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White House Conmnnission on (C<o>1nn1plhemnvemltallry and

Alternative Medicune Policy

February 15, 2001
Dear Comimissioners:

Welcome to our February 22-23, 2001 meeting on Education, Training, Licensing and
Credentialing of CAM Practices. This briefing book is a result of your efforts over the past few
weeks, and is an impressive array of information!

The first set of tabs will take you through the Plenary Sessions on Day One. Where available,
biographical sketches and written testimony from the invited speakers have been included.
Missing information will be provided on-site, at the meeting.

The second set of tabs will take you through the responses that were provided to each Discussion
Group by our deadline; others that are received after the deadline will be provided to you on-site, at
the meeting. You may alreacy have seen electronic copies of the responses provided to your
individual Discussion Group; the brieling book provides an overview of all the responses received.
Please take some time to review all the submissions to prepare you for the Full Group Discussion
on Day Two.

We do recommend that you bring the briefing materials with you to the meeting for your reference
during the breakout sessions and Full Group Discussion. We will be happy to ship the materials
BACK to you after the meeting,

Please note that we will have a brief media training session during lunch on Day One. We hope this
session will make you more comfortable and available for media opportunities as we approach the
interim report deadline. Materials for this tab will be provided on-site, at the meeting,.

Under the General Information tab, we have included the final Calendar of Proposed Meetings, and
updated Biographical Summaries and Rosters for your review. We also have included a copy of the
Draft Report Outline. We may take some time at lunch on Day Two to review our status with the
interim report recommendations and process for the development of the final veport.

As usual, we will arrange for a No-Host dinner on Thursday evening at Donna’s restaurant in the St.
Gregory Hotel. Hopefully, Doris Kingsbury will have already contacted you by Friday, February 16
regarding menu choices and payment. 1f not, we will make those arrangements with you on-site.

Enjoy reviewing the briefing materials and have a safe trip to Washington, D.C.

Sincerely,

Steptien C. Groft Wectole . (hang
Stephen C. Groft, PharmD Michele M. Chang, CMT, MPH
Executive Director Execurtive Secretary
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White House Connmission on Conmplenentary and,
Alternative Medicune Policy

Proposed Meeting Schedule*

DATE SITE TYPE TOPIC

February 22-23, 2001 Washington, D.C. WHC (4) EDUCATION/TRAINING

March 16, 2001 Minneapolis, MN Townhall (4)

March 26-27, 2001 Washington, D.C. WHC (5) INFO DISSEMINATION
and WELLNESS

May 14-15-16, 2001 Washington, D.C. WHC (7) RESEARCH II and
REIMBURSEMENT

July 2-3, 2001 Washington, D.C. WHC (8) REVIEW INTERIM
REPORT DRAFT

October 4-5, 2001 Washington, D.C. WHC (9) PROGRESS ON
FINAL REPORT

December 6-7, 2001 Washington, D.C. WHC (10) REVIEW FINAL
REPORT

March 2002 Washington, D.C. WHC (11) CLOSING EVENT

*This information, including dates and locations, may change based on recommendations from the Commission.
Updates are posted on our website: http://whccamp.hhs.gov as soon as they become available.



DRAFT

Report of the White House Commission on Complementary
and Alternative Medicine Policy

Letters of transmittal
The President
Congress
President of the Senate
Speaker of the House
Secretary Department of Health and Human Services
Prologue — Chairman’s Summary — 1 page vision
Acknowledgements
Commission Members
Commission Staff
Working Groups (Planning)

Executive Summary (10 pages)
Conclusions
Recommendations  (a) Administrative Actions
(b) Legislative Proposals

Table of Contents

Part . Introduction (Jim Swyers)
(A)  The need for the Commission
(1) What led to the Establishment of the Commission
(2) Consumer use/Utilization of CAM Services and Products
(B)  The Commission: It’s Mandate and Activities
(1) Regular Meetings — Public Hearings
(2) Town Hall Meetings
(C)  The purpose of the Commission
(D)  The Report from the Commission
(1) Purpose and Scope
(2) How to Utilize the Report

Part II. Guiding Principles and Perspectives of CAM Interventions and Practices

(Jim Swyers)
(A) Whatis CAM
(B)  World View of Integrative Medicine
©) Focus on Health, Wellness Disease Prevention, and Health
Promotion

(D)  Concerns with the Delivery of CAM Interventions and Products
(E) Concerns with the Integration of CAM Approaches and Treatment
with Conventional Medicine



Part III.

Part TV.

Part V.

DRAFT

Historical Perspective (Jim Swyers)

(A)  Legislative and Executive Actions
(B)  Other Federal and State Activities
(C)  CAM Integration Efforts to Date

Coordination of CAM Research
(Gerry Pollen)
(A)  Current Efforts and Status of CAM Research

(1) Federal Efforts
(2) Private Sector Initiatives
(3) Not-For Profit Support of CAM Research

(B)  Barriers to Progress
(C)  Public Input to Identify Research Opportunities
(D)  Interface Between CAM Research and Regulatory Agencies
(D Practice-Based Research
2) CAM Research and Experimental
3) Research in the Regulatory Framework
(4) Facilitating CAM Research and Regulatory Challenges
(E) The need to Coordinate CAM Research and Development Efforts
(1) Collaborative Efforts
(2) Research Areas in Need of Coordinated Efforts
(3) Underutilized Coordinating Bodies
4) Evaluation of Interventions by non-traditional Research
methods

(F) Support for Research
N Basic Research
(2) Clinical Research
(3) Health Services Research
(4) Epidemiological/Follow-up Long Term Studies
(5) Existing Sources of Funding
(6) Research Opportunities In Waiting
@) The Research Community; Perceptions and Realities of
Support for CAM Research
(8) Peer Review of CAM Research Proposals

Gaining Access to the Delivery of CAM Interventions and Products
(Dr. Joe Kaczmarczyk)
(A)  The Availability of CAM Interventions and Products
(B)  Concerns About Liability
(C)  CAM Delivery Systems
(1) Private Sector
(a) Private Practice Based
(b) Community Hospitals



Part VI.

PartVII.

Part VIII.

Part 1X.

DRAFT

(c) Academic Health Centers
(d) Managed Care Organizations
(2) State and Local Government Supported
Washington
Minnesota
Ohio
(3) Federal Sector Activities

(D)  Cost Effectiveness of CAM Interventions

Reimbursement for CAM Interventions and Products (Maureen Miller) (to
be expanded after meeting)

(A)  Financing CAM Interventions, Services and Products

(B)  Medical Insurance Industry, Criteria for Reimbursement

(C)  Eligibility Requirements for Medical and Medicare

(D)  Reimbursement/coverage in the Managed Care Setting

(E)  Gaps in Reimbursement and Coverage

The Education and Training of CAM Researchers and Health Care
Practitioners (Dr. Joe Kaczmarczyk) (to be expanded after meeting)
(A)  Attracting and Retaining CAM Research Investigators
(B)  Research Training and Career Development of CAM Practitioners
(©) Emerging CAM Professions
(D)  Introducing CAM Intervention Theory to the Research Community
and to Healthcare Practitioners
(1 Undergraduate Education
(2) Graduate Education
3) Continuing Education of Health Care Providers
(E)  Licensure, Certification and Credentialing of CAM Practitioners

Development and Delivery of Information on CAM Interventions and
Products (Corinne Axelrod) (to be expanded after meeting)
(A)  The need for Information
(1) Public
(2) Patients
(3) Health Care Providers
(4) CAM Practitioners
(B)  Sources of Information
(1) Public Sector
(2) Private Sectors
(C)  Access to Information
(1) Media, (a) TV (b) Press (1) Professional (ii) Public
(2) Internet

A Vision for the Future
(A)  Building the Scientific Basis of Understanding CAM Interventions
(B)  Overcoming the Bias against CAM Practices
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Part X. (A)
(B)
©)
(D)

Appendix A

DRAFT

Increasing Public Awareness of Safe and Effective Interventions
Ensuring Access and Delivery of CAM Intervention and Products
Providing Access to Culturally Specific Interventions in a Nactive
population

Eliminating Financial Barriers to Interventions

Reducing Regulatory and Legal Constraints

Aiming Towards Parity in Research , Training, and Education of
CAM Practitioners and Researchers

Providing Adequate Reimbursement for Services Provided

Conclusions
References
Glossary
Appendices

(1) Expanded List of Commission Members

(2) List of Commission Meetings

(3) Location of Town Hall Meetings

(4) Questions Addressed at Town Hall

(5) Participants at Town Hall Meetings

(6) Invited Participants at the Commission Meetings

Appendix B

(1) Executive Order 13147 and Amendment

(2) Appropriation Language Suggesting Creation of Commission
(3) Charter of the WHCCAMP

Appendix C

Implementation of Recommendations (Suggested Responsibility — President,
Congress Secretary DHHS, Federal Agencies, Private Sector, Not-for-Profit
Foundations and Organizations

(E) List of tables and figures

(F) Index



White House Comnnnission omn (C<o>1nn1]pll(elnnlelmltanry
And Alternative Medicine Policy

6701 Rockledge Drive, Suite 1010, MS-7707, Bethesda, Maryland 20817-7707 tel. 301-435-
7592, fax 301-480-1691; e-mail whccamp@mail.nih.gov Website www.whecamp.hhs.gov

Commissioners’ Biographical Sketches

Dr. James S. Gordon, of Washington, DC, who will serve as Chair of the Commission, is currently the
Director of the Center for Mind-Body Medicine. Previously, he chaired the Program Advisory Council at
the Office of Alternative Medicine of the National Institutes of Health. Inaddition tomaintaining a private
practice in Psychiatry and Medicine, Dr. Gordon has been a Clinical Professor at the Georgetown
University School of Medicine in the Departments of Psychiatry and Family Medicine since 1980. He is
a member of the National Institute of Health's Cancer Advisory Panel and was the Director of a Special
Study of Alternative Services for the President's Commission on Mental Health. He has written
extensively on the subjects of psychiatry and alternative and holistic care, and serves on the Editorial
Boards of Alternative andComplementary Therapics and Alternative Therapies in Health and Medicine.
He received his A.B. from Harvard College and his M.D. from Harvard Medical School.

Dr. George M. Bernier, Jr., of Galveston, TX, is a hematologist/oncologist and is currently the Vice
President for Education at the University of Texas Medical Branch. Previously, he was Vice President for
Academic Affairs, Dean of Medicine, and a Professor of Medicine at the University of Texas. Dr. Bernier
has held academic appointments at the University of Pittsburgh, Dartmouth-Hitchcock Medical Center
in Hanover, New Hampshire, and at Case Western Reserve University in Cleveland, Ohio. He has
published numerous articles and abstracts, and several books. He received a B.A. degree from Boston
College and a M.D. degree from Harvard University.

Dr. David E. Bresler, of Los Angeles, California, is one of the first contemporary American scientists
to study and research acupuncture, guided imagery, and other mind/body approaches. As a professor in
the UCLA Departiments of Anesthesiology, Gnathology/Occlusion and Psychology, he applied his findings
to treating clinical problems that did not respond well to conventional care, beginning with chronic pain.
As the Founder and Executive Director of the UCLA Pain Control Unit, he and his team created the first
multi-disciplinary, university-based chronic pain program in America. Dr. Bresler has authored or
co-authored numerous publications, as well as twenty books and workbooks. Currently, Dr. Bresler serves
as Associate Clinical Professor of Anesthesiology at the UCLA School of Medicine, Executive Director of
the Bresler Center, Clinical Consultant to the UCLA Pain Medicine Center, Dean of Mind/Body/Spirit of
the University of Integrated Studies, and Co-Director of the Academy for Guided Imagery. Dr. Bresler
received his B.A. from Brandeis University, his M.A. from Bryn Mawr College, and his Ph.D. from UCLA.
He received his Certificate in Acupuncture from the Institute for Taoist Studies.



Mr. Thomas Chappell, of Kennebunk, ME, is the co-founder and CEO of Tom's of Maine, which he
co-founded with his wife Kate in 1970. It is a company that produces innovative, natural personal
products and natural wellness products in a caring and creative work environment. Mr. Chappell is
founder and CEO of the Saltwater Institute, a learning institute of leaders seeking to integrate their values
into their personal and professional lives. He is active in many philanthropic organizations, among them
an Advisory Council member for the Center for Study of Values in Public Life at Harvard Divinity School,
Harvard Divinity School Dean's Council, and a Board Member of the Nature Conservancy of Maine. He
has written two books, The Soul of a Business and Managing Upside Down. Mr. Chappell received his
B.A. from Trinity College and his Master's in Theology from the Harvard Divinity School.

Dr. Effie Poy Yew Chow, of San Francisco, CA, is the founder of the East West Academy of Healing
Artsin 1973 and, more recently, The EWAHA Qigong Institute, the American Qigong Association, and the
World Qigong Federation. She is the recipient of aver twenty awards including "The Humanitarian of the
Year1999" and the *Visionary of the Decade 2000" awards. She has been the only Qigong Grandmaster and
acupuncturist involved in the development of national health policies within DHHS. She was also involved
in the first Ad Hoc Advisory Panel of the Office of Alternative Medicine at NIH. She has made over two
hundred and fifty media appearances and interviews in the area of complementary and alternative
medicine. Dr. Chow received her training in Traditional Chinese Medicine and Qigong in China, Hong
Kong, Taiwan, Canada, and the United States. She is a registered public health and psychiatric nurse and
has received a Master's degree and a Ph.D.

Mr. George Thomas DeVries, III, of Rancho Santa Fe, CA, is Chairman, President, CEO and
co-founder of American Specialty Health, Inc. and its subsidiaries, American Specialty Health Plans,
American Specialty Health Networks, American Specialty Health Systems, and Healthyroads.com. In his
position, he manages complementary and alternative health care benefits, networks and services for over
100 health plans covering over 40 million Americans. American Specialty Health Plans is a licensed
specialty health plan covering over 4 million Californians for chiropractic and acupuncture. American
Specialty Health Systems is a health services intermediary in over 20 states serving over 1.7 million
members. American Specialty Health Networks is a national health services organization serving over 35
million Americans and offering a national provider network of over 19,000 chiropractors, acupuncturists,
massage therapists, dieticians, naturopaths, and fitness clubs. Healthyroads.com is a complementary
healthcare consumer products company offering e-commerce and mail order. Mr. DeVries was the
National Entrepreneur of the Year for Health Sciences in 2000. Mr. DeVries has published a number of
articles and has lectured on alternative health care in managed care and third-party reimbursement. He
received a B.A. from the University of California at San Diego.

Dr. William R. Fair, M.D., of Longboat Key, FL, was, until recently, the Florence and Theodore
Baumritter/Enid Ancell Chair of Urology, and was Chiel of the Urology Service at Memorial
Sloan-Kettering Cancer Center in New York City. Currently, he is Emeritus Professor of Urology at the
Joan and Sanford 1. Weill Medical College of Cornell University and Member Emeritus at Memorial
Sloan-Kettering. Dr. Fair serves on the Cancer Advisory Panel for the National Center for Complementary
and Alternative Medicine. He is the Editor-in-Chief of Molecular Urology and the Associate Editor of
Alternative Therapies in Health and Medicine, and on the editorial boards of other highly respected
journals. He has published extensively in the areas of urology and oncology. He chairs the Committee on
Complementary and Alternative Medicine of the American Urological Association, and is Chairman of the
Clinical Advisory Board of Haelth, LLC. Dr. Fair received his B.S. from the Philadelphia College of
Pharmacy and Science and his M.D. from Jefferson Medical College.



