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February 5, 2001 

Martin L. Rossman, MD, Dipl.Ac. 
Co-Director 
Academy for Guided Imagery 
P.O. Box 2070 
Mill Valley, CA 94942 

Dear Dr. Rossman: 

I am writing this letter on behalf of the White House Commission on 
Complementary and Alternative Medicine Policy, established by the 
President in March of 2000. In carrying out its mandate, the Commission is 
addressing: (1) coordinated research on complementary and alternative 
medicine (CAM) practices and products; (2) appropriate education and 
training of CAM and conventional health care practitioners; (3) dissemination 
of reliable information on CAM to health care providers and the general 
public; and (4) delivery and public access to CAM services. Additional 
information on the Commission is available at its Web site at 
<http://vww.whccamp.hhs.gov>. 

The Commission will meet on February 22-23 to discuss complementary and 
alternative medicine in terms of education and training of health care 
practitioners, quality of care, and accountability. To accomplish its goal, the 
Commission needs your organization's input before it begins its 
deliberations. Therefore, we would very much appreciate receiving your 
advice and comments on these issues by February 13, 2001, preferably by 
e-mail or otherwise by fax, so that the Commissioners have enough time to 
review them before the February 22-23 meeting. 

The questions that follow were developed to guide the Commission's 
deliberations. 

1. Are there national educational standards for undergraduate, 
postgraduate, and continuing education in guided imagery? Should those 
national educational standards include exposure to conventional or western 
medicine as well as CAM other than guided imagery? 

2. Should there be national standards or certification to provide CAM 
practices and products? If so, how and by whom should national standards 
or certification be established, to whom should they apply, and how should 
they be implemented? 

3. Should the numerous guided imagery organizations come together to 
form "a community?" If so, how and by whom should that "community" be 
formed? 

4. Should there be condition-specific or modality-specific practice 
guidelines and why or why not? If so, how and by whom should these 
guidelines be developed, to whom should they apply, and how should they 
be implemented? 



5. Are your members concerned about malpractice liability associated 
with providing CAM practices and products? 

6. Are there any risks associated with CAM that may be of concern to 
your members? If so, can you suggest ways to minimize those risks? 

7. Should there be a mechanism to address consumer concerns or 
grievances about the quality of CAM practices or products? If so, what 
should that mechanism be? 

8. What information should a conventional health care provider 
communicate to a CAM practitioner? What information should a CAM 
practitioner communicate to a conventional provider either with a referral or 
without a referral as when a consumer self-refers? 

9. What policy recommendations would you like to make to assure the 
quality of CAM practices and products whether they are provided by a 
practitioner or used as self-care? 

Thank you for your invaluable assistance. Please send your written 
comments to Dr. Joseph M. Kaczmarczyk (e-mail: KaczmaJo@mail.nih.gov, 
fax: 301.480.1691, phone: 301.435.6197 or 7592), and contact him with any 
questions you may have. 

The February meeting will be held in the Hubert H. Humphrey Building, 200 
Independence Avenue, in Washington, DC. You are welcome to attend. 

Sincerely, 

Stephen C. Groft, Pharm. D. 
Executive Director 
White House Commission on 
Complementary and Alternative 
Medicine Policy 



Chang, Michele (NCCAM) 

From: Kaczmarczyk, Joseph (NCCAM) 
'ent: Tuesday, February 13, 2001 8:41 AM 
o: Bill Fair (E-mail); Bill Fair (E-mail); Buford Rollin (E-mail); Conchita Paz (E-mail); Joan 

Matthews; Linnea Larson (E-mail); Tom Chappel (E-mail); Tracy Wiens (E-mail) 
Cc: Chang, Michele (NCCAM) 
Subject: Information from the Academy for Guided Imagery 

Uiider separate cover, I have sent a copy of my remarks to the WHCCAM delivered at 
the New York Town meeting a few weeks ago. Along with that statement, I have 
appended the bibliography requested by Dr. Gordoii wliich includes the scientific 
references that we beUeve support the conclusioiis we have reached. 

In response to your query last week, I am submitting the following as art initial 
response on behalf of the Academy for Guided Imagery (AGI): 

Q: Are there national educational standards for undergraduate, postgraduate and 
continuing education iri guided imagery? 

A: The only training program in guided imagery that provides evidence of 
competence is the Professional Certification Training program created and 
maintained by AGI. This program requires satisfactory completion of 150 hours 
of formal training, iiicluding 56 hours of small group supervision and direct 
personal evaluahon by AGI faculty. The criteria we use for Certification are 
appended as Appendix A. 

There is also an abbreviated certification trainitig program for nurses called the 
Nurses Certification Program iri Imagery, which was started by two of our nurse 
faculty members. They offer a 110 hour program for nurses and you can find 
their criteria for nursing certification through their website at: 
www.imageryrn.com 

Q: Should national standards iriclude exposure to conventiorial or western medicine 
as well as CAM other than guided imagery? 

A: It is important to distinguish the uses of guided imagery in health and medical 
care from its uses in education, creativity training, learning, memory 
improvemenL coaching, performance enhancemenL design, and other non­
medical fields. We believe that its uses in these areas are more educational than 
therapeutic, and that practitioners or teachers of this type of imagery generally 
do not need additional exposure to any type of medical trainitig. 

However, for guided imagery practitioners working in the health care field, 
national standards should be created to ensure that they are well educated and 
informed about general indications, contraindications, potential complications, 
and precautions when using imagery in most common medical situations. 



While it would be difficult and unnecessary to teach everyone learning guided 
imagery everything kiiown about all of its uses in either conventional or CAM-
based medicine, practitioners should certainly be familiar with the potential 
medical aspects of the coiiditions they are treating. 

For example, a practitioner using guided imagery to prepare patients for cardiac 
surgery and recovery would need to know a great deal about the medical and 
nursing aspects of the upcomiiig surgery, as well as the ongoing treatment of the 
underlying condition. A practitioner using imagery for smoking cessation would 
need to be familiar with the dynamics of nicotine addiction, but wouldn' t need 
to know about cardiac surgery. 

Q: Should there be national standards or certification for guided imagery practices? 

A: AGI believes strongly in national standards for guided imagery practitioners 
which is why we developed and instituted formal traiiiing and certification 
standards in 1989. We believe that demonstrating mastery of skills, sound clinical 
judgment, and the highest ethical standards is mandatory for any practitioner 
using guided imagery in a health-care setting, arid that consumers have the right 
to full disclosure regarding the training and competence of their practitioners. 

Q: How and by whom should national standards or certification be established, to 
whom should they apply, and how should they be implemented? 

A: As discussed above, 110 nahonal standards are needed for those working outside 
the health care areiia. For health practitioners, existing models for setting 
professional standards are riumerous and they should be studied and evaluated 
to determine the one that is most relevant to this application. Following a 
consensus conference (see below), a professional certifying board or agency 
should be created to determine standards of practice, requiremenls for 
certification, and criteria for maintenance of certification through continuing 
education. 

Q: Should the numerous guided imagery organizations that exist come together to 
form a " community" ? If so, how and by whom should that community be 
formed? 

A: We recommend that a Consensus Conference on Guided Imagery be held at 
NIH, modeled on the Consensus Conference on Acupuncture that was organized 
by Alan Trachtenberg in 1997. We believe that this confereiice should jointly be 
sponsored by NCCAM, NIMH, NCI, NINDS, NIDA, and other interested 
institutes. Invitees should include representatives from established guided 
imagery training and membership organizations, and other interested parhes. 
During this conference, the published literature can be reviewed for scientific 
acceptability, the criteria for certification and a certifying agency can be 
established, and initial plans for establishing a " community" can be outlined. 

Q: Are your members concerned with malpractice liability issues associated with 
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guided imagery? 

A: In today' s lihgious world, all health practitioners must be concerned with these 
issues, including AGI Certification graduates, which is why they have sought the 
most thorough training available and have passed the most stringent 
requirements for certification in our community. To our kiiowledge, there has 
never been a malpractice suit brought against a practihoner for using guided 
imagery, but this is likely to change unless national standards can be established. 

Q: Should there be coiidition-specific or modality-specific practice guidelines and 
why or why not? If so, by whom should these guidelines be developed, to whom 
should they apply, and how should they be implemented? 

A: As stated above, we believe that such guidelines should be developed for 
medical, surgical, nursiiig, mental health and CAM applications. Condition 
specific guidelines should be developed by experts in guided imagery who also 
have expertise in the application under consideration and in consultation with 
other experts in that field. 

Guidelines must allow for the considerable creativity and individuality that 
characterizes the use of guided imagery while providing safeguards to insure 
that patients are being appropriately guided. Criteria for condition-specific 
cerhfication can be established and monitored by whatever national certifying 
agency is created. 

Q: Are there risks associated with guided imagery that are of concern to your 
members? If so, can you suggest ways to minimize those risks? 

A: The major risks associated with guided imagery fall into two categories: 

(1) The use of guided imagery instead of definitive medical or surgical 
therapies in certain life-threatening conditions; and 

(2) The use of guided imagery for patients who also have severe or unstable 
psychological problems by practitioners who lack the proper training, 
knowledge or experieiice needed to use imagery safely. 

Thorough traiiiing in recognizing and avoiding these risks are an integral part of 
AGI' s training program and should be part of whatever standards are 
ultimately set. 

Q: Should there be a mechanism to address consumer concerns or grievances about 
the quality of guided imagery practices or products? 

A: If there are national standards and criteria that define the practice of guided 
imagery, then there needs to be a mechanism established for grievances and 
complaints, as well as a method of investigating those complaints that is fair to 
both aggrieved and accused parties. These can be derived from models of similar 



practices in other specialty areas. 

Q: What information should a conventional health care provider communicate to a 
guided imagery practitioner? What information should the guided imagery 
practitioner communicate to a conventional provider either with or without a 
referral if the consumer self-refers? 

A: Communication of information about a patient must always depend on the 
patient' s willingness to release that information. Provided that proper informed 
consent is obtained by the referring practitioner, the referral should include 
information about the pahent' s diagnosis and basic medical condition, why the 
referral is being made, specific concerns for safety, any other informahon that 
can help the practihoner understand the issues that the patient is facing and 
what information the referring practihoner wants to hear back about the 
outcome of guided imagery therapy. 

Q: What policy recommendations would you like to make to assure the quality of 
guided imagery practices and products whether they are provided by a 
prachtioner or used as self-care. 

A: As a minimum, we strongly recommend that all guided imagery health care 
providers, whatever their licensure, must complete a course of study equivalent 
to that provided in AGI Professional Cerhficahon Training. They should 
demonstrate satisfactory completion of this curriculum, and pass " boards" that 
test for knowledge acquisihon and mastery of skills (including personal 
observation and evaluation). 

This will assure pahents, providers, third parties, and the public that the 
practitioner understands the backgrotxnd, history, theories and applications of 
guided imagery in the health professions, has demonstrated competence with the 
core skills required, has the ability to communicate well with others, conducts 
themselves professionally, accepts constructive feedback, and adheres to the 
highest code of ethical standards. 

Marhn L. Rossman, MD 
President 
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January 31, 2001 

Dort Bigg 
Executive Director 
Accreditation Commission for Acupuncture and Oriental Medicine 
The Maryland Trade Center #3 
7501 Greenway Center Drive-Suite 820 
Greenbelt, MD 20770 

Dear Mr. Bigg: 

I am writing this letter on behalf of the White House Commission on 
Complementary and Alternative Medicine Policy, established by the 
President in March of 2000. In carrying out its mandate, the Commission 
is addressing: (1) coordinated research on complementary and 
alternative medicine (CAM) practices and products; (2) appropriate 
education and training of CAM and conventional health care 
practitioners; (3) dissemination of reliable information on CAM to health 
care providers and the general public; and (4) delivery and public access 
to CAM services. Additional information on the Commission is available 
at its Web site at <http://www.whccamp.hhs.qov>. 

The Commission will meet on February 22-23 to discuss complementary 
and alternative medicine in terms of education and training of health care 
practitioners, quality of care, and accountability. To accomplish its goal, 
the Commission needs your organization's input before it begins its 
deliberations. Therefore, we would very much appreciate receiving your 
advice and comments on these issues by February 13, 2001, preferably 
by e-mail or otherwise by fax, so that the Commissioners have enough 
time to review them before the February 22-23 meeting. 

The questions that follow were developed to guide the Commission's 
deliberations. 
Are there national educational standards for acupuncture and oriental 
medicine undergraduate, postgraduate, and continuing education? 
Should those national educational standards include exposure to 
conventional or western medicine as well as CAM other than 
acupuncture and oriental medicine? 
Should there be national standards or certification to provide CAM 
practices and products? If so, how and by whom should national 
standards or certification be established, to whom should they apply, and 
how should they be implemented? 
Should the numerous acupuncture and oriental medicine organizations 
come together to form "a community?" If so, how and by whom should 
that "community" be formed? 



Should there be condition-specific or modality-specific practice 
guidelines and why or why not? If so, how and by whom should these 
guidelines be developed, to whom should they apply, and how should 
they be implemented? 
Are your members concerned about malpractice liability associated with 
providing CAM practices and products? 
Are there any risks associated with CAM that may be of concern to your 
members? If so, can you suggest ways to minimize those risks? 
Should there be a mechanism to address consumer concerns or 
grievances about the quality of CAM practices or products? If so, what 
should that mechanism be? 
What information should a conventional health care provider 
communicate to a CAM practitioner? What information should a CAM 
practitioner communicate to a conventional provider either with a referral 
or without a referral as when a consumer self-refers? 
What policy recommendations would you like to make to assure the 
quality of CAM practices and products whether they are provided by a 
practitioner or used as self-care? 

Thank you for your invaluable assistance. Please send your written 
comments to Dr. Joseph M. Kaczmarczyk (e-mail: 
KaczmaJo@mail.nih.gov, fax: 301.480.1691, phone: 301.435.6197 or 
7592), and contact him with any questions you may have. 

The February meeting will be held in the Hubert H. Humphrey Building, 
200 Independence Avenue, in Washington, DC. You are welcome to 
attend. 

Sincerely, 

Stephen C. Groft, Pharm. D. 
Executive Director 
White House Commission on 
Complementary and Alternative 
Medicine Policy 



Discussion Group I'V 
Tab 2: Accredil:ation Commission for Acupuncture and Oriental Medicine 

1 am writing in response to your January 31, 2001 letter requesting that the Accreditation 
Commission for Acupuncaire and Oriental Medicine ("ACAOM") submit written testimony 
addressing the nine questions in your letter. It is our understanding that our submission will be 
considered during the White House Commission's February 2001 meeting. 

