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Commission on Complementary and Alternative Medicine 
Meeting on the Access and Delivery of CAM, Washington D.C. December 4, 2000 

Chairman James Gordon, M.D. 

Topic: The Federation of State Medical Boards: Efforts to Suppress and 
Discipline CAM Physician's and, thus, the Public's Access to CAM 

Bruce R. Dooley, M.D. [dooley(gattglobal.net] 

Summary: The Federation of State Medical Boards (FSMB): 
(1) Develops strategies to curtail the expansion of CAM, (2) Lobbies 
federal agencies, state medical boards and legislatures on the 
implementation of these strategies, and (3) Indirectly and powerfully 
influences the course and content of all new physician training in the 
United States via control of national testing. 

The Federation of State Medical Boards (FSMB) is a private corporation that filed 
incorporation papers in 1912. This period of time is significant in medical history as it 
involved: 
(1) David Rockefeller's entry into the embryonic pharmaceutical industry; 
(2) The Carnegie sponsored Flexner Report which, while purportedly setting standards 
for medical schools, nevertheless successftilly contributed to the eventual eradication of 
the training and practice of Homeopathic Medicine (a very worrisome competitive threat 
to Allopathic Medicine at the time). 
(3) The disappearance of the Quackery Committee of the American Medical Association 
(AMA) which had been in existence fi-om the founding of the AMA in the late 1880's. 

Details ofthe history and other aspects of FSMB may be found at www.fsmb.org. 

Since it's inception the FSMB has managed to inculcate itself with enormous influence 
into all the medical boards of the United States, the territories, and even some allied 
countries. Each state medical board has a member designated as the ''Delegate" to the 
FSMB. Special Committees are organized to research and develop policy on particular 
areas of concem. The delegates are flown to FSMB's annual meetings, which are usually 
held at 5-star facilities, at the expense of FSMB. There at the Delegate Meeting they sit in 
assembly, review, modify and then vote on these policies. These approved policies are 
then distributed to the state medical boards where they are commonly adopted as medical 
board policy. It is quite common at Florida Medical Board general and committee 
meetings to hear reference to the "Federation". In particular, and with reference to CAM, 
the following example of the above policy-making is proffered. 



SPECIAL COMMITTEE ON QUESTIONABLE AND DECEPTIVE HEALTH 
CARE PRACTICES 

[A full copy of this report is available from their website www.fsmb.org] 

Following the remarkable Harvard Eisenberg study of 1993*, the FSMB created the 
Special Committee on Health Fraud, later to be named the Special Committee on 
Questionable and Deceptive Health Care Practices. 

*[1990 Survey Harvard study by Dr. Eisenberg - Summary of facts presented on this 
landmark report which sent shock waves through conventional medical and pharmaceutical 
establishment: - Â CH" England Journal of Medicine (1993): One-third of Americans were 
using alternative medicine. 425 million visits/annually to alternative care providers that 
exceeded the number of visits to primary care providers in same year. $13.7 BILLION dollars 
spent on this care, and S10.3 billion was out-of-pocket. 72% of these patients were not 
informing their conventional physicians that they were receiving alternative medical 
treatment/supplements. 1997 Repeat Survey - Revealed a 40% increase in utilization of 
alternative medical therapies, exceeding primary care visits by 24% and $27 billion spent out-
of-pocket. To place this in context only $9 billion was spent 0-0-P that same year for all 
expenses related to hospitalization and equaled the O-O-P expenses for ALL physician's 
services in the U.S.] 

The President of the FSMB, James Winn, M.D., rejected 23 letters fi-om ACAM, 
(American College for Advancement in Medicine) requesting participation as experts in 
the research and fact-finding sessions held in 1995 and 1996 prior to publication of the 
report. ACAM, a 25 year-old organization representing nearly one thousand CAM 
physicians, is without doubt the oldest, largest, and most accomplished body of physicians 
practicing in the field of CAM. It is understood that FSMB enlisted the services of the so-
called "Quackbusters" Drs. Steven Barrett and John Renner as part of their panel of 
experts for this report. [As of June 2000, the FSMB held a traveling educational seminar 
with Dr. Renner as their expert speaker on the topic of the "Regulation of Integrative and 
Complementary Medicine".] 

The report released by the Special Committee on Questionable and Deceptive Health Care 
Practices was widely distributed and is essentially a blueprint for state medical boards 
to follow in their identification and disciplining of CAM physicians. It is to be noted 
that the arrogant bias of this document is set forth fi-om the onset in the section on 
definitions stating that the report will utilize the wording ''questionable medical practices" 
to indicate Complementary and Alternative medical modalities. 

The Federation was also instrumental in the redefinition of the word "HARM". The 
mandate of state medical boards is to protect the public fi-om harm. As it became clear 
that the practices of,CAM physicians were not producing any clear physical harm in the 
patient community, nor even patient complaints, the definition needed changing so that 
medical boards could evoke their mandate in CAM physician disciplinary actions. 
Therefore there were two new definitions added to the original intent: 
(1) ECONOMIC HARM - which resulted in monetary loss but not present a health 
hazard, and (2) INDIRECT HARM - which may result fi-om the delay of appropriate 
treatment. Two new clubs were thus added behind closed doors at a private corporation 
and passed on to U.S. medical boards which could be used to bludgeon CAM physicians. 



At the Federation's last annual meeting in Dallas on February 2000, a seminar on "The 
Regulation of Integrative and Complementary Medicine" was delivered. One of the 
speakers was Larry Dixon, a senator fi-om Alabama, Executive Director of Alabama's 
Board of Medical Examiners, past member of the FSMB board, and a member of FSMB's 
Executive Director's Advisory Committee. Mr. Dbton spoke the following words; 
"About the chelationists...is there a Board present that has successfully prosecuted a 
chelation ist, revoked a license and made it stick? We find that very difficult. We got the major 
chelationist in our state but only when he branched out into other forms of ..quackery" 

The FSMB's report suggests state medical boards "coordinate with and among" and 
''collaborate with" insurance companies and at least 8 state and federal agencies (FDA, 
FTC, US Postal, HCFA, etc.) and other trade associations (AMA, Nat. Assoc. of 
Attorneys General, etc) to assist them "in efforts to identify and eliminate questionable 
health care practices that are adverse to the public health, safety, and welfare". 

TESTING OF PHYSICIANS 

Briefly, the FSMB is closely aligned with the National Board of Medical Examiners in the 
development, preparation and administration of the USMLE parts 1-3. The FSMB and 
NBME developed and began administering the FLEX exam in 1968. They co-jointly have 
established the new PLAS, Post-Licensure Assessment System. Located in Boulder, CO, 
this comprises the SPEX Program and the Assessment Center Program. A highly 
challenging computerized program, the SPEX can be used as yet another club by medical 
boards against physicians ascertained as operating outside of standard medical practices. 
In the words ofthe Federation the PLAS is "an invaluable resource for evaluating a 
physician's competency to practice medicine. " In Florida, we have already witnessed a 
CAM physician fi-om Boca Raton who is being forced to take the PLAS for a records-
keeping violation. This 70-year-old internist, 35 years in practice without a malpractice 
claim, may decide to relinquish his license rather than go through the ordeal of study and 
preparation for this exp>ensive test. 

APPEALS TO U.S. MEDICAL BOARDS TO RESIST GOVERNMENTAL EFFORTS 
IN CAM LEGISLATION AND INITIATIVES 

Finally, speakers for FSMB have made many calls at their meetings and in their 
publications for medical board representatives to actively resist state and national 
initiatives for Freedom of Medical Access bills. Additionally, they fear a unified national 
physician license. They actively lobby in Washington, D.C. and tell medical boards that 
they will show up at a recalcitrant state legislature's office to help lobby an initiative that 
either needs to be passed or stopped. 

CONCLUDING THOUGHT: The anti-CAM activities and bias ofthe Federation of 
State Medical Boards, only a fraction of which have been detailed in this talk, I 
believe warrant further investigation by this Commission. Clearly, it is troublesome 
that a private corporation should wield such influence on the members of state 
medical boards and thus a physician's means of livelihood. Thank you. 
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KATHLEEN A. GOLDEN, L.Ac. 
424 W. 119th St., Suite #31 

New York, NY 10027 

Telephone: (212) 663-9409 

December 4,2000 

Testimony to: The White House Commission on Complementary and Altemative 
Medicine Policy. December 4-5, 2000 - Commission Meeting on the Access and Delivery 
of Complementary and Altemative Medicine Services; Topic: Insurance Parity in the 
field of Acupuncture and Oriental Medicine. 

Good Aftemoon Members of the Commission, thank you for your attention today. My 
name is Kathleen Golden; I am a licensed provider of acupimcture and Oriental medicine 
in New York State. I am the Chair Emeritus of The Acupuncture Society of New York, a 
professional organization representing the interests of the practitioners and patients of 
New York. I maintain a private acupimcture and Oriental medicine practice in New York 
City. I am on the faculty at The Tri-State College of Acupuncture (NY), and have taught 
for the other NY colleges of Acupimcture and Oriental medicine. I have a strong 
background in public health; I have supervised acupuncture services in addiction 
rehabilitation programs and have worked as a provider of acupuncture and Oriental 
medicine in an AIDS day treatment program for seven years. 

The focus ofthe Commission today is Access and Delivery of Complementary and 
Altemative Medicine to the American public. I will offer information to the Commission 
on the issue of insurance parity as it relates to acupuncture and Oriental medicine public 
access and delivery in this country. 

Acupuncture and Oriental medicine is a traditional medicine that has been safely, 
effectively and consistently practiced by and for human beings for thousands of years. 
The medicine seeks to preserve and maintain health; and when necessary, heal disease. 
Until thirty years ago Americans were, for the most part, unaware of the benefits of this 
medicine. In the current health care climate many Americans are aware of the benefits of 
acupuncture and Oriental medicine and seek to utilize the medicine for both health 
maintenance and treatment of pathology. 

Acupimcture and Oriental medicine is a rich, complex form of health care. I feel strongly 
that Americans are obligated to preserve the integrity and wholeness of the medicine. It 
has been an unfortunate pattem in our country to dilute the traditions of culture to suit an 
impatient nation. I do not wish to see acupuncture ait^priental medicine diluted to serve 
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existing hierarchies of health care in subsuming this medicine to augment the diminishing 
financial retums currently experienced or, to boost professional all controlling egos. 

In this country the acupuncture and Oriental medicine profession has established national 
education standards. These standards generally require graduation firom an accredited 
three year Masters program, passing a national board exam in acupuncture and/or 
Chinese herbs (administered by an impartial third party), and clean needle technique. 
Completion of these standards enables a provider to be licensed in their state. In many 
states, allied health care providers are able to practice acupimcture with a minimal 
amount of training. For example: in New York, doctors, dentists and osteopaths can take «̂  
three hundred hour training program in acupuncture and then become 'certified' to 
practice acupuncture. In many other states, this is also the case. An unfortunate 
consequence of this disparity in education is that the public consumer is generally 
unaware of the differences in education and quality of care possible. It is also true in 
many states, including New York, that insurance companies will only cover acupuncture 
administered by a 'certified' acupimcturist. That is to say, the westem doctor with three 
hundred hours of training is eligible to bill an insurance company for acupuncture 
services while the 'licensed' acupuncturist is ineligible. This is where the issue of 
insurance parity comes in. 

It is absolutely impossible to begin to comprehend the depth of the scope of acupuncture 
and Oriental medicine in a three hundred hour course. Yet, in many instances, a patient 
with limited financial resources has no option but to accept treatment fi-om the less 
educated provider. This is due to archaic insurance company reimbursement policies. 
Parity is not mandate. Mandate forces an insurance company to cover acupuncture 
services. Parity insures that i f an insurance company chooses to provide reimbursement 
coverage for acupuncture and Oriental medicine, that all providers legally eligible to 
provide that service under the laws of an individual state be included in the 
reimbursement of that service. It is also imperative that all providers be given fair and 
equitable financial remuneration for their services. 

There are many patients in America who can benefit from acupuncture and Oriental 
medicine. It is important that this medicine be available to all who seek its benefits and 
that the patient seeking care under insurance coverage be in a position to chose who will 
provide that care. A patient should not be locked into settling for a provider with three 
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hundred hours, or less, of training, when a provider with three years of training is a 
possibility. It is unacceptable that due to limited resources and/or limits in provider 
entree that Americans be denied choice in deciding access and delivery as concems 
acupuncture and Oriental medicine. 

Currently in the USA there are thirty-nine states and D.C. that have statutes licensing 
acupuncture and Oriental medicine. Four of those states (Montana, Nevada, Washington, 
West Virginia) mandate insurance coverage for acupuncture and Oriental medicine and 
four have Parity (Califomia, Florida, Maine, Oregon). 

Recommendations to the Commission: 

• Allocation of federal fimds to assist in research efforts studying the efficacy of 
Acupuncture and Oriental medicine. 

• States without statutes that allow the practice of acupuncture and Oriental 
medicine be supported in gaining licensing laws. 

• States with statutes that allow for the practice of acupuncture and Oriental 
medicine be supported in establishing insurance Parity laws. 

• Support for public access to acupuncture and Oriental medicine by a policy 
change that would lead to coverage of these services under Medicare and the 
Federal Employee Benefit Plan. 

• A fair and equitable reimbursement fee schedule for licensed providers of 
acupuncture and Oriental medicine based on an assessment of services and time 
based care. 

I have attached supporting documents that may help the Commission to delve fiirther into 
this issue. I offer the support services of The Acupuncture Society of New York (ASNY) 
in assisting the Commission in furthering its recommendations to the President of the 
United States. If I can myself be of fiirther assistance, I offer my services as well. Thank 
you for your time and attention to these important matters of health care m this great 
country. 



12/03/00 06:18 FAX @03 

o 

I 
o 

3 

3 
< 

Legislative Update 
Muy 3,2000 

Jurisdictions With Acupuncture Laws 

Alaska Arizona Arkansas 

Califomia (own exam) Colorado Coimecticut 

District of Columbia Florida Georgia New 2000 

Hawaii Idaho Illinois 

Indiana Iowa Louisiana (no euun) 

Maine Maryland Massachusetts 

Minnesota Missouri Montana 

Nevada (own exam) New Hampshire New Jersey 

New Mexico New York North Carolina 

Ohio New 2000 Oregon Pennsylvania 

Rhode Island South Carolina Tennessee New 2000 

Texas Utah Vemiont 

Virginia Washington 

Wisconsin 

West Virginia 

States That Allow Practice Through a Ruling by the 
Board of Medical Examiners 

Kansas Michigan 

States in Which There is No Legislation or Rule 

Alabama* 

Mississippi 

Oklahoma* 

Delaware 

Nebraska* 

South Dakota 
*A statute has been introduced 

Kentucky* 

North Dakota 

Wyoming* 

14637 Stan- Road S.£. OlaQa, WA 98359 
Telephone 253/851-6896 Fsw 253/851-6883 

For a cuTTcnt list, see our web page at www.AcupunctweAlliance.org 
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Table 10 Insurance Requirements 

SUte Mandated Tiiird Party 
Reimbursement 

Mandated Workers 
Compensation 

ReimbuTsement 

Mandated Professional 
Liability Insnrance 

Alaska No No No (disclosure required) 
Arizona No No No 
Ailcansas No No No 
California Parity Yes No 
Colorado No No 50,000/50.000 
Connecticut No No No 
DC No No No 
Florida Parity No $30,000 
Georgia No No $100,000/300,000 
Hawaii No No No 
Idaho No No No 
Illinois No No No 
Indiana No No No 
Iowa No No No 
Louisiana No information No infoimation No information 
Maine Parity No No 
Maiyland No No No 
Massachusetts No No No 
Minnesota No No No 
Missouri No No No 
Montana Yes Yes No 
Nevada Yes Yes No 
New Hampshire No No No 
New Jersey No No No 
New Mexico No No No 
New York No No No 
North Carolina No No No 
Ohio No No No 
Oregon Parity Yes Yes 
Pennsylvania No No No 
Rhode Island No No No 
South Carolina No No No 
Tennessee No No No 
Texas No No No 
Utah No No No 
Vennont No No No 
Virginia No No No 
Washington Yes No No 
West Virginia Yes Yes $10,000/30,000 
Wisconsin No No No 
Acupuncture and Oriental Medicine Laws, 2001 edition, by Barbara B. Mitchell, J.D., L A c . published 
by the National Acupuncture Foundation. 

189 
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Cost Effectiveness 
g» of Acupuncture 

Acupuncture Treatment Results in Avoidance of Surgery 
29 patients with severe osteoarthritis of the knee, each awaiting artliraplasty surgery, were nndomized to 
receive a course of acupuncture treatment or be placed on a waiting list to receive similar acupunctuic 
treatmetkt starting 9 weeks later. Of the 29 patients, 7 were able to cancel their scheduled surgeries. 
Cost savings: $9000 per patient 

Christcnseo BY et al (1992) "Acupuncturc treatment of severe knee osteoarthrosis: a long-term 
study", Acta Anesthesiol Scand 36:519-525. 

Acupuncture Treatment Results in Decreased Days In Hospital Or 
Nursing Home 
Half of 78 stroke patients receiving standard rehabilitative care were randomly chosen to receive 
adjunctive acupuncture treatment. Patients given acupuncture recovered faster and ui a greater extent, 
spending 88 days/patient in hospital and nursing homes compared to 161 days/patient for standard care 
alone. 
Cost savings: $26,000 per patient. 

Johansson K ct al (1994), "Can sensory stimulation improve the fimctlonal outcome in stroke 
patients?". Neurology 43:2189-2192. 

Acupuncture Treatment Allows Low-Back Pain Patients To Retum To 
Physical Labor 
56 patients at a workers' compensation clinic were randomized to receive either physical therapy/ 
occupational therapy/exercise or the standard care plus acupuncture. Ofthe 29 treated with acupuncture, 
I a retumed to their original or equivalent jobs and 10 retumed to lighter employmenL Ofthe 27 who 
received only standard therapy, 4 retumed to original or equivalent jobs and 14 to lighter employment. 

Gunn CC et ai (1980), "Diy needling of muscle motor points for chronic low-back pain". Spine 
5:279-291 

Acupuncture Treatment Results In Avoidance of Surgery, Fewer 
Hospital Visits And Greater Return to Employment 
69 patients with severe angina pectoris received 12 acupuncmre treatments in 4 weeks. Patients were also 
instructed to perform Shiatsu 2x/day and received counseling in stress reduction, exercise and diet Ofthe 
49 padents vdio were candidates for coronary bypass or balloon angioplasty surgery, 30 had surgery 
pOS^ned by the 2-year follow-up due to clinical improvement. 
Cost savings: $13,000 per patient Decrease in number of in-hospital days for all 69 patients; 79% 
First year post-treatment, 95% 2nd year post-treatment Reduction in number of out-patieni visits: 
60% and 87% respectively. Estimated additional cost savings from increase in percent of patients 
able to work: 11% prior to treatment; 60% at 2 years post-treatment Estimated savings in annual 
slclt-pay: Sl8,000/patient 

Ballegaard S et al (1996) "Cost-benefit of combined use of acupuncmre. Shiatsu and lifestyle 
adjustment for treatment of patients with severe angina pectoris", Acupuncl Eleeiro-Ther Res 
21:187-197. 

SurtimariMd by Richard Hammcischlag, Ph.D. For more detailed summaries sec Acupuncture Efficacy; A 
compendium qf controlled dinical trials by Steplien Birch and Richard Hammerachlag. NAAOM, 1996. 

14637 Starr Road S-E. 01all8,WA 98359 
Tel 253/851-6896 Fax 253/851-6883 

For further information, see our web page at www.AcupunctureAlliance.org 
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Acupuncture Society of New York 
lasSPleasontvIlleRoad Suite 112 Briarcllff, NewYork 10510-1038 (914) <»23-0<i32 

ASNY Memorandum in Support 

S.3635, Libous 

At the turn of the decade, the Acupuncture Society of New York (ASNY) wis founddd by proctitlonars and 
patients, educators and students, following legislative action to moke ocuf^unctLire tlTore available tb patients 
throughout New York State. 