Dr. Joseph]. Fins, of New York, NY, is an internist and Director of Medical Ethics at New York Weill
Cornell Medical Center of New York - Presbyterian Hospital, Associate Professor of Medicine and
Medicine in Psychiatry at the Joan and Sanford 1. Weill Medical College of Cornell University, Associate
Professorin the Program in Clinical Epidemiology and Health Services Research at Weill Cornell Graduate
School of Medical Sciences, and Associate for Medicine at The Hastings Center. He lectures extensively
and has written widely in the field of Medical Ethics. Dr. Fins received his B.A. from Wesleyan University
and his M.D. from Cornell University Medical College.

Dr. Veronica Gutierrez, of Lake Stevens, Washington, practices with Gutierrez Family Chiropractic.
She is a professional member of the World Chiropractic Alliance, serving on the Board of Directors. She
serves as Chair of the Council on Women’s Health and Director of Programs in Public Policy. Dr. Gutierrez
has been very active in the chiropractic community, serving on many boards and commissions. She has
received numerous awards in her profession, including awards from the Chiropractic Society of

Washington, the Straight Chiropractic Academic Standards Association, and the International
Chiropractic Association. Dr. Gutierrez received her Doctor of Chiropractic from Palmer College of
Chiropractic and did post-graduate work at Cleveland College of Chiropractic.

Dr. Wayne B. Jonas, of Alexandria, VA, is currently a member of the Department of Family Medicine
of the Uniformed Services University of the Health Sciences F. Edward Hebert School of Medicine.
Previously, Dr. Jonas served as the Director of the Office of Alternative Medicine for the National Center
for Complementary and Alternative Medicine at the National [nstitutes of Health. Prior to that, he served
as the Director of the World Health Organization Collaborating Center for Traditional Medicine. He has
authored and co-authored numerous publications on alternative and homeopathic treatment and care.
Some of his current research includes projects in environmental toxicology, neurotoxicology, stroke, and
bioficld healing. Dr. Jonas received a B.A. from Davidson College and a M.D. from Bowman Gray School
of Medicine.

Sister Charlotte Rose Kerr, R.S.M., of Baltimore, MD, is a Registered Nurse, a Practitioner of
Traditional Acupuncture and, since 1977 a Senior Faculty Member at the Traditional Acupuncture
Institute. Previously, she was an Assistant Professor of Nursing at the University of Maryland School of
Nursing. Sister Kerr has been amember of the Advisory Council of the National Institutes of Health (NIH)
Alternative Medicine Program. She has spent several summers in Europe, studying such subjects as
Theology and Healing. In her work, Sister Kerr emphasizes the integration of Western traditional
medicine and complementary healing methods. Sister Kerr received her B.S.N. from the University of

Maryland School of Nursing. She received her Master's Degree in Public Health from the University of
North Carolina and another Master's Degree in acupuncture from the College of Traditional Chinese
Medicine, U.K.

Ms. Linnea Larson, of Oak Park, lllinois, is Associate Director of West Suburban Health Care
(WSHC), Center for Integrative Medicine in Oak Park. Previously, she was the Behavioral Science
Coordinator at WSHC Family Practice Residency Program. She was a clinical social worker at St. John's
Hospital in Springfield, llinois, where she provided inpatient and home hospice services and was also
associated with the St. John's Center for Mind-Body Medicine. She also has worked as a family therapist
and as a lecturer at the University of Illinois at Springfield. Ms. Larson received a B.A. from Knox College
and a M.S.W. from the University of lllinois at Urbana-Champaign.



Dr. Tieraona Low Dog, of Corrales, New Mexico, currently serves as the Medical Director for the Tree
House Center of Integrative Medicine in Albuquerque. With more than twenty years in the field of
botanical medicine, she was recently elected to serve as Chairperson for the Dietary Supplements and
Botanicals Expert Panel for the United States Pharmacopoeia. Dr. Low Dog received her medical degree
from the University of New Mexico School of Medicine. She is part of the core faculty for Columbia
University's Botanical Medicine Course for Physicians. Dr. Low Dog is currently working with Beth Israel
on the development of a continuing medical education program on herbal medicine for physicians. She
frequently lectures on the subject of herbal medicine. In 1998, she received the International Martina de
la Cruz award for her work with indigenous remedies.

Dr. Dean Ornish, of Sausalito, CA, is one of the founders, and the president and director of the
non-profit Preventive Medicine Research Institute. He is Clinical Professor of Medicine at the University
of California, San Francisco, and a founder of the Osher Center for Integrative Medicine there. He was the
first to prove that heart disease is reversible by changing diet and lifestyle. He has published many books
and academic papers and has received numerous awards in recognition of his work. Dr. Ornish received
aB.A. from the University of Texas and completed his medical training at the Baylor College of Medicine
in Houston, Harvard Medical School, and the Massachusetts General hospital. He was a clinical fellow
in medicine at the Harvard Medical School. Dr. Ornish was recognized by Life magazine as "one of the 50
most influential members of his generation.”

Dr. Conchita M. Paz, of Las Cruces, NM, has maintained a private practice, in which she specializes
in family medicine, for ten years. Currently, she serves as a part-time faculty member at the University of
New Mexico School of Medicine and at the Southern New Mexico Family Practice Residency Program.
She was Chairperson of the Family Practice Department and serves on a number of committees at
Memorial Medical Center. Dr. Paz received her B.S. and M.D. degrees from the University of New Mexico.

Joseph E. Pizzorno, Jr., N.D., of Seattle is one of the world's leading authorities on science-based
natural medicine. A physician, cducator rescarcher, and expert spokesperson, Dr. Pizzorno is co-founder
and founding president of Bastyr University, the first fully accreditated, multidisciplinary university of
natural medicine in the United States. Dr. Pizzorno is the author of Total Wellness and co-author of the
Textbook of Natural Medicine and the Encyclopedia of Natural Medicine. In 1996, he was appointed to
the Seattle/King County Board of Health, the first natural medicine practitioner in the country to receive
such appointment. In 1999, Dr. Pizzorno was elected Chair of the American Public Health Association
Special Primary Interest Group on Complementary and Alternative Medicine. He has been licensed as a
naturopathic physician in Washington State since 1975. Dr. Pizzorno is now President Emeritus and
Senior Advisor to the President of Bastyr University. In September 2000, the Cancer Treatment Centers
of America recognized Dr. Pizzorno as Humanitarian of the Year. He currently travels worldwide,
lecturing and promoting science-based natural medicine and integrative healthcare. He also co-founded
a company to bring natural medicine concepts to corporate health promotion programs.

Mr. Buford L. Rolin, of Atmore, AL, has been the Health Administrator for the Poarch Band of Creek
Indians since 1984. He is a member of the State of Alabama Public Health Advisory Board and a member
of the Board of Directors of the Creek Indian Heritage Memorial Association. Mr. Rolin is currently the
Chairman of the Creek [ndian Arts Council. He is the former Chairman of the National Indian Health
Board, and he still serves as a member of the Executive Committee and as a Member-At-Large. He has
received several awards from the National Indian Health Board, and he has also received a Lifetime
Achievement Award from the Poarch Band of Creek Indians. Mr. Rolin attended the Health Services
Administrators Development Program at the School of Community and Allied Health of the University of
Alabama and Pensacola Junior College.



Ms. Julia Scott, of Washington, DC, is Past President of the National Black Women's Health Project
(NBWHP), a national membership organization that focuses on wellness, self-help, and health advocacy.
Previously, she was Director of the Public Policy and Education Office of NBWHP. Ms. Scott was Special
Assistant to the President and Coordinator of the Adolescent Pregnancy Child Watch at the Children's
Defense Fund. She has directed and administered to several foundations and community health agencies
and has written numerous articles on African American Women's health. Ms. Scott was educated in
nursing at the Waterbury Hospital School of Nursing,

Dr. Xiao Ming Tian, of Bethesda, Maryland, is Director of the Academy of Acupuncture and Chinese
Medicine and Wildwood Acupuncture Center. Dr. Tian is currently conducting a National Institute of
Health (NIH) supported clinical trial with Georgetown University Medical School to treat fibromyalgia
patients using acupuncture. He has completed many research projects on the use of Chinese herbal
medicine and dietary supplements to treat and prevent arthritis, sports injuries, and fibromyalgia, in
collaboration with NIH and the U.S. Department of Agriculture Nutrition Center. In 1991, Dr. Tian was
the first person to be appointed a Clinical Consultant of Acupuncture to the NIH medical staff. He isan
Adjunct Assistant Professor of Preventive Medicine at the United States Uniformed Health Service. Dr.
Tian is the President of the American Association of Chinese Medicine. He is also the Honorary Director
of the China Association of Traditional Chinese Medicine and Vice President of The International Academy
of Medical Qigong, both in Beijing, China. He currently serves as an advisor to World Health Organization
and Pan-American Health Organization on traditional medicine. Dr. Tian received his Medical Degree
from Beijing Medical University and was a Ph.D. Research Fellow at NIH.

Dr. Donald W. Warren, of Clinton, Arkansas, currently practices general dentistry, which includes
dental cranial osteopathy, an alternative and complementary approach to health; temporomandibular joint
dysfunction treatment, an alternative treatment for head, neck and facial pain and
orthodontics/orthopedics. Since 1989, Dr. Warren has presented seminars on dental cranial osteopathy,
temporomandibular joint dysfunction treatment, contact reflex analysis and designed clinical nutrition,
and correct dental occlusion. Since 1999, these seminars have been accredited by the Academy of General
Dentistry. He also instructed a hands-on clinic at the Texas College of Osteopathic Medicine, hosted by
the Sutherland Cranial Teaching Foundation. Dr. Warren has taught in the United States, the United
Kingdom, and Australia. Dr. Warrenreceived aB.A. from Hendrix Coﬂcge andaD.D.S. from the University
of Tennessee College of Dentistry. Since then, he has continued to study in his fields of expertise and is
a diplomat of the American Board of Head, Neck and Facial Pain.

To Contact WHCCAMP:
Stephen C. Groft, Pharm.D. 6701 Rockledge Drive
Executive Director Suite 1010, MS 7707

Bethesda, Maryland 20817-7707
Michele M. Chang, CMT, MPH tel. 301- 435-7592 or 866-373-1124
Executive Secretary fax 301 -480-1691

e-mail: whecamp@mail.nih.gov
website: whecamp.hhs.gov
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White House Commission on Complementary and Alternative Medicine

Good Moming. I am Geraldine Polly Bednash, executive director of the
American Association of Colleges of Nursing. Our organization represents over
550 senior colleges and universities that offer baccalaureate and graduate degrees
in nursing. I am pleased to be here today to provide you with some comments
related to nursing education, the nature of the education for professional nursing
practice and the types of issues that nursing educators face when they are
addressing the subject of Complementary and Alternative Medicine.

As part of my remarks this moming, I was asked to provide you with a brief
overview of professional nursing education. As many of you may know, there are
a variety of ways that an individual can be prepared for entry level practice as a
professional nurse. This moming, however, I will address the baccalaureate and
master’s level nursing program characteristics. Over 550 senior level colleges
and universities in the U.S. have baccalaureate nursing programs that prepare for
entry level practice. In addition, a master’s degree in nursing is offered in almost
400 institutions.

The typical baccalaureate nursing education consists of four years of study with
the first two years focused on the general studies, a core of physical and social
sciences course work, and the liberal arts. Nursing course work begins typically
in the second year of the baccalaureate program while a small percentage of the
programs begin their nursing course work in the first year. Nurses prepared for
entry-level practice in baccalaureate programs are typically awarded a Bachelor of
Science in nursing. These graduates are prepared for practice in complex
environments that demand systems competencies, critical thinking and analysis
skills, and the ability to function in teams and in ambiguous environments.

The master’s degree educated nurse is prepared for advanced practice with the
greatest portion of these receiving preparation to serve as a nurse practitioner.

Over 2/3 of all masters’ graduates are prepared in the role. Other roles at the
advanced level include preparation as nurse midwives, nurse anesthetists, and
clinical nurse specialists. The curriculum is typically 1 /1/2 to two years in length__~
and after graduation these nurses typically sit for certification in their area of
specialization.

Nurses prepared at the baccalaureate entry level and at the advanced practice level
each must have both an awareness of the potential for complementary or
alternative therapies to be part of a patient’s armamentarium of self-care
interventions and must have an ability to assess how these therapies are either
complementary or potentially harmful to that patient. Our organization has
developed standards for both baccalaureate and master’s level education in
nursing. In each of our standards documents, we explicitly note the requirement

that thorough assessment of cultural, life style, and multiple therapies be a basis

for any interventions by the nurse clinician. In addition, we have an explicit
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standard that the student must “develop an awareness of complementary
modalities and their usefulness in promoting health.”

Unfortunately, however, there are great gaps in the available science for nurses
and other health professionals who attempt to assess the utility of these therapies
or provide advice and counsel to the patients for whom they care. Nurses, like
other health care professionals, are acutely aware of the growing practice of
consumers to self-select a range of complementary therapies or to seek
consultation from nontraditional health care providers.

In a recent issue of Nursing Spectrum, a Gannett corporation publication that has
a circulation of over one million registered nurses, focused on the issue of
complementary therapies and provided for the practicing nurse a range of
resources to use in assessing these therapies. -

The American Holistic Nurses Association has published guidelines related to
curricula for CAM. In addition, a number of nurse educators have designed tools
for education of nursing students to assist them in making evidence-based
decisions about interventions related to CAM therapies. At a minimum, nurses
must be prepared to advise patients and their families who use self-selected CAM
therapies and practices, must have a core of evidence-based content for their
practice, and must be able to evaluate critically the best evidence available on any
new therapies.

At the University of Virginia, Dr. Ann Taylor, a professor in the School of
Nursing, directs the C enter for the Study of Complementary and Alternative
Medicine. She notes that a major deficit faced by nursing and other health
professional educators is the lack of a significant base of data on these therapies
and comments that even existing resources are quickly outpaced by the
emergence of new alternative practices of therapies. In addition, much of the
content given to nurses, and other health professionals, is limited in its focus and
often, exposure to this content depends upon the availability of an interested or
concerned faculty member.

Our organization would not support the establishment of a requirement that a
specific and separate course in CAM therapies be required for all nursing
students. However, we would support the need to have clear and consistent
information providedmm“ ge of
course work that the student experiences. This Commission could make a )
significant contribution to the education of all health professionals through a
recommendation that an easily accessible, and evidence-based resource of data on
these therapies be made available to educators and clinicians.

The use of the Internet can assist not only the consumer of CAM therapies, but
also can assist the provider who is attempting to intervene or consult successfully.
The major barrier to successful education on this important topic is more likely to
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be overcome through a widespread education program for faculty and clinicians
and through the development of sophisticated resources for effective
interventions. The work of the National Center for Complementary and
Alternative Medicine at NIH is central to this. Several websites — including those
sponsored by the NIH Cancer Institute, the National Center for Complementary
and Alternative Medicine, and Quackwatch — also offer beginning resources for
both providers and consumers. These types of resource must be expanded and
public awareness of these must also increase.

Using state board exams as a carrot or stick to force attention to specific issues is
often seen as an attractive option. This discussion is also often accompanied by a
call to require the accrediting bodies to assess whether this content is given to the
student. However, it is unlikely that more that a cursory assessment of the
knowledge base of the test taker is possible on any given specialized topic when a
lengthy and comprehensive test is administered. Moreover, accreditation is less
likely in today’s world to focus on specific prescriptive practices than it 1s to
focus on outcomes of the educational program.

