer interest 
in CAM, although most hos|jitals can 
only offer CAM therapies for which 
local, licensed practitioners are avail­
able. Among the most common ol> 
stacles to inc<)r])orating CAM into 
mainstream health care are lack of 
research on efficacy, economics, ig­
norance about CAM, provider com­
petition and division, and lack of 
standards of fjractice.-'" Consumer de­
mand for CAM is motivating more 
insurers and hos|5itals to assess the 
benefits of incor|joratiiig CAM. Out­
comes studies for both allopathic and 
( ; A M therapies are needed to hel|3 
create a health care system based 
upon treatments that work, whether 
they are mainstream, coiiqilemeiitary, 
or alternative.'-'" 

In 1998, for the second yeai of 
this .3-year study, we conducted a 
comprehensive database search, a lit­
erature review, and a definitive sur­
vey of 10 MCOs and insurance com­
panies identified with new CAM of­
ferings in 1998 in order to deter­
mine the current MCO and 
insurance coverage for such theia-
pi(-s. All responses are reported as 
group data only since the survey par­
ticipants rec|iiestcd that the research 
not link their names to s]jecific out­
comes. In the Results section, there 
is a summary of the obstacles to inte­
grating CAM into conventional 
health care. The Discussion section 
describes the overall findings, conclu­
sions, study limitations, and future 
research directions. 

METHODS 

Literature Review and Information 
Search 

A comprehensive review of exist­
ing litciature on the insurance cover-
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age cjf CAM was initiated in |aniiary 
1996 and updated in September and 
December 1998. Literature searches 
were undertaken in several databases, 
including ABI, BIOSIS, ERIC, LEX-
LS/NEXIS, MACS, MEDLINE, PAIS, 
PSYC, SOCA, and the Internet. In 
afldition to the literature review, the 
researchers received information 
from experts on CAM and the health 
care industry via (1) an electronic 
mail request for information sent to 
members of an alternative medicine 
Health Online course; (2) an elec­
tronic mail request for iiiformatit>n 
sent to directors of the 10 research 
centers established by the National 
Institutes of Health's Office of Alter­
native Medicine (now, the National 
Center for Coinplementary and Al­
ternative Medicine—NCCAM); (3) 
literature sent by the NCCAM cen­
ters; and (4) consultation with ex­
perts at the Stanford University 
.School of Medicine, UCSF/Stanford 
Health .Systems, and the Stanford 
University Graduate School of Busi­
ness. 

Most importantly, this rapidly 
evolving area of CAM necessitates a 
suitable qualitative methodology 
since it is an emerging area of iiiriui-
ry wliere little scientific study has 
been done. CAM practices and ac­
ceptance vary tremendously from 
one Icjcation to another. Terniinolog)' 
is not consistent among |)ractitioiiers, 
s|3onsors, or consumers. Actual prac­
tices may have been masked by the 
apparently common practice of mis­
using Current Procedure Terminolo­
gy (CPT) codes for services so that 
the services would ciualify for pay­
ments by insurers. This is the kind of 
complicated, emerging phenomenon 
that is best studied by using purpo­
sive selection of case studies or case 
institutions with well-designed, semi-
structured, and open-ended inter­
views. A random sampling is inher­
ently inappropriate; therefore, the re­
search team identified a second, de­
finitive national sample of MCOs and 
insurance providers offering some 
new coverage of CAM as of 1998. As 
a result, the managed care/insiuance 
carrier sample is a definitive case 
sample subject to ciualitative meth­
ods. 

This database search, literature re­

view, and information search may not 
be definitive because tfie market in 
the area of CAM is changing so 
quickly. Ncjnetheless, the C()iii|3lete-
ness of the information search is sug­
gested by the fact thai the research­
ers began to receive referrals to the 
same MCOs and insurers that were 
already identified earlier in our 
search. 

Sample 
For the second year of the survey 

and analysis in 1998, 10 new man­
aged care and insurance companies 
were identified and subscqueiuly sur­
veyed between April and October 
1998 for year 2 of this ongoing study. 
Among these 10 new companies, 
there were three larger "Blue" plans, 
including Anthem Blue Cross/Blue 
Shield of Ohio, Blue Cro.ss/Blue 
.Shield of Michigan, and Hawaii Med­
ical Services Association. Additionally, 
the 1998 group included four more 
conventional health maintenance or­
ganizations: Matthew Thornton, 
Healthnet, HealthPartners, and Unit­
ed Healthcare. Finally, there were 
three CAM-oriented HMOs: Group 
Health Cooperative, Landmark 
Healthcare, and American Health 
Specialty Program (AH.SP). Among 
the 10 companies, there were two 
Midwest companies and one f rom 
the East Coast, with the remaining 
being based in the western states of 
California, Arizona, Washington, and 
Hawaii. Nine of the 10 companies 
(90%) responded to our written sur­
vey. 

Response rate in tfie cohort from 
year 1 of the study was considerably 
lower, with only 8 of the original 18 
companies responding to our resiir-
vey for a 44% response rate. There 
are several possible reasons for this. 
Fiist, from the time we conducted 
our initial survey in 1997, a number 
of the research contacts within the 
companies were lost to ttn nover, 
which is a common phenomenon in 
the industry today. This made il con­
siderably more difficult to sustain any 
continuity of contact within the com­
panies for our follow-up resnrvey. 
.Second, high levels of stress antl un­
certainty resulting from the rapidly 
changing managed care/insurance 
industries may have made participa­

tion less likely. It is possible that the 
resnrvey was seen as yet another un­
welcome demand on time. This latter 
explanation seems quite plausible, 
given that nonresponders who said 
they would respond failed to do so 
despite multiple telephone reminders 
and, in several ca.ses, remailing and/ 
or faxing of sin veys. Lastly, one carri­
er, .Ajnerican Western Life Insurance, 
had gone out of business since the 
original survey. 

Structured Interviews 
Research team members informed 

the potential respondents of the sur­
vey that this was a study by research-
ei s at the Coin|)lenientary and Alter­
native Medicine Program at Stanford 
(CAMPS) that was designed to assess 
the status of and reimbursement for 
CAM. Mail surveys were sent by a 
Stanford researcher, with telephone 
follow-up calls to increase the re­
sponse rate and to clarify specific 
points. All participants sent actual 
copies of their policies and materials, 
which are on file in the CAMPS of­
fice. We asked about 34 specific ther­
apies from the NCCAM classification 
of alternative medical practices. In­
terview questions were both struc­
tured for baseline information and 
open ended to allow participants to 
express their beliefs and experiences 
without the constraints im]joscd by 
clo.sed <|uesti<)ns. 

Managed Care/Insurance Providers 
and CAM 

Managed care jjroviders and insur­
ers want to know whether a particu­
lar therapy is clinically efficacious, 
preferably with few complications or 
side effects. CAM may be helpful for 
chronic illnesses, such as back pain, 
with the potential to be less costly 
and have fewer side effects than 
pharmaceuticals or surgery. Studies 
also suggest that CAM may play . i 
particular role in preventive care, es-
|jecially the prevention of stress-relat­
ed disorders, as some insurers have 
already determined. For examf)le. 
Harvard Medical School's M i n d / 
Body Institute has reported as man)' 
as five calls per week from HMOs 
that are cc^nsidei ing leaching relaxa­
tion techniciues to their members.-' 
Likewise, a Blue Cross/Blue Shield 
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Association (BCIVSA) survey "indi­
cates that 70 percent of BC'BSA plans 
are either developing or marketing 
piograms that include health educa­
tion programs and healthy lifestyle 
incentives."-'-' However, until there is 
clear .scienlific proof O f the efficacy 
of |)articnlar CAM tliera])ies, each in-
suiance company is left to decide for 
itself whether the eflectiveness may 
exceed llie costs of covering a partic­
ular therapy. 

Insurers want to know whethei' or 
not a particular therapy is cost-effec­
tive. Advocates claim that insurers 
can save money by offering coverage 
of ( A M for the following rea.sons. 
First, CAM usually is less expensive 
than allopathic treatments. For exam­
ple, a large study by the RAND Cor-
poralion |jublislied in 1990 found 
ihat chiro|}raclors were more success­
ful at treating patients with chronic 
low-back pain and that chiropractic 
care cost about 1/10 that of allopath­
ic care.'* Likewise, a survey by the 
French government found that the 
cost of all services provided by ho­
meopathic doctoi s was about half as 
much as services provided by allo­
pathic physicians using conventional 
services." However, these are t\vo of 
a very limited iiumbei' of studies that 
have evaluated the cost-effecliveness 
of particular ly|jes of CAM, and even 
fewer have evaliiatcd both clinical (4-
hcacy and cost-effectiveness. A sec­
ond reason for C'AM coverage is that 
insurers that advertise such coverage 
may attract healthier meiiibeis, 
which is supported by the fad that 
the heaviesi users of CAM are highly 
educatefl with high incomes and are 
between the ages of 25 and 49.-' 
However, ClAM is afso widely used by 
]jeople over the age of 65 and by 
vci y sick people who have no other 
alternatives, so it is dif ficult to say 
whether the total CAM users pool 
will be low risk. Thirdly, insurers that 
offer access to C.AM |jroviders may 
save money becan.se many providers 
of CAM focus on |)reyeiitive medi­
cine, which can decrease the need 
lor costly treatments. Preliminary in­
formation suggests that insurers that 
covei' CAM along with major medical 
expenses, such as American Westei n 
Life, which has since gone out of 
business, and Alliance for Allerna-

Table 1 

CAM Therapies Covered by Insurers 

Percentage Offering Some Cohort of 
Coverage Original 

Companies 
First Sample Second Sample (1997 and 1998) 

Therapy 1997 (n = 18) 1998 (n = 9) (n = 8) 

Chiropractic (100%) (100%) (100%) 
Acupuncture (94%) (77%) (88%) 
Naturopathy (38%) (44%) (63%)' 
Massage (61%) (44%) {88%)t 
Traditional Chinese medicine (22%) (22%) (13%) 
Stress managemenVmeditation (22%) (22%) (50%) 
Homeopathy (44%) (22%) {63%):t: 
Herbal medicine (22%) (11%) (50%)t 

* Two companies added coverage in 1998. 
t Two companies added, one dropped coverage in 1998. 
t One company added coverage in 1998. 
Note: Additional therapies tor which coverage was added were craniosacral, biofeedback, and 

ayurvedic. Additional therapies dropped were acupressure and guided imagery. 

lives in Healthcare Inc., are com|jeii-
live with more conventional plans/in­
surers and may even save money on 
the treatiiieni of eei tain condilions, 
such as arthritis, ear infections, and 
high blood pressure.'-"' - ' Although 
cost-benefit anahses are hotly flebal-
ed, there are little empirical data 
brought to bear on whether CAM 
will indeed decrease costs or whether 
coveiage of CAM will be an added 
expense.-' 

RESULTS 

Nine of the 10 new companies we 
surveyed in 1998 responded lo onr 
mailed questionnaire. The number 
of insurers or MCCJs thai reportefl 
coverage to any extent on one or 
more of their policies for a pai ticular 
com]jlenientary medical practice is 
summarized in Table 1. A minority of 
ihe conqjanies we surveyed oflered 
extensive coverage of CAM. Of those, 
the smaller com|3anies oflered more 
extensive coverage of CAM. 

All of the nine new MCOs and in­
surers interviewed aie currently con­
sidering additional coverage of CAM. 
Furtheimore, all nine of the MCOs 
and insurers indicated that market 
demand was their primary motivation 
for offering coverage of CAM, and 
consumer interest was cited as a key 
factor in determining coverage of 
CAM. 

Table 2 

Factors that Were Most Influential In 
Decision to Offer CAM (n = 17)* 

Mean 
Rating 
(1 = not 

important; 
3 = very 

Reasons important) 

Demand from consumers 2.42 
Demand from purchasers 2.25 
tVlarket research 2.23 
Attract new enrollees 2.23 
Retain existing enrollees 2.13 
Legislative mandate 1.94 
Potentially less invasive care 1.94 
Demonstrated efficacy 1.93 
Experience of payor executives 1.84 
Perceived cost-effectiveness 1.77 
Attract new (ethnic) populations 1.37 

* Mean ratings averaged across both the 
new sample and cohort's (1997-1998) re­
sponses to this item. 

Ck)mpaiiies were asked to rate on 
a scale of I to 3 the most ini]jortaru 
factors influencing their decision to 
ofler coverage for ( l ^ M . As can be 
seen in Table 2, demand from both 
consumers and purchaseis as well as 
the results from market research ap­
pear to be the most important deter­
minants. These findings are consis­
tent with our inilial study in 1997 
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Table 3 

Therapies or Systems Designated as 
Having "Licensed Practitioner" by 

Number of States 

Table 4 

Obstacles to Incorporating CAM into Mainstream Health Care 

Percentage of Companies that Cited 

Number 
CAM Therapy or System of States 

Acupuncture 33 
Ayurvedic medicine 0 
Biofeedback 0 
Chiropractic medicine 50 
Craniosacral therapy 0 
Herbal medicine 0 
Homeopathic medicine 3 
Massage therapy 23 
Midwifery 15 
Naturopathic medicine 11 
Nutritionists or dietitians 26 
Osteopathy 50 
Physical therapy 50 
Tibetan medicine 0 
Traditional Chinese medicine 1 

Sources: Maharishi Ayurvedic University, 
National Center for Homeopathy, American 
Association of Naturopathic Physicians, Offi­
cial Office of Tibet, American Association of 
Acupuncture and Oriental Medicine, East-
West Academy of the Healing Arts, Ameri­
can Chiropractic Association, American Diet-
ic Association, Midwifery Alliance of North 
America, Upledger Institute, Touch Research 
Institute, American Osteopathic Association, 
and American Physical Therapy Association. 

Note: Many states certify practitioners of 
biofeedback, massage, and other alternative 
and complementary therapists. However, this 
table specifically lists categories of providers 
who are legally considered "licensed practi­
tioners" and therefore receive insurance re­
imbursement in those states. Also, California 
requires reimbursement of all providers who 
are licensed to provide service if that benefit 
is offered. However, HMOs can pick and 
choose their providers. 

that ident i f ied consumer demand as 
the most crit ical factor under ly ing 
the decision lo of ler C A M coverage. 
When asked in open-ended fashion 
what factors would determine wheth­
er they would offei ' coveiage for ad­
di t ional CAM therapies in the future, 
the majori ty of companies in our 
new sample again stated market de­
mand, with demonstrated cl inical ef­
ficacy cited second most Ireciiiently. 
In response to this C|uestion, our co­
hort f rom years I and 2, whi le again 
not ing the in ipoi tance of market fac­
tors, also cited demonstrated cl inical 
efficacy as the most impor tant rea­
son. 