ASNY Is advancing access to ocupuncture in New York by helping potlents find licensed or certified 
practitioners In their area. ASNY encourages acupuncturists to continue their educotlon following licensure, 
and has provided advisory input as the monaged care sector brings additional acupuncture coveroge to New 
York's families. 

As more of the public seek the benefits of acupuncture, and as the Insurance Industry responds to market 
interest, the Acupuncture Society of New York is meeting the step by step challenges 6f rtiainstreaming this 
effective approach to health core. 

Introduction 

Many potients ore discovering their health insurance 
offers coverage for treatments by a certified 
acupuncturist, but omits coverage for treotments 
performed by a New York Stote licensed 
acupuncturist. 

The result - New York patients who would benefit 
from the services of a licensed ocupuncturist ore 
denied reasonable access. 

Assembly bill 6206 / Senate bill 3635 when enacted, 
would resolve this disparit/. Insurers would of course 
retain the marketplace freedom to decide whether 
or not to include acupuncture in their coverage. 
This legislation i$ In no way, shape, or form 
construed os a mandate bill. This legislation simply 
pfX>vide$ for pority. Insurers remain free to respond 
to subsertbers ond the marketplace according to 
their best business judgement. For those Insurers 
offering acupuncture coverage, such coverage 
would simply include treatment by a legally qualified 
provider, whether that be a New York State licensed 
acupuncturist or a certified acupuncturist 

The 1989 law defining th6 acupuhcture profession 
In New York has enabled patients throughput New 
York State to seok th^ services of d legally qualified 

provider, either licensed, with three yeofs of 
professionpl ocupuncture study representing 
thousands of hours In class time and cllnicol 
troinirig, or certified, applying to physicions and 
dentists with 300 hours of acupuncture trolning. 

Since then, the public's effective use of acupuncture 
services continues to rise iri New York, as direct 
experience and continued research demonstrote Its 
benefits, and os increased numbers of legally 
qualified providers becorne available. 

However, potients ore often surprised to find their 
insurance offers coveroge for treotments by a 
certified acupuncturist, but omits coveroge for 
treatments performed by a New York State licensed 
acupuncturist, even though licensed acupuncturists 
have for more acupuncture training, and very often 
charge far less for the some san^ice. 

Since acupuncture con often resolve problems that 
have resisted treatment by other modalities, or 
resolve problems without recourse to far more 
expensive and dangerous trddtmdrits. It Is vital that 
acupuncture reimbursements be available to 
patients who seek treatment by a legally qualified 
provider, licensed or certified. 
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(good for Paf/ents. Good for Business 

insurance companies and managed care plans 
which currently offer coverage for acupuncture 
services find they hove an enhanced product which 
satisfies both subscribers and the bottom line. 

In Oregon, for example, legislotion was enacted sb< 
yeors ago which required insurers in the state to 
offer coverage for acupuncture, and to pay licensed 
ocupuncturists on an equal bosis with physicions 
performing the some service. The increosed 
availability of ocupuncture proved to be o boon to 
the people of Oregon, who are now able to benefit 
from appropriote levels of treatment. The cost to 
insurers, as reflected In the charge for acupuncture 
riders to existing policies, has been minimal. 

Some insurers and managed core plans In the New 
York area have included ocupuncture coverage with 
little or no premium adjustment, reflecting 
conservative assessments that acupuncture will incur 
little short term cost and in the long run, has the 
potential to octuoHy enhonca insurance profits, as 
more expensive procedures are reduced and fewer 
patient w ôrk days are lost to absence due to 
prolonged illness. 

An Ancient Healing Art Joins the Modem 

Health Core Family 

Acupuncture Is becoming widely embraced os an 
effective therapy for a variety of conditions for which 
It Is also cost effective. Mainstream periodicols 
including Ufe (The Healing Revolution), Tims (The 
Frontiers of Medidne), US News (Acupuncture Goes 
Ma/nstreom), Hudson Valley (Holisfic Heoling), 
Insight (Holistic medidne), and Arthritis Todoy 
(Acupuncture) have run recent cover stories 
highlighting the benefits and increosing use of 
acupuncture. 

Evidence is mounting thot acupuncture Is indeed an 
effective approach to healing. A few minutes on the 
Internet with Medline, the medical research 
database used by doctors oround the world, o 
glance through Acupuncture tfficacy, or a reading 
of the Notional Insiituiss of Health Concensus 
Report on Acupuncture reveal hundreds of recent 
studies thot demonstrate acupuncture's benefits. 

Current invesligotJons Indicate thot ocupuncture is 
an extremely effective and safe therapy for chronic 
pain, disabling chronic pulmonary disorders, 
childhood asthma, circulatory problems, myofosciol 
and musculoskeletal pain disorders, outologlc 
immune disorders, and a host of other conditions 
which cause the loss of thousands of workdoys In 
New York State and which cause tremendous 
suffering and expense. 

Patients report acupuncture helped them when 
other fjosslbllftles were exhausted, speaking of relief 
from persistent symptoms, the ability to return to 
work, reduced dependence on medications with 
their troubling side effects, preclusion of surgical 
Intervention, and the satisfaction of seeing results 
from just a few initial acupuncture treotments, 

Building the Future 

Acupuncturists are ona of the fastest growing groups 
of the "ancillary heolth care professions," The 
ability of the profession to be of service and old to 
the people of New York depends on building a 
strong and viable economic basis, so the a<panding 
demand foracupuncture treatment can be met, and 
the best possible students con be attracted to study 
and practice in New York. 

Several schools In New York State now offer 
acupuncture programs fulfilling educational 
requirements for licensure. Licensed acupuncture Is 
fast becoming a mainstream option for students In 
New York seeking o cqreer in o health care 
profession. New York State hos issued over 850 
acupuncture licenses thus far, and that number is 
likely to double In a few years. 

Thanks to New York State legislative action in 1990, 
increasing numbers of pdtierits throughout the state 
have joined patients around the nation in reaping 
the benefits of being treated by a licensed 
acupuncturist, A. 6206 and S. 3635, simply put, 
would offer patients increased access to the servk;es 
of a licensed acupuncturist, while preserving the 
Insurers' marketplace options, bringing New York 
closer to the promise and potential of acupuncture 
health care throughout the stote. 

For dny questions regjordln^ this bill or another 
matter, feel free to contdct ASNY's Executive 
Director, Fred Cramer, at (914) 923 - 0632, 
(e-mail: ASNYmail@compusen/e.com) or AShJY's 
representative, Tim Sheridan, at (518) 438 - 1455. 



/fcuptiNCTURE SociETy of NEW YORIC 

Acupuncture insurance Paritv Bill 

As you may know, !ast year the Acupuncture Sodety of New 
York irtbtxkiced an Insurance Parfty bill, whkh b sponsored 
by Assemblyman Sam Hoyt (D-Buffdo) and Senator 
Thomas Libous (R-Binghamton) in the New York State 
Legislature. Passage of this bill vyodd guarantee that any 
insurance cx)mpany covering acupuncture services by any 
provider in New York, (M.D., Dentist, etc.) would also 
include coverage of such servfc»s by a New York State 
Licensed Acupuncturist. This bill is very important to ihe 
continued professional development of acupuncture In New 
York and ASNY is organizing Its membership and working 
with other professional associations to gamer support for 
the bill. 

Currently in New York, insurers can, ornd often do, cover 
acupuncture only when performed by a medical doctor or 
dentist, severely limiting patients' access to acupuncture 
swvlces. 

The ASNY pority measure stands to benefit the entire 
acupuncttre comnfuirvty - patients, licensed practitioners, 
suppliers and schools. The prc^xwed legislation hos 
garnered the committed supp<Mt of regtonol ond kjcal 
acupuncture goDups, sponsors in both houses ond parties of 
the storte leglsloture, and has received official support from 
the New York State Offk:e of Professions, responsible for 
commenting on proposed legislation. Patients across the ^ 
state are writing letters of support f w the parity bill, and ^ 
ASNfV members have volunteered time and money toward 
the god of seeing parity erKicted into low. 



Tr<mscript <yf tfre ASNY Acupuncture Par^ M 

AN ACT to amend the Insurance law in rekrtion to 
rein^Hflfsemert for services performed by a person certified 
or Ucensed to perform acupuncture. 

THE- PEOPLE OF THE STATE OF NEW YORK, 
REPRESENTED \H SENATE AND ASSEMBLY, DO ENACT 

Se^ii» I . - Sibfesectton i of section 3216 of tlie; insurance law is 
w&sŝ B̂  bf: fsdding a new pjffâ paph 18 lo read as follows; 

IF A P O L I C Y PROVIDES FOR REIMBURSEMENT FOR 
AGUfeLMTfURE TREATMENT WHICH IS PERFORMED 
W I T I I N tl^E LAWFUL SCOPE OF PRACTICE OF A 
PHYSiOAN OR DENTIST UCENSED TO PRACTCE IN 
THIS: STATE AND CERTIFIED IN THE USE OF 
ACUPtfrvJCTURE, AN INSURED SHALL ALSO BE 
ENTTTLiD TO REIMBURSEAAENT FOR SUCH 
TREATMENT WHEN IT IS PERFORMED BY A PERSON 
UCENSED PUSUANT TO SECTION 8214 OF THE 
EDUCATION LAW. 

Section 2. Subsecdon I of section 3221 ofthe insurance law is 
amended by adding a r»ew paragraph 15 to read as follows: 

EVERY INSURER DELIVERING A GROUP OR BLANKET 
POLICY OR ISSUING A GROUP OR BLANKET POUCY 
FOR DELIVERY IN THIS STATE WHICH PROVIDES 
COVERAGE FOR ACUPUNCTURE TREATMENT WHICH IS 
PERFORMED V̂ TITHIN THE LAWFUL SCOPE OF 
PRACTICE OF A PHYSICIAN OR DENTIST LICENSED 

TO PFy^CnCE IN THIS STATE AND CERTIFIED IN THE 
USE OF ACUPUNCTURE, SHALL ALSO PROVIDE 
COVERAGE FOR SUCH TREATMENT WHEN IT IS 
PERFORMED BY A PERSON UCENSED PURSUANT TO 
SECTK>N 8214 OF THE EDUCATION LAW, 

Sectfon 3. Subparagraph H of paragrĉ >h 4 of subsection f 
of section 4235 of the insuronce law is rdettered 
subparagraph I and a new subpordgraph H fs acfcied to redd 
xisidSoWs: 

...ANY SERVICE WHICH IS WITHB^ THE LAWFUL SCOPE 
OF PRACTICE OF A PHYSICIAN OR DENTIST UCENSED 
TO PRACTICE IN THIS STATE AMD CERTIFIED IN THE 
USE OF ACUPUNCTURE, A SUBSCRIBER SHALL ALSO BE 
ENTITLED TO REIMBURSEMENT FOR SUCH SERVICE 
WHEN rr IS PERFORMED BY A PERSON UCENSED 
PURSUANT TO SECTION 8214 OF THE EDUCATION 
LAW. 

Section 4. Subparagraijhs J and K of paragraph I of 
subsection b of section 4301 of the insurance law ore 
relettered subparagraphs K and L and a new subparagraph 
J is added to read as follows: 

...ACUPUNCTURE TREATMENTS PROVIDED THROUGH 
PERSONS LICENSED PURSUANT TO SECTION 8214 OF 
THE EDUCATION LAW PROVIDED REIMBURSEMENT IS 
ALSO MADE FOR ACUPUNCTURE TREATMENTS 
PROVIDED THROUGH A PHYSICIAN OR DENTIST 
UCENSED TO PRACTICE IN THIS STATE AND CERTIFIED 
IN THE USE OF ACUPUNCTURE. 

This act shall take eff«:t inrmiediately. 
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Acupuncture Society of New York 
1858 Pleasantville Road - #112 Briarcllff, NY 10510-1038 

Phone/FAX; 914-923-0632 E-AAail: ASNYmail@compuserve.com 

Statement on Acupuncture Insurance Parity before the 
New York State Assembly Committee on Higher Education, 

Hearing on Acupuncture, May 24, 2000 

Good afternoon, Mr. Chairman, and members of the New York State Assembly 
Committee on Higher Education. Thank you for the opportunity to speak at 
these proceedings. 

My name is Fred Cramer, and I serve as Executive Director for the 
Acupuncture Society of New York. I am speaking today on the subject of 
acupuncture insurance parity, sometimes called acupuncture Insurance 
inclusion. 

In my capacity as the Acupuncture Society's executive director, It Is my 
privilege to take phone calls from the public, helping with a variety of general 
questions. 

Several times each week, patients and their family members express surprise, 
frustration, even indignation, that their health Insurance plans have chosen to 
cover acupuncture treatments, but only if patients obtain those treatments 
from a medical doctor. 

Typical expressions of callers include: 

''You mean I have to drive a full hour each way to go to a certified 
acupuncturist, when I have a licensed acupuncturist blocks away from 
where I live?" 

''Is my health plan telling me I have to go to a certified M.D. with a lot less 
training in acupuncture, but they won't reimburse me If I want to be treated 
by a fully trained, licensed acupuncturist?" 

The answer to both of these questions Is unfortunately, yes - most Insurers 
that choose to cover acupuncture, will only cover acupuncture when 
performed by an M.D. who is also a certified acupuncturist. 



12/01/2000 20:22 9149230632 PAGE 04 

People who have never had acupuncture treatments before often ask whether 
acupuncturists pass any kind of qualifying exam. I am able to answer yes In 
the case of licensed acupuncturists, who must pass a national third party 
administered qualifyliig examination before New York State will grant a 
license. But I cannot answer yes In the case of certified acupuncture, which 
has no such requirement of Its candidates. Such callers are amazed that their 
Insurance plans want them to be treated by a practitioner who has not passed 
such a qualifying exarn, especially after abbreviated training. 

This disparity in coverage also impacts hospital patients. Callers have asked If 
they can have an acupuncturist with them in the hospital during labor, post­
operatively, or during a painful treatment regime. A very few hospitals in 
New York State are beginning to include acupuncture sen/Ices In their offering 
to patients. Other hospitals may be Interested, but do not want the clerical 
and billing headache of a two tier coverage system. 

The Insurance disparity between certified and licensed acupuncture In New 
York deserves to be remedied, for the following reasons: 

1. The current situation Is, on Its face, simply wrong. 

2. Patients feel they have to see a certified acupuncturist, with far less training 
and capability, when they should have a right to choose any willing provider 
who is legally credentialed by the state of New York. 

3. The full range of acupuncture, applied by fully trained licensed practitioners, 
can help reduce lost work time, and In some cases effectively preclude the 
need for more expensive drug regimes and other medical interventions. 
Employers and Insurance companies would, in the long term, save money. 

4. In the category of workers compensation, patients feel compelled to follow 
the insurers' directives with regard to treatment and recuperation. 

5. Patients should not have to travel unnecessarily, In order to see a certified 
practitioner, when a licensed acupuncturist might be In a more convenient 
location. 

Most of New York's Blue Cross companies have begun covering licensed 
acupuncture by directly reimbursing the patient. Their experience has been 
notable for how easily licensed acupuncture services were incorporated Into 
coverage. 

Insurance parity has worked well elsewhere In the country, with no red flags 
resulting. 
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Statement of !=;»pport for S.̂ fi-f ̂  and A.62D6 

This is a staiemam of s\q>port for the Acupunctuir Insurâ e Pari 
introduced in ftc NYS Senate and Assembly by Senator Thomas Libous (R-Binghamton) 
and Assemblyman Sam Hoyt (D-Buffalo), which would provide gteatet patient access to 
NYS licensed acupuncture services, 

I began having acupuncture treatments by Dan Zal last September for chronic 
fatigue, flu-like symptoms, and recurrent sinus infections caused by an undetlyiag 
systemic yeast infection. At the time, I was very •sick and struggling to get to work since 
I had a relatively new job and very little sick time available to take off. I was seriously 
considering the possibility of needing to go on disability as it was getting more and more 
diEticult to function, 

I credit Dan's treatments for getting me back on track and able to fimotioa Due 
to the acupuncture and some herbal preparations Dan prescribed. I was able to get rid of 
the sinus infection I had (1 had been on antibiotics for 1 month without results, which of 
course exacerbated the yeast problem) - and have not had any sinus infections since. I 
also got rid of the flu-like symptoms within a month, and have had a steady increase in 
my energy level since beginning treatment. 

At this point, I have been having weekly acupuncture treatments for over three 
months, all at my own expense, since this is not covered under my insmince. However 1 
don't have much choice, since nothing elSe I had tried previouisly helped my conation I 
bruiy behevc that acupuncture is the best treatment for manv conditions and that treatmeiit 
by licensed acupuncturists should be reimbursed by insurance. 

I do not think it is necessary for the practitioner to be an MD. and in feet, given 
the ower training requirements for MDs, I would prefer to be treated by someone with 
K x!5f ̂  acupuncture. In fiact, I was treated previously for shoulder pain 
by an MD who practiced acupuncturc. but I beUeve Dan is more equipped to deil witfi 
tne more complicated problem I currently have. 

I encourage the support for the successful passage of this legislation. Please feel 
ttcc to contact me regarding your views on this bill, or with your questions. 

Sheila Underhill Su^A^LLAf^l^ 

Phone: (b)(6) Address: (b)(6) 

Jan. 8,1999 

Qiiton Park, NY 12065 
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To Whom i t May Concern; 

1 am pleased to make a statement regarding the benefits I have enjoyed 
following acupuncture treatment. For meny months I had had pain in 
my right hand-and vrist. After the Initial treatment I felt inmediate 
relief , and the follow-up treatments"aided in my recovery. I canrxot 
epeek too highly of the acupuncture practitioner, Mr Graham Marks, who 
treated me. ffe van thorough and highly professional in his approach, 
and also very understanding regarding my particular problem. 

The community in which I live is rural, and many miles ftom the nearest 
doctor who performs acupuncture. Especially in the wintLr months i t 
ia very difficult to travel any distance to get help of this nature. 

I would encourage Buccessful passage of "The Acupuncture Insurance Parity 
B i l l " (S.3635 and A.6206). It ia so important that patients of licensed 
practiti(>ner8 in the State of New York receive parity for acupuncture 
insurance coverage. 

June. E.- Brown -
(b)(6) 

Alfred, New York 14802 

Telephone: (b)(6) 

^^^^ f^, ^i'l^ h 
January 9, 1999 
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FREDONIk toHn 
School of Muilc 

.1004 Mcuon Hall 
7l6-47»-3181 

September 21,1998 

To Whom il may concem, 

I am a facul ty member at the State University CoUege of New York at Fredonia 
teaching in the School of Music. 1 am entering my tvs'enty sixth year of college 
teaching and am ftflŷ six years old. At this age, I have certain problems with my 
body which make smging and conducting difficult. After numerous appointments 
over the years with massage therapists and chiropractors, I began treatments this 
summer (1998) with a licensed acupuncturist. I assumed at the outset that my 
ireatments which gave me immediate relief would be covered under my New 
York Empire Plan Not so! 

I understand there is a Parity Insurance Bill coming before the New York State 
Legislature which is being brought forth to correct this problem. I also understand 
that insurance 19 currently covering acupuncture when a licensed MD perfonns the 
treatment, but not when the treatment is perfonned by a hcensed acupuncturist 
This seems extremely strange to me since I had such a positive result. It has also 
come to my attention thai other states offer coverage in both cases. Why not 
follow suit here when the entire situation makes GOOD sense? Why not provide 
coverage so the rehef from pain which these licensed acupuncturists provide may 
be available to those who might not otherwise be able to afford such treatment and 
relief? 

f urge you to act now to bring us up to date with many places elsewhere in the 
country and in the world. 

Best î gards, 

David F, Evans, Chair 
Voice Facultv 
SUNY at Fredonia 
School of Music 

state University of New York College at Fredonia. Fredonia, NY 14063 
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To Whom It May Concom: lO"^^ 

I would like to iirge your support ofthe "Acupuncture Parity Bill" 
("S.3635" and •A.6206'') which would mandate that if an insurance 
company reimburses for acupuncture they must reimburse for all 
practloners licensed by the State of New York - not just doctors. 

