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Biographical Sketch for Joseph M. Helms, M.D. 

Joseph M Helms, M.D. is at the forefront of physician acupuncture 
education in the United States. He has been teaching physicians since 1977, 
and chairs a continuing education program sponsored by the Office of 
Conhnuing Medical Education at the UCLA School of Medicine. Dr. Helms 
attended the Johns Hopkins University for his undergraduate educahon and 
UCLA for his medical training. He studied acupuncture in France through 
I'Association Francaise d'Acupuncture and I'Ecole Superieure d'Acupuncture 
France. He is a diplomate of the American Board of Family Practice and the 
American Board of Pain Management, and has a private practice of acupuncture 
and family medicine in Berkeley, California. 

Dr. Helms is the author of the professional textbook on medical acupuncture, 
Acupuncture Energetics: A Clinical Approach for Physicians. He undertook 
and published the first rigorously designed controlled prospective clinical 
research study in medical acupuncture in the United States ('Acupuncture for 
the Management of Primary Dysmenorrhea," Obstetrics and Gynecology, 69, 
51-56,1987), and has written chapters on medical acupuncture for two pain 
textbooks, one physiatry textbook, and a CAM textbook. 

Dr. Helms is founding president of the American Academy of Medical 
Acupuncture, and served as president of this organization from 1987 to 1993. 
He has served as consultant on the World Health Organization's acupuncture 
scientific advisory committees that have established international training 
and prachce standards. He has been vice president of the WHO-sponsored 
World Federation of Acupuncture-Moxibustion Societies, and a participant on 
the ad hoc advisory panel of the Office of Alternative Medicine, National 
Institutes of Health. He is vice chairman of the medical advisory panel of 
OneBody.com, an Internet CAM resource. 



White House Commission on CAM Policy, 22 February 2001 
Training, Education, Credentialing, and Licensing 

of Physician Acupuncturists 
Joseph M. Helms, M.D., Founding President 
American Academy of Medical Acupuncture 

I have been involved in physician acupuncture education since 1977. 
During this quarter-century the discipline of medical acupuncture has 
emerged and defined itself, created its training guidelines, established its 
practice standards, and regulated its credentialing requirements. I am 
pleased to review its history and current status for the commissioners and the 
public. 

It is necessary to clarify that I address only the discipline of medical 
acupuncture, that is, acupuncture as taught to and practiced by physicians 
who are licensed in conventional allopathic and osteopathic medicine. I do 
not address other disciplines of acupuncture that are taught or practiced by 
credentialed nonphysicians in this country. M.D. and D.O. physicians come 
to acupuncture already fully qualified in western biomedical science and 
practice, having spent over 4,000 hours in their formal training programs. 
They are experienced as health care providers, and are embracing 
acupuncture as an additional discipline to integrate into their practices. Most 
physicians limit their acupuncture practice to 25% or less of their 
professional activity. 

In 1980 the first comprehensive medical acupuncture training program 
in the United States was sponsored by the American Holistic Medical 
Association (ARM A) as one of its core training modules. It was accredited 
for 200 hours of continuing medical education and was the forerunner of the 
"Medical Acupuncture for Physicians" program, which has been sponsored 
since 1983 by the Office of Continuing Medical Education of the UCLA 
School of Medicine. In 1987, graduates of the AHMA and UCLA programs 
created the American Academy of Medical Acupuncture to represent the 
professional interests of well-trained physician acupuncturists. Entry 
membership requirements were established as 200 hours (120 didactic, 80 
clinical) of formal training. Full membership requires an additional 20 hours 
of training. 



The formal training of 220 hours was adopted in 1987 by the World 
Federation of Acupuncture-Moxibustion Societies (WFAS), a World Health 
Organization-sponsored entity (WHO), as the requirement for physician 
training in its member societies, consistent with the full membership 
requirements of the AAMA. In this country, as individual states created 
training guidelines for physicians, 200 hours was the amount of formal 
training uniformly adopted as necessary to develop safe and effective 
practice skills. The UCLA program and that of the New York University 
College of Medicine and Dentistry, which are the two major resources for 
physician acupuncture education in the United States, maintained their 
training programs to conform with these standards. 

Since 1984 there have been numerous meetings of physicians from 
western countries to discuss the standards of physician training and practice 
of acupuncture. These have been sponsored by national medical 
acupuncture societies in the United States, Canada, Australia, Sweden, 
Germany, Belgium, and France, and have served as the forum for cross-
fertilization and standardization. Several enduring international societies -
the Pan Pacific Forum on Medical Acupuncture for Pacific Rim countries, 
and the International Council of Medical Acupuncture and Related 
Therapies (ICMART) for European countries - have developed from these 
meetings, and continue to serve educational needs and international 
exchange of the member countries. The common denominator in the 
nadonal and international societies is integrating western biomedical training 
with the traditional theory and practice of acupuncture. 

In 1996 WHO'S Division of Traditional Medicine convened an 
international assembly that voted on training guidelines for different levels 
of acupuncture practitioners. This document was approved by the World 
Health Assembly and distributed to member nations. Qualified physician 
graduates from schools of contemporary biomedicine who wish to include 
acupuncture as a technique in their clinical work are recommended to have 
not less than 200 hours of formal training. This training should include the 
history and cultural context of acupuncture, the basic theory of acupuncture 
and Chinese medicine, knowledge of the acupuncture points, traditional 
methods of diagnosis, and the principles and techniques of acupuncture 
treatment. The document acknowledges that qualified western physicians 



already know medical theory, diagnosis, safe practice techniques, and 
patient management, and that their use of acupuncture will address problems 
they commonly treat in their medical specialties. 

The WHO training guidelines embody that which has been 
recommended and practiced in western countries for ten to fifteen years. 
The regulations have been well established in all European and Pacific Rim 
countries, and are time-tested in the United States. They provide a matrix in 
which each training program can provide its physician students with an 
education in acupuncture that results in substantial theoretical understanding 
of the discipline and a responsible and effecfive technique for its execudon 
in clinical pracdce. Public safety is well protected by the current standards 
of training and regulation. 

In the United States, the AAMA recommends that individual state 
medical boards require the 200 hour minimum formal training for physicians 
to register as medical acupuncturists. Currently all states except three that 
require physician registration follow the 200-hour standard. Most state 
medical boards, however, are disinclined to regulate or certify physicians in 
medical acupuncture. They argue that the discipline is included in the scope 
of practice of medicine and does not need addidonal registradon. In the 
pracdce of medicine, it is the hospital staff privilege and liability insurance 
guidelines that document quality of training. AAMA membership eligibility 
is the gold standard in every state for practice privileges and insurance 
coverage. 

The American Academy of Medical Acupuncture serves the 
profession and the public by establishing minimum training and practice 
standards for membership, offering condnuing education in medical 
acupuncture, recommending practice privileges and liability insurance 
qualifications, encouraging reguladon by state medical boards, and by 
disseminating reliable information about the discipline to the public. The 
American Board of Medical Acupuncture, a sister society to the AAMA, 
offers a certification process in medical acupuncture that requires 
documentation of acupuncture practice and results and passing an 
examination. 



Because the majority of physicians practicing acupuncture in the 
United States are graduates of the UCLA "Medical Acupuncture for 
Physicians" program, the majority of the physicians in the AAMA are 
UCLA graduates. Membership is not limited to UCLA graduates; rather, 
members come from all schools and disciplines of acupuncture taught in this 
country. A survey done of graduates of the UCLA program between 1997 
and 2000 confirmed that 97% of the course participants felt well prepared to 
responsibly and safely incorporate acupuncture into their practices. 

In conclusion, with respect to the training and educadon, credentialing 
and licensing of physicians practicing medical acupuncture, I contend that 
the discipline has defined and regulated itself in a fashion that is acceptable 
by national and intemadonal standards. Further, the medical acupuncture 
training and credentialing infrastructure has shown through 25 years to be 
reliable for these physicians and safe for their patients. I consider medical 
acupuncture to be a mature and effective discipline with a responsible 
training, credendaling, and accountability system, and recommend that it be 
endorsed by the commission in its current form. I further recommend that 
exposure programs for medical students, residents, fellows, and practicing 
physicians be encouraged in all specialdes of medicine. Such an educadon 
exposure will inform them of the value of medical acupuncture, how to refer 
appropriate patients for treatment, and the recommended format and content 
of responsible training. Thank you very much for inviting me for this 
presentation. 
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BIOGRAPHICAL SKETCH 
Lixing Lao, Ph.D., MD (China), L.Ac. 

Lixing Lao, Ph.D., L.Ac, is an Associate Professor of the Complementary Medicine 
Program in the Department of Family Medicine, School of Medicine, at the University of 
Maryland Baltimore; and Vice-President and Clinical Director of the Maryland Institute 
of Traditional Chinese Medicine in Bethesda, Maryland. He also served as a Board 
member on the Maryland State Board of Acupuncture, which regulates acupuncture 
licensing. 

Dr. Lao graduated from the Shanghai University of Traditional Chinese Medicine 
(TCM) in 1983 after 5 years training in acupuncture, Chinese herbal medicine and 
Western Medicine. He completed his Ph.D. in physiology at the University of Maryland 
at Baltimore in 1992. As a licensed acupuncturist. Dr. Lao has practiced acupuncture 
and Chinese medicine for more than 17 years. He joined the Complementary Medicine 
Program of the University of Maryland School of Medicine in 1992, and has been 
actively involved in patient care, teaching and research and became the Clinic Director 
of the Complementary Medicine Program Clinic in 1998. 

As a principal investigator or co-investigator. Dr. Lao has been awarded grants from the 
National Institutes of Health and the U. S. Departiment of Defense to conduct research on 
acupuncture and alternative medicine. He has many publications and has been invited to 
give presentations at many national and international conferences/symposia including NIH 
Consensus Development Conference on Acupunctiire in November, 1997. He currentiy 
serves as a member of the Advisory Board on the Journal of Alternative Therapies, and was a 
member of the International Editorial Advisory Board on the International Journal of Clinical 
Acupuncture and Oriental Medicine. 

His interests of research areas are mainly focused on Acupuncture and Traditional Chinese 
Medicine. He has been conducting clinical trials of acupuncture for chemotherapy-induced 
nausea and vomiting, postoperative dental pain and for chronic osteoarthritis of the knee. 
He also has a laboratory to conduct basic science study on animal models to explore the 
mechanism of analgesic effect of acupuncture. 



Testimony by Lixing Lao, Ph.D., M.D. (China), L.Ac. 
to the 

White House Commission on Complementary and 
Alternative Medicine 

February 22,2001 

Good morning, and thank you for the opportunity to speak here today. My 
name is Dr. Lixing Lao. I studied Traditional Chinese Medicine (TCM) and 
Acupuncture at the Shanghai University of Tradidonal Chinese Medicine, 
and have practiced acupuncture and TCM for more than 18 years. Many of 
you know me as a researcher because of my work at the University of 
Maryland where I conduct clinical trials on the efficacy of acupuncture. I 
was the principal investigator on acupuncture research for postoperative pain 
after dental surgery, which was one of the 2 uses of acupuncture that 
received full endorsement by the NIH at their 1997 consensus conference, 
and I continue to do studies on chemotherapy-induced nausea and vomiting, 
postoperative dental pain, chronic osteoarthritis of the knee, and mechanism 
of action of acupuncture analgesia. 

I come to you today, however, to talk about the education, training, 
licensure, and certification of acupuncturists in this country. Ten years ago, 
along with some very dedicated and esteemed colleagues, I founded the 
Maryland Insdtute of Traditional Chinese Medicine, a school that is 
accredited by the Accreditation Commission for Acupuncture and Oriental 
Medicine (ACAOM), and is representative of acupuncture schools that 
prepare students to become certified by the National Certification 
Commission for Acupuncture and Oriental Medicine. I currently teach and 
serve as a Board member and Clinical Director of the school, and the 
comments that I am about to make reflect my experience in this capacity, as 
well as from my experience as a former Board member of the Maryland 
State Board of Acupuncture, which regulates acupuncture licensing for the 
State of Maryland. 

First, I would like to talk about the training of professional acupuncturists. 
Accredited schools provide a minimum of three years for acupuncture 
training program (more than 2000 hours, with at least 500 hours of clinical 
training and 360 hours of training in Western medicine), or 4 years for 
acupuncture and Chinese herbal medicine training program. The Western 



medicine component focuses mostly on training acupuncturists to recognize 
signs and symptoms indicating that the patient should be referred to another 
practitioner, such as a physician, and also trains students on how to 
effectively communicate and interact with the conventional medical system. 
This is similar to other health care practitioners such as chiropractors, 
psychologists, and even physicians, who are trained to work with the 
medical system and refer patients when necessary to another type of 
provider. This is emphasized throughout their acupuncture training, even 
though it is more common for a patient to come to us after they have already 
pursued treatment by a conventional health care provider. 

This typical 3 to 4 year training program is comparable with the number of 
training hours required by other health professions, and is considered to be a 
minimum amount of time required for understanding the richness and 
complexities of a medical system that has been under development for at 
least 3 thousand years. 

Acupuncture and TCM is a medical system, not just a collection of points on 
the body, and like modem western medicine, it takes years of study and 
practice to achieve competency, and a lifetime of learning to achieve 
mastery. Acupuncture schools provide extensive training in meridian 
theory, diagnostic methods including tongue and pulse diagnosis, 
differentiation of disease according to TCM theories, accurate acupuncture 
point locations, various acupuncture needling techniques, principle of 
treatment, the dynamics of acupuncture formulas for point combinations, 
and dynamics of Chinese herbal formulas, which is not unlike the 
combination of different drugs that, when taken together, have an affect far 
different than the individual components. 

Perhaps the most important part of the training however, is the extensive 
clinical training that the students receive. Like a doctor fresh out of medical 
school, it is not until one gets some clinical experience that all the 
information and theory starts to come together in a practical way. In our 
school, following ACAOM's high standard, students begin by spending 150 
hours doing clinical observation, and then 500 hours where they must 
provide at least 250 treatments to at least 30 patients before they can 
graduate. Each case is discussed with a clinical supervisor, most of whom 
have been trained in China and have many years of practical experience. As 
we all know, rarely does a patient present as described in a textbook case. 



and it takes quite a bit of experience to correctly diagnose and properly treat 
the variety of patients that walk through the door. 