Background of Oriental Medicine 

Throughout its long history, Oriental medicine has been a dynamic and evolving medical art and 
science. Oriental medicine is a comprehensive system of health care, which originated in China 
more than twenty-five centuries ago, with its own unique precepts, principles and techniques 
and is currently practiced in viraially all countries in the wodd. Oriental medicine techniques 
include acupuncture, moxibustion, Chinese herbology, therapeutic exercise, bodywork. Oriental 
physical therapy, and other treatment modalities such as cupping and gua sha. Combined with 
acupunctrure techniques, these modahties provide a very effective treatment for many diseases 
and medical conditions. Further, Oriental medicine incorporates the body, mind and spiritual 
aspects of both patients and practitioners, and encourages personal responsibility for one's own 
health and well being. 

Since the early I970's, Oriental medicine has been rapidly adopted in the United States. US 
consumers have increasingly sought the benefits of Oriental inedicine based on its effectiveness, 
safety and non-iatrogenic abilities and properries. 

Oriental medicine practitioners, in most states, can legally treat ilbesses affecting the human 
body using the techniques and traditions established in the medicine. Forty-one states, plus the 
District of Columbia have adopted specific laws and regulations regarding the practice of 
acupuncture and Oriental medicine. In addition to state regulation in the field, the Oriental 
medicine profession has responsibly developed certification and accreditation structures to 
ensure that the field of acupuncture and Oriental medicine is pracdced safely and effectively. 

The nationally-recognized certifying agency in the field, the National Certification Commission 
for Acupuncture and Oriental Medicine ("NCCAOM"), administers certificarion exams in 
acupuncture, bodywork and herbal therapy to ensure that pracririoners have achieved the 
critical competencies necessary for the safe and effective practice of Oriental medicine. 
NCCAOM is accredited by the National Organization for Certifying Agencies, which represents 
the highest voluntary certification standards in the United States. The Accreditation 
Conimission for Acupuncture and Oriental Medicine ("ACAOM") accredits acupuncture and 
Oriental medicine programs throughout the United States and Canada. ACAOM is recognized 
by the U.S. Department of Education as a rehable authority for quality education and trainmg in 
the field and graduation from an ACAOM-accredited or candidate program is a requirement for 
state licensure in the vast majority of states with licensure laws and regulations. The field of 
Oriental niedicine has a number of local, state and national professional associations and 
organizations which address professional, educational, hcensure, pubHc relations and other 
issues pertaining to the field. 



ACAOM Testimony on the White House Commission Ouestions 

I. Arc there national educational standards for acupuncture and oriental medicine undergraduate, 
postgraduate, atul continuing education? Should those national educational standards inc/udcc.x'po.sKrc ro 
conventional or western medicine as well as CAM other than acupuncture cmd oriented medicine^ 

ACAOM accredits first professional Masters-level and Masters degree programs in acupuncaire 
and Oriental medicine. ACAOM's accreditation standards are the nationally-recognized 
standards for acupuncture and Oriental medicine training in the United States. These standards 
are expUcitly designed to prepare saidents to function as independent health care providers in 
acupuncture and Oriental medicine, including deinonstration that they have achieved the critical 
competencies necessary for safe and effective practice upon graduation. Fvery state where 
acupuncture licensure exists, with the exception of Nevada, Louisiana and California, requires 
graduation from an ACAOM accredited or candidate program and/or passage of the national 
certification exam administered by the National Certificarion Commission for Acupuncaire and 
Oriental Medicine ("NCCAOM") to become licensed as an acupuncairist or Oriental medicine 
practitioner. In addition, NCCAOM requires graduation from an ACAOM accredited or 
candidate school to be ehgible for certification. ACAOM has worked hard to ensure that its 
curriculum standards keep pace with developments within the field. In 1985, ACAOM's 
standards in program length were 1350 hours for an acupuncaire program. The Commission 
developed .standards for a four academic year Oriental medicine program in 1990. Currently, 
ACAOM requires a minimum of 1725 hours over three academic years for an acupuncture 
program and 2175 hours for an Oriental medicine program. ACAOM recently held a retreat to 
again consider its program standards and has developed a proposal for further increasing the 
curriculum requirements based on the additional competencies expected of U.S. practitioners. 

ACAOM's accreditation standards exphcidy require didactic and chnical course work in the 
western biomedical clinical sciences. This includes training in biomedical and chnical concepts 
and terms; human anatomy and physiology; pathology and the biomedical disease model; the 
nature of the biomedical clinical process inclucUng history taldng, diagnosis, treatment and 
follow up; the clinical relevance of western laboratory and diagnostic tests and procedures as 
well as biomedical physical exam findings; infectious diseases, sterilization procedures, needhng 
handling and disposal, and other issues relevant to bloodborne and surface pathogens; 
biomedical pharmacology including relevant aspects of potential medication, herb and 
nutritional supplement interactions, contraindications, side effects and how to access this 
information; the basis and need for referral to and/or consultation with allopathic medical 
providers; and the range of biomedical referral resources and the other modalities they employ. 
ACAOM's^accreditation standards to not currently specify exposure to the modalities employed 
by other CAM providers. However, many programs include survey courses in other CAM fields 
to acquaint students with the other CAM disciphncs. 

In addition to ACAOM's standards for accrediting Masters degree and Masters level 
acupuncaire and Oriental medicine programs, the Commission has recently adopted 
accreditation standards for clinical doctoral programs in Oriental medicine. The doctoral 
program is designed to provide advanced level training which builds upon the Masters level 
coinpetencies. The curriculum for the program includes training to provide advanced level 
competencies in patient assessment and diagnosis, chnical intervention and treatment, 
consultative sldlls when interacting with allopathic health care providers, biomedical 



a.sse,ssment knowledge and narrative writing skills including but not limited to physical exams 
and related laboratory tests sufficient to facihtate patient care in collaboration with appropriate 
health care personnel, clinical supervision and management skills, and sufficient skills in clinical 
research to enable program graduates to be educated consumers of the scientific hterature and 
research in the field. The Commission is just beginning to receive applications from coUeges 
wishing to offer doctoral programs. 

ACAOM does not accredit or approve Continuing Education programs or courses and its 
accreditation standards do not specify CE program content requirements. However, they do 
require that accredited or candidate programs offering CE possess an adequate administrative 
structure, competent faculty, a sound financial base, and appropriate facilities sufficient to offer 
quahty CE programs without adversely impacting the quahty of the ACAOM-accredited or 
candidate program(s). In the United States, continuing education requirements in the field of 
Oriental medicine are frequently regulated through state licensure laws and regulations which 
are enforced by state acupuncture or medical boards as a condition of continued licensure. 

We believe that for all the CAM fields, it is critical that practice be hcensed at the state level and 
that hcensure be tied to graduation from a program which meets nationally-recognized 
accreditation standards for quahty of education and training. There are some inferior training 
programs which are graduating students who, in our view, have not received adequate training 
for safe and effective practice. In California, for example, there are programs that are not 
accredited by ACAOM although their students are eligible for hcensure. We beheve that failure 
to base state licensure on graduation from an accredited or candidate program can place 
consumers at significant risks from being aeated by inadequately trained professionals. 

2. Should there he national standards or certification to provide CAM practices and products? If so, how 
and hy whom should national standards or certification he estahlished, to whom should they apply, and how should 
they he implemented? 

As noted above, the NCCAOM has established a nationally recognized certification exam and 
process for the field of Oriental medicine which is tied to state hcensure in all states which 
hcense acupuncaire and Oriental medicine practitioners with the exception of Nevada, 
Louisiana and California. It is our understanding that NCCAOM's NOCA-accredited 
certification exams and processes were designed based on recognized standards for certification 
exam development and psychometric evaluation including job survey analyses. In addition to 
administering certification exams for the field, NCCAOM's certification procedures include 
specific grounds for withdrawal of certification including chemical dependency, physical or 
mental in(^apacity, gross incompetence, felony charges, falsification on the certification 
apphcation, examination fraud and violating NCCAOM's Code of Ethics. In this manner, 
NCCAOM enforces standards for practitioners to ensure that NCCAOM Diplomates are not 
engaging in activities which would be a threat to pubhc safety. We believe that similar 
processes and standards should be required of aU CAM fields. Without a certification process 
and appropriately enforced standards of conduct, there are no assurances that practitioners have 
attained the critical competencies and are conforming to necessary standards of conduct for safe 
and effective practice. We beheve that such processes are a responsibility of each CAM field 
and profession. Self regulation is critical to protect the pubhc and to maintain consumers 
confidence in any CAM profession. 



With respect to CAM "products", herbal therapy is an ancient and integral part of Oriental 
medicine. ACAOM's accreditation standards explicitly require in depth training in the 
appropriate use of herbal products. This includes course work in materia medica (categories of 
herbs; functions and actions; dosages and contraindications for each herb; developments in herb 
research), herbal formulas (traditional formula categories, functions, actions and 
contraindications for each formula); developments in formula research; composition and 
proportion of herbs in each formula; patient education regarding administration, potential side 
effects, preparation and storage of formulas; etc); drug interactions with 
herbal mechcines; and other relevant issues. In addition to didactic course work, extensive 
clinical training pertaining to herbal medicine is required of all students in an Oriental medicine 
program, including specific training regarding how and when to consult with and refer to 
allopathic health care providers regarding potential drug interactions with herbal therapy. 
Moreover, the NCCAOM administers a certification exam for the practice ofChine.se herbology 
to ensure that NCCAOM Diplomates have achieved the necessary competencies in order to 
practice safely and effectively in prescribing herbal remedies. We beheve that NCCAOM 
certification should be required for any practitioners who wish to prescribe Chinese herbs to 
their patients. -

3. Should the numerous acupuncture and oriental medicine organizations come together to form "a 
community?" If so. how and hy whom should that "community" he formed? 

An acupuncaire and Oriental mechcine community already exists. The national organizations 
including ACAOM, NCCAOM, the Council of Colleges of Acupuncture and Oriental Medicine, 
the Acupuncture and Oriental Medicine Alliance and the American As,sociation of Oriental 
Medicine have been holding regular 5-organization retreats on an annual basis to chscuss issues 
impacting the field of acupuncture and Oriental medicine incluchng those pertaining to 
licensure, certification, state laws and regulations, and many other matters. In addition, a 
number of state acupuncture boards have organized to form an organization for representatives 
of the various boards to discuss issues pertaining to state hcensure standards. The national 
organizations for the field have also been coordinating their meetings so that they are all held 
during the same period and in the same venues. This has provided an opportunity for input and 
information exchange among the leadership for the entire field. ACAOM and NCCAOM also 
conduct public hearings to provide opportunities for the entire community to provide input on 
matters such as proposed accreditation standards, certification eligibility requirements and 
other relevant issues whiich could impact the field. 

4. ; Should there be condition-specific or modality-specific practice guidelines and why or why not? 
If so, how and hy whom should these guidelines he developed, to whom should they apply, and how should they he 
implemented? 

Modality-specific practice guidelines are already addressed in ACAOM's accreditation 
standards. For example, ACAOM's core curriculum and clinical standards for acupuncaire 
require training in point location and the hinctions of each point, needling technique including 
needle insertion, depth, duration, manipulation and withdrawal, appropriate combinations of 
points, as Vv'ell as specific requirements for other Oriental medicine modahties such as Oriental 
herbal therapy. 



Acupuncture and Oriental medicine does not, however, readily lend itself to condition-specific 
practice guidelines or protocols. Effective treatment by Oriental medicine practitioners is based 
on tailoring individual treatments to a patient's particular constitution and presentation. Given 
the theoretical underpinnmgs of the medicine which is grounded in the energetic concept of Chi 
and energy flow which is unique to each individual. Oriental medicine should not be viewed as 
"cook book medicine" and treatments cannot not be "one size fits all" based on a particular 
medical condition. Thus, any practice guidelines developed for the field would have to be 
sufficiently flexible to accommodate the philosophy and theory of the medicine. There is an 
abundance of literature and an mcreasing body of research to support Oriental medicine 
aeatment techniques for most western medical conditions. ACAOM's accreditation standards, 
however, do contain some general condition-specific practice guidehnes. For example, 
ACAOM's core curriculum standards mclude requirements for herbal medicine training in such 
areas as herbal formulas and their functions, functions of individual herbs, etc. 

5. Are your members concerned about malpractice liability associated with providing CAM 
practices and products? •. -

Acupuncture and Oriental medicine has a remarkably good safety record when practiced by 
comprehensively tramed practitioners, as demonstrated by the low incidents of legal claims and 
injuries. We attribute this excellent record to the fact that ACAOM's core curriculum 
requirements provide the necessary training to ensure safe practice, as weU as the fact that 
Oriental medicine utilizes inherently safer medical modalities than many other health care 
professions. Because of its excellent safety record, malpractice insurance is widely available to 
hcensed practitioners and msurance rates have been falling over time. Only three states, 
Colorado, Florida and Oregon have mandatory professional liabihty insurance requirements for 
practice. Our concerns with malpractice insurance relate to the practice of Oriental medicme 
by inadequately trained practitioners, which is why ACAOM strongly supports the adoption of 
national educational and certification standards as a requirement for hcensure throughout the 
United States. 

6. Arc there any risks associated with CAM that may be of concern to your members? If so, canyou 
suggest ways to minimize those risks? 

Possible risks associated with the practice of acupuncture and Oriental medicine, primarily by 
inadequately aained professionals, include neumothorax, bruising, fainting, bleeding and 
contracting infectious diseases (for acupuncture), burns (for moxibustion), and herb toxicity 
and drug i'hteractions (for herbs). Consumers are most concerned with contracting infectious 
diseases. However, the vast majority 

of practitioners and virtually all US trained practitioners use sterile disposable needles in their 
practices. ACAOM accredited programs are requhed to provide extensive training to minimize 
the risks of particular treatment modahties (e.g, clean needle technique and handling, OSHA 
compliance, herb/drug interactions and contraindications, etc.) and to properly manage 
acupuncture and Oriental medicine treatment injuries should they occur. In addition, 
NCCAOM's certification exam assesses the critical competencies in these areas. 
Notwithstanding these risks, the safety record for the field of acupuncaire and Oriental 
medicine as practiced within the United States is superb. We believe that this can be directly 
ataibuted to the increasing number of states which are requiring that candidates for licen.sure 



graduate from an ACAOM accredited or candidate program to ensure that they have received 
adequate training, and passage of the NCCAOM certification exams to ensure that candidates 
for licensure have attained the critical competencies necessary for safe and effective practice. 

7. Should there be a mechanism to address consumer concerns or grievances about the cfuality of 
CAM practices or products? If so, what should that mechanism he? 

Virtuahy all state licensure boards have developed and enforce appropriate procedures for 
addressing consumer complaints against Oriental medicme practitioners. In addition, many 
state and national professional organizations as weU as the NCCAOM have developed and 
enforce appropriate ethics codes for practice. We believe that these mechanisms are 
appropriate and effective. 