One last thought should be part of any conversations about the use of
complementary and alternative therapies. The growing interest in these by
consumers of health care is symptomatic of a concern that also should be
addressed. Consumers turn to these therapies primarily because they do not
believe or trust in the ability of traditional forms of health care to resolve their
health care needs. And, these consumers, already distrustful of the health care
system, are highly unlikely to readily volunteer information about their use.
Consequently, it is vitally important that health care providers have the ability to
develop strong therapeutic relationships and have an ability to elicit truthful
histories in their assessment of the consumer’s health care practices and beliefs.
This requires both good interpersonal relationship skills and a sensitivity to
cultural diversity and beliefs. Without these, the provider is unable to elicit the
information that will assist both individuals in the therapeutic relationship to
reach their health care goals.

In closing, we would therefore like to offer the following recommendations:

1. Establishment of expanded data bases on the range of complementary and
alternative therapies and providers that are in use, the evidence that has
emerged on these therapies and their efficacy, and a resource base for
information and consultation...

2. The development of a generic curriculum on complementary and alternative
therapies and the skills necessary to assess their use by patients and their
families with a strong emphasis on the therapeutic relationship and
interpersonal skill development.

3. Continued federal support for research to assess CAM therapies.

4. A communication vehicle for health professionals to provide a consistent
stream of information on these therapies.
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5. A train-the-trainer initiative to provide faculty in nursing or other health
professions education programs with the skill to teach the future clinician
about these therapies.

6. A widespread continuing education intervention for the practicing nurse or
other health professional.

7. A communication tool for the consumer of health care to provide accurate and
timely information about the evidence available on complementary and
alternative therapies.

Thank you for the opportunity to be here and part of this important work.
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The Decreasing Supply of Registered Nurses

Inevitable Future or Call to Action?

Geraldine Bednash, PhD. RN

HE FUTURE OF HEALTH CARE IN THE UNITED STATES

increasingly pivots on a sufficient supply of appro-

priately educated and skilled professional regis-

tered nurses (RNs). The study by Buerhaus and col-
leagues' in this issue of THE JOURNAL should create concern
among physicians and RNs as well as others charged with
providing, managing, or financing healith care services. Buer-
haus et al forecast that the future sufficient availability of
RNs is not ensured given the continued aging of the RN work-
force and the decreased propensity for potential students
10 choosc nursing careers. The most important factors con-
tributing to the aging of the nursing workforce are a long-
term trend of declining interest in nursing by women, who
today enjoy a wide choice of career opportunities. and the
decrease in the number of individuals born after 1955 who
have pursued nursing as a career.'

The analysis by Buerhaus et al comes on the heels of a
recent report by the American Association of Colleges of
Nursing. which found that enrollments in entry-level bac-
calaureate nursing programs decreased by 4.6% in fall 1999—
the fifth consecutive decline in as many vears.” In addition.
recent data from the National League for Nursing (NLN)
indicate declines in enrollments in all tvpes of entry-level
nursing programs (Theresa M. Valiga. RN, EdD, NLN, May
30, 2000, unpublished data for 1998).

Attracting a cadre of young, college-bound students will
require reform in nursing cducation and in the licensure and
certification mechanisms used 10 grant practice 1o RNs with
different educational preparation. Currently, entry-level nurs-
ing education is offered in 3-vear hospital diploma pro-
grams. 2-year associate-degree programs (ADs) in commu-
nity colleges, and 4-year university-based baccalaureate
programs (BSN). Graduates of the 3 types of programs re-
ceive the same license to practice and most often are em-
ploved in the same entry-level positions.

Hospital-owned diploma programs were based on an ap-
prenticeship model of training but have evolved o include
some college course work in the social and physical sci-
ences. Although more than 1100 diploma programs ex-
isted in the first decade of the 1900s.* the number of di-

See also p 2948.
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ploma programs (currently 89%) and the percentage of entry-
level graduates {rom these programs (currently, 4% [NLN
data for 1998]) have declined rapidly as educators, emplov-
ers. and others recognize the need for educational changes
in nursing.

Associate-degree nurse education programs were estab-
lished in the late 1950s in response to a nursing workforce
shortage and as “an experiment in technical education™ for
nurses.” These AD programs provide students with limited
general studies and physical sciences course work and in-
clude nursing courses directed at the care of patients with
common, well-defined diagnoses. The preponderance of AD
programs, which totaled 876 nationwide in 1997° and now
account for 59% of new entry-level graduates (NLN data lor
1998). may have contributed to the aging of the RN work-
force. In 1996. graduates of AD programs were. on aver-
age, aged 33.5 vears vs 28.0 vears [or graduates of basic bac-
calaurcate programs.”

Baccalaureate nursing programs are offered in 661 four-
vear colleges and universities and include a base of liberal
arts education and core physical and social sciences course
work as well as the nursing science curriculum.” Baccalau-
reate graduates represent 37% of all new entry-level RNs
(NLN data for 1998).

The current RN workforce includes 27% with diplomas.
32% with ADs, 31% with BSNs, and 10% with master's or PhD
degrees.” Although about one third of all students enrolled
in BSN programs are AD- or diploma-prepared RNs acquir-
ing the BSN.” these students represent less than 3% of all RNs
without the BSN. Only 16% of RNs prepared initially at the
AD level acquire a BSN or higher degree in nursing.”

The continuation of a system of nursing education that
provides graduates of 3 different levels of nursing pro-
grams with the same license and role expectations creates a
major disincentive to attracting an adequate supply ol BSN-
educated RNs [or the future. For instance, in focus groups
conducted to gather information and perceptions from nurse
educators regarding factors associated with declining BSN
enrollments, nurse educators consistently reported that po-
tential BSN students were discouraged from pursuing a nurs-
ing career by the confusing array of entry-level options avail-
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able in the proflession and noted that such confusion had
led many secondary school students and guidance coun-
selors to not view nursing as an intetlectual endeavor.®

At the same time that BSN enrolliments are declining, an
increasing amount of evidence has demonstrated an asso-
ciation between health care quality and the educational Jevel
of nursing staff. the number of RNs 1n the clinical setting,
and the perceived value placed on nursing by the practice
setting.”™"® These [indings have been documented in insti-
tutions designated as “magnet” hospitals by the American
Nurses Credentialing Center. This center, a major national
certification organization, established the magnet hospital
program as a mechanism for recognizing excellence in nurs-
ing care. Hospitals seeking this designation must meet 1+
standards through a process that entails both written docu-
mentation of the institution’s ability 1o meet the standards
and an on-site cvaluation review.

The original series of magnet hospitals were sclected in
the 1980s and recognized for their ability to attract and re-
tain RNs in a tine of shortage.” Magnet hospitals have a
higher proportion of nursing staff prepared at the BSN level
(average, 59% vs 34% for all hospitals).* " Despite the com-
mon pereeption that RNs with a BSN or more advanced de-
gree leave the direct panent care sctting, 64% of all BSN-

o
=
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grees are employed in hospitals).”

Aiken et al? "1™ found higher levels of BSN-educated nurs-
ing stall, nurse-to-patient ratios, and nurse satisfaction in mag-
net hospitals. Ina 1994 study, Atken etal'® investigated whether
1988 mortality rates for Medicare patients dilfered signifi-
cantly between 39 institutions designated as magnet hospi-
tals and 195 matched control facilities that did not hold that
designation. After controlling for a number of factors known
to inflluence mortality. such as nuinber of beds. average daily
census, organizational structure. facilities and services, medi-
cal staff characteristics, Medicare discharges. annual budget.
and RN-stalf mix. the researchers found that Medicare pa-
tients in magnet hospitals had significantly lower mortality
rates (approximately 3% less excess mortality) than matched
control hospitals. Aiken et al suggested that “the mortality ef-
fect derives from the greater status, autonomy. and control af-
forded nurses in the magnet hospitals. and the resulting im-
pact on nurses’ behaviors on behalf of patients. ™'

Using similar statistical matching and comparison tech-
niques, Aiken et al' reported that patients with acquired
immunodeficiency syndrome in magnet hospitals had sig-
nificandy higher satisfaction levels and a nonsignificant trend
toward lower mortality rates.”” Moreover, RNs in magnet
hospitals had significantly lower burnout rates and a non-
significant trend toward lower needlestick injury rates.'s

In 1998, the US Congress charged the Division of Nurs-
ing, US Departiment of Health and Human Services, with
implementing strategies to enhance the production of BSN-
educated RNs." In the same vear, citing the complex needs

2986 JAMA. Junc 14, 2000—Vol 233, No. 22 (Reprinted)

of veterans. the Department of Veterans Affairs announced
its intention to require the agenev's RNs to have a BSN by
2005 o achieve a position above the first entry-level pay-
grade positions. The Department of Veterans Affairs has ini-
nated an extensive program of educational support 1o as-
sist its nursing stafl to acquire additional education in an
effort o facilitate improvement of the stafl's competencices
and knowledge base.™

Studies documenting hiring preferences and salary dif-
ferentials provided for RNs with different levels of nursing
education arve limited. In a 1987 American Hospital Asso-
ciation survev, nurse executives in community hospitals re-
ported that they would prefer to have. at minimum, an av-
erage of 33% of their nursing stall prepared with a BSN.!
In a 1999 survey of University Healthsysiem Consortium
chiel nurse olficers, respondents reported their preference
for an average of 70% of their staff RNs 1o be prepared at
the BSN level ** Although 729% of these nurse executives in-
dicated that they pereeived that BSN-prepared nurses are
better equipped than RNs with AD or diploma education
to apply critical thinking and analysis. use evidence-based
practice. provide leadership, and locus on prevention and
patient education, only 44% of their institutions provided
differentiated salarics, and only 33% applicd differentiated
ole deseriptions based on educarion.”

Decisions regarding skill mix. differentiated roles or sala-
ries. and the appropriate regulatory mechanisms to vali-
date knowledge and competencies should be based on a clear
analvsis of the health care system’s requirements for nurs-
ing care. The development of a rationalized model for cre-
dentialing RNs also should be based on the different edu-
cational preparation and competencies achieved in AD or
BSN programs. This could be implemented through the de-
velapment of different licensure examinations for gradu-
ates of different levels of educational preparation. An alter-
native would be to follow the model used by physicians to
develop a certification process that validates the different
competencies acquired by specialty training,

This discussion is reminiscent of the concerns that con-
[ronted the medical community in the early part of the 20th
century when medical specialty training was available through
a wide array of both commercial and university-based train-
ing programs. As noted by Ludmerer,”’ a consensus devel-
oped in the medical community regarding the need to de-
velop uniform expectations for the scholarly and clinical
training activities necessary to ensure the quality of medical
specialists. This consensus was accompanied by a frame-
work of credentialing mechanisms (ie. specialty board exami-
nations) 1o validate the different training experiences of spe-
cialty clinicians and the practice authorities that should be given
to them. A similar conscensus must be developed for nursing
and accompanied by a more thorough and scholarly assess-
ment ol the skill mix requirements of the tvpes of RNs needed
to deliver the best care to patients amid the ever-increasing
complexities of the current health care system.

©2000 American Medical Association. All rights veserved.

Similar to medical specialiy certification, master's degree—
cducated advanced-practice RNs. who include nurse prac-
titioners, nurse midwives, clinical nurse specialists and nurse
anesthetists also hold certification in various specialties. of-
ten as a mechanism for acquiring practice authority. In ad-
dition. entrv-level RNs with extensive experience in spe-
cialty areas such as critical care or oncology are cligible 1o
take specialty certification examinations that validate this
experience.

Inits 1996 report on nurse staffing in hospitals and nurs-
img homes, the Institute of Medicine recommended a com-
prehensive study of the relationship between skill mix and
quality of care.** Data from this wvpe of analysis will pro-
vide the framework and rationale for differentiated creden-
tialing mechanisms, whether by licensure or professional
certilication processes.

Several groups have begun to address these concerns. In
arecent joint report, the American Association of Colleges
of Nursing, National Organization for Associate Degree Nurs-
ing. and American Organization of Nurse Executives de-
termined that real differences exist between AD and BSN
cducational experiences and the competencies achieved in
these programs. The American Nurses Credentialing Cen-
ter intends to implement a certification process for nurses
with the BSN degree to validate the role competencies
achicved in BSN programs.’® Work to date on this Certiflied
Professional Nurse examination has included a national role
delineanion study to identify competencies held by BSN-
prepared nurses only.”” This examination may provide an
appropriate mecans of validating BSN competencies.

These elforts o validate educational competencies also
should be accompanied by restructuring practice environ-
ments that emplov nursing staff according to differing RN
cducational and patient care capabilities. In particular, these
environments should allow for the full utilization of the pro-
fessional-level competencies of BSN graduates. Studies of
magnet hospitals have found that a well-regarded nursing
staff headed by a chicf nurse executive with authority to lead
and manage that stalf is associated with positive outcomes
such as ensuring patient satisfaction. decreasing mortality
rates, and retention of a stable work(lorce ¥ The higher RN
stafling level in these hospitals is evidence of their ability
to recruit and retain high-quality RNs to remain in patient
care. Similarly, a recent study of community and academic
acute-care hospitals indicated that the most successful ap-
proaches for recruiting and retaining RNs over the long term
included models that allow RNs more predictable and flex-
ible work schedules. autonomy over their own practice, and
shared governance programs in which RNs actively partici-
pate in decision making about patient care issues.™

The stability of the complex systems of health care in the
United States depends on an available supply of well-
educated nursing personnel with clearly defined roles that are
sanctioned through a system of licensure and certification. Re-
forming the education and credentialing mechanisms for nurs-

G2000 American Medical Associution. All vights reserved.
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ing. restructuring work environments. and developing svs-
tems of care that empower RNs 1o use their professional skills
are essential. Recognizing the contributions of RNs to the de-
livery of high-quality health care and 1o the well-being of those
health systems will provide poteniial nursing students with a
carcer option that is attractive and rewarding. Without dra-
matic reform. the shortage of skilled professional RNs pre-
dicted by Buerhaus and colleagues is incvitable.

Disclaimer: This editorial was wiitten by the author in her private capacity No
official support or endorsemeni by the American Association of Colleges of Nurs-
ing is intended or should be inferred.

Acknowledgment: | thank Dan Mezibov, BA, American Association of Colleges
of Nursing, for editing and research assistance.
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RUTGERS UNIVERSITY
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Career Narrative: January 2001

As Professor at Rutgers University, I helped create the University Committee on
Professions and Public Accountability and later chaired the Committee. [ serve as
member of the Executive Committee of the Research Committee on Professions, RC52,
of the International Sociological

Association.

The distinctive honor of my appointment as Visiting Jean Monnet Professor at the
European University Institute in Fiesole, Italy in Spring 1992 further broadened the
focus of my scholarly studies.

During many field visits in the USA and abroad, I have interviewed, lectured, and
consulted with public officials and private sector leaders representing a wide variety of
professions. I have developed an extensive private collection of documentation from
professional associations,

educational institutions, national and international public bodies. I am Consultant for
the Center on Educational Documentation.

My continuing interest in professions and public policy began with research and
publications about work careers, changes in professional responsibilities, rivalries
among and within health professions, and shifts in public expectations that affect
professional services.

How public authority affects mutual recognition of qualifications of professionals is of
central importance in my research. This leads to the intriguing question my work seeks
to answer: How do diverse national requirements for higher education, training, and
service responsibilities

which serve as pre-conditions for entry into professions become reconciled as
globalization continues?

Focussed at first on studies of professional services in the USA and the European
Union, my current work concerns how services provided by professions are affected by
regional or global trade agreements: WTO, EU, NAFTA, GATS, MERCOSUR, ASEAN,
ANZCERTA, and APEC.



Statement by Professor Louis H. Orzack
Rutgers University
P O Box 457, New Town Branch
Newton, Massachusetts 02456
e-mail: lhorzack @andromeda.rutgers.edu

Phone: 617 969 9468
FAX: 6178553757
Members of the Commission:
Thank you for your invitation.
The time allotted is brief, the challenge enormous.