% First % Second % Cohort 
Sample (1997) Sample (1998) (1997-1998) 

Obstacles (n = 18) (n = 9) (n = 8) 

Need for more research on efficacy 44 55 75 
Economics 22 44 13 
Ignorance about CAM 17 0 0 
Provider competition and division 22 11 0 
Need for practice and license standards 33 0 13 
Fear of change by medical establishment 6 55 25 
Cultural biases and prejudice 11 0 0 
Lack of utilization data on CAM 11 0 0 
Lack of consumer or employer demand 11 0 13 
Lack of insurance reimbursement 0 11 0 
Lack of CAM provider networks 6 0 0 
Fear of liability for referring to CAM 0 22 0 

Reimbursement was described as 
f icpendi i ig on (1) market-driven 
rates, (2) the pract i t ioner 's license, 
(3) CPT codes, and (4) the part icu­
lar health plan. Wi th regard to CPT 
codes, most insurers interviewed 
thought it common for current ly ac-
ceptal)le CPT codes to be used when, 
in fact, alternative medic ine proce­
dures are being administered. They 
d id nt)t th ink this as common for Di­
agnosis Related Croups (DRGs) since 
DRGs arc mostly used for hospital 
t i i l l ing, and a l ternat ive/complemen-
tary therapists are usually more in­
volved in outpat ient visits. A m o n g 
the new companies surveyed, five 
stated that they were in the process 
of or ant icipated developing C^PT 
codes, whi le one company f rom the 
1997-1998 cohor t stated they were 
developing such codes. 

Overal l , a vast majori ty o f CAM 
covered by insurers was covered only 
i f the treatment was medically neces­
sary for a specific diagnosis, and re­
imbursement was given only lor a 
cei'tain number of visits oi dol lar l im­
it. Def in ing "medica l necessity" 
varies f rom insurer to insurer but, in 
general, requires thai a "par t icu lar 
procedure or pattern o f treatment 
must have scientifically provable eff i ­
cacy, be administered by medical pro­
fessionals, and be subject to decision­
making case by case and treatment 
l)y treatment."-" ' Addit ional ly, insur­
ers reimburse providers who are le­

gally def ined by individual states as 
" l icensed j j ract i t ioners." For this rea­
son. Table 3 summarizes the number 
o f states thai consider part icular ther­
apists to be licensed practi t ioners. 
Clearly, the predominant factor cited 
by managed care companies when se­
lecting providers for their managed 
care plans was that the provider be 
licensed or even board cert i f ied by 
an ofl icial ly recognized entity. Other 
impor tan t selection factors were that 
the provider (1) possess malpractice 
insurance, (2) be part o f a network 
of practi t ioners, (3) fol low natif)nal 
quality assurance standards, and (4) 
be trained in a needed specialty. 

Summary of Obstacles to Integrating 
C A M 

Table 4 lists the responses o f in­
surers to the (juestions: What chang­
es need to be made in order to in-
corpoiate CAM into the main­
stream?, and What is at the root of 
the sentiment opposing CAM? In ef­
fect, these c|iiestions were asked to 
deter ni ine the perceived barriers to 
the more widespread implementat ion 
a n d / o r insurance coverage for CAM. 
Results in Table 4 list the 12 most 
frequently cited reasons. 

Among the pr imary obstacles lo 
incorporat ing CAM into mainstream 
health care as listed by insurers in 
our study were (1) lack of research 
on efficacy, (2) economics, (3) igno­
rance about C A M , (4) provider com-
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petition and division, and (5) lack of 
slandaifls of practice. Of the obsta­
cles listed, the only one that is 
unic[ue lo CAM is ignorance about 
CAM. Reseaicli on efficacy is lacking 
in much of conv<,-ntional medicine as 
well as CAM. Financial considerations 
are driving mainslieam health care 
reform and are part of what makes it 
so difficult to meet the different in­
terests of insurers, emjjloyers, health 
care providers, and consumers. Pro­
vider competition and division occius 
among conventional doctors, nurses, 
|)hysician assistants, and oilier clini­
cians, as well as between convention­
al and CAM providers. Finally, studies 
of conventional medicine evidence 
wide variations in practice by region­
al economics and cultural norms, 
which suggests that standards of prac­
tice are needed among conventional 
providers as well as CAM pr oviders. 

DISCUSSION 

In llie inlervit-'ws with insurers, the 
researchers inciuired about 34 specif­
ic therapies from the NCCAM classi­
fication of alternative medical prac­
tices. Results indicate that some of 
these therapies are now covered by 
most insmers (e.g., chiro]jiactic, oste­
opathy, and acupuncture), while oth­
er tliera|jies are covered only by a 
few, smaller insurance companies 
(e.g., traditional C'liinese Medicine 
and reflexology). Furthermore, the 
majority of insurers interviewed do 
not offer Ĉ AM coverage to enhance 
wellness or prevent disease. Railiei', 
like conventional therapies, CAM 
therapies are usually covered only if 
treatment is medically necessary for a 
specific diagnosis, and reimburse­
ment is given only for a certain num­
ber of visits and/or dollar limit. 
Thus, although the ]jopular media 
report that an increasing number of 
insurers are offering coverage (jf 
CAM, the current status of CAM cov­
erage is f|uile limiled. This is not loo 
surprising since for most r\'|)es of 
CAM, there is limited, if any, l e-
.search on clinical and/or cost-effec­
tiveness. 

CAM Coverage 
Nonetheless, all of the nine new 

MCOs and insurers interviewed are 

currently considering additional cov­
erage of ( A M . Among our cohort of 
companies that were resurveyed, we 
observc^d several changes in terms of 
the types of therapies covered from 
years 1 to 2. There was an increase 
in the percentage of companies (of­
fering coverage lor naturopathy (with 
two com])anies adding coverage for 
these services). There was also a 
slight increase in coverage for mas­
sage, with two companies adding cov­
erage and one disconlinuing cover­
age of this CAM therapy. Finally, we 
also observed marginal increases in 
coverage for both homeopathy and 
herbal medicine, with one company 
adding coverage for each of iliest; 
therapies. Additional tliera]3ies for 
which coverage was added were cra­
niosacral, biofeedback, and ayurvedic 
medicine. Additional therapies 
dropped by the cohort in 1998 were 
acupressure and guided imagery. In 
our 1998 resnrvey, consumer demand 
continued to be the most frequently 
cited rea.son lor offering CAM cover­
age among our original cohort of in­
surers and MCOs. However, there did 
appear to be a growing, and we be­
lieve positive, trend in terms of the 
cohort s mentioning demonstrated 
clinical efficacy as a critical factor in 
deciding to offer any new or addi­
tional coverage for CAM. 

All nine of the MCOs and insurers 
interviewed indicated that market de­
mand was their primary motivafion 
fbi' ofTei'ing coverage of CAM, and 
consumer interest was cited as a key 
factor in determining coverage of 
CAM. Although insurers also stated 
that proof of clinical ef ficacy was an 
important factor in determining cov­
erage of CAM, the influence of con­
sumer interest on insurers could lead 
to an increasing number of insurers 
offering inappropriate coverage of 
CAM. "Token" or inadequate cover­
age CAM therapies may be offered 
mainly to attiact new enrollees. This 
in turn could lead lo data indicating 
thai the therapy was not efficacious 
in terms of clinical and/or cost out­
comes, when the actual cause was in-
ade(iuale or token provision of such 
services. Relevant ciuestions for such 
scenarios might include: what consti­
tutes an adecjuate length of care for 
chronic pain with acupuncture; how 

effective is homeopathy with otitis 
media for children vs. antibiotics; 
what is the apjiiopriate dosage and 
duration of an herbal l emedy for si­
nusitis or allergic rhinitis; and nu­
merous other issues of what consti­
tutes a clinically defined, effective 
course of therapy vs. what is allowed 
or limited in the CAM polic). 

These are major issues not yet ad­
dressed bin retiuiring further le-
.search as well as both clinical and 
cost documentation by managed care 
and insurers. Alternatively, the pres­
sure to diflerentiate from other 
third-party ])ayers may convince some 
insurers to oflei' coverage of a CAM 
therapy that is not proven to be safe 
Ol' eflicacious. .Since iheie is such a 
range of CAM services being oflered, 
with an equally wide variance in the 
extent of scientifically ba.sed clinical 
studies lo warrant these services, it is 
certainly possible that some services 
may be determined as not eflicacious 
and even of potential harm in future 
research. 

Legislation is one means of regu­
lating CAM coverage. Indeed, stale-
mandated coveiage of jjarticular 
therapies was listed as a third domi­
nant factor influencing whether or 
not insurers would offei' coverage for 
CAM. In general, insurers reimburse 
services that are provided by a l i­
censed practitioner, although the def­
inition of a "licensed practitioner" 
varies from slate to state (see Table 
5). 

Thus, Icjbbying for or against state 
licensure and state-mandated leim-
bursement of a particular CAM ther­
apy is one avenue by which consum­
ers as well as CAM practitioners are 
seeking to influence insurance com­
panies. 

Study Limitations 
All nine of the new MCOs and in­

surers were selected specifically be­
cause they were reimbursing or offer­
ing ( A M . Thus, ihe sam])le is skewed 
toward participants who are allempt-
ing to incorporate CAM, and conclu­
sions are limited due to the inherent­
ly small sample sizes. Also, since each 
insurer has multiple policies with dif­
ferent restrictions, detailed informa­
tion on coverage variation within in­
surers was not obtained. However, 

130 American Journal of Health Promotion 



Table 5 

State-mandated Reimbursement for 
Alternative Providers 

Number of 
Providers States 

Acupuncturists 8 
Chiropractors 41 
Dietians 3 
Massage therapists 1 
Midwives 15 
Naturopaths 3 
Osteopaths 17 
Physical therapists 10 
Podiatrists 35 

Sources: National Association of Insurance 
Commissioners Mandated Benefits Summary 
(1995); Washington Insurance Commissioner 
Providers Licensed Under Title 18 (1996). 

Note: The National Association of Insur­
ance Commissioners summarized state stat­
utes or regulations mandating that "certain 
providers must be reimbursed if the treat­
ment is a covered expense and is within the 
scope of the provider's license." Information 
on counselors and psychologists was exclud­
ed from this table. Also, no distinction is 
made in this table between nurse midwives 
and licensed midwives. 

copies of actual policies are on life 
for future reference. In addition, the 
status of insurance coverage of CAM 
may be affected by changes in na­
tional legislation, such as the Access 
to Medical Treatment Act (H.R. 
2019, S. 1035), which would allow pa­
tients to receive any medical treat­
ment they want as long as tlie practi­
tioner agrees, and the administration 
does not violate any licensing laws. 
An additional provision is that a 
practitioner would be able to provide 
any treatment as long as it is not a 
danger to the individual, and the in­
dividual has been informed that the 
treatment has not been approved. In 
addition, a recent statute pas.sed by 
Washington state requires all insurers 
to cover claims for "every category 
of provider" but has not been re­
ceived well by several of the state's 
health plan carriers, who have filed 
complaints against this law.'-'' -' De­
spite litigation by Washington state 
insurance carriers, this statute was 
upheld by the State Supreme Court 
in 1998. Results of these and other 
legislative initiatives around the 
country, in California, Oregon, Arizo­

na, and Vermont as well as in 15 oth­
er states, could alter who determines 
whether coverage of CAM is offered. 

Recommendations for Future 
Research 

Based on our research, the follow­
ing paragraphs contain recommenda­
tions for future research focused on 
clinical and cosi outcomes, which ad­
dress some of these obstacles listed 
by MCO insurers that particiijated in 
this study. 

.Since the general area of "CAM" 
is very broad, a survey of what CAM 
therapies are considered most useful 
by convenlional and Ĉ AM providers 
will help deterniine potentially eflec-
tive treatments. Such a survey will al­
low researchers to determine what 
CAM treatments are most likely to 
yield clear results in controlled clini­
cal trials. A survey of which CAM 
therapies aie considered useful by 
consumers will also help determine 
what treatments may be worth inves­
tigating. In addition, it would be de­
sirable to conduct a consumer survey 
of CAM therapy use focused on older 
adults (>lx5) since seniors use health 
care services the most and are instru­
mental in shaping future health care 
trends. Onr research group currently 
has a manuscript under review that 
examines predictors and patterns of 
CAM use among a Medicare popula­
tion. 

Research that emphasizes the de­
velopment of common terminology 
for CAM with both conventional and 
alternative providers is needed to 
compare outcomes. One aspect of 
developing common terminology is 
to develop CPT codes for CAM. Des-
ignalif)n of CIPT codes for CAM, even 
if the CPT code specifies that the 
treatment is experimental, would fa­
cilitate laige randomized clinical tri­
als (RCTs) as well as clinical and cost 
outcomes studies on the effectiveness 
of specific CAM therapies. The cur­
rent lack of (>PT codes for CAM 
makes it dif ficult to determine what 
CAM therapy is being used and how 
to determine appropriate reimburse­
ment. 

C^ost-effectiveness analyses are 
needed on individual clinically effica­
cious treatments, as well as on combi­
nations of conventional and comple­

mentary treatments. Such research 
could compare the success of inte­
grated, conventional, and CAM care 
to conventional care only. In addi­
tion, integrated clinics serve as edu­
cational resources to help reduce ig­
norance about C^AM.-'̂  

Information needs to be dissemi­
nated to combat ignorance about 
CAM, especially centralized informa­
tion about how CAM is being consid­
ered and used by insurers, employ­
ers, and hospitals. A pilot survey by 
the Stanford research group suggests 
that an increasing number of em­
ployers are considering including 
CAM coverage as one of their bid 
specifications for competing insm-
ance plans. This study and follow-up 
studies are needed to provide infor­
mation on what other insurers, em­
ployers, and hospitals arc offering 
and what seems to be successful in 
terms of clinical and/or cost out­
comes. This information may help fa­
cilitate the responsible acceptance of 
CAM into conventional health care. 

Longitudinal omcomes studies 
and the creation of outcomes assess­
ment databases will help transcend 
the politics of the health care com­
munity. Evaluating standards for uni­
form reporting of outcomes such as 
those imder the National Committee 
for Quality Assurance (NCQA) and 
the Health Plan Employer Data and 
Information .Set (HEDIS) will in­
creasingly include areas of preven­
tion and ultimately CAM therapy out­
comes standards. In Oregon, the 
Foundation for Accountability 
(FACCT), incorporated in 1995, 
could prove particularly useful in this 
endeavor. According to the FACCT 
brochure, this organization is a non­
profit organization that will "endorse 
a .series of health system perfor­
mance measures, advocate wide­
spread adoption of those measures 
by existing oversight, contracting, 
and consumer organizations, and 
promote consumers' use of the data 
that arise from these measures to 
make belter healthcare decisions." 
They also state specifically that "the 
diverse arrangements for delivering 
and financing healthcare call for 
measures that are universal in their 
recognition of the human experi­
ence, not specific lo any particular 
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setting or system."'-"' Wi l l i this model 
lo evaluate health care, the dislinc-
lions among "convent iona l , " "com­
plementary," "a l ternat ive," and " i n ­
tegrative" health caie wil l be ii rele­
vant. Accord ing to a recent editor ial 
in the Neui England pnirnal ( f Medi­
cine. "There cannoi be two kinds of 
medic ine—convent ional and al lern;i-
t ive—there is only one k ind o f medi­
cine thai has been adef|uately t(-sted 
and medicine that has not, merl icine 
thai may work and may or may nol 
work. Once a theraf)y has been lesl-
ed rigorously, it no longer matters 
wluMlier it was considered al lernalive 
at the outset. If it is fbmi f l to be rea­
sonably sale and effective, it wil l be 
accept(.'d. ' T h i s is a posit ion with 
which we concur, with tlie one caveat 
and observation that the vast major i­
ty o f conventional medical care fails 
to confoi in lo this standard of (|uali-
I) ' . 