8. What information should a conventional health care provider communicate to a CAM 
practitioner? What information should a CAM practitioner communicate to a conventional provider either M'ith a 
referral or without a referral as when a consumer self-refers? 

ACAOM's accreditation standards require that programs provide explicit training in western 
biomechcal clinical sciences and to recognize patient medical conditions that may require 
consultation with and/or referral to allopathic health care providers. Adequate communication 
between CAM and conventional providers can be critical to proper patient care, lust as 
acupuncturists and Oriental medicme practitioners receive this training, western trained 
physicians should receive sufficient basic training in Oriental medicine and in the other CAM 
fields to engage in meanmgfxil interactions with CAM practitioners pertaining to patient care 
issues. CAM practitioners should have access to their patients' western diagnoses when their 
patients are being, or have been, treated by a conventional pro\'ider. This information can be 
obtained through patient questionnaires, through patient intake interviews, or by reviewing 
patient medical records prepared by other providers. As it pertains to the field of Oriental 
medicine, ACAOM's accreditation standards require programs to provide in depth training in 
history 
taking and patient intake prior to Oriental medicine diagnosis and treatment, including seeking 
from the patient information on his or her medical history (e.g., medical conditions/diagnoses, 
medications, aUergies, and other relevant information), recording vital signs, etc). 

just as a CAM provider should communicate patient mformation to a conventional healthcare 
provider to help facilitate proper patient care (particularly where a serious medical condition 
may be present), a conventional provider should similarly provide patient information to the 
CAM provider which may also facilitate proper patient care. 

9. What policy recommendations would you like to make to assure the quality of CAM practices 
and products whether they are provided hy a practitioner or used as self-care? 

We believe that Oriental mechcine providers should be hcensed and available to consumers 
throughout the United States and that aU the CAM fields should eventuaUy develop the 
structures necessary to support licensing requirements. Licensure should be based on 



graduation from an accredited or candidate training program which has met nationally-
recognized accreditation standards for quality education and training and passage of a national 
certification exam. The adoption of state hcensure standards which are at variance with 
national standards for training and certification should be strongly discouraged. Inconsistent 
state hcensure standards can have the impact of making it more difficult for qualified 
practitioners to move from state to state, and can result in the licensure of inadequately trained 
individuals to the detriment of the consumers of CAM services. We also beheve that there 
should be medical insurance reimbursement parity for licensed CAM providers in order to make 
these unique health care systems available to more consumers. 

Dort S. Bigg 
Executive Director 



Tab 3 



mm 
i i i i ^ 

'•T}^f0!>x----:.':--::.ts^.;> 

House Coi:iiimissiO]ii on Complementary 

anul .Alte]i°n>a£ive .Medicine Po l l 

111 

6701 Rockledge Drive. Suite 1010, MS-7707, Helhe.v/a, Maniand 20817 lei: 301-435-7592 fix: 301-480-1691 

E-mail: -whcramp@i7iail.nih.go-v Websile: -iviv-w. ivhrr.amp.hhs.giiv 

Chair 

JaiiKis G o r d o n , M D 

C o m in is.s loners 

Goi'ogc B c r l i i c r , J r , M l 

. .Davif! Brcs lc r , « , ! . ) , L A c , O M E 

I l ioinas Ch:iii>|>cll 

Ellic Cl.ow, PKD, i m , DiplAc 
George D c V r i c s , H I ' ' 

VV'',lli,un F a i r , .AID 

Jo.scpli Fins, MD, FACP 
V e r o n i c a G i i ( DC 

W a j - i i c Jonas, M D 

L i l i i i c a L,arson, L , C S W , L M F T 

-raona Doa, j M D , A H G 

..rh.tte K e r r , R S M 

Ocan O r i i i s l i , M D 

C o n c l i i t a Paz, M D 

J c f e p l . E . P izzorno , Jr , N D 

i n 

J i i l i / i Sroi*: 

X i a o „ , i i . , . ' r i a n , M D , L A c 

D o n a l J War.x=n, D D S 

E^ccii(:ive S t a l l 

S tcp l len Grof f . , P l i a r i i i D 

F,xccu(ive D i r e c t o r 

M . c l . c l c C l . ans , C M T , M P H 

E?£e<;ii(.ive S<;erc(ary 

Joan A.lLrecIlt : 

C o r i n n e A x e l n . , 1 , M P H 

L, D O , . M P H 

•D<»ris I[Vm;.',slnir)' 

Ge ra l . l i ne Pol len , 'VLA. 

February 2, 2001 

Douglas B. Kamerow, MD, MPH 
Director, Center for Practice & Technology Assessment 
Agency for Healthcare Research & Quality 
6010 Executive Boulevard-Suite 300 
Rockville, MD 20852 

Dear Dr. Kamerow: 

I am w/riting this letter on behalf of the White House Commission on 
Complementary and Alternative Medicine Policy, established by the President in 
March of 2000. In carrying out its mandate, the Commission is addressing: (1) 
coordinated research on complementary and alternative medicine (CAM) 
practices and products; (2) appropriate education and training of CAM and 
conventional health care practitioners; (3) dissemination of reliable information on 
CAM to health care providers and the general public; and (4) delivery and public 
access to CAM services. Additional information on the Commission is available 
at its Web site at <http://wvw.whccamp.hhs.qov>. 

The Commission will meet on February 22-23 to discuss complementary and 
alternative medicine in terms of education and training of health care 
practitioners, quality of care, and accountability. To accomplish its goal, the 
Commission needs your organization's input before it begins its deliberations. 
Therefore, we would very much appreciate receiving your advice and comments 
on these issues by February 13, 2001, preferably by e-mail or othenwise by fax, 
so that the Commissioners have enough time to review them before the February 
22-23 meeting. 

The questions that follow were developed to guide the Commission's 
deliberations. 

1. How and by whom should "quality" in terms of CAM be defined? 
2. Should quality of CAM be measured? If so, how and by whom should it be 
measured? 
3. What should consumers be told about CAM? 
4. Should there be condition-specific or modality-specific practice guidelines and 
why? If so, how and by whom should these guidelines be developed and to 
whom should they apply? 

Thank you for your invaluable assistance. Please send your written comments to 
Dr. Joseph M. Kaczmarczyk (e-mail: KaczmaJo@mail.nih.gov, fax: 
301.480.1691, phone: 301.435.6197 or 7592), and contact him with any 
questions you may have. 

The February meeting will be held in the Hubert H. Humphrey Building, 200 
Independence Avenue, in Washington, DC. You are welcome to attend. 

Sincerely, 

C o n sill la 11 ( S t a f i 

K e i . n e d i F is l ie r , P l i D 

' " • n i r e c n M i l l e r , M P I F 

cs Svsyers, J ^ I A 

Stephen C. Groft, Pharm. D. 
Executive Director 
White House Commission on 
Complementary and Alternative 
Medicine Policy 
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J. How and hy whom should 'ciuality" in terms of CAM be defined? 

Quahty should be defined using the lOM definition. There would not seem to be a good reason 
to develop a new definition. 

2. Should quality of CAM be measured? If so, how and by whom should it be measured? 

CAM should be held to the same standards as Western Medicine and quahty measurement must 
include a wide array of outcomes including ones that are patient-oriented. Quahty of CAM 
should be measured just as we are measurmg the quahty of Western Medicine. It should be 
measured by those famihar with CAM, but who are also sldlled in appropriate research methods. 
Effectiveness and cost-effectives should be measured. Patient outcomes that include physical 
and psychosocial functioning and quality of life should be included in the equation. The evidence 
base for CAM treatments should be developed. It should be noted that some of this work is now 
taking place as a result of NCCAM and AHRQ funding and also in the Cochrane CoUabortion, 
but much more needs to be done. 

3. What should consumers be told ahout CAM? 

BUYER BEWARE! The truth as it is currently known: That the evidence base for CAM is 
lacking in many areas and very weak in others. That certain botannical products and dietary 
supplements may be harmful/dangerous for some people. Although a product may be natural, 
this does not ensure safety. Standards of quahty related to purity and consistency need to be 
developed. That certain other types of treatments may be harmful as weh. Finally, that many 
treatments may not be harmhil or dangerous, but they may also not be efficacious or effective 
and may be costly. 

4. Should there be condition-specific or modality-specific practice guidelines and why? If so, how and by whom 
shoidd these guidelines be developed and to M'hom should they apply? 

In general, clinical practice guidehnes have been condition-specific. Standards of care have been 
developed that are modality-specific and should in many cases be developed for CAM 
practitioners. If CAM clinical practice, condition-specific, guidelines are developed, it should be 
done by a multi-disciplinary team. The model used by AtlRQ's predecessor Agency is an 
exceflent model, particularly as it did not rely primarily on practitioner consensus, but 
conducted systematic hterature reviews and, where possible, performed meta-analyses to 
determine the evidence base for a treatment. The hrst strength of a guidelme is its evidence base. 
Then, and onfy then, can a panel of experts be convened to "fill in the gaps" berv\'een the evidence 
and practice. The key for CAM guidelines, just as it is for ah guidelines, is to *label* the strength 
of evidence behind all recommendations. It is ok to have reconmiendations based on expert 
consensus if there is not good evidence behind it; but it must be labeUed as such. 

Douglas B. Kamerow, M.D., M.P.H. 
Assistant Surgeon General, U.S. Pubhc tiealth Service, and 
Director, Center for Practice and Teclinology Assessment 
Agency for Healthcare Research and Quality (formerly AHCPR) 
6010 Executive Blvd., Suite 300, Rockville, MD 20852 
Voice: 301.594.4026; Fax: 301.594.4027; email: dkamerow@ahrq.gov 
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January 30, 2001 

Marie Bianchi 
Executive Director 
American Association of Naturopathic Physicians 
8201 Greensboro Drive, Suite 300 
McLean, VA 22102 

Dear Ms. Bianchi: 

1 am writing this letter on behalf of the White House Commission on 
Complementary and Alternative Medicine Policy, established by the 
President in March of 2000. In carrying out its mandate, the Commission 
is addressing: (1) coordinated research on complementary and 
alternative medicine (CAM) practices and products; (2) appropriate 
education and training of CAM and conventional health care 
practitioners; (3) dissemination of reliable information on CAM to health 
care providers and the general public; and (4) delivery and public access 
to CAM services. Additional information on the Commission is available 
at its Web site at <http://www.whccamp.hhs.gov>. 

The Commission will meet on February 22-23 to discuss complementary 
and alternative medicine in terms of education and training of health care 
practitioners, quality of care, and accountability. To accomplish its goal, 
the Commission needs your organization's input before it begins its 
deliberations. Therefore, we would very much appreciate receiving your 
advice and comments on these issues by February 13, 2001, preferably 
by e-mail or otherwise by fax, so that the Commissioners have enough 
time to review them before the February 22-23 meeting. 

The questions that follow were developed to guide the Commission's 
deliberations. 
Are there national educational standards for naturopathic medical 
undergraduate, postgraduate, and continuing education? Should those 
national educational standards include exposure to conventional or 
western medicine? What is the status of postgraduate training in 
naturopathic medicine? Should there be a required minimum level of 
postgraduate training for naturopathic physicians? If so, why or why not? 
How should this postgraduate training be created, structured, and 
funded? 
Should there be national standards or certification to provide CAM 
practices and products? If so, how and by whom should national 
standards or certification be established, to whom should they apply, and 
how should they be implemented? 



3. Should the various naturopathic medicine organizations come together to 
form "a community?" If so, how and by whom should that "community" 
be formed? 

4. Should there be condition-specific or modality-specific practice 
guidelines and why or why not? If so, how and by whom should these 
guidelines be developed, to whom should they apply, and how should 
they be implemented? 

5. Are your members concerned about malpractice liability associated with 
providing CAM practices and products? 

6. Are there any risks associated with CAM that may be of concern to your 
members? If so, can you suggest ways to minimize those risks? 

7. Should there be a mechanism to address consumer concerns or 
grievances about the quality of CAM practices or products? If so, what 
should that mechanism be? 

8. What information should a conventional health care provider 
communicate to a CAM practitioner? What information should a CAM 
practitioner communicate to a conventional provider either with a referral 
or without a referral as when a consumer self-refers? 

9. What policy recommendations would you like to make to assure the 
quality of CAM practices and products whether they are provided by a 
practitioner or used as self-care? 

Thank you for your invaluable assistance. Please send your written 
comments to Dr. Joseph M. Kaczmarczyk (e-mail: 
KaczmaJo@mail.nih.goy, fax: 301.480.1691, phone: 301.435.6197 or 
7592), and contact him with any questions you may have. 

The February meeting will be held in the Hubert H. Humphrey Building, 
200 Independence Avenue, in Washington, DC. You are welcome to 
attend. 

Sincerely, 

Stephen C. Groft, Pharm. D. 
Executive Director 
White House Commission on 
Complementary and Alternative 
Medicine Policy 



At your request, the American Association of Naturopathic Physicians (AANP) has 
prepared a response to the questions you have asked for the White House Commission 
on CAM Policy. Several individuals have contributed to this response: 

Nan Dunne Boggs, ND - Co-Chair, Profes.sional Affairs, AANP 
Bob Lofft - Executive Director, Council on Naturopathic Education 
Pamela Snider, ND - Bastyr University 
Jennifer Booker, ND - Practice Guidelines Project, AANP 
Paul Reilly, ND, LAc - Co-Chair, Scientific Affairs, AANP 
Catherine Downey, ND - National College of Naturopathic Medicine, Dean, 

Graduate Medical Education 
Christa Louise, PhD - Executive Director, North American Board of 

Naturopathic Examiners 
Rick Liva, RPh, ND - Vital Nutrients, Inc. 

Some information has been sent by members of this team directly to you. The 
remainder I have compiled here. 

1. Are there national educational standards for naturopathic inedical undergraduate, 
postgraduate, and continuing education? Should those national educational standards include 
exposure to conventional or western medicine? What is the status of postgraduate training in 
naturopathic inedicine? Should there be a required minimum level of postgraduate training for 
naturopathic physicians? If so, why or ivhy not? Hoiv should this postgraduate training he 
created, structured, and funded? 

Naturopathic medical education in the United States and Canada is not undergraduate 
study, but rather a "professional program," leading to a professional degree. All 
entering student are required to have their undergraduate study completed (BS/BA) by 
the time of matriculation in a 
naturopathic medical school. 

National educational standards for naturopathic medical and postgraduate education 
have existed since the Council on Naturopathic Medical Education (CNME) was 
founded in 1978. CNME was recognized by the U.S. Secretary of Education in 1987 and 
maintained recognition until January 2001. The Secretary's decision on January 16, 2001 
not to renew CNME's recognition does not affect CNME's role as a programmatic 
accrediting agency. 