Traditional Chinese medicine is a completely different way of looking at 
health and illness, as compared to Western medicine. While the bodily 
organs such as the liver, spleen, heart, lung, and kidney are the same, their 
function in Chinese medicine is very different then their function in western 
medicine, and the inter-relationships between the organs is completely 
different than in western physiology. Therefore, someone presenting with 
asthma may be diagnosed with a kidney yin deficiency, and someone with 
irregular menstrual cycles may have liver qi stagnation. Obviously, training 
in western medicine diagnosis has very little overlap with Chinese medicine. 
Traditional Chinese medicine and acupuncture often provide fundamental 
health care for the patient rather than just symptom relief 

I make these points to illustrate the sharp contrast between this 2000 hours 
high standard acupuncture training as compared to the fewer hours of 
acupuncture training in other health professions. I believe that it is a very 
positive phenomenon that more and more physicians are learning about 
acupuncture and choose to use it as part of the treatment options they have in 
their profession. When they incorporated this modality into their practice, it 
can significantly benefit and improve patient care, especially for the 
temporary relief of some symptoms and simple illnesses. However, just like 
a family medicine practitioner will recognize his/her limitations by referring 
a patient with cardiovascular disorder to a cardiologist, a health care 
practitioner with minimal acupuncture/TCM training should recognize their 
limits when treating a patient with a complicated, chronic condition that 
requires comprehensive treatment by a professional acupuncturist. 

I must take issue that in some states even a fully trained professional 
acupuncturist is required to practice under the "supervision" of other types 
of health care providers. It is incomprehensible to me how a physician, for 
example, who may have little or no training in acupuncture, can be legally 
authorized to supervise a licensed acupuncturist. This is like requiring an 
electrician to supervise a plumber - knowledge of one field does not 
automatically confer knowledge of the other field, and it does nothing to 
assure the competency of the practitioner. This is a public safety issue. I 
urge the Commission to consider this issue and be fully aware of the 
different levels of training and scope of practice among health professions. 



People seeking acupuncture are unlikely to understand the differences in 
training among different types of practitioners. National certification is one 
of the few ways that the public can determine the level of training of a 
practitioner. Just like every medical doctor is required to take a Board exam, 
most states require acupuncture practitioners to pass the national exam 
offered by National Certification Commission for Acupuncture and Oriental 
Medicine (NCCAOM) in order to be eligible for an acupuncture license. The 
passage of the NCCAOM exam ensures that the practitioner has the basic 
knowledge of acupuncture and TCM required for an entry level acupuncture 
practitioner. 

Another reason that it is very important for the Commission to look at ^ 
education, training, licensure, and certification is for reimbursement. More 
and more insurance companies are beginning to cover acupuncture, although 
with many limitations and restrictions. I sincerely hope that in the near 
future, all government health care programs such as Medicare, Medicaid, 
and the military include acupuncture in their health care programs. Some of 
these programs do not even offer acupuncture, or only offer it if performed 
by a physician. To assure high quality practitioners, I hope that the 
Commission will recommend that licensed acupuncturists be part of the 
health care team and help to facilitate that to happen. 

As acupuncture and TCM become more and more incorporated into the 
mainstream medical system, it is important that acupuncture practitioners 
and medical doctors work together, rather than competing with each other, to 
deliver the best health care for the patients. In the University of Maryland 
medical system, physicians, medical acupuncturists, and professional 
acupuncturists work together as a team, referring patients to each other as 
appropriate. Our patients are very satisfied with the health care we have 
been delivering in this system. I truly believe that this should be an ideal 
model for the health care system in this country. For this to work, however, 
physicians must have the knowledge and understanding necessary to make 
referrals to professional acupuncturists. This should be part of the graduate 
training of all health care practitioners, but especially physicians, since they 
are often the gatekeepers in the health care system. 

In summary, I would like to ask this Commission to recognize that 
acupuncture is a comprehensive medical system that requires extensive 
training to be fully and correctly practiced. The national standards for 
accreditation of acupuncture schools assures high quality and comprehensive 



training programs, and the national exam, such as NCCAOM exam, for 
certification of acupuncturists assures that practitioners have a basic level of 
knowledge necessary for high quality care. These are the gold standards for 
all health professions, and are important tools to protect the public from 
untrained and unqualified providers. Other health professionals should have 
a basic understanding of acupuncture as a different approach to healing that 
can complement conventional treatment, and be encouraged to include 
acupuncture as part of the health care options for their patients. 

Finally, I would like to mention that the Association of Acupuncture and 
Oriental Medicine, and the National Acupuncture and Oriental Medicine 
Alliance, have read these remarks and fully concur with these 
recommendations. 

Thank you very much and I ' l l be happy to answer any questions. 
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MARK BLUMENTHAL 

BIOGRAPHY 

Mark Blumenthal is the Founder and Executive Director of the American Botanical Council (ABC), an 

independent, non-profit group dedicated to disseminating accurate, reliable, and responsible information 

on herbs and medicinal plants. He is the Editor/Publisher of tierbalGram, an international peer-reviewed 

quarterly journal whose contents reflect the educational goals of ABC. He is also an Adjunct Associate 

Professor of Medicinal Chemistry at the University of Texas at Austin, College of Pharmacy, teaching a 

graduate level course on herbal products in today's pharmacy. Mark has served as Vice-President of the 

Herb Research Foundation and President of the Herb Trade Association, the former association that 

represented the interest of the herb industry. He was also a founding board member of the American 

Herbal Products Association. 

He is the senior editor of the book of English translations of Ttie Complete German Commission E 

Monograptis-Ttierapeutic Guide to Herbal l\Aedicines. This publication has been ranked second in the top 

medical books published in 1998. It is a rational system for evaluating the safety and efficacy of herbal 

medicines. 

Mark has over 25 years experience with herbs, medicinal plants and natural products. He has appeared 

on over 300 radio shows, written over 400 articles for such publications as Healtti Food Business, Let's 

Live, Vegetarian Times, Natural hlealtti. East West Journal, has written chapters for natural alternative 

medicine encyclopedias, and has written a monthly column for Whole Foods Magazine for the last 9 years. 

He has been a consultant to the Office of Alternative Medicine at the National Institute of Health and to the 

World Health Organization (WHO). Mark is a frequent speaker and/or panelist at conferences, 

universities, pharmaceutical, natural foods, botanical and agricultural associations. In addition, he has 

founded a number of herbal/natural product manufacturing concerns. 

To schedule an interview or presentation for Mark Blumenthal contact Beverley Ferguson at 512-926-4900. For 
further information on the American Botanical Council and HerbalGiain, call 512-926-4900 or write to the 
American Botanical Council, PO Box 144345, Austin, 1"X 78714-4345 or visit our webpage: vvww.herbalgram.org 

06/06/00 
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Current CME Courses on Botanical Medicine for MPs et aL 

1. Columbia University / University of Arizona Course on Botanical Medicine in Clinical Practice 
• 5day course in May 
• Designed for MDs, but other professions also accredited 
• Taught by MDs and others (PhD pharmacognosists, PhD ethnobotanist, herbalists, acupuncturists 

2. American Botanical Council's Monographs on Popular Herbs for Health Professionals 
• Accredited by Texas Medical Assn., Texas Nursing Assn., University of Texas 

• College of Pharmacy, American Dietetic Assn. 
• CME/CE Course and Reference Book, ca. 400pp. 
• 30 Herbs, Therapeutic Monographs w/ Clinical Essentials and Patient Info Sheets 
• Inclusion of Researched Herb Combinations 
• Inclusion of Branded Herb/Phytomedicine Products subject of published clinical 

studies 

Development of CAM Curriculum in Medical Schools 
University of Texas Medical Branch-Galveston CAM Grant from NIH 
Victor Sieipina MD - principal investigator 

Recommendations 

1. Who should be receiving botanical C£? 
-AlLcertified healthcare_providers who interface with the public in which a working knowledge of the 
potentialrisks and benefits of herbs and phytomedicines would be useful and/or essential for the 
proper delivery of the professional's advice. This includes but should not be limited to many types of 
physicians (medical and osteopathic), all pharmacists, most nurses, most nutritionist/dietitians, and 
possibly dentists. In some obvious cases, the need for CME in herbal medicines may be irrelevant to 
the professional's scope of practice, e.g., a neurosurgeon, an orthopedist, etc. However, in the opinion 
of many in the herbal community, due to the widespread use of herbal supplements by a significant 
portion of the adult population, some degree of exposure to appropriate herbal/phytomedicinal 
instruction should be required for virtually all licensed healthcare professionals, regardless of areas of 
specialty. 

2. Who should be teaching botanical C E ? 
There are a large number of people who have.e.xtensiveexpe^^ herbal products, many of 
whom would probably constitute appropriate instructorslirthis^ea. However, one potential drawback 
here is the fact that many of these people are not trained in conventional medicine. They may be 
licensed healthcare practitioners in non-conventional fields (e.g., naturopathy). Some of the most 
knowledgeable people I know in the area of phytotherapy are accredited NDs; others are self-taught 
herbalists who have extensive experience with medicinal plants. Some have strong clinical experience 
as herbalists, naturopaths and/or acupuncturists. The potential drawback here might arise when 
conventionally trained MDs etc. fall prey to professional preferences that might suggest that only MDs 
(and occasionally PhDs) are qualified to train other MDs. Hopefully, such professional jingoism will 
not characterize the future of medical education in CAM and botanical medicine, although the 
historical reasons for this attitude is understandable. 
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3. What should be taught? How and by whom should the content be 
determined? 

History. In my view, CME/CE courses on herbal medicine should begiirwith the history of herbsJo 
medicine and pharmacy to remind the practitioner that these fields of j:DnY£ntLonal healthcare owe their 
origins toJhejisgsijQ^Qtanicals as sofhToTthe f̂irst medicines. Although not directly clinically 
relevant', a brief general history wouia oe interestmg and potentially fun to learn. (Along these lines, I 
have presented a lecture at Columbia University's Botanical Medicine course for the past five years.) 

Regulation. It is also necessary to instruct the professional on the nuances of regulation dealing with 
botanicals in the U.S. There is too much misunderstanding of the regulatory environment, with the all-
too-often repeated phrase "unregulated industry" repeated ad nauseum, without any real understanding 
of what laws and regulations currently exist. Granted, herbs are not regulated in the U.S. Uke 
conventional drugs; this difference is the source of much confusion that bears clarification. 

GiVIP and QC/QA. Another area is the issue of quality control and GMP, and methods for assessing 
safety and efficacy of herbs. Numerous documents exist that are relevant to these subjects and should 
be mentioned where appropriate in CE materials. 

Therapeutics. Obviously, the appropriate and clinically relevant uses of herbs and phjtomedicines 
need to be included in any comprehensive CE course on herbs. This is the kernel of any course, as it 
provides the clinically relevant information to the professional. This area includes clinical uses as 
documented by published trials, meta-analyses, etc. It should also include well-documented case 
reports from other clinicians. Further, there needs to be instruction on recent fmdings on safety, 
including herb-drug interactions and how to distinguish among the varying levels of evidence available 
that either suggest or confirm an interaction, levels of evidence to support concerns on adverse 
reactions, and appropriate contraindications. Also, information on appropriate dosage and dosage 
forms, issues of phytoequivalence to specific proprietary phytomedicinal preparations as reported in 
published studies, etc. 

I have provided a brief outline of tiie elements of a course I teach at the College of Pharmacy at the 
University of Texas at Austin. It is found as an addendum to tiiese comments. 

4. How should it be taught? 
In principle, on-site learning is usually preferable, as it allows the best opportunity for the student 
(undergrad or p'ost̂ gradjjo'be able to interact with tiie'instructor. However, there have beeif 
remarkable advances inlhe area of distance learning, boUi based on conventional paper-based 
instruction and electronic modules. A report on CBS' 60 Minutes this past Sunday dealt with the 
increasing popularity of Internet-based virtual universities, some of whom, in the opinion of a 
Columbia University administrator, offered excellent learning opportunities and a strong competitive 
challenge to traditional on-site university campuses. In an age of increasing educational opportunities 
via CD-ROM and the Internet, distance learning programs offer excellent opportunities, while 
lowering costs for the prospective students. This month I observed a new Internet or InUrmet-based 
teaching module developed at Columbia University where professors' course-work and lectures had 
been put into downloadable formats, complete with video clips and the ability of the student to click on 
all types of related and ancillary topics displayed on the screen in both text and graphic formats. The 
prospects for this type of educational delivery are enormous for tiie instruction of both conventional 
and CA medicine, including botanical medicine topics. 

5. How often should it be taught, e.g. annually or bi-annually? How and by 
whom should this be determined? 
The frequency of instiuction in herbal medicine and any professional licensing requirements for annual 
or bi-annual insti:uction should be determined by the nature of the professional's specialty. For 
example, pharmacists - both in retail and health system ~ should be required to pass CE material in 
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herbal medicine on an annual basis. This is needed because the role of the pharmacist is increasingly 
moving in tiie direction of clinical counselirtgonjlrug-safety, potential mteractions, etc. Pharmacists 
neecUo_bekept jware^f the latest fmding from pharmacovigilance on herbals, including new data 
suggesting potential safety problems, including new confirmed reports of herb-drug mteractions. 
Additionally, new reports from published clinical studies, critical reviews and meta-analyses on the 
documented benefits of various herbals will continue to be published in the next decade. Pharmacists 
and physicians (and to some extent nurses, especially NPs etc., and RDs) will need to be kept aware of 
the potential benefits of these products, as increasingly documented by new research (or, as in the case 
of some herbs, new research may cast doubt about various previously held beliefs about some of the 
purported benefits; example: cholesterol-lowering effect of garlic. Allium sativum). 

6. What recommendations regarding botanical continuing education should the 
Commission consider? 

As is the case with many other fields of continuing education, there are many providers already 
producing CE modules for healthcare professionals in the area of herbs and phytomedicines. However, 
despite their accreditation, tiiere is a potential problem that some of this CE material may include 
erroneous information. 