At present, my acupuncture treatments are postponing Inevitable hip 
replacement surgery. Pain from osteoarthritis has lessen with the 
treatments without the side effects of the 16 dally Ibuprofen which I had 
been taking for the pain. It would seem to be cost-effective for an 
Insurance company to pay for my acupuncture treatments at $45, each 
rather than the cost of a hip replacement. 

Living In a rural community, I am a few hours away from the nearest 
medical doctor who practices acupuncture. The trip to a N.Y.S. licensed 
acupuncturist is 45 minutes. 

I n my reading I have not found evidence that acupuncture i s mor« 
effective when performed by a medical doctor. 

Thank you for your attention to this matter. 

Signed, 

^a.iiLDe.Rit.tfii 
(b)(6) 

Olean. New York 14760 
(b)(6) 

1/14/99 
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Robert C. Strasburg H 
'(b)(6) 

Cobocton, New York 14S26 
1037 

(b)(6)' 

January 11,1999 

The Acupî icture Society of New York 
1858 Pleasantville Road - Suite 112 
Briarcllff. NewYork 10510-1038 

Re: S.3635 and A.6206 

Dear Sodety Members, 

I am writing to give my personal story how acupuncturs has tjeiiefited me and how I 
feel we need the passage of the above named bill̂  I have suffered with Ulcerative 
Colitus and have found great relief from visits to a National Board Certified 
Acupuncturist, Graham Marks. 

I have gone from the condition controlling my day and leaving me at the mercy of 
unpredictable bowel movements to a much greater sense of predictability and control. 
The condltton was greatly Impairing my ability to make an income and provide for my 
family. The condition continues to improve with each visit to the Acupuncturist. 

I live In the southern Tier of New York and the drive to reach a Medical Doctor that 
performs Acupuncture would be prohibitive In time and cost. 

You have my permission to pass this letter along to the involved Senator and 
Assemblyman proposing the passage of the above legislation \Mth my strong request to 
pass the bill. 

Sincerely, 
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Januaiy 10,1999 

To Whom Jt Mft> Ccncem: 

I am writing this letta in support of uicrBasing insurance coverage fcr acupunctute services set forth in 
the proposed "Acupuncture Wirroce Parity Bill." 

Over tiie put several years I have received numerous acupunchire treatments for varioos oanditions 
when tradWonal western medidne failed to p-ovidc relief. I vwntwifli an attitude of skeptidsm twt 
quickly became a bdlever. My first treatments were for migraine headadies. I have not had one now in 3 
years. My second series of treatments were for tendonitis after cortisotje failed. Anodier success. My third 
treatments were for incredibfe nausea and vomiting associated \>Mti first trimester preftnancy. I had instant 
and safis results. \ have had oiber successes but time docs not allow for ihem. 

My husband is a medical doctor and, to Ae best of our knowledge. I know of no M,D.s in Ac southern 
tier who pafwrn acupuncture. As it is, I drive I hours one "way for my treatments and of course pay out-
of-podcct for these services. The reason is simple; acupuncture works and is safe. Unfortunately, many 
people in our area are unwilling or unable to drive great distances to a city for acupuncture treatments 
performed by M.D.S MIIO are not even experts in Chinese medicine, 

For ftese reasons I encourage you to consider passing "The Acupuncture Insurance Parity Bill" (S.363S 
and(A.6202). Thank you for your time in this matter. 

Sincô y, 

Susan Evans Lawrence 

Susan Evans Lawrmce 
P.O.Box 1766 

(b)(6) 

EITioottville. NY 14731 
(b)(6) 
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Feingold Association of the United States 
A dietary connection to better behavior, learning, and health 

December 5, 2000 

A simple elimination diet is among the oldest and most 
conservative forms of medical treatment; but in the United States 
it is viewed as an altemative. 

For a quarter century the Feingold Association has shown families 
how to reduce or eliminate many behavior, leaming and health 
problems by making simple adjustments in their grocery shopping -
by selecting familiar brand name foods that are free of synthetic dyes, 
artificial flavors and certain preservatives. 

This is an inexpensive, effective technique that any family can 
easily implement. We have a 25-year track record of considerable 
success, and the scientific validity of this program is supported by 
double blind, placebo-controlled studies published in peer-review 
joumals. 

Despite the potential of this healthy option to help medical and 
social problems, and despite all ofthe supporting evidence, it is 
opposed, ignored, or misrepresented by the very govemment agencies 
and professional organizations that should embrace it. 

National Institutes of Health 
National Institutes of Mental Health 
Centers for Disease Control 
US Department of Health & Human Services 
Food and Drug Administration 
US Department of Agriculture 
US Department of Education 
American Dietetic Association 
American Medical Association 
American Academy of Pediatrics 
American Academy of Child and Adolescent Psychiatry 

The sad fact is that a doctor who suggests diet, rather than dmgs, as 
a first option to help children, risks losing his license. 

Jane Hersey, National Director, Feingold Association of the United States 
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FEINQOLD® 

A simple, conservative medical approach to ADHD 
The risk-free program that has helped America's children for twenty-five 
years is the first place to begin. 

Hyperactivity is not new; neither are leaming difficulties. But by the 1970s 
pediatricians in the United States were alarmed by the growing numbers of children they 
saw who had difficulty behaving, focusing and functioning normally. When one of their 
respected colleagues reported that he had successfully treated many of these youngsters 
with a simple diet, his work was enthusiastically received. After 8 years of clinical 
research and the publication of papers on this work, Ben Feingold, M.D., presented the 
information at the 1973 conference of the American Medical Association. Feingold was 
chief of allergy at the Kaiser Permanente Medical Center in San Francisco, had taught 
pediatrics, and was considered a pioneer in the fields of allergy and immunology. 

The diet eliminates these synthetic additives: 
Artificial colors (these are derived from petroleum) 
Artificial flavors (these can be manufactured from countless 

natural and synthetic substances) 

Initially, aspirin and foods that are believed to contain a chemical related to aspirin, are 
removed; once a favorable response is seen they may be reintroduced one at a time. 

Feingold found that about 1/3 of the children improved significantly; 1/3 improved to 
some degree, and the other 1/3 did not show improvement. 

Later, he would also remove the anti-oxidant preservatives BHA, BHT, & TBHQ. After 
this, the success rate increased, and by the time of his death in 1982 the diet had been 
further refined, and the success rate was over 70%. 

What Feingold named the "Kaiser-Permanente Diet" gained wide publicity after the 
American Medical Association arranged for press conferences to be held around the 
country, and sent Dr. Feingold out to tell of this new information. Feingold called for 
research to identify the scientific basis for the successes he was seeing in his patients; he 
knew this would be a formidable task and that it could take many years to understand 
how certain compounds affect our behavior, ability to leam, and our general health. He 
suggested that the research begin with food dyes since there were only a few of them 
still permitted to be used. It would be several years before the first studies were 
completed, but after only a few months, the AMA abruptly, inexplicably, dropped their 
support. 
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Even before the 1973 AMA conference, the lobby representing the interests of the food, 
chemical and pharmaceutical industries was busily engaged in damage control. The 
lobby, called the "Nutrition Foundation" used many tactics to address what they appear to 
have perceived as a threat. 

After the medical association had their change of heart. Random House asked Feingold to 
write a book directed to parents, and in 1974 Why Your Child Is Hyperactive was 
published. Grateful parents who had benefited from this book began to form support 
groups, and in 1976 they established a national non-profit organization and named it the 
Feingold Association of the United States. 

The role of the Association was, and remains, that of: 
1. helping people use the program, and 
2. generating public awareness of the potential role of foods and food additives in 

behavior, leaming and health. 

The Association: 
• Identifies brand name foods that are free of the unwanted additives. 
• Prints this information, and literature to guide families through using the program. 

(This includes a Handbook, recipes, menu suggestions, information on finding 
undyed medicines and non-food products, information on other non-profit 
organizations that offer various types of assistance on related problems.) 

• Offers on-line and telephone help in finding suitable brand name foods and resolving 
non-medical problems. 

• Provides information to interested persons and organizations. 

For the past 25 years the Feingold Association has provided information and assistance to 
families in the United States and abroad. The Association is composed primarily of 
parents and professionals who donate their time, and do what they can to help other 
families. We rely on membership dues and fundraising from member families to meet 
the bulk of our expenses. Like all groups of this type, people donate their time and 
energy because they receive the reward of seeing the program work effectively for the 
great majority of families. We have not conducted academic research and do not have the 
resources to track the outcomes on an ongoing basis. We are hopeful that an unbiased 
resource will someday fully evaluate the success rate of this program. Our own informal 
tracking suggests a success rate of between 75% and 86%. 
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There have been many criticisms ofthe Feingold Program. 

Most are based on information that is not supported by fact such as: 

Crificism: "The diet is restrictive." 
In fact, the Feingold Program allows foods of all type, including: meat, dairy products, 
grains, most vegetables, some fruits initially (with the remainder added later). All types 
of foods are permitted, including candy, ice cream, cookies, junk food, pizza, soda. Big 
Macs, etc. Families select from among the many acceptable brand name products 
included in the Feingold Foodlists. 

Criticism: "Children hate being on the Feingold diet." 
Since they can still have their favorite types of food (in the versions that are free of the 
unwanted additives) they generally do not have to give up anything. 

Criticism: "The Feingold diet cuts out sugar, chocolate, refined grains, etc." 
This is not true and has never been the case. 

Criticism: "It's expensive to follow this program." 
Initially, families replace the unallowed products with new ones, but after that there need 
not be an increase in cost. 

Criticism: "Everything in the supermarket contains additives." 
The Feingold program only cuts out three groups of additives (plus synthetic sweeteners). 
Most food additives are not eliminated. 

Criticism: "One bite of the wrong food can sabotage the diet." 
If a child is sensitive to a particular substance, and eats it, he will probably experience a 
reaction; but this does not destroy the diet. The family simply deals with the reaction and 
when it is over, avoids the food/additive in the future. Children soon leam what they can 
and cannot tolerate, and follow the regimen that works best for them. Typically, once a 
person has followed the diet for a year or more, reactions diminish. 

Criticism: "The improvement is due to a placebo effect. The improvement is due 
to increased parental attention." 

The newer studies were designed to eliminate this. One ofthe earliest studies (Harley 
study at the University of Wisconsin) showed that neither placebo effect nor increased 
parental attention were factors. If the positive effects were the result of psychological 
factors, a person would be able to eat the prohibited additives and not experience a 
reaction. 

Criticism: "The studies have shown that only a very small percentage (!%> to 
10%) of the children improve." 
There are no such studies. 
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Criticism: "There are no studies that prove the Feingold diet works." 
There have not been any studies of the Feingold diet as it is actually used. Portions of the 
diet (especially dyes) have been studied, and have yielded supportive results. 
In 1998 the National Institutes of Health Consensus Development panel reviewed the 
scientific literature on diet for ADHD and called the research "intriguing," and 
"suggesting further research." The nonprofit Center for Science in the Public Interest 
published the report Diet, ADHD & Behavior, a Quarter Century Review, 
recommending diet as the first treatment to be tried. 

Criticism: "Busy mothers cannot take the time to cook from scratch." 
Most of the mothers using the Program work outside the home. They do not need to cook 
from scratch because the Association provides books listing thousands of brand name 
processed foods that are acceptable. Many ofthe major brands of food are available in 
versions with and without the prohibited additives (i.e., Nabisco, Duncan Hines, 
Hellmann's, Kraft, Kellogg's, Coca-Cola, Pepsi-Cola, Breyer's, Lender's, Pillsbury). 

Criticism: "A child will not receive sufficient nutrition if he is on the Feingold 
diet." 

The contrary is tme. Eliminating the above synthetic additives invariably means the child 
will eat more nourishing foods. Removing oranges for a few weeks will not put the child 
at risk of becoming deficient in vitamin C. There are many allowed fmits and vegetables 
that are very good sources of this vitamin. 

The Feingold Association's position on the use of stimulant drugs 

The Association does not take a stand for or against dmgs. Instead, we believe that 
parents and professionals have the right to have complete, accurate information on all of 
the potential options. We do believe, however, that it makes sense to try the least 
invasive options first, resorting to dmgs if other interventions do not help, or offer only 
partial help. Some of the children who are using the Feingold program are also on 
stimulant medicine. In many cases parents report that by using diet, the physician can 
reduce the dose and the child can achieve the same level of effectiveness. Of course, we 
encourage families to request an undyed version of any medicines used. 

When used appropriately, dmgs can offer many benefits, but they are not always used 
appropriately for children with leaming, behavior, or health problems. We would like 
to see children receive careful screening to mle out the many things that can trigger 
attention^ehavior problems. We believe that too little attention is given to mling out 
illness, and that initiating stimulants without considering them may only mask the 
symptoms and make them harder to identify. 
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Behavior/learning problems can have many causes. 

Some examples of problems that might contribute to overactivity or inattention include: 

Sensitivity to food additives 
Salicylate sensitivity 
Psychological factors 
Heavy metal exposure (lead, mercury preservatives in vaccines, excess copper) 
Gluten or casein intolerance 
Deficiencies - such as low zinc or magnesium levels, essential fatty acids 
Hypothyroidism, 
Elevated levels of phenylalanine 
Inefficient production of enzymes 
Lactose intolerance 
Food allergy 
Environmental allergy 
Vision problems 
Auditory deficits 
Language delays 
Sensory dysfunction 
Fine or gross motor control deficits 

The Association believes that children with leaming/behavior problems deserve to 
receive the same careful evaluation provided for children with other symptoms. 
Underlying sensitivity, deficiency, physical illness or dysfunction should be mied out. 

A brief trial of a simple, inexpensive elimination diet is one such test. It is not an 
altemative form of treatment, but rather a very traditional, conservative medical 
approach. 
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The current diet of many American children represents a risky experiment. 

There has been a drastic increase in the use of petroleum-based food additives in the 
United States, along with a dramatic increase in ADHD, yet this important clue to the 
puzzle is generally overlooked. Unlike dmgs, food additives have not been required to 
be evaluated for behavioral effects before being added to the food supply. 

Synthetic dyes that are prohibited from use in foods may still be added to dmgs and 
cosmetics. Small children are the most likely patients to receive medicine with synthetic 
colors and flavors. Surely, the small child who is sick is at great risk. If a dye is deemed 
unsafe for use in food, why is it allowed in pediatric medicine? * 

Some countries have a low rate of ADHD, and there are significant differences in the diet 
of the children in those countries compared to the diets of children in the United States. 
The epidemiological studies that could shed light on a possible connection are not being 
conducted. 

The ingestion of more and more synthetic chemicals by children and infants in the United 
States is generally ignored despite the published studies that link these additives to 
disturbed behavior and leaming difficulties. 

The practice of feeding large quantities of non-nutritive chemicals to young children is 
neither conservative nor traditional. Likewise, the use of Schedule II dmgs on very 
young children is, in our judgment, neither conservative nor traditional. 

* The New England Journal of Medicine, October 5, 2000 reported three deaths suspected of 
being caused by the addition of Blue dye No. 1 to the foods of critically ill patients. 
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Subj: URGENT - Corrected version 
30/11/00 

!ik64m(a>nih.qov 

S ubj: U RG ENT - Corre cte d ve rsi on 
Date: 30/11/00 
To: whccamp@mail.nid.qov (Doris Kingsbury) 
CO: PaulKurtz, pksksh. Skeptlnq 

URGENT 

Dear Ms. Kingsbury: 

Please substitute the attached conrected copy for what I sent you yesterday. It was sent out without its being proofread. 1 \«ry 
much hope you can include this. 

Cofdially, K 'OS-TZ--

Dear Ms. Kingsbury: 

Please provide my response to the 4 questions to the Commissioners: 

lyShould CAM be integrated with con\«ntional medicine and why or why not? 1J^h( 

irro n irl^not think that it should be integrated. I deplore the efforts to do so. The temn "conventional medicine" is as a misnomer. 
What is labeled as "conventional" is modem scientific or evidence-based medicine. Many or most CAM therapies on the other 
hand are "conventional" and ancient, such as traditional Chinese medicine, Qigong, or spiritual importations from India. 

Scientific medicine is a relatively recent development in human history, especially since the nineteenth century, when 
increased knowledge of physiology and human anatomy was refined. Tbere ha\e been a number of brilliant researchers who 
have contributed to our understanding, such as Claude Bemard, Louis Pasteur, Robert Koch, and Joseph Lister. Theories 
about the nature and transmission of infectious diseases, such as diphtheria, tuberculosis, malaria, typhoid, tetanus, polio, 
and the development of vaccines had important roles in immunization. Likevwse important were the advances in epidemiology, 
public health, and sanitation. In the twentieth century endocrinology advanced-with the discovery of insulin, cortisone, and 
sex homnones. In the field of nutrition researchers discovered the role of vitamins. There ha\« been significant new diagnostic 
tools, such as X-ray imagery, CT scans, mammography, and sonograms, to mention only a few. Tbe great strides in surgery 
have been impressive, including cardiology, neurosurgery, and organ transplantation. The discovery of antibiotics has made 
enormous contributions to the cure of infectious disease. We should add to this the discoveries of DNA, biogenetic research, 
gene therapy, and other innovations on the frontiers of research. All of these achievements have led to the reduction of infant 
mortality and the extension of life spans. As part of this process was the development, beginning in 1904, of rigorous 
standards of medical eduction in medical schools. Tbus we see the remari<able effectiveness of modem scientific medicine-all 
for the benefit of humankind. 

They key factor in evidence-based medicine is that any new diagnostic techniques and therapies be submitted to rigorous 
double-blind clinical tests. Unfortunately, CAM therapies, in our view, have not been adequately tested. Too often the claims of 
their validity have been anecdotal or highly subjective uncorroborated reports by practitioners and/or their patients, some of 
these based upon the placebo effect. 

^ ^ l y , we cannot lump all CAM therapies together and make a blatant indictment. Each has to be examined objectively and 
jHirtially. Scientific medicine admits that fallibility and skepticism is part of its process of inquiry. On the other hand, we 
should insist that the public be safeguarded against unproven cures, untested therapies, quackery by practitioners and 
manufacturers out to make a profit. 
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jiould there be access to and delivery of CAM products and practices? If so, v^hy? If not, why not? 

I do not think that there should be universal access and delivery of CAM products and nostrums. This will tend to weaken what 
Is one ofthe finest health-care systems in the world based on scientific testing. CAM could undermine the line betvAreen 
genuine and pseudoscience. Each claim to validity must be tested by impartial neutral observers not simply their advocates. If 
a therapy proves to be effective, then it becomes part of scientific medicine. It is vital, in our v̂ ew, that this Commission 
represent not simply proponents of CAM, but scientists and physicians who are skeptical of its claims. 

3) If current CAM utilization trends continue, what consumer protection should be implemented? 

CAM seems to be growing. I think the public should be protected. The govemment has an obligation to act against spurious or 
fraudulent claims. The free mari<et~in selling adulterated goods and questionable services-needs to be monitored. The misuse 
of taxpayers fijnds needs to be safeguarded. The great issue is the health and welfare ofthe American public. Govemment 
sponsorship of questionable CAM therapies would be a disservice to the public interest. 

4) What policy recommendations do you have for the Commission? 

I would strongly urge as a first step the repeal of the 1994 Dietary Supplement Health and Education Act, which freed herbal 
medicines and dietary supplements from regulation by the FDA. Prescription drugs are required to be tested. There are no 
such safeguards for dietary supplements. There are now some 20,000 such supplements-including herbal and homeopathic 
remedies-on the mari<et. Many ofthe manufacturers make false and misleading claims. Many have dangerous side effects. 
Some may have positive results. In any case, the packages should be property labeled-there should be "truth in labeling." 
Those deemed to have possible noxious side effects by misuse should require a prescription. 

Second, similar regulations should be enacted against other false claims-such as quack cancer cures, crash diets, Chelaton 
therapy, iridology, therapeutic touch, and magnetic therapy. This is particulariy the case vitiere patients avoid scientific 

•
cine and substitute altemative therapies, believing that since they are offered by the health-delivery system, they must be 
tive. There needs to be peer review, as in scientific medicine, but not simply by the practitioners in a field, but by other 

objective and neutral scientific reviewers. 