As stated on the Department of Education's Web site, which may be accessed from 
CNME Links Page <www.cnme.org>, lack of the Secretary's recognition by a 
programmatic agency does not indicate the accrediting agency is unreliable. The 



Department of Education reported in its October 1999 staff analysis of CNME's petition 
for continued recognition that CNME is a reliable programmatic accrediting agency. 

These national educational standards include comprehensive exposure to conventional 
medicine. Naturopathic medical education prepares NDs to be primary care providers 
"with the same breadth and depth that prepares an MD to be a primary care physician" 
(Oregon Office of Educational Policy and Planning). 

Postgraduate training in naturopathic medicine exists at all of the colleges in their 
residency programs, and in remote site residencies as well. The National College of 
Naturopathic Medicine's Postgraduate Medical Education Program has been accredited 
by CNME. 

Presently, the naturopathic colleges are creating, structuring, and funding the 
naturopathic postgraduate training programs in line with CNME's residency program 
certification standards. A limited number of residencies are available - 20 through 
NCNM, seven through Bastyr, and an unknown number (probably fewer than Bastyr) 
through SCNM. Almost all residencies are one year, with the emphasis on primary-
care family practice. Naturopathic postgraduate education has been in existence since 
1979 and continues to evolve. One state, Utah, requires for licensing the completion of 
a one-year postgraduate training program that is certified by CNME. 

Regarding continuing education, each licensing jurisdiction has its own requirements. 

There is general consensus in the naturopathic profession that requiring a minimum 
level of postgraduate training for naturopathic physicians is a desired goal. The 
limiting factors at this time are residency opportunities and the lack of federal funding 
for naturopathic residencies. 

POLICY RECOMMENDATION: Include naturopathic postgraduate medical education 
(residencies) in the same federal funding source/s as for conventional postgraduate 
medical education. 

2. Should there be national standards or certification to provide CAM practices and products? 
If so, how and by whom shoidd national standards or certification he established, to whom should 
they apply, and how should they he implemented? 

National standards to practice naturopathic medicine have existed for 15 years, in the 
form of the Naturopathic Physicians Licensing Examination (NPLEX) which is used by 
all jurisdictions in North America as the standard for licensure. The North American 
Board of Naturopathic Examiners (NABNE) administers NPLEX and is currently 



considering awarding certificates to those who successfully pass the exam, so that those 
naturopathic physicians who practice in states without a naturopathic practice act can 
provide evidence of their competency. 

There are also specialty societies (Homeopathic Academy of Naturopathic Physicians 
and the American College of Naturopathic Obstetricians) which examine and certify 
those naturopathic physicians who specialize in certain modalities. 

We believe that there should be nahonal standards for CAM prachces. These standards 
need to be developed with the input of a variety of perspectives including practitioners 
of Chinese medicine and acupuncture, naturopathic medicine, Ayurveda, Native 
American healing, botanical prescribing, homeopathy, massage and other bodywork 
modalihes (e.g., Hellerwork). At least three levels of expertise would be distinguished: 
licensure, certification, and endorsement via apprenticeship. The standardfor each level 
would be set, for example using descriptors on what a prachtioner at each level should 
be able to do (see below). Licensure would be the highest level and strict standards of 
education would be required. Certification might mean demonstrahon of competence, 
no matter how the knowledge was acquired. The third category would cover 
practitioners such as Native American healers. ImplementaHon would require federal 
support for the standards, and could be carried out by nahonal boards. 

Supporhng arguments follow: 
First a distinction should be made between a CAM modality and a CAM system. A 
CAM modality may be dehned as any single category of treatment, for example 
botanical substances, homeopathy, massage, acupuncture, etc.. A CAM system 
encompasses an tmderlying philosophy, having implications not only for which 
treatments are used, but also how they are used. CAM systems include naturopathic 
medicine, Chinese medicine, and Ayurvedic medicine. 

In general, the demand for CAM is currendy being addressed by three types of 
practihoner: Licensed and certified CAM practihoners, both those who treat within a 
system of medicine, and those who are cerhfied in parhcular modalities. [Also,] 
unregulated practitioners; and the existing medical (allopathic) profession. 

In regard to the first, licensed or certified prachtioners are not universally accessible as 
not all states regulate these practices. In regard to the second, unregulated prachtioners 
pose a potential threat to public safety. In regard to the third, not all CAM practices can 
simply be appended to exishng allopathic systems because this assumes that the 
foundation of allopathic medicine is compahble with the underlying CAM philosophy. 
This is not always the case. CAM modalities can be used allopathically (for example, 
the use of St. John's wort as a substitute for Prozac). Or they can be used within a 



system of treatment that is based on a different underlying philosophy. The CAM 
education that convenhonal providers receive is not always sufficient for safe and 
effective practice. Patient outcomes will vary depending on both the qualificahons of 
the practihoner and the appropriateness of the modality within the larger treatment 
philosophy. 

Because of this variability of practihoner philosophy and effectiveness, credenhaling 
and licensing standards must be specific and consistent so consumers can evaluate the 
legihmacy of a prachhoner who claims experhse in CAM practices. Just as supplements 
and other health care products need to be labeled according to federal standards so that 
consumers know the purity of, and indicahons for use of the product, practihoners 
must also be "labeled" (i.e., nationally credenhaled) so a patient can clearly understand 
the qualifications of the prachhoner and potential effechveness of the therapy s/he is 
seeking. 

Naturopathic medicine has an underlying systems-based philosophy with (Western 
conceptualization of) basic sciences at its foundation. It is not simply the use of a 
variety of natural (CAM) modalities. Naturopathic medical students attend a four-year 
in-residence program at an accredited naturopathic college where they study the basic 
sciences and receive didachc and hands-on clinical training involving extensive patient 
contact. Individuals who earn "degrees" via distance learning have no such training in 
basic medical sciences and have no pahent contact. It has been suggested that the 
former be called naturopathic doctors and the latter be called simply "naturopaths". 
Individuals who wish to call themselves "naturopaths" use various natural (CAM) 
modalities with varying degrees of training in those modalihes. However, they do not 
receive training in basic medical sciences nor do they understand the underlying 
principles of healing. 

The suggeshon that osteopathic doctors agree to allow unlicensable individuals to call 
themselves "osteopaths" would, undoubtedly, be met with considerable resistance. 
Why then should trained and licensable naturopathic physicians agree to a similar 
classificahon? 

Beyond htles, a critical factor in public safety is the queshon of diagnosis. A healthcare 
practitioner must be able to diagnose (i.e., determine what the problem is) before s/he 
can appropriately treat. Diagnosis is the foundahon of any healing system. How does 
an individual who has been trained via the internet learn to diagnose patient? Is s/he 
trained in how to perform a physical examination or is it simply the presenhng 
symptoms that are treated? Treatment of those symptoms would be allopathic 
application of natural therapies: it treats a symptom as opposed to getting at the cause 
of the problem. Application of a therapy to counter a symptom requires little 



understanding of the underlying cause. 

Individuals who have obtained degrees via distance learning would have us believe 
that "naturopathy" refers simply to the safe use of natural remedies as have been 
handed down tuider the guise of "folk medicine". They imply that requiring more 
extensive education is tantamotmt to repudiahng native American traditional medicine 
because it is not taught in schools. This is not the case. Learning via very lengthy 
apprenticeship is different from learning via the internet. Much is lost in the translation. 

In the absence of CAM regulahon, private network enterprises are already 
"credentialing" both licensable as well as unlicensable prachhoners, demonstrating that 
these networks lack comprehensive information and guidance. 

In an uneven regulatory environment there needs to be some means: For consumers to 
evaluate the qualificahons of practihoners; For members of the health profession to feel 
confident referring to them; and For insurance companies to determine which 
practitioners they should reimburse. 

Licensing laws regulating naturopathic medicine have been defeated in various states 
because people who call themselves "naturopaths", for fear of no longer being able to 
practice, have worked hard to oppose those laws. The way the laws have been written, 
individuals are not prevented from practicing natural CAM modalities; however they 
are prevented from calling themselves "naturopaths" because of the potenhal confusion 
with the qualifications of naturopathic physicians. 

To become a licensed naturopathic physician, an individual must be qualified by four 
years of in-residence education at an accredited institution, and then pass the 
Naturopathic Physicians Licensing Examinations (NPLEX). NPLEX was established 
fourteen years ago to produce nahonal board licensing examinahons that qualified 
naturopathic physicians must pass in order to prachce in any state that regulates the 
profession. 

The North American Board of Naturopathic Examiners (NABNE) was formed because 
states were not consistent in applying credible criteria for qualifying applicants to take 
the NPLEX. NABNE ensures uniform standards of qualification and exam 
administrahon in order to protect public safety in the 11 states that license naturopathic 
physicians. In the other 39 states, the public has no reference against which to judge the 
qualifications of an individual who calls her/himself a naturopathic physician. 

We recommend: Sponsorship of a national conference of CAM practitioners to explore 
options for levels of national credentialing standards. This conference would include 



prachtioners from: Chinese medicine and acupuncture; Naturopathic medicine and 
natural modalities; Ayurveda Nahve American healing; Botanical prescribing; 
Homeopathy; Massage and other bodywork modalities (e.g., Hellerwork). At least three 
levels of experhse would be dishnguished: licensure, certihcahon, and credenhaling 
(endorsement?) via apprenhceship. The standard for each level would be set, for 
example using descriptors on what a prachhoner at each level should be able to 
do. 

One way to approach it would be to require that prachhoners of systems of medicine be 
licensed while prachhoners who use single modalihes be cerhhed in those modalities. 
The issue then becomes what criteria should be applied to each. A licensed entry-level 
prachtioner should at least: 
-Know how to take a patient history 
-Be able to perform a physical examinahon (according to the philosophy as it is taught 
within that system); 
-Be able to interpret findings of a physical examination 
-Know what are normal values of physiological funchons (lab tests) 
-Know the signs and symptoms of common condihons 
-Be able to diagnose common and dangerous conditions 
-Know the relevant risk factors for a condition 
-Know the complications and consequences of common conditions 
-Be able to do a differenhal diagnosis 
-Know common prognoses 
-Know common accepted treatments 
-Know possible side effects and interactions of treatments 
-Understand and recognize contraindicahons 
-Have knowledge of procedures 
-Know when referral is appropriate 
-Understand personal limitahons 
-Understand the psychosocial aspects of disease 
-Develop treatment plans (both long-range and short-range) 
-Know principles of Public Health reporhng 
An entry-level individual cerhhed in a modality should at least: 

-Know common accepted treatments for common condihons 
-Know possible side effects and interactions of treatments 
-Understand and recognize contraindicahons 
-Know when referral is appropriate 
-Understand personal limitations 
-Know principles of Public Flealth reporting 

Traditional healers could be endorsed based on apprenticeship within the cultural 



group. 

Federal support of national standards coming out of this conference would give 
consumers, insurers, and other health care professionals a criterion against which they 
could assess a CAM practitioner's qualificahons. 

Support for the development of credible structures (such as NABNE/NPLEX) for other 
CAM systems and modalities could include: Qualifying examinations (for licensure or 
certification) developed following the Standards for Educational and Psychological 
Testing. These examinations would be based on a blueprint developed from a practice 
analysis, with items written by trained item-writers who work in related fields, and 
would include appropriate analysis of items and exams. 

Clear standards of educahonal qualifications to take the examinahons. Unbiased and 
secure administrahon of examinations. 

With regards to whether there should be national standards for CAM products: with 
the passage of the Dietary Supplement and Health Education Act (DSHEA) a few years 
ago, Congress gave power to the FDA to oversee the quality and safety of natural 
products that are in the market place. The FDA wrote specific guidelines for the 
production and manufacture of consistent high quality natural products. The 
guidelines are called Current Good Manufacturing Practices (cGMP^s) for nutrihonal 
supplements and they are published in the Federal Register. 

(Federal Register: February 6,1997 (Volume 62, Number 25) Proposed Rules Page 5699-
5709, From the Federal Register Online via GPO Access wais.access.gpo.gov Page 5699, 
Part IV, Department of Health and Human Services Food and Drug Administration, 21 
CFR Ch. I , Current Good Manufacturing Prachce in Manufacturing, Packing, or 
Holding Dietary Supplements; Proposed Rule Page 5700 DEPARTMENT OF HEALTFI 
AND HUMAN SERVICES Food and Drug Administration 21 CFR Ch. I Docket No. 
96N-0417 RIN 0910-AA59) 

To date these proposed rules have not been ofhcially adopted by the FDA. If and when 
they are, the FDA will put natural products manufacturers on notice that they have to 
comply with the rules within a specified time period. Dietary supplement 
manufacturers will have to register with the FDA. Then the FDA is supposed to inspect 
manufacturers to make sure they are complying with the FDA^s cGMP's. Non­
compliance brings warnings, fines, recalls or shutdowns. The absolute key here is 
giving the FDA the resources to carry out their role. Currently they do not have the 
manpower or financial resources to do so. Assuming the FDA carried out this charge 
we would have a national standard for consistent quality natural products as well as an 



oversight body to assure compliance with those standards. Manufacturers should be 
given a grace period (12-18 months) to comply with the cGMP standards. Then FDA 
inspechons will begin to assure compliance. 

The dietary supplement industry for the past several decades has operated with no 
oversight whatsoever. The FDA stepped in only when there was an overwhelming 
safety issue or a company was making blatant drug claims for a dietary supplement. 
The industry was free to cut corners, shirk quality control and do just about whatever 
they wanted and get away with it. This climate moshy conhnues to exist today. 
Without a clear set of standards and an effechve oversight body to hold manufacturers 
accountable to those standards the free-for-all environment will persist. 

POLICY RECOMMENDATION: Support federal funding of a national conference of 
CAM prachtioners to explore ophons for nahonal credenhaling standards, with the 
ulhmate result of establishing such standards. 

POLICY RECOMMENDATION: Direct the FDA to ofhcially adopt the proposed rules 
for cGMPs for dietary supplements. 

3. Should the various naturopathic medicine organizations come together to form "a 
community?" If so, how and by whom should that "community" be formed? 