_ThgI£.shQuld be some form of apprqpriatejeer review of CE materials on h^a l productS-Be.er-
review only EyTnSnnSers^fajarflculaLB^ession may not necessarilyjgrovidejdeguate insur^ce of 

•""accuracyTKor example, a recent issue of thejoumal Pharmacotherapy publisheda "WKifeT^ei'*^ 
-hefbahmedicine in tiie name of the American College of Clinical Pharmacy. The white paper was co-
authored by eight PharmDs, one who is a co-author of a book on herbals for professionals. 
Presumably, such a document with the gravitas of a "white paper" would be extensively peer reviewed. 
However, this,paperjnade several errors ofjac^egardingthe regulation of herbs (an area that one does 
not njcessarily expect phannacists to have expertise), aTwell as the total misinterpretatioii of a ^ 
chentigaljtudy used to support the paperls.concems about TacK"orGMPs for imp_oite.d-ChineseJierbal 
products. The paper cited as an example of "adulteration" of herbs the fmding of the brain hormone 
melatonin in samples of feverfew (Tanacetum parthenium), St. John's wort {Hypericum perforatum), 
and Chinese skullcap root {Scutellaria baicalensis). In fact, the research cited was a paper published in 
1997 showing naturally occurring levels of melatonin in these three plants - certainly not the result of 
adulteration (the act of intentionally adding a foreign substance). It seems clear that the authors and 
any peer reviewers were not sufficientiy familiar with the botanical literature to make this important 
distinction. Unfortunately, there is a high probability that tills paper will become cited as a reference to 
support the erroneous claim tiiat melatonin is an adulterant in these herbs. I am not aware if tills paper 
was ever approved for CE credit; however, I believe it serves as a good example for the need for peer 
review of journal articles, books and CE programs by persons who are qualified by experience in the 
field of botarucal medicine. Unfortunately, altiiough tiie number of such persons is growing, there is 
still a paucity of such experts. 

To attempt to address this situation a group called tiie Botanical Medicine Academy has joined forces 
with the American Herbalists Guild to provide guideUnes in the professional education of herbal 
medicine. (BMA consists of ti:ained naturopaflis and experienced herbalists; AHG is an herbalists 
profesisional group that includes some physicians and other conventionally trained professionals with a 
sfrong interest in employing herbs in clirucal practice.) While I do not speak for or represent this group 
(I serve ortiy as an advisory board member of BMA), I believe that some of their concerns are valid 
and worthy of consideration: There needs to be incorporation of the views of knowledgeable herbal 
experts into the training of conventional healthcare professionals. 
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Recommended Reference Materials & Texts 

Blumenthal M. (ed.) Health Care Professionals' Guide to Commonly Used Herbs. Austin, TX: American 
Botanical Council, 2001 (in press). 
Blumenthal M, Goldberg A, Brinckmann J. Herbal Medicine: Expanded Commission EMonographs. 

Newton, MA; Integrative Medicine Communications, 2000. 
Blumenthal M, Busse WR, Goldberg A et al. The Complete German Commission EMonographs. Austin, 

TX: American Botanical Council; Boston: Integrative Medicine Commurucations, 1998. 
McGuffin M, Kartesz JT, Leung AY, Tucker AO. American Herbal Product Association's Herbs of 

Commerce. Silver Spring, MD: American Herbal Products Assn., 2000. 
McGuffin M, Hobbs C, Upton R, Goldberg A. American Herbal Product Association's Botanical Safety 

Handbook. Boca Raton FL: CRC Press, 1997. 
Mills S, Bone K. Principles and Practice of Phytotherapy. London: Churchill-Livingstone, 2000. 
Pizzomo J and Murray M. Textbook of Natural Medicine 2d ed. London: Churchill-Livingstone, 1999. 
Robbers JE, Tyler VE. Tyler's Herbs of Choice: The Therapeutic Use of Phytomedicinals. 
Schulz V, Hansel R, Tyler VE. Rational Phytotherapy 2d ed. New York: Springer Verlag, 2001. 
Weiss RF and Fintelmarm V. Herbal Medicine 2d ed. New York: Thieme, 2000. 

Basic Course Outline of Herb Course for ̂ ^-Year Pharm D candidates at 
College of Pharmacy, University of Texas at Austin 

"Herbs and Phytomedicines in Today's Pharmacy" (Phr 382 U) 
(Taught by M. Blumenthal) 

1. Current Market Situation and Statistics 
Consumer Trends and Pattems per Surveys 

2. History of Herbs in Medicine and Pharmacy 
3. Basic Overview of Herbs 

Chemical Complexity 
Types of Herbal Products & Dosage Forms 

4. Specific Applications of Herbs per Physiological Systems (e.g., digestive, cardiovascular, neurological, 
skeletal-muscular, dermatological, etc., as outlined in main course te.xt: Robbers and Tyler's Tyler's 
Herbs of Choice: The Therapeutic Use of Phytomedicinals) 

5. Recent Clinical Research on Specific Herbs 
6. Legal and Regulatory Issues Affecting the Manufarture, Sale, Marketing of Herbs and 

Phytomedicines: A review of the regulations governing the manufacturing, 
labeling, marketing and sale of herbs as OTC drugs and dietary supplements 

7. Iiutiatives for Evaluation of Quality, Safety & Efficacy of Herbs 
International: 

' German Commission E Monographs 
• ESCOP Monographs 
• WHO Guidelines & WHO Monographs on Selected Medicinal Plants 

Domestic: 
ABC's CME Monographs 
ABC's Expanded Commission E Monographs 
American Herbal Pharmacopoeia 
USPDI 
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Outline of ABC's Professional Monographs on 30 Popular Herbs 

Overview 
Includes brief background, geographical origin, history, market status, etc. 

Description 
Provides description of tiie crude herb material used in commerce and/or parameters for extracts 

etc. This is not a detailed botarucal description. 

Indications 
Major and minor indications based on results of clinical trials, general usage documented by 

published literature, officially approved uses by government review (e.g., German Commission E) and/or 
uses documented by World Health Organization etc. 
Duration of Administration 

Periods of minimum or maximum use to ensure efficacy and/or reduce potential adverse reactions. 
Chemistry 

Brief review of primary chemical constituents, especially those related to the herb's known 
pharmacology. 
Pharmacological Actions 

Actions as documented in human, animal, and in vitro research (in three respective sections) 
Contraindications 

Conditions that are contraindicated for use of tius herb, as documented by published reviews, 
monographs, etc. 
Adverse Side Effects 

Documented adverse effects from tiie literatiare. The clinical significance of some adverse reports 
is noted when appropriate. 
Drug Interactions 

Interactions are noted based on a rational hierarchy of evidence, with usually only those reported 
in humans listed. If other interactions are be listed that are based on animal or in vitro data, or merely 
speculation, tiie levels of such evidence are noted. 
AHPA Safety Rating 

The safety rating as assigned by tiie American Herbal Products Association Botanical Safety 
Handbook is noted, and in some other cases, some European organizations' assessment are also included. 
Regulatory Status in US and Other Industrialized Nations 

'Status as a dietary supplement, OTC drug, traditional medicine, etc. is noted in other countries. 
Clinical Review 

A brief paragraph or two giving an overview of various clinical studies that are summarized in the 
following table. Comments about reviews, meta-analyses and other relevant observations on clinical trials 
is included. 
Table of Selected Clinical Studies 

In some cases all published clmical studies on a particular herb will be summarized in a table; with 
some herbs in which a significant amount of research has been published, the primary and most recent trials 
are included. Most tables are divided into various subsections dealing with the primary research parameter 
of tiie studies in each section (e.g., cardiovascular, chemoprevention, cogiutive, diabetes, immunology, 
psychomotor response, etc.). The columns of the tables include the author and year, subject, design 
(including number of subject etc.), duration, dose, preparation (including brand name, if given), 
results/conclusion. 
Brands Used in Clinical Studies 

The names of brands of herbs and phytomedicinal products are mcluded in the Table of Clinical 
Studies, with a section showing the manufacturer, city and country, and a brief description of the product or 
parameters of the herbal extract. 
References 

Complete references of all citations are included. 
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DENISE MURRAY EDWARDS, ARNP, CS, MA, M.ED. M.T.S. 
I (b)(6) [Des Moines, lA 50310 

Home Phone:! (b)(6) IWorkPhone: (515)440-6286 
Fax :515 440-6293 e-mail: muiTavda@.ihs.org 

Member Oncology Nursing Society 

The Oncology Nursing Society (ONS) supports the concept of patient centered care based 
on the ethical principle of respect for autonomy. ONS states that "within a level 
consistent with physical, psychological, and spiritual capabilities and their value system, 
the client and family participate in care and ongoing decision-making." * Within Uie 
28,000 membership, there has been an interest in increasing knowledge of 
complementary interventions as well as skills training in select modalities. Educational 
sessions are offered at annual meetings because of the desire of oncology nurses to 
acquire knowledge that was frequently absent in their professional education. Today's 
health care professional must be familiar with CAM interventions in order to take a 
meaningful health history and to collaborate with the patient in making treatment 
decisions. Since Eisenberg's 1993 article, it is difficult for any clinician to remain 
unaware of the utilization of CAM interventions by the general population of this 
country. ̂  Without understanding the nature and consequences of CAM interventions, 
the provider caimot provide culturally competent care. 

Education 

Across the United States, undergraduate nursing programs are uneven in depth and 
breadth in teaching CAM interventions. When nursing students do not receive their 
CAM information through formal education, they remain as vulnerable as any other 
consumer does to the abimdance of misinformation in this area. There is a tendency for 
faculty to teach what they know. This results with a continuum ranging from no CAM 
content to programs such as the University of Minnesota with eleven CAM electives 
available to students. Interest will drive students to seek esoteric knowledge but they 
need to be aware of CAM intervention appropriate for specific symptoms to provide 
basic care to today's patient. An example would be using the low risk and inexpensive 
option of acupuncture for pain management. It is not logical to put resoiu-ces into 
instruction involving pain management without discussing non- pharmacological options. 
Inherent in knowing that a patient is using complementary supplements with allopathic 
medicines is the responsibility to give good information about potential areas of harm 
including drug interactions. Several strategies would need to be initiated to improve the 
quality of CAM education. 

' ^ 4^- y^^^-^ ^ ^^^^^ 



(1) Develop a core curriculum at the national level to be supplemental to content areas 
currently studied by health care practitioners. It would not need to be discipline 
specific. A model for this is the AHCPR quick reference guide for the Management 
of Cancer Pain. ^ 

(2) Assess regional concerns about CAM practices that need to be addressed at the local 
level. For example, although 1 currently live in the Midwest, most of my practice has 
been in Boston. 1 was surprised to learn that a number of individuals were unable to 
participate secondary to religious reasons, in the infertility groups and cardiac 
rehabilitation groups offered at The Center for Health and Weil-Being because we 
incorporated yoga. Their spiritual concern was of such magnitude that these potential 
clients could not participate in any programs at the Center. That may well have been 
an issue when 1 practiced at the Dana Farber Cancer Institute but 1 didn't think to ask 
the question and the Institute wasn't offering that service to patients at the time. 

(3) Integration of CAM content has been under discussion for several years by nursing 
faculty and one area of concern is faculty competency. Funded opportunities need to 
be available for faculty to develop expertise in this area. An analogous model would 
be the weeklong seminar at the Kennedy Center for Ethics at Georgetown. The goal 
of this program is not to create ethicists but to develop informed graduates with a 
framework for discussion based on specific principles. A comparable program in 
teaching CAM interventions would eliminate the potenfial barrier of faculty 
recruitment prior to implementation of an integrated curriculum. 

(4) The usual methods of testing with the inclusion of relevant questions on the RN State 
Board Examinafion would hold students accountable for this new information. 

Interdisciplinary electives should be available to students in all academic levels who 
choose to increase the depth of their knowledge regarding CAM interventions. 
Discussion of CAM would be a natural fit to a course on psychological and physiological 
responses to stress and would be the focus of a course on medicinal use of herbs. Many 
colleges are tailoring courses for adult learners and providing courses free of charge or at 
a minimal fee to seniors. What a wonderful opportunity this could be to educate providers 
and consumers in the same classroom. For several years, I was faculty for a course. 
Ethics in Medicine, offered by Harvard Divinity School and Extension. Much of the 
richness of this course was the interaction of the divinity students, health care 
practitioners and interested lay adults from the community. Adoption of this model would 
broaden the experience of students and provide direct information about the acceptance 
level of CAM intervenUons among the community. 

Nursing education progresses from the generalist to the specialist level. On the graduate 
level, the students have more flexibility in their schedules and may choose to learn skills 
appropriate to the individuals' scope of practice. An essential component of skills 
training must be emphasis on the importance of comprehensive documentation. Nurses 
frequently tell me that they do not document CAM interventions in the patient record. 
There are a number of understandable reasons for this practice. Rationales vary from fear 
of ridicule to concerns that documentation of CAM interventions may jeopardize third 
party reimbursement. However, we have to be accountable to the patient and the 



institution for ethical and legal reasons. In addition, if we are to offer evidence-based 
care, we need to systematically record each intervention and record outcome data. 

Continuing Education 

(1) For practicing clinicians, it is essential to include information in professional 
continuing educational programs on current complementary practices as well as 
supplements used by consumers. Again, I recommend an interdisciplinary approach. 
Financial resources are becoming a problem for nurses and may be a barrier to access. In 
many institutions, there is no longer any funding or time allotted to continuing education. 
There is an emerging role for creative Internet usage. 
(2) Education should not be limited to health care workers. It would be wonderful to see 
nursing faculty offering CAM education to the community. The consumer needs to be 
educated to access services that are currently available only if they say the magic words. 
If my clients use functional phrases such as relaxation breathing or muscle relaxation, 
access to care is quickly denied To open the benefit door, they have to learn medicalese 
and talk the DSM language labels such as anxiety and depression. It is appropriate for me 
to use those labels after I have assessed the client because it is the common language of 
medicine and alerts other professionals to the diagnostic implications. It is not 
appropriate to expect a consumer to describe the problem or what they think would help 
using medical terminology. 
(3) Insurance providers need to and can be educated about efficacy and cost containment. 
I recently heard a case manager for an insurance company say to a group of oncology 
nurses that talking to an insurance gatekeeper should not be compared to "sleeping with 
the enemy". It was clear to her that she was not being cast in the role of Julia Roberts. 
She went on to say "many of us are reasonable people who care about patients". Research 
needs to continue and be made available to those insurance providers who currently deny 
access for clients lacking adequate financial resources for self-pay. It is ironic, as 
medicine moves toward a more collaborative model of care, that rank strangers often 
render the final decisions regarding who provides the care and where that care takes 
place. 
(4) It is no longer a reasonable expectation that clinicians will be familiar with all FDA 
approved medications let alone a panoply of herbs and supplements. We will need to rely 
on computer programs that will supplement our knowledge. CAM providers must be 
participants in groups that are preparing electronic updates on drug interactions and 
vigilant in incorporafing new data as it emerges from clinical trials. 