At the outset, I wish to make several points concerning elements of professions, what they are.

I then plan to summarize how change in and of professions and their services occurs --- and does
not occur.

Next, I will assess how complementary and alternative medicine can influence medical practice and
medical education.

This relies on examples of significant change in two non-CAM fields.

One was once far outside the mainstream of health care; the second has recently seen a dramatic
change in educational standards for entry to practice.

Finally, I offer some suggestions for the process of educational change for CAMs

The list of elements presented below is not provided as an academic exercise. (It is adapted from a
chapter in a book I co-edited listed below.)

It is a roster of elements of what all of us refer to when we use the term "profession”.

At this time, I will neither define nor elaborate on these items but I must point out some truisms at
the beginning.

The first 1s that professions are complex.

The second is that change in any one or more of the elements is likely to touch oft changes
elsewhere in the system.

Whether we choose to discuss established professions or emerging professions, all of these
elements ultimately must be affected.



Elements of Professions

All professions, emerging now or previously emerging, comprise a complex of elements derived
ultimately from the societies where they exist.

The infusions of resources that sustain, allow expansion, or curtail existence of professions come
from exchanges with the larger societies.

Professions flourish or disappear depending on the stability, the increases, or the decreases of those
infusions. Compare health care in the modernized world with that in regions where Doctors
Without Frontiers choose to work.

I use the schema in research about professions and professional services in the United States, in
other nations, and in current studies of how inter-governmental bodies (EU, NAFTA, APEC and
WTO} affect professions and their services. (Orzack, 1993, 2000, 2001.)

NATIONAL DOMAINS OF PROFESSIONS

. Cultural and ideological mandates
. Services and responsibilities: scopes
. Public expectations and consumer issues
. Practice standards: responsibilities and restrictions
. Educational systems
. Legitimacy and legal standing
. Regulatory systems including licensing
. Qualification mechanisms
. Associations and peer interactions
(group benefits and controls)
10. Association and government exchanges
1 1. Ethics, discipline, sanctions
12. Scientific research and technological applications
13. Boundary interactions among specialties
14. Practice patterns: independence/organizational
15. Income sources: fees, salaries, third party
16. Socialization and recruitment
I 7. Career trajectories

W N —
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(Adapted from Orzack, 1998)

Scholars, public officials, practitioners, educators, patients/consumers, and advocates for or critics
of existing or proposed health services, supporters of "traditional medicine” or of "complementary
and alternative medicine” -- all of us must continue to be aware of the complexities of professions.
emerging now or previously emerged,

The scheme of elements provides a basis for understanding each protession.



The scheme serves as a reference guide for comparative analyses of diverse professions in different
sectors of the world economy: health, legal, financial, aesthetic, and others.

The scheme serves as a reference guide to the complexities that make up when any one refers to or
discusses "profession”, "professional services," and of course "professional education.”

None of the entire series of elements exists by itself. They are inter-related. Professions comprise
all of these and these elements are intertwined and interconnected.

Many of us use the term "profession” loosely when we talk about, support, and criticize
"professions”. For the most part, discussions focus on a portion of this extended list of elements.
That strikes me as unfortunate.

Transformation of Professions

Professions evolve dramatically from era to era, as public support and societies' expectations
evolve.

Change in any one of the elements has consequences for the other elements. The complex of
elements is not static and has never been static. It never will be static.

External sources of change of professions often arise.

If public confidence in health services or in the services of particular kinds of practitioners
deteriorates, a profound crisis may occur.

Internal sources of change may induce dramatic shifts in the stability of elements of professions.

Changes in public perceptions of the provision of health care provided by medical practitioners may
over time take several forms.

Medical education’s adaptation to those changes may be hastened through several avenues, among
which the following can be identified:

(1) When entering medical students introduce messages calling for change;

(2) Patients’ and consumers' orientations to CAM practitioners and reliance on CAM-
initiated or CAM-informed sources of information (via Internet) mount.

(3) Insurance carriers, state workmen's compensation systems, Medicare and Medicaid
programs, and regulatory/licensing boards develop more accepting approaches to CAM services.

Changes in compensation levels, restrictions upon practitioners' choices induced by HMO's,
pushing of medications upon physicians by pharmaceutical representatives, are illustrations of
counter-trends.



Ethical shortfalls in provision of services sought by patients, in research, in practitioner-patient
relations (abuse, mistakes, exploitation, boundary crossing, neglect) modify access and trust as well
as the quality of services available to consumers.

Practitioners, educators, associations of professionals, and regulatory/licensing boards can lose sight
of shifts in public expectations concerning CAM-oriented services. That is unfortunate in the short

run, risky in the medium term, and finally hazardous to their stability.

Specifying and evaluating outcomes of services of medical doctors, of practitioners of allied health
services, of practitioners of complementary and alternative medicine, are essential.

Determination of the validity of CAM contributions and interventions is an essential key to their
acceptance by medicine, their incorporation within medical practice, and their inclusion within
education both in medical schools and in continuing education programs for those already in
practice.

Practitioners in complementary and alternative medicine can increasingly become primary
providers within the overall spectrum of health care services, provided that medical practitioners
gain improved knowledge of competencies of CAM-providers and reciprocally refer patients.

CAM influence on medical practice and medical education

[ wish to focus first on examples of several health specialties once outside the central framework of
medicine and health care..

These can demonstrate how drastic change occurred while those fields mentioned took steps (o
acquire a more firm place in health services.

They exemplify change in elements of professions. They are examples. They are not prototypes.

The professional fields listed might not immediately come to mind. Their moves forward from
beyond the fringe of acceptability may suggest parallels for adaptation by CAMs.

The fields T chose are two in number. Both faced and still face opposition.

They are: optometry and audiology

Qptometry boasted around 1900 that it was a drugless profession.

In all states, optometrists are now legally able to use topical anesthetics and therapeutic agents,
employ complex instrumentation in examining eyes, and provide a significant range of vision care

services.

The formal educational base of schools and colleges provides the O.D. degree.



Accreditation of the schools and colleges requires adherence to developed standards; a national
examination tests graduates while licensing boards in every state rely on its use. Further, clinical
residency slots in health care settings have been established for optometrists.

Reciprocal referral exchanges with public health practitioners, internists, pediatricians, and other
primary care providers are increasingly common; this is still not common with ophthalmologists.

As aleader in that field puts it, the scope of practice responsibility advanced when leaders in
education and in associations in the field chose to move ahead.

The result claimed is that "...the practicing O.D. has become part of the mainstream of health care
activities...." (Haffner, 2000)

Audiolagy is on the verge of major change. Last year, an out-of-court settlement of a law suit in a
U. S. federal court provided opportunity for a landmark shift in educational practice.

The American Speech/Language and Hearing Association and the Audiology Foundation of
America settled the bitterly fought litigation. (U.S. Federal Court, 2000; Orzack and Blount, 2001))

The agreement sanctions the Doctor of Audiology degree, to be awarded by accredited universities.
Audiological testing has hitherto been largely carried out by Masters level holders of a state license,
the newly sanctioned AuD degree will bring on line a stream of practitioners likely to seek
complete autonomy from control or linkage with otolaryngolists.

The examples of optometry and of audiology represent different strategies of change that occurred
through focussed and concerted effort by groups initially considered to be non-legitimate

participants in health care services.

An essential conclusion derived from these examples is that change in professions occurs
differentially and along diverse time scales.

Another conclusion is that change CAN occur . and it must be pursued as a vital objective.
The Process of Educational Change for CAMs
Based on the development of other professions, I suggest the following:

CAMS should place greater emphasis on educational standards involving programs located in
diverse regions and states.

CAMS should strive to advance common educational standards in CAM specialties through
support for accreditation mechanisms.



Concerning medical practice and medical education, the following come to mind:

CAMS should strengthen efforts to encourage consumers of its services to seek opportunities to
support CAM inclusion in health services programs supported by state and local government.

CAMS should move toward still greater public support by encouraging generating greater public
attention to CAM interventions in media and in community events.

CAMS should seek greater participation in health service programs and facilities jointly with
medical practitioners.

CAMs should participate in and support validation projects in collaboration with health care
researchers included on multi-professional bases.

These are initial suggestions for change. Other avenues for change in CAM's involvements with
medical education and health care provision.
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Jennifer E. Engstrom

Ms. Engstrom is a clinical exercise specialist and currently a third year medical
student at Case Western Reserve University School of Medicine (CWRU SOM).
She graduated summa cum laude with a BSE in Biomedical Engineering from Case
Western Reserve University in 1996. She has been actively involved in several
initiatives to support and expand Complementary Alternative Medicine (CAM)
education for medical students. During her first year of medical school, Ms.
Engstrom founded the Integrative Medicine Interest Group at CWRU SOM.
Activities of this group include a monthly journal club on CAM and related
topics and quarterly events that are designed to expose medical students to CAM
modalities through didactics and experiential workshops. Popular topics include
Traditional Chinese Medicine, Massage Therapy, Herbal Therapies, and Tai Chi.
Ms. Engstrom also serves on the University Hospitals/f CWRU CAM Steering
Committee and has helped expand the medical education curriculum to include
all seven of the major CAM categories defined by the NIH NCCAM. CWRU
now offers 12 CAM elective courses including, but not limited to, Acupuncture,
Mind-Body Medicine, Manual Therapies, Medicinal Herbs and Supplements and
Energy-Based Healing. As a student intern for the American Medical Student
Association (AMSA), Ms. Engstrom recently completed a grant proposal to the
NIH NCCAM to support CAM educational programs for US medical students.
In addition to her medical studies, she has also acquired over 50 hours of CAM
related CME at national conferences including Harvard’s annual Alternative
Medicine: Implications for Clinical Practice. Her other activities most notably -
include the Ohio Academy of Family Physicians Foundation Board of Trustees
and volunteer services for New Hope Alternative Therapy of Cleveland, a clinic
that provides free alternative medical therapies to the underserved population.
In association with New Hope, Ms. Engstrom recently gave a presentation on
Exercise Therapy for HIV Patients to a group of Cleveland physicians. She has also
given community presentations at the Cleveland Parkinson’s Association on
Functional Conditioning and Balance. Currently, Ms. Engstrom is working with
the Infectious Disease Department of University Hospitals of Cleveland in a
clinical research study looking at the effects of exercise therapy in the prevention
and treatment of osteoporosis associated with HIV antiretroviral therapy.



Medical Student Perspective on Complementary and Alternative Medicine Education
Jennifer E. Engstrom, BSE, MS II1

Medicine today is experiencing a paradigm shift in what is perceived as fundamental to the nature
and delivery of health care. Specifically, this involves the blending of two philosophies;
biomedicine and holistic medicine. An increasing knowledgeable patient population is now seeking
alternatives to conventional medical therapies. Patients choose to use CAM because they find that it
provides relief from symptoms, promotes healing and empowers them to take an active role in their
own healthcare (Astin, 1998). Recent trends indicate over 42% of the general population uses some
form of complementary and alternative medicine (Eisenberg et al, 1998). Consequently, there is an
overwhelming trend toward reforming health care education, research, and delivery to better serve
the needs of society. Although alternative therapies would have been readily dismissed by many
physicians as fringe medicine only five to ten years ago, alternative medicine is now beginning to
earn mainstream approval and academic stature (Levy, 1999). Furthermore, the AMA regards
competency in complementary and alternative medicine as relevant to and representative of cultural
competence in health care delivery (AMA Cultural Competency Compendium).

Medical students have expressed tremendous support for the inclusion of CAM within traditional
core curticula. According to the 1999 AAMC Medical School Graduation Questionnaire results,
63% of medical students rated their education in alternative medicine to be “inadequate.”
Interestingly, this number has only improved by 3% since 1998 (66%) despite the doubling of CAM
elective courses offered at medical schools over the past two years, from 34 medical schools in 1996
to 75 schools in 1998 (Eisenberg, 1998). Evidently, CAM elective courses alone are not adequately
preparing future physicians to advise their patients about CAM.

A recent report by the AAMC on the Medical School Objectives Project calls for physicians to be
sufficiently knowledgeable about both conventional and non-conventional modes of care. In order
to accomplish this goal, medical education must begin to reflect a more integrative type of medical
practice. Presenting information about CAM within core curricula does not constitute blind
advocacy, but instead prepares future physicians to critically evaluate the research literature and
advise their patients accordingly. Currently, less than 30% of patients who use CAM disclose this
information to their physicians. It is important to note that patients properly counseled by a
physician knowledgeable about CAM are more likely to reject modalities found to be unsafe or
ineffective than patients who do not receive such counsel due to lack of physician education (Straus

2000).

b

Education about CAM serves four major purposes:

M To increase cultural competency with respect to patient belief systems and cultural values

2 To prevent contraindicated and deleterious care

3) To potentially improve the results of medical care beyond what might be achieved using
either conventional or alternative medicine alone

@ To explore potential cost-effective alternatives to expensive medical technology, particularly
when 70% of the current healthcare budget is spent on chronic, debilitating illnesses such as
cardiovascular disease and chronic pain which ate particularly amenable to complementary
therapies

Incorporation of CAM within traditional medical education should involve cohesive integration of
CAM across all subject areas. Limitations in time and resources are a reality at all medical



institutions and necessitate that integration be without tremendous increase in the volume of factual
information. Instead, medical students should be introduced to CAM as representing a wealth of
potentially valuable healthcare models needing further investigation.

The following list outlines the main objectives which would be considered representative of a
comprehensive CAM curriculum. These general guidelines represent the interests of US medical
students and recommendations of the NIH First National Conference on Medical and Nursing
Education in Complementary Therapies, the Society for Teachers of Family Medicine, the Ametican
Association of Medical Colleges and the Uniformed Services University of Health Sciences.

1. To define CAM and the modalities encompassed by this definition.
To facilitate and encourage medical students to reflect upon the issues raised by the growth
and practice of CAM in scientific, clinical and social contexts.

3. To introduce medical students to the historical development, philosophy and cultural origins
of CAM modalities.
4, To provide students the opportunity to observe CAM practice in both alternative and

allopathic settings so that they may formulate their own opinions of CAM.

5. To give students the opportunity to look at specific CAM therapies in more depth with
optional didactic and clinical electives. Would include hands-on training in basic techniques.

6. To consider the evidence base for CAM regarding safety, efficacy and cost effectiveness.

7. To discuss the relevance of CAM in specific clinical situations. Would include information
on indications, contraindications, frequency and duration of treatment required for clinical
response and costs.

8. To provide students with guidelines for appropriate referral to CAM providers including
propet follow-up and methods to facilitate communication between providers.

9. To prepare medical students for practicing medicine within the context of a
multidisciplinary, integtative health care team.

10. To give students training regarding the medico-legal and ethical aspects of CAM including
licensing, referral, and liability issues.

11. To provide students with opportunities to learn how to talk to patients regarding their health
care belief systems, which may include use of CAM. Emphasis should be placed on how
patient’s cultures and belief systems affect their health seeking behaviors, outcomes, quality
of care and satisfaction.

12. To allow students to personally expetience the underlying concepts of mind-body medicine
from which many CAM modalities derive, including techniques for stress reduction.

Medical students not only want access to CAM; they want to see CAM cohesively integrated into the
classroom and clinical training. It is important to note that this does not imply that an exhaustive
CAM curriculum be implemented overnight. Ideally, CAM education would be best integrated into
traditional medical education in two major ways. During the first year of medical school, it would be
most approprate to offer a general survey course in CAM to introduce students to the various
modalities and provide an overview of the seven major CAM categories defined by the NIH
NCCAM. Second, relevant CAM topics should be integrated into traditional medical courses.
Pharmacology should include evidence-based information on hetbals and nutritional supplements
including potential benefits, side effects and contraindications. Ideas on enetgy-based medicine
including acupuncture and qi gong could be discussed within the context of neurology.