A rich, effechve professional community of naturopathic medicine's individual 
physicians and supporhng inshtutions already exists. The various naturopathic 
medicine organizahons have a well-developed "community" that is an outgrowth of 
common, shared experience in naturopathic medical school, the fellowship that is felt at 
our annual nahonal conventions, and the fact that many of our leaders hold multiple 
posihons in the various naturopathic medical organizations. The naturopathic 
community consists of those individuals who have for the past 3 decades devoted their 
intellectual and creahve capital to the establishment of an accountable, licensable 
profession. Individuals united in the effort to bring the valuable tools of vis medicatrix 
naturae into the 21st century toiled originally in the face of the prevailing convenhons 
of the mid-century medico-scienhshc mindset. Having preserved, enhanced and 
consistently demonstrated the efhcacy of naturopathic prachce to a point where the 
value of this and other CAM tools are recognized by the convenhonal health care 
system and clamored for by the public, the naturopathic community now faces a 
disruptive force in the form of the anti-regulatory forces which has a stated intenhon to 
reverse the inshtuhonal achievements of the past 30 years. Licensable naturopathic 
physicians have bent their efforts to developing credible institutions of higher learning 
(National College of Naturopathic Medicine, Bastyr University, Southwest College of 



Natural Medicine and Health Sciences, Canadian College of Naturopathic Medicine); to 
establishing state and provincial licensing with accompanying regulatory agencies (12 
states/territories and 3 provinces); and to creahng nahonally and internationally 
cooperahve authorities for testing and regulatory standards (the North American Board 
of Naturopathic Examiners, the Naturopathic Physicians Licensing Exam, the 
Federahon of Naturopathic Physicians Licensing Authorihes). 

This has been an internal, self supported effort, manifested without the customary 
subsidization and support of the governmental or other professional institutions that 
have been engaged for the development of especially convenhonal medicine. At this 
juncture, as the naturopathic community's institutions and impact is raising a silhouette 
discernable on the national radar screen, there has been an upwelling of effort from 
individuals eager to profit from the value of the medicine and the integrity of the 
professional community's effort, without a commensurate commitment to the historical 
and current educahonal or practice standards inlierent to 
naturopathic medicine. 

The American Naturopathic Medical Association (ANMA) is a disorganized group with 
dubious "credentials" (obtained through distance learning) whose leaders use tactics of 
obfuscation and divisiveness, while falsely claiming to be true "naturopaths" and 
wishing to "unite" the profession. Attempts to negotiate with and include this element 
in our community have proven difficult if not impossible, as the ANMA is opposed to 
licensure of naturopathic medicine and has filed numerous lawsuits and engaged in 
malicious prosecution against the AANP. 

Tliis contingent seems to require some retrogression, significant anti-regulatory efforts 
and attempts to promulgate markedly diminished educahonal standards. These forces 
have profited from the professional naturopathic community's distaste for employing 
similar tactics of historical re-writing and obfuscation. All efforts at customary dialogue 
extended by the professional naturopathic community have been rebuffed. Our lack of 
success at engaging the anti-regulatory forces in a meaningful exchange has enabled 
this element to create a false impression of in-fighting and disunity within a single 
entity. In fact, there is documentable historical and contemporary data to illuminate 
what exactly the naturopathic community has always been, what naturopathic medicine 
is, and how the community of entrepreneurs and coat-tailing prohteers is a different 
element altogether: an element with a destruchve agenda that unfortunately does 
seem to be in a position to potentially obscure core issues and reverse real progress. 

There can be created a sufficient opportunity, a proper forum, to effectively 
communicate and exchange the necessary informahon to clarify hnally the queshon 
"What is the naturopathic community"? There have been tools developed that provide 



criteria and methodology for evaluating naturopathic medicine as well as other CAM 
practice communihes in order to determine a practitioner groups' positioning on a 
conhnuum of definihons, that is, those definitions commonly accepted as describing a 
public service health care profession. We encourage the Conimission to examine these 
evaluative models and to support the applicahon of the most appropriate model to 
CAM prachhoner communihes under scruhny. (See Dr. Pamela Snider's "taxonomy on 
emerging professional and communihes of prachce" an d Dr. Clyde Jensen's "Rainbow 
Continuum") 

POLICY RECOMMENDATION: Conduct a study, with federal funds, of the 
naturopathic profession which applies an appropriate evaluahve model. 

POLICY RECOMMENDATION: Prohibit distance learning programs from awarding 
doctoral degrees in naturopathy and naturopathic medicine. 

4. Should there be condition-specific or modality-specific practice guidelines and why or why 
not? If so, how and by luhom should these guidelines be developed, to whom should they apply, 
and how shoidd they be implemented? 

Condihon specific guidelines are essential for clear delineahon of the application of the 
philosophy and principles of CAM practices. These guidelines are needed for the 
educahon of non-CAM providers, health care facilihes that wish to include CAM 
services that presently do not, third party payers, state and national pubHc health care 
systems, and inshtutions providing health care education for future providers who will 
need an understanding of CAM practices. Flealth care consumers can make better 
informed choices in healthcare decision making when practice guidelines are available 
in layperson terminology which include both CAM and convenhonal care guidelines. 

To date practice guidelines receiving the highest scores for reliability are those 
generated through a profession generated algorithm or decision tree, with multi-
disciplinary committees, graded review of research and research funding provided by 
mulhple sources. A CAM example may be a naturopathic medicine algorithm for otitis 
media which includes pediatricians, otolaryngologists, family prachtioners and 
allergists on review committees. Existing research supporting typical naturopathic 
intervenhons would be assessed uhlizing already exishng practice guideline 
methodology of grading research by strength. 

Leadership of such a project by a CAM provider would be essenhal for quality and 
authenhcity of such a guideline. Using the example above, naturopathic medicine is 
based on a set of principles and prachces which emphasize early diagnosis, early 
intervenhon, prevention and patient responsibility for self care and self care choices 



through educahon. Treatment of ohtis media is based on the principles of using the 
least amount of force or lowest effective level of intervenhon, utilizing any or all of the 
following; diet, herbal medicine, nutritional medicine, homeopathic medicine, 
hydrotherapy and lifestyle counseling. Prevention through patient education is 
emphasized. Uhlization of other health care disciplines on consensus panels and panels 
of experts would serve to strengthen and broaden the guideline, as well as develop 
important relationships between CAM and non-CAM health care providers. 

Implementation of the guidelines would be throughout the naturopathic profession and 
the educahonal system for naturopathic medicine. Implementation of such a guideline 
by non CAM trained providers would not be possible unhl educahon to minimal levels 
of competency had been accomplished and appropriately certihed. 

POLICY RECOMMENDATION: Establish CAM practice guidelines committees wliich 
are federally funded. 

5. Are your members concerned about malpractice liability associated with providing CAM 
practices and products? 

The licensable naturopathic community is highly concerned about malpractice liability 
from the perspective that the availability and provision of such represents one element 
of essential professional standards for practihoner accountability and protection of 
public safety. There are a number of malpractice insurance companies that provide 
coverage to licensed NDs. We look forward to increasing numbers of opportunihes for 
ND's to purchase coverage, as licensing is achieved uniformly across all states and the 
insurance industry follows suit to offer services. The credentialing systems for this 
industry require the standards of educahon, teshng and licensing developed by the 
naturopathic profession, and which is available to CAM professions in general as a 
model for development. 

The malpractice industry provides ratings, derived from relative costs and risk to the 
consumer, to the healthcare system of providers, based on their practice safety records. 
Washington Health Casualty Company, (14100 SE 36"̂  Street, Suite 100 Bellevue, WA 
98006) has evaluated it's company history, which in the form of these ratings shows the 
following relationships: 

Professional Standards: Effects On Safety, Insurance Rahng Scale for Malpractice 
NDis .7 
Dermatologists .7 
ND Midwives 1.0 
MD Family Practice 1.0 1.5 



OBis 8.0 
Neurologists 12.0 

To the degree that the ND practices covered by Washington Casualty are representative 
of the licensable community, this data reflects an appropriately low level of injury risk 
when the populahon examined are licensed professionals. 

Some corroborahng evidence based on the historical relationship of licensed NDs in the 
northwestern US to the malprachce industry can be found in Professional Standards: 
Effects on Safety, Jury Verdicts Northwest - "Jury Verdicts Northwest has conducted 
two reviews for the Washington Associahon of Naturopathic Physicians. No 
malpractice judgements have been fotuid against a naturopathic physician since 1983". 

6. Are there any risks associated zuith CAM that may be of concern to your members? If so, 
can you suggest ways to minimize those risks? 

Yes, there are risks. And the soluhon in a word is licensing. There exists a pervasive, 
(and indeed deadly) mythology regarding the presumed safety of natural therapies. An 
anecdotal example is as follows - a gentleman was stopped by the highway patrol in 
Florida a few years ago because of suspicious driving behavior. The officers expected to 
find a drunk driver. The man was not under the influence of alcohol. Rather, he was 
experimenhng with an over-the-counter form of the generally benign herbal remedy 
Kava Kava, which has a mild relaxant and anh-anxiety effect. The typical dose is 2 
capsules every four to six hours. This man had, with typical American gusto, hgured 
more was better, and proceeded to ingest 67 capsules all at once. He was not drunk, but 
he was altered, and dangerous behind the wheel of his car. 

Unfortunately while it is certainly difhcult to hurt oneself or anyone else by using 
natural therapies and products, especially as available in the retail marketplace, it is not 
impossible, as remarkable human behaviors amply exhibit. Flerbal medicines and 
nutrihonal supplements in concentrated forms, can be abused, either deliberately or in 
untutored combination with convenhonal drug therapy. There is as yet not an optimal 
system for required reporhng of untoward incidents. Where NDs are licensed, they are 
subject to the federally mandated Nahonal Prachhoner Data Bank and the Healthcare 
Integrity and Protechon Databank, as are all regulated prachhoners. Wliere 
prachhoners are hcensed, they are required by law to maintain current knowledge of 
the burgeoning research on combinahons of natural and convenhonal pharmaceutical 
remedies. As degreed professionals, they are active inihators of and parhcipants in 
inveshgatory clinical trials of the modalihes in use. 

Abraham Lincoln once said: "The legitimate object for government is to do for the 
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people what needs to be done, but which they can not, by individual effort, do at all, or 
do as well, for themselves." It is the primary duty of state professional licensing boards 
to protect the public. In the 12 jurisdictions in the US where naturopathic medicine is 
already licensed, this is accomplished by mandated standards for appropriate 
education, psychometrically valid teshng, and an applicahon process which documents 
the candidate's moral character and academic, examinahon and legal history. Public 
safety is further protected by licensing agencies with policies and procedures which 
provide for ongoing updating of the qualihed applicants' prachce history and personal 
legal history, as well as a complaints and inveshgahon process. Such process and an 
accompanying disciplinary procedure, backed by the jurisdichonal power of the state, 
assures both the public and the practitioner of due process and appropriate suspension 
or revocation of practice privileges. 

The willingness of the graduates of 4 year naturopathic medical colleges to be 
examined, to subject themselves to regulahon, to make their prachce accountable to law 
and other professional sanction, is a measure of this group of prachhoners' devohon to 
quality of service in the public good. The integrity of the intent to be transparently 
available to scruhny in the name of public safety should be a defining characteristic of a 
healthcare provider. In healthcare, where negligence, mistakes and wrong-roads taken 
have potentially devastating impact on consumers, the integrity of licensure is essential. 

Virtually every licensing act regulating the prachce of naturopathic medicine in the 
United States and Canada are explicitly title protechon acts. There is a national standard 
which considers issues of public safety to be guarded by the titled licensees having 
documented for the state that they have met specific higher education and 
psychometrically valid testing standards. Without even entering the debate about the 
meaning or CEownership" of the title naturopath, it is not hard to imagine, or for that 
matter to document, the harm that becomes real when the public is confused about the 
meaning of a title, especially the title "doctor". That licensing is not a guarantee of 
safety is a specious argument. In fact, although we would like to believe the public is 
fully capable of exercising appropriate attention to practihoner credentials, that 
everyone always makes informed choices, actually many people are regularly seduced 
by messaging that obscures the truth of it̂ s content. Poorly trained, unregulated 
prachhoners misdiagnose, delay or prevent appropriate treatment, can not participate 
effectively in an ophmal referral system for the benefit of the patient, and there by cause 
harm. Without regulation there is little incentive to participate in either a reporhng 
system or effective continuing educahon. 

A recent tragic example provides a painful illustrahon of the consequences to safety in 
an unregulated jurisdiction. In October of 1999 an 8 year old girl named Helena Rose 
Kolitwezew, who was an insulin dependent diabetic, died because her mother was 
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convinced by a charlatan that he was providing safe and effechve care for her daughter. 
This man, who displayed a diploma from a correspondence school selling so-called 
doctoral degrees in naturopathy, was apparently not well enough educated to 
understand that an insulin dependent child can not be taken off her insulin and treated 
with herbs. The mother trusted, the child died and the man is charged with 
manslaughter. His trial begins in the next few weeks. This miserable event took place in 
Asheville, N.C., where there is as yet no licensing for naturopathic medicine. If Helena's 
death lends weight to the demand for regulahon of practihoner claims there may be 
derived some scant meaning for the nightmare of her unnecessary death. I encourage 
the Commission to take the opportunity to ensure no similar disaster overtakes any 
other American family, by lending every assistance to the promulgation of appropriate, 
uniform professional standards, including regulation by licensure, to the CAM 
community. 

POLICY RECOMMENDATION: Minimize the inherent risks of CAM prachce by a 
federal policy which encourages and supports state licensing of CAM providers. 

7. Should there be a mechanism to address consumer concerns or grievances about the quality 
of CAM practices or products? If so, what should that mechanism be? 

Mechanisms to address consumer concerns or grievances about the quality of CAM 
prachces or products are highly desirable. Please see #6 for commentary regarding 
licensing as an essenhal tool for protechng public safety, and providing complaint 
mechanisms, with teeth, for consumer grievance. Our society has yet to come up with a 
more effective way to guarantee consumer protection than the regulatory mechanisms 
that work to prohibit non-compliant, non-standard prachces. The degree to which a 
practihoner group subjects itself to an organized, internally generated system of 
surveillance, to discipline by governmental agencies on the outside as well as its own 
professional associahons and other self-regulated agencies, provides a clear statement 
of the prachhoner groups' sense of responsibility to public health, safety and 
professional accountability. 

As regards product safety ~ the effechveness of a prachtioner's treatment depends on 
the reliable potency, the dependable quality of the product tools available. A 
regulatory watch dog that functioned to guarantee standards of purity as well as 
quality of products would be welcomed in naturopathic practice as a boon to both 
doctor and pahent. Both would be saved moshy a great deal of waste- of hme for the 
doctor who must educate the pahent about how s/he determines product quality, and 
especially of money for the pahent, who has typically invested heavily in ineffechve 
self-treatment to some signihcant degree of loss, before turning to the CAM 
professional for efhcient guidance to effechve therapy. 
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Currently licensable NDs have the science-based education that makes them crihcal 
consumers of the natural product industry. Efforts redundanhy performed by 
individual doctors, as well as by each college's training program, would be assisted by 
the development of and FDA-like entity for natural products. 