Paul Kurtz, Chairman, Committee for the Scientific Investigation of Claim ofthe Paranomnal; Publisher, The Scientific Reveiw 
of Altemative Medicine. 
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Presentation by William C. Meeker, DC, MPH, Director of Research 
Palmer Center for Chiropractic Research, Davenport, Iowa 

To the 

White House Commission on Complementary and Alternative Medicine Policy 
Washington, DC 
December 5, 2000 

Questions for Session II: Clinical and Cost-Effectiveness of Selected CAM Sen'ices 

Please provide references that best describe the clinical and cost-effectiveness data 
for access to and delivery of chiropractic practice. 

A selected bibliography is appended to this report. Particular attention should be directed 
to two goveniment sponsored monographs about the chiropractic profession. One was 
commissioned by the province of Ontario, Canada, ''̂ "'"S''' '̂ 3̂) other by the U.S. 
Agency for Healthcare Research and Quality (fomierly Agency for Health Care Policy 
and Research). '̂ '̂'̂  Another major reference is the recent, "Job Analysis of 
Chiropractic," published by the National Board of Chiropractic Examiners, which is 
based on a major random survey of chiropractic practices in the U.S. (Chnsiuiscn, 2000) 

Relative to the clinical effectiveness of chiropractic practice, please summarize the 
data regarding the following measures: specific health conditions, populations (age, 
sex, occupation, etc.), practice setting (including whether chiropractic only, or in 
conjunction with conventional medicine), type of practitioner. 

One indicator of chiropractic mainstreaming is the steadily increasing use by patients in 
the U.S., which has tripled in the last two decades from about 3.6% in a 1980 survey 
Kusier, 1980) estimated 11% in a 1997 national random telephone survey, (̂ '̂ •̂ ""̂ ŝ- '"̂ s) 
This translates to an estimated 190 million patient visits to chiropractors in a year, or 
about 30% of visits to all CAM practitioners, hi surveys of patients seeking altemative 
care, chiropractors are utilized more often than any other CAM provider group. ''̂ '̂ '̂ "'"̂ '"S' 
''̂ '̂ ^̂  Payments for chiropractic services in the U.S. total approximately $8-10 billion 
annually. 

Although spinal adjustment and manipulation is practically synonymous with 
chiropractic (chiropractors deliver over 90% of the manipulations in the U.S., (shekciic, 1992)̂^ 
chiropractors also provide a variety of other treatments and counsel to patients. Physical 
therapies such as heat, cold, electrical modalities, and rehabilitation methods are very 
commonplace. (Chns™, 2000; Mootz, 1997) Therapeutic exercises and general fitness 
recommendations are usually made to a majority of patients, and many receive advice 
about nutritionTvitamins, weight loss, smoking cessation, and relaxation techniques. 
'̂ "̂ '̂  Many chiropractors use other forms of CAM therapy, with emphasis on massage, 
acupressure, and mineral and herb supplements. '̂ '̂̂  , '^/siii^.,^.^^. _ 



Studies demonstrate that chiropractic patients generally represent a cross-section of U.S. 
population demographics. Patients come from all age and occupational groups, economic 
and educational levels. Patients less than 18 years old account for approximately 12%, 
and patients 65 years and older make up approximately 15% of the chiropractic patient 
p o p u l a t i o n . (Coulter 1996; Chnstensen, 2000) 

Studies confirm that the chiropracfic case-mix is predominately musculoskeletal in nature 
with about 50% of patients complaining of back pain; the remainder with head, neck and 
extremity complaints. ' ' ' ' ' '991, Hur̂ ntz. i998) Approximately one-third of all 
patients who seek professional care for low back pain consult chiropractors in a primary 
health care role. '̂ ^̂ ^ c->' ''' '^ Furthermore, about half of the patients 
seeking chiropractic care have clironic symptoms. Typically, 
approximately 5% seek care for other types of conditions. Recent studies also document 
that a proportion of patients attend chiropractors for general health concerns, prevention 
and a feeling of well-being, often receiving standard health advice, most often with 
regard to physical fitness and nutntion. "̂ "P̂ '̂ 

Clinically, chiropractors direct spinal adjustments to a dysfunctional joint "lesion" known 
as a subluxation. This is characterized as a fonn of joint strain/sprain with clinically 
associated hypomobility, malalignment, local and referred pain, inflammation, and 
muscle tension. ('̂ '""̂ '•'™"' '̂ ^̂ ^ Subluxation in the chiropractic context primarily connotes a 
functional and not necessarily an anatomical entity. In theory, subluxation prevents the 
body from operating at an optimum healthy level. At least five mechanical and 
neurologic mechanisms have been proposed and these are listed below 

Proposed Mechanisms of Spinal Manipulation 

Action Mechanism 
Mechanical/anatomical Alleviation of an entrapped facet joint inclusion or 

meniscoid, which have been shown to be heavily innervated 
(Giles, 1987; Bogduk, 1985) 

Mechanical/anatomical ReposiUoning of a fragment of posterior annular material 
from the intervertebral disc (^"s^"*^''^^'^ 

Mechanical/anatomical Amelioration of sfiffness induced by fibrotic tissue from 
previous injury or degeneraUve changes that may include 
adapfive shortening of fascial tissue (̂ '̂̂ "̂ -̂=̂ > '̂ ^̂ ^ i^" '^ ' '̂ 95) 

Neurological/mechanical Inhibifion of excessive activity in the intrinsic spinal 
musculature or limbs and/or facilitation of inhibited muscle 
a c t i v i t y ('^'""'' ÔOO; Budgell, 2000; Sutcr, 2000). 

Neurological/mechanical Reduction of compressive or irritative insults to neural 
tissues ('•'̂ •''--•2000). 

Intriguing effects oil neurophysiological and musculoskeletal function have been noted 
and these support thereStlTtĝ  from clinical trials. They includeriircreSsedTafige of joint 



motion, •̂ ^̂ N̂ansci, 1989) increased pain tolerance, ''' '^ reduced muscle activity, 
(shambaugh, 1987) muscle rcflex rcsponscs. ("'̂ ™S' The nei'vous system may be 
affected by manipulafion as suggested by experiments examining capillary blood flow, 

'̂"'̂  serum levels of beta-endorphin, '̂ ŝ , chnst.an, .988) g^bstance P. 
199'*) 

A biomechanical picture of manipulation is beginning to emerge from studies on the 
forces involved and the resultant kinetics and kinematics. ("'̂ ™'8. ^his is an area of 
intense scientific discussion and study. 

There are numerous case-studies and observational outcome studies on the clinical 
effectiveness of chiropractic care. This summary will only focus on the experimental 
randomized controlled trial data. To date, at least 70 randomized clinical trials of a 
broadly defined spinal manipulation procedure can be found in the English literature. 
Most of these studies have been conducted on patients with low back, neck and head 
pain, with a few on other conditions. The clinical trials include placebo-controlled 
comparisons, comparisons to other treatments, and pragmatic comparisons of chiropractic 
management vs. common medical management. ^''^ ''"'^^^ 

Results of RCTs of Spinal Adjustment/Manipulation (Please see list of references.) 

Condition # of RCTs Positive, Equivocal, 
or Negative 

Acute back pain 10 Positive 
3 Equivocal 

Subacute and clironic back pain 8 Positive 
6 Equivocal 

Mixed acute and clironic back pain 10 Positive 
4 Equivocal 

Migraine headache 2 Positive 
1 Equivocal 

Muscle tension headache 4 Positive 
1 Equivocal 

Cervicogcnic headache 1 Positive 
Acute, subacute, chronic neck pain 4 Positive 

7 Equivocal 
Dysmenorrhea 1 Positive 

1 Equivocal 
Infantile colic 1 Positive 
Enuresis 1 Equivocal 
Astluna 2 Equivocal 
Premenstrual syndrome 1 Positive 
Carpal tunnel s>Tidrome 1 Equivocal 
Hypertension 1 

1 
Positive 

Equivocal 

Forty-one RCTs of spinal manipulation for treatment of acute, subacute, and chronic low 
back pain have been published. Twenty-eight favored manipulation overthe comparison 
treatments in at least a subgroup of patients, and the other 13 found no significant 
differences. No trial to date has found manipulation statistically or clinically less 
effective than the comparison treatment. Eleven of the low back pain trials included a 



placebo arm and 8 of them demonstrated an advantage to manipulation. Eleven 
RCTs of spinal manipulation for neck pain have been conducted, four positive and seven 
equivocal. Seven of 9 RCTs of manipulation for various foiTns of headache were positive. 

The treatment effect sizes estimated by the majority of RCTs of manipulation on 
musculoskeletal pain appear to be clinically and statistically significant. Systematic 
reviews and meta-analyses in the early 1990s made cautiously positive or equivocal 
statements about the effectiveness of manipulation for low back pain, neck pain and 
headache, and called for higher quality studies. 
Assendeifi, 1995; AUer, 1996) ^ j ^ ^ ^ systematic rcvicw ^""'^ ''''^ of mampulation for low 
back pain concluded that there was sufficient evidence to recommend manipulafion for 
chronic back pain, but that there was weak evidence for acute back pain. The most recent 
review ''̂ '̂ ^̂  used a slightly different method of analysis taking into account study 
design and quality, and concluded there was moderately strong evidence of benefit of 
manipulation for acute and chronic back pain. There was insufficient evidence for or 
against the effectiveness of manipulation for sciatica. 

Using formal consensus processes, the Quebec Task Force on Whiplash-Associated 
Disorders in 1995, concluded that spinal manipulation had at least "weak cumulative 
evidence," and recommended that a short regimen of spinal manipulation may be used as 
a therapeutic trial for neck pain, ^̂ "̂ "̂'y- The U.S. Agency for Health Care Policy and 
Research in 1994 similarly concluded that spinal manipulafion was safe and effective for 
acute low back pain. They reviewed all clinical trials available at the time and found no 
other treatment lo have stronger evidence. ''̂ '̂̂ ^ Other countries for example, the 
U.K., Sweden, Denmark, and New Zealand, have also developed pracfice guidelines for 
the treatment of low back pain and have arrived at essentially similar conclusions. 

The treatment of disorders not generally thought to be related directly to the 
musculoskeletal system by manipulation has been supported mainly by clinical 
experience and case reports. In the past few years, RCTs for primary dysmenorrhea, 
hypertension, chronic astlima, enuresis, infantile colic, and premenstrual syndrome have 
been completed with variable results. Two systematic reviews, one on extant trials at the 
time '̂ '̂'̂  and one recently on astlima sponsored by the Cochrane Collaboration 
(iiondra.s, 2000) cQj-jduded that the results so far do not argue convincingly for or against the 
utility of spinal manipulation for these kinds of conditions. Additional research is 
obviously needed in this area. 

Although additional research is necessary, spinal adjustment/manipulation is already one 
ofthe most studied treatments for back and neck pain. '̂ ^̂ ^ It should no 
longer be considered "investigational" in nature when compared to standard medical and 
other treatments in common use for common musculoskeletal conditions. 

Describe the cost-effectiveness of chiropractic care provided as a stand-alone 
therapy with chiropractic care that is provided in conjunction with conventional 
medicine as part of an integrative approach. 



To date, there are no fomial cost-effectiveness studies that have compared chiropractic 
care to chiropractic care integrated with conventional medicine. Although settings exist 
where chiropractors work alongside medical doctors, these have not been subjected to 
this sort of analysis. In addition, typical chiropractic care is a case-management approach 
that emphasizes spinal adjustment, but also uses other procedures and lifestyle advice 
such as for exercise and nutrition, which might be considered "conventional." Finally, 
there are studies that indicate high rates of referral from chiropractors to medical 
physicians and a growing rate of medical doctors referring cases to chiropractors. 
1992, Mainous, 2000) pg ĵg t̂g f^j] Ĵ JQ ^̂ Q̂Q categories: those that require only 

chiropractic care, those that need co-management, and those that need specialty medical 
care alone. Logically, co-management of patients only requiring chiropractic care would 
seem to be a waste of health resources, unless it can be shown that improved outcomes 
are the result. 

Compare the costs of chiropractic care with those of conventional medicine for the 
same or similar health conditions. 

The relative cost-effectiveness of chiropractic and medical care has not yet been 
convincingly demonstrated, although approximately 40 studies in this area have been 
published in the past tltree decades. Most studies have been retroacfive and actuarial in 
nature, using claims databases that may not accurately reflect actual total costs, episodes 
of care and the clinical experience of doctors and patients. Furthermore, most studies 
have failed to compare equivalent patients, measure clinical outcomes, and include both 
direct and indirect costs in the analysis. Sophisticated economic analyses have been 
lacking. To date, there is still not a single prospective randomized trial comparing 
chiropractic care to conventional medical care with properly assessed economic and 
clinical variables as outcome measures. 

However, despite variation in study quality, the preponderance of information from a 
number of studies indicates that chiropracfic services are equal to or less expensive than 
common medical treatments. Cost advantages for chiropractic care, particularly for back 
pain pafients appear possible. The most recent and best done single study indicates that 
chiropractic care subsfitutes for medical care in occupational low back injuries, and that 
there may be a cost advantage relative to disability expense as well ̂ •'°̂ "'™' 

The most comprehensive review ofthe cost-effectiveness of chiropracfic management of 
low back pain was undertaken by a team of health economists at the direction ofthe 
government of Ontario, Canada. '̂ '̂ ^̂  Conclusions strongly favored a much greater 
inclusion and integration of chiropractic services. 

Fourteen of seventeen retrospective actuarial reviews fi-om 14 different jurisdictions in 
the United States prior to 1981 concluded that the total costs for injured workers managed 
by chiropractors were lower than similar cases managed by other providers jn 
16 ofthe studies, less time loss from work was reported in patients under chiropractic 
care. (Ĵ '-̂ -̂î '̂ ss) p^jbiicafions after 1981 provide addifional data regarding cost-
comparison trends, and have iniprt)vedv3ivthe descripfive methodology^used-in the earlier 
studies. A review of Jfiw-back'and neck sprain/strain claims data in Iowa reported average 



case payments to medical providers at $352 and $223 for chiropractors. ^̂ '̂̂ ^ A 
review of Utah claims indicated that overall compensation costs were 10 times greater for 
medical physicians compared to chiropractors. Mean medical costs were $684 for 
medically managed claims versus $527 for those managed by chiropractors. 
Additional studies fi'om Florida in 1988 and Oregon in 1991 reinforce these trends. 
1988a; 1988b; Nyiendo & l^mn,, .991) 5;^^-,^^ ^^^^ ^^^^ ^^^^^^^ Australia. ''''^ 

A recent well-designed study from a private workers compensation carrier in Califomia 
reported that for equivalent populations of patients, the health care costs of chiropractic 
and medical care were similar ($1044 vs. $1075). '̂ '̂ "̂  However, indemnity costs 
(related to lost work time) under chiropractic care were substantially less making the 
average total claim costs (health care plus indemnity) under chiropractic care 20% less 
($1526 vs. $1875. The most recent and sophisficated actuarial review of one Califomia 
insurer's database on 185 closed claims between 1991-1993 concluded that medical and 
chiropractic management costs of non-surgical, low back work injuries is nearly 
equivalent. Medical costs, temporary disability, and permanent disability costs 
were considered. 

Two years of large fee-for-service claims data records were examined in one study. Total 
health care costs as represented by third party payments were significantly lower for 
those patients treated by chiropractors. '"̂  Total adjusted cost differences ranged 
from $291 to $1722 overthe two-year period. '''̂ "̂  Stano noted that outpafient costs 
tended to be slightly lower for patients exclusively using medical services, but lower 
hospital costs for patients imder chiropractic care more than offset these additional costs. 
(Slano, 1994) 

Stano & Smith subsequently compared health insurance payments and pafient 
utilizafion pattems for episodes of low back condifions care, controlling for differences in 
clinical (eg, diagnosis, severity, episodes of relapse) and insurance coverage 
characterisfics. They reported that costs were higher for episodes where the medical 
doctor was the first contact provider. Chiropractors were also more likely to retain the 
patient for subsequent episodes. 

In contrast, Shekelle '̂̂ "̂̂ ^ concluded that chiropractors had significantly more visits per 
episode, and the highest mean outpafient cost per episode. Disparity in the conclusions 
drawn between Shekelle and Stano may have resulted from differences in the data pool 
and study methods. Shekelle's study was observational in nature and reviewed evidence 
collected from the RAND Health Insurance Experiment data from the 1970's. Data on 
1020 episodes of back care, totaling 8,825 visits by 686 different persons was evaluated. 

Total health care costs for comparable cases of neck and back pain for members in a 
health maintenance organization (HMO) who sought chiropractic care and other 
treatment methods over a one-year period showed that care, prescripfion and imaging 
costs were lower in the group managed by chiropractors. Patient satisfaction and surgical 
rates were neariy idenfical for both groups. '̂̂ ""̂  '̂ '̂ ^̂ ^ 



Carey '̂̂ ''''̂  reported a comparison of outcomes (functional recovery, retum to work, 
complete recovery from back pain, satisfaction) and cost of care for patient management 
by chiropractors, orthopedists and primary care physicians in both urban and rural 
regions of North Carolina. Clinical outcomes were assessed by telephone interview. 
Results were similar for all groups, although satisfacfion was highest in those treated by 
chiropractors. Chiropractic costs were extrapolated fi-om numbers of visits based on state­
wide average costs per visit (not actual reimbursement). These estimated costs were 
highest for chiropractic and orthopedic care and lowest under management by primary 
care physicians. However, these differences may be accounted for by the fact that 
medical delivery was provided under managed care, while all of the chiropractic cases 
were fee-for-service. 

The effects of dynamically evolving delivery systems of care severely complicate the 
design, implenientafion and analysis of true cost-effecfiveness studies and will need to be 
dealt with in future efforts. 

Summarize patient satisfaction data. 

Chiropractors generate very high levels of patient satisfaction. A recent essay opined that 
much of chiropractic's success and perhaps its most important contribution to health care 
might have to do with the patient-physician relafionsliip. ("̂ P̂"''̂ "''' Analyses from 
anthropological and sociological perspecfives have suggested that treatment by a 
chiropractor, especially for many pafients with chronic pain, can generate a sense of 
understanding and meaning, an experience of comfort, an expectation of change, and a 
f y c . (Coulter, 191995; Oths, 1993; Coulehan, 1985) u ^ A 

feeling of empowennent. ^ • • • ' ' Jhe hands-on and 
compassionate "can do" clinical behavior of the typical chiropractor seems to be 
concrete, reassuring and immediately satisfying to many pafients. Consumer-oriented 
surveys, observational studies and randomized trials leave little doubt that chiropractic 
patients are very satisfied with the treatment they receive, often at rates much greater than 

• , l ,1 1 u u C • 1 (Gherkin, 1989; Sawcr, 1993; Carey, 1995; Gherkin, 1998) T „ J , 

With Other health protessionals, J. • • ^ In one study, 
chiropractors were retained as primary provider by a much greater percentage of their 
patients (92%) who had a second episode of back pain care than were medical doctors. 
(Shekelle, 1995) 

Describe current significant barriers to the access and delivery of chiropractic care. 

Chiropractors have only marginal statutory roles in many integrated delivery care 
systems such as HMOs, the U.S. military. Federal govemment health plans. Medicare 
and Medicaid. Regulations should be examined and revised to be inclusive and equitable. 

Chiropractors are only marginally included in studies of health care resources and 
delivery systems. 

Chiropractic insfitutions receive virtually no financial support from Federal govemment 
programs designed to support and enhance health professions ediication and practice. 



Please suggest specific policy recommendations that would improve the access and 
delivery of chiropractic care to consumers, including legislative or regulatory 
recommendations. 

Increase funding for health services research that targets access and delivery issues with 
regard to the chiropractic profession. 

Recommend that the Agency for Healthcare Research and Quality (AHRQ), the National 
Listitutes of Health, the Health Resources and Services Administration, and others 
develop research agendas that include consideration of chiropractic and other CAM 
professions. 

Ensure that chiropractors are treated equitably in health delivery and reimbursement 
systems. 

Prohibit discrimination based on type of practitioner license in all Federal health delivery 
and reimbursement systems such as Medicare, Medicaid, the military, etc. 