Case Western Reserve University School of Medicine represents a potential model for
comprehensive CAM education. Over 15 CAM electives are offered to first and second year
medical students covering topics such as Mind-Body Medicine, Manual Healing Techniques and
Spirituality in Healing. Lectures on acupuncture and psychoneuroimmunology ate directly
integrated into the core Neurology curriculum. During their fourth year, students can also complete
a clinical CAM elective in which they spend a month with various CAM providers. CWRU provides
Area of Concentration credit in CAM for students who complete a minimum of the aforementioned
electives. Furthermore, 10 hours of CAM education is included in the Family Medicine Residency
Program at University Hospitals of Cleveland.

Future physicians need to become conversant in complementary and alternative medicine so that
they are more adequately prepared to meet the needs of their patients. Comprehensive CAM
education will not only serve to prevent deleterious care, but more importantly it will facilitate the
advancement of a new integrated paradigm for health care delivery; one which represents the best
that both conventional and alternative medicine has to offer. After all, science is interested in
increasing the accuracy of knowledge, not in the finality of opinion.
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Stephen €. Groft, Pharm.D.

Exccutive Director

White House Commission on Complenientary and
Alternative Medicine Policy

670) Rockledge Drive,

Suite 1010

MS 7707

RBethesda, Maryland 20817

Dear Dr. Grof,

The AAMC appreciates the opportunity to contribute to the deliberations of the White
House Commission on Complementary and Allernative Medicine Policy. The
Association of American Mcedical Colleges is a non-prolit association founded in 1876 to
work for reform in medical education. Originally representing only medical schools, the
Association now comprises the 125 aceredited U.S. medical schools, the 16 accredited
Canadian mcdical schools, 400 major teaching hospitals and health systems, 90 academic
and professional socicties representing neatrly 100,000 faculty members, and the pation's
medical students and residents. Additionally, the administrative leadership of medical
schools and teaching hospitals are served by a variety of professional development
groups housed within the AAMC.

The AAMC has as its purposc the improvement of the nation's health through the
advancement of medical schools and teaching hospitals. As an association of
medical schools, tcaching hospitals, and academic societies, the AAMC works with its
members 1o set a national agenda for medical education, biomedical rescarch, and health
care, and assists ils members by providing servicces at the national level that facilitate the
accomplishment of their missions. In pursuing its purpose, the Association works to
strengthen the quality of medical education and traming, to enhance the search for
biormedical knowledge, to advance rescarch in health sciencces, and to integrate education
into the provision of effective healih care. Today the Association carries out a broad
range of programs and studies Lo represent its constituents.

The AAMC recognizes the importance of an cvolving curriculum in medical education to
meet the needs of our patient population. The AAMC strategic plan “Taking Charge of
the Future™ stated “The AAMC should stimulate change in medical education to create a
better ahipnment of educational content and goals with evolving societal necds, practice
patterns and scientific developments. We know that complementary and alternative
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medicine (CAM) has a significant presence in the United States. Statistics show that in
1997 over 40% of Americans used CAM and that spending on CAM was more than § 42
billion.

The AAMC has undertakein a number of major initiatives to assist our institutions in their
review and revision of curviculum for medical students and residents. The Mcdical
School Ohjectives Project (MSOP) was established in 1996 and has issucd 3 major
reports with an additional three reports due this year. Expert panels following
consullation with major stakcholders and focus on the cducation of medical students
developed these reports. In 1999 we also established a committee to devclop a Graduate
Medical Education Core Curriculum. This committee which included represcatatives
from the Group on Educational Affairs (GEA)/Section on Graduate Medical Education,
the Group on Resident AfYairs and the Organization of Resident Representatives issued
their report in fanuary 2001, We have also focused specifically on CAM with the
cstablishment in 1998 of a Special Interest Group on CAM. The following provides
some ot the highlights of these reports.

Medical Schools Objectives Project (MSOP)

MSOP addresses direetly the ¢xpectations of graduating medical students and makes
concrete recommendations for educational objectives to assure that our graduates will be
able to meet the needs and expectations of the 21% century,

MSOP 1 entitled Iearning Objcetives for Medical Student Education, Guidelines for
Mcdical Schools reporl set forth 30 program level learning objectives that represented a
consensas within the medical education community on the knowledge, skills, and
attiludes that students should possess prior to graduation from medical school. It focuses
on the attributes of physicians who must be altruistic, knowledgeable, skiliful and dutiful.
Particularly relevant to your commission are the following specific recommendations that
medical schiools must ensure that belore graduating a student will have demonstrated the
following:

» Knowlcdge of the important non-biological determinants of poor health and of the
cconomic, psychological, social and cultural factors that contribute to the
development and/or continvation of maladies.

¢  Knowludge of the cpidemiology of common maladies within a dcfined population
and the systematic approaches usclul in reducing the incidence and prevalence of
those maladics.

¢ Anunderstanding of the power of the scientific method in establishing the causation
of discase and eflicacy of traditional and non-traditional therapies.

o Knowledoe about relieving pain and amcliorating the suffering of patients.

¢ The ability to communicate effectively, both orally and in writing, with patients,
patients' familics, colleaguces, and others with whom physicians must cxchange
information in carrying out their responsibilities.

MSOP 2 Contemporary Issues in Medicine: Medical Informatics and Population Health
identifics specific educational elements for educating medical students to have a

03
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population health perspective. This perspective “encompasses the ability 1o assess the

health needs of a specific population; implement and evaluate interventions to improve

the health of that population and provide care for individual patients in the context of the s
culture, health status and health necds of the populations of which the patient is a

member.”

MSOP 3 Communication in Mcdicine focuses on the critically important issue of paticnt-
physician communication. 'Lhe repott reviews peneral recommendations for teaching and
cvaluating communication skills. In addition, becausc cross cultural
scnsitivity/awarencss is so critical to developing an cffective doctor-palient relationship
this report specifically addresses this arca as well as that of spirituality in medicine and
end-of life care.

Graduate Medical liducalion Core Curriculum

The Core Curriculum workiug proup included representatives from the Group on
Educational AfTairs/ Section for Graduate Medical Education, the Group on Resident
Aflairs, and Organization of Resident Representatives. ‘Their Report published in
December 2000 identifies five domains of knowledge and provides examples of
measurable educational objectives. This work closely parallels and complements the
worlc of the Accreditation Council for Graduate Medical Liducation. The five domains
are: biomedical ethics, scholarly medical practice, communication in medicine, medical
prolessionalism, and the healthcare system. Objectives identified for these domains -
include a number that speak dircetly to issues relevant to the Commission. These
mclude:

s Knowledge of differing cthno-cultural viewpoints and religious beliefs.

o  The ability to provide their patients clear information about treatment programs and
options, health maintenance and illness prevention.

¢ The ability to serve as the paticnt’s advocate. -

o Knowledge of the healthcare needs of the community.

+  Knowledge of comuiunily healthcare organizations and resources.

¢ Knowledae of the principles of population-based medicine and the ability to organize
and implement population based care in the context of their own practice.

¢ The ability to work with social service and public health agencies, religious
institutions, police and other community organizations as appropriate in assisting
their patients.

With the publication of these reports the AAMC and its member institutions will be
developing cducational and cvaluation programs (o support these objectives.

1 hope that this brief overview of some of the educational initiatives of the AAMC will be
helpful to you. Wo would be pleased to provide additional details on your request,

I am pleased to respond below to the thoughtful questions raised by your Commission.
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L. What is the statns of CAM in undergraduate and/or graduate medical education? To
what extent is CAM included in medical school curricula and/or graduate medical
education? What systems of care, modalities, and therapies are addressed? When,
where, how, and by whom is CAM addressed? To what extent should CAM be included
in medical svhool curvicula and graduate medical education?

The incicased attention paid to CAM in our medical schools mirrors the trend among
American health care consumers. All of our medical schools provide education about
mind-body intcraction through our focus on the biopsychosocial model of disease. We
also provide specilic instruction on the pathophysiology of disease as well as attention lo /
diseasc prevention and health promotion. In addition to these general educational
expericnees a significant number of schools provide leaching about CAM. Data from the
1993-99 [.CME school report indicates that more than 75 of the 125 schools provide this
education. A sampling of offerings in 2001 include: Overview of CAM, Human Values
in Medicine, PPrevention of Injury from 1erbal Medications, A Scicntific Look at
Alternative Medicine, Foundations of Medical Practice, Patient Centered Learning,
Schools are developing both required and clective programs that focus on a wide range of
topics.

Information on teacliing in the morc than 7000 Graduate Medical Education programs is
not as well delined. We know that particularly those programs in primary care are
incorporating this teaching, into their residency education programs. It should be noted
that the ACGME recently established core curriculum requirements that emphasis the
need to deat with diverse patient populations.

The AAMC recognizes the importance of exposing medical students to CAM.

Physicians must be aware of the potential value as well as the complications of CAM
therapies and of the potential drug interactions that can occur between herbal preparations
and standard pharmaceuticals. ‘The AAMC believes that the focus should be on
“evidence based medicine” regardless of origin, conventionality or approach.

2. What are the barriers to inclusion of CAM in medical school curricula and/or
siruclucite medical education, for example, resources, experlise, interest? Conversely,
what are the incentives for incinsion of CAM in medical school curricila and/or
vradpate medical education?

This is a time of considerable change in the expectations of the medical profession. At
all levels in the continuum of medical education, educators are working to incorporate
new areas inlo the curriculum, These include but arc not linmted to domestic violence,
penetics, end of life care, prolessionalism, cross cultural care etc. Thus, CAM is part of
this group of evolving topics and it requires time and financial resources to assist the
schools and graduate programs 1o develop cffective educational strategics. Attention
must be focused on both program development and evaluation.

3. What policy recommeidations can you make to facilitate the inclusion or expansion of
CAM in medical school curricula and’or graducie inedical education?
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The Medical School Objectives project and the ACGME core curriculuin requirements
have already established gencral principles for the education of physicians trained to
practice in the 21™ century. fhese guidelines will provide the framework for the
inclusion of an appropriate CAM content in the curricula of medical schools and graduate
progranis.

In March 2001, the journal Academic Medicine will publish a special scction of articles
under the title " Alternative Medicine— the importance of Evidence in Medicine and
Medical iducation.” Articles in this section will provide additional assistance in the
developiment of curricular objectives. The AAMC does not recommend any policy
change at the present time. The AAMC and its member institutions share with the rest of
the miedical community a long-standing opposition to externally mandated curriculum
requircments.

4. What should every medical sindent know abont CAM? How should thal level of
knenwledse be determined?

Physicians necd 1o be well inforined about the conceptual basis, efficacy and salety of
alternative therapies. They need to be able to obtain accurale information from patients
about their use of these therapics. In addition, physictans must be able to assist their
paticnts to make informed choices in health care and thus be able to discuss CAM in this
context. The foundations of this education should oceur in medical school with further
developinent, as appropriate, in residency training. At cach stage, evaluation should
reflect the specific objectives of teaching and techniques for evaluation should be
reflective of those objectives.

5. What should every resident-irrespective of specially-know about CAM? How should
that level of knoswledge be determined?

The AAMC does not reconnmend the dictation of specific curricular content in specialty
residency training. The curricular content should reflect the core curriculum as defined
by the ACGMLE as well as unique specialty needs. Definition of specific knowledge,
skills, attitudes and values should be the purview of the residency revicw committee in
consultation with the specialty boards  Evaluation should reflect the specific objectives
of teaching and techniques for evaluation should be rellective of those objectives.

6. Whar should every fellow-irrespective of specialty-know about CAM?  How should that
level of knowledge be determined?

The AAMC docs not recommend the dictation ol specilic curricular content in fellowship
training programs. The curricular content should reflect the core curriculum as defined
by the ACGME as well as unique specialty needs. Definition of specific knowledge,
skills, attitudes and values should be the purview of the residency review committee in
consultation with the specialty boards. Evaluation should reflect the specilic objectives
of teaching and techniques for evaluation should be reflective of those objectives.
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7. Should integrative residency programs be developed? If not, why? If so, what wonld
the most important elements be, and how could such programs be most ¢ffective?

The AAMC does not recommiend the establishment of a separate residency program.
Proponents of CAM have provided strong support for the inclusion of teaching about
CAM into established residency programs. The creation of a separate residency program
wonld send a message that this is focused arca of expertise and might well discourage its
inclusion in curricular content of all appropriate residcncy programs.

N How and by whom shonld the inclusion or expansion of CAM in medical education be
funded?

Sced grants from appropriate agencies would provide assistance to medical educators at
all levels of training to review current CAM content and refine and enhance these

cducational experiences.

I hope that the information I have provided is of assistance in your deliberations. Please
do not hesitale to contact me or my staff if we can be of additional assistance.

% (/ﬁzlf\ Pg// _____
ordan J. Cohen
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Mr. Chairman and Commission members, the AAMC appreciates the opportunity to
contribute to your deliberations. The Association of American Medical Colleges is a
non-profit association foﬁnded in 1876 to work for reform in medical education.
Originally representing only medical schools, the Association now comprises the 125
accredited U.S. medical échools, the 16 accredited Canadian medical schools, over 400
major teaching hospitals and health systems, 90 academic and professional societies
representing nearly 100,000 faculty members, and the nation's medical students and
residents. Additionally, the administrative leadership of medical schools and teaching
hospitals are served by a variety of professional development groups housed within the
AAMC.

The AAMC has as its purpose the improvement of the nation's health through the
advancement of medical schools and teaching hospitals. As an association of medical
schools, teaching hospitals, and academic societies, the AAMC works with its members
to set a national agenda for medical education, biomedical research, and health care, and
assists its members by providing services at the national level that facilitate the
accomplishment of their missions. In pursuing its purpose, the Association works to
strengthen the quality of medical education and training, to enhance the search for
biomedical knowledge, to advance research in health sciences, and to integrate education
into the provision of effective health care. Today the Association carries out a broad
range of programs and studies to represent its constituents.

The AAMC recognizes the importance of an evolving curriculum in medical education to
meet the needs of our patient population. The AAMC strategic plan “Taking Charge of

the Future” stated “The AAMC should stimulate change in medical education to create a



better alignment of educational content and goals with evolving societal needs, practice
patterns and scientific developments. We know that complementary and alternative
medicine (CAM) has a significant presence in the United States. Statistics show that in
1997 over 40% of Americans used CAM and that spending on CAM was more than $ 42
billion.

The AAMC has undertaken a number of major initiatives to assist our institutions in their
review and revision of curriculum for medical students and residents. The Medical
School Objectives Project (MSOP) was established in 1996 and has issued 3 major
reports with an additional three reports due this year. Expert panels, in consultation with
major stakeholders, developed these reports that focus on the education of medical
students. In 1999 we also established a committee to develop a Graduate Medical
Education Core Curriculum. This committee which included representatives from the
Group on Educational Affairs (GEA)/Section on Graduate Medical Education, the Group
on Resident Affairs and the Organization of Resident Representatives issued their report
in January 2001. We have also focused specifically on CAM with the establishment in
1998 of a Special Interest Group on CAM. The following provides some of the
highlights of these reports.

Medical Schools Objectives Project (MSOP)

MSOP addresses directly the expectations for graduating medical students and makes
concrete recommendations for educational objectives to assure that our graduates will be
able to meet the needs and expectations of the 21 century.