Under the current system the consumer has no idea when they are buying a good 
quality product or not, unless it harms them or they experience an adverse event. In the 
absence of harm, a poor quality product largely goes tumoticed. If the standards are 
adopted and enforced as stated above in the response to queshon #2, the issue of quality 
becomes moot in most cases. 

In the case of adverse events or harm the same mechanism should be set up and 
followed for reporting of adverse events as it currendy exists in the pharmaceuhcal 
industry. 

POLICY RECOMMENDATION: Establish a mechanism for the reporhng of adverse 
events of CAM products comparable to that of the pharmaceutical industry. 

8. What information shoidd a conventional health care provider communicate to a CAM 
practitioner? What infonnation should a CAM practitioner communicate to a conventional 
provider either with a referral or without a referral as when a consumer self-refers? 

In terms of adequate patient care and the standards of good medicine the informahon 
provided by either a CAM provider to a conventional provider or vice versa would be 
similar to that provided between any two referring conventional doctors. In brief the 
referral or report should include the following: 
a. adequate identifying information such as name, age, date of birth 
b. chief or presenhng complaint, or problem list 
c. history of presenting complaint and previous treatment 
d. summary of patient^s medical history including current medicahoiis, prior 
surgery/hospitalizations, pertinent family history, review of systems, social history 
e. details of evaluation of presenting complaint done at providers office, physical exam 
and lab test hndings 
f. assessment of above including a presumphve diagnosis, rule outs, conhrmatory tests 
run or suggested 
g. treatment plan including lifestyle, diet, medications and supplements as well as an 
evaluation of response to therapy and prognosis. 

The above format, with minor variahons, is commonly accepted in inedicine and has 
been developed in order to provide as much informahon as possible in a concise 
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manner. Such a format is appropriate for all medical prachces whether conventional or 
complementary. When sending letters to another discipline it is helpful to keep in mind 
the level of familiarity with discipline-specific terminology. For example an 
acupuncturist might explain how "liver qi stagnahon" might relate to premenstrual 
symptomatology. 

In the interest of enhancing interdisciplinary communication between providers, it is 
useful when time permits to give brief explanations of intended actions of treatments in 
terminology the other provider might understand. This is especially helpful when 
dealing with skeptical convenhonal care providers. An example might be " The patient 
was advised to take fractionated pectin powder, 1 teaspoon twice daily. This compound 
can reduce the potential for metastasis by blocking galectan 3 receptors on tumor cells." 

In general, it is appropriate to provide regular updates to referring providers and to 
other prachhoners who are concurrently treahng the same pahent. This can help to 
prevent duplication of effort as well as help prevent improper combinations of 
medications. For example, if a conventional provider reported that she/he were 
prescribing Coumadin, other providers would understand not to administer vitamin K. 
They might also determine that other treatments to reduce risk of clotting, such as hsh 
oils, might be appropriate. 

It is only by maintaining such open channels of communicahon that we can begin to 
build bridges of understanding and trust between diverse professions. As providers see 
the benefit to patients of various disciplines they can better determine when and how to 
uhlize those services for other pahents. 

POLICY RECOMMENDATION: Direct the appropriate federal agency to publish 
guidelines which set forth proper referral protocol. 

9. What policy recommendations would you like to make to assure the quality of CAM 
practices and products whether they are provided by a practitioner or used as self-care? 

By and large the quality of pharmaceuticals manufactured in the US are very high and 
the public trusts companies to provide consistent quality. This came about because 
Congress gave the FDA the responsibility and resources to make sure the industry 
produced products that were safe, efficacious and of consistent quality. Pharmaceuhcal 
cGMP^s were established, companies had to register with the FDA and to assure 
compliance inspections were conducted every so many years. Many government 
bodies are involved in this process and it has become a part of our medical culture. The 
same thing has to happen to assure quality, safety and efhcacy of natural products. 
Congress has to allot the financial resources, the FDA has to officially adopt the 



guidelines and standards, and the necessary governmental agencies have to work 
together to assure compliance with the standards. 

Addihonal policy recommendations represenhng our views regarding CAM practices 
are being sent to you by Pamela Snider, ND. Thank you again for your invitation for us 
to contribute to the Commission's work. Please let us know if we can be of any further 
assistance. 

Michael Traub, ND, DHANP, CCH 
Vice-President, American Association of 

Naturopathic Physicians 
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The AANP has received a request for infomiation from the White House Commission on 
Convenhonal and Alternative Medicine (CAM) Policy, to help the Commissioners prepare for 
their upcoming meeting in Washington D.C. on February 22-23. I have been asked by Dr. Traub 
to respond to some of these questions. Appendices are being sent tomorrow by Federal Express. 
Please copy and distribute what the Commissioners would find useful. 

1. Are there national educational standards for naturopathic medical undergraduate, 
postgraduate, and continuing education? 

Please refer to answers from my colleagues. Dr. Michael Traub (American Association of 
Naturopathic Medicine, Vice-President), Dr. Catherine Downey (National College of 
Naturopathic Medicine) and Bob Loft (Council on Naturopathic Medical Education-CNME). I 
understand that Mr. Loft is sending the CNME guidelines and Dr. Downey has sent NCNM's 
Residency Program Manual. I would like to add the following to their input. 

- Naturopathic mediccd undergraduate traiiiins refers to bachelor's levelpre-mediccd training 
reciuired for entry into naturopathic physician training programs. 
Naturopathic medical undergraduate training: a minimum of three years pre-niedical 
bachelors level courses are required for entry into all colleges accredited by the CNME and 
whose graduates are eligible to become licensed naturopathic physicians in all licensed 
states. Mr. Loft has forwarded the CNME guidelines to you. All United States and Canadian 
colleges training naturopathic physicians for licensure require this minimum of three years 
pre-medical training for entry into their four-year ND programs. Most qualified applicants 
for entry into these programs have exceeded these requirements. The majority of qualified 
applicants accepted into the programs have obtained their bachelor degrees while completing 
pre-medical course requirements. 

- GraclucUe trainins refers the four year 4100-4500 hour professioncil training program 
delivering the Naturopathic Doctorate degree. 
Graduate training: The standard naturopathic medicine program requires 4100 hours of basic 
sciences, clinical sciences, modality, case management, theory and supervised clinical 
training. Naturopathic programs range fi-om 4100-4500 hours. This standard is nationally 
recognized and is clearly stipulated in the CNME guidelines. All states licensing 
naturopathic physicians require this standard of training for graduates to be eligible to take 
the Naturopathic Physician Licensing Exam (NPLEX). Satisfactory scores on NPLEX in 
both basic and clinical sciences are required in licensed states to become a licensed 
naturopathic physician. 

Our four-year training programs for NDs are similar in terms of credit load to a five-year 
program of conventional medical training. For example, conventional medical programs 
require 18-23 credits per quarter over a four-year period to attain the MD degree. ND 
programs require 26-28 credits per quarter during a four-year period. Many ND students 
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maintain this credit load by either enrolling for some of these credits continuously every 
summer or by extending their program to five-year tracks. 

Challenges faced by naturopathic colleges are student loan caps which force students into a 
more intensive four-year track for financial reasons - naturopathic colleges are 90% funded 
by student tuition and do not currently receive the same level of access to student loans and 
federal funding enjoyed by conventional medical and nursing schools. 

- Postsraduate trainins refers to both residency and specialty training. 
Postgraduate training: Postgraduate training includes residencies as well as specialty 
training recognized by the naturopathic profession. Postgraduate residencies are 
available at all of the naturopathic colleges in their residency programs. Al l CNME 
recognized naturopathic colleges have established departments for Graduate Medical 
Education during the last five years. However, while the number of available residencies 
has expanded, there are not yet enough residencies for all graduates. There is general 
consensus that requiring a minimal level of postgraduate training for naturopathic 
physicians is a desired goal. The CNME has established national accreditation guidelines 
for postgraduate residency programs. 

One state currently requires NDs to have one year of residency training (Utah). There is 
also general consensus in the profession that we favor the establishment of a residency 
requirement in licensed states. 

- Continuing education will refer to annual training required to maintain ND state 
licensure. 
Continuing Education: 15-20 hours of continuing education is required by most licensed 
states to maintain licensure yearly. Professional consensus is that this standard should 
become uniform. Increases are being considered in several states. 

Postgraduate training is an interesting "beta site "for taking a look at an emerging standard 
in an emerging profession. Wliile there is consensus that postgraduate residency training of 
1-3 years (including specialty training opportunities) is desired and should be required, the 
profession must receive federal and state funding to establish an adequate number of 
residency sites. Until funding for graduate medical education is available through the 
appropriate federal agencies and legislahon (HCFA, BPHC, HRSA, GME), it is not 
appropriate to require this level of training for all naturopathic physicians. 

Current required standards today are producing well-trained, competent and safe naturopathic 
physicians. (ND and dermatologists malpractice insurance rating scales are 0.7, MD family 
practice is J.0-1.5, OBs are 8.0 cuul neurologists are 12.0. Washington Casualty Company 
14100 SE 36"' Street, Suite 100, Bellevue WA 98006, 
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In terms of malpractice judgetnents. Jury Verdicts NW conducted 2 reviews for the 
Washington Association ofNcituropcUhic Physicians. No malpractice judgements have been 

found against a licensed natiu-opathic physician since 1983 as of 1999.) 

a) Should those national educational standards include exposure to conventional or western 
medicine? 

Yes, these national education standards should and do include exposure to conventional and 
westem medicine. 

Basic Sciences 
Naturopathic medical education requires two years of basic medical sciences training. These 
basic sciences are equivalent to basic sciences training in conventional medical schools 
require the same textbooks and are taught by PhD faculty who are often also teaching in 
medical schools 
(Appendix 1: Letter from the Office of Educational Policy and Planning; Salem. Oregon; 
April 18, 1989, by David A. Young, Administrator, Academic Degrees and Progrcun Review 
to the National Council Against Health Fraud.) 

(Appendix 2: Excerpted curricula summaries from naturopathic college catalogs.) 

Naturopathic colleges and basic sciences faculty are also involved in "The Integration 
Project." The project goal is "the systematic, intensified integration of naturopathic theory, 
principles of practice, and paradigm throughout naturopathic medical college curricula." 

This integration is being built on the physician level science based educational structure and 
mission already in existence in naturopathic medical colleges. PhD faculty in naturopathic 
colleges are being trained with regard to underlying naturopathic philosophy and principles. 
A process of ongoing systematic dialogue and inquiry is fostered between our academicians, 
clinicians, and researchers conceming the underlying theory of naturopathic medicine. 
Faculty and researchers are bnnging the ft-uits of this endeavor into the classroom, both in 
terms of scienhfic research and empirical observation. 

(Appendix 3: "The Integration Project: Principles, Theory and Paradigm of Naturopathic 
Medicine in Curriculum Development; " Association ofNaturopcUhic Medical Colleges, 
1996-2000) 

Clinical Sciences 
Naturopathic training includes two years of clinical sciences training. Supervised clinical 
training (approximately 1200 hours) is provided in outpatient primary care clinics (see 
Appendix 2). Didactic conventional clinical sciences are part of this two years; for example, 
gynecology, cardiology, pediatrics, oncology, geriatrics, rheumatology, gastroenterology. 
Training is similar to that of a conventional family medicine provider in terms of 
pathophysiology, conventional diagnosis of pathology, lab diagnosis, physical exam skills, 
basic phamiacology, public health and minor office procedures. Distinctly naturopathic 
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diagnosis, treatment, and prevention strategies and modalities skills are a significant part of 
clinical training. Further evidence of exposure to conventional clinical sciences is available 
by reviewing the syllabi and textbooks required in these courses, many of which will be very 
familiar to a family physician. A list of these textbooks can be provided upon request. 

b) What is the status of postgraduate training in naturopathic niedicine? 

Residency training was addressed in part (a). 

Naturopathic physicians receive specialty training through several pathways. NDs may 
specialize in modalities (nutrition, botanical medicine, etc.), populahons (geriatrics, 
pediatrics, women's health) or clinical specialties (cardiology, demiatology, etc.). 
Postgraduate specialty training is another example of the "front line" of emerging standards 
for our profession. There is overall consensus that the general care/primary care model is our 
foundation, and specialties can be developed subsequent to primary care training. Ethically, 
there is consensus that in order to describe oneself as a specialist in any area of naturopathic 
medicine, one must obtain additional training. Training pathways now include: 
- Postgraduate specialty boards within the naturopathic profession (Homeopathic Academy 

of Naturopathic Physicians-HANP, Botanical Medicine Academy-BMA, American 
College of Naturopathic Obstetricians-ACNO) which have developed or are developing 
standards for postgraduate specialty training, testing and certification (documentation 
available upon request) 

- Dual degree, licensure or certification (ND/LAc; ND/DC; MD/ND; ND/Masters of 
Science in Nutrition; ND/PhD; ND/MPH; Spirituality, Health and Medicine, etc.) 

- Continuing education training conferences for state approved continuing education 
credits in other areas of clinical practice 

Policy Recommendations 
Postgraduate specialty training is continuing to develop throughout naturopathic colleges. 
This area of professional development is ripe for federal funding and for exchange programs 
in collaboration with conventional medical schools. 

Exchange programs should be developed between conventional and naturopathic medical 
schools. These programs could be funded by the Bureau of Primary Health Care (BPHC), 
Health Resources and Services Administration (HRSA), and developed and facilitated by the 
AAMC and the Association of Naturopathic M edical Colleges. 
(Appendix 4: The Future of Naturopathic Medical Education, 1996: Southwest College of 
Naturopathic Medicine Anthology, Vol.1 by Pamela Snider, ND) 

c) Should there be a required minimum level ofpostgraduate training for naturopathic 
physicians? If so, why or why not? How should this postgraduate training be created, 
structured, and funded? 
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Some of this has been addressed in part (a). 

Standards for residency training have already been developed by the CNME and are in use 
by our college GME departments. Standards and requirements for naturopathic postgraduate 
training must continue to be developed and approved by the CNME. However, new 
postgraduate training opportunities could be created by a consortium including all 
conventional and CAM accredited colleges and universihes consulting and working together 
to develop pathways and opportunities for exchange programs between existing regionally or 
nationally accredited conventional and CAM educational instituhons. 

Policy Recommendations 
It is my experience and recommendation that postgraduate naturopathic training should 
include at least one year of purely naturopathic residency training. The development of in­
patient natural medical "healing retreat" centers as training sites is a critical priority {see 
Appendix 4). Additional naturopathic specialty training (homeopathic medicine, nutrition, 
botanical medicine, spirituality, health and niedicine, physical medicine, natural hygiene, 
etc.) and/or exchange programs with conventional medical schools could then be pursued by 
ND graduates (for example in rural health care, community and public health, geriatrics, 
pediatrics, and other areas of general or primary care practice). 