Mandate the inclusion of chiropractors on all appropriate advisory councils, policy 
committees, task forces, etc. that deal with health issues at the Federal level. 

Discuss whether chiropractic practice should be delivered as stand-alone care or 
should be integrated with more conventional therapies. 

Both. Chiropractic care should be delivered as a stand-alone clinical practice AND it 
should be integrated in conventional health delivery systems that provide appropriate 
access and choice to patients. By history and habit chiropractors believe themselves to be 
primary health care providers, and chiropractic practice demonstrates many primary care 
attributes. However, this becomes a contentious point in the PCP gatekeeper vs. direct 
access issue in reimbursement and delivery systems when non-chiropractors control the 
flow of patients. Chiropractors and their patients are accustomed to direct access and 
chiropractors are trained to handle it appropriately. 

Since chiropractic is a profession and not simply a procedure, the issue of chiropractic 
integration is a complex systems problem that must be examined at a variety of levels. 
CAM procedures and professions can be more easily integrated at some levels than others 
and there can be varying degrees of integration at the various levels. This is currently the 
case with chiropractic. These levels of integration include the following: 
• The pafient, or health consumer level 
• The clinical management or health practitioner level 
• The reimbursement and/or care delivery system level 
• The regulatory and policy level 
• The cultural, social and political level 



Chiropractic is arguably very well integrated at the health consumer level in terms of use 
and satisfaction, and there is some evidence for a certain degree of integTation at the 
clinical and reimbursement levels. Some examples can be cited. 

On the other hand, chiropractic is not well-integrated in the sense of coordinated, 
interdisciplinary clinical behavior with conventional medical doctors. The following 
model of a continuum of integrafive clinical pracfice makes this disfinction clear, and it 
can be applied to most forms of CAM pracfice. It does not apply to the direct leaming 
and use of CAM procedures by medical practitioners themselves. From top to bottom 
professional autonomy declines and shared expertise and professional communicafion 
increases. 
• Parallel practice 
• Collaborative pracfice 
• Consultafive practice 
• Coordinated practice 

Today, the majority of CAM is in the fonn of parallel practices. Patients choose and 
integrate their own health care and find ways to pay for it. Communication between 
practices is minimal. Some CAM is moving into a collaborative practice mode with case-
by-case exchanges of information and referrals. There is evidence that chiropractic is 
increasingly moving into this stage with increasing referral rates both ways, but data are 
few. Consultative practice consists of the giving and taking of expert advice and 
integrafion occurs at the practitioner-to-practitioner level instead of at the level ofthe 
pafient. Coordinated pracfice as it applies to CAM is very rare and undocumented. In this 
mode, a formal management function is added to the case-management decision-making 
process that may be subject to administrative review. PCP gatekeepers may function in 
this role. This kind of practice may only be feasible in large organizations with sufficient 
infrastructure to support it. Furthemiore, excellent teamwork attitudes, values, and skills 
are essential. 

Combining the integration level model with the continuum of practice model yields 
interesting observations that deserve additional study. For example, chiropractic is well 
integrated at the patient level, and increasingly so at the reimbursement/payor level. 
However, due to the nature of the way in which reimbursement systems are organized, 
chiropractic may confinue to operate only in the parallel and collaborative practice 
modes. In other words, true multidisciplinary and interdisciplinary pracfice may be very 
difficult to obtain. Furthemiore, whether or not this is a bad thing is debatable. Perhaps 
integration should be kept at the patient level; perhaps the dilution of professional 
autonomy necessary for consultative and coordinated practice will eliminate the attributes 
of CAM that make it attractive and effective. There is no data on this issue. 

Finally, there are significant challenges to true interdisciplinary practice even within the 
established medical delivery system now, and CAM represents the special challenges of~_ 
diverse disciplines, "turf issues, non-standard practices, administrafive and other 
resistance to change, history, habit and lack of experience, data, and knowledge. These 



will all have to be addressed simultaneously in order for tme integrafion to occur. 
2000) 
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White House Commission on Complementary and 
Alternative Medicine Policy 

December 4, 2000 

Good afternoon Commissioners. 

My name is David Molony. I am a professional acupuncturist and the Executive 
Director of the American Association of Oriental Medicine. The AAOM was founded in 
1981 and is the oldest and largest national organization for acupuncture and Oriental 
Medicine professionals. We were instrumental in creating the national certification and 
accreditation commissions for acupuncture and Oriental Medicine in the early 1980s, and 
for passing Ucensing statutes in many of the 39 plus states for which such laws currently 
exist. 

Over one billion people in China have ready access to surgical and pharmaceutical 
medicine of European origin, as well as to acupuncture, herbal, and manual medicine of 
Chinese origins. The providers of these primary care services include nearly three-
quarters of a million Doctors of Conventional Medicine and a half million Doctors of 
Traditional Chinese Medicine. These two different systems of medicine co-exist 
harmoniously because China's citizens have equal access to, and a basic understanding 
of, both systems. Their Medical Doctors were raised in a country familiar with its own 
traditions, and their Doctors of Traditional Chinese Medicine have training that is an 
evolving system of medicine that is balanced with a year or more of Conventional 
diagnostic and therapeutic principles and procedures. Both professions are thus 
reasonably well prepared to help patients make informed decisions about their health 
care options. We highly recommend looking at the Chinese model for the harmonious 
co-existence of traditional and modern, CAM and non-CAM therapies and professions. 

The AAOM supports similar direct access to Oriental Medicine professionals in 
this country who are well trained and licensed as primary health care providers, as 
professional acupuncturists are in a growing number of states. We also support direct 
access to Oriental Bodywork Therapists, whose standards of practice leave little 
potential for confusion of their services as a substitute for comprehensive medical 
diagnosis and treatment. We suggest the Commission can reduce the cost of health care 
on a national level by recommending direct access to qualified Oriental Medicine 
professionals through federal programs and by suggestion to State Governors and 
Secretaries of State on its use in public benefit programs such as Worker Compensation 
and Medicare, as well as at private clinics, hospitals, and through state regulated health 
plans. 
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Oriental Medicine has historically had a strong tradition of preventative wellness 
and self-care, and we are taught to serve as "guides," or "navigators" to health and 
wellness, or, as it is traditionally phrased, as "farmers" who "cultivate" our patients' 
health. We communicate from a functional and energetic perspective as well as from the 
Conventional mechanical and biochemical perspective. We have found that open and 
direct communication increases patients confidence in our care, improves patient 
compliance, empowers patients to take more responsibility for their own heath, speeds 
recovery, and often reduces the need to access more costly and possibly more 
dangerous interventions. If prevention is to be recognized for its cost-savings and its 
more obvious health benefits, then Oriental Medicine has a great deal to offer.. 

Unfortunately, our profession faces constant interference with patient access to 
our services from the existing medical establishment, and we are asking for your help to 
alleviate the situation. 

We ask the Commission to encourage fair and meaningful integration and 
collaboration between and within all health care professionals by recognizing us as 
experts in our own field of medicine, which includes acupuncture, herbal medicine, 
manual therapy, Taiji, Qigong, and other modalihes viewed within the perspective of 
Oriental Medicine. We suggest that you encourage a more open and competitive market 
in which our profession can fully participate in health care access, delivery, research, and 
administration. We ask that the Commission recommend policy changes that ensure 
direct access to credentialed Oriental Medicine providers through public benefit 
programs, private health insurance, and to promote this through public education. 
Lastly, we ask the Commission to support policies that will return to Americans their 
rights to freedom of health care choice and delivery. Only in America, could the citizens 
be so free in so many ways, yet have the fundamental and natural freedom to health 
care choice be so coercive. 

We would like to thank the Commission for your efforts to improve health care in 
America, and to integrate old traditions and modern innovations to create a new 
medicine for a new millennium. 

American Association of Oriental Medicine 
433 Front Street 
Catasauqua, PA 18032 
Phone 888-500-7999 Fax 610-264-2768 
www.AAOM.org 
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DEDICATED TO IMPROVING THE HEALTH AND WELLNESS OF AMERICA, NATURALLY. 

Testimony 
Ofthe 

American Chiropractic Association 
Before the 

White House Commission on Complementary and Alternative Medicine Policy 
December 4, 2000 

On behalf of the American Chiropractic Association, I appreciate the opportunity to 
provide comments to the White House Commission on Complementary and Altemative 
Medicine Policy. My name is Dr. Bruce Nordstrom 1 am a practicing doctor of 
chiropractic from the District of Columbia. 1 am also the Washington, DC delegate to the 
ACA. This aftemoon, 1 encourage the commission to focus on wellness. 

A key principle behind chiropractic care as well as many other complementary and 
altemative therapies is wellness. These altemative and complementary practices have a 
history and a focus of promoting health, and increasing the quality and span of life. For 
example, in my practice, in addition to providing chiropractic spinal manipulation or 
adjustment, I also counsel my patients on among other things diet and exercise to 
promote their well-being. 

The role of chiropractic in the health care system has been described in a paradigm that 
was unanimously adopted by all the chiropractic college presidents and supported by the 
ACA. A copy of the paradigm is attached in my formal statement. This paradigm 
emphasizes a philosophy focused on wellness. Doctors of Chiropractic seek to optimize 
health, by recognizing that the body's innate recuperative power is affected by and 
integrated through the nervous system. Within this paradigm, a doctor of chiropractic 
establishes a diagnosis and uses chiropractic case management to promote health. 

It remains a challenge of how to encourage insurers to recognize and reimburse providers 
for the promotion of health. Increasingly complex life styles, tlaws in workplace 
ergonomics, longer life spans, increased survival from serious injury have created an 
inherent need to move from injury/disease management to a more primary care role that 
is wellness oriented and focused on preventative care. Insurance companies are slow to 
move in this direction. Payors must be encouraged to offer preventive alternative 
therapies as paid insurance benefits rather than a patient paid responsibility. In the case 
of chiropractic, coverage remains limited in terms of reimbursable services. These 
coverage constraints restrict a patient's ability to seek the treatment they need to promote 
their well-being. 
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By providing for early conservative chiropractic intervention, we may prevent many 
conditions that have neuromusculoskeletal origin from becoming more chronic and 
requiring more invasive procedures. One other aspect is the potential decrease in 
iatrogentic disease from intervention both medical and surgical that may have high risk 
for the patient. In fact, a 1999 Institute of Medicine publication entitled "To Err is 
Human: Building a Safer Health System" found that a substantial body of evidence points 
to medical errors being a leading cause of death and injury. Using conservative treatment 
provided by CAM providers could prove to be an important part ofthe solution to this 
problem. 

Payors as well as policy makers need to understand the value of illness/injury prevention 
and wellness and realize the lost productivity, compromised quality of life and the cost of 
health care dollars that are associated with failed treatment approaches. However, 
creating the value associated with these practices means bringing wellness back into the 
health care equation. The value of health care delivery in the context of a wellness 
paradigm has been virtually lost in budget neutrality wars, administrative benefit cuts and 
other scenarios as an expense that the patients must pay themselves. Once payors and 
policy makers begin to see the bottom-line cost savings involved in wellness and the 
promotion of health, one would hope that they embrace early and regular wellness 
interventions as a viable option. The ACA urges the Commission to incorporate the 
overall recognition ofthe cost-effectiveness of wellness and the promotion of health as 
provided by a CAM provider in its fmal recommendations to Congress. 

I would like to provide the commission with an example of a chiropractic primary care 
physician model in Illinois that stresses prevention over disease care and the remarkable 
cost savings this organization has had. Alternative Medicine Inc., (AMI) has a contract 
with HMO Illinois to utilize chiropractors as primary care physicians. AMI is a fully 
integrated medical delivery system that uses doctors of chiropractic as the portal to entry 
for all medical decision-making. AMI stresses prevention, using phamiaceuticals and 
surgery only as last resorts. Although the pilot program is still in its infancy, AMI is 
cuUing costs. According to Richard Sernat, MD, president of AMI, since its inception. 
AMI has reduced the rate of hospitalization, procedures, surgery and everything to do 
with inpatient care by approximately 75 percent compared to the values of allopathic 
treatments. 

The current health care system needs to allow for better-coordinated care between 
medical doctors and alternative providers and stress the importance of prevention. 
Medical students must be encouraged throughout their schooling to refer their patients to 
complementary and alternative care providers. In addition, it is critical that Doctors ot 
Chiropractic and other alternative care providers be included in interdisciplinary teams 
that center on early patient intervention is critical. As health care costs continue to rise, 
policy makers and payors must consider recognition and full reimbursement for wellness 
and preventative practices as a viable option to contain costs. 



Managing health care risk before it becomes unmanageable must rank as equally 
important as other business risks such as shifts in competition and market share. 
Including insurance reimbursement for treatment protocols that result in improved overall 
patient health, often at lower cost is a fundamental tlrst step in the right direction. 

Thank you for the opportunity to provide the views of the ACA. In closing, 1 would like 
to leave with the Commission this book entitled "The Chiropractic Profession" by David 
Chapman Smith. I hope that it will be a valuable resource to the commission as they 
move forward. Now, 1 would be happy to answer any questions you may have. 
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I am Lawrence A. Plumlee, a physician, formerly medical science adviser at the US EPA, and today representing 
the National Coalition for the Chemically Injured. We are concerned that chemical-pharmaceutical industries have 
turned toxicology into a laboratory specialty designed to rapidly move new products to market, while asserting that 
many chronic manifestations of toxicity are psychogenic in origin. Such manifestations of chronic toxicity include 
many cases multiple chemical sensitivities, autoimmune diseases, fibromyalgia syndrome, and chronic fatigue 
syndrome. There is great need for much more research to investigate the role of toxic chemicals in these 
syndromes. By failing to do this, patients are subjected to dangerous and ineffective psychiatric drugs which 
prolong the illnesses, thus selling more drugs because the causes are not recognized and eliminated. 

Furthermore, because the medical profession is so heavily influenced by these industries, there has also been a 
lack of research to investigate the role of nutritional supplements in enhancing improved metabolic function in these 
syndromes. And even when scientific double blind studies have found associations, such as the benefits ofthe 
fatty acid eicosopentanoic acid in migraine, rheumatoid arthritis, and ulcerative colitis, there is a failure to 
communicate such nutritional data to physicians and thus to enable most patients with these diagnoses to receive 
such less toxic, effective treatments. 

Another area requiring scientific research and better medical education is the induction of mild immunodeficiency 
by some toxic chemicals, with resultant superinfections by viruses, bacteria, parasites, and fungi. Often 
appropriate diagnosis and treatment of these infections will enable substantial gains in health, even though the 
body burden of chemicals or their damage, may remain uncorrected. Again, the effective use of antifungals for 
treating chronic fatigue syndrome has been shown in several double blind studies, yet the medical profession is not 
adequately educated about these studies to lead to changes in usual and customary treatments. 

Government medical education is needed to balance the extraordinary influence of the pharmaceutical industry. It 
will be difficult to acheive this when government itself is so heavily influenced by this wealthy industry, but idealistic 
persons can often make progress by acting in the public interest when it places their own careers in jeopardy. 
Persons receiving public funds owe the public nothing less than this. When satisfactory grant proposals are not 
forthcoming, contracts must be let to accomplish this work. 

References: 
1. David Overstreet and Veljko Djuric: "Links between multiple chemical sensitivity and asthma in a rat model of 
cholinergic hypersensitivity". Toxicology and Industrial Health 1999; 15(5): 517-521. North Carolina researchers 
bred a strain of rats (Flinders Sensitive Line) which are much more sensitive to cholinergic drugs and chemicals 
than standard rats. When exposed to very low levels of cholinergic drugs, pesticides, or ethanol, these rats 
experience much more fatigue, asthma, diarrhea, chills, and aggressive/depressive behavior than control rats. The 
symptoms experieinced by the rats are very similar to those of human patients with multiple chemical sensitivity 
and/or asthma when exposed to pesticides or other cholingergic chemicals. Additional work with chemically 
sensitive lab animals may yield much understanding to this phenomenon in humans. 
2. X van der Brempt, M. Mairesse, and C. Ledent: "Ketoconazole (K) in asthma: a pilot study". Journal of Allergy 
and Cinical Immunology, January 1994 (abstract). Belgian researchers entered ten corticosteroid-dependent 
asthmatic patients, who showed no evidence of a fungal infection, into a double-blind, placebo-controlled study. 
These observers found that four out of five of those treated with the systemic antifungal drug Nizoral improved after 
two weeks, while four out of five of the placebo group did not improve. No side effects of Nizoral were observed. 
They concluded that ketoconazole (Nizoral) might be beneficial in some asthmatic patients. Further studies are 
needed to investigate the mechanism of action and a possible steroid sparing effect of ketoconazole in asthma. 
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SUBMISSION ON HOSPITAL-BASED CENTERS 
WHITE HOUSE COMMISSION ON COMPLEMENTARY AND ALTERNATIVE 
MEDICINE POLICY 
December 4-5, 2000. Washington, D. 0. 

The Center for Integrative Medicine at O'Connor Hospital 
Sylver Quevedo, M.D., M.P.H. 

QUESTION 1 
Why and hov\/ did you decide to open your Center in a community Hospital? 

I believe strongly in the vision of integrative medicine, that is, taking the best ideas 
and practices of both conventional and alternative medicine and combining them. To 
be sure, this is sometimes difficult but it is my conviction that this approach offers the 
best chance of healing and recovery for patients. Furthermore, the structured and 
disciplined dialogue between practitioners of alternative medicine and conventional 
medicine will be good for both groups. A broader and more encompassing paradigm 
of medicine will emerge that will be both more humane and more effective. In this 
sense Integrative Medicine may actually be the medicine ofthe future. 

The Catholic Healthcare West organization, a consortium of over 50 hospitals, was 
interested in complementary and alternative medicine as a potentially new market 
area. They were impressed with the consumer interest and planning initiatives were 
explored in many hospitals. At O'Connor Hospital, we were able to form a physician 
focus group of established medical staff members who were quite committed to the 
Integrative Medicine vision. Because we were committed to integrating conventional 
and alternative medicine, the hospital and hospital community seemed the 
appropriate setting in which to develop this approach. 

QUESTION 2 
How did you determine the staffing and cam service mix? 

Our planning group surveyed key medical staff members regarding various 
complementary and alternative medicine modalities with four basic attributes in mind: 
safety, efficacy, acceptability to the medical staff and availability of practitioners. This 
proved to be an important consensus-building exercise as it involved medical staff 

A Member of Calliolic Healthcare Wesl 



leadership and many physicians who were not part of the planning effort. We held 
the conviction that as the medical staff became more familiar with CAM therapies, 
their resistance to them would diminish. This has happened and we are now 
developing the credentialing process to bring CAM therapies into the inpatient setting 
on the request of the medical executive body (chairs of departments). 

QUESTION 3 
What is the role of nursing in the access to and delivery of CAM products and 
practices in a community hospital based cam center? 

All patients undergo initial holistic nursing assessment and for the most part are seen 
by an internal medicine physician for initial assessment prior to referral for 
complementary therapies as appropriate. Case Management is used as the principal 
mechanism for ongoing supervision of care. The physician acts as the team leader in 
case management reviews with the various practitioners and the holistic nurse. 

QUESTION 4 
What are the keys to your success? 

In retrospect, the following principles have been important in our successes: 
• We believed in the vision of Integrative Medicine: That it is the medicine ofthe 

future. This movement has already changed American medicine irreversibly. 
• For Hospitals and Academic Medical Centers ~ Credentialing in CAM is an inside 

job and must be led by physicians who already have standing on the medical staff 
or faculty. 

• Medical care is ultimately a local endeavor, requiring local resources. When done 
well it is based on an intimate relationship and is done in community. Hence, 
integrative medicine approaches will be built on local resources, culture, history 
and each will have its own evolutionary trajectory. No single model of integrative 
care will suffice. 

• A structured formal credentialing process is critical for hospitals and academic 
medical centers. 

• A clear and well-articulated vision of what is meant by CAM or Integrative 
Medicine is essential to success. 

• Where possible build on and into existing programs. 
• Focus on relationship building with strategic partners. 

QUESTION 5 
What have you done to improve access to and delivery of CAM products and 
services to the underinsured, uninsured and medically underserved in your 
community? 