MSOP 1 entitled Learning Objectives for Medical Student Education, Guidelines for

Medical Schools sets forth 30 program level learning objectives that represented a



consensus within the medical education community on the knowledge, skills, and

attitudes that students should possess prior to graduation from medical school. It focuses

on the attributes of physicians Who must be altruistic, knowledgeable, skillful and dutiful.

Particularly relevant to your commission are the following specific recommendations that

medical schools must ensure that before graduating a student will have demonstrated the

following:

* Knowledge of the important non-biological determinants of poor health and of the
economic, psychological, social and cultural factors that contribute to the
development and/or continuation of maladies.

* Knowledge of the epidemiology of common maladies within a defined population
and the systematic approaches useful in reducing the incidence and prevalence of
those maladies.

* An understanding of the power of the scientific method in establishing the causation
of disease and efficacy of traditional and non-traditional therapies.

* Knowledge about relieving pain and_ameliorating the suffering of patients.

* The ability to communicate effectively, both orally and in writing, with patients,
patients' families, colleagues, and others with whom physicians must exchange
information in carrying out their responsibilities

MSOP II, Contemporary Issues in Medicine: Medical Informatics and Population Health

identifies specific educational elements for educating medical students to have a

population health perspective. This perspective “encompasses the ability to assess the

health needs of a specific population; implement and evaluate interventions to improve

the health of that population and provide care for individual patients in the context of the



culture, health status and health needs of the populations of which the patient is a
member.”

MSOP III, Communication in Medicine focuses on the critically important issue of
patient-physician communication. The report reviews general recommendations for
teaching and evaluating communication skills. In addition, because cross cultural
sensitivity/awareness is so critical to developing an effective doctor-patient relationship
this report specifically addresses this area as well as that of spirituality in medicine and
end-of life care.

Graduate Medical Education Core Curriculum

The Core Curriculum working group included representatives from the Group on

Educational Affairs/ Section for Graduate Medical Education, the Group on Resident

Affairs, and Organization of Resident Representatives. Their Report identifies five

domains of knowledge and provides examples of measurable educational objectives.

This work closely parallels and complements the work of the Accreditation Council for

Graduate Medical Education.

The five domains are: biomedical ethics, scholarly medical practice, communication in

medicine, medical professionalism, and the healthcare system. Objectives identified for

these domains include a number that speak directly to issues relevant to the Commission.

These include:

* Knowledge of differing ethno-cultural viewpoints and religious beliefs.

* The ability to provide their patients clear information about treatment programs and
options, health maintenance and illness prevention.

e The ability to serve as the patient’s advocate.



¢ Knowledge of the healthcare needs of the community.

* Knowledge of community healthcare organizations and resources.

¢ Knowledge of the bﬁnciples of pop;.xlation-based medicine and the ability to organize
and implement population based care in the context of their own practice.

* The ability to work with social service and public health agencies, religious
institutions, police and other community organizations as appropriate in assisting
their patients.

Following on the publication of these reports the AAMC and its member institutions will

be developing educational and evaluation programs to support these objectives.

I'hope that this brief overview of some of the educational initiatives of the AAMC will be

helpful to you. We would be pleased to provide additional details on your request.

The increased attention paid to CAM in our medical schools mirrors the trend among

American health care consumers. All of our medical schools provide education about

mind-body interaction through our focus on the biopsychosocial model of disease. We

also provide specific instruction on the pathophysiology of disease as well as attention to
disease prevention and health promotion. In addition to these general educational
experiences a significant number of schools provide teaching about CAM. Data from the

1998-99 Liaison Committee on Medical Education (LCME) school report indicates that

more than 75 of the 125 schools provide this education. A sampling of offerings in 2001

include: Overview of CAM, Human Values in Medicine, Prevention of Injury from

Herbal Medications, A Scientific Look at Alternative Medicine, Foundations of Medical

Practice, Patient Centered Learning. Schools are developing both required and elective

programs that focus on a wide range of topics.



Information on teaching in the more than 7000 Graduate Medical Education programs is
not as well defined. We know that particularly those programs in primary care are
incorporating this teaching into their residency education programs. It should be noted
that the ACGME recently established core curriculum requirements that emphasis the
need to deal with diverse patient populations.

The AAMC recognizes the importance of exposing medical students and residents to
education about CAM. Physicians need to be well informed about the conceptual basis,
efficacy and safety of alternative therapies. They must be aware of the potential value as
well as the complications of CAM therapies and of the potential drug interactions that can
occur between herbal preparations and standard pharmaceuticals. They need to be able to
obtain accurate information from patients about their use of these therapies. In addition,
physicians must be able to assist their patients to make informed choices in health care
and thus be able to discuss CAM in this context. The foundations of this education
should occur in medical school with further development, as appropriate, in residency
training. We also support the need for scientifically rigorous, high quality research on
alternative modalities to provide a basis for evaluating their safe and appropriate use.

The AAMC and its member institutions are committed to improving the health of the
public. We believe that the focus should be on “evidence based medicine” regardless of
origin, conventionality or approach.

I hope that the information I have provided today will be of assistance in your

deliberations and look forward to responding to your questions.
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n January 1998, the Association of American Medical Colleges (AAMC)
issued Report | of the Medical School Objectives Project (MSOP). The purposes of
the MSOP were to set forth program level learning objectives that medical school
deans and faculties could use as a guide in reviewing their medical student educaton
programs (initial phase). and to suggest strategies that they might emplov in imple-
menting agreed upon changes in those programs (implementation phase). MSOP
Report I concluded the initial phase of the project. That report set forth 30 program
level learning objectives that represented a consensus within the medical education
communitv on the knowledge, skills. and attrtudes that students should possess

prior to graduation from medical school.

Report 1 set forth a number of learning objectives that retlected a growing awareness
that. in the future. physicians will be expected to be more effective than now
appears to be the case in communicating with patients and their families. and with

other members of the health care team. These objectives are restated below:

For its part, the medical school must ensure that, before graduation, a student will

have demonstrated. to the satistaction of the faculty:

@ The ability to obtain an accurate medical history that covers all essential
aspects of the history, including issues related to age, gender. and socio-eco-

nomic status

® The abilitv to communicate eftectively; both orallv and in writing. with
patients, patients” families. colleagues. and others with whom physicians must

exchange information in carrving out their responsibilities
B Knowledge about relieving pain and amehorating the suftering of patents

B knowledge of the important non-biological determinants of poor health and
of the economic. psvchological. social. and cultural tactors that contnbute to

the development and;or contunuation of maladies

® Compassionate treatment ot patients, and respect tor their privacy and dignity
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Task Force Report

Spirituality, Cultural Issues, and End of Life Care

Introduction

The Task Force on Spirituality, Cultural Issues. and End of Life Care was
sponsored by the National Institute tor Healthcare Research (NTHR). with a grant
trom the John Templeton Foundation. NIHR is a private. non-profit organization
dedicated to advancing the study ot under- recognized factors that promote or neg-
atively impact on physical or mental health. The Task Force was composed primari-
Iv of individuals involved in curriculum management or reform at several medical
schools, with statt support provided by the AAMC’s Division ot Medical Education
(the Task Force members are identified at the end of the Report). The Task Force
was charged with developing detailed learning objectives relevant to the topics of
concern, and suggesting learning strategies that deans and taculues might emplov
in thenr educational programs to enable students to achieve the stated objectives.

In preparing MSOP Report 111. the AAMC staft reviewed the Task Force's work.
and decided to include sections of the Task Force's Report in this report (MSOP 111).
In order to provide a context tor the content set forth below, it is important to rec-
ognize that there are more than 50 medical schools that now ofter courses or course
content on topics-such as spirituality in medicine, cross cultural sensitvitv/aware-
ness, and end-of-life care. Because communication about these sensitive topics is so
critical to developing an eftective doctor-patient relationship in some circumstances.

it seems appropriate to place special emphasis on them in this report.

Definitions

The following definitions were agreed upon by the Task Force members and
were used to guide them in the course of pursuing the Task Force charge:

Health is not just absence of disease. but a state of well-being that includes a
sense that life has purpose and meaning. The Pew - Fetzer definition of health is:

We are coming to understand health not as the absence of disease, but rather
as the process by which individuals maintain their sense of coherence (i.e. sense
that hite is comprehensible. manageable and meanmgtul) and ability 1o funcuon in
the face of changes in themselves and their relationship with the environment
(Antonovsky, 1987).

Report il Communicotion in Medicine



AAMC/1999

Spirituality is recognized as a factor that contributes to health in manv persons.
The concept of spirituality is found in all cultures and societies. It is expressed in
an mdividual’s search for ultimate meaning through participation in religion
and/or belief in God, familv. naturalism, rationalism. humanism. and the arts. All of
these factors can influence how patients and health care professionals perceive
health and illness and how they interact with one another.

Cultire is defined by each person in relationship to the group or groups with
whom he or she identifies. An mdividual's cultural identity may be based on her-
itage as well as individual circumstances and personal choices. Cultural identity
may be attected by such factors as race. ethnicity, age. language. country of origin,
acculturation. sexual orientation. gender. socioeconomic status. religious 'spiritual
beliets. physical abilities, and occupation, among others. These factors May Ipact
behaviors such as communication stvles, diet preferences, health beliefs. family
roles, litestvle. rituals. and decision-making processes. All ol these heliefls and prac-
tices. n turn. can influence how patients and health care professionals perceive
health and illness and how thev imteract with one another.

End-of-Life vefers to the part of the life cvcle when the possibility of death
becomes a major concern for the patient and his or her familv. and for the phvsi-
ctan. End-of-life issues are those that the individual person faces when he or she is
confronted with a condition in which dving 1s a distinct possibility. There is no clear
demarcation berween active treatment of an illness and the end of lite. Rather.
end-of-life refers to the entire time. even during treatment of an illness when dving
becomes an important consideration. Both a person’s spirituality and culture mav
affect significantly his or her beliefs. attitudes. and behaviors toward end-of-lite

health care iterventions.

Outcome Goals

Students will be aware that spirituality. and cultural beliefs and practices. are
important elements of the health and well being of manv patients. Thev will be
aware of the need 1o incorporate awareness of spirituality. and culture beliefs and
practices. into the care of patients in a vartety of clinical contexts. Thev will recog-
nize that their own spirituality, and cultural beliefs and practices. might attect the
wavs thev relate to, and provide care to. patients.

Students will be aware of the range ol end-of-life care issues and when such
issues have or should become a focus tor the patient, the patent’s tamih. and mem-

bers of the health care team involved m the care of the patient. Thev will be aware
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of the need to respond not only to the phvsical needs that occur at the end of life.

but also the emotional, socio-cultural, and spiritual needs that occur.

Learning Objectives
With regard o spirituality and cultural issues, before graduation students will

have demonstrated to the satistaction of the faculo:

B The ability to elicit a spiritual history

B The ability to obtain a cultural history that elicits the patient’s cultural identity,
experiences and explanations of illness. self-selected health practices, culturally
relevant interpretations of social stress tactors. and availability of culturally

relevant support svstems

W An understanding that the spiritual dimension of people’s lives is an avenue

for compassionate care gl\'mg

® The ability to apply the understanding of a patient’s spirituality and cultural
beliets and behaviors to appropriate clinical contexts (e.g.. in prevention. case

formulation, treatment planning, challenging clinical situations)

® knowledge of research data on the impact of spirituality on health and on
health care outcomes. and on the impact of patients’ cultural idenuty, beliefs,
and practices on their health, access to and interactions with health care

providers, and health outcomes

B An understanding of, and respect lor, the role of clergy and other spiritual leaders.
and culturally-based healers and care providers, and how to communicate and/or

coltaborate with them on behalf of patients” phvsical and/or spiritual needs

B An understanding of their own spirituality and how it can be nurtured as part of
their professional growth, promotion of their well-being, and the basis of their

calling as a physician

With regard to end-of-life care issues, before graduation, students will have
demonstrated to the satisfaction ot the faculty:
B An understanding that death is a natural part of life. that suftering and loss
are an integral part of the human life cvcle, and that the physician’s role
encompasses the comprehensive care of the patient and their tamily during

the enure transition between life and death
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B The ability to deliver difficult news about end-of-lite issues to patients and
their families in a caring and compassionate manner; to elicit patients’ values,
beliets, and preferences for treatment at the end of life: to obtain advance

directuves and knowledge of surrogate issues

B Recognize that when death becomes a likely possibility, treatment options mav

change depending on the risks and benetits of a particular treatment. the con
sequences of that reatment for the patient and patient preference for tvpe of
care.

B An understanding that the concept of palliative care refers to all of the dimen-
sions of care (physical. emotional. social and spiritual) that should be provided

at the end of hfe

B The ability to recognize the spectrum of the physical. emotional. sociocultural,
and spiritual svmptoms of distress patients may exhibit at the end of life. and
the appropriate wavs to respond to them

® The ability to work with. and value, a mulu-disciplinary team delivering end-
of-life care, and to communicate effectivelv both orally and in writing with col-
leagues and other health care providers in order to deliver appropriate care

to patients at the end of life

B The ability to access data on end-of-lite issues and utilize these data in the case

tormulations and management plans of patients at the end of life

Educational Strategies
Listed below are suggestions for strategies that might be emploved by deans
and faculues to ensure that their students have learning experiences that will allow

them to achieve the objectives set torth above.

® Develop specific learning objectives relating to each of the three topics (spiri-

tuality, cultural 1ssues. and end-of-life care)
B Develop educational resources designed to accomplish learning objectives

B Establish a curriculum management process that insures that relevant issues
are included in all four vears of the curnculum. incorporating content into

existing courses wherever possible.

B Design educational experiences so that students learn how to elicit a spiritual

and cultural history. and talk o dving patients
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Design experiential activities that mtegrate spiritual, cultural, and end-ot-lfe
issues (e.g.. videotapes, case studies, standardized patients. problem-based

cases) to promote learning

Provide students with regular opportunities to discuss and explore their feelings
about clinical experiences (contlicts created by spiritual and cultural differences.

care of dving patents)

Encourage student self-reflection (e.¢.. journal writing. small group discussions.
role-playing. simulated exercises. using literarure. paticnt narratives. parallel

chart)

Lulize students as peer educators. For example, different cultural and spirvitual
backgrounds can be explored: skills in obtaming spiritual and caltural histories
can be taught and reinforced: strategies for eftectivelv dealin

g with dving

patients discussed.
Encourage and provide time for students to volunteer in community based
acuvites. and provide a forum for these students to share their experiences

with other members of their institution

Organize both elective and required community and culturally based service
learning experiences (medical Spanish course, sign language course. interna-

1onal health course, rotations in chinics with speakers of other languages)

Establish longitudimal patient care experiences to enhance student under
standing of the relationship between spirituality. culture. and end-of-life issues

and their patients’ health

Have students participate in interdisciplinary formats in which the pauent’s
spiritual and cultural needs can be a major focus (e.g. hospices. collaborating
with chaplains, home visits with nurses. communityv-based clinics for homeless

people. rehabilitation centers. prisons. churches).

Ensure that students have opportunities to care for dying patients, in hospice,
home care. or in-patient settings. thereby allowing students to become familiar
and comfortable with the physical. emotional. sociocultural. and spivitual

issues taced by the patient, familv, and phvsicians at the end of life
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Task Force Members
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PETER V. ScoLes, MD

Dr. Scoles is Vice President for Assessment Programs at the National Board of Medical
Examiners (NBME). He is a graduate of the Jefferson Medical College-Pennsylvania
State University Program in Medicine, received a Master of Science degree from Ohio

State University, and a Master of Arts degree in Humanities from John Carroll University.