Federal Graduate Medical Education (GME) financing systems must pass legislation and or 
rules authorizing GME funding for licensed naturopathic physician residency training and 
coverage of ND resident services. The Bureau of Primary Health Care, the Bureau of Health 
Professions and the Health Resources Services Administration should provide grants to each 
of the accredited naturopathic medical schools to rapidly expand purely naturopathic 
residency, specialty and postgraduate training programs and sites as well as exchange 
opportunities with conventional and other accredited CAM schools. 

The Health Care Financing Administration (HCFA) must incorporate legislative language 
and promulgate rules to cover services from ND licensed providers in all licensed states. The 
Medicare Act must be amended to provide for these changes. The distinctly licensed CAM 
professions must be appointed to the HCFA Joint CPT Committee to address coding, 
evaluation, and management documentation. Two examples before Congress are the 
Medicare Medical Wellness Act and the Medicare Medical Nutrition Act providing the sole 
right to have nutrition services reimbursed to registered dieticians. While we support 
registered dietitians receiving this coverage for services, we recommend expanding the 
legislation to include all CAM regulated professions whose training scope of practice 
provides regulated nutrition services. 

The Council on Graduate Medical Education draft report, "'Financing Graduate Medical 
Education in a Chansins Health Care Environment. " recommended "refomi of the entire 
GME financing structure" (Washington Highlights, Vol.1,No. 35, September 22, 2000). 1 
recommend an addendum to the report concerning licensed CAM professions and GME 
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financing. GME reforms relevant to both CM and licensed CAM provider services should 
both be addressed before attempting any major reform to GME systems. 

The Balanced Budget Refinement Act of 2000 (HR 3077) would improve services for 
Medicare recipients. This bill allows GME payments for psychologists. We recommend 
incorporating GME payments for licensed naturopathic physicians in this legislation or 
similar legislation. Authorizing language for ND residency funding in all GME funding 
streams should be written into this legislation (and rules) including authorizing Medicare 
direct and indirect GME, Children's Hospital GME, and Title VI I grants from HRSA for 
licensed naturopathic physicians. 

2. Should there be national standards or certification to provide CAM practices and 
products? If so, how and by whom should national standards or certification be 
established, to whom should they apply, and how should they be implemented? 

Re: Practices 
This very important question should be answered from a consumer and payor system 
perspechve. Accountability is the complex issue driving this question. No single activity or 
process guarantees accountability. National standards, processes and guidelines tend to provide 
the accountability consumers need for safe and effective health care while we all wait for the 
research data to emerge. 

"We know when accountability is present in health care practices when the consumer or patient 
has confidence in 
• the safety, efficacy and cost effectiveness of the treatment 
• the competence and accessibility of the provider 
• recourse/opportunity for redress i f something goes wrong 

The most common pieces of a comprehensive model for professional accountability include 
many professional standards, processes and guidelines, data and research as well as government 
and regulatory oversight and peer review." 
(Appendix 5: Quinn, Sheila. "Accountability A Complex Issue. " Moderator. "Beyond Data: 
Standards as Integration Models. " International Conference on Integrative Medicine. April 
1999. Seattle, Washington.) 

National standards have already been developed for the distinctly licensed CAM professions 
and by traditional and indigenous systems throughout the world. It is important that we not 
"recreate the wheel". Conventional medical education should integrate CAM on a strong and 
tested foundation. The standards already developed by these systems and modalities of health 
care are rich national resources for mainstream health care delivery systems and conventional 
medicine in the search for answers about the safe and effective integration of CAM into 
medical school training and retraining the conventional medical workforce. There are 
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standards in these professions which are still emerging such as practice guidelines and 
postgraduate training, Federal funding for completion projects is recommended. 

Key queshons are: how can we collect and centralize the existing data on these standards'? How 
can we use that data to infomi federal and state policy, and the integration of these standards into 
mainstream healthcare education and service areas? Existing national standards or certification 
for providing CAM practices and products which have already been developed and are refiected 
in federal legislation, state legislation, licensing acts, regulations, or tlirough national, regional 
and profession accreditation bodies must be understood. These standards should then be 
uniformly recognized by the federal government in regulations, legislation and benefits 
programs. The highest exishng standards in the distinctly licensed CAM professions and 
modalities. 

Policy Recommendations 
Funded completion of these standards by the distinctly regulated CAM systems (Appendix 6: 
OIC Table) should be supported. A funded initiative with CM and CAM leadership on usability 
of these standards should be developed at HRSA. To answer this question completely, the 
Conimission might consider recommending that the following steps be funded by an appropriate 
federal agency such as HRSA, BPHC or DHHS. 
1. Research: What are the national standards, processes, and guidelines that are currently 

recognized by states licensing CAM providers? What education is required? Wliat scope of 
practice does this education lead to? What are the adverse events and safety records for each 
of those professions and modalities? What other processes, standards, and guidelines have 
been developed by each of the CAM cuniculum systems or modalities within those systems, 
which have been vetted by states and incorporated as safe guidelines and standards for CAM 
practice? 

2. Compare: How much of this training already exists in conventional medical education? 
What are the gaps? 

3. Identify: WTiat kind of training are conventional providers seeking in CAM or Integrative 
Medicine (IM)? Wliat kind of conventional training are CAM providers seeking? 

4. Develop Consensus: Establish a national "Blue Ribbon Credentialling and Standards Round 
Table" to produce a white paper with consensus recommendations on integration of the 
highest exishng CAM standards for CAM practice of therapies, modalities, disciplines and 
systems into mainstream education, regulation, clinical services and the market place. 
Mandate equal and expert representation by all CAM and conventional disciplines, 
modalities and systems in developing these recommendations. Include public 
health,emerging professions, communities of practice and traditional and indigenous healers 
in this process. Recommendations should also include opportunities to link accredited CAM, 
CM, IM training sites and systems. 
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Products 
Policy Recommendations 
In answer to the question about the provision of CAM products, I strongly recommend that the 
U.S. federal govemnient study and replicate both the process and the model used by the Health 
Protection Branch (HPB), Ottawa, Ontario for natural products regulation. The federal 
government in Canada has established an Office of Natural Health Products (ONHP) at the HPB 
with an excellent interdisciplinary advisory board. The ONHP has authority at the same level as 
the HPB: Drugs Directorate - Canada's FDA. 

The charge of the ONHP is to regulate natural health products (botanical, nutritional, 
homeopathic and others). The advisory board is working to promulgate guidelines for the 
appropriate and safe regulation of natural health products. The Ministry of Health in Ottawa led 
the process which established this ground breaking model for safe and effechve natural health 
products regulation. Paul Saunders, ND, PhD, is a member of the ONHP Advisory Board and is 
Associate Dean at the Canadian College of Naturopathic Medicine. His teshmony was provided 
to the Commission during the Seattle Town Hall Meeting, October 30-31, 2000. 

3. Should the various naturopathic medicine organizations come together to form "a 
community"? If so, how and by whom should that "community" be formed? 

There is a strong naturopathic community in the United States. The temi naturopathy was 
applied historically since 1905 to physician level (i.e. 3-4 year training) which was comparable 
to the era appropriate conventional medical training at that time. There are two different groups 
of providers using the temi 'naturopathic doctor' to describe themselves. One group is the 
licensed or licensable naturopathic physician trained by nahonally recognized standards which 
are required and recognized by state law in order to be licensed. The other group does not have 
physician level training, clinical training or any particular standard of training. Rather, training 
appears to range from none to a variety of continuing education and correspondence classes. 
This division in the naturopathic community has developed much the same way as the division in 
the established conventional health care professions developed prior to the Flexner Report. As 
conventional medicine developed high standards for education and public accountability and 
these standards became mandatory for state licensure and practice, conventional medical diploma 
mills and substandard conventional medical training was eliminated after the Report in favor of 
higher, uniform standards of training. (See Ludmerer, Kenneth M. 1999. Time To Heal. Oxford 
University Press: New York, NY). 

In a regulatory vacuum, a lower standard will develop and its proponents may try to eliminate 
the emergence of the higher standard into state law. The lower standard may develop because 
there are those people who wish to be titled as the higher standard, but do not wish to undertake 
the training. This is an obvious public protection issue. Alternatively, for very positive and useful 
reasons, a less fully trained provider standard can be developed with uniform national training 
and certification standards and oversight, and clearly title and market their subgroup so as to be 
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distinct from the fully trained, physician level (higher) standard. A good example of this is 
homeopathic medicine, where there are 3 primary groups: 

- Physicians trained in homeopathic medicine: ND's, DCs, MD's, DO's 
- Professional homeopathic physicians: a non-physician 2 and 3 year educational 

standard. Professional homeopaths function as consultants or specialists and refer to 
primary care as needed. Standards for training and certification and scope of practice 
are internationally recognized. 

- Lay homeopaths: This is a community of practice with no specific training standards. 

The crihcal issue for the public in this discussion is the recognizable, uniform training of 
providers to specific skills and competence, directly relevant to their scope of practice: "training 
to competency to scope." It is my experience as a member of an emerging profession and many 
interdisciplinary government, reimbursement, public health, education, and research groups, that 
a key need for all stakeholders in dealing with new health care groups and professions is 
specificity. Specifically, what are the professions qualifications to practice their purported scope 
of practice safety? How will the public recognize that? What is the status of national consensus 
on standards, safety, efficacy and the processes and guidelines established by that profession? 
Specific recognition of each training model or standard by regulatory bodies is critical for their 
decision making. 

We face two problenis as professions emerge: 

1. Typically, professions assemble this kind of information and self-report without any unifomi 
template indicating specific continua for these standards, benchmarks and criteria to evaluate 
themselves against. It would help all stakeholders to forge a model template with specificity 
(re: each standard) in consensus with emerging and established CAM and conventional 
professions. 

2. Communities of practice in emerging professions are rich seedbeds for innovation but suffer 
during their emergence into professions from a lack of unifying standards of accountability 
entitling them to the public recognition and access. 

Policy Recommendations 
It would be an excellent contribution to health care refomi to establish an Office For Emerging 
Professions. This Office would provide guidance, funding opportunities, support, and 
accreditation guidelines to assist professions and communities of practice in improving their 
practice and accountability to the public without losing important and necessary innovations for 
health care. This process could be a means to actually accredit a profession and track its status 
clearly as it emerges and develops. This Office could be established through DHHS or the 
Bureau of Health Professions. 

Emerging professions waste a tremendous amount of resources on political turf battles. These 
resources would be better spent for the public good if emerging professions could engage in a 
fostered process of developing and refining and accrediting their professions and practices with 
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the goal of safe and effective public access, and innovations to improve community and 
individual health. 
(Appendix 7: Snider, Pamela. Three Continua for Evaluating Emerging Professions: 
Benchmarks and Criteria For Emergence. See also Clyde Jensen's model sent to Dr. 
Kaczmarczyk recently as an example. Both models have been submitted to the Center for Health 
Professions for their study on emerging professions). 
(Appendix 8: Snider, Pamela. Draft 12/12/00. Draft Definitions and taxonomies: A Model to 
Evaluate Emerging Health Professions (p3, 4, 5, 6, 7). Submitted to the Center for Health 
Professions). 

9. What policy recommendations would you like to make to assure the quality of CAM 
practices and products whether they are provided by a practitioner or used as self-care? 

The following guidelines for CAM policy integration were developed by King County Integrated 
Health Care 2010 (now Northwest Integrated Health Care 2010, NIHC 2010) working group in 
September 2000, and presented at the Seattle WHC Town Hall meeting. 
{Appendix 9: Pizzomo, Joe. "Collaboration in the Northwest". October 30-31, 2000.) 

Principles for CAM Integration and Policy Development 

1. CAM is about systems ofhealin, not isolated therapies. Natural (CAM) medicine is 
defined by philosophical systems, not modalities, or the substitution of "green drugs" for 
synthetic drugs. These "systems" change the way we think about and provide health care, 
they change the measures of success, effectiveness and cost effectiveness. 

2. This "integration movement" is not only about integrating CAM. It is about mutual 
collaborafion to create a tme health care system, not the limited disease-treatment system that 
today dominates thinking and resource allocation. Mainstream medicine must shift its 
mission/focus to health creation. 

3. Facilitate collaboration: mandate the" deeply round" table for government advisory, 
staffing and decision making positions, agencies and processes. 

4. Research outcomes first, not isolated therapies: Reorient the focus of CAM research from 
90% bench and clinical trials to 90% outcomes, field research, and training of CAM 
clinicians to perfomi in-office research. 

5. Level the playing field. Disparities between CAM & CM (accredited & emerging) 
education, maturity and research is due to disparihes in federal funding. The federal 
government needs to create and fund CAM-accredited Academic Health Centers of 
Excellence. 

6. Strengthen accountability and standards critical for public protection by supporting 
activities that communicate and respect existing standards in emerging professions. Fund 
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initiatives to improve and further develop CAM standards. 

7. There is a critical need for appropriate nation-wide regulatory environment and 
standards, uniform licensure, regulation for public safety, and national board exams. Collect 
and disseminate infonnation about state regulatory models that are working well to provide 
access and protect the public. Adapt federal guidelines to accommodate the natural life cycle 
of emerging professions. Develop nahonal certification and/or credentialing standards based 
on the best available in each profession. Constitutionally, health care regulation and 
licensing is a state prerogahve, but the federal govenmient can help with suggested 
standards, and financial incentives. 

8. Help the CAM professions mature (see #6 and others). 

9. Deeply engage CAM professionals at all levels of evaluation and decision making. Health 
related committees and advisory bodies should require CAM educators and practitioners as 
expert advisers, consultants and/or researchers. 

10. True integration & collaboration requires joint training programs and clinical 
experiences. Practitioners who train together, practice together. Include not just CAM and 
CM but public health as well. Support strategies for expanding integrated care settings in 
which conventional, CAM and public health providers practice side-by-side, leaming from 
each other and being jointly committed to improved quality of care. 

11. Include underserved and special-needs populations.. Develop policies in support of Healthy 
People 2010. 

12. Reimbursement system needs careful reconsideration. Replicate the Office of Insurance 
Commissioner, Washington State Clinician Workgroup on the Integration of CAM at a 
national level, to continue progress. 

13. There is a critical need for accurate information for public and professionals. 

14. There is a critical need for natural product quality assurance, either private or public. 

Policy Recommendations 

OVERALL PRIORITIES 

Establish an Office on CAM and Integrated Health Care at the assistant secretary level at the 
U.S. Department of Health and Human Services with the authority to: oversee, coordinate 
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and direct all federal CAM activities through this office; and direct and oversee incorporation 
of CAM in all federal benefits program. Develop, open, structured and ongoing 
communicahon pathways among legislators, regulators, public health, the research 
community CM, CAM and FM providers, researchers, educators and organizational 
representatives; increase and coordinate federally-funded research in all research agencies. 