Training 

An example of a comprehensive training model has been developed by the Colorado 
Center for Healing Touch (HT). Included in the curriculum are didactic and 
demonstration modules, extensive documentation in a yearlong mentorship program and 
comprehensive return demonstrations. A student must complete the entire process to 
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my colleagues in that field, there is no standard body of knowledge. Therefore, there is no 
way to assess the competency of the practitioner and consequently, no protection for the 
consumer i.e. the practical purposes of licensing. 

Health Systems Policy - To integrate a CAM program into an existing institution, staff 
must be willing to participate in policy development, participate in discipline selection 
involving both inclusion and exclusion, assist in determining scope of practice and 
contribute to the development of quality monitoring and evaluafion. To do these things, 
communicates responsible confidence that we truly have effecfive treatment to offer. 

Exemplar 

Two Centers of Excellence should be established in diverse geographical locations to 
provide excellent CAM interventions and to provide week- long internship programs to 
be available to both pracfitioners and administrators. 

Conclusion 

I have made many comparisons between CAM and the discipline of ethics because I see 
CAM exisdng in a place similar to that occupied by ethics ten years ago. Including ethics 
content in education on a variety of levels has brought ethics into the awareness of 
pracfifioners, shifting it from a mere disciplinary arm of professional practice to a model 
for supporting families and helping resolve ambiguity. The one essential piece that has 
made an enormous impact, is the role of JCAHO in requiring a format for ethics 
discussion. It seems a logical progression that the Joint Commission will require CAM 
intervenfions be a part of the informed consent process. In fact, ethical principles would 
lead practitioners to incorporate that information without coercion. The model in health 
care in the past has been to create a supply of practitioners and resources and worry later 
about the demand for their services. The health care consumer has already spoken. It is 
fime to respond to consumer demand by creating the supply of CAM practitioners so 
those patients can improve the quality of their lives while remaining safe from harm. 

' D . M . Fletcher, Unconventional Cancer Treatments: Professional, Legal and Ethical 
Issues, 19 Oncology Nursing R 1351 (1992). 

David M. Eisenberg, Unconventional Medicine in the United States- Prevalence, Costs, 
and Patterns of Use, 328 New Eng. J. Med. 246, 249 (1993). 

^U.S. Department of Health and Human Services, Clinical Practice Guidelines, 
Management of Cancer Pain: Adults, Number 9, AHCPR Publicafion No 94-0593 
March 1994. 
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Sue South, Director, Associate Fellowship, Program in Integrative Medicine, 
The University of Arizona 

Ms. South is the Director of the Associate Fellowship in the Program In Integrative 
Medicine at The University of Arizona. Sue brings to the program an extensive 
background in adult education including structural program development and design, 
curriculum development, and teaching. Ms. South graduated magna cum laude from 
The University of Arizona with a Bachelors of Science degree in Family Studies 
emphasizing relational interaction and group dynamics and earned a Master of Arts 
with honors in Educational Psychology presenting a thesis concentrating on the 
integration of adult learning theory with instructional design and retention issues. Ms. 
South is currently a doctoral student in Educational Psychology with a focus on 
instruchonal design of distributed learning programs for adults. Sue has extensive 
experience designing and consulting on professional education programs for a variety 
of adult audiences and is often invited as a consultant and guest lecturer speaking on 
instructional design and delivery methods. Prior to joining the Program In Integrative 
Medicine, Sue was the Coordinator of Employee & Organizational Development at the 
University of Arizona, where she designed, developed and delivered professional 
programs for administrators, faculty and staff at The University of Arizona. 
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Program in Integrative Medicine 
The University of Arizona 

Oral Testimony for the 
White House Commission on Complementary & Alternative Medicine Policy 

Susan E. South, MA., Director, Associate Fellowship 
Andrew Weil, M.D. Program Director 

The Program in Integrative Medicine at the University of Arizona began in 1996 
with a vision. Dr. Andrew Weil had long believed that reform and a redesign of medical 
education was necessary to meet both the needs of physicians and health care 
professionals, and the demands of an increasingly more educated patient population. 
Dr. Weil, and a consortium of his colleagues committed to this vision, assembled to 
design the framework for a curriculum in integrative medicine and develop strategies 
for offering a comprehensive education to health care providers. This work resulted, 
initially, in a few continuing medical education offerings for health care professionals 
and then in the establishment of an outline for a comprehensive curriculum in 
integrative medicine. In this curriculum, philosophical foundation subjects such as 
Philosophy of Science, Medicine and Culture, Art of Medicine, Research Education, 
Lifestyle Practices, Spirituality, Mind Body interaction, Nutrition, and Physical Activity 
were included as well as several therapeutic systems and modalities such as Botanicals, 
Manual therapies such as osteopathy and massage, Chinese Medicine, Homeopathy, and 
Energy Medicine. 

The program then evolved to offer a 2 year residential fellowship in which 4 
physicians were competitively selected each year to relocate to Tucson to study with Dr. 
Weil and other integrative and CAM practitioner faculty. This education focused on the 
acquisition of knowledge, the clinical practice of integrative medicine and development 
of leadership skills. The residential fellowship, currently in it's fifth year, emphasizes an 
active and experiential learning process in which skills and knowledge are applied to 
clinical care and management practices, which in turn, prepares graduates to assume 
leadership positions in integrative medicine. This model consists of didactic sessions, 
discussion groups, a consultative clinic experience with patients, and patient care 
conferences which include practitioners from various modalities assembled in one room 
to discuss and contribute to treatment plans for patients. 

In addition to the residential Fellowship, a Research unit within the program was 
established. The objective of this unit emphasizes development of relevant evaluation 
tools, measurement of effectiveness of educational activities, and enhancement of 
clinical decision-making of integrative providers. The Research staff also provides 
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education for residential Fellows including individual and group mentoring, 
instructional sessions, and facilitation of journal club. 

Lessons learned from the residential Fellowship allowed us to refine the 
curriculum and develop new instructional models based in adult learning theory and 
grounded in a philosophy of self-care and a strong sense of community. We knew that 
educating just 4 physicians per year for clinical and leadership positions in integrative 
medicine was not meeting the demand of physicians seeking an education in integrative 
medicine, meeting public demand for practicing integrative physicians, nor forwarding 
the field in integrative medicine on a large scale. Additionally, we knew that many 
physicians were not able, for various personal, professional, and financial reasons to 
relocate to Tucson for a 2-year fellowship. It was then that the concept of a distributed 
education in integrative medicine evolved so as to accomplish several goals. First, it 
would increase the number of physicians being educated. It would allow physicians to 
immediately integrate the learning into their medical practices. And, it would forward 
the agenda of the integrative medicine movement on an international scale. But most 
importantly, it would allow for thousands of patients to experience healing-oriented 
medicine through relationship-centered care with their physician. 

This new educational concept, named the Associate Fellowship, is a 2 year 
educational experience delivered primarily over the web but also using a variety of other 
media such as video, audio, printed material and texts. The Associate Fellowship 
requires the physicians to spend 8-10 hours per week in study totaling approximately 
1000 hours of instruction over the course of the 2 year program. The structure also 
requires the Associate Fellows to attend 3 separate residential weeks in Tucson. These 
residential weeks allow the Associate Fellows to learn and practice skills together, meet 
and collaborate with faculty and residential fellows in person, and build a sense of 
community among colleagues who share similar philosophies. In the Associate 
Fellowship, physicians learn about the philosophy, practice, and integration of care 
through an active and interactive delivery model. Associate Fellows read texts, printed 
materials, and peer reviewed journal articles, engage in interactive exercises on the 
password-protected internet site, participate in threaded dialogues with faculty, experts, 
practitioners, and other Associate Fellows, complete case studies and clinical scenarios 
modeled after the patient care concept introduced in the residential Fellowship, and 
conduct field trips, interviews, and other practical activities that emphasize integration 
of the learning into their personal lives as well as into their active practices. One of the 
most important objectives for Associate Fellows is to experience behavior change. By 
integrating the learning with practical application, we consistently present opportunities 
for Associate Fellows to challenge their beliefs and behaviors and make resolutions for 
change. As a result of this design. Associate Fellows are reporting that after only 6 
months in the program they are changing the way they practice medicine. For example, 
one physician reported that he spends twice as much time now as before in counseling 
patients on nutritional concepts. 

The Associate Fellowship is a unique educational experience in several ways. The 
learner-centered approach places emphasis on a balance between delivery of a 
structured education in integrative medicine with a self-directed and self-explorative 
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process in which the physician is both encouraged and challenged to seek out new 
knowledge independently and in groups, and address his/her own misconceptions and 
paradigms about medicine and their role as a healer. For example, Associate Fellows 
recently completed an assignment in which they selected and examined, in small 
groups, a therapy which was considered "on the fringe" of conventional medicine. They 
had to find literature about the therapy, examine its uses, discuss indications and 
contraindications and share findings with other groups of Associate Fellows on line. 
What resulted was a collection of informed dialogues about various fringe therapies that 
now serve as a resource to which Associate Fellows can refer, as well as a sense of pride 
of ownership that the database was co-created by the entire group. Assignments such as 
this result in the creation of a bank of knowledge and data virtually impossible to create 
by any one person, and also in the establishment and maintenance of a sense of 
community among participants, the cornerstone of the Associate Fellowship. Building 
this sense of community allows participants to share knowledge, exchange ideas, debate 
constructively and gain confidence in a safe and supportive "virtual" environment. 
Although distributed learning programs historically have high attrition rates, we believe 
that our community-based approach will maintain persistence and add to the richness 
and retention of the educational experience. And so far, we believe it is working. Seven 
months into this inaugural class, we remain at 100% enrollment. However, without 
hard data to challenge our assumptions and inform our decisions about the future of the 
program, we could not be, nor prove ourselves, successful. Therefore, we created a 
comprehensive evaluation plan that allows us to examine and analyze participant and 
patient characteristics and demographic data, acquisition of knowledge, integration of 
the learning into clinical practice, program structure, curricular design, and satisfaction 
with the educational experience from various viewpoints. We have developed 
evaluations for each on line module, constructed survey instruments that evaluate 
physician attitudes and practices, and designed patient satisfaction measurements. And 
since most of the activity in the program is completed on line, the data are easily 
extractable from our database. 

This entire instructional design, we believe, is highly effective in delivering this 
education, and requires a diverse team of professionals to administer. The staff consists 
of 10 professionals combining their unique talents in producing the program. The team 
consists of instructional design specialists, content experts, a medical editor, web design 
technologists, and program coordinators. In addition, the team works with dozens of 
content providers, reviewers, and faculty from all over the world and depends greatly on 
the contributions of dedicated volunteers. For example, we have been honored to have 
been able to work with renowned experts such as Rachel Naomi Remen, Marty 
Rossman, and Jon Kabat-Zinn. Each curricular area is coordinated by a development 
team that works with faculty and content providers to produce the curriculum for 
delivery on the web. This concept requires that content experts and faculty provide an 
education often very different from previous teaching experiences. Faculty members are 
expected to be "facilitators of learning" rather than simply teachers. They assist the 
development team in the design of interactive exercises and group projects, as well as 
providing textual content. Faculty also participate on line with Associate Fellows by 
seeding dialogues with philosophical questions and statements about the curriculum 
creating opportunities for sharing of knowledge and experiences. 
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Although the Associate Fellowship is still in it's infancy, we believe we are 
building a solid foundation, backed by positive feedback, thus far, from Associate 
Fellows, integrative physicians, content experts, and patients, for developing additional 
educational offerings to other health care providers. We would be honored to share our 
success and learning with you and therefore, invite you to visit us at the University of 
Arizona to examine and gain a more personal understanding of our educational 
philosophy and practices. With experience and learning from the residential Fellowship 
and evidence & support from the program's research initiatives, we believe the Associate 
Fellowship is an excellent model of a comprehensive education in integrative medicine 
delivered in an innovative and community-based environment. 

For more information about the Associate Fellowship, visit our web site at: 
http://integrativemedicine.arizona.edu/af 
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i Associate Fellowship in Integrative Medicine 

The Associate Fellowship is presented as Foundations, Elements and the process of Integration. 

Foundations of Integrative Medicine 
Learning the philosophical basis of Integrative medicine is the primary focus of Foundations and Is the heart of 
integrative medicine. The 6 Foundations are as follow/s: 

Healing Oriented Medicine 
Focuses on the nature of the body's 
healing system; healing versus curing 

Philosophy of Medicine 
Addresses the philosophical heritage 
and current structure of the sciences 

Art of Medicine 
Reflects on the doctor as a 
facilitator of healing 

Medicine & Culture 
Teaches the origins and development 
of conventional medicine as well as 
other major systems of healing and 
anthropological perspectives 

Spirituality & Medicine 
Discusses the spiritual dimension of 
human life and Its relevance to 
health, Illness and healing 

Ethics 
Introduces and discusses the 
ethical Issues associated w/lth 
being a health care professional 

Elements of Integrative Medicine 
Foundations and Elements coupled together prepare the health care practitioner for a transition into an Integrative 
medicine practice. Elements are broken down Into the 3 major following categories: 

Clinical Elements: 

Nutritional Medicine 
Explores the contribution of diet 
to health and disease 

Botanical Medicine 
Identifies a basic repertory of 
botanical remedies with known 
safety and efficacy 

Mind/Body Medicine 
Addresses the scientific basis of 
mind/body interactions; a critical 
review of existing therapies; the 
role of the mind In health & illness 

Supporting Elements: 

Research Education 
Helps Associate Fellows master critical 
thinking & appraisal of research; how 
to find & assess existing research and 
evaluate its significance 

Integrative Medicine & Law 
Helps Associate Fellows understand 
the legal implications and issues asso­
ciated with a practice in integrative 
medicine 

Medicine, Leadership & Society 
Provides the basis for examining the 
administrative aspects of practicing 
integrative medicine 

"Dicuss & Refer" Elements: 

The Associate Fellowship provides 
a broad overview of the following 
modalities in order to prepare 
the health professional to discuss 
options with patients and refer to 
other practitioners: 

Homeopathy 
Chinese Medicine 
Manual Medicine 
Energy Medicine 

Integration 
The real challenge for the health care professional is integration of the Foundations and Elennents to form an integrative 
medical practice. The Assclate Fellowship goes beyond simply teaching complementary and alternative medicine, it 
addresses the unification of the philosophy, techniques and practical applications of Integrative medicine with the 
personal values, beliefs and commitment of the health care provider into new ways of approaching their own lifestyle 
and medical practice. 

Tfie next few pages demonstrate major features of the Associate Fellowship's instructional design. 
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Associate Fe l lowship in In tegra t ive M e d i c i n e ' ^ 

Advice from recognized exper 

Practitioner advice is targeted and prioritized, 
based on the practitioner's professional 
experience and Interpretation of the literature. 