Dr. Scoles is responsible for all test design and development issues faor examination
programs developed by the National Board of Medical Examiners including the USMLE
Steps 1, 2, and 3, SPEX, and Subject Test Programs. He supervises the Assessment
Center project team, the Standardized Patient program, and the Computer-based Case

Simulation program. He is responsible for National Board activities related to
complementary and alternative medicine.

Dr. Scoles completed his internship at St. Vincent's Hospital and Medical Center of New
York, and his residency in Orthopedic Surgery at the Ohio State University. He is a
Diplomate of the NBME and the American Board of Orthopaedic Surgery. Prior to his
appointment at the NBME, Dr. Scoles was Professor in the Departments of Orthopaedics,
Anatomy, and Pediatrics at Case Western Reserve University School of Medicine. At
CWRU, Dr. Scoles served as Assistant Dean for Evaluation and Standards, Interim Dean
for Information Technologies, and as Chairman of the Committee on Medical Education.
He received the Kaiser Foundation award for teaching excellence at Case Western
Reserve University in 1994. He is a member of Alpha Omega Alpha Medical Honor
Society, the American Orthopedic Association, and the American Academy of Orthopedic
Surgery. Dr. Scoles holds a current clinical appointment as adjunct Professor of
Orthopedics at Temple University School of Medicine, and is an attending Orthopedic
Surgeon at the Philadelphia Shriners Hospital for Children.
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Complementary & Alternative Medicine and the United States Medical
Licensing Examination

Report to the White House Commission on Complementary & Alternative
Medicine Policy

Peter V. Scoles, MD
Vice President
Assessment Programs
13 February 2001

Background

The United States Medical Licensing Examination (USMLE) is the single pathway to licensure
for allopathic physicians who are graduates of LCME accredited schools in the United States and
Canada, and for all international medical graduates secking licensure in the United States. The
purpose of the USMLE is to assess a physician's ability to integrate basic science and clinical
medicine to provide safe and effective patient care. The USMLE is jointly owned by the
National Board of Medical Examiners (NBME) and the Federation of State Medical Boards
(FSMB), and is governed by a Composite Committee consisting of representatives from the
NBME, the FSMB, the Educational Commission for Foreign Medical Graduates (ECFMG) and
public representatives. The Composite Committee delegates authority for standard setting and
matters of content to three Step Committees. Standards are reviewed every three years, and the
content of the three Steps is reviewed annually.

The USMLE consists of three complementary steps. Step 1 and Step 2 are constructed from
integrated content outlines organizing basic science and clinical science material respectively.
The Step 3 examination is constructed around a databased model of generalist medical practice
in the United States. Step 1 and Step 2 are usually taken during undergraduate medical school.
Step 3 is usually taken during post-graduate training. The Step 1 and Step 2 examinations are
cach one-day long, and consist of 350 and 400 multiple-choice questions. The Step 3
examination 1s two days long, and consists of approximately 500 multiple choice questions and 9
computer based case simulation exercises. The examinations are delivered by computer year-
round at test centers operated by Prometric, a subsidiary of Thomson Learning. Students must
pass Steps 1 and 2 and have completed medical school to be eligible to take the Step 3
examunation.

Although the USMLE is primarily intended to assess competency to practice medicine, it has a
powerful effect on undergraduate and graduate medical curriculum design. For this reason, it is
essennal that the NBME avoid the perception of endorsing unproven, ineffective, or unethical
methods of treatment. If items regarding alternative therapies are included on the USMLE, they
must be held to the same standard of evidence as traditional therapies.
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Complementary and Alternarive Medicine in the USMLE

There is extensive evidence that the use of complementary and alternative medical treatments
(CAM) is increasing in all segments of the population. More than half of adults in the United
States use one or more alternative medical therapies; most do not inform their primary physician.
Although many individuals self-prescribe, the use of alternative providers ranging from nurse
practitioners through naturopathic physicians is growing rapidly. Third party coverage for CAM
is mcreasing. Unfortunately, there is little available data regarding the efficacy of many
alternative therapies. Some alternative therapies are clearly dangerous, and a number of others
have potentially severe interactions with conventional drugs.

There is growing pressure on practitioners and teachers of traditional medicine to consider the
positive and negative consequences of alternative therapies in the practice of medicine. The
AAMC Report on Medical School Objectives emphasizes that physicians should be sufficiently
knowledgeable about traditional and nontraditional modes of care to provide intelligent guidance
to their patients. Wetzel’s 1997 survey of 125 US medical schools (excluding osteopathic
schools) indicated that 64% offered instruction in complementary or alternative medicine, most
often as elective courses. Despite AAMC recommendations, there are currently no standards for
curriculum content in CAM.

The Step committees reviewed USMLE content in CAM at the Step Committee Retreat in
August 2000. Dr. Wayne Jonas, a member of this panel, was invited to address the issue of CAM
on USMLE. Dr. Jonas pointed out that current courses on CAM are inconsistent in content and
quality; some schools, such as Jefferson Medical College provide survey courses concerning the
nature of alternative medical practices. Others, such as the University of Pennsylvania provide
elective courses in particular altermative modalities. Dr. Jonas also noted the financial incentives
associated with CAM; there is a danger that economic pressures may dnve some health care
institutions and providers to offer alteative therapies to patients. This may, in tumm, increase
pressure on medical schools to provide instruction in complementary therapies.

The governing committees of the three Steps of the USMLE have had the opportunity to study

the recommendations made by Dr. Jonas and have made imitial recommendations for further

development. Although there is legitimate debate about the nature of CAM course materials that

may be appropnate for inclusion in the curriculum of waditional allopathic and osteopathic

schools, there is little disagreement that physicians must be able to discuss these modalities with

patients under their care. Pathophysiologic processes, principles of pharmacology, evaluation of

the effects of therapy, and patient communication skills all fall within the current content and

task outlines of the USMLE. Areas in which CAM could be included in the USMLE include

(1) evaluation of communication skills with patients utilizing CAM, and with CAM
practitioners;

(2) the side effects and adverse drug interactions associated with herbal or alternative
medications;

(3) cntical evaluation of medical literature related to CAM.
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A more detailed summary of the discussions of individual Step Committees follows.

Step 1 Summary

The Step 1 examination is concerned with the basic sciences fundamental to the practice of
medicine. The Step 1 Committee felt that it was appropriate to develop test materials for which
mechanisms of action have been established, or for therapies in which adverse drug interactions
have been demonstrated. Areas in which evidence for efficacy was based on less than rigorous
research should be avoided until further studies are complete. The Step 1 group 1identified a
series of operational guidelines to govern incorporation of CAM items ranging from content
coding to qualifications of item authors.

Step 2 Summary

The Step 2 examination is concerned with the fundamental aspects of clinical diagnosis and
management. The Step 2 Committee believes that there are a limited number of CAM-related
items in the exam and that additional high quality items are needed. The Step 2 Committee
believes that current content outlines and item development processes can incorporate CAM
items. Since the Step 2 exam is designed to measure the ability to enter supervised medical
practice in post graduate training, areas such as side effects from self-prescription, drug
interactions, and the reaction of physicians to patients who use CAM are all relevant.

Step 3 Summary

The Step 3 examination assures competency to provide unsupervised general medical care. The
Step Commuttiee believes that it is essential to emphasize the scientific basis of practice, and to
avold the perception of endorsement of unproven methods. The Step 3 Committee recognized
the need 1o respond to new content areas and to patient-driven concems. They recommended
five areas where addirional consideration could be given: (1) history taking, (2) communication
skills, (3) medical effectiveness of alternative therapies, (4) side effects, and (5) drug/drug
interactions.

Conclusion

Given the frequency of use of CAM, and the potential for severe drug interactions, it appears
reasonable to include items related to CAM on USMLE. Two approaches are possible. The
NBME can employ current protocols to appoint basic scientists and academic physicians, and
clinical practitioners with interest and expertise in CAM to test material development groups as
vacancies open over the course of the next 4 years. This is the usual method for incorporating
new content. There would be a lag of approximately 4 years before questions appeared as “live”
items on the USMLE. As an altemative, the NBME could assemble a “task force” to develop
CAM 1tems for all three steps of the examination. Such task forces have been employed in the
past to target such areas as end-of-life care and sports medicine. A CAM task force that mer for
3 years could be expected to add 300-600 items to the examination pools, with the first live items
becoming available in 1% to 2 years. The three-year cost estimate mncluding travel expenses and
honorana for such a task force is approximarely $200,000. NBME governance is not likely to
anthorize this expenditure unless outside support can be obtained.
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ALFRED P. FISHMAN, M.D.

Alfred P. Fishman, M.D. is the William Maul Measey Professor Emeritus of Medicine
and Senior Associate Dean for Program Development at the University of Pennsylvania
School of Medicine. He received his A.B. and M.S. degrees from the University of
Michigan, and his M.D. from the University of Louisville. He has had extensive research
training in physiology, pathology and medicine largely under the sponsorship of the
National Institutes of Health and the American Heart Association. In 1966, he became
Professor of Medicine at the University of Chicago and Director of the Cardiovascular
Institute at Michael Reese Hospital and Medical Center. In 1969, he joined the faculty of
the University of Pennsylvania as Professor of Medicine and Associate Dean of
Research. His background in physiology, pathology and medicine has been primarily
directed at research in cardiovascular and pulmonary medicine. Between 1990-1996, he
served as Chair of the Department of Rehabilitation Medicine. He is Chair of the Health
Promotion and Disease Prevention Council and Chair of the Steering Committee of
Complementary Medicine at the University of Pennsylvania.

Dr. Fishman has been a consultant to the executive office of the President of the United
States; a member of the National Heart, Lung, and Blood Institute and Chairman of the
Health Sciences Policy Board, Institute of Medicine, NAS. He has served on numerous
editorial boards, as editor of the Journal of Applied Physiology, and as Chairman of the
Publications Committee of the American Physiological Society and as a member of the
Board of Directors of the American Heart Association. He has served as special
consultant to the Health Commissioner, New York State, Dr. David Axelrod and as Chair
of the New York State Cardiology Planning Committee. He is currently a member of the
Board of Directors of the National Space Biomedical Research Institute.

Dr. Fishman was President of the American Physiological Society, and is or has been a
member of several national societies, including the American Society for Clinical
Investigation, the Association of American Physicians, the Institute of Medicine of the
National Academy of Sciences, the Interurban Clinical Club, and Royal Society of
Medicine (London) and the American Academy of Arts and Sciences. He was Chairman
of the United States National Committee of the International Union of Physiological
Sciences. He has served on a succession of committees and the Cardiopulmonary
Council of the National Institutes of Health and is currently Chair of the Steering
Committee of the National Emphysema Treatment Trial which involves 18 medical
centers in the United States. Dr. Fishman serves on a number of Boards of Directors, and
is on the Board of Visitors of several medical institutions. He is the Immediate Past
President of the College of Physicians of Philadelphia. He has edited nine books and
published over 250 scientific articles.

During the last 3 years, Dr. Fishman has served as Chair of a Working Group charged by
the CEO/Dean to define the role of complementary/alternative therapies in the academic
medical center. The Group drew up recommendations and supporting documents that
have been adopted by the faculty and administration of the University of Pennsylvania
Medical Center. These recommendations deal not only with the research, educational,
and clinical aspects of complementary-alternative therapies but also with the ethical,
cultural, legal, and credentialling aspects. The research component was presented
previously to the White House Commission, the Royal Society of Medicine, and the
Wellcome Trust (London) among others.



See Tab 30 under Discussion Group II for DRAFT Executive
Summary to be discussed by Dr. Fishman
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_ Discussion Group I
Tab 24: Health Resources and Services Administration
Bureau of Health Professions

I. How and by whom should the mclusnon or expansion of CAM in medical education be
funded? '

HRSA’s Bureau of Health Professions will invest $353 million in fiscal year 2001 in assuring that
an adequate and competent health workforce is available to meet the health care needs of all
Americans. We do this through collecting data to analyze the existing workforce and charting
future needs, working to build a diverse workforce that better reflects the population as a whole, .
and assuring that health care providers are available where they’re needed most.

All of the Bureau’s 40 different competitive, peer-reviewed, categorical grant programs are
established through specific legislation in the Public Health Service Act under Titles VII and VIIL
These programs are directed toward specific health disciplines, such as physicians, nurses, dentists
public health, etc. In fiscal year 2000, the Bureau awarded 1,741 new and continuation grants.
There is no provision in the legislation for non- allopathic, non-osteopathic physwlans or other
health providers practicing complementary and alternative medicine.

b

We recognize that there appears to be a widespread and growing opinion in medical education that
students and residents should be exposed to issues related to CAM, because a significant
proportion of the patient population is using or considering the use of these therapies, and because
there are both potential value and potential complications in their use. We understand that at least

one-half of medical schools currently have coursework or other educational activities involving
teaching about CAM.

. We believe that CAM should be included in other health professions education programs and not -
limited to physician education. For example, the Bureau’s Division of Nursing currently funds
three graduate programs, which include content on complementary and alternative therapies. In.
addition, BHPr’s Chlropractlc Demonstration Project Grants Program supports research -
demonstration projects in which chiropractors and physicians collaborate to identify and provide
effective treatment for spinal and lower-back conditions. Currently, research is the only activity
legislatively authorized under this program. Additional legislative authority would be required to

support chiropractic training, educational activities and other complementary and alternative
medicine therapies.

2. Should there be a required.minimum level of postgraduate training for non-allophthic and
non-osteopathic physicians and other unconventional physicians? If so, why or why not?
How should this postgraduate training be created, structured, funded?

As awareness of the effectiveness of these therapies becomes known, educational content about
these therapies is being integrated into the curriculum and clinical practice of providers. Graduates

of these programs are increasingly using these therapies to promote the health and well bemg of
their patients.

While this knowledge in the field of CAM is still developing and evolving, there are some known
benefits and risks to the public, the latter including incorrect use of certain alternative medications
and misapplication of such medications if the practitioner does not recognize some diseases.



The Bureau believes that there should be a minimum level of postgraduate education requirement
for non-allopathic or non-osteopathic physicians and other non-conventional physicians, which
will lead to a state certification or license. This would allow for some level of standardization

- across the professions.

Because the-field and body of knowledge are still new, such postgraduate training should be

“created in an evolutionary manner until consensus is reached among health professions educators.
However, postgraduate training is not applicable for all of the disciplines identified as
complementary and alternative. All educational and training programs should address a set of core
requirements. These core requirements should be aligned with the requirements necessary for
program accreditation, other methods of recognition, and licensing bodies, if applicable.

And while it should not be structured or fully funded prematurely, the Federal government can
play a leadership role by convening medical education leadership conferences and encouraging the
development of standards of education for providing CAM services. One other option is to

position Titles VII and VIII as a vehicle for initiatives such as encouragement of training in and
standards for CAM.

3. Are there scholarship and/or loan repayment programs available for students of CAM or
emerging professions, particularly for those who wish to provide services to underserved
populations? If not, why not?

The Congress must authorize scholarship and loan repayment programs. Titles VII and VIII of the
Public Health Service Act, the vehicles by which BHPr provides its health professions leadership
and by which considerable emphasis and priority are given to health professions training for care
to underserved populations, currently do not include specific authorization or appropriations for
work 1n this area.

The only exception is for Chiropractic students, who are eligible for “scholarships for
disadvantaged students,” a program directed by the Bureau’s Division of Student Assistance.
Chiropractic students may also qualify for scholarships from their individual schools and some
state associations provide a limited loan repayment program for students that agree to serve in rural
areas.

4. Should the future health care workforce be structured differently in view of the effects of
CAM and emerging professions on medical education and training, and health care delivery?
If so, how should the future health care workforce be structured and why?