Prt)viders o f CAM need lo develop 
standards of practice and licensing, 
which wil l hel] j them fit into the ex­
isting diagnosis-based system.' 
This is more easily slated than ac­
compl ished. Many complementary 
therapies are ] j redominai i t ly used as 
preventive medicine and therefore 
cannot lie easily evaluated by a diag­
nosis-based system. In add i t ion, many 
CAM ])raclit ioners emphasize nuiciue 
treatments for each patient, which 
makes il d i f f icul t lo develop stan­
dards of |)i'aclice guidelines. ' Thus, 
the in ieg iat ion of complementary 
llierapit;s thai em|5liasize ]jreventive 
medicine and a focus on individual 
variation in Ireatments would inevita­
bly change eithei- or both the com-
plementai y l l ie iapy and conventional 
meflical model . 

Advocates of (:, \M agree that 
there is a need for research on CAM 
standards of practice and l icensing, 
but research fund ing is already very 
conqjeti t ive and even mo ie so foi in-
lervenl ions that are less mainstream. 
In add i t ion, a great deal of medical 
research is funded by | jharmaceutical 
and medical eciuipment coni] jai i ies, 
who have less to gain f rom proving 
the effectiveness of m i n d / b o d y tech­
niciues or herbs l l iat cannot be [lat-
ented. Surely, l l ie N I H NCCAM, 
which has already funded 12 re­
seaicli centers as well as over 45 | j i lot 

studies and three major ongoing 
RCTTs, wil l be hel | j fu l in faci l i tat ing 
the evaluation o f CAM. However, 
with a relatively modest budget o f 
only 1,50 mi l l ion in fiscal year 1999, 
addi t ional fund ing sources aie clearly 
rec|uiied. 

SUMMARY AND CONCLUSIONS 

An increasing n imi l ie r of MCOs, 
insurers, and hospitals are inc lud ing 
CAM to meet consumer demand. 
Motivations for o f fer ing ("AM range 
fiom i l io rough searches o f available 
cl inical eflicacy reseaicli to (|ueslioii-
able ai iein|j ts lo capture market 
share, attr act new enrollees, a n d / o r 
to retain enrollees by offer ing what 
may lie iiradeqirately documented 
ser vices. Both federally f i rnded and 
managed caie/ insurance provider- r e­
search is rreeded to determine what 
conslitules clinically effective sei vices 
versirs token ser vices that may I K ) I 
pr ovide adeqirale t ime or- intensity o f 
the CAM of fer ing to be effective in 
terms of cl inical and cost outcomes. 
Despite these research caveats, it is 
ec|irally certain that there is a raj j idl) ' 
growing consumer' demand for' ( A M 
with Ol' wi thout research eviderrce 
and with oi wi thout re imt iu isement, 
due to consumer willingness lo pay 
out o f ]jocket and ]jur'cliase ovei-lhe-
counler reriK.-dies. However, there 
needs to be a gr eat deal mor e re­
search on cl inical efficacy arrd cost 
oittcomes in or'der' to responsibh in­
corporate ( . : A M into mainstream 
health car e. Emphasis on what is vali­
dated by sound cl inical and cost out-
coirres research rather' than what is 
considered "a l ternat ive" vs. "conven-
liorral " will be cr itical lo r educing ex­
cessive medical care ul i l izal ior i and 
conta in ing r ising medical care costs. 
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Appendix 

Interview Questions for MCO 
Insurance Companies 

Coverage 
• Do you cover cliiiopiaclic, aciipirric-

lurf , mrrrilioiial, etc.? For each field of 
praclitt: covered, wtiat are your poli­
cies? Copies of those- policies? Do you 
ser ve dillcrent states? Docs your cover­
age of CAM vary by slate? Wliy? Does 
your coverage of CAM vary will) differ-
eril eriiployeis? Why? Wliat alternative 
fields of pr actice do you aruicipale cov­
ering? Why? When? Do you have a well­
ness plan? If nol, do voir anticipate de-
veloprrrg one? Why? When? 

Coverage: Areas of Investigation 
• How do you decide what fields of pr ac­

tice lo cover? What irilor riialiori d(j you 
need? In what form do you need this 
information? Do you liave a database to 
evaluate clinical and cost outcomes of 
(.iAM? Would you he interested iir codc-
veloping or using such a databa.se? 

Criteria for Reimbursement 
• How do you deterniine wlietlier a pa­

tient can be r eimbursed for CAM thera­
py and how much to reimliurse? Is 
ther e portability of car e; that is, if a pa­
tient cfiooses a chiropractor who does 
nol help his condition, can he then go 
ro an acupiinclirrist or or thopedic sur­
geon? What kind of coverage limits are 
imposed? Number of treatments? Cost? 
Whal kinds ol pr eautliori/.alions are re­
quired? Do recipients self-refer? .'\r'e al­
ternative therapies r estricted lo specific 
conditions, for example, a palrcnl can 
only see an acupuricturisi if s/lie has 
chronic pain, or are they broadly avail­
able? How does your CAM cover age 
vary, if al all, wrtti the age of the pa-
lieni? What age-related factors influ­
ence yoirr coverage of CL^M? 

Definitions 
• Do voir Ijelreve that cur rently accept­

able CPT is used wheir in fact alterna­
tive medrcrrre procedures are being ad­
ministered? How olleri? Do you tielieve 
that specific DRCs arc used to describe 
undiagnosed conditions (e.g., "dry 
wind" described as "sinusitis")? How 
often? Do you anticipate developing 
CPTs/DRCis for alternative medicine? 

Providers 
• How do you select provider s? What 

trairring do you require of providers? 
MD? RN? PhD? OD? DCO? PA? Other? 
How do you monitor their effective­
ness? 

Issues and Obstacles 
• Whal is your motivation for covering 

CAM? Are you intlirerrced by lobbying 
gr'oups? Wliicli ones? Wliat do you per­
ceive to be llie greatest obstacles to in­
tegrating alternative medicine into 
mainstream insurance coverage? 

Please comment on the future of alterna­
tive medicine in mainstream insurance 
coverage. 
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Methods, Issues, and Results in Evaluation and Research 

Current Trends in the Integration and 
Reimbursement of Complementary and Alternative 
Medicine by Managed Care, Insurance Carriers, 
and Hospital Providers 
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Abstract INTRODUCTION 

Objectives. To as.sess the status of managed care and insurance coverage of cimipkmen-
tary and alternative medicine (CAM) and the integration of such .services offered Iry hospi­
tals. 

Methods. A literature rexiiew and information search was conducted to detei'mine whic.h 
insurers had special polities for CAM and which hospitals were offering CAM. Tekphone 
inteivieius were conducted with a definitive sample of IS insurers and a representative 
suhsarnpk of seven ho.spitals. 

Results. A niajority of the insurers interviewed offered some awerage for the following: 
nutrition coun.seling, biofeedback, psyc.hotherafry, acupuncture, preventive medicine, chirtr-
practic, oste.ojmthy, and jjhysical Ihexijry. Twelve insurers said that market demand was 
their primary motivation for coveting CAM. Factors determining whether in.surers umuld 
offei' c.overage prr additional thetapies included potential cost-effectiveness ba.sed on con-
sumer inlerest, demonstrabk clinical efficacy, and state mandates. Sirme hospitals aie also 
respimding to consumer interest in CAM. although hospitals can only offer CAM therapies 
for which local, litenseil practitioners are availabk. A mirng the most commim obstacks list­
ed lo incorporating (AM into mainstream health care were lack of research on efficacy, 
economics, ignorance about CAM, prtniidet annpetition and itivision, and lack of stan-
ilards of practice. 

Conclusions. Cmi.sumer demand fin CAM is motivating more in.surers and hospitals to 
assess the benefits of mcorfiorating (AM. Outcomes studies pir both allopathic and (AM 
therapies are needed to help irteate a health care system based upon Ireatments that wtnk, 
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Complementary and alternative 
medicine (CAM) can be defined as 
"medical interventions not taught 
widely at U.S. medical schools or 
generally available at U.S. hospitals."' 
The most commonly used practices 
are consumption of vitamins and 
health foods, herbal therapy, chiro­
practic, relaxation lecbnirpics, mas­
sage, and acupunctirre. ' In 1990, 
appr oximately one in tliree pers(3iis 
in the U.S. adult pcipulation used 
CAM, and the estimated number of 
visits to CAM providers was gr eater 
than the nirmber of visits to all pri­
mary care medical doctors in that 
year.' Five sur veys conducted since 
1990 r eport fr ecpient irse of CAM, 
ranging h'om 30' '-' to 73%''"^ by pa­
tients suffer ing from conditions such 
as cancer, arthritis, acquired immu­
nodeficiency syndrome, riiirltiple scle­
rosis, and acute back pain. 

Use of CAM does not significantly 
vary by gender or insurance status, 
but use is more frequent for highly 
cdircated, high income, noiiblack 
Ariier icans who live in the western 
U.S.' Likewise, use of vitamin supple­
ments is most common by those liv­
ing in the western U.S. with a college 
degr ee and an income of $50,000 or 
mor e.'' Major user s of CAM ar e ei­
ther between the ages of 25 and 49 
year s or over fi5.' ' •' Data indicate 
that the current market for CAM is 
being created by middle-aged and 
older individuals, who are investing 
to improve their health, and by indi-
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viduals suffer ing f rom chr onic illness­
es and diseases lhat are not ade­
quately treated by convent ional ri iedi-
cine. 

Demand for CAM by the general 
publ ic is increasing, despite the fact 
that its use is largely paid for by con­
sumers " o u t of pocket" w i thout cov­
erage or' r e imbursement by th i rd-
party payor s. In 1990, Amer icans 
spent an estimated $11.7 b i l l ion for 
visits to CAM providers and an addi­
t ional $2 b i l l ion for' commercial diet 
supplements and oyer-the-counter 
rnegavitamiiis.' In 1991, the market 
for- her bal ther apy was $1.3 b i l l ion 
and gr owing at a r ate o f appr oxi ­
mately 20% per year-.' In 1990, sales 
o f homeopathic medic ine r eached 
$150 mi l l ion in the U.S., which was a 
50% incr ease in sales f rom 1988.'' 
Businesses that of fer CAM are capi­
talizing quite successfully on consum­
er interest. Whether this commercial­
ization of CAM is good or bad has 
not been established and is highly 
debated, but ult imately wil l depend 
trpon the results o f cl inical and cost 
outcomes resear ch. 

Ther e are eight frequently cited 
reasons for the recent increased con­
sumer' use o f CAM: 

(1) consumer dissatisfaction with the 
l imitat ions of convent ional medi­
cine,''^'' 

(2) consumer percept ion that the 
Western model of medicine 
treats patients as i f they were me­
chanical pr ocesses rather than 
human beings with psychological 
arifl spir i tual l ives,' '" ' 

(3) a gr eater- awar eness o f medical 
practices f rom other cultures' ' ' 

(4) a gr-owing body oi scientific liter­
ature suggesting that diseases are 
l inked to nutr i t ional , emot ional , 
and lifestyle f ac to rs , ' " 

(5) a desire for and expectation o f 
wellness by baby boomers, ' 

(f)) consumer- desire, especially in 
.senior s, to take fewer medica­
tions and decrease side effect.s' 

(7) consumer desir e to r educe per­
sonal health care spending, e.s-
pecially .senior s,'' and 

(8) suppor t of nationally r enowned 
clinicians.'-' 

Evolving CAM coverage is occur­

r ing wi th in the context of broader 
changes in the delivery o f health 
care in the Uni ted States, and inter­
nationally th roughout indirstrial ized 
nations, par t icularly in Ger riiany, 
France, the U.K., the Netherlands, 
and ih i 'ougl io i i t Asia. Some char ac­
teristics o f this health care r e form in­
clude a demand for decreased costs 
and improved clinical outcomes, in­
creased enro l lment of patients and 
physicians in managed care organiza­
tions, development o f cl inical prac­
tice guidelines and cl inician quality 
reviews, a move to capitated man­
aged care, an emphasis on preventive 
care, intensif ied compet i t ion among 
thircl-par ty insurers, and a national 
debate over how to piovide cont int t i -
ty o f care and insurance coverage for 
everyone.' ' " Among the things driv­
ing health care delivery re form are 
rising medical car e costs and the ag­
ing of Amer ica's populat ion, o f 
which the latter- also impacts health 
care costs since senior s ar e the larg­
est utilizer s of medical tr eat­
ments . " '- '" ' This may result in a 
need for less expensive health care, 
inc lud ing the appropriate u.se of 
CAM, al though there are absolirtely 
no data to support the frequently cit­
ed claim. 

Advocates o f CAM suggest that 
some C ^ M ther apies could play a sig­
nif icant role in prevent ing diseases 
and help ing contain medical care 
costs. For example, a recent study 
demonstrated that cardiovascirlar dis­
ease could be redirced tli i-oirgli a 
combinat ion of a low-fat vegetar ian 
diet, exercise, and stress manage-
r-nent. As a resirll, several insurers are 
f i rnd ing the CJrnish nuir ition-based 
progr am, inc lud ing Mutual of Oma­
ha, American Medical Securities, 
Blue Shield o f Cal i fornia, and Pi inci-
pal Mutua l . " ' Complementary and al­
ternative medicine therapists may 
also help impi-ove the quality o f 
health care through their holistic ap­
proach, which may allow patients to 
feel mor e in contr ol o f their health 
and more satisfied with their- medical 
care, '" which in tu rn may help lo de­
crease unnecessary off ice visits due 
to anxiety or r i i iscommunicatioris be­
tween physician and pat ient . - ' " 

Researchers at the Stanford Un i ­
versity School o f Medicine conducted 

a comprehensive database search, a 
l i terature review, and a definit ive sur­
vey o f 18 insur ance companies and a 
r epr esentative subsample of seven 
hospitals in order to determine the 
curr ent insurai-ice coverage for- CAM 
therapies and the pr ofi le o f these be­
ing provided as a cl inical ser vice by 
hospitals. The main objective of this 
project was to review the status of re-
imbui.sement for CAM, as well as the 
integr ation of such services of fered 
by hospitals. Results o f this pi lot sur­
vey are presented in rwo sections re­
f lect ing the main categories o f the 
sitr yey : insur ers and hospitals. In 
each secfion, a br ief liter ature r eview 
is presented as both the research 
background for de te rmin ing the in-
ter view questions and as a context 
for the responses. This review is fol­
lowed In- the specific questions and 
r esponses (reported as gr oup data 
only, since the survey participants re­
quested that ihe research not l ink 
their names to specific outcomes). 
The results section concludes with a 
sirmmar y section on the obstacles to 
integrat ing CAM into mainstream 
health care. Finally, the discussion 
section describes the overall findings, 
conclusions, and next stage for re­
search. 

METHODS 

Literature Review and Information 
Search 

A compr ehensive r eview o f exist­
ing l i terature on the insurance cover­
age o f G \ M was in i t ia led in Januar y 
1996. Literatur e sear ches wer e under­
taken in several databases, inc lud ing 
AB I , BIOSIS, ERIC, LEX IS /NEX IS , 
MACS, M E D L I N E , PAIS, PSYC, 
SOCA, and the Internet . In addi t ion 
to the l i terature review, the research­
ers received in format ion f rom ex­
perts on CAM and the health care 
industr y via: (1) an electr onic mail 
request for- infor niat ioi i sent to mem­
bers o f an alternative medicine 
Health On l ine course; (2) an elec­
tronic mail r equest for in format ion 
.sent to directors of the 10 resear ch 
centers established by the Off ice of 
-Allernalive Medicine ( O A M ) , Nat ion­
al Institutes o f Heal th ; (3) l i terature 
sent by the O A M centers; and (4) 
consultat ion with experts at the Stan-
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fold University School of Medicine, 
Stanford Health Systems (SHS), Stan­
ford Ciraduale School of Business, 
and the Ar izona Center for Health 
and Medicine of C'atliolic Healthcare 
West in Phoenix, Ai izona. 