1 Learners click on practitioners to read their 
advice on a given virtual patient. 

S © iDtro to liitegr^atiye Patient Cai e', Associate -. ==3 

1^ 

3. Consult with other practitioners 
Cli'rkoii an.expert and get their, advice.on Tom Torrance. Mote that a couple of 
treatment modalities are represented by more than one practitioner. Different 
practitioners in the same field will often have different advice. 

Note: Tbe advica f i r o m . t l i ^ p r K t i t i e M r s i«,not edited. The adiric* raprescDti their opinions, I 
on cNperic'hcc, porfo'nal bel icff and their in te ipratabon o f the l i terature in their respective' f i i 

Amlievi Weil 
BotAnic«ls 

KaUma'Hawhrider 
Ent rgy 'Mcdk in* 

Dee Crissey 
Ch in ts* Mcdicint 

(icupunccure) 

Michael Roland 
Chin*'se Medicirtt 

(herbt l formulations) 

D a n i e l S h a p i r o , P h . D . 

Uackroiind 

Clinic.il Health Psychologist v;ith expertise in 
Mind Body Medicine (pee Bin ibi" more details). 

/s f/(j.T patit^nl suili.'cl for tiiiud-hody 

therapies? 

vVe knov; that folks v/ith IBS respond in higji 
nunibei-s to mind-body treatments. Studies have 
revealed that IBSs 
generalized anxiety 
(5b?(i)- For Mr- Tor 
relationship betv/ee 
conflict -with his por 
raise his son, and hi 
indication that mine 
effective. 

Potential trcatit, 

1. Brief hypiioth 
relaxation, v/a 
abdominal ar. 

• E i ^ H i © Atsoclatt Ftliowslilp riicii|tv: paiilei Slialiiro K J a B B 

Daniel E. Shapiro, PhD 

^ Dan Shapiro, PhD is an 
S assistant professor in the 
= college of medicine at the 

. ^ University of Aj'izona. A 
S health psychologist, he is a 

mind body researcher and 
clinician. He holds joint 
appointments in psychiatry, 
psychology, internal medicine 
and is on the professional 

staff of the Ai'isona Cancer Center. 

His research focuses on coping v;ith medical 
crises and physician-patient communication. He 
has received i-esearch av;ards from the American 
Psychological Association and clinical teaching 
av/ards from the senior residents at the 
1 fniversity of Arizona. 

Dr. Shapiro earned his PhD at the finiversity of 
Florida and went on to Harvard Medical School 
vfhere he completed an internship at McLean 
Hospital and an endov/ed fellowship in medical 
crisis counseling at Boston Children's Hospital. 

The message is closely tied with the 
messenger, so learners can evaluate 
content based on Its own merits and 
the qualifications of the practitioner 
giving the advice. 
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I Associate Fellowship in Integrative Medicine 

Over-the-shoulder advice from experts accom­
panies clinical vignettes designed to introduce 
specific topics. 

i . Weight Soss 

byv 
lotir 
diet, 
nppr 

exei 

Rebecca Rov/bnd,*! 3;S-year-old v/onwii. pres 
v/itU concern About v̂ eight loss. She is 55". tif 

^P^-i^ pounde. luving'gained i s pounds over the laai 
' ^ years. Her litest-/le hjisdungetiover this tiiiK 

I'esultiiig ill .111 mn t̂ isinglv sed^ntaî  daily ro 
î lie v/orkF ill ail office setting but exerdsc-s rej 

.'jlkiiig 5 times j v̂ eek tor ;o niinutee. In spite ot this, she 
v.'ciglit. L";iie is inteiested in t'ollowing j popular. tov;-carbo 
. Because she olteti craves s-̂ 'eets and bread, she tliinh;; ll 
oacli may v/ork tor her. Vou emphasize the importance ot 

and suggest moderately increasing the time she spenc 
asung. 

trom v t r i ' lew i j t to hipli pioti 
to I estnciing rcmbinjiions ol 

W ' l i i i t a d v i c e d o y o u g i v e h e r i i b o u l 

f iH'bohydriites and weight loss? 

O Ri-diice simple Biigaru and retiiiei,! storcliy 
foods, continue eating generous anioums of 
vegetable* and fruits, and switch to whole 
grains and v/hole grain products. 

O Reduce fat intake and don t v/orrv abcait 
carbohydrace-ricli foods ae long as they are 
lov/fat or fat free. 

O T-everely limit --ill carbohydrate intake, 
avoiding all su^ur. grains, fruit and starchv 
vegetable-s. 

Content is always closely tied to the qualifica­
tions of the expert guide. 

Q;; Devcl*pli)0 A l i i f r t a i l i i g D i i t r e p j u H y , A i s o t l ^ t - gLj . - j a i ig j iT i f t^^ j El B 

Strategies for Developing 
& Increasing Discrepancy 

Often, indî -jdiula are ambivalent about health-
pro'iiioting be.tj-^-^^^^^^^ 
be followed. D '' ' 
promotion is 
interviewing. 

Learning goals 
At the conclusion of this moduj 
to ĉ ill patients' attention to 
to be in terms of a health-rela 

1. Techniques 

Please follov the links below x 
iiite-i-viev;iiig tecluiiques. 

1. Huw Iti Llfft . lively \>\ 
2. KcniiiKkrs it Cues 

A S T I l L H l l A l . l l K - A H i : 

PRUViinilt fc<*po in iiitfitl vftwre 
Ih* pjt»*nt nuy be In t tmi» ol 
rejdine«a lo (+uii^e, iliflrrent 
quMtion* AT* iie*d liepMHWnt 
upon the individual a rc jdinna to 
chang*. People ti-pic.illy (k> iwt 
hl-.e Iv be told VTILK IO do e' 
vhen lliev m j y oiherwue j ; i 
*.nh f h j t thty r t he.iring. 1 
c.illed r t j c u n r e , Jnd 

proniorinp behjvi 

Kathleen Johnson, MS, RD 

Dietiiion. IB ih^ Kutntion 
Dtvo!cpin#ut CocidimiC'T.it ihe 
CJII; 'OII Rjncli Hejlih Reflori in 
Turoon. Arkotu. 

Mnliciilo i I IT III 
(uppitnimts. I 
in.>Mp*ni*-iit. 

lirt '.iiul lip.ilth 
•tion.ll ir'T.lii'ini 

1̂ .111 tliitnrio 
[v (A Ari-cri.i j : 
n'lhr Mtuveisit 

Re.vi jn«- r j r i be obesr.'eiJ 
clutd leonei to v;jlk j nd re«i 
rominurt eleji Ij- for pai em: 
:-jn be obaervtKi in Jilulio vr 
.tuthoritiee (p^ ' i '^ ' cupeiA'w 
phynicviiw). Telliiijt the jviti. 
ttiiiig t l u t Tie«da ro be done 
ItKiitiiuig about v.-tut Jiniid 
0[ [virjphi juing ' . 'h j i tliey i 
r^-.ict.iiu-e. Tliia niethi>l enc 
talkiJther tlwii iiKrrely liat̂  

iiiipic I iHe[-\-icw; Smoking Cess.it î m 

2. Practice inteiview 

Rober t Rhode, PhD 

Kot-irt Rlwde. PhD, h.19 brren 
le.iming. t r .yl i i i i f i .ind 
ircr.nding cer.'if* in cLnic.il 
[vythologv jii ire lie rerfiv*J 
hi* PhP Icrin 01 iw i 'niversilv 
1 lo; 

niberiii the tie a J tx\ i \V; i 
De-p.irinieiii oi' Fjirely Jiid CdTiniunily Mtdi^iiie 
jnd th* Pep.irimtnt ot Pr/fhwrry Jt the Ati-Jjivi 
H?.'\]th rotnwrfl Otnter in Tucwn, Arizoiu. 

Tile lecid'^iita luive retcyniied Dr. Rhode 
lu iKf for h)3 oiitsUn Jing tt jching. He v;,ti 
the I hiiverein- le.im t fu t developed Jnd 
dcliv<:ied J h«,i]tli [ironiotion j n d nibvtjnre 
jbuoe preveniicii pro^j-.im tor the I I L v / - / , 
providing ^bw** to ^o.cioo etudent» a yejr 
15 : . t j r« . 

p.>it. 

Faculty experts serve as guides to 
different topic areas, crafting the 
learning experience for the audi­
ence and moderating web-based 
dialogues. 

Philosophy of Medic 

,i.ullV 

iN i nijk^X'i i \ ' t MKi)iciNr,iepreBent8 
a new philosophy and approach to' 
pjtient care. An open minded 
examination of our basic assumptions 
concci ning knov/ledge, evidence, and 
the Kientitic mtthod is paramount. 

Con vent lOiully trained physiciaris do 
not, as a rule, receive instruction 
during their trainiiifc'. in the practice of 
science. This din lead to great 
difficulty in Fhiftiiig the model in v/hich 
they operate. 

This module v/jll explore the history, 
philosophy, and limitations of the 
modern scientific method as it applies 
to medicine, with the intent to prepare 
you to fiiiidi'mentally shift the v/ay in 
v/hich you view the pr îrtice of 
medicine. 

In this module on Philosophy of 
Medicine, you v/lll: 

examine the philosophical heritage and current structure of 
science, as v/ell as explore alteriiative philosophical perspectives, 
consider the impact of irujor discoveries on the prevailing 
paradigms of science and the philosophical setting in which they 

• operate, and 
consider the strengths and weakneBses of the cui rent scientific 
method and par.idigin, especî illy as applied to medicine. 

Martinez Hewlett, Phd, OPL 

y or A 

II thf-
ui. He v.-

lobel L ju i i J i e Di. [\i-,id 
[SLicliiic-cltf Insiiluieot 
7; to ro7C.. Hr h.iH btrn Jt 
ir.i;n.i Bince I07i>.iii AwistJiif 

Ptoiccoot .11̂ 1 ili^n AcspH.ite Pi or 

TT. H^'-.-ltit h.i* been .I'.-jrdrtl r t s e j f h gr^ntn 
irom i l l * Il0tion.1l I in t i t i i tM cl' Hcjlrh. the 
I l j i i o t u l r c i t n « Founditicn j j i d the K i w 
Fdintlslioii. He v.ia .ippuintsiJ .11 

r - l i n 11 

IiiteiLutioii,il Felbvslilp (iMSc-S7)'tTFtudy .11 
the l iuivtimtvot vitntva. ^ w i t ^ i b i i J . He lv« 
published jO fvipers .iriJ hook ch.ipirr» in hi» 
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Associate Fellowship in Integrative Medicine! 

fnically-relevant content 

A patient vignette appears, with a state­
ment from the patient. The learner's job 
is to paraphrase what the patient said. 

I © Strate'qigj Hriiited to Startiiio:ft'erBesp'M|se:^ & B 

3. Paraphrasing: Peer Response 

Tlianks tor your aiisv/er! 

Here's w l ia t Ma l t Muj i ibo i had lo say to 

Jesse: 

'f.ounds li l:^ you're iz.jn'ieinod about 
your sniot;inij, but don't l.n.r.w if you 
could stop. 

3 

: pviyx: 11 Close 11 Next 

Learners swap answers with 
one another to see how their 
colleagues approached the 
same patient. 
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I Associate Fellowship in Integrative Medicine 

El ^w^=^gg5n^t^5ss=Bia î g Fat'& Niitrltion, Associate Fellowsliip:i 

1 

Jesus Puentes is Ji oi-year-old v7ho presents vhth an 
HDL cholestei-ol of 3S, total cholesterol of 218, 
triglycerides of 2-:)S, a high normal blood sugar of 109, 
blood pressure of 137/ 8$, v;aist/hip ratio of 1.2, heiglit 
5'11", 220 lb. Because his cholesterol lias been high, he 
decreased the fat in his diet by using lov;fat crackers, 
pretzels, bread and salad d)-essing. Heieatsmostly 

chicken and tui-key. His v;eight has not gone dov,-n and there has been 
no improvement in lipids. 

In addition to a decrease in total calories, 
what advice is appropriate about fats to 
help lower Jesus's cholesterol? 

® Increase the proportion of fat in his diet by 
adding small amounts of olive oil, avocado, and 
mayonnaise made v;ith canola oil. 

O Decrease total fat further by using only fat-free 
products and counting fat grams in all foods. 

O Increase the proportion of fat in his diet by 
adding margarine, cheese, red meat. 

Consult vvitii 
Ka th leen Johnson , 

Reg is tered D ie t i t i an 

1 Content is introduced in the context of 
clinical vignettes. Virtual patients in these 
vignettes are designed to be realistic, given 
names, faces and personal characteristics. 

1 ^ 

l i n i o ' Mai.-. Pattvt ( j i t l . i i v A?! ; ; ;?r i i ^ i i l .=.3od S i -nKOi Pi liduiviLiOn R.; lLt i ;n:.-^ 

6. insuhn I'esifiarice 

This is an excellen t choice! 

I nc rease the p i cpn r t i o r i of fa t in his d ie t by 
a d d i n g smal l i imoun ts of ol ive oil, ayocado, end 
mayonna ise made v\nrh canola o i l . 

The addition of ohve oil, avocado, and mayonnaise made v>ith canola oil 
increase monounsaturated fat. The increase in fat intake heeds to be 
accompanied by a reduction in carbohydrate intake - an additional 
recommendation of reducing the amount of bread, pretzels, crackers 
and cookies Jesus consumes. 

Scroll dov/n to explore other options in this question. 

Nex t q u e s t i o n > 

Other op t ions in th is ques t ion . .. 

2 Multiple choice questions 
are used as learning tools, 
with immediate, cus­
tomized feedback. 
Learners who know the 
content move more 
quickly through learning 
modules than those who 
need to learn or review. 

©2000 Arizona Board o f Regents 5 



Associate Fellowship in Integrative Medicine! 

Emphasis on Evidence 
AIM content is closely tied to the medical literature. Literature citations link to Medline 
abstracts when available. 

n i^a^^^^=gis?..(^ Patient Motivatloii and ileslstan'cetf diange - . I ^ = ™ E S = ^ H E 

Connecting Lifestvie 
Practices 
Interviewing 

Motivational ihterviev;ing is implicitly 
aligned v;ith integrative medicine 
because it starts v;ith the assumgjj 
that the responsibility and capa 
for change lies v/ith the indivi(ffal 
rather than assuming that th 
physician can convince an iiJlividual to 
change. 