We have provided a good deal of charity care in our Center to underserved and 
underinsured patients. However this is not financially sustainable without separate 
funding. We have seen that it is often patients with chronic illness who would benefit 
from Integrative Medicine approaches and they are often those with the least 



resources. This is a major area for policy development as access to CAM services is 
limited for indigent patients. The current effort to include CAM in the services offered 
by Community Health Centers is a step in the right direction. 

QUESTION 6 
What policy recommendations do you have for the Commission? Please include 
your view on whether CAM should be accessed and delivered as a stand-alone or 
integrated with conventional care and why. 

• I believe that it is preferable to have CAM services integrated with conventional 
care where possible. This does not have to be in a single setting but does require 
collaboration. 

• "Culturally-Appropriate" Medical Care is Essential to Effectiveness - As we know 
from studies ofthe placebo effect, a person's belief system can have powerful 
effects on the efficacy of medical treatments. The vision of Integrative Medicine 
includes a respect for healing traditions that are sometimes regarded as outside 
the confines of western scientific medicine and provides an ideal perspective from 
which "culturally-appropriate" medical care can be delivered. 

• Reform of Medical Education to include Integrative Medicine 
• Broader insurance and financing for Integrative Medicine 

Respectfully submitted, 

Sylver Quevedo, M.D. 
Medical Director 
Center for Integrative Medicine 



Submission on Hospital-based Centers 

White House Commission on Complementary and Alternative 
Medicine Policy 

December 4-5, 2000. Washington, D.C. 

The Center for Integrative Medicine at O'Connor Hospital 
Sylver Quevedo, MD, MPH 

Initial Conception and Early Development 

It all started for us in 1997. I had just left the medical faculty at Stanford and was doing 
nephrology and intemal medicine at the O'Connor Hospital in San Jose, Califomia. O'Connor, 
a 300-bed hospital, had just become part of the Catholic Healthcare West (CHW) organization, 
a large 50-hospital consortium with operations in Califomia, Arizona and Nevada. A year earlier 
CHW had begun to develop a series of complementary medicine centers under the auspices of a 
new subsidiary they created called the American Centers for Health and Medicine. The flagship 
center was based in Phoenix, Arizona where CHW had acquired the practice of Sam Benjamin, 
MD. Dr. Benjamin had a large practice, which integrated complementary and conventional 
family medicine. He and Bemita McTeman (a Senior Vice President at CHW) championed the 
development of complementary medicine within the CHW organization. CHW and the 
American Centers group explored interest in complementary medicine among member hospitals 
through presentations in the San Francisco area. After attending one of these Sheila Yuter, then 
the Director of Business Planning for O'Connor Hospital became enthusiastic about bringing 
complementary medicine to O'Connor. She had a personal interest in it and saw the possibility of 
developing a new market where there was a good fit with consumer interest in the SF Bay area. 
Sheila convened a physician focus group on complementary medicine. I was part ofthe original 
group and shortly thereafter became the chief medical advisor to the hospital for the project. 

Sheila and I visited Phoenix 
D e v e l o p m e n t H i s t o r y several times during 1997 and 

1998 and met with medical and 
• 1996 CHW Develops American Centers for Health and administrative staff there. Dr. 

Medicine, Phoenix, Arizona Benjamin had moved to New 
York to start another 

• 1997 O'Connor Hospital (OCH) Planning Group in complementary medicine 
Complementary and Altemative Medicine program at the State University 

of New York (SUNY) in 
• 1998 OCH Board approves plan for the Center for Stonybrook. Dr. Howard 

Integrative Medicine (CIM) Silverman, a family physician 
and educator had followed in 

• 1998 CHW closes the Phoenix Center for financial reasons the role of Medical Director. 
The Phoenix center was 

• 1999 CIM opens altogether impressive. It was 
Figure 1 beautifully designed with feng 

shui principles in mind, plenty 
of attention to color and interior decor, and good patient flow characteristics. It was a large 
facility of approximately 14,000 square feet centrally located in Phoenix but unaffiliated with a 
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hospital or medical complex. Physicians and associated practitioners were on salary in a staff 
clinic model doing exclusively ambulatory care. I was inspired by the effort in Phoenix and by 
the Integrative Medicine movement in general. Here was a great opportunity to reinvent 
medicine from a broader perspective, more humane, more encompassing in concept and practice. 
Our plan was to start a second site at O'Connor under the American Centers umbrella, but with 
attention to the unique aspects of our local situation (Figure 2). 

Retuming to Califomia, we continued our 

Initial Plan for Organizing the " ^ f "̂8̂  "^ ' f '̂̂ ^ P^^f^^^^"^ g';°"P-
The hospital sponsored several physicians 

C I M to travel to complementary medicine 
meetings. Each of us on the committee 
made presentations on the specific area 
that we were investigating. I was in the 

Bef>in a Focus Group. Include members of the , r I-A- • c i i 
™ ^ 1 . ff J 1 * J second year of a Divinity School program 

and had become interested in the 
intersecfion of medicine and spirituality. I 

• ^ P™ '̂'̂ '" also attended and reported on the NIH 
• Build on existing programs and practices where Consensus Conference on Acupuncture. 

Others presented on homeopathy, massage 
'̂•̂ "'''̂  ̂  and bodywork, biofeedback, and more. 

We surveyed key medical staff members regarding various complementary medicine modalifies 
with four basic attributes in mind: safety, efficacy, acceptability to the medical staff, and 
availability of practitioners. This proved to be an important consensus-building exercise as it 
involved medical staff leadership and many physicians who were not part ofthe planning effort. 
Since a good relafionship with the medical staff was a founding principle for the program we 
were attentive to the development of key relationships (Figure 3). We emphasized that we were 
building on a foundation of the "best" of scientific medicine and that we were committed to 
working with the medical staff. We searched for deeper elements common to all healing 
traditions and avoided an approach defined by specific modalities or complementary therapies. 
We were impressed with the "Manifesto for a New Medicine" so well stated by Jim Gordon. We 
worked with this paradigm to understand it, articulate it, and make it our own. It has proven to 
be a unifying ideology and very important to 

Analyze the strengths and weaknesses of our 
institution and community 

medical staff, administration, and selected 
community partners 

Develop Key Relationships 

Medical Staff: Identify physician-champions, use 
physician member of the Focus Group to 
cultivate support 

Executive Body ofthe Medical Staff: Develop a 
credentialing process for practitioners of 
complementary therapies that this group 
endorses. 

Administration: Use Focus Group members 
again. Align Center goals with institution-wide 
goals in a strategic planning initiative 

Community Partners 

Figure 3 



Miy Integrative Medicine ? 

Build on a foundation of the "besf' of 
scientific medicine 

Work with the hospital, existing institutions, 
physicians, and the larger community 

Expand the dialogue on the meaning of 
health and healing 

Figure 4 

our success. Since this was largely uncharted 
territory we wanted to emphasize evaluation and 
research. Finally, our posture was that we had no 
"answers" and that our intention was to expand the 
dialogue on the meaning of health and healing 
(Figure 4). We chose to call our vision Integrative 
Medicine using the terminology promulgated so 
widely by Andy Weil (Figure 5). With this vision 
we developed plans for a model center. This was to 
include (1) an overarching Center for Integrative 
Medicine (CIM) which provided the administration 
and housed the practice, programs, and community 
activifies (2) a medical practice which was 
physician led and supervised, and (3) an Insfitute 
which was intended to support education and 
research activities. 

We remained in contact with the staff of the Phoenix program. They generously provided 
information on their experience and challenges. We became aware that they were having 
difficulty generating adequate revenue to support their operation. We studied their experience 
and teamed from it. In our planning we decided on an initial program that required low 
operating overhead and did not use a staff model with physician or staff salaries. We designed a 
small space of 3500 square feet. We borrowed what administrative support we could from 
existing hospital staff and started 
with a very small increment of 
new staff. Only 2 full time 
equivalents were to be added, one 
nurse and one receptionist. All 
the other staff members were to 
be private pracfitioners brought on 
with contractual agreements 
where the majority of their 
income was to be derived from 
direct patient care or services in 
the programs provided at the 
Center. 

A Vision for Integrative Medicine 

Holistic Approach 

Emphasis on Uniqueness 
of the Individual 

The Importance of 

Relationship and 

Community 

A Healing Partnership 

Self-Care 

Respect for Other Healing 
Traditions 

Working with Groups 

TTie Spiritual Nature of 

this Work 

A Relationship to Nature 

Figure 5 

with Patients 
In discussions with the physician 
focus group, we reviewed three 
possible scenarios for center 
development (1) a department of 
the hospital, (2) a joint venture with a private investment group and (3) a practice wholly owned 
by the physicians who started the group. The physicians involved all had established practices 
and were reluctant to assume the risk of starting a new group practice with many of the 
uncertainties involved. As a joint venture with private investors it was not clear whether the 
Center could develop freely without commercial pressures and that the hospital would be 
satisfied with its degree of control. During 1998, the Phoenix program began having serious 
financial difficulties and was facing a solvency crisis. Catholic Healthcare West began to doubt 
the financial viability ofthe original Centers concept and were hesitant to continue the 
development of their subsidiary the American Centers for Health and Medicine. At O'Connor 



Hospital, however a strong focus group had already developed and was gaining support from 
medical staff and hospital administrafion. Because of this, the effort confinued in spite of 
misgivings regarding the financial difficulties ofthe Phoenix program. O'Connor Hospital 
decided to assume the risk itself and fund the initial investment. The Center for Integrative 
Medicine was to be an ambulatory care center within the Hospital structure. Approximately 
$400,000 was allocated to fund initial start-up and operations with the expectation that the 
Center would be reaching self-sufficiency within approximately 18 months. The above plan was 
presented to the medical staff leadership and hospital board and approved in the late fall of 1998. 
I was appointed Medical Director and Tim Levers became Program Director. Shortly thereafter 
implenientafion efforts began. We wrote principles of practice (appendix 1) and policies and 
procedures goveming all of the complementary medicine modalities. We developed a 
credentialing strategy (appendix 2) and recruited professional staff. Califomia State Health 
Department licensure review was carried out early in 1999. Health Department reviewers told us 
that we are one of the first Integrative Medicine centers affiliated with a hospital to be reviewed 
and licensed in Califomia. On May 12, 1999 the Center was opened for patient care and 
programs. 

Initial Structure of the Center for 
Integrative Medicine 

• A Center of the Hospital, licensed as an 
ambulatory care center, participating 
in institufion-wide quality assurance 
activifies, under Department of Medicine 

• Physicians are all members of the Hospital 
Medical Staff 

• Treafing body, mind and spirit 
• Team approach to individual patients, 

physicians act as team leaders 
• Classes and group therapy to augment 

individual care 
• A commitment to work with referring 

physicians 
• Emphasis on evaluation and research 

Figure 6 

Key Assumptions and Decisions Used to Develop the Business Plan and Program. 

• Physicians or doctoral level professional staff would direct all program areas. 
• All physicians would be members of the hospital medical staff. 
• A stmctured formal credentialing process that paralleled the medical staff process would be 

used for the practitioners of the complementary therapies. Formal quarterly reports on 
Center progress would be provided to the Medical Executive Committee. 

• Program success was predicated on a good relationship with the hospital and its medical 
staff. 

• Third party payers would not be major source of revenue or support for development. 
• Direct patient care would not provide sufficient revenues to support all Center development. 

Diversification of revenue sources would be necessary. Revenues would be sought fi-om 



work with classes and groups, events, retail sales, and grant programs. Overhead should be 
kept at a minimum. 

• Incentives for practitioner income and practitioner productivity should be aligned. 
• There is sufficient interest on the part of consumers and the medical staff to support the 

development of integrative medicine in this community. 

Key Clinical Elements 

Physician Services 
Holistic Nursing 
Acupuncture and Traditional Chinese Medicine 
Therapeutic Massage and Bodywork 
Biofeedback, Hypnotherapy, Guided Imagery and Meditation 
Nutrition 
Psychological Care and Spiritual Guidance 
Programs in: Women's Health, Spirituality and Medicine 
Education and Support Groups 

Population Served and Methods of Triage and Co-management 

The Center was initially designed as a consultafive service with an emphasis on working with 
referring primary care physicians. Patients are referred by physicians and self-referred. During 
the first year of operations, all patients were accepted including those with marginal ability to 
pay. This is now being changed and a timeshare model is now being developed. Each 
practitioner will pay an hourly charge for use of the facility and will determine his or her own 
billing and collection procedures. All patients undergo initial holistic nursing assessment and for 
the most part are seen by an intemal medicine physician for initial assessment prior to referral for 
complementary therapies as appropriate. Case Management is used as a principal mechanism for 
ongoing supervision of care. The physician acts as the team leader in case management reviews 
with the various practitioners and the nurse provides day to day continuity in terms of patient 
management. The major challenges of this clinical model have been: 

1) The achievement of "integration". It requires significant commitment of time and effort to 
organize and integrate the care across different modalities. It is quite possible for 
complementary medicine to be offered in quite the same way as conventional specialty 
medicine with fragmentation and little or no communication between various practitioners. 
All providers of care must be committed to integration and collaboration or it will not occur. 
It is often a challenge to discuss cases because various practitioners sometimes use entirely 
different paradigms of care. Similarly, there is no standard case format or language 
consistently used to describe symptoms, signs, disorders, treatments or progress. Hence 
discussions are often idiosyncratic. Discussion of cases is sometimes quite a cross cuhural 
experience. So it is a challenge for the physician acting as a team leader to translate across 
paradigms and try to "integrate" the care in order to achieve the desired outcomes. 

2) A second challenge has been creating cohesion among a group of individual private 
practitioners. Since we are not operating as a staff or formal group model, there is little 
incentive for the individual practitioners to meet outside of patient care to discuss cases, talk 



about standards of care, leam from each other's approaches and explain the language and 
logic of their own approaches. 

Fiscal Realities 
The practice was initially intended to be a fee-for-service practice. We fully expected that third 
party coverage would be minimal for many of the complementary therapies that we hoped to 
offer and that authorization, billing, and coding would be time-consuming and difficult. We 
intended to give patients a "super-bill" so that they could bill their own insurance. However, as 
part of the hospital we were obligated to operate under the existing hospital contracts and accept 
third party coverage and contractual rates. During the first year of operation billing was handled 
centrally by administrative support staff. This proved to be cumbersome since coding for 
diagnosis and treatment in complementary medicine was difficult. Many claims were denied. In 
general, third party payment for complementary therapies has been poor. Physician's services 
have generally been reimbursed by third party payers and so have some acupuncture services. 
However, massage and bodywork, biofeedback, hypnotherapy, guided imagery and much of 
psycho-spiritual care has been paid directly by patients or written off as a loss. 

At present approximately 40% of our patients are fee for service and the remainder have third 
party coverage. We are now changing to an arrangement in which each practitioner pays a 
proportional timeshare rent for the use of the facility and defines billing and collection 
procedures for himself or herself directly with the patient. Practitioners will then do their own 
billing and collecting and decide if they will accept third party payers. 

Prospects for Growth 
During the first year of operation, patient utilization grew at approximately 20% per month to a 
stable total patient volume of approximately 300 patient encounters per month. We have not yet 
provided primary care for patients and have continued primarily as a consultative service. 
However, consistent requests by patients for primary care in our setting have led to plans for this 
in the coming year. This should result in additional growth. However, for individual practices to 
grow, third party coverage will be necessary. Substantial out of pocket expenses are incurred by 
the patients under the current model and this has limited the availability of care for many 
patients. Our educational programs and conferences have developed nicely with substantial 
increases in scope, content, and attendance anticipated for the coming year. We are in the 
process of developing a credentialing process to bring Integrative Medicine into the hospital. 
Our initial agreement was that credentialing for the complementary therapies would be limited to 
the outpatient setting. However, as the medical and nursing staff has become conversant with 
these therapies we have had numerous requests for acupuncture, massage therapy. Reiki, and 
integrative medicine consultation for inpatients. The medical staff leadership has asked the 
Center to design and lead this effort. This is intended to pave the way for bylaws development 
for a Department of Integrative Medicine in the hospital as part of the medical staff organization. 

Research 

Research and evaluation was emphasized during program planning. This was very important to 
the medical staff leadership, as they were hesitant to enter into the area of complementary 
medicine without this emphasis. Physician or doctoral level lead individuals were established 
over each of the modality areas with overall program responsibility residing with the medical 
director. A quarterly report to the medical executive committee at the hospital is regularly given 



concerning utilization and program growth and development. All patients complete a baseline 
and periodic health status measure (SF-12) as part of their usual care. However, quality 
assurance, patient outcome assessment, and formal protocol driven research with institutional 
review are still very much in the design phase. One study has been approved but not yet 
implemented. We are committed to participation in clinical research, including multi-site 
studies. The medical staff, the center administration and the individual practitioners are all 
interested in participating in clinical research. Clinical research and health services research 
would enhance the credibility and stature of the Center in the eyes of medical staff, the hospital 
and larger community. 

Philanthropy 

We have not solicited or received any major grants or donations from benefactors. We are only 
beginning discussions conceming the development of an Institute to support the Center activities. 
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Appendix 1 

CENTER FOR INTEGRATIVE MEDICINE 
AT O'CONNOR HOSPITAL 
PRINCIPLES OF PRACTICE 

The members of the Center for Integrative Medicine shall endeavor to practice the following 
principles of holistic health care: 

1. In the practice of holistic healthcare, the goal is healing the whole person, body, 
mind and spirit. 

2. The practice of self-care and personal development is integral to holistic health care 
and is a continuous process. The effort to balance what one gives to self and to 
others is essential to achieve and maintain wholeness. 

3. Professional staff shall approach health care practice with a sense of sacredness 
about their work. In so doing, they create and enhance the healing environment. 
They make it conducive to wholeness by bringing a spiritual perspective that 
conveys meaning and purpose in life. 

4. Catholic Healthcare West core values: Dignity. Collaboration, Justice, Stewardship, 
and Excellence shall be practiced in the Center. 

5. Recognizing the uniqueness of each individual patient, the professional staff shall 
endeavor to render care that is consistent with the patient's preferences, interests, 
culture and beliefs, family background, and hopes and dreams. 

6. Professional staff will practice interventions grounded in the theory of Integrative 
Medicine based on research and evidence where available and with a commitment 
to developing new knowledge, approaches, and evidence. They will use 
conventional scientific approaches, while simultaneously exploring new 
methodologies necessary to elucidate a broader paradigm of health and healing. 

7. Professional staff will encourage and allow patients to take responsibility for their 
own self-care, providing support, education and resources to the patient. They shall 
be willing to give up control of information and "knowing what is best" in order to 
minimize co-dependence and encourage autonomy ofthe patient. 

8. Holistic Healthcare regards both intellectual and empirical knowledge and intuitive 
and empathic knowledge to be important in the care of patients. 

9. Professional staff is committed to the study and acceptance of other healing 
t r a d itiO n S. Text by Deborah Quevedo, RN 



Appendix 2 

Centerfor Inte^ative Medicine atO 'Connor Hospital 

Credentialing Plan 

Philosophy - The Center for Integrative Medicine at O'Connor Hospital is an innovative effort to bring 
together, under one roof, a number of practitioners of Integrative Medicine. Integrative Medicine uses the 
broadest concept of health and healing and approaches the patient holistically, with attention to body, mind 
and spirit. In this effort, physicians, nurses, acupuncturists, massage and physical therapists, nutridonists and 
psychologists will work together in a team effort to provide holistic health care to patients. A credentialing 
strategy, which seeks to apply the highest possible standard for all practitioners, has been developed after 
thorough discussions and review of the experience in other states and in other institutions. An intemal 
program of review and approval for qualified practitioners, which is formal, stmaured and periodically 
reviewed, is herein presented. Such a program will develop standards which will assure that all of it's 
praaidoners are in compliance with extemal regulatory agencies but will simultaneously seek to further refine 
and develop these standards and promulgate them regionally and nationally with a concerted effort to 
education, research and quality improvement. 