Most importantly, this r apiflly 
evolving area of CAM necessitates a 
suitable qualitative melliod(jlogy 
since i l is an emer ging ar ea of in­
quiry where litde scienlific study has 
been done. Ccjniplemenlar y and al­
ternative medicine pr actices and ac­
ceptance var y tremendously fr om 
one location lo another-. Terminology 
is nol consistent among practitioners, 
sptjn.sors, or consumers. Actual prac­
tices may have been masked by the 
appar ently common practice of mis­
using Current Procedure Terminolo­
gy (C^PT) codes for services so that 
the services will qualify for payments 
by insuiei s. This is the kind of com­
plicated, emerging phenomenon that 
is best studied by using purposive se­
lection of case studies or case instiiu-
tions with well<iesigned, .semisiruc-
lured, and open-ended interviews. A 
random sampling is inherently inap-
prf)priatc and the research team 
identified a definitive national sam­
ple as of December 1996 offering 
CAM therapies by managed care/in­
surance providers. As a result, the 
managed car e/insurance carrier sam­
ple is a definifive case sample subject 
to r|ualilative methofls. Hospital in­
terviews were more limited and only 
those .seven hospitals offering the 
broadest arr ay of CAM therapies 
were selected for a more limited 
qualitative analysis. 

This database searcli, literature re­
view, and information sear ch could 
not be exhaustive because the mar­
ket in the area of CAM is changing 
so quickly. In addition, some relevant 
information was nol available to us 
due to cost, such as a book titled Self 
treatment in Managed Care: HMO In­
volvement in OTC and Alternative Ther­
apies, which is sold for $3000 by Deci­
sion Resources of Boston, Massachu­
setts, as well as a newsletter titled 
Business Refiort tm Alttrrnative and C.mn-
pkmentary Medicine mar keted by St. 
Anthony's Publishing (]. Elkis, un­
published data). Nonetheless, the 
completeness of the information 
search is suggested by the fact that 

the researchers began to receive re-
fer rals to the same insur er s or hospi­
tals that were already identified earli­
er in our sear ch. 

Sample 
Based upon our literatirre review 

and information search, the research 
team identified insur ers that had or 
were rleveloping policies to cover 
CAM. Telephone surveys were con­
ducted of those companies between 
Apr il and October 1996. The cf)mpa-
nies interviewed were: Alliance for 
Alternatives in Healthcare Inc. (Al­
ternative Plan), American Medical 
Securities, American Western Life In­
surance (Wellness Plan), Blue Cr-oss 
of Washington and Alaska, Kaiser of 
Nor tlrcrn Cialifor riia. King County 
Medical Blue Shield in Washington, 
Mutual of C3maba, and Oxford 
Healtli Plans. Researchers afso irrter-
viewed The Alter nar e Groir|5, which 
was contracted by one of the above 
insurer s to facilitate the development 
of their policies for CAM cover age. 

In addition, r esearchers added in­
surance or managed care companies 
that did not have proactive policies 
to cover CAM, but were of interest 
because they represent major nation­
al managed care and insiirance pro­
viders. Aftci identifying large nation­
al carr iers, the following companies 
weie identified and inter viewed 
based upon the infor-mation search 
and their large advertisements in the 
yellow pages of a Santa Clara County, 
California, telephone director y: Aet­
na, Blue Cross of California, Blue 
Shield of California, CIGNA, Founda­
tion Health Corporation, Healtli-
.Sourcc Pr-ovident Administrators, 
Medicare, N'YI.Care, Principal Mutual 
Life Insurance, and Prudential. 

Also, the resear ch team conducted 
interviews with representatives of hos­
pitals associated with CAM center s. 
We were interestetl in understanding 
why these hospitals were offering 
CAM therapies and how they chose 
those particular therapies. Based 
upon the literatttre review and infor­
mation search, the researchers identi­
fied hospitals that have incorporated 
several modalities of CAM. Our r e­
spondent hospitals ar e the Amer ican 
Holistic Cienter in Chicago, Ancilla 
.System's Healing Ait C ênter-, North 

Hawaii Corirririrnity Hospital, Center 
lor Health and Well-Being at St. 
Luke's Hospital, Center for Complt.--
mentary Medicine and Pain Manage­
ment at St. Vincent's Hospital, The 
Franciscan Wholistic Health Center 
in Cincirinati, and the Univer sity of 
Miami Ccjur lelis Cx-nter. We did not 
interview hospitals that offer- three or 
fewer CAM therapies. Therelore, the 
sample univer se of hospitals is small, 
since there are few hospitals that 
have chosen to irrcorpoiale several 
CAM ther apies. 

Interviews 
Resear ch team member s informed 

the potential respondents of the sur­
vey that this is a study by researcliers 
at the Complementary and Alterna­
tive Medicine Pr-ogram at .Stanlor-d 
(CAMPS) that was designed to assess 
the status of and r eimbursemerrt h)r 
CAM. Inter views wer e conducted by 
two .Stanforxl resear chers by tele­
phone, with fbllow-up calls to claiify 
specific points. All participants afso 
sent actual copies of their policies 
and mater ials, which are on file in 
the CAMPS office. We asked about 
34 specific therapies from the OAM 
classification of allernalive medical 
pr actices. Inter view questions were 
both str irctured for baseline inlor riia-
tion and open ended in order to al­
low participants to express their be­
liefs and exper iences withotrt the 
constraints imposed by closed ques-
tiorrs. 

R E S U L T S 

Literature Review of Managed Care/ 
Insurance Providers and CAM 

Managed car e pr-oviders and insirr-
eis want to know whether a parficu-
lar theiapy is clinically elficaciorrs, 
preferably with few complications or-
side effects. Complementary and al­
ternative medicine may be helplul 
for clironic illnesses, sitch as back 
pain, with the potential lo be less 
costly and have fewer side effects 
than pilar niacenticals or sur gery. 
Studies alsfj suggest that C.AM may 
play a par ticular rcjie in preventive 
care, especially the prevention of 
stress-r elated disor-der s, as some in­
surers have alr eady determined. For-
example, Harvard Medical .School's 
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M i n d / B o d y Institute has reported as 
many as five calls a week f rom H M O s 
that ar e consider ing teaching relaxa­
t ion techniques to their- members."^ 
Likewise, a Blue Caoss/Blire Shield 
Association (BCBSA) survey " i n d i ­
cates that 70 percent of BCBSA plans 
are either developing oi ' market ing 
progr ams that include health educa­
t ion programs and healthy lifestyle 
incentives. "'•' However-, trnti l there is 
clear- scientific pr oof o f the efficacy 
of par ticirlar CAM ther apies, each iri-
strr ance company is left to decide for-
itself whether the ef fectiveness may 
exceed the costs of cover ing a partic­
ular- therapy. 

Insurer s want to know whether or 
not a par ticirlar therapy is cost-effec­
tive. Advocates claim that insur er s 
can save money by o f fe r ing cover age 
of CAM for the fo l lowing reasons. 
One is that CAM usually is less ex­
pensive than al lopathic treatments. 
For example, a large study by the 
RAND Cor porat ion publ ished in 
1990 fo tmd that c l i i iopractors were 
more successful at treat ing patients 
with chronic low-back pain and that 
cli i i-opractic car e was abotrt one-tenth 
l l ie cost of al lopathic care.' Likewise, 
a survey by the French gover-nmerit 
found lhat the cost o f all ser vices 
provided by homeopathic doctor s 
was about hal f as much as ser vices 
provided by al lopathic physicians us­
ing convent ional ser vices.'" However, 
these ar e two of a ver y l im i led num­
ber- of stirdies that have evaluated tl ie 
cost-eU'ectiveness o f part icular types 
o f G \ M , and even fewer- ha\e evalu­
ated both cl inical efficacy and cost-ef­
fectiveness. A second r eason for- CAM 
cover age is that insurer s that adver­
tise such coverage may attract health­
ier member s, which is suppor ted by 
the fad that the heaviest irser s of 
CAM are higl i ly educated with high 
incomes and ar e between the ages o f 
25 and 49."* Howe\er, CAM is also 
widelv irsed bv people over- the age 
of (35 and by v<M'y sick people who 
have no other alternatives, so it is 
d i f f icu l t to say whether the total 
C A M users pool wi l l be low r isk. 
Thir dly, insur er s that offer access to 
CAM pr-ovider s may save money be­
cause many pr-ovider s o f CAM fbctts 
on pr eventive medic ine, which can 
decr ease the need for costly treat­

ments. Prel iminary in format ion sug­
gests that insur er s that cover- CAM 
along with major- medical expenses, 
such as American Western Life and 
All iance for Alter riatives in Heal th­
care Inc., are competit ive with more 
ci^nventional plans/insur er s, and may 
even save money on the treatment of 
certain condi t ions, such as ar tlir itis, 
ear infections, and high b lood pres-
sirre.-'"-' A l though cost-benefit arialy-
.ses are hotly debated, there are l i t t le 
empir ical data brought to beai- on 
whether CAM wil l indeed decrease 
costs, or- whether cover age o f CAM 
wil l be an added expense.-'-

Interviews with Insurers 
y\ total o f 18 insurance companies 

wer e contacted lor- telephone inter­
views, and interviews were completed 
at all 18 companies. The number o f 
insurer s that reported coverage to 
any extent on one or more of their-
policies for a part icular complemen­
tary medical practice is summar ized 
in Table I . A minor i ty o f t h e insirrers 
sampled of fered extensive coverage 
of CAM. O f t h e insurers sampled, 
the smaller companies of lered more 
extensive cover age of CAM (Figirr e 
1). Twelve of the 18 insurers said 
that market demand was their- pr i-
mar y motivat ion for o f fer ing CAM. 

Nine otrt o f the 18 insurers were 
look ing into coverage of addit ional 
therapies as follows: acupirnctur e (2) , 
hypnotherapy (2) , riatur-o])athy (2) , 
Q i Gong (1) , craniosacral therapy 
(1) , reiki ( I ) , homeopathy (1) , guid­
ed imagery (1) , biofeedback (1) , p.sy-
chotherapy (1) , and chiropract ic (1) . 
Three insur ers d id not disclose which 
therapies tliev were looking into lor 
possible coverage. Five companies 
stated that l l iey d id not anticipate ad­
di t ional cover age of CAM. Four other 
companies said that they might con­
sider- addi t ional coverage for- one of 
the fo l lowing r easons: (1) a par ticir­
lar ther apy was proven effective in 
peer-r e\iewed medical l i terature; (2) 
coverage was mandated by stale law; 
(3) there was high mar ket demand; 
or (4) there existed potential cost-
savings. Two insurance companies 
have r etr acted some of their CAM 
benefits (specifically, massage and 
health foods) due to the di f f icul ty in 
estimating and cont ro l l ing ut i l izat ion. 

Table 1 

Coverage Reported by Insurers to 
Any Extent on Any Policy (n = 18) 

Complementary 
Medical Practices 

Number of 
Insurers 

Diet, nutrition and lifestyle changes: 
Herbal medicine 4 
Nutrition counseling 12 

Ornish program 6 
l\/lind/Body control: 

Aromatherapy 0 
Art therapy 0 
Biofeedback 16 
Guided imagery 5 
Hypnotherapy 10 

IVIartial arts 0 
r\/leditation 4 
Psychotherapy 17 
Qi Gong/Ch'i Kung 1 

Support groups 4 
Yoga therapy 2 
Alternative systems: 
Acupuncture 17 

Ayurveda 3 
Homeopathy 8 
Naturopathy 7 

Tibetan medicine 1 
Chinese medicine 4 

Preventive medicine 15 
l\/lanual healing: 
Acupressure 9 
Alexander technique 1 
Chiropractic 18 
Craniosacral 2 
IVIassage therapy 11 
Naprapathy 1 

Osteopathy 18 
Physical therapy 18 
Reflexology 2 

Reiki 1 
Rolfing 2 

Shiatsu 4 

Tragerwork 2 

However, to pr omote wellness, these 
insurance companies are offer ing a 
discount on health foods and vitamins. 

•Several insurer s have developed 
major- medical plans that specifically 
include cover age of CAM. For- exam­
ple, subscr iber s to American Westein 
Life Insurance's (AWI.I's) Wellness 
Program are encoirr aged lo visit a 
wellness doctor, who may be an allo­
pathic doctor, Ayur vedic doctor, acu­
punctur ist , hypnotherapist, or other-
type o f provider-. A compr ehensive 
health histor y is taken init ial ly by a 
wellness doctor-, and suggestions ate 
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Figure 1 

Managed Care and Insurance Plan Coverage of Complementary and Alternative Medicine (n = 18) 

39% 

E6-10 Therapies 

• 11-15 Therapies 

• 16-20 Therapies 

mad<; f o r h e a l t h y l i festy le c h a n g e s . 

Na tu r o p a l h i c d o c t o r s staf f a 2 4 - h o t i r 

bo l i s t i c h o t l i n e , g ive sugges t ions for 

self-car c, a n d oper ate as ga tekeeper s 

f o r a d d i t i o n a l o f f i c e visits. A c c o r d i n g 

to o n e s p o k e s p e r s o n , less t l i a i i 2 % o f 

ca l le rs i n t e n d e d to se l l - t rea t w h e n 

they c a l l e d for a re fe r r a l , b i r t a lmos t 

\ 9 % e l e c t e d sel f -care after s p e a k i n g 

w i t h a Wellne.ss L i n e doctor - (|. E lk is , 

u n p t t b l i s l i e d d a t a ) . A W I J ' s We l lness 

P r o g r a m pays f o r h e r b a l a n d h o m e o ­

p a t h i c m e d i c i n e s , as w e l l as f o r v i ta­

m i n s t h a t a re p r e s c r i b e d f o r c e r t a i n 

c o n d i t i c j n s . A l l i a n c e f o r A l t e r n a t i v e s 

in H e a l t h c a r e I n c . o f f e r s t h e .^ I te i i ia -

t ive P l a n , w h i c h pays lor ser vices p r o ­

v i d e d by " a n y l i c e n s e d phys i c i an act­

i n g w i t h i n t h e scope o f t h e i r l i cense , 

b o t h o f f i c e a n d h o s p i t a l v is i ts, to 

t rea t any i l lness or- ir-r jury or t o p r o ­

v ide p rever r t i ve se rv i ces , " a n d pays 

for- u p to | 5 0 0 a year- for h o m e o p a t h ­

ic a n d h e r b a l m e d i c i n e prescr i b e d by 

a l i c e n s e d p h y s i c i a n . A few o t h e r i n ­

surers are cur r e n t l y exper i m e n t i n g 

w i t h p lans spec i f i c to C A M , such as 

B l u e Cross o f W a s h i n g t o n a n d O x ­

f o r d H e a l t h P lans. - " - ' M o s t o f t h e i r i -

sur e i s in ter v i e w e d d i d n o t l i a \ e spe­

c ia l h e a l t h p lans f o r C A M , b u t i n ­

c l u d e d coxer age o f s o m e C A M i n 

t h e i r regular- p l ans . 