Motivational enhancenie« v/as 
partially borne out of a l^ger national 
movement av/ay from ,»thoritative 
medicine tov/ard what ws been called 
"patient-centered" car« In this model, 
patients and physiciaiifform a 
negotiated partnershiJin v/hich the physician, nurse, or nurse 
practitioner looks to tls patient to take responsibility for major 
decisions about his orier care (Kaplan et al. 1983, Kaplan et al. 
1989, Greenfield et al. 19S5). 

Research into interventions designed to increase patient involvement 
in decision making and self-care have shown impressive results. 
Patients urged to take responsibility for care have: 

® increased knov/ledge (Brov/n lOSS), 
® improved adherence to medical regimens (Fisher 1992), 
® improved physical outcomes (Mumford et al. 19S2), 
® decreased rates of rehospitalization(Beckie igSg), and 

utilized health services more efficiently (Cl|pck 19S2). 

When mot i va t iona l i n t e r v i e w i n g i s \ o m p a r e d to 
o the r approaches , how/ does it fa 

National Ubi-aii@g#Vp .hMoH' 
of, Medicine. •^^^^'^'^P;^.-^^ 

~r]siivt\]t\i\I Ora*r[ Add la cupboard] '••'jfi;^^^., '•_ 

I O l U-ig 1939Jai.IS.:!>*lc>-ii 

jBauti Citation WKMBr-
(lClin>ci>Quoiiii'0=t;{V 

JRBlBtiid geiourer't;g_. 
JOrdirDacuminri^-^-
-0falotulM9dlc"!;."j3U 

A n i i > p o r t t v ( ^ « d u r a r i v c t d r p b o n f p r o p u n : I m p a r t 011 L n o w l r d f c 

n i u l r t v J i f t f r r o r o i i a r y a r t n v b v p v t t f r » f t l u r g r t - v . 

Dr.uioii ol"Oai-lovjj.:iJ,Ti ajiJ nii-in.:;.; ^^iifgeiv. Unr.-tiar-/ Albrit.i Hoivm-ib. 

Tlie piirvoie of tlui snid;/ wni lo nr.-(tt)g[it« Ih* inipH':! of n 3i^pviCTlr.''r-*ii'-.atr.* l r \ t 
f n o f f x a o u the lev^li of IjiouHedge Mid KOltK ot'pati*nli isjd'MifOUia (orona^' ale 
b>-pnji y nri nugti^/ Airiiig th( & r t o A - f A j hoipital A K t u t i f t . '•'•'ilh a p o i t f M j 
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rt^^^S © !iitro"to"1ntebi atlye P^^^^^ El S 

ft. 

Denice War ren 

^BJafn'don.er: 

' n e w ' s t u f f 

4. InformatioBi -gatheri ng 
strategies 

Once you have a feel for v/hat questions to 
ask about a particular therapy, you can 
start searching foi" answers. Asking 
colleagues foi' advice and consulting 
references on your bookshelf are obvious 
places to start. 

Information on the Internet is often more 
up-to-date than other resources, and, if 
you're comfortable v;ith searching, it can be AS 
a very efficient process. 

On this page, you'll v;ork v,-ith simple clinical qu' 
briefly exploi-e three types of Internet resource 

1. Medline database of the medical literatun 
2. evidence-based collections 
3. v;eb search engines 

1. Medline database of medical at 

Question: EXj Chinese herbs help IBS synipton; 

To answer:. Go to the PiibMed site and search 
bowel Chinese' Experiment with.the search 
results differ. 

http://u-v\-vv.ncbi.nliii.iiih.gov/PiibM 
PubMed is National Library of Medicine's ( 
resource for searching MEDLINE and othe 
MEDLINE contains:citations in the niedica! 
to 1066. 

2. An evidence-based approach 

Question: Hov/ effective is peppermint oil in de 
symptoms? 

Toaiiswer: Gotothe Bniuloliersiteand'sear 
o i l ' ^ 

Physicians develop information-gathering skills 
by applying clinical questions to different 
resources for evidence. The example on this 
page shows a Bandolier report on peppermint 
oil and irritable bowel syndrome. 

? @ Bando l ie r l l omef a g e ^ ^ ^ s 

Evidiehcerbased 

. Bandolier|Dii:cemb^ 
• -' , .2000 (#82) 

W e l « t o > M n f o r w t t l » € t 7 

a C a n c g i * T « t » t ' H o h f C r a i i ' J 

• ' ^ a n d u l i g r * ; IP »t»PB t o ' 
t iw'ailhv Hv tnq ' ' • 

W h a t ' s ' i n e w this i n o n t h ' 

specialist subsites 
AHergv. oa t t ima and 
rcsph- i i to rv J l ^ o r d t m 
BftQgi and t q k i t * 

Cardiac 
C o m o k m w t t a r v and 
jiltgmaM»«a tfvernpteg 
D e n t a l af td o ra l hea l t h 

t i i L a t o r t e a and a h a t i t 
EBM t p o k a fedn 
tm 
Fami lv h^a t th 
Caat ro tn taat ina l 

_ f t ea l t t t vHv tPq . 

Tali)+'44 186'9'2'2&132'-" 
••taWiih»d iV»4'5vr- • 

M-wns. j 1 '2. o .\. a c. u k/ Ba n cl o I i e 1/ 
Bandolier is an online.journal resource of evidence-based 
reviews, searchable by subject or individual journal issue. 
Much of this data is jpresented in easy-to-use and interpret 
charts and tables., 

3. Searching the vyeb 

Question: Energy medicine practitioner.Kalama Hav/krider 
mentioned a therapy called" Bach's Rescue'Rehiedy." \Vhat is that, 
anyway? 

To answer: Go to the Google search engine and search for 'Bach' s 
rescue remedy' 

u n d e r t h e s k i n 

hack t ^su^ indnH 
hack k < u e p d f dovmload 
hnlcs 
o r d e r OandoHftr A n n u a U 
o t h g r flartdoligr web pubhcabor 
P.-iin Research 
s u b i r c t lnd«m 
subscr ib ing 

y o s p n n o l 

I i i i pAc t cu r ren t Issue Nov' 
2 0 0 0 ( # 1 0 ) 
bi\qk tssuR i iK lex j 
back issue pelf ( lowi i loac l 1 

sea rch e n t i r e s i te 

Manaq<?n>ent 
Mgn'g h e a l t h 
M f n ta l h e a l t h 

f i z v n x ^ ; ^ {Jj r«jip«rtwhrt • t i ter irritabie b>w«t t y n d r o m ^ t T ^ g j ^ 

Findings 

Five tih3li weie irxl'.ided In the meto--jr-i.3ly;i';- Di-igrKj:stic 
inch.i'slcri cilteri-a wore not oi^oys repotted Do:re:^ /.eie O.i to 
0.4 ml thuee tlnies daily. c>rid tieotinerit period ranged fiorn 
tv;o lo four weekf. Three of five tiiols showed slgiiificai^it 
bern^rlt of pepperrriirit oil for cilob.^l improvemer-it at symptom'?, 
b^^ed on the odd? r-^itlo. Coriibiried OLMS rotio i-lio/.ed 
•ilyiltlc-rip'it bei-ieflt i'Jlcii.ir.? cot r'?ported}, with a •:hl---.c|ij.'3«-? of v 
< 0.001. 

For doses of 0.2 to 0.4 ml thiree tlme^ dolly, rel.3tlve benefit 
suggested ;.igi iinc.3rit benetH ovei pl.3cebo fei alob';il 
lrriptov«?merit ii'i s'/'ni-^toms over two lo lour 'weet-s. PeLatk-c 
benefit 2.1 •; 1.5 to 2 8;, ond t D-IT 3 1 ;2.3 lo J.9'; 

F i y u i e : L ' A b b e p t o t u f t r i a l s c o n i p a i i n g 
p e p p e r m i n t o i l t o i I B S s y n i p t o n i s w i t h p l a c e b o 

F W C M i r i i i f r o w d M i l p v p f t M M i l 
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Community of Learners 

Associate Fellows meet for three 
one-week residential sessions 
during the course of the two-year 
program. The community 
developed in this real-world envi­
ronment is then maintained and 
enhanced through technology-
mediated learning experiences 
when the Fellows return home. 
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^Associate Fellowship in Integrative Medicine 

Photos of Associate Fellows' clinic environments 
become part of the learning materials, making the 
learning process personal and engaging while enabling 
Fellows to share ideas with one another. 

Where do you stand? 

It.-,„k ,;.„u-^<-lfi'i: rl,i. ,-l<i!<lf<Tl<ir.-l 

Where do you s tand w i t h 
o ther Associate Fellows? 

Opportunities for self-reflection and sharing 
of viewpoints with colleagues are woven 
throughout the curriculum. 

S S f ^ l ^ © Intro toJnttg'ratlvg Patltnt Car«,Associate - SEB 

9. Small Group Project 

Thanks for submittin 
down to view all obst< 
additional obstacle. 

Your group 

You have been assigned t 

P i i t t y A m n i o n 
Steve B r e w e r 
Lorne Feldiunn 
Monic|ue Mnitin 
Malt Miinibei 
Shelly Peskin 

Your ass ignment 

Your group has brainstor 

Identifying and 
CAM practitioners 

Obstacles Bra ins torming 

Below are the obstacles that your group submitted. Choose one 
obstacle that you v;ould like,to propose a solution or solutions for. 
Click the l adio button next to,the obstacieof your choice and then 
submit your request. The next page v/ill give you an opportunity to 
tj-pein your solution.'You'db not need to choose an obstacle 
that you posted. 

Small group projects allow 
Associate Fellows to learn 
cooperatively and tackle prob­
lems larger than one could 
handle independently. 
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hat the Fellows 
About the Associate Fellowship In General 

"I can't tell you how much I am 
learning from and enjoying the 
fellowship. My only patient in 
the office here this morning had 
the benefit of some integrative 
suggestions, and I am using it 
with residents as well. I recently 
gave a talk at a Physician's 
teaching day entitled "Putting 
technology at the service of 
the physician/patient relation­
ship. Integrative medicine 
received a prominent part in 
some solutions to our health 
care crisis." 

"Great news!!! The Rockefeller founda­
tion has recommended that my Wellness 
Center be funded for a year operating, 
costs. This means that I get to hire 
a holistic nurse practitioner, and plan 
for patient evaluations in the format 
of integrative medicine evaluations!! 
Finally a chance to practice what we've 
been learning." 

"I am definitely enjoying the AF. It is a 
joy and a privilege to be able to commu­
nicate with others of like mind. Either-or, 
it's a wonderful life of opportunity with 
integrative medicine." 

"Do you know this is just the most 
amazing learning experience? I can't 
believe how wonderful it Is to learn all 
these new ways of thinking. The moti­
vational interviewing lessons are so 
valuable, the nutrition information is 
all things we were never taught... I just 
think you guys are amazing! Thanks!" 

"I am really enjoying the material -
this fellowship has rekindled such 
a wonderful spirit for medicine. 
Thanks again!" 

About the Residential Week 

"1 have attended many workshops 
and courses in my career. I have 
to say, yours was about the best 
organized and run that I have 
seen. Congratulations." 

"I just wanted to tell you what a great 
experience "first week" provided. I think 
you guys created a wonderful sense of 
family, and started the healing process 
for all of us...which was so badly needed. 
We are very fortunate to have such great 
people as our leaders and mentors for 
the next two years." 

"Thank you so much again for a wonderful 
week! Already looking forward to next 
year." 

About the Staff 

"The staff has wonderful energy and a commitment to the program." 

"Unbelievable dedication and responsiveness." 

"The staff is 100% consistently wonderful - and that is hard to do." 

About the Web Design & Content 

"I enjoyed the feeling of shock 
when my medical school answer 
regarding epilepsy was "wrong". 
It made the point very experien­
tial and succinct. Also, it was fun 
to read the other explanations in 
their contexts." 

"Good Interactive questions 
with responses as if it were 
direct dialogue." 

"I'm using the material in other [nutri­
tion] modules to try to do nutritional 
counseling for my patients. I estimate 
that the total amount of time spent 
doing nutritional counseling has more 
than doubled since beginning this pro­
gram. (A small success for the good 
guys!)" 

".. .your web site is awesome. I show it 
off to friends." 

"Needless to say, I think you are all doing 
a fantastic job! I am slowly learning so 
many thing! My favorite so far is the Ml 
module, because that is so new for me, 
and I'm still trying to figure out how to 
do it in pediatrics, with families. 1 hope 
to take a workshop and maybe get more 
practice that way." 

About Technical Support 

"Thanks for the quick response. You all are fantastic! The web site is phenomenal!" 

"Your web site diffuses anxiety about the technological aspect of the Associate Fellowship.' 
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Memorandum 

To: President's Commission on Complementary and Alternative Medicine 

From: Murray Kopelow MD MSG FRCPC 

Chief Executive, Accreditation Council for Continuing Medical Education 

Date: February 8, 2001 

Re: Complementary and Alternative Medicine 

Thank you for you January 31 , 2001 e-mail in which you requested material about 
continuing medical education with which to inform the Commission's meetings of March 
22-23, 2001. 

The ACCME was created in 1981 by the American Board of Medical Specialties, the 
American Hospital Association, the American Medical Association, Association of 
American Medical Colleges, Association for Hospital Medical Education, the Federation 
of State Medical Boards and the Council of Medical Specialty Societies. The ACCME 
Constitution and Bylaws (1981) state, 

"Thie purposes of ttie ACCI\AE stiall be to promote, develop, and encourage ttie 
development of principles, policies, and standards for continuing medical 
education; to relate continuing medical education to medical care and ttie 
continuum of medical education; to apply ttiese principles, policies, and 
standards in tfie accreditation of institutions and organizations offering continuing 
medical education, and to deal with sucti otfier matters relating to continuing 
medical education as are appropriate." 

The mission of the ACCME is, 

"The identification, development, and promotion of standards for quality 
continuing medical education (CIVIE) utilized by physicians in their maintenance 
of competence and incorporation of new knowledge to improve quality medical 
care for patients and their communities. 

The /ACC/WE fulfills its mission through a voluntary self-regulated system for 
accrediting CI\AE providers and a peer-review process responsive to changes in 
medical education and the health care delivery system." 

The ACCME manages its national system for accreditation of CME providers through the 
direct accreditation of over six hundred and fifty institutions and organizations. In 
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addition, the ACCME reviews and recognizes fifty state or territorial medical societies as 
accreditors state based institutions and organizations with programs of CME activities. 
There are over two thousand providers accredited within the national ACCME system. 