Responsibility - The Credentials Committee of the Center shall hold the principal responsibility for 
credentialing for Integrative Medicine. The Medical Direaor will chair this committee. The Administrative 
Director will hold an ex-official position. Representatives of the credentialing body of the medical staff will 
be asked to serve to serve on the committee, as well as other individuals extemal to the Center but holding 
key positions at the O'Cormor Hospital. Outside individuals will be asked to serve in areas where special 
expertise is required. 

The physicians will be credentialed through the traditional medical staff system 

Methodology - Screening of applicants will be carried out in order to determine licensing, certification, 
training, competence, malpractice history, and recommendations from colleagues and peers. Screening 
materials will then undergo verification and the applicant's general desirability will be based on screening, 
interviews and pre-censorship where appropriate. The Medical Director will make the recommendations to 
the Credendals Committee and approval or denial will follow. Credentials Committee action will be reported 
to the administrative officers by the Medical Director. 

"Within each of the complementary medicine areas, the scope of practice, the responsibility and authority of 
practitioners and the methods of performance evaluation and praaice monitoring will have been established 
in the policies and procedures goveming the center. 

Performance Measurement - In an activity, which will be defined subsequendy, the credentialing committee 
will also engage in performance measurement and monitoring for practitioners. The principal approach 
herein will be educational, but efforts wUl be made to conduct patient satisfaction studies, to process patient 
feedback, to review incident reports and practitioner comments and complaints. 

Patient's Outcome Monitoring Program - A program is being developed in collaboration with the 
Stanford Center for Disease Prevention and the Complementary and Altemative Medicine Program at 
Stanford to condua ongoing outcome studies of patients treated at the Center. Systematic collection of data 
on both clinical and functional outcomes will be part of the "usual care" process. More formal protocol 
driven clinical studies will also be conducted periodically. 

Presented to Medical Exeaitiie Camnttee January 8, 1999. 
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Sylver Quevedo, M.D., M.P.H. 
Dr. Quevedo graduated with honors in biology from the University of California at 
Berkeley. He earned his medical degree at Harvard Medical School, while 
simultaneously earning a Masters of Public Health at the Harvard University 
School of Public Health. After training in Family and Community Medicine he 
worked in and developed Community Health Centers for several years. His 
postdoctoral training further includes Internal Medicine, studies in law and public 
policy at Stanford Law School and a fellowship in Nephrology and Medicine at 
Stanford University Medical Center where he was Robert Wood Johnson 
Foundation Clinical Scholar. He was subsequently Clinical Assistant Professor 
of Medicine at Stanford and Medical Director of the Artificial Kidney Unit at the 
Santa Clara Valley Medical Center. 

In 1995, he joined the O'Connor Hospital Medical Staff in the practice of 
Nephrology and Internal Medicine. His areas of interest are quality of life and 
disease reversal in chronic illness, the phenomenology of healing, the 
intersection of spirituality and medicine and the comparative study of healing 
traditions. He is the founding Medical Director of the Center for Integrative 
Medicine at O'Connor Hospital in San Jose, California. 
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Sylvestre Grade Quevedo, MD, MPH 
(b)(6) 

Cupertino, Califomia 95014 
(408) 283-7626 Telephone 
(408) 283-763 3VoiceMail 
(408) 283-7628 FAX 
squevedo(@chw.edu 
squevedo(gearthlink.net 

CURRENT POSITIONS 

CURRICULUM VITAE 

Medical Director 
The Center for Integrative Medicine 
at O'Connor Hospital 
455 O'Connor Drive, Suite 170 
San Jose, CA 95128 

Attending Physician 
Department of Medicine 
O'Connor Hospital 
2105 Forest Avenue 
San Jose, CA 95128 

Consultative Nephrology and Intemal Medicine 
South Valley Nephrology Associates 
2039 Forest Avenue, Suite 301 
San Jose, CA 95128 

PROFESSIONAL ACTIVITIES 

1989-1998 Clinical Assistant Professor of Medicine 
Department of Medicine 
Stanford University School of Medicine 
Stanford, CA 94305 

1989-1995 

, 1989-1995 

Attending Physician 
Department of Medicine 
Santa Clara Valley Medical Center 
751 South Bascom Avenue 
San Jose, CA 

Clinical Assistant Professor of Medicine 
Department of Medicine, Division of Nephrology 
Stanford University School of Medicine 
Stanford, CA 
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1989-1994 Associate Chief, Division of Nephrology 
Medical Director, Artificial Kidney Center 
Santa Clara Valley Medical Center 
San Jose, CA 

1995-2000 Consulting Physician 
Nephrology & Intemal Medicine 
Kaiser Hospital, Santa Clara, CA and 
Santa Teresa Hospital & Medical Center 
San Jose, CA 

1991-1994 Member, Vice-Chairman and Chairman, 
Board of Directors, Professional Group-
Santa Clara Valley Medical Center, Inc. 
San Jose, CA 

1988-1994 Member, Board of Trustees 
American Kidney Fund 
Rockville, MD 

1992-1995 Member & Chairman, Board of Directors 
Transpacific Renal Network 
Sausalito, CA 

1992 Member, Medical Review Board 
Transpacific Renal Network 
Sausalito, CA 

1988-1989 
Attending Physician 
Nephrology and Intemal Medicine 
Santa Teresa Hospital and Medical Center 
260 Intemational Circle 
San Jose, CA 

1985-1987 Staff Physician 
Medical Clinics 
Santa Clara Valley Medical Center 
San Jose, CA 

1982-1985 Clinical Assistant Professor of Family, 
Community and Preventive Medicine 
Department of Family, Community 
And Preventive Medicine 
Stanford University School of Medicine 
Stanford, CA 
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1981-1984 Associate Member, Medical Staff 
San Jose Hospital and Health Center 
San Jose, CA 

1981-1988 Member, Advisory Council 
Member, Latino AIDS Education 
And Prevention Committee 
Chairman, Committee on Medical Education 
South Bay Area Health Education Center 
San Jose, CA 

1980-1983 Private Consulting, Health Services Development 

1979-1980 Member, Medical Staff 
St. Mary Corwin Hospital 
Pueblo, CO 

1980 Member, Perinatal Care Committee and 
Emergency Disaster Committee 
St. Mary Corwin Hospital 
Pueblo, CO 

1979-1980 Member, Medical Staff 
Parkview Hospital 
Pueblo, CO 

1979-1980 Member, Project Review Committee 
Southeastern Colorado Health Systems Agency 
Colorado Springs, CO 

Performed certificate of need reviews, 
proposed use of Federal funding 
reviews and regional planning 

1978-1979 Chairperson, Task Force on Ambulatory Care 
Data Policy Committee of the Southeastern 
Colorado Health System Agency 
Colorado Springs, CO 

1976-1980 Medical Director and Staff Physician 
Pueblo Neighborhood Health Centers, Inc. 
1213 North Elizabeth Street 
Pueblo, CO 

Organized and developed a new 
community health center, community-
based and federally-sponsored. 
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1976-1980 Clinical histructor 
Department of Preventive Medicine 
University of Colorado School of Medicine, Denver, CO 

1976-1977 Instructor, Department of Political Science 
University of Colorado 
Denver, CO 

EDUCATION AND POSTDOCTORAL TRAINING 

1996-1998 Divinity Student 
The Center for Spiritual Enlightenment 
1146 University Ave. 
San Jose, CA 

1985-1988 Clinical Scholar 
Robert Wood Johnson Foundation 
Department of Medicine 
Stanford University School of Medicine 
Stanford, CA 

1985-1988 Postdoctoral Fellow 
Division of Nephrology 
Stanford University Medical Center 
Stanford, CA 

1983-1985 Resident Physician 
Department of Medicine 
Santa Clara Valley Medical Center and 
Stanford University Affiliated Hospitals 
Stanford, CA 

1980-1982 Postdoctoral Studies in Law and Public Policy 
Stanford Law School 
Stanford University 
Stanford, CA 

1975-1976 Intemship 
Department of Family and Community Medicine 
University of Arizona School of Medicine 
And Affiliated Hospitals 
Tucson, AZ 

1973-1975 Master of Public Health (MPH) 
Harvard University, School of Public Health 
Boston, MA 
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1971-1975 Doctor of Medicine (MD) 
Harvard Medical School 
Boston, MA 

1968-1971 AB with Honors in Biology (Zoology) 
University of Califomia 
Berkeley, CA 

PROFESSIONAL CONSULTING 

1999-Present 

1998-2000 

1993-1995 

1982-1983 

Extreme Health, Inc. 
Alamo, CA 94507 

O'Connor Hospital 
San Jose, CA 

Spectra Renal Labs 
Milpitas, CA 

Consulting Physician 
National Farmworkers Health Group 
Salinas, CA 

Developed and implemented plans for a private medical group to serve members 
for the United Farmworkers Union Board of Directors. 

1980-1982 Acting Medical Director and Staff Physician 
Family Health Foundation of Alviso 
Alviso, CA 

Together with Dr. Paul O'Rourke, devised and implemented a corporate reorganization of a 
community health center with a ten million dollar budget, multiple sources of public funding and 
facing financial crisis due to decremental funding. 

1980 Consulting Physician 
Benton-Franklin Rural Health Clinic 
Northwest Rural Opportunities and 
US Department of Health and Human Resources 
1908 North 4th Street 
Pasco, WA 99301 

Organized and developed a new health center for migrant farmworkers in conjunction with a 
local economic development corporation and US Department of Health and Human Services. 
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SCIENTIFIC AND PROFESSIONAL ASSOCIATIONS 

American Association for the Advancement of Science 
Washington, DC 

American College of Physicians 
Chairman, Health and Public Policy Committee of Northern Califomia 
Member, Membership and Awards Committee 
Philadelphia, PA and San Francisco, CA 

American Public Health Association 
Washington, DC 

Committee on End Stage Renal Disease 
Institute of Medicine 
National Academy of Sciences 
Washington, DC 

Council on the Kidney in Cardiovascular Disease 
American Heart Association 
Dallas, TX 

Califomia Academy of Science 
San Francisco, CA 

Foundation for Mind Being Research 
Los Altos, CA 

Institute of Noetic Sciences 
Sausalito, CA 

New York Academy of Science 
New York, NY 

Society for General Internal Medicine 
Task Force on Social Responsibility 
Washington, DC 

Society for Scientific Exploration 
Stanford, CA 
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CERTIFICATION AND MEDICAL LICENSURE 

1985 Diplomate, American Board of Intemal Medicine 

1976 Diplomate, National Board of Medical Examiners 

1980-Present California License G042355 

1976-1983 Colorado 

1980-1983 Washington and Arizona 

INVITED PRESENTATIONS 

"Complementary and Altemative Medicine: Practical Applications and Evaluations-The Center 
for Integrative Medicine at O'Connor Hospital, Catholic Healthcare West" 
Presentafion given in San Francisco, CA on October 15-17, 1999. The Stanford Center for 
Research in Disease Prevention at the Stanford University School of Medicine and Center for 
Altemative Medicine Research and Education, Beth Israel Deaconess Medical Center, 
Harvard Medical School. 

"Cross-Cultural Issues in the Assessment of Health Status." Presentation given at the Technical 
Assistance Workshop #2. March 2-4, 1993, New Orleans, LA. Center for Medical Effectiveness 
Research, Research Centers on Minority Populations. Agency for Health Care Policy and 
Research, US Health Care Financing Administration. 

"Quality of Life in the Treatment of End Stage Renal Disease." Testimony on behalf of The 
American Kidney Fund before the Insfitute of Medicine, Nafional Academy of Sciences. May 5, 
1989, Chicago, Illinois. 

"The Epidemic of Renal Failure among Native Americans." Tesfimony before the Nafional 
Kidney and Urologic Diseases Advisory Board. Nafional Insfitutes of Health. March 17, 1988, 
Los Angeles, Califomia. 

PUBLICATIONS 

Articles and Book Chapters 

Quevedo S.G. Quality of Life in Pafients with End-Stage Renal Disease: A Clinician's View. 
American Kidney Fund Nephrology Letter, May 1992; 8:13-20. 

Quevedo S.G. Renal and Electrolyte Disorders. In A.A. Louis, Handbook of Difficult 
Diagnosis. NewYork: Churchill Livingston, 1990. 

Quevedo S.G. The Apparent Epidemic of Diabetes and Renal Disease Among American Indians. 
Nephrology News and Issues, August, 1989. 
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Quevedo SG, Young JH, Carrie BJ, Holman HR. Continuous ambulatory peritoneal dialysis: 
bridging the gap between evaluafion and pracfice in chronic illness. Annals of Intemal Medicine, 
1986; 104:430-432. 

Kappy M, Levinson D, Quevedo S, et al. Failure to thrive: a case study in comprehensive care. 
Joumal of Family Pracfice, 1976; 3:659-664. 

Johnston D, Kerr D, Pyeritz R, Quevedo S, et al. Biosocial medical education. 
Boston, MA, 1974. 

Johnston D, Kerr D, Pyeritz R, Quevedo S, et al. The program in biosocial medicine. Harvard 
Medical Alumni Bulletin, 1973; 48:20-25. 

Johnston D, Kerr D, Pyeritz R, Quevedo S, et al. The curriculum. New England 
Joumal of Medicine, 1973; 288:541-542. 

Abstracts 
Quevedo SG. Esfimating the impact of illness in a Spanish-speaking population. 
Robert Wood Johnson Foundation, Princeton, NJ. 1987. 

Quevedo SG. The public hospital as provider of last resort: the case of uninsured 
patients with end stage renal disease. Robert Wood Johnson Foundation, 
Princeton, NJ. 1986. 

Quevedo SG. The Decline of Quality and Access in Health Care for Minority 
Populations. Minority Health Issues Conference Proceedings. University of Califomia School 
of Public Health. Berkeley, CA. 1987. 

COMMUNITY SERVICE AND VOLUNTEER ACTIVITIES 

1996-1997 Member, Interim Board of Directors 
Family Health Foundafion of Alviso 
San Jose, Califomia 

1975-1976 Physician, Clinic of the Tradifional Indian Alliance. 
Tucson, AZ 

1974-1975 Member, Committee of Admissions 
Harvard Medical School 
Boston, MA 

1973 Participant, National Conference on Health 
Manpower, Department of Health, Education and 
Welfare, Division of Health Manpower, Howard 
University, Washington, DC 

1971-1974 Member, Advisory and Admissions Committee, 
Harvard University Health Careers Program 
Cambridge, MA 
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1969-1971 

LANGUAGES 

CURRENT REFERENCES 

Member, Honors Students Society 
University of Califomia 
Berkeley, CA 

English and Spanish 

On Request 

revised 10/00 
curvita.doc 
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12/5/00 

To: White House Commission on Complementary and Alternative Medicine 

From: Michael J. Rohrbacher, PhD., MT-BC, 
Director of Music Therapy 
Shenandoah University 
Winchester, VA 22601 

re: oral statement on behalf of the Certification Board for Music Therapists, Inc. 

Opening remarks: Good afternoon. My name is Michael Rohrbacher. I serve 
as Director of Music Therapy at Shenandoah University in Winchester, Virginia. On 
behalf of the Certification Board for Music Therapists, I wish to thank the Commission 
for the opportunity to present the following five points regarding the profession of 
music therapy and its credentialing process. 

1. Definition: As defined by the American Music Therapy Association, music 
therapy is the use of music in the accomplishment of therapeutic aims: the 
restoration, maintenance, and improvement of mental and physical health. Music 
therapists work with individuals of all ages who require special services because of 
behavioral, social, learning, or physical disabiUties. Employment may be in hospitals, 
special education programs, mental health centers, substance abuse facilities, nursing 
homes, hospice, rehabilitation, correctional facilities, prevention and wellness, or 
private practice. Over 3,700 individuals currently hold AMTA membership. The 
AMTA sets standards and identifies competencies for the practice of music therapy, 
and establishes criteria for the education and training of future music therapists. 
Nationwide there are 69 undergraduate music therapy programs, 25 graduate 
programs, and 159 internship sites approved by AMTA. 

2. Credentials: The Certification Board for Music Therapists, Inc. (CBMT), was 
created in 1983 to serve as the credentialing body for music therapists. CBMT is 
administratively and financially independent of the American Music Therapy 
Association. The mission of CBMT is to evaluate individuals who wish to enter, 
continue and/or advance in the discipline of music therapy through a certification 
process, and to issue the credential. Music Therapist-Board Certified (MT-BC), to 
individuals who demonstrate the required level of competence. 

3. Accreditation: CBMT is a member of the National Organization for Competency 
Assurance. CBMT is accredited by the National Commission for Certifying Agencies 
(NCCA). The NCCA accreditation standards address areas certification boards must 
adhere to, including organizational structure, exam development and administration, 
test validity and reliability, recertification requirements, public protection and 
information, and responsibilities to candidates, certificants, employers and the public. 
CBMT has been accredited by NCCA since 1986. 
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4. Representation; Persons holding the credential, MT-BC, have successfully 
passed the CBMT certification examination, demonstrating the knowledge, skills and 
abilities necessary to practice at the current entry level of the profession. To be eligible 
to sit for this national examination, candidates must have completed an 
undergraduate degree in music therapy or equivalent, including the 6 month 
intemship, from a program approved by the American Music "Hierapy Association. 
The CBMT national examination is now offered at over ICQ computer-based testing 
sites throughout the United States. The examination itself is updated every five years 
to remain current v^th the profession. This is accomplished through a nationwide, 
job analysis survey distributed to credentialed music therapists. CBMT also offers a 
Recertification Program in which board certified music therapists must accrue 100 
continuing music therapy education credits every 5 years in order to demonstrate 
continued competence and growth in current music therapy practice. Board certified 
music therapists must also adhere to the CBMT Code of Professional Practice. Today, 
there are approximately 3,400 credentialed music therapists. 

5i Vss; Increasingly, the MT-BC is used by consumers, employers, personnel 
boards and facilities to identify competent music therapists. For example, the state of 
Wisconsin requires civil service agencies to contact CBMT to determine if an applicant 
for a music therapy position holds a current MT-BC credential. The Michigan State 
Department of Education requires MT-BC for employment in special education. Also, 
in Winchester City and Frederick County, Virginia, where I am from, all music 
therapy contracts in public school special education programs and at the Winchester 
Medical Center require music therapists to hold the credential, MT-BC. 

Summary: To summarize, national certificahon programs such as those accredited 
by the National Commission for Certifying Agencies, including CBMT, offer 
credentialing standards consistent with state licensure in a cost effective and uniform 
manner. Again, I thank you for this opportunity to present information on the 
profession of music therapy and its credentialing process. 

For further informarinn. olgase cnntart;; 

Certification Board for Music Therapists, Inc. American Music Therapy Association, Inc. 
506 East Lancaster Ave., Suite 102 8455 Colesville Road, Suite 1000 
Downingtown, PA 19335 Silver Spring, MD 20910 
tel: (800) 765-2268; or (610) 269-8900 tel: (301) 589-3300 
fax: (610) 269-9232 fax: (301) 589-5175 
e-mail: info@cbmt.com e-mail: infb@musictherapy.org 
web site: www.cbmt.com web site: www.musictherapy.org 

Michael J. Rohrbacher, PhD., MT-BC 
Director of Music Therapy w: (54L0JL6_65r.45.6i) 
Shenandoah University h: | (b)(6) ~] 
1460-University Drive f: (540) 665-5402 
Winchester, VA 22601 e: mrohibac@su.edu 
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Materials Research Laboratory „oy(S)Dsu.cdii 

University Park PA 16802 http://www.mrl.psu.edu 

Evan Pugh Professor of the Solid State Emeritus • Professor of Ceochemi.s-try. Emeritu.K 
Professor of Science, Technology & Society, Emeritus • Visiting Professor of Medicine. Univer.'iitv a/ An:oiw 

• Distinguished Professor of Materials. Arizona State University 

December 4, 2000 

Submitted to: 

White House Commission on Complementary and Alternative Medicine Policy 
c/o Department of Health and Human Services, Washington, DC 

Comment on the Access and Delivery of Complementary and Altemative Medicine 
Services: Use. Effectiveness and Delivery Systems. 