I m p o r i a n l factor s d e l e r m i n i n g 

cover age d e c i s i o n s as l i s ted by insu r ­

ers i u c h r d e d : (1 ) c o n s u m e r in te res t 

i n d i c a t e d by q u a n t i t a t i v e c o n s u m e r 

resea rch or emp loyer - d e m a n d s . A l l 

o f t he insur er s in ter v i e w e d said t h a i 

lar ge e m p l o y e r s in par t ic i r lar c o u l d 

c u s t o m i z e t h e i r p l ans . Fur ther r i ior e, 

12 o f t he 18 insur er s sa id tha t mar ­

k e t d e m a n d was their- pr i m a r y m o t i ­

v a t i o n for- o f fe r i n g cover age o f G 'VM; 

(2) p r o o f O f c l i n i c a l e f f i cacy as i n d i ­

c a t e d by r a n d o m i z e d c o n t r o l l e d tr ials 

in peer-r ev i ewed j o i r r n a l s or c o n s u l t a ­

t i o n w i t h r e g i o n a l a n d n a t i o n a l ex­

pe r t s ; a n d (3) s l a t e - m a n d a t e d cover ­

age o f C A M ( T a b l e 2 ) . 

R e i m b i r r s e m e n t was descr i b e d as 

d e p e n d i n g o n : (1 ) m a r k e t - d r i v e n 

r ates; (2 ) t he p r a c t i t i o n e r ' s l i cense ; 

(3 ) C u r r e n t P r o c e d m e Ter r n i n o l o g y 

( C P T ) codes ; a n d (4) t h e par t i c i r la r 

h e a l t h p l a n . W i t h r e g a r d l o C P T 

codes , m o s t insur er s in ter v i e w e d 

t h o u g h t it c o m m o n f o r c m r e r i i l y ac­

c e p t a b l e C P T codes to be used w h e n 

in fac t alter na t i ve m e d i c i n e p r o c e -

Table 2 

State-mandated Reimbursement for 
Alternative Providers 

Number of 
Providers States 

Acupuncturists 8 
Chiropractors 41 
Dietians 3 
Massage therapists 1 
Midwives 15 
Naturopaths 3 
Osteopaths 17 
Physical therapists 10 
Podiatrists 35 

Sources: National Association of Insurance 
Commissioners Mandated Benefits Summary 
(1995); Washington Insurance Commissioner 
Providers Licensed Under Title 18 (1996). 
Note: The National Association of Insurance 
Commissioners summarized state statutes or 
regulations mandating that "certain providers 
must be reimbursed if the treatment is a cov­
ered expense and is within the scope of the 
provider's license." Information on counsel­
ors and psychologists was excluded from 
this table. Also, no distinction is made in this 
table between nurse midwives and licensed 
midwives. 
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dur es ar e being administer ed. They 
d id not th ink this was as common for-
Diagnosis Related Groups (DRCis), 
since DRCis are mostly used for' hos­
pital b i l l ing and alter na l ive /comple-
ri ientary therapists are irsirally more 
involved in outpat ient visits. Most o f 
the insurers d id not believe that the 
American Medical Association (AMA) 
would develop CPT codes specific to 
G'VM any t ime soon. Five insurers 
said that they use " d i r m m y " CPT 
codes for- CAM. The Al ternare Groirp 
has developed a conversion method 
for r eimbur sing CAM based on CPT 
codes. 

CXerall, a vast majori ty {>f G'VM is 
covered by insuiei s only i f the treat­
ment is medically necessary for a spe­
cific diagnosis, and reimbur sement is 
given only for a certain number ol 
visits or- dollar- l imi t . Def in ing "med i ­
cal necessity" varies f rom insurer to 
insurer-, but in general a "par ticular-
pr ocedirr e or- patter n o f tr eatment 
must have scientifically provable eff i ­
cacy, be administered by medical pr o­
fessionals, anrl be subject to decision­
making case by case and treatment 
by treaunent.'"-"- Al.so, in general, in­
surers reimbur se pr-ovider s who are 
legally def ined by indiv idual states as 
" l icensed pract i t ioners." For this rea­
son, Table 3 summarizes the number 
of states that consider particular- ther­
apists to be licensed practitiorrers. 
Cileaily, the predominant factor cited 
by managed car e companies wlierr se­
lecting providers lor- their managed 
car e plans was that the provider be 
licensed or board cer t i f ied by an of f i ­
cially recognized entity. Other impor­
tant selection factors wer e that the 
pr'ovider: (1) possess malpr actice in-
surarice; (2) be par t o f a network of 
pr actit ioners; (3) fol low nat ional 
cpialitv' assurance standards; and (4) 
be trained in a neederl specialty. 

Literature Review of Hospitals and 
CAM 

From our research, we lear ned 
thai several hospitals ar e collaborat­
ing with centers that of fer C A M or 
actirally have a cl inic prov id ing CAM 
wi th in the hospital. O f t h e 14 hospi­
tals ident i f ied that of fer CAM, the 
most common types o f lered ar e eight 
hospitals with medi ta t ion, acirpunc-
tirr e, massage, and niitr i t iori counsel-

Table 3 

Therapies or Systems Designated as 
Having "Licensed Practitioners" by 

Number of States 

Number of 
CAM Therapy or System States 

Acupuncture 33 
Ayurvedic medicine 0 
Biofeedback 0 
Chiropractic medicine 50 
Craniosacral therapy 0 
Herbal medicine 0 
Homeopathic medicine 3 
Massage therapy 23 
Midwifery 15 
Naturopathic medicine 11 
Nutritionists or dietitians 26 
Osteopathy 50 
Physical therapy 50 
Tibetan medicine 0 
Traditional Chinese medicine 1 

Sources: Maharishi Ayurvedic University, Na­
tional Center for Homeopathy, American As­
sociation of Naturopathic Physicians, Official 
Office of Tibet, American Association of Acu­
puncture and Oriental Medicine, East West 
Academy of the Healing Arts, American Chi­
ropractic Association, American Dietetic As­
sociation, Midwifery Alliance of North Ameri­
ca, Upledger Institute, Touch Research 
Institute, American Osteopathic Association, 
American Physical Therapy Association. 
Note: Many states certify practitioners ot bio­
feedback, massage, and other alternative 
and complementary therapists. However, this 
table is specifically listing categories of pro­
viders who are legally considered "licensed 
practitioners," and therefore receive insur­
ance reimbursement in those states. Also, 
California requires reimbursement of all pro­
viders who are licensed to provide service if 
that benefit is offered. However, HMOs can 
pick and choose their providers. 

ing; seven with guided imager y; and 
six with t 'ai chi chiran. Not listed in 
Table 4 are medical centers that of­
fer- an 8-week stress reduct ion and 
mindfulness cour se liased on the 
wor k o f Dr. )on Ivibat-Zinn at the 
Univer sity o f Massachusetts Medical 
C-eriter in Worcester, Massachusetts. 
Also, sever al center s of fer a behavior­
al medic ine pr-ogram developed by 
Dr-. Herber t Benson, which inclirdes 
el ici tat ion of the relaxation r esponse, 
cognitive-behavioral strategies to en­
hance coping skills, exercise/activity 
programs, and nutr i t ion manage­
ment (Morr is town Memor ia l Hospital 
in New Jersey, River side Methodist 

Hospital in Oh io , Mercy Hospital 
and Medical Center in I l l inois, Me­
moria l Healthcar e .System in Texas, 
Baptist Hospital in Tennessee, and 
St. Peter's Medical Center in New 
Jersey). Other hospitals have an acu­
puncture cl inic or' oiler acupuncture, 
such as Johns Hopkins in Mary land, 
University o f Califor nia at Los Ange­
les, Kiiiser in Vallejo, Cal i fornia, and 
Cooper Hospital in New Jersey. In 
addi t ion, other major hospitals are 
cirr rently considering the addi t ion o f 
a cl inic for CAM, such as the Stan­
ford Univer sity Hospital o f Stanford 
Health .Services (SHS), Moun t Diablo 
Medical Center-, Mar in General Hos­
pital , and Cornel l Medical ( 'ol lege. 

Some of the hospitals in Table 4 
have business relationships with th i rd-
party insurers. For- example, the Inte­
grated Health Ser vices PPO is capital­
izing on the relationship between 
Grant Hospital and the Chicago Ho­
listic Center.'-' Wi th in the Samaritan 
Health Systems, Ar izona's th i rd largest 
H M O , member s are allowed to pick 
primar y car e provider s at the Ai izona 
Center for Health and Medicine.- ' 
Also, par ticipants in the Califor nia Pa-
cif'ic Medical C'entet communi ty well­
ness center receive a 50% discount i f 
they are Healt l iNet member s. 

Interviews with Hospitals 
Hospitals f rom Table 4 that of­

fered the largest number- o f CAM 
therapies wer e selected for inter­
views. A total o f nine hospitals wer e 
contacted for inter views, and inter­
views were completed at seven ol 
these hospitals. Hospital G'VM pro­
gram dir ector s wer e asked how the 
col laborat ion between the hospital 
and the CAM center was in i t iated. 
Two o f the pr ograms were star ted by 
a .senior medical dir ector in one site 
and one by a senior vice president 
administrator who was helped by per­
sonal cl inical success with G'VM. Two 
were star ted after- ( A M pr actit ioners 
suggested the idea to hospital admin­
istrators, two were star ted by hospital 
admirristtators interested in respond­
ing to consumer demand, and one 
was star ted as arr expansion of a pr e-
existing pain management program 
in response to consumer- interest. 
C^omplementai v and alternative med­
icine pr ogram rlir ector s were also 
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Table 4 

Hospitals Associated with Centers and CAM Offered 

Name of Hospital and Center CAM Offered 

Columbia/HCA Grant Hospital and Ameri­
can Holistic Center Chicago 

Ancilla Systems and Healing Art Center in 
Mishawaka, Indiana 

Franciscan Hospital Mount Airy and Fran­
ciscan Wholistic Health Center in Cincin­
nati, Ohio 

Mercy Healthcare Arizona of Catholic 
Healthcare West and Arizona Center for 
Health and Medicine 

St. Vincent Hospital and Center for Com­
plementary Medicine and Pain Manage­
ment in Indianapolis, Indiana 

University of Miami Hospital and Clinics 
and The Courtelis Center, Sylvester 
Comprehensive Cancer Center 

California Pacific Medical Center and Insti­
tute for Health and Healing in San Fran­
cisco 

St. Luke's Hospital in Cedar Rapids, Iowa, 
and Center for Health and Well-Being 

North Hawaii Community Hospital 

Deaconess Hospital and Division ot Behav­
ioral Medicine at Harvard in Massachu­
setts 

Kaiser in Vallejo. California, Vallejo Alterna­
tive Medicine Clinic 

Imperial Point Medical Center and 
Center for the Healing Arts in Fort 
Lauderdale, Florida 

Community Health Center of King County 
and Bastyr University in Seattle, Wash­
ington 

Mercy Hospital and Medical Center and 
Wellspace Program in Chicago, Illinois 

Alexander technique 
Ayurveda 
Bach flower counseling 
Biofeedback 
Body centered therapy 
Chiropractic 
Acupuncture 
Aromatherapy 
Art therapy 
Ayurveda 
Biofeedback 
Acupuncture 
Aromatherapy 
Alexander technique 
Art therapy 
Biofeedback 
Acupuncture 
Aromatherapy 
Biofield healing 
Feldenkrais method 
Acupuncture 
Art therapy 
Biofeedback 
Craniosacral therapy 
Acupuncture 
Biofeedback 
Guided imagery 
Art/Movement therapy 
Guided imagery 

Healing touch 
Holistic nurse consultation 
Acupuncture 
Chiropractic 
Cognitive therapy 

Exercise 

Acupuncture 

Biofeedback 

Acupuncture 

Feldenkrais method 

Craniosacral therapy 
Educational therapy 
Guided imagery/visualization 
Homeopathy 
Hypnotherapy 
Massage/Shiatsu 
Energy work, flower essence 
Healing touch 
Herbal therapy 
Homeopathy 
Lymphedema treatment 
Craniosacral therapy 
Feldenkrais method 
Guided imagery 
Healing touch 
Massage 
Guided imagery 
Herbal therapy 
Homeopathy 
Mind/Body medicine 
Energy work 
Guided imagery 
Herbal therapy 
Hypnotherapy 
Massage 
Meditation 
Mental health counseling 
Living stories project 
Psychoneuroimmunology 

Massage 
Meditation 
HealingATherapeutic touch 
Massage 
Meditation 

Nutrition counseling 

Acupressure 

Guided imagery/visualization 

Naturopathy 

MeditationA/isualization 

Meditation/Relaxation 
Midwifery/Doula services 
Naprapathy, naturopathy 
Nutrition counseling 
Oriental medicine 
Psychoneuroimmunology 
Massage/Shiatsu 
Meditation/Visualization 
Mental health counseling 
Nutrition counseling 
Reflexology 
Meditation 
Reflexology 
Self-hypnosis 
Spiritual counseling 
T'ai Chi Chuan 
Massage 
Nutritional counseling 
Craniosacral therapy 
Spiritual counseling 
Massage 
Meditation 
Nutrition counseling 
Mental health counseling 
Nutntion counseling 
Spiritual counseling 
Physical therapy 
Stress reduction programs 
Support groups 

Reflexology 
Support groups 
Mental health counseling 
Naturopathy 
Relaxation methods 

Yoga 

Meditation/Relaxation 

Relaxation methods 

Nutrition counseling 

Psychotherapy 
Reflexology 
Reiki, skin care 
T'ai Chi Chuan 
Wellness counseling 
Yoga 
Reiki 
Spiritual counseling 
Stress reduction program 
T'ai Chi Chuan 
Yoga 
Yoga 
Zero balancing 

T'ai Chi Chuan 
Tragerwork 
Yoga 

Relaxation methods 
Support groups 

Self-hypnosis 
Support groups 

T'ai Chi Chuan/Qigong 
Yoga 

T'ai Chi Chuan 
Yoga 

Nutntion counseling 

Support groups 

Zero balancing 



Table 5 

Obstacles to Incorporating CAM into Mainstream Healthcare 

Number of Responses 

Total Insurers Hospitals 
Obstacles (n = 25) (n = 18) (n = 7) 

Need more research on efficacy 9 8 1 
Economics 8 4 4 
Ignorance about CAM 6 3 3 
Provider competition and division 6 4 2 
Need standards of practice and licensing 6 6 0 
Fear of change by medical establishment 4 1 3 
Cultural biases and prejudice 2 2 0 
Lack of utilization data on CAM 2 2 0 
Lack of consumer or employer demand for CAM 2 2 0 
Lack of insurance reimbursement for CAM 1 0 1 
Lack of provider networks including CAM 1 1 0 
Resistance to methods of medical establishment 1 1 0 

Note: "Economics" refers to any response indicating that financial considerations limited the will­
ingness of insurers, employers, or health care providers to participate in offering CAM. "Provider 
competition and division" refers to the lack of collaboration and cooperation both among and be­
tween CAM and allopathic healthcare providers. 

asked bow they decided whal thera­
pies to include in their programs. 
Reasons given and the number giving 
the r easons are as follows: availability 
of licensed or certified practitioner s 
(5), advice from a committee of ex­
perts (3), therapies supported by sci­
entific research (2), therapies famil­
iar to medical staff and public (2), 
director's per-.sonal experience and 
interest (2), therapies specific to 
needs of patients (1), and compati­
bility with hospital's overall mission 
(1). None o f the seven clinic direc­
tors interviewed had any conclusive 
results yet on the clinical or cost-ef­
fectiveness of their CAM pr ograms, 
but all said that their programs wer e 
extr emely popular with both patients 
and hospital administrators, the latter 
because of the potential of the pr o­
gram to be u.sed as a mai kefing tool 
and an additional sour ce of revenue. 
Three of the dir ector s mentioned in 
par ticular that the physicians in theii-
hospitals, some of whom were initial­
ly skeptical, were refer r ing an in­
creasing number of patients to CAM 
pr ovider s because of the favor able 
outconres. 