Eligibility for accreditation by ACCME is established in ACCME policy which in part reads, 

"An organization, group or society desiring accreditation must document its 
capacity to carry on the education of physicians in a medical or medically related 
field and must document in its adopted policies a commitment to continuing 
medical education. Continuing medical education activities shall be distinguished 
from activities which are promotional or appear to be intended for purposes of 
creating familiarity with a specific commercial product. 

To be eligible for accreditation, a sponsor must offer a program of continuing 
professional education for physicians. An organization is not eligible to apply for 
accreditation if its program is devoted solely to advocacy of a modality of diagnosis 
or treatment which is not a subject for instruction in most medical schools. 

An organization is not eligible to apply for accreditation if in the judgment of the 
ACChAE, its program is devoted to the advocacy of unscientific modalities of 
diagnosis or therapy." 

The Commission asked: What is the 
status of CAM in continuing medical 
education (CME)? To what extent is CAM 
included in CME curricula? 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 CME 
curricula? 

/ACCME Response 

The ACCI^E does not maintain a database of 
the content of CME activities produced by 
providers with ACCME accreditation. 

ACCME directly evaluates activities at the 
time of accreditation only in order to determine 
compliance with ACCME requirements, (see 
Appendix 1) 

The Commission asked: What are the 
barriers (resources, expertise, interest) to 
inclusion of CAM in CME curricula? 
Conversely, what are the incentives for 
inclusion of CAM in CME curricula? 

Barriers: As for all "regulatory" requirements 
ACCME eligibility and accreditation 
requirements can act as a barrier-to-entry as 
well as to retention for any CME provider, 
irrespective of the content delivered by the 
CME program of that provider 

ACCME does not have the information inquired about by the Commission in Questions 3, 4, 
5 and 6. 

In its 2000 strategic planning process the ACCME decided to " innovate and develop a 
new, continuously improving and evolving ACCME accreditation system - addressing the content 
of CME activities, the educational methodology used, as well as learner competency-based 
criteria..." To this end ACCME has established a Task Force to evaluate and make 
recommendations on the ACCME's approach to eligibility and accreditation with respect 

Murray Kopelow MD MSG FRCPC 
Accreditation Council for Continuing Medical Education (ACCME) 
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to the content of the continuing medical education activities presented by providers with 
ACCME accreditation. The Task Force is expected to complete its work during 2002. 

I have attached a document describing the ACCME requirements, descriptive data 
concerning the CME enterprise in the United States as well as the ACCME eligibility 
requirements. 

Thank you for requesting ACCME's input into your Commission's deliberations. 

Murray Kopelow MD MSG FRCPC 
Accreditation Council for Continuing Medical Education (ACCME) 
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A S Y S T E M F O R A C C R E D I T A T I O N O F P R O V I D E R S O F 
C O N T I N U I N G M E D I C A L E D U C A T I O N 

G E N E R A L 

PURPOSES OF ACCREDITATION 

The major purposes of accreditation are to ensure quality and integrity of accredited providers by 
• Establishing criteria for evaluation of educational programs and their activities, 
• Assessing whether accredited organizations meet and maintain standards, 
• Promoting organizational self-assessment and improvement, and 
• Recognizing excellence. 

THE ACCREDITATION COUNCIL FOR CONTINUING MEDICAL EDUCATION (ACCME) 

MISSION STATEMENT 

The ACCME's Mission is the identification, development, and promotion of standards for quality 
continuing medical education (CME) utilized by physicians in their maintenance of competence 
and incorporation of new knowledge to improve quality medical care for patients and their 
communities. 

The ACCME fulfills its mission through a voluntary self-regulated system for accrediting CME 
providers and a peer-review process responsive to changes in medical education and the health 
care delivery system. 

RESPONSIBILITIES 

The primary responsibilities of the ACCME are to 
• Set and administer standards and criteria for providers of quality CME for physicians and related 

professionals. 
Certify that accredited providers are capable of meeting the requirements of the Essential Areas, 
Relate CME to medical care and the continuum of medical education. 
Evaluate the effectiveness of its policies. 
Assist providers in continually improving their programs, and thereby 
Assure physicians, the public, and the CME community that CME programs meet the ACCME's 
criteria for compliance with the Essential Areas. 

ACCREDITATION STATUS AVAILABLE WITHIN THE ACCME SYSTEM 

Status Term 
Accreditation with Commendation Six years 
Accreditation Four Years 
Provisional Accreditation (For Initial Only) Two years 

Probation 
T w o years m a x i m u m with full accreditation status 
resumed wlien progress report on correction of deficiencies 
received, validated, and accepted by tfie ACCME 

Nonaccreditation Accreditation withheld/withdrawn for 
noncompliance 

ACCME's System for Accredi tat ion 
July 1999, Page 1 



Excerpted from tfie Final System98 Document , Adopted by ACCME July 1998, Rat i f ied by ACCME Member 
Organ iza t ions , January 1999 

THE ACCREDITATION C O U N C I L FOR CONTINUING MEDICAL E D U C A T I O N 

GENERAL 

The ACCME conducts a voluntary accreditation program for institutions and organizations 
providing continuing medical education (CME). By evaluating and granting accreditation to an 
institution or organization whose CME program complies with the ACCME's Essential Areas and 
policies, the ACCME seeks to improve the quality of CME and to assist physicians in identifying 
CME programs that meet these standards. 

The ACCME establishes its direction from the organizations or constituencies that are its members 
who have a professional interest in the competence of physicians or the competence of the CME 
providers. 

FUNCTIONS AND OVERSIGHT 

The ACCME 
accreditation 

provides the direct 
of CME providers 

Recognition 

Institutions and 
Organizations 

State 
Accrediting 

Bodies 

whose programs of CME attract a 
national audience (more than 30% of 
participants in the overall program 
come from beyond the state/territory 
or contiguous states/territories). 

The ACCME, through its recognition 
process, recognizes state or territorial 
medical societies to accredit CME 

providers whose target audience is restricted to that state/territory and contiguous states/territories. 

These Junctions are managed on behalf of the ACCME by the Accreditation Review Committee 
(ARC - accreditation) and the Committee for Review and Recognition (CRR - recognition), with 
ACCME staff support and ACCME oversight. The Accreditation Review Committee (ARC) collects, 
reviews, and analyzes data from multiple sources about compliance with ACCME Essential Areas 
and policies; notes program improvements; and makes a recommendation to the ACCME for their 
final decision about accreditation of an applicant/provider. The Committee for Review and 
Recognition (CRR) makes the determination of 
compliance about recognition on behalf of the 
ACCME. To be recognized by the ACCME, a 
state medical society (SMS) must meet the 
requirements for recognition as determined by the 
ACCME. ACCME/CRR surveyors are tasked with 
collecting the data required by ACCME to make a 
recognition decision. CRR has the responsibility 
of collating and interpreting the information and 
arriving at a criterion-referenced recognition decision. 

All providers within the ACCME system will be judged against the same standard. Accreditation 
decisions made by ACCME and those made by state medical societies will be made using the same 
basic requirements as described in this document 

ACCME 

— Accreditation Review Committee 

Committee for Review and Recognition 

Monitoring Committee 

A C C M E ' s Sys tem fo r A c c r e d i t a t i o n 
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Excerpted from tfie Final System98 Document, Adopted by ACCME July 1998, Ratified by ACCME Member 
Organizations, January 1999 

To ensure quality and consistency in the accreditation system (accreditation and recognition), the 
Monitoring Committee will measure the success of the accreditation system through its assessment 
of compliance on the part of the providers during their accreditation. 

The ACCME will review the ACCME's Essential Areas and policies on a continuing basis and will 
modify them as data and experience dictate. 

DEFINITION OF CONTINUING MEDICAL EDUCATION 

Continuing medical education consists of educational activities that serve to maintain, develop, or 
increase the knowledge, skills, and professional performance and relationships that a physician uses 
to provide services for patients, the public, or the profession. The content of CME is that body of 
knowledge and skills generally recognized and accepted by the profession as within the basic 
medical sciences, the discipline of clinical medicine, and the provision of health care to the public. 

Providers can develop activities on their own (directly sponsored) or in collaboration with non-
accredited providers (jointly sponsored). The use of the appropriate ACCME accreditation 
statement will indicate the relationships of the providers involved and which provider is 
accountable to the ACCME for the content, quality and scientific integrity of the activity. 

ELIGIBILITY FOR ACCREDITATION 

Institutions and organizations located in the United States and its Territories and developing and/or 
presenting a program of CME for physicians on a regular and recirring basis will be considered for 
eligibility to apply for accreditation by the ACCME system, either directly by the ACCME or through 
a recognized state accrediting body. An organization is not eligible to apply for accreditation if, in 
the judgment of the ACCME, its program is devoted to advocacy on unscientific modalities of 
diagnosis or therapy. The ACCME system reserves the right to make decisions on eligibility for 
accreditation. Where there is a question of eligibility, the applicant will be referred to the ACCME 
who vyill make a decision on the eligibility of the applicant. 

The ACCME is the body that accredits the following institutions for the provision of CME (when and 
if they choose to seek accreditation) 

• State medical societies, 
• Liaison Committee for Medical Education (LCME)-accredited schools of medicine, 
• National physician membership organizations 
• National medical specialty societies and 
• Certain other eligible institutions and organizations, as determined by ACCME in collaboration 

with the applicable state accrediting body, whose programs of CME serve physician learners, 
more than 30% of whom are from beyond the home or contiguous state(s) of the provider. 

The ACCME does not accredit individual CME activities, but does accredit institutions or 
organizations based on their implemented overall program of CME. The overall program consists, 
at least in part, of one or more educational activities that have been developed in accordance with 
the Essential Areas and policies and are available for review by ACCME. 

ACCME's System for Accredi tat ion 
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Excerpted from tfie Final System98 Document, Adopted by ACCME July 1998, Ratified by ACCME Member 
Organizations, January 1999 

ACCME'S APPROACH TO ACCREDITATION 

The ACCME system (ACCME and the recognized state medical societies) collects, reviews, and 
analyzes data for three Essential Areas: Purpose and Mission (Purpose), Educational Planning and 
Evaluation (Process and Assessment), and Administration (Structure). 

• The Purpose and Mission Area describes wfiylhe organization is providing CME. 

• The Planning and Evaluation Area explains how {he organization provides CME activities and 
how well the organization is accomplishing its purpose in providing CME activities. 

• The Administration Area defines whattUe organizational support and protocol are for the CME 
unit. 

Within each Essential Area are required Elements for which decision-making Criteria have been 
established. 

• The Elements are descriptors of performance in the Essential Area. 

• The Criteria describe the levels of performance and/or accomplishment for each Element 

To make accreditation decisions, the ACCME and the recognized state medical societies will review 
the data collected for the three Essential Areas to determine if the provider is in compliance with a 
basic level of performance. This process is repeated at the end of every term for accredited 
providers and more frequently where monitoring suggests possible areas for improvement. 

THE ESSENTIAL AREAS AND THEIR ELEMENTS 

The ACCME recognizes that the professional responsibility of physicians requires continuous 
learning throughout their careers, appropriate to the individual physician's needs. The ACCME also 
recognizes that physicians are responsible for choosing their CME activities in accordance with 
their perceived and documented needs, individual learning styles, and practice setting requirements 
and for evaluating their own learning achievements. The Essential Areas and policies, therefore, 
are designed to encourage providers to consider the needs and interests of potential physician 
participants in planning their CME activities and to encourage the physicians to assume active roles 
in the planning process. 

In the Essential Areas and policies the ACCME has identified certain Elements of structure, method 
and organization which contribute to the development of effective continuing medical education. 
The Essential Areas and policies are the requirements that a provider must meet for accreditation. 
They provide a valuable resource for physicians planning their own CME and for providers 
designing CME activities and programs. 

[Please refer to the separate "Essential Areas, Elements, and Decision-Making Criteria" document 
for the full text of the new requirements.] 

CRITERIA 

Measurement criteria have been developed for each Element in the Essential Areas to measure 
whether the accredited provider meets the basic level of accreditation. A provider's 
documentation of the measurement criteria will be the ACCME's primary source of information 
for determining compliance with the Elements. 
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Excerpted f rom the Final System98 Document , Adopted by ACCME July 1998, Rat i f ied by ACCME Member 
Organ iza t ions , January 1999 

The following classification of compliance will be used 
• Noncompliance 
• Partial Compliance 
• Compliance 
• Exemplary Compliance 

[Please refer to the separate "Essential Areas, Elements, and Decision-Making Criteria" document 
for the full text of the new criteria for decision-making.] 

ACCME's Criterion-Referenced Approach to Accreditation 

Essential Area X 

E l e m e n t X.y: in the course of provision of CME, the provider wil l . 

o 
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Noncompliance The provider does not 

Partial 
compliance The provider sometimes/partially 

Compliance The provider always/consistently 

Exemplary The provider exceeds expectations 
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Excerpted from tfie Final System98 Document, Adopted by ACCME July 1998, Ratified by ACCME Member 
Organizations, January 1999 

THE ACCREDITATION PROCESS: HOW THE ACCME DIRECTLY ACCREDITS PROVIDERS 

ACCME'S PROCESS OF ACCREDITATION 

The process of accreditation and reaccreditation is data-driven and uses multiple data sources. It 
involves four phases: data collection, data review and analysis, decision, and notification of the 
provider. 

Data Collection V\7{\7\ R P U I P W ;inrl Decision 

Sel^studY K . . ^ P i p i p ^ s s i p p s : 

Site Survey 

irfSGommitteeAs'^ 
Monitorina 

Notification 

Provider 

DATA COLLECTION 

The applicant/provider is responsible for providing descriptive data about its CME program. The 
ACCME is responsible for receiving, clarifying, and analyzing the data provided so that valid 
inferences and reliable decisions can be made based on accurate and complete information. Three 
data sources will be used by the ACCME to accomplish its purposes and responsibilities. These 
include: 
1. Application/Self-Study allows ACCME to document accomplishments and improvements. 
2. Site Survey 

a) Organizational Review allows ACCME to determine responsibility for the CME program. 
b) Document Review allows ACCME to assure appropriate documentation. 
c) Activity Review allows ACCME to review application of the Essential Areas. 

3. Annual/Interval Monitoring Report allows ACCME to note changes in the program. 

Initial Accreditation 

1. Review of potential applicant's qualifications, experience, and appropriateness will 
occur when initial inquiry is received. 

2. Applicant will be asked to complete an application. 

3. Application will be reviewed/screened to determine completeness of application. 

4. Opportunities for additional data collection through survey and activity review will be 
arranged. 

5. For applicants that are already state accredited, continued ability tojoint sponsor during 
provisional accreditation will be assessed. 