The structure of the workforce, in the sense of scopes of practice, credentialing, roles, numbers and

mix, has been and continues to be a matter of debate. Emerging therapies and professions are part
of this debate. Such changes can be influenced, but probably not imposed, from the federal level.
It is important and relevant to periodically monitor the workforce to determine shifts and trends
which could impact access to practitioners, health care, cost and quality. Such efforts help identify
problems and allow for health policy makers, state and national leaders, health professionals,
service providers and payers and consumeérs to determine issues, discuss strategies and consider
appropriate actions. The HRSA National Center for Workforce Information and Analysis in
December, 2000 held a national meeting on health workforce issues which served a forum for the
recently completed studies on pharmacy, nursing and public health workforces. Through such
research meetings we can better assess the impact of workforce on health care delivery.
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Project Title: Integrative Therapies in Primary Care Subspecialty Program
Organization Name: Columbia University School of Nursing

Project Director: Joyce K. Anastasi, PhD, RN, FAAN, L.Ac

The Columbia University School of Nursing (CUSN) will offer a subspecialty that will incorporate
Integrative Therapies in Primary Care withih the Master of Science (MS) Nurse Practitioner programs at
CUSN, A 9-credit sequence of three courses will be offered as a subspecialty in any of the ongoing MS
Nurse Practitioner specialties (Adult, Geriatic, Family, Pediatric, Women's Health, Midwifery,
Oncology, Psychiatric/Mental Health). The first two courses will be didactic and will provide an

will also be devoted to the discussion of safety and regulation of integrative therapies from a primary care

allenged to appropriately incorporate integrative therapies
into the treatment plan of patients with traditional Western illnesses (diagnoses) such as hypertension,
cancer, etc.’ This course will be co-led by an fintegrative practitioner and a nurse practitioner. The

standard of care. However, students will be instructed on how to appropriately and safely infuse
integrative therapies into their clinical practice with the ultimate goal of improving the quality of the care

promotion and disease prevention initiatives in underserved areas. In order to advance this commitment,
a subspecialty program has been designed to teach cultural traditiong related to health care and the use of

practitioners to work in ethnically diverse undgrserved urban communities. Culturally relevant

well as safety and regulatory factors, graduates of the program will be prepared to engage this expanding
area of health care in all domains of nurse practitioner practice. Additionally, graduates will be eligible
to sit for the American Holistic Nurses® Association credentialing examination in Holistic Nursing.
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Abstract Narrative:
The purpose of this project is to enhance nursing education and practice by significantly
¢xpanding the existing graduate program in gerontological nursing to create a new mode! for
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oort of aging baby boomers who will number 65.6
million this millennium, These aging health ¢

I¢ consumers make approximately 629 million
Visits per year to practitioners of alternative medicine, which exceeds the total number of visits
per year to primary health care providers. In iew of these facts, our objectives which reflect the
national goals will be to: 1) Improve accéss t quality health care by designing,
implementing, and evaluating a comprehensive curriculum to prepare advanced practice
nurses for the gerontologic and complementary care of aging adults; 2) Improve access to a
diverse and culturally competent work forc by recruiting and educating at least 18
qualified students and graduating 12 qualified students, with a focus on African-American
students (20%), for the gerontologic/comple
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Statutory funding preference that will substantially benefit underserved populations.
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Summary

The purpose of the proposed project is to significantly expand the enrollment of
Gerontology/Chronic Care (gero/cc) specialists in a Master of Science in Nursing Program in the
preparation of Advanced Practice Nurses (Clinical Nurse Specialists (CNS) and Nurse
Practitioners (NP) in a blended role in our current curriculum).

Objectives

1. Increase the enrollment of gero/ce students by a minimum of 25% in the first year;

2. develop and implement two new courses v
of common complementary health care;
3. evaluate the effectiveness of the new cours
4. develop and implement instructional mate
website; and :

5. evaluate the website.

vith increased emphasis on theoretical foundations,

¢s and the. gero/cc si)ecially;
rial for use on the School of Nursing Internet
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Chiropractic Demonstration Projects

Purpose

* Section 755 (b)(3) of the Public Health Service Act authorizes the Secretary of the U.S. Department of Health and Human

Services to carry out demonstration projécts in which chiropractors and physicians collaborate to identify and provide
effective treatment for spinal and lower-back conditions

Program Description

Each project must include the following:

1. The project must address the identification and treatment of spinal and/or lower-back conditions.

2. The project must represent collaborative efforts between chiropractors and allopathic or osteopathic physicians.

3. Each project must include a strong research protocol which will result in a significant expansion of documented
research in the area addressed and which is suitable for publication in refereed health professions journals, including
research-oriented publications.

4.. The project must include an explicit strategy for case-finding and a strategy for making direct comparisons to other
forms of treatment. The results must be generalizable to patients cared for in clinical practices addressing spinal
and/or lower-back conditions.

5. Whenever feasible, minorities and women should be included in study populations so that research findings can be of
benefit to all person at risk of the disease, disorder, or condition under study.

Previous Funding Experience

Although Public Law 102-408 authorized $1 million for the program in each of the fiscal year 1993 through 1995, no
funds were appropriated in FY 1993. With the first appropriation of $742,000 in FY 1994, three applications were
approved and funded. These three grant demonstration projects continued funding in FY 1995 ($792,000) and FY 1996
(3905,000). With $748,000 appropriated in FY 1997, a second competitive cycle of applications were reviewed and 5
applications were approved; three projects were funded. In FY 1998 ($739,511) the three projects continued to be funded.
In late 1998 within Public Law 105-392 of the Health Education Partnerships Act, the chiropractic demonstration program
was reauthorized. InFY 1999 ($739,511) the three projects originally funded in FY 1997 continued with funding. In FY
2000 ($664,898), four (4) applications were approved; three projects were funded. In FY 2000, additional funding
(379,983) was awarded from the National Center for Complementary and Alternative Medicine (NCCAM)/NIH.

Eligibility

To be eligible for a Chiropractic Demonstration Project grant, the applicant shall be: a health professions school, an
academic health center, a State or local government, other appropriate public or private nonprofit entity, a private
nonprofit school, or a college or university of Chiropractic.

Application Procedures

No compelitive cycle 1s planned for Y 2001.



Applicants should address inquiries regarding grants management to:

Grants Management Officer (R18)
BHPr, HRSA

Parklawn Building, Room 8C-26
5600 Fishers Lane

Rockville, Maryland 20857
Telephone Number: (301) 443-6960

Programmatic inquires should be addressed to:

Jennifer Hannah

Program Officer

Division of Interdisciplinary and Community-Based Programs (DICBP)
HRSA/BHPr :

Parklawn Building

5600 Fishers Lane, Room 8C-09

Telephone Number: (301) 443-0908

Fax (301) 443-0650

E-mail: jhannah@hrsa.gov

Chiropractic Program Web Page

http://www.hrsa.gov/bhpr/dadphp/chiro.htm
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Sara Collina
National Breast Cancer Coalition
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Sara Collina is a Senior Policy Analyst and the Director of the Quality Care Initiative at
the National Breast Cancer Coalition. Prior to this, she designed and then directed
Project LEAD, the Coalition's science course for breast cancer activists. Ms. Collina has
worked in the field of women's health care for more than a decade, and earned her B.A.
from Cornell University and her ].D. from Boalt Hall School of Law. She has a family
history of breast cancer.



« a gravsroots advocacy effort »

TESTIMONY OF SARA COLLINA, J.D.
SENIOR POLICY ANALYST
NATIONAL BREAST CANCER COALITION
BEFORE THE WHITE HOUSE COMMISSION ON COMPLEMENTARY AND
ALTERNATIVE MEDICINE POLICY
February 22, 2001

Background and Introduction

| am Sara Collina, Senior Policy Analyst at the National Breast Cancer Coalition
(NBCC). On behalf of NBCC | would like to thank you for the opportunity to testify
before the White House Commission on Complementary and Alternative Medicine
Policy. We strongly support the goals of the commission and appreciate the
opportunity to contribute.

NBCC is a grassroots organization dedicated to ending breast cancer through the
power of action and advocacy. it's main goals are to increase federal funding for breast
cancer research and collaborate with the scientific community to implement new models
of research; improve access to high quality health care and breast cancer clinical trials
for all women; and expand the influence of breast cancer advocates in all aspects of the
breast cancer decision making process.

| will be addressing the issue of the education and training of Complimentary and
Alternative Medicine (CAM) Practitioners in the context of quality health care. Ultimately,
this is what CAM and all other health care policy is about—finding ways to describe,
measure and provide quality health care for everyone.

NBCC'’s Vision of Quality Care

What is quality care? Some focus exclusively on reducing morbidity and mortality.
Others describe it by what it isn’t-- too much, too little or the wrong care. These
approaches lack a patient perspective. We need the right care at the right time. But the
right care can be a very personal choice. Two reasonable patients with the same
diagnosis may choose very different treatments.

On the other hand, quality care is not simply personal taste, or a popularity contest. Of
course we want to avoid rude doctors and long waits. But we can get free parking,
sparkling water in the waiting room, a long relaxed visit with the doctor, and leave with
the wrong diagnosis.

1707 L Street, NW, Suite 1060, Washington, DC 20036 phone: (202) 296-7477 fax: (202) 265-6854 heep://www.naclbec.ory



NBCC has a different approach. We think quality breast cancer care is made up of six
core values: Access, Information, Choice, Respect, Accountability and
Improvement. Together, we believe these values capture the essence of quality breast

cancer care.

We are publishing a Guide to Quality Care based on these core values and would be
pleased to share it with you. Briefly, the goal of our guide is to give breast cancer
patients a different and better way of thinking about quality care. We want to move
away from the “doctor knows best” mentality and the equally damaging “more care is
better care” approach. Instead, we ask patients to take some time to learn about breast
cancer care and become their own advocate.

The guide is our best advice—it's what we tell our family and friends about breast
cancer care. We explain the value of medical evidence, how doctors do—and do not—
use it, and how it should be used. We describe what clinical guidelines are, and how to
find them. We explain the difference between absolute and relative risk. We discuss
why a second opinion should be from a doctor outside the institution of the first doctor.
We describe the laws regarding medical confidentiality and those requiring coverage of
certain procedures. We advise bringing a tape recorder to doctor appointments. We
describe what “coordinated” care is, and what should be covered in a comprehensive
treatment plan.

These are just few examples to provide a general sense of our values and how we
approach the issue of education and training of CAM practitioners.

Not Conventional verses CAM but Evidence-Based Medicine

NBCC believes that both the medical community and patients should approach CAM
with an open but critical mind—exactly as they should approach conventional care. The
same questions apply—what are the risks, what are the benefits, and how strong is the
evidence that answers these questions?

The two categories of CAM verses conventional medicine are really not helpful to
patients. The categories themselves encourage the misperceptions that conventional
medicine is all based on medical evidence (it is not), and that CAM therapies are natural
and therefore harmless (this is frighteningly untrue).

Many conventional providers are justifiably angry and worried that patients are being
tricked into wasting precious resources on dangerous and ineffective CAM treatments.
But many neglect to learn about effective CAM therapies. For example, an oncologist
may have no idea acupuncture may alleviate nausea associated with certain cancer
treatments.

This us/them mentality about CAM has serious consequences. Because many
conventional health care providers know so little about CAM therapies, they fail to
discuss the issue with their patients. Patients respond by lying or withholding



information about their interest in or use of CAM. They then end up weighing the
potential risks and benefits of CAM therapies on their own.

The medical community needs to stop thinking in two categories of conventional and
CAM, and instead focus on developing better systems for creating and weighing —
evidence that can tell what us we really need to know—what does and does not work?

Allow me to use the Quality Care core values to describe in more detail our
recommendations for CAM education and training.

Information: Patients need accurate and complete information in order to make good -
decisions. They need a clear and complete presentation of all conventional medical

options, along with what is and is not known about how well they work and what harm

they can do. Patients need the exact same evidence-based information for CAM, and

they need it at the same time and place that they receive information about conventional
treatment options.

Choice: Guided by accurate information, patients should be able to choose among
therapies that offer some benefit. Patients should also be told about all clinical trials
that are relevant to them. CAM that has some evidence of efficacy must be part of the
range of choices presented to patients. Relevant CAM clinical trials need to presented
to all patients as a health care option.

Respect: Providers need to treat the patient as a whole person rather than as a disease
or a body part. For example, discomfort and anxiety need to be taken seriously—they
are a real and powerful part of the breast cancer experience and can often be
alleviated. All care providers should have a basic knowledge of CAM and provide an
overview to patients, and respectfully encourage patients to be honest about their
interest in or use of CAM.

Accountability: Patients need competent providers with credentials that mean
something to patients. The system should be easy to understand and transparent, so
everyone can easily learn what a credential or license means. But credentials by
themselves do not create accountability. It is a clear and accessible appeals process
that protects patients. Any licensing or credentialing process must include a convenient
and effective way for patients to appeal or complain, and there must be meaningful
consequences. This is true for both CAM and conventional practitioners.

Access: Breast cancer patients should have access to interventions that have been
shown to help. All providers should either provide or refer patients to CAM therapies
that have been shown to have some efficacy. Health insurers and plans should have an
evidence-based approach to coverage and educate patients about CAM.

Improvement: We want a health care system that is continually learing from patient
care. We need more and better evidence about both conventional breast cancer care
and CAM.



NBCC believes that CAM research has been extremely under-funded. A large
investment in this kind of research could not only bring great health benefits to patients,
but in the long run may provide savings in health care costs. Right now breast cancer
trials consist mostly of drug companies exploring slightly different ways of using their
patented drug, or slightly different combinations of existing drugs. We need a different
focus, and CAM research is fertile ground for innovative questions about breast cancer.

We also need to expand our notion of health services research. We need to be
measuring what matters—not just morbidity and mortality, and not just a handful of ~— ~
quality of life measures. CAM research can require innovative design, which may help
expand what we measure and how.

The federal government needs to fund not only CAM research, but also CAM education
for all players—patients, health care providers, third party payers, etc. There is so
much misinformation and mistrust around this issue. A major educational effort by the
federal government could go a long way in dispelling myths and getting effective
treatments to patients.

NBCC strongly supports increased funding for more and better research to find out
which CAM therapies are effective. We also strongly support a federal educational
initiative on CAM and evidence-based medicine.

National Guidelines

CAM practitioners certainly need consistent educational standards and accountability
within the licensing or credentialing process. But this by itself will do little to help
women get the care they need. We believe that patients will be better able to choose
the right provider (CAM or other) when there are national standards for health care--
standards that are comprehensive, evidence-based, updated regularly and accessible
to everyone. These guidelines should not be broken into conventional verses CAM, but
rather include the entire range of care options.

Guidelines can't tell anyone what their treatment should be, but they can provide an
invaluable overview of what we’ve learned from medical research so far. Patients will—
and should—continue to make very different choices about their health care. But one
national trustworthy source for evidence-based health care information would be a
powerful tool for patients and their loved ones who are trying to get quality health care.
It would also highlight what research questions remain.

Conclusion :

CAM is not a fad. It is—and will continue to be—an important component of healing for
many patients. The truth is, conventional medicine has over-promised. For many
breast cancer patients, it has failed them. Patients who are painfully aware of the
limitations of conventional medicine will continue to look for health care that works,
wherever it may be. From a patient perspective, it is not either conventional or CAM,



but what actually helps that matters. Health care policy needs to reflect this view. CAM
must be completely incorporated into all aspects of health care policy.

Thank you so much for this opportunity to share NBCC’s views. We believe that breast
cancer advocates have an important role to play in the development of CAM policy. We
look forward to working with you more closely in the future.