Summary of Obstacles to Integrating 
CAM 

Table 5 lists the responses of in­
surers and hospital CAM program di­

rectors to the questions: Wliat 
changes need to be made in order- to 
incot porate CAM into the main­
stream? and, 'Wliat is at the root of 
the sentiment opposing CAM? In ef­
fect, these questions wer e asked to 
determine the perceived barriers to 
the more widespread implementation 
and/or insur ance cover age for CAM. 
Results in Table 5 list the 12 reasons 
that wer e most often cited in de­
scending order of frequency, with 
"Need more research on efficacy" 
cited most frequently. 

DISCUSSION 

In the interviews with insurers, the 
researchers inquired about 34 specif­
ic therapies fr om the OAM classifica­
tion of alternative medical practices. 
The results indicate that some of 
these therapies are now covered by 
most insurers (e.g., osteopathy, physi­
cal therapy), while other- thetapies 
are cover ed only by a few, smaller- in­
surance companies (e.g., Tibetan 
Medicine, reflexology). Furthermore, 
the major ity of insurer s interviewed 
do not offer CAM coverage to en­
hance wellness or prevent disease. 
Rather-, like conventional tlierapies, 
GAM therapies are cover ed only if 
tiealment is medically necessary for a 
specific diagnosis, and reimburse­

ment is given only for a certain num­
ber of visits and/or dollar limit. 
Thus, although the popular media 
report that an increasing nirmber of 
insurer s are offering cover age of 
GAM, the curr ent status of CAM cov­
erage is quite limited. This is not too 
surprising since for- most types of 
CAM there is limited, if any, research 
on clinical efficacy and cost-effective-

CAM Coverage 
Nonetheless, half of the 18 insur­

ers interviewed are cirrrently looking 
into additional coverage of CAM. 
Furthei more, 12 of the 18 insurers 
interviewed said that market demand 
is their primary motivation for offer­
ing coverage of ( A M , and consumer 
interest was sited as a key factor in 
determining cover age of CAM. Al­
though insurers also stated that proof 
of clinical efficacy is an important 
factor- in determining coverage of 
CAM, the influence of consirmer- in­
terest on insur ers could lead to an 
increasing number of insurer s offer­
ing inappr opriate cover age of CAM. 
"Token" or inadequate coverage 
CAM therapies may be offered main­
ly to attract new enrollees. This in 
turn could lead to data indicating 
that the therapy did not work, when 
the actual cause was inadequate or 
token pr ovision of such ser vices. Rel­
evant issues for such scenarios are 
what constitute an adequate length 
of car e for chronic pain with acu­
puncture; how effective is homeopa­
thy vs. antibiotics for children with 
outis media; what is the appropriate 
dosage and dirration of an herbal 
remedy for sinusitis or allergic rhini­
tis; and numerous other issues of 
what constiuites a clinically defined, 
effective course of ther apy vs. what is 
alkjwed or limited in the G'VM policy. 
These are major- issues not yet ad­
dressed but requiring fur ther r e­
search as well as both clinical and 
cost documentation by managed 
care, insurer-, and hospital providers. 
Alternatively, the pressure to differ­
entiate from other third-part)' payors 
may convince some insur ers to offer 
coverage of a CAM ther apy that has 
not been proven safe or efficacioirs. 
.Since there is sirch a r ange of CAM 
ser vices being offer ed with an equally 
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wide var iance in the extent of scientif­
ically based clinical studies to war r ant 
these services, it is certainly possible 
that some services may be deter­
mined as not efficacious and even of 
poterrtial harm in futirre research 
findings. 

Legislation is one means of r egu­
lating CAM coverage. Indeed, stale-
marulated coverage of par ticular 
ther apies was listed as a thir-d domi­
nant factor- inflirericing whether- or 
nol insirr-ers woirld offer coverage for 
CAM. Also, in gener al, insurers reim­
burse services that are provided by a 
licensed practitioner-, altlioirgli the 
definition of a "licensed pr actition­
er" varies from state to stale. Thus, 
lobbying for or against slate licerrsirr e 
and state-mandated reimbursement 
of a particular C'„'VM therapy is one 
avenue by whicli consumer s as well 
as CAM pr actitioners ar e seeking to 
influence insurance companies. 

From the database search, litera­
tirre review, and stdected inter views, 
we found that se\er-al lit)spitals are 
collaborating with center s that offer 
CAM and several others ar e includ­
ing stress r eduction and behavioral 
riiedicirre progr ams in their services. 
In our interviews with seven hospital 
CAM directors, the r esear ch team in­
quired why they decided to offer 
CAM ther apies and how they select­
ed parliculai- therapies. Four of the 
seven CAM progr ams wer e started by 
individirals or pr actitioner s specifical­
ly iiitei-(;sted in GAM, and thr ee were 
star tefl lo meet consumer inter-esi in 
CAM. The majority of hospital CAM 
dir ectors interviewefl selected jaar tic­
irlar therapies baserl upon availabililN 
of licensed or cer tifred pr actitioner s. 
This suggests that some hospital ad­
ministrators, like insurers, are re­
sponding lo consumer irrlerest in 
CAM. However-, hospitals can only of­
fer CAM ther apies for- which local, l i ­
censed pr actitioner s are available. ."Vll 
of the seven pr ogr am directors said 
that their programs wer e gr-owing in 
popular ity among the hospital ad­
ministration and staff primarily be­
cause of the enthusiastic r esponse of 
their patients. However-, since none 
of the progr ams have been in exis­
tence more than a year, none of the 
dir ector s could of fer- any conclirsions 
on the oirtcomes of iheir- programs. 

Obstacles to Using CAM 
Among the primary obstacles to 

iricor por ating CAM into mainstream 
health car e as listed liy insirr er s and 
CAM pr-ogram directors that partici­
pated in our study w(;r'e: ( I ) lack ol 
research on efficacy; (2) economics; 
('̂ ) ignor ance about C/AM; (4) |)r'o-
vider competition and division; and 
(5) lack of standards of pr actice. CJf 
the obstacles listed, the only one 
unique to GAM is ignor ance aboirt 
G'VM. Rt:sear-cli on efficacy is lacking 
in much of conventional medicine as 
well as in CAM. Financial considera­
tions are dr iving mainstream health 
car e r-efor rn and are par t of what 
makes it so difficult to meet the dil-
fererit interests of insur ers, employ­
ers, health care provider s, arul con-
sirmers. Provider- competition and di-
visiorr occurs among conventional 
doctors, nui'ses, physician assistants, 
etc., as well as between conventional 
and CAM providers. Finally, studies 
of conventional medicine show wide 
var iations in practice bv regional eco­
nomics and cirltur al nor riis, which 
suggests that standards of pr actice 
are needed among conventional pr-o­
viders as well as CJAM provider s. 

Study Limitations 
Eight o f the 18 iiisiireis and all of 

the seven hospitals were selected spe­
cifically because ihey are reimbursing 
or offer ing CAM. rims, the sample is 
skewed towar d participants who are 
attempting to incorpor ate G'VM, and 
conclirsions are limited due lo the iri-
luMenllv small sample sizes. Also, 
since each insurer has multi|ile p(.)li-
cies with differ ent restr ictions, de­
railed inlor riiation on cover agx- var ia­
tion within insur er s was nol ob­
tained. However-, copies ol actual pol­
icies are orr file for future review. In 
addition, the status ol insur ance cov­
erage of CJ \M may be aflected by 
changes in legislation, such as the 
Access to Medical Treatment Act 
(H.R. 2019, S. 10'55, lelerrcd to com­
mittee as of September 199b), which 
would allow patients to receive any 
medical ireatment they want so long 
as ihe practitioner agrees and ihe ad­
ministration docs not violate any l i­
censing laws. An additional pr-ovisiori 
is that a pr actitioner would be al)le 
lo |irovide any trealrrieiit so long as il 

is not a danger lo the individual and 
the individual has been inlor rncd 
that ihe treatment has not been ap-
pr-oved. In addition, a recent statute 
passed by Washington state r eqttires 
all insur er s lo co\'cr claims for "ever \ 
caiegoi V of pr-ovider , " liul has not 
been r eceived well by sever al of the 
state's health plan carr ier s who have 
filed complaints against this law.-'" -' 
Results of these and other legislative 
initiatives ar'oirrid the countr y, in C'al-
iforriia, Oregon, Ar izona, and Ver­
mont as well as 15 other- stales, could 
alter who determines whether cover­
age of CAM is ofler ed. 

Recommendations for Future 
Research 

Based on our- research, the follow­
ing paragr aphs corilain lecommenda-
tiorrs for futur-e research focirsed on 
clinical and cost outcomes, which acL 
dr ess some of these obstacles listed 
by insurer s and CAM pr ogr am dir ec­
tors that par ticipated in this study. 

Since the gener al ar ea of "CAM" 
is ver y broad, a sur vey of what CAM 
ther apies ar e consider ed most useful 
by allopathic and CAM provider s will 
help determine potentially eifeciive 
treaimeiits. Such a sitr vey will allow 
r esear chers to determine which CAM 
treatments are most likely lo yield 
clear results in contr olled clinical tri­
als. A survey of which CAM therapies 
ar e considered u.seful hy consumers 
will also help determine what tr eat­
ments may be wor lh investigating. In 
addition, it would b(; desirable to 
(onduct a consumer srrr vey CAM 
ther apy irse focirsed on older adirlls 
(> 65), since seniors use health care 
ser vices the most and are irislr irmeri-
lal in shaping future health care 
ti ends. 

Resear ch that emphasizes the dt:-
velopmerit of common terminology 
for G'VM with both allo])athic and 
nonallopalhic doctor s is needed to 
compare outcomes. One aspect of 
developing common teriniiiologv' is 
to develop CPT codes for CAM. Al-
thouglt ihe -'VM.'V is likely to be resis­
tant to this idea, the designation of 
CPT codes for CAM (even if the CPT 
code specifies that the treatment is 
experimenial) will allow large stirdies 
on the effecli\en<;ss of specific CAM. 
The cur-r eril lack of C.VT codes lor 
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CAM makes it d i f f icu l t to determine 
which CAM is being used and what 
the appropr iate re imbursement 
sl ioir ld be. 

Gost-eflectiveness analyses ar e 
needed on indiv idual cl inically effica­
cious treatments, as well as on coinbi-
nalioris o f al lopathic and comple­
mentary tr eatments. Some o f the 
hospitals associated with centers for 
CAM ( ident i f ied in Table 4) may be 
ideal settings lot- r esearchers to lest 
the cl inical efficacy as well as the 
costs and benefits o f a var iety o f 
treaimenls. Also, such r esearch could 
compare the success o f integrated al­
lopathic and G'VM care to al lopathic 
care only. In add i t ion , integrated 
clinics serve as educational resources 
to help reduce ignorance about CAM. 

In fo rmat ion needs to be dissemi­
nated to combat ignorance about 
C A M , especially central ized in forma­
t ion about how CAM is being consicL 
ered and used by insurers, employ­
ers, and hospitals. (A pi lot survey 
sirggests that an increasing nirmber 
o f employers ar e consider ing inc lud­
ing CAM cover age as one o f their 
bid specifications for compet ing in­
surance plans.) This study and fol­
low-up studies are needed to pr ovide 
in fo rmat ion on what other- insiirers, 
employers, and hospitals are offer ing 
and what seems to be successful in 
terms o f cl inical a n d / o r cost oirt­
comes. This in fo rmat ion may help fa­
cil itate the r esponsible acceptance of 
CAM into mainstream health care. 

Longi tud ina l outcomes studies 
and the creation o f outcomes assess­
ment databases wil l help tr anscend 
the polit ics o f the health care com­
munity. Evaluating standards for uni­
f o rm r epor t ing of outcomes such as 
those under- the Nat ional C:ommittee 
for Qual i ty Assur ance (NCJQA) and 
the Health Plan Employer- Data and 
Infor rnation Set (HEDIS) wil l in­
creasingly include areas o f preven­
t ion and ult imately CAM therapy out­
comes slandar-fls. The Foundat ion foi-
Accouri iabi l i iy (FAC^CT), located in 
Oregon and incorpor ated in Novem­
ber- 1995, should prove par t icularly 
u.seful in this endeavor-. Accord ing to 
the FACCT brochur e, this is a non­
prof i t organizat ion that wil l "endorse 
a ser ies of health system per fbr-
mance measures, advocate wide-

spr ead adopt ion of those measures 
by existing oversight, contract ing, 
and consumer organizations, and 
pr omote consumers' use of the data 
that arise f rom these measures to 
make better healthcare decisions." 
They also state specifically that " the 
diverse arrangements for del iver ing 
and financing healthcare call foi-
measures that ar e uniyer.sal in their 
r ecogni t ion of the human experi­
ence, not specific to any particular-
setting or system.'"-'^ Wi th this model 
to evaluate health care, the distinc­
tions among "convent iona l , " " com­
plementary," and 'a l ternat ive" 
health care wil l be irrelevant. 

Pr ovider s of CAM need to develop 
staridar-ds o f practices and l icensing, 
which wil l help them to fit into the 
exist ing diagnosis-based sys-
tem.'•'•' -" '-"' This is easier- said than 
done. For example, some comple­
mentary ther apies are pr edominant ly 
used as pteventiye medic ine, and 
therelore cannot be easily evaluated 
by a diagnosis-based system. In addi­
t ion, many CAM practit ioners em­
phasize unique treatments for each 
patient, which makes it d i f f icu l t to 
develop standar ds o f practice guide­
lines.-^'* Thus, the integrat ion of com­
plementary therapies that emphasize 
pr eventive medicine and a locus on 
indiv idual var iat ion in treatments 
woir ld inevitably change either or 
both the complementary therapy and 
the current medical model . 

Advocates o f CAM agr ee that 
ther e is a need for research on CAM 
standards of pr actice and l icensing, 
but research fund ing is alr eady ver y 
competi t ive in general, and even 
more so for methods that ar e less 
mainstream. In add i t ion , a gr eat deal 
o f medical research is funded by 
pharmaceutical and medical equip­
ment companies who have less to 
gain f rom pr-<jving the effectiveness 
of m i n d / b o d y techniques or- herbs 
that cannot be patented. The N I H 
Off ice of C>:)mpleriientary and Alter­
native Medic ine, which has alr eady 
funded 10 resear ch centers as well as 
over 45 independent studies, wi l l be 
helpful in faci l i tat ing tl ie evaluation 
o f CAM. However, with a budget of 
only $7.4 mi l l ion in fiscal year 1996, 
addi t ional fund ing sources are clearly 
required. 