These comments are made by Professor Rustum Roy, Visiting Professor of Medicine at 
the University of Arizona, and Founding Director of the Materials Research Laboratory 
at Pennsylvania State University. He is also a Founder and Chairman of Friends of 
Health, a 501(c)(3) organization, and of its Science Advisory Committee. Friends of 
Health provides the bridge from the Whole Person Healing (our preferred term for CAM) 
community to the community of traditional scientists and engineers. 

The Commission has focused this hearing on two very important issues facing the nation, 
and I address them in tum. 

1. It is obvious that with the tidal wave of citizen and patient interest in whole 
person healing, healthcare providers will have a difficult time keeping up with 
let alone having "access to CAM practices and interventions." 

This is a critical issue which needs some kind of emergency intervention. 
Among the half-million physicians in the U.S., it is highly unlikely that more 
than a few percent could be said to have "ready access to CAM practices." 
What can be done? The University of Arizona's Program in Integrative 
Medicine, under Professor Andrew Weil, is the acknowledged leader in the 
field. Yet it has been training only four fellows per year. While its pioneering 
curriculum development has triggered a dozen similar programs in various 
Universities, this will do very little for the general population of physicians 
and other providers. The University of Arizona's current Distance Learning 
program for off-site providers could handle perhaps 400 per year (actually 42 



in Year 1). This program has been carefully thought out and fully developed, 
and a dozen other institutions have developed or are developing their own 
versions of it. What it needs is a vast expansion and copying with local 
adaptations by other organizations, not only Universities. 

For the healthcare providers to be made even literate in whole person healing, 
and to be competent to refer patients to whole person healing practitioners, 
will require a crash program on whole person healing by on-line and other 
distance leaming methods. 

For patients, the print and broadcast media have been the principal educators. 
This will continue and indeed expand as whole person healing becomes ever 
more mainstream. The main help to be given here would be to fund activities 
by the major University and other institutional leaders to provide sound input 
to these media channels. 

I want to point, however, to two populations that are missed by this process. 
First are the mainstream (non-PBS) public. Demographics from Professor 
Andrew Weil's newsletter confirm that these devotees of whole person 
healing are definitely upper-middle class. Information and education and 
possibly routes to access need to be rapidly disseminated, especially to the 
economic lower half of the U.S. population. The marketplace cannot do this. 
A crash program using not-for-profit agencies such as churches, community 
agencies, etc., will help. 

The second population - the scientist, engineer population - is a very special 
and significant one. The reason for this is that this group is often cited as 
being critical of the value of whole person healing, indeed of its validity. 
Here the remedy is more specialized. An ear-marked program at the $1 to $2 
million per year level funded under whole person healing in a new separate 
education program targeting scientists and engineers could help meet this 
need. 

2. In order to meet all these needs it is clear that new separate programs for 
"whole person healing related education" are needed. This is not research. 
The program could be jointly administered by whole person healing agencies, 
possibly NCCAM, and the National Science Foundation (using the latter's 
experience in science education). Ramping up from $10 million to about $30 
million in 3 or 4 years would be an appropriate level of effort. 
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AMERICAN ACADEMY 
OF MEDICAL ACUPUNCTURE 
5820 Wilshire Boulevard, Suite 500 
Los Angeles, California 90036 
213 937 5514 • 213 937 0959 FAX 

TO: Members of The White House Commission On Complementary 
and Alternative Medicine Policy 

FR: Marshall H. Sager, D.O. 
President-Elect 
The American Academy Of Medical Acupuncture 

RE: December 4-5 Commission Meeting on Guidance for Access to, Delivery of, and 
Reimbursement for Complementary and Alternative Medicine Practices and Inter­
ventions. 

INTRODUCTION 
The ancient medical modality of acupuncture Is rapidly evolving as an effective complimentary 
paradigm within the framework of modern American medicine. Since President Nixon's trip to 
China In 1972, and the New York Times' James Reston's dramatic appendectomy during that 
trip, Interest In, and the popularity of, acupuncture has surged In America. This popular pres­
sure has led to scientific Investigation of acupuncture's physiologic Impact by the World Health 
Organization and, most recently, by the National Institutes of Health (NIH). Studies by these 
august bodies have concentrated on pain management and various disease entities and health 
problems as well as the integration of acupuncture Into contemporary medical practice. The 
results of these studies have been positive and enlightening, lending credence to the efficacy of 
acupuncture - a medical paradigm which has persisted for more than 5,000 years. 

Medical Acupuncture, as distinguished from acupuncture, is the clinical discipline of acupunc­
ture as practiced by a physician who is also trained and licensed in western bio-medicine. With 
Its foundations In conventional biomedicine and ancient Chinese medical theory and practice. 
Medical Acupuncture has become an Integrated therapeutic model. Incorporating the best of 
classic and contemporary acupuncture traditions and conventional western bio-pharmacology. 
A physician who practices Medical Acupuncture offers a uniquely comprehensive approach to 
patient health care ~ the best of both worlds. 

Physicians who practice Medical Acupuncture treat as wide a spectrum of medical challenges 
as do their western bio-medlcally-orlented counterparts. The distinction lies In basic philosophy. 
While western physicians treat problems people have, the Medical Acupuncture physician treats 
people with problems. With Medical Acupuncture, the concentration Is on the well-being and 
health of the whole person. The goal Is to restore the Individual to a state of balance and har­
mony within him/herself and with his/her environment. This is in contrast to the traditional west­
ern medical approach which concentrates on ameliorating or combating a particular problem or 
symptom. As the Medical Acupuncture physician Is well versed In both western and eastern 
paradigms, he/she can combine acupuncture effectively with conventional medical or surgical 
Interventions. 



The American Academy of Medical Acupuncture (AAMA) has experienced an approximately 20 
percent annual membership Increase over the last 5 years. Its current membership Is approxi­
mately 2,000 physicians. As the only medical specialty society for physicians practicing acu­
puncture in North America, the AAMA is a leader In establishing and maintaining the highest 
standards of training and continuing education in practice of Medical Acupuncture. The AAMA Is 
committed to the pursuit of excellence In this field of medicine and will continue to maintain this 
ideal as its highest priority. 

Just as there are many sub-specialties within western medicine, so there are multiple disciplines 
within the practice of Medical Acupuncture, both classical and contemporary, all represented in 
the AAMA's membership. The training and practice requirements for membership In the AAMA 
are based on International standards ofthe World Health Organization, the World Federation Of 
Acupuncture-Moxibustion Societies, and The International Congress For Medical Acupuncture 
And Related Therapies (WHO, WFAS, ICMART) and have served as a model for state licensure 
of medical acupuncture physicians, hospital practice privileges, liability coverage and third party 
reimbursement. 

DEFINITION OF MEDICAL ACUPUNCTURE AND PHYSICIAN RIGHTS 
Acupuncture practice by physicians falls within the scope ofthe practice of medicine. Medical 
acupuncture specifically represents the use of acupuncture by fully trained and licensed physi­
cians. By effectively combining the practices of western and eastern medicine, the Medical Acu­
puncturist fills a unique and critical role in patient care. We reiterate - the best of both worlds. 

The AAMA adamantly believes that appropriately trained Medical Acupuncture physicians must 
be permitted to use his/her knowledge and skill to benefit his/her patients. Healing is both an art 
and a science. The ability to help and to heal is the ultimate privilege. Understanding the depth 
of commitment of physician acupuncturists and regulating their practice rights must come from 
one's peers. Therefore, the AAMA contends that, as is the case with any other medical spe­
cialty, regulation of physicians practicing acupuncture should appropriately fall under the pur­
view of the respective stated medical boards 

Incredulously, the medical acupuncturists' private practice rights are currently threatened by the 
restructuring of health care delivery and reimbursement. The AAMA seeks protection ofthe 
physician acupuncturists' rights, appropriate endorsement by the conventional medical estab­
lishment and recognition by health care providers of medical acupuncture physicians whose 
practice may be uniquely different from that of their other medical colleagues as well as non-
physician acupuncture practitioners. 

ACUPUNCTURE QUALIFICATIONS FOR PHYSICIANS 
The AAMA requires all members to be graduates of accredited American medical schools with 
more than 4,000 hours of allopathic education and licensed to practice medicine in their State. 
Many of our members will additionally pursue a post-doctoral specialty training program involv­
ing 5000 or more hours over the course of many years. In addition, the AAMA requires 200 
hours of formal, approved acupuncture instruction, consisting of 120 hours of didactic education 
and 80 hours of clinical training followed by two years of clinical acupuncture practice. Satisfac­
tion of each and every one of these requirements entitles a physician acupuncturist to Full Prac­
tice Membership in the AAMA. The AAMA also requires each member physician to fulfill 50 
hours of approved continuing education in acupuncture every three years. These requirements 
are consistent with the world-wide standards established by the Worid Health Organization and 
the Worid Federation of Acupuncture/Moxibustion Societies, and The International Congress 
For Medical Acupuncture And Related Therapies (WHO, WFAS, ICMART). 



After completing comprehensive training, medical acupuncture physicians are eligible to sit for 
an exhaustive examination which may lead to board certification through the American Board of 
Medical Acupuncture, following additional educational requirements, practice experience and 
professional references. This examination Is the most comprehensive measure of expertise in 
the multiple disciplines of acupuncture in the world and Is considered internationally as a model 
of excellence. 

COMPLEMENTARY AND ALTERNATIVE MEDICINE ACCESS, DELIVERY AND REIM­
BURSEMENT 
It is of little value to have the potential for receiving the best medical care in the worid if access 
to that care it is routinely blocked. This is precisely the case with delivery of Medical Acupunc­
ture services throughout America. In addition, this problem is critically and sadly magnified for 
the elderiy ~ those who would most benefit from easy access to Medical Acupuncture. 

Reimbursement for Medical Acupuncture services is sparse, at best in 21"' century America. 
Essentially, these medical services are limited to those patients who can afford to pay out of 
pocket. While physicians are routinely reimbursed by third party payers for conventional West­
ern medical paradigm related services such as Evaluation and Management (E&M), rehabilita­
tion, inoculations and the like, payment for and access to the ancient, well-respected and effec­
tive medical practice and intervention of Medical Acupuncture is generally denied. This is Il­
logical and disturbing, especially when we consider caring for our elderiy - those who could 
benefit significantly from easy access to Medical Acupuncture therapy. Let us not forget that the 
elderiy suffer from chronic and painful problems which are often uncontrolled by bio-
pharmaceuticals. Let us also not forget that our elderiy are most likely to suffer from drug Inter­
actions and adverse side effects. And finally, let us not forget that Medical Acupuncture is side-
effect free, painless and effective. Those of us, who care respectfully request — no, insist that 
this inequity be remedied. 

Unfortunately, there Is no "quick fix' to this problem. It must begin with today's medical students 
and extend to continuing medical education programs throughout the nation. Medical students 
and physicians must be educated about the use and effectiveness of all complimentary medical 
modalities, especially Medical Acupuncture. And they must understand that, when adminis­
tered by a licensed physician, Medical Acupuncture is an ideal compliment to traditional western 
drug and surgical Interventions. They must understand its benefits and applications so as to be 
able to inform their patients of the conventional, complimentary and alternative medical options 
and choices available to them. And they must understand that Medical Acupuncture is not a 
threat to their practice. It is an enhancement to their success. 

In the present medical reimbursement climate, knowledgeable physicians who prescribe com­
plimentary and alternative medical interventions must constantly weigh the insurance coverage 
considerations against the out-of-pocket burden both for themselves and their patients. Being 
able to assess every patient from both Western and Eastern vantage points represents a re­
markable advantage for the patient. Again, we repeat, the best of both worids. Insuring that 
physician acupuncturists are appropriately compensated for their expertise and time insures the 
integrity of the practice of Medical Acupuncture and the safety of the patients. The best and the 
brightest will not be able to afford the extraordinary amount of time and emotional commitment 
to learning this complex paradigm if they will not be appropriately compensated at the end of 
their efforts. 

This fact of non-reimbursement for physician acupuncturist is causing a strain on our healthcare 
system. The fact that most health care plans do not reimburse for physician acupuncturists has 



forced patients from their primary medical care providers and out ofthe healthcare system. This 
tends to fractionalize health care. Furthermore, a disparity In health care delivery that borders 
on discriminatory is created with the poor patient unable to participate because of limited out-of-
pocket resources. 

Finally, we must look at hospital care in America. Eariier I mentioned famed columnist James 
Reston. In China, he benefited from acupuncture analgesia and anesthesia. Yet, in America 
there is a virtual dearth of Medical Acupuncture in the hospital setting. This must be changed. 
Hospitalized patients can benefit enormously from Medical Acupuncture to alleviate pain and 
expedite recovery. Medical Acupuncture saves money. Patients recover faster. Post hospitali­
zation office visits are reduced. Everyone benefits. 

In fact, that is the main point of my presentation. Medical Acupuncture creates win-win scenar­
ios. Patients benefit by a speedy recovery and bio-pharmaceutlcal reduction. Surgeons benefit 
because their patients heal faster. Hospitals benefit because of shorter hospital stays. The 
public benefits because of reduced health care costs. A win-win all around. 

Thank you for your time and consideration. 

.̂ ; (-1 
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Preface 

I would like to preface my testimony with a few philosophical comments. Please consider 

that medicine and healing do not have to be based on a completely rational view of the 

world. Remember that throughout the ages we have gone through many cycles of beliefs 

about the meaning of health and disease and how best to create higher health within our 

societies. It was Rene Dubos who said that throughout human culture we have gone through 

cycles of embracing the "hygeia principle" and the "asclepias principle" (Dubos, 1965). 

Hygeia is the goddess of health and represents maintaining a high level of health in a society 

by paying attention to the causes and prevention of disease, rational living, and practicing 

healthy habits like good diet, exercise, and balanced activities throughout the day. Asclepias 

was the protophysician, and thus represents a society of people who live however they 

choose, with no regard for healthy living and prevention of disease through discipline and 

knowledge of health and disease, expecting the physician to heal them when they grow sick. 

Today we appear to be on the cusp of a great transformation in the way we look at health 

and disease. Keeping an open mind and heart are crucial for the coming changes. 

Please think back to the mid-lQ"' century, when physicians commonly bled people and 

administered arsenic and other toxic metals. Then think what our medicine will be like 150 

years from now. Will the people in that time look back on chemo- and radiation therapy in 

the same way we view the methods of the 19"' century? Since we don't know the 

evolutionary path of medicine over the next 150 years, we must be open to all possibilities. 

Your work could be an integral part of this evolutionary process. I invite you to listen 

carefully with an open mind and heart to all the testimony and believe in the power of the 

human spirit to create a wiser system of healing with much more emphasis on health than on 

disease; to place more focus on educating our children to adopt healthy habits early in life, 

embracing and believing in the value of health above all else; and to embrace the use of 

more gentle herbal medicines that follow the wisdom of the first acknowledged holistic 

physician, Hippocrates, who said, "First, do no harm." 

If your mind believes, at least in part, that herbal medicine is quackery, I will say, yes, 

herbal quacks exist. Quack physicians also exist, and our health care system is rife with 

special interests determining what drugs are safe and how they are prescribed. Human 

evolution is slow, but I believe inexorable. Herbal medicine is so interwoven with the fabric 

of all societies ofthe world, so much a part of nearly all heritages. I believe that is one 

reason for its great explosion of popularity now. Herbalism has always been the "people's 

medicine" and allows for more personal choice and individual freedom. 



Answers to questions provided by the Commission 

1. Please provide references that best describe the clinical and cost-effectiveness data for 
access to and delivery of herbs/botanical therapies. 

Very few studies were found on Medline and Healthstar relating to cost-effectiveness of 
herbal medicine. These studies should be funded to help leam how herbal medicine can be 
better utilized in today's health-care climate. Ashcroft and Po (1999) argued that cost 
effectiveness has to be evaluated in light of the effectiveness and safety of herbal therapies, 
which is often not available. Even so, they conclude that limiting access to herbs that have 
not been tested, but have been used safely over hundreds, if not thousands of years, would 
not serve the best interests of patients and would increase national health care costs. 

When considering the cost-effectiveness and risk-benefit ratio of herbal medicines in today's 
heath-care climate, several factors are worth considering. 

• At least 43 million Americans have no health care insurance 
• The safety record of pharmaceutical drugs, costs, and their actual cost 
• Medical errors, adverse drug effects are common and may be between the 4"' and G'*" 

leading cause of death in the U.S. 
• Many ailments are self-limiting leading to non-essential doctor visits 
• Doctors are trained in pathology and disease-management; herbalists are trained in 

health care and prevention; both aspects are necessary and both kinds of practitioners 
should work together side-byrside in the modem clinic or hospital 

• Physicians are overworked...the average time to interruption is 50 seconds 
• The general population in the U.S. is already choosing CAM over physician visits 
• Herbal medicine offers personal empowerment, increased personal choice, increased 

options, and privacy 

A closer look at some of these issues: 

Millions of Americans are currently without any kind of health insurance, and nearly 1 in 7 
women have no insurance. Americans used more CAM therapies in 1997 than visits to 
primary care physicians. 

• Nearly 14% of women in the U.S., or 1 in 7, are without health insurance.' 
• The number of Americans without health insurance has been growing steadily. 

According to a new census bureau report, 43 million people are without coverage, the 
highest in 5 years.̂  

• Half of elderly Americans who have private health insurance covering drugs still spend 
$500 to $999 a year out-of-pocket on prescriptions, according to a new report from the 
AARP.^ 



• Four out of 10 Americans used altemative medicine therapies in 1997, exceeding the 
visits to all U.S. primary care physicians. Americans paid an estimated $21.2 billion for 
services provided by altemative medicine practitioners.'' 

1. National Women's Law Center (NWLC), a nonprofit group, The University of Pennsylvania School 
of Medicine's FOCUS on Health & Leadership for Women and the Lewin Group, a health policy 
consulting firm. 

2. CNN News report, Nov. 13, 1998. 
3. AARP report, Sept. 30, 1999. 
4. November 11 issue of The Journal of the American Medical Association (JAMA). 

The Alternative to the Alternative, Pharmaceutical Drugs 
Herb safety is widely discussed today. Medline and Healthstar yielded over 300 articles on 
herb safety, side effects, and herb-drug interactions. These articles are concentrated mainly 
on a handful of herbs like St. John's wort and report on only a few actual cases involving 
people. I believes that herb safety should be studied and reports of adverse effects from 
herbs reviewed for accuracy. For instance, St. John's wort is known to affect the way certain 
drugs are metabolized in the liver, and therefore its concurrent use with prescription and 
OTC drugs should be monitored (Ernst, 1999). However, studies have repeatedly found, 
even among thousands of patients, that widely-recommended standardized herbal 
supplements have few side effects when used without drugs and are generally well-tolerated, 
comparing favorably to placebo in many cases. 
The CDC has few reports of adverse events from dietary supplements, and the FDA hotline, 
the source of most reported ephedra (ma huang) deaths in the U.S., is completely uncritical 
and not peer-reviewed. Anyone can call the hotline and report an adverse event, which is not 
checked for accuracy. 

In contrast, over 2 million hospitalized Americans had a serious adverse drug reaction in the 
United States in 1994, with 106,000 deaths reported, when the drugs were taken as 
prescribed. The author concludes that this figure may be conservative (Peck, 1998). The 
number of deaths from all adverse drug effects in the U.S. is not known but may be 
substantially higher. 
Despite popular perception, the FDA has no "gold standard" for the quality and number of 
tests necessary before a new dmg is approved; this process is somewhat subjective, and may 
at times be swayed by commercial interests. A Sept. 25 USA Today article (2000) reported 
that more than half of the experts hired by FDA to make recommendations about the safety 
and effectiveness of dmgs being considered have financial relationships with the 
pharmaceutical companies who make the dmgs (Cauchon, 2000). Federal law prohibits 
experts with vested interests to participate in FDA advisory committees, but FDA has 
waived this restriction more than 800 times since 1998 and has kept exact details secret 
since 1992. These experts make decisions that affect the health of millions of Americans as 
well as influence billions of dollars in sales of approved dmgs. 

Freedom of Choice and Personal Empowerment is Essential to Hope and Healing 
I believe the reason Americans choose CAM therapies so commonly is the feeling of control 
of one's own destiny this imparts. In our present modem health care system, physicians 
often have time to offer enough infomiation about a patient's condition to satisfy their 