• Establish "Blue Ribbon" Panels to direct the now Office and Congress (see above) on CAM 
and IHC policy and legislative requirements and to increase communication and education 
and collaboration among legislators, regulators, federal agency personnel, third party payers; 
CAM educators, licensed CAM providers, researchers and practitioners; and conventionally 
trained Integrated Health Care proponents. It is essential that the make-up of all such panels 
be cross disciplinary. Fund joint conferencing in key areas of mutual interest. 

• Ensure that licensed CAM providers fi'oni all CAM fields, and credentialed IHC proponents, 
are represented on Advisory Boards and Scientific Review Panels at CDCP, AHCQR, NIH-
NCCAM and other agencies as appropriate, including the new Office on CAM and IHC at 
HHS. 

• Research legislahon and rules which control CDCP, AHCQR, lOM, NIGMS, HRSA, BPHC, 
DHHS, DOD and other agencies. Follow the example of NIHCCAM. Propose amendments 
and rule changes as necessary to mandate inclusion of CAM regulated professions and IM.. 

Examples of agencies with exclusionary language or no mandates: 
Services - Indian Health Service policy-restrictive 
Services - National Health Service Corps - exclusionary 
Field and Public Health Research - Centers for Disease Control - No mandate or 
appropriation for funding. 
Outcomes Assessment and Cost Effectiveness - Health Care Financing 
Authority/Medicare-exclusionary 
NIH Institutes for Cancer, Heart, Lung, Blood research need mandates for CAM 
"offices" for research. 
Graduate Medical Education exclusionary - CM professions only 

Establish legislation and federal policy that mandates inclusion and funding (appropriation) of 
IM and CAM regulated professions in all appropriate federal programs. Patients must have 
equal access to all licensed or accredited provider types, and licensed providers must have 
equal opportunity to participate in all federal programs. To accomplish this, hold joint 
interagency meetings with NIH, FDA, HHS. HRSA Bureau of Health Professions and 
Bureau of Primary Care: Approve accredited CAM colleges and licensed CAM professionals 
and professions for grant eligibility, eligibility federal funding in all federal programs. 
Example: incorporate authorizing language to include all licensed CAM providers in the 
National Health Service Corps. 
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• Fund "Nahonal Credentialling and Standards Roundtable". hiclude national conferences, 
with a Blue Ribbon task force representing accredited colleges of conventional healthcare 
and licensed altemative health professions, national associations for licensed CAM and CM 
professions, and emerging professions. Include organizations and task forces involved with 
standard setting in CAM and CM education from within conventional medical education. 

• Establish an Office on CAM and Integrated Health Care in each DHHS, USPHS Region. 
Begin with offices in Region X and other regions with most extensive CAM and EVl activity. 
Authorize an interdisciplinary work group for decisions, assessment and implementation of 
CAM integration. Work in co-ordination under the National Office to achieve goals of 
Healthy People 2010. These "deeply round tables" foster trust and respect for quality, 
credibility, competence and shared mission - and build a sohd foundation for innovation and 
reform focused on improving community health 

• CAM policy integration in general should focus on the goals of Healthy People 2010, and 
include an emphasis on public and community health and service to the underserved. Health 
disparities and partnerships for health improvement are also key areas where CAM can help 
us a lot. 

Research 

• Fund Basic sciences clinical trials outcomes health services and academic research centers at 
CAM institutions to help support the necessary development of a research and academic 
infrastructure. 

• AHCRQ: Establish a competitive bid process to support and research one dozen clinics in 
US in various sectors, selection to be made with IHC and CAM accredited institutions. 
Produce data and reports, including longitudinal data. Needs 5 years funding minimum. 

• Fund National CAM and IM research methodologies consensus conference. Recommend 
AHCRQ sponsor this Summit. Invite TOM. 

• Develop CAM Offices at the National Institutes of Health with interdisciplinary advisory 
boards composed similarly to NIHCCAM's board. 

Education/Accountability 

• Fund demonstrahon project via HRSA on CAM and CM education and cross-disciplinary 
training. Mandate and fund true partnership between accredited conventional and CAM 
schools as demonstrahon sites. 

• Fund collaborative CAM/conventional residency exchange programs and residential 
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programs in CAM institutions 

Involve CAM colleges and conventional medical schools in projects to increase CAM access 
for minority and under served populations. Publish outcomes of these educahon pilot 
programs. 

Identify CAM standards gaps, and fund consensus projects to foster improvements (practice 
guidelines, residencies, research) through AHCQR, GME, Medicare, HCFA, CDC. 

Fund National Congress for CAM and IM leadership to define consensus recommendations 
for credentialing standards in White Paper for federal and state guidance. Research and 
report on emerging and established accountability standards in health care professions; 
summarize and compare standards in CAM and non-CAM fields. Identify pathways and 
provide funding for the inclusion of exisfing CAM standards into established health care 
systems. 

Establish CAM accredited College Academic Heahh Centers of Excellence to collaborate 
with TM/CM Colleges. Approve professionally accredited CAM colleges and providers as 
eligible for federal grants and programs. 

Underseryed/Special Needs Populations 

1. Include licensed CAM professions in Medicare/Medicaid regulations. Revise authorization 
language and propose appropriations to provide access to National Health Service Corps 
Program for licensed CAM providers. Allow access to licensed CAM professions in other 
federal health care programs. 

2. Include licensed CAM professionals and IHC experts in Public Health jobs, boards and 
facilities. State and County Health Boards and clinics. 

• Health Resources and Services Administration: 
- Bureau of Primary Flealth Care Services: fund a demonstration project for under served 

and minority populations receiving CAM services; assess access and outcomes-publish 
results. 

- Bureau of Health Professions Fund CAM Residency Training Programs in 
underserved/special needs populations 

• Fund pilot projects to facilitate the development of integrated services in regional and local 
Community Flealth Centers. Facilitate the integration of co-management teams into state and 
county health department clinics (with training) using successful models such as the King 
County Natural Medicine Clinic, Kent, Washington. Fund these workforce re-training 
programs to provide opportunities for increasing levels of competence from introductory, to 
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modality, to full system training in CAM disciplines for health care providers in these clinics 
and systems. 

• Fund National Conference on methods for utilizing CAM health care in under served or 
special needs population. Allow HMOs and provider networks which accept risk on capitated 
Medicare or Medicaid clients to utilize CAM providers and therapies and to implement 
integrated health services. Fund research to assess cost effectiveness. 

• Create dialog and fund pilot project bringing CAM providers and traditional healers (Native 
American, Hawaiian, etc.) and schools to a common strategy for their populations. 

• Northwest Indian College (NWIC) is now an academic health center for USPHS Region X.. 
Two hundred and fifty out of 500 US Native American tribes reside in Region X.. NWIC 
and Bastyr University are currently collaborating on building public health career ladders 
between institutions. Fund implementation of results of DHHS Appreciative Inquiry 
between NWIC and BU as a pilot site. 

Regulation/Access to Services 

• Improve reimbursement for behavioral change (affects greater than 50% of major diseases 
and cost) by both CAM and conventional providers. 

• Adopt the Office of Natural Health Products Model: HPB-Ottawa, Ontario, by using this 
model to develop appropriate procedures, regulafions and guidelines for safe access to 
national health products. 

• Support, as a matter of national policy, the standards of practice inherent in state licensing 
laws, as credentialling guidelines for State Departments of Health, NCQA and JAHCO. 

• Support funding by AHCRQ for CAM practice guideline projects involving the CAM 
professions; establish both baseline CAM system specific guidelines as a foundation. Then 
develop integration/integrative practice guidelines. 

• Promote insurance equality for CAM providers and therapies. We believe that the next steps 
should include strong commitment to research. Not just research of clinical efficacy but 
research of true utilization of CMA services in conjunction with, or replacement of, nomially 
covered conventional care. Case management considerations should be addressed and 
education of all entities is the most important by-product of such an effort. Finally, a 
national fomm of this caliber, or multiple forums in several locations, can break down 
barriers in people or groups that are operating in a non-educated environment. 

Programs - CAM Inclusion 
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• See Priorities 

• Pass legislation to mandate inclusion of all licensed CAM providers, services and accredited 
CAM colleges in all relevant federal health programs. 

• Request a GAO report and mandate research on the cost savings possible through the 
incorporation of CAM systems, products and services. Educate policy makers about the 
safety, efficacy and cost savings possible tlirough CAM products and therapies. 

Clinical Practice, Quality, Delivery 

• The National Commission for Quality Assurance (NCQA), must be encouraged to work 
appropriately with licensed CAM and emerging CAM professions to establish credentialing 
procedures, educational requirements, and supportable standards of practice. It will need to 
work closely with experienced professionals in each field to identify or develop quality 
measures for CAM. NCQA should be brought into the loop as soon as possible. 

• A nationwide study should be funded to examine the impact of licensure on costs, health care 
practices, consumer protection, standards and credentials. 

• The licensing boards, HMO boards, hospital boards — all of the enforcement bodies now in 
place to regulate the practice of medicine — will need to be restructured to allow for the 
incorporation of CAM. 

• Licensed CAM or emerging CAM professions will have to report on or set standards of 
education, scope of practice guidelines, and continuing education requirements, as well as 
monitor compliance. Resources are needed to help these processes develop and mature, such 
as a National Adverse Events reporting System for CAM services and products. 

• Identify and describe practice integration models now in use; disseminate this infomiation. 
Three such models are integration within single provider (i.e., naturopathic physicians); co-
management team; cross-referral and cooperation between institutions and networks. 

• Establish an Interdisciplinary Immunization/CAM Taskforce in Region X. 

• Fund and conduct Regional Consensus Conferences on Integrated CAM and Conventional 
Best Practices to reduce preventable disease, such as adult onset Diabetes Type 11 Implement 
recommendations. 

Provide federal funding through Nh-ICCAM, HRSA, BPHC, and CDC for local community 
demonstration projects and strategic planning to integrate CAM and CM health services. The 

C:\Documents and Settings\changm\Local Settings\Tcniporary Internet File.s\0LK6E\White House |(3 
AnswcrsFcbOl.doc 02/15/01 



King County 2010 and Northwest Indian College regional Memorandum of Understanding 
with DHHS are excellent pilot sites. Establish priorities, assess outcomes. 

Thank you for the opportunity to provide this infomiation to you and to the Commissioners, and 
for your dedication to the Wliite House Commission's work. We wish you well at the next 
White House Conmiission meeting. Please feel free to contact me if you have any further 
questions. 

Sincerely, 

Pamela Snider, ND 

Associate Dean, Naturopathic Medicine Program 

Enclosures Appendices 1-12 
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Appendices 

Appendix 1: Young, David A. Letter from the Office of Educational Policy and Planning in 
Salem, Oregon sent to the National Council Against Health Fraud. April 18, 1989. 

Appendix 2: Excerpted curricula summaries from accredited naturopathic college catalogs: 
Nahonal College of Naturopathic Medicine, Bastyr University, Southwest Colelge of 
Naturopathic Medicine. 

Appendix 3: "The Integration Project: Principles, Theory and Paradigm of Naturopathic 
Medicine in Curriculum Development;" Association of Naturopathic Medical Colleges, 1996-
2000. 

Appendix 4: Snider, Pamela. The Future of Naturopathic Medical Education, 1996: Southwest 
College of Naturopathic Medicine Anthology, Vol.1. 

Appendix 5: Quinn, Sheila.. "Accountability A Complex Issue." Moderator. "Beyond Data: 
Standards as Integration Models." International Conference on Integrative Medicine. April 
1999. Seathe, Washington. 

Appendix 6: Office of Insurance Commissioner, WA State. "Issues in Coverage for 
Complementary and Altemative Medicine Services: Report of the Clinician Workgroup on the 
Integration of Complementary and Altemative Medicine," January 2000. 1998 Table-Status of 
Standard Setfing in CAM Professions. 

Appendix 7: Snider, Pamela. "Draft: Tliree Continua for Evaluating Emerging Professions: 
Benchmarks and Criteria For Emergence." (See also Clyde Jensen's model sent to Dr. 
Kaczmarczyk recently). Both models have been submitted to the Center for Flealth Professions 
for their study on emerging professions. 

Appendix 8: Snider, Pamela. Draft 12/12/00. A Model to Evaluate Emerging Health Professions 
(p3, 4, 5, 6, 7). "Draft Taxonomies and Definitions For Emerging Professions", Submitted to the 
Center for Health Professions for their study on emerging professions. 

Appendix 9: Pizzorno, Joe. "Collaboration in the Northwest" presented to the White House 
Commission on the Integration of CAM. Seattle Town Hall meeting. October 30-31, 2000. 

Appendix 10: Twenty-one Competencies for the Twenty-First Century (Chapter IV). In 
Recreating Health Professional Practice for a New Century. December 1998. Center for the 
Health Professions, UCSF. 

/IppertJ/x//: Naturopathic Medicine: Integration Models. Overview: Educational handout 
1999. 
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Appendix 12: Naturopathic Medicine Professional Standard, Guidelines and Processes. 
Affiliated Organizations: educational handout 1999. 

C:\Docuincnts and Settings\changm\Local ScttingsVteniporary Internet Filcs\OLKCE\Whitc House ] () 
AnswcrsFcbOl.doc 02/15/01 



Tab 5 



• !.***• 

11 « € 

House C 

sin.il. .Alferiiiiative 

ommissioi i oui C/omplemenitary 

eiucuii e Poli ucy 

670/ Rockledge Drive, Suite 1010, MS-7707, Bethesda, Mai-yland 20817 lei: 301-435-7592 fii.x: 301-480-1691 

E-mail: •ujlicc.ai7ip@77iail. nih.gov Websile: -wzt^iv.zvhccai/ip.hhs.gov 

M D 

C-oimaissioiicrs 

Gc..<,gr. Bc.-ni.r.r, Jr , M I D 

D.Lvi, l BPOSUM-, P l . D , L A c , O M E 

Efiic Cl.ow, 1P1,D, RN, DiplAc 
Gcrgc DcVi-ics, III • "•̂  • 
W,li,«„, F«„., MD 
Jo.scpl. FiM.s, MD, I 'ACP 
\ ' cronicrt Gu(; icrn;2, D C 

W a y n e Joiwis, M D 

L i n n e a L,«r.son, L , C S W , L M F F 

.-.•.ona I^.vv Dos, M D , A H G 

. r lo t tc K e r r , R S M 

D e a n O r n i s I . , M D 

C o . . c l u i a Paz