S O W H A T ? Implications for 
Health Promotion Practitioners 
and Researchers 

A n increasing nirmber of insur­
ers and hospitals are inc lud ing 
CAM in order- to meet consumer-
demand. Motivations for- o f fer ing 
CAM range fr(3m thorough search­
es of available cl inical efficacy re-
.search to questionable attempts to 
capture mar ket share, attr act new 
enrollees, a n d / o r lo retain enrol l ­
ees by o f fer ing inadequately docu­
mented ser vices. Both federally 
funded and managed care/ insur­
ance provider- research is needed 
to determine what differentiates 
clinically effective services f rom to­
ken ser vices, which may not prcj-
vide adequate t ime or intensity o f 
the CAM of fer ing to be effective 
in terms o f cl inical and cost out­
comes. Despite these research ca­
veats, it is equally certain that 
t l iere is a r apidly gr-owing consirm­
er demand for CAM with or- with­
out r esearch evidence and with or-
withoirt re imbursement due io 
consumer willingness to pay oirt o f 
pocket and pur cha.se over-the-
couritei- remedies. However, a 
great deal more research on cl ini­
cal efficacy and cost oirtcomes is 
needed in order- to responsibly in­
clude CAM in mainstr eam health 
care. Emphasis on what is validat­
ed by sound clinical and cost out­
comes research rather than what 
is consider ed "alter nat i \e " or 
"conven t iona l " wil l be cr itical to 
reducing health care ut i l izat ion 
and conta in ing rising medical care 
costs. 
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Appendix A: Interview Questions for 
Insurance Companies 

( A I M = ( ' i imip lc i i ic i i ia i y and A l l c i iia-

rivc Medicine. 

Coverage 
1. f ) i j you cover cliir opi aclic, aci ipi i i ic-

l i i r c , riiilr i t iorial , etc.-' 

2. For each f ie ld o f practice cover ed, 

wliar ar'c yoi i r policies? (_a)pics o f ihosc 

policies? 

3. Do you sei vc d i l l e i c r i l slates? Docs 

yoiri covcr .igc o f (.;.\M var y hy state? 

Wh)'? 

4. Docs yoi i i ' cover age of ( '.AM var y with 

d i i t c i c i i l cmploycis? Wiry? 

.'). What allernalive liclds of practice do 

yon aruicipale covering? Why? When? 

(j. Do yon have a wellness plan? II no l . do 

yon anticipate developing one? Why? 

Whcrr? 

Coverage: Areas of Investigation 
1. How do yon decide whal liclds ol prac 

lice to cover? 

2. What inlor riiation do yon need? 

'.̂ . In what I'oi rri do yon treed tliis i n l o i -

riialiorr? 

1. Do yon have . i d.ilab.isc lo cvaltratc 

clinical and cost oii lcori ics o f (!'..'\M? 

.̂ ). Would yon lie inter ested in co-dcvclop-

ing or using srich a database? 

Criteria for Reimbursement 
1. How do von dcrerni i r ic whcrher a p,i-

l lcnt carr be r eiiribrri scd for C A M ther­

apy and how much to rcimbiirsc? 

2. Is ther e por la l i i l i ly of c.irc. dial is, il , i 

patient chooses a chiropr acror- who 

does nor help his cond i t ion , can lie 

then go lo .ni actrpirnctnr ist or or tho­

pedic siiigeon.-' 

H. What k i n d o f coverage l i t i i i l s ar e im­

posed? Ni in ibe i o f ir eatriients? Cost? 

4. Wha l k i n d o f pr c-anlhoi'i'/ations ar e rc-

qtrired? Do recipients self-refei? 

.̂ ). Are allei native thetapies rcslr icted lo 

specific condit ions, Idr example, a pa­

tient can only see an aci rpnncmi ist it 

s / l ic h.is chr'onic pain, or ar c tltev 

br oadly av.iilabic? 

('). Mow does voni CiAM cover age vai y, if 

at all , with the age o f the patierrt? 

7. Wliar age-related Factors inflnerrcc your' 

coverage o l C.iAM.-' 

Definitions 
1. Do yon lielievc that cni renrly accept­

able ( iiri lenr I ' r i icednral Tei ni inology 
(C l 'T ) is used when in fact alternative 
medicine pr'ocednies are being . i r l in in-
isleicrl.^ How often? 

2. Do ycni believe lhar spc-cilii: Disease Ke-
laled (.iroiips (DRCl) are used to de-
scrilie undiagnosed coridirions (e.g.. 
" f l r y w i n d " descr ibed as "sinusitis").' ' 
How often.'' 

H. Do yon anlicipaie developini ; C I ' I s / 
DRt is lor aher ruilive iiied.? 

Providers 
I . How do yon selecl provider s.'' 
2. Wliar r ra in ing do yon reqni ie ol pro­

viders? MD? RN? P h D ' OD? DO? I'A? 
Other? 

'̂ . How do yon monitor their ellective-
ness? 

Issues and Obstacles 
1. Whal is yoni n iol ivat ion for cove i in i ; 

C;AM? 
2. Are yon in l l i i enced l)y lobhyini ; 

groirps? Which ones? 

'̂ . What do yoir perceive lo be the great­
est obstacles to integr . i t i n j ; altei nalive 
medicine into inainsl ieani insniance 
coveiage? 

Comments 
Please ( o n i n i c n l on the rnlni-c o l ' n l l c i -

narive merlicine in niainslrearn insni.ince 

coverage. 

Appendix B: Interview Questions for 
Hospitals 

C.'XM = Coi i ip len ien la i y and .Aliei na-
live Medicine. 

1. How was the col laborat ion between the 
hospital lUifl yoirr ( ' . \ M center in i t ia l ­
ed? 

2. How d i d yon decide which coriiple-
nierirai y ,n id alter narivc ther apies ro 
include in your' progiani? 

.'̂ . What adfli t iorral coriipleriicnlar y and 
alternative thei.i |)ies do yon .irrticipale 

inc lud ing in your program.'' 
4. Would von sav th.i t i i i c lu r l ing coniplc-

inen la iy and alternative iher.ipies has 

l)ecii successful cliiiicall)'.-' 
It. Would you s.iv' lhar inc lud ing coniple-

mentarv arrd .ilti 'r n.irive rher apies h.is 
l>t;en c<)st-elrective.-' 

(i. How aie \'(ni eval i i . i i i i ig du,' success of 

your pi'ogr;iin.'' 
7. Whal do you percc-ivc lo b(.' ihc g i c i t -

esl obstacles lo inlegratiii).; co i i ip lc inen-
tar y arrd alt(,'i nalive medicine in to 

rir.iiiislr-c.rrii health care? 
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Complementary and Altemative Medicine Use 
Among Elderly Persons: One-Year Analysis 

of a Blue Shield Medicare Supplement 

John A. Astin,' Kenneth R. Pelletier,' Ariane Marie,- and William L. Haskell' 

'Stanford Center for Research in Disease Prevention. Stanford University Scfiool of Medicine, Palo Alto. California. 

-University of Southem California, School of Medicine. Los Angeles. 

Background. Large scale surveys in the Unrted States and abroad suggest that 35-60% of adults have used .some form of 
complemeniary/altemauve medicine (CAM). However, no studies to date have focused on predictors and pattems of CAM use 
among elderly persons. 

Methods. The population surveyed were Califomians enrolled in a Medicare nsk product that offers coverage for acu­
puncture and chiropranic care. Surveys were mailed to 1597 members in 1997 and responses received by 728 (51% response 
rate). Health risk assessment data were also obtained at baseline and 12-15 months followrng enrollment in the plan. Multiple 
logistic regression analyses were earned out to exaniine prediaors of CAM use. 

KesuUs. Forty-one percent of seniors reported use of CAM. Herbs (24%). chiropractic (20%), massage (15%). and acu­
puncture (14%) were the most frequently cited therapies. CAM users tended to be younger, more educated, report either 
arthritis and/or depression/anxiety, not be hypertensive, engage in exercise, practice meditation, and make more frtquem physi­
cian visits. Use of CAM was not associated with any observed changes in health status. Respondents also expressed con­
siderable interest in receiving third-paity coverage for CAM. Although 80% reported that they had received substantial benefit 
from Iheir use of CAM. the majority (58%) did not discuss the use of these therapies with their medical doctor. 

Conclusions. Findings suggest that there is significanl interest in and use of complementary/alternative medicine among 
elderiy persons. These results suggest the importance of further research into the use and potenbal efficacy of these therapies 
within the senior population. 

USE of complementary or altemative (CAM) therapies by 
large segments of the United States adult population is 

well documented. Beginning with the landmark study by 
Eisenberg and colleagues in 1993 (1), findings suggest that 
30-50% of the populaiion has used some form of uncon­
ventional medical care (2,3), and the most recent surveys 
suggest that C,\M use in the United States is continuing to in­
crease at a rapid rate (4,5). Public interest iri unconventional 
forms of health care prompted the legislature to establish the 
Office of Altemative Medicine (now the National Center for 
Complementary/Alternative Medicine—NCCAM) in 1992 as 
part ofthe National Instimtes of Health to begin assessing the 
safety and efficacy of CAM therapies. In addition, primarily 
due to consumer interest (and, to a lesser extent, legislative 
mandate and demonstrated efficacy), several prominent insur­
ance companies and managed care organizations have begun 
offering coverage for CAM (6,7). 

Rates of CAM utilization vary depending on the particular 
geographic region and the ways in which "alternative/comple­
mentary medicine" is defined. Although some studies suggest 
that CAM use is greatest among those between the ages of 35 
and 50 (1), a recent multivariate analysis found no significant 
effect of age on CAM utilization (2). To date, there have been 
no studies focusing on CAM use among elderly persons. The 
present study was carried out to better understand pattems of 
and reasons for CAM utilization among an elderly population 

of Medicare patients enrolled in a supplement plan provided 
by Blue Shield of Califomia. This focus seems particularly im­
portant given the disproportionate amount of health care ex­
penditures that go toward treating the medical needs of this 
age group as well as the predictions that by the year 2020, se­
niors over the age of 60 will account for approximately 25% of 
the population (8). 

Along with describing more specifically the patterns of 
CAM utilization among elderly persons, logistic regression 
analyses were carried out to test several possible predictors of 
CAM use identified in previous research. These hypothesized 
predictors included age (1), income (9,10), educational level 
(2,10-12), ethnicity, gender, health status (measured by a five-
point scale, and the SF-12 (13), and specific health-related 
problems) (2), and several health and lifestyle habits (2,14-16). 

In addition, using health risk assessment data taken from two 
time points, the study sought to examine whether CAM use is 
associated with positive or negative changes in health status. 
Finally, data were collected that assessed the extent to which 
coverage for CAM faaored into these seniors' choice of health 
plan, as well as the degree to which they desired additional 
third-party coverage for CAM therapies. 

METHOD 
For the present report, one data set consisted of responses to 

a 10-page written survey developed by researchers at the 

Ml 
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Complementary and Altemative Medicine Program (CAMPS) 
at the Stanford University School of Medicine. The population 
surveyed were voluntary enrollees in a then new Blue Shield 
plan—"'Shield 65"—a Medicare nsk product that offers CAM 
coverage for acupuncture and chiropractic care. For each of 
these therapies, members are allowed 20 self-referred visits per 
calendar year, with a S3 co-pay per visit. (For chiropractic care, 
this is over and above the standard Medicare coverage involv­
ing a $3 co-pay for physician-referred visits deemed medically 
necessary.) 

Surveys were mailed to 1597 plan members in Califomia. In 
an effort to maximize response rate, a reminder postcard was 
mailed out to these individuals approximately 1 month follow­
ing the initial survey mailing. From'this second mailing, it was 
determined that 159 individuals (10%) had disenrolled from the 
plan. Five postcards were retumed undeliverable. Completed 
questionnaires were received from 728 individuals yielding a 
response rate of 51% (i.e., 728/1433). In addition. Blue Shield 
had previously obtained health risk assessment (HRA) data on 
their plan members. HRA data were available for 675 of the 
728 members who completed our survey on CAM use. These 
data were collected between April antl July of 1997. (Blue 
Shield was not able to provide us with the precise dates of indi­
viduals' enrollment in Shield 65 nor their initial HRA assess­
ments, but only this range of dates.) Study participants were 
mailed a second HRA in July of 1998, approximately 12-15 
months following their initial risk assessment and enrollment in 
"Shield 65." At Time 2, 140 members had disenrolled from the 
plan. Of the remaining 588 study panicipants, 496 (84%) re­
sponded to the second HRA. 

The 25-item questionnaire assessed use of the following 10 
CAM therapies: acupuncture; ayurveda (traditional East Indian 
medicine); chelation therapy; traditional Chinese medicine; chi­
ropractic; guided imagery; herbal medicine; homeopathy; mas­
sage; and naturopathy. Brief definitions of each therapy were 
provided (e.g., "acupuncture—an ancient method ofrestoring 
'chi' or energy, usually by inserting needles at specific points 
on the skin"). The survey also explored reasons for use of CAM 
therapies (a close-ended list of 10 health-related problems), 
self-care activities (e.g., exercise, blood pressure monitoring), 
health status (5-point scale), and the extent to which they de­
sired reimbursement for CAM. 

Data were analyzed (using SPSS statistical software) in an 
effort to better understand the level of involvement in altema-
tive/complementary therapies by elderiy persons and to exam­
ine factors that predict use of CAM among this population. 

RESULTS 

Pattems cmd Predictors of Use 
Table 1 summarizes the demographic characteristics of the 

sample. When compared to representative national samples of 
elderiy persons, there is a slight overrepresentation of higher in­
come, better educated individuals. The sample also overrepre-
sents Asians and undenepresents African Americans. 

Forty-one percent of respondents reported using some form 
of CAM in the previous year. The most firequentiy used thera­
pies were herbal medicine (24%), chiropractic (20%), massage 
(15%), and acupuncture (14%) (Table 2). Of those who used 
CAM, the majority (80%) reponed at least some improvement 

in symptoms as a result of these tiierapies. Percentages of re­
spondents reporting "a lot" or "quite a lot" of symptom relief 
ranged from highs of 86 and 82%. respectively, for homeopa­
thy and imagery, to 57 and 58%, respectively, for acupuncture 
and traditional Chinese medicine. The majority of CAM users 
(58%) in the present smdy did not discuss use of these therapies 
with their medical doctor or other health care practitioner 

CAM users reported paying, on average, $699 per year out-
of-pocket for all visits to CAM providers (e.g., chiropractors, 
acupuncturists, massage therapists). They made on average 26 
visits to CAM practitioners in the previous year and paid on 
average $71 per visiL 

Respondents were also asked to specify the types of over-the-
counter herbal medicines and nutritional supplements they used. 
Among the most freiquently used herbs were ginko biloba 
(3.2%), garlic, and ginseng (1.8% each). Though not considered 
"complementary/altemative" medicine in the present smdy, the 
most frequently used vitamin/mineral supplements were multi­
vitamins (26%), vitamin E (21%), and vitamin C (20%). 