ACCME's System for Accredi tat ion 
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Excerpted from tfie Final System98 Document, Adopted by ACCME July 1998, Ratified by ACCME Member 
Organizations, January 1999 

Reaccreditation 

1. At an appropriate time prior to the end of the accreditation period, the provider will be 
notified of a need to submit self-study to the ACCME. 

2. Six months prior to the end of the accreditation period, the provider will submit the self-
study to the ACCME and data collection opportunities will be arranged. 

For Initial Accreditation and Reaccreditation, the ARC site surveyors will review the Application or 
Self-study data prior to the site visit. During the site survey, the surveyors will have as their goal to 
ensure that the ARC has complete and accurate data on all Elements of the Essential Areas and 
policies that can be accessed through the organizational and document reviews. In 
Reaccreditation, Annual Reporting/Monitoring data and Activity data will be available for review by 
the ACCME. 

DATA REVIEW AND ANALYSIS 

All data collected from the application/self-study, annual reporting/monitoring summaries, and the 
site visit (organization, document and activity reviews) will be reviewed and analyzed by the ARC 
to make a recommendation to the ACCME for a final decision. To make the recommendation, the 
ARC will review compliance with each Element in the three Essential Areas. 

Criteria for Selection of an Accreditation Status 

1. To achieve provisional accreditation, the applicant must be found in partial compliance 
or better in all Elements. 

2. For accredited providers seeking full accreditation from provisional or reaccreditation 
from full accreditation, noncompliance with any element will result in the requirement 
for a progress report^ and/or focused or full survey. Failure to demonstrate compliance 
in the progress report may result in probation. 

3. For accredited providers seeking full accreditation from probation, noncompliance with 
any one of the Elements will be cause for nonaccreditation. 

MAKING ACCREDITATION DECISIONS 

The ARC will review data from the three sources and make a recommendation to the ACCME. 

The ACCME will make the final decision about accreditation based on its careful review of the ARC 
recommendation. 

A decision could be one of five options: Accreditation with Commendation, Accreditation, 
Provisional Accreditation, Probation, or Nonaccreditation, and will be criterion referenced (based 
on predetermined criteria). 

' Requirements for follow/-up on areas where change or improvement is necessary. The Council may ask for a written 
submission during the period of accreditation that describes the progress that the accredited provider has made in 
changing its program so that marginal or noncompliant practices improve. This structured, written submission is called a 
Progress Report. 
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Excerpted from tfie Final Syslem98 Document, Adopted by ACCME July 1998, Ratified by ACCME Member 
Organizations, January 1999 

NOTIFICATION OF THE PROVIDER 

Within four weeks of the ACCME decision on an accreditation application, the ACCME will send a 
letter of notification of action to the applicant/accredited provider. The letter will include the 
following: 

• Decision of the ACCME regarding status of the provider, 
• Areas where provider exceeds compliance, 
• Areas of noncompliance or partial compliance, and 
• Requirements for follow-up in areas where change or improvement is necessary. 

ACCREDITATION FOLLOW-UP 

THE PROGRESS REPORT 

Purpose 

To communicate information about the changes accomplished by the accredited provider to 
validate its compliance with the Essential Areas and Elements that were perceived in partial 
compliance or noncompliance during the most recent accreditation review. 

Format 

This structured report will include the following: 
• Listing of the Essential Areas and Elements that were partial or in noncompliance on the last 

review. 
• Indication of changes made to correct or improve the Essential Areas, Elements, or Standards. 
• Documentation providing evidence that changes have been made. 

The Progress Report wi l l be reviewed by ARC, which wil l formulate a decision 
recommendation that wi l l be forwarded to the ACCME for a decision. 

Decision Criteria 

The same criteria for each Element in the Essential Areas wi l l be used to assess the progress 
reports. 

Decision Options 

The Accreditation Council has the following options: 
Accept: If the Progress Report is accepted, the provider has corrected the elements that 
were partial or in noncompliance. 
Clarification Required: If the Progress Report requires clarification, the provider has 
corrected most of the elements that were partial or in noncompliance, but some additional 
information is required to be certain the provider is in compliance. An additional Progress 
Report may be required. 
Reject: If the Progress Report is rejected, the provider has not corrected the elements that 
were partial or in noncompliance. Either a second report or a focused accreditation survey 
may be required. The ACCME will retain the right to place a provider on probation or 
nonaccreditation as the result of findings on a Progress Report. 
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Excerpted from tfie Final System98 Document, Adopted by ACCME July 1998, Ratified by ACCME Member 
Organizations, January 1999 

THE FOCUSED ACCREDITATION SURVEY 

Purpose 

To collect data about a specific problem that has been reported or has not been corrected as a 
result of the Progress Report. 

Format 

A trained surveyor, who has been briefed about the condition that needs to be reviewed, will 
conduct a one-day visit. The problem will be reviewed with the provider and the provider will 
have an opportunity to present evidence that the condition has been changed/corrected and that 
the provider is now in compliance or has a plan to reach compliance. The surveyor will conclude 
the visit with a summary of what was learned to be sure that the provider's position can be reported 
accurately to the ACCME. 

Decision Criteria 

Same as Accreditation. Findings are reported in the context of "exceptional compliance" ihxouf^h 
"not in compliance." 

Decision Options 

Same as Accreditation. A provider can have its accreditation status changed to probation as a result 
of a focused survey. 
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T H E D A T A S O U R C E S 

Goals Objectives Format 
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The application/self-study is the 
foundation for the accreditation 
process. The goals of the 
application/self-study are to provide 
an opportunity for the applicant or 
accredited provider to assess its 
commitment to and role in providing 
CME, analyze its past practices, 
identify areas for improvement, and 
determine its future direction. 

Analyze data collected about 
what, why, and how the CME 
program and its products and 
services are utilized, 
Assess how well they are 
performing, and 
Identify changes and 
improvements to be 
implemented lo be a successful 
provider in the future. 

How the self-study is 
accomplished is the 
responsibility of the provider. 
The report should address the 
goals and objectives noted earlier 
and the Essential Areas and 
Elements. A "Guide for the Self-
study" with key questions for 
review and study by the provider 
will be available. The "Guide" 
will assist the provider in 
assessing its program thoroughly 
and preparing a report for use by 
the ACCME in its decision for 
reaccreditation. 

Goals Objectives Format 

> 

D 
00 

The goals of the site survey are to 
gather data about administration, 
documentation, and practice: if 
appropriate, to verify and clarify 
compliance with the Elements in all 
Essential Areas and to recognize 
excellence whenever present. 

To give the providers the 
opportunity to clarify the 
information supplied in the 
applicalion/self-study and 
demonstrate the adequacy of 
their administrative support and 
resources, which are in place to 
support the CME unit. 
To give the ACCME the 
opportunity to audit 
documentation, ensure that any 
specific documentation 
required by the ACCME is 
present, and ensure that they 
have sufficient information 
about the provider and/or the 
applicant's educational program 
with which to formulate a 
report to the ACCME. 

The format involves interviews 
between the representatives of the 
CME organization and the ACCME 
surveyors. The opportunity for 
document and activity (optional) 
review will exist. Components of 
the site survey generally include the 
following 
• Introductory Session 
• Meeting(s) with CME 

Principals/Administration 
/Physician CME Leadership 

• Document Review 
• Activity Review, when possible 
• Exit Interview 
• Tour of facilities 

Goals Objectives Format 
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 The goal of the document review is 
to gather data about compliance 
with accreditation Essential Areas 
and Elements by accredited 
providers. 

• Determine whether there is 
documentation to support that 
activities have been planned, 
presented, and evaluated in 
compliance with the Essential 
Areas and Elements, and in the 
manner that the provider has 
represented its CME practices; 

• Assess that specific 
documentation that is required 
by ACCME policy is present. 

The ACCME will select a list of the 
activities on which a document 
review will be based. The providers 
will be notified to have the activity 
files available during the site visit. 
The provider also may be requested 
to have other documentation of 
compliance with ACCME policy 
available during the site visit. 
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Goals Objectives Format 
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The goal of the activity review of an 
applicant/accredited provider is to 
gather data about the application of 
the Elements in all Essential Areas 
that can only be measured through 
the direct observation of an activity. 
This will allow the 
applicant/provider to demonstrate 
performance in practice. 

Document compliance with 
those criteria of the ACCME 
Essential Areas and Elements 
that can only be measured by 
the observance of a live activity. 
Get clarification from the 
applicant/accredited provider on 
questions that might arise as a 
result of observing the activity. 

Normally the Activity Review is 
conducted at the same time as the 
site visit, but may be scheduled at an 
independent time from the site visit, 
if necessary. The process of the 
Activity Review includes 

• Direct observation of a live 
activity and its components, 

• Interview with staff of the 
applicant/accredited provider as 
required, 

• Completion of an Activity 
Review Form by the ACCME 
Surveyor. 

Goals Objectives Format 
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The goal of the annual reporting 
and monitoring process is to gather 
data about the changes within an 
accredited provider's program and 
within the population of accredited 
providers. 

• Provide an opportunity for 
providers to report on progress 
of changes and improvements 
in their programs. 

• Collect standardized data about 
the products, services, and 
processes of all accredited 
providers. 

• Receive feedback on the issues 
of accreditation that should be 
reviewed and improved. 

Information will be exchanged 
through an annual questionnaire that 
can be completed and delivered on 
paper or electronically. Individual 
provider data will be maintained in a 
confidential manner. Information 
collected about an organization 
during the complaint and inquiry 
process will also be included. 

A C C M E ' S R E C O G N I T I O N P R O C E S S 

For information on the Recognition Process for State Medical Societies, please contact the 
ACCME. 

R E L E V A N T A C C R E D I T A T I O N P O L I C I E S 

Please see the separate Accreditation Policy Compendium for a full listing of relevant 
ACCME accreditation policies. 
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Size of the CME Enterprise Presented by ACCME Accredited Providers -1999 

Directly Sponsored Activities Hours MD's Non-MD's 
Courses 23,194 200,280 1,262,682 820,233 
Regularly Scheduled Conferences 12,027 273,014 1,722,784 426,335 
Internet (Live) 168 854 9,744 23,106 

Internet (Enduring Materials) 627 3,285 48,576 3,944 
Other Enduring Materials 2,503 23,748 481,532 115,893 
Journal CME 840 4,431 265,342 40,812 
Total 39,359 505,610 3,790,660 1,430,323 

Jointly Sponsored Activities Hours MD's Non-MD's 
Courses 
Regularly Scheduled Conferences 
Internet (Live) 

4,949 
2,081 

26 

48,217 
26,572 

168 

308,693 
161,723 

3,081 

256,876 
53,276 

741 

Internet (Enduring Materials) 
Other Enduring Materials 
Journal CME 

191 
423 
100 

728 
3,605 

546 

18,155 
121,709 
32,177 

2,353 
12,986 
3,950 

Total 7,770 79,836 645,538 330,182 

Grand Total 47,129 585,446 4,436,197 1,760,504 

ACCME 2000 



Eligibility 

8 l-B-02 In order to be eligible for accreditation, the institution or organization mu.st be located in the 
United States or its Territories. The ACCME limits site survey visits to the United States and 
U.S. Territories. 

81 -C-05 An organization is not eligible to apply for accreditation if, in the judgment of the ACCME, its 
program is devoted to advocacy ot" unscientific modalities of diagnosis or therapy. 

81- C-06 Where there is a question of eligibility for survey, the application will be referred to the ACCME 
Executive Committee which will consider it and make a recommendation to the ACCME which 
will then vote upon the eligibility of the applicant. 

82- B-04 Definition of an Organization Eligible for Accreditation 

The ACCME, in an attempt to foster continuing medical education of high quality at reasonable 
cost, available to all physicians in the United States, specifies the following criteria of eligibility 
for accreditation: Institutions and organizations which are surveyed and accredited directly by 
the ACCME are generally defined as follows: state medical societies, schools of medicine, and 
other institutions and organizations providing continuing medical education activities on a regular 
and recurring basis and serving registrants, more than 30% of whom are from beyond bordering 
states. 

Institutions and organizations not eligible tor accreditation directly by the ACCME should seek 
accreditation from the state medical society (or state accrediting body in states where the medical 
society does not accredit alone) in the state in which they have their headquarters or in which 
they provide CME activities. 

To be eligible For accreditation, a provider must offer a program of continuing professional 
education for physicians. An organization is not eligible to apply for accreditation if its program 
is devoted solely lo advocacy of a modality of diagnosis or treatment which is not a subject for 
instruction in most medical schools whose programs of medical education ;u-e accredited by the 
Liaison Committee on Medical Education 

The ACCME reserves the right to make decisions on eligibility for accreditation, (amended 7/98) 

83- A-04 An organization applying for survey at its initial CME activity should be advised that it is very 
difficult to demonstrate its ability to comply with the Essential Areas, Elements and Policies until 
after at least one event has been completed. However, if the organization still wishes to proceed 
with an on-site survey during their first CME offering, the ACCME will comply. In order to 
complete the process, the organization must provide documentation of sub.sequent evaluation and 
of its use in planning future CME activities, before the ARC will consider the application. 



94-C-02 Policy and procedure on dual accreditation: 

A single provider of continuing medical education may not maintain accreditation by the 
ACCME and a state medical society at the same time. (It is recognized that short periods of 
overlap may occur when a provider transitions from one accreditation system to the other and 
continues to be listed as "accredited" by both.) 

When a state medical society accredited provider alters its function and seeks and achieves 
accreditation from the ACCME, that provider should promptly notify the respective state medical 
society, withdraw from its accreditation system, and ask to be deleted from its list of accredited 
providers of CME. Should an ACCME-accredited provider change its role and become 
accredited by the state medical society, a similar procedure must be followed. 

Annually, the ACCME will notify state medical societies of CME providers in their states which 
have been awarded accreditation by the ACCME. (amended 7/98) 

97 A-20 The ACCME will not deny eligibility for accreditation solely on the basis that an organization 
produces and/or markets a product (device, biologic or pharmaceutical as regulated by the Food 
and Drug Administration) or activities about a product (device, biologic or pharmaceutical as 
regulated by the Food and Drug Administration) as long as the activities they develop and/or 
present are educational and not promotional. 

The ACCME will consider an activity to be educational, rather than promotional, when the 
activity is deemed to have been, in all respects, created and presented in compliance with the 
ACCME's Standards for Commercial Support. 
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