The most firequentiy cited medical reasons for seeing a CAM 
provider were back problems (43%), chronic pain (26%), gen­
eral health improvement (25%) and arthritis (20%). For both 
acupuncturists and chiropractors, the top reasons cited were 
chronic pain, back problems, arthritis, and general health im-

Table 1. Demographic Characteristics of Survey Sample 

Variable 
Percent 

of Sample 
Percent Who Used 

Alternative Medicine 

Age (n = 668) 
<65 4 67 
65-69 46 46 
70-74 24 37 
75-79 15 28 
80-84 8 31 
>85 5 23 

Race/ethnicity (n = 693) 
White 76 40 
Black 3 47 

Hispanic 6 .50 
Asian/Pacific Islander 11 41 
Other 4 38 

Gender (n = 675) 
Males 45 41 
Females 55 40 

Education (n = 707) 
High school or less 25 . 25 
Some college 38 45 
CoUege degree 15 48 
Graduate work 7 41 
Graduate degree 15 53 

Household income (n = 632) 
< 10.000 13 37 
10.000-14.999 15 35 
15.000-24.999 15 53 
25.000-34.999 18 42 
35.000-^9.999 17 45 
50.000-74.999 12 44 
> 75.000 14 38 
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Table 2. Frequency of Use of Specific CAM Therapies 

Therapy Percent Used 

Herbal medicine 24.1 

Chiropracnc 20.3 
Massage 14.7 
Acupuncture 13.5 
Naturopathy 9.3 
Chinese medicine 9.1 
Guided imagery 6.5 
Homeopathy 5.8 
Ayurvedic medicine 3.8 
Chelation therapy 10 

provement. For massage therapists, the most frequently cited 
reasons were general health improvement, back problems, 
chronic pain, and stress reduction. Respondents were also asked 
what factors influenced them to use CAM therapies in general 
(i.e.. either provider or self-care based). The most frequently 
cited reasons were general health improvement, dissatisfaction 
with conventional medicine, pain management and fear of drug 
side-effects (Table 3). 

Bivariate correlations between the hypothesized predictors 
and the dependent variable were calculated. The variables with 
significant correlations with the dependent variable were as fol­
lows (Table 4): being more educated or younger, having poorer 
physical healtii (SF-12); reporting pain, arthritis, depression/ 
anxiety, or memory difficulties; engaging in exercise, monitor­
ing of blood pressure, or practice of meditation; not being hy­
pertensive, greater alcohol consumption, poor health interfering 
with one's social activities or daily tasks; and more frequent 
visits to physicians. 

Those variables that correlated significantiy (p < .05) with 
use of CAM (operationalized as use of any of the previously 
discussed modalities within the last year) were then entered 
into the multiple logistic regression. The following factors 
emerged as significant predictors: being younger, more edu­
cated, reporting either arthritis and/or depression/anxiety, not 
being hypertensive, engaging in exercise, practicing meditation, 
and maicing more fi^quent doctor visits (Table 5). Among those 
with graduate degrees or higher, 53% reported using CAM as 
compared with 25% of respondents who had received a high 
school degree or less. One sees a clear trend with respect to age 
and CAM use as well with older respondents reporting signifi­
cantly less use of these unconventional therapies. For example, 
among those aged 65-69,46% reported CAM use compared 
with 31 % among the 80-84 age group. 

The relationship between health status and use of CAM is 
somewhat more ambiguous. For example, although tiiere was 
not a significant correlation between self-reported health status 
(on a 5-point scale) and CAM use, CAM users did tend to make 
more physician visits and were more likely to suffer from 
health-related problems such as arthritis or depression/anxiety. 
Among those reporting making six or more doctor visits in the 
previous year, 56% used CAM, whereas 36% of those individ­
uals visiting a doctor three times or less used CAM. (It is im­
portant to note that the observed correlation between greater 
number of doctor visits and higher CAM use could be an arti­
fact resulting from respondents interpreting "doctor" visits as 

Table 3. Factors Influencing Use of CAM Therapies 

General health improvement 45% 
Dissatisfaction with conventional medicine 36% 
Pain management 34% 
Fear of drug side effects 32% 
Friend or family member 28% 
Stress reduction 20% 
Chronic medical problems 18% 
Desire for personalized attention 13% 

Table 4. Correlations of Hypothesized Predictors With Use of CAM 

Variable Simple r 

- .18"» 
.17*" 
.00 

-.03 
-.02 
-.08* 
-.05 

I I * ' 
-.05 
-.08* 

.19"* 

.28*" 

.08* 

. 1 1 " 

.08* 
-.08* 

.09* 

.08* 

.09* 

.14*** 

Age 
Education 
Income 
Gender 
Health Status 
SF-12 (Physical) 
SF-12 (Mental) 
Pain symptoms 
Smoking 

Alcohol consumption 
Exercise 
Meditahon 
Arthritis 
Depression/anxiety 
Memory problems 
Hypertension 
L ŝs of social fiinctioning 
Less able to work 
Daily acbvities limited 
Doctor visits 

•p<.05; **p<.01; •**p<.001. 

Table 5. Significant Predictors in the Multiple 
Logistic Regression (n = 644) 

Vai-iable Adj. Odds Ratio 95% CI P 

Education 1.2 1.1-1.3 <.01 

Being younger 1.4 1.3-2.4 <.00Ol 

[>epression/anxiety 2.0 1.1-3.7 <.04 

Arthritis 1.7 1.2-2.6 <.01 

Hypertension .60 .24-.55 <05 

Meditabon 5.9 3.2-11.1 <.00Ol 

Exercise 1.6 1.1-2.3 <05 

Physician visits 1.4 1.1-1.7 <001 

visits to CAM providers.) Among tiiose reporting depression/ 
anxiety, 59% used CAM; of those reporting arthritis 47% were 
CAM users. 

CAM users in this smdy population were also more likely to 
engage in various self-care activities. For example, 77% of 
CAM users reponed engaging in exercise as compared with 
59% of nonusers. Among users, 21% reported engaging in 
meditation, whereas only 4% of nonusers were involved in this 
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self-care activity. There was also a nonsignificant trend in the 
direction of CAM users being less likely to smoke cigarettes or 
drink alcohol and more likely to monitor their blood pressure. 

To test the validity of the logistic regression model, the fol­
lowing technique was employed. Predicted values from the mul­
tivariate equation were divided into quintiles. The percentage of 
respondents within each quintile who iised CAM was then cal­
culated. This analysis is typically used to assess the extent to 
which there is any clinical/policy relevance to the predictor vari­
ables beyond their being statistically significant (17). Within the 
quintile of lowest predicted value scores, 15% used altemative 
medicine; within the highest quintile, 73% were users. These re­
sults suggest the mcxlel is fairly strong and has good predictive 
value along with its being statistically significant 

Effects of CAM Utiliwlion on Health Status 
Based on health risk assessment data taken from two time 

points (between 12 to 15 months, depending on the subject's 
date of enrollment in the plan), changes in health status were 
operationalized as changes in any of the following: global self-
rating of health (5-point scale); specific health-related problems 
(arthritis, depression, asthma, hypertension); pain symptoms; 
social functioning; and ability to carry out work-related activi­
ties. Changes in health stams, whether in a positive or negative 
direction, were not associated with use of CAM on any ofthe 
risk assessment parameters (i.e., use of CAM did not predict 
health status at Time Point 2, controlling for Time Point 1 
scores). Specifically, among those who used CAM {N = 180), 
12% reported a negative change in or worsening of arthritis 
symptoms, 6% reported a positive change, whereas 82% re­
ported no change. Similar pattems were observed on other risk 
parameters. Changes in overall self-reported health status 
showed no significant association with CAM use. Among those 
using CAM, 26% reported a worsening of health status, 7% an 
improvement, and 67% no change. A similar trend is observed 
in nonusers of CAM: 28% evidenced a worsening of health sta­
tus, 10% an improvement, and 62% reported no change. In 
terms of social functioning, among CAM users, 26% reported 
some decline in functioning whereas 12% reported improve­
ment. Among nonusers, 20% reported some worsening in so­
cial functioning, and 10% some improvement 

Interest in Third-Party Coverage 
Modalities for which most members wanted third-party cov­

erage were: chiropractic (50%). massage (43%), acupuncture 
(33%), and herbs (31%). Twenty-seven percent of respondents 
stated they had actually joined the plan because of its coverage 
of chiropractic, whereas 20% stated they had joined because of 
its acupuncmre coverage. Respondents who said that either or 
both of these therapies were influential in their decision to join 
the plan (31 % of the total sample) were further examined in re­
lation to their use of CAM. Among these individuals, 77% re­
ported being CAM users, whereas 23% stated that they had 
never actually used CAM, despite their decision to join the plan 
because of its CAM coverage. 

Respondents were also questioned whether they would be 
willing to pay per month for an optional supplemental plan that 
would provide coverage for other forms of complementary/ 
altemative medicine. Of those who reported using some form 
of CAM, 59% said they would be willing to pay some amount. 

whereas 31% of nonusers stated they would be willing to pay 
some amount for additional CAM coverage. 

DISCUSSION 
The present study adds to die growing body of research ex­

amining use of complementary and altemative forms of health 
care (CAM). Although the majority of tiiese smdies have typi­
cally used more heterogeneous demographic samples, the pres­
ent smdy examined pattems and predictors of CAM utilization 
within a targeted population of elderly Medicare patients en­
rolled with Blue Shield of California. 

Results suggest that substantial numbers of seniors are both 
interested in and actually using various forms of complemen­
tary/altemative medicine. Forty-one percent of those surveyed 
reported using some form of CAM within the previous year, with 
herbal medicine, chiropractic, massage, and acupuncmre being 
the most frequendy cited modalities. Although the majority of 
CAM users (58%) did not discuss tiieir use of these unconven­
tional therapies with their conventional physicians, a finding con­
sistent with previous research (1,5), the vast majority (80%) 
reported receiving some benefit in terms of improvement in 
symptoms. Lack of communication between elderly patients 
and their providers about use of CAM is of concem for two rea­
sons. First, it may point to generally poor communication be­
tween these patients and their physicians, and may suggest that 
patients are fearfiil of sharing such information. Second, without 
such open communication, doctors and patients will be less 
aware of potentially harmful interactions between their conven­
tional and CAM treatments (e.g., herb-dmg interactions). For 
these reasons, encouraging discussion of CAM use among the 
growing elderly population is essential (18,19). 

Consistent with previous research (2), these elderly CAM 
users reported back problems, chronic pain, arthritis, and gen­
eral health improvement as the top reasons for tiieir seeking out 
these therapies. 

Results firom the multivariate analyses suggest tiiat the fol­
lowing factors are predictive of CAM utilization in this popula­
tion: being more educated, younger, reporting either aithritis 
and/or depression/anxiety, engaging in exercise, practicing med­
itation, and making more fiiequent physician visits. The relation­
ship of higher education level but not income to C A^.l use is 
consistent with a recent national smdy examining predictors of 
alternative health care utilization in die general population (2). 
Also consistent with this smdy was the apparent association of 
poorer health stams, in particular self-reported anxiety and de­
pression in this sample of seniors, with use of CAM. However, 
the relationship between health status and CAM use is not en­
tirely clear-cuL For exainple, although use of CAM was associ­
ated with a number of factors indicative of poorer health, CAM 
use was also associated with certain self-care activities such as 
exercise, less smoking, and alcohol consumption. These find­
ings suggest that a subset of CAM users may in fact be healthier 
(or at least more health-conscious) than those who do not use 
these tiierapies. It should also be noted that the association be­
tween CAM use and more frequent physician visits could in 
some cases actually reflect better self-care (i.e., preventive health 
care) on the part of these respondents. This would be consistent 
with recent research suggesting that a significant portion of 
CAM use is for prevention and health promotion/health mainte­
nance, rather than simjply treatment of disease and illness (3-5). 
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The finding that CAM use was significantly higher in 
younger segments of the senior population surveyed may re­
flect a cohort ratiier tiian age effect. That is, it may be the case 
that recent generations have been more exposed to the phe­
nomenon of CAM (through media, popular culmre, social net­
works, etc.) and are therefore more likely to be familiar and 
open to experimenting witii tiiese therapies. Along these lines, 
we have unpublished data from an earlier survey (2) suggesting 
that the younger segments of the senior population are less 
trusting and satisfied with their conventional health care pro­
viders, and in mm have less unquestioning faith or belief in the 
efficacy of conventional medical treatment. 

Finally, the finding that involvement with nontraditional spir­
itual practices, such as meditation, is asstxiated with CAM use 
is also consistent with previous research suggesting that in­
volvement with CAM is part of a broader value orientation that 
recognizes the importance of nonphysical (i.e., mental, spiri­
tual) factors in health (2). 

Although it was primarily those seniors who were actually 
using CAM who stated that they had joined the health plan be­
cause of its coverage of acupuncture and chiropractic, results 
suggest that seniors who use CAM therapies as well as those 
that do not are interested in having their health plans cover com­
plementary/altemative medicine. In fact, even among those who 
did not use CAM, 31% stated that they would be willing to pay 
some additional amount to receive coverage for CAM. The most 
fiequentiy cited therapies for which respondents wanted cover­
age were chiropractic, massage, acupuncture, and herbs. 

This study also examined the extent to which use of CAM 
was associated with any changes in health status. No significant 
relationships were found between use of these therapies and 
health stams as measured by a standard health risk assessment 
instmment taken at two time points approximately 12 to 15 
months apart. One interpretation of this negative finding is that 
CAM therapies are no more or less effective than conventional 
approaches. However, it may also be the case that the time be­
tween risk assessments was insufficient to capture any signifi­
cant changes in health stams and/or that the HRA may not have 
been particularly sensitive to the kinds of changes CAM thera­
pies may bring about Finally, although such analyses that exam­
ine correlational associations between changes in health status 
and use of particular therapies are useful, any definitive conclu­
sions regarding tiie efficacy of CAM or conventional approaches 
must be based on well-controlled, prospective clinical trials. 

The sample used in the present study was not a representa­
tive sample of seniors in the United States population in so far 
as it was limited to one particular state, California, which previ­
ous research suggests has sigiuficantiy higher rates of CAM use 
(1). Problems with self-selection (response rate of 51 %) may 
also have resulted in a sample biased in favor of CAM, thus in­
flating estimates of CAM use and interest in such therapies. The 
sample also tended to underrepresent tiie poorer, less educated 
segments of the population, overrepresent Asians, and under­
represent African Americans. It is quite possible that pattems of 
and reasons for CAM use may vary as a function of one's 
ethnic/racial background (2), suggesting the need for larger 
samples and investigations that focus on specific culmral sub­
groups. 

These limitations notwithstanding, we believe the present 
study adds substantially to our understanding of CAM use in a 

specific segment of die population—tiie elderly. Altiiough pre­
vious research has suggested that complementary/altemative 
medicine is primarily used by those aged 35-50. tiie present 
smdy suggests tiiat a substantial number of seniors are: (i) using 
CAM therapies to address a vanety of health-related problems 
as well as prevent illness and optimize health and well-being; 
(ii) perceive these therapies to be efficacious; (iii) are not dis­
cussing such use with their physicians; and (iv) are interested in 
having their health plans offer coverage for such therapies. 
Significant use of and interest in approaches such as chiroprac­
tic, acupuncture, and herbal medicine by seniors—a segment of 
the population tiiat is both growing exponentially as well the 
largest consumers of health care—suggest the need for more 
well-controlled smdies examining the potential efficacy of these 
therapies. 

As the 35-50 years old postwar Baby Boomers continue to 
use CAM with greater frequency into their advanced years, 
botii the promise and perils of these therapies need to be fiirther 
researched. Clinical and cost outcomes based on longimdinal 
smdies need to focus on Medicare-eligible populations to deter­
mine if CAM versus conventional versus an integrated model 
of CAM and conventional care results in decreased disability 
and improved health stams. Addressing such clinical, financial, 
and public policy questions becomes ever more pressing as over 
15,000 people per day become Medicare-eligible. 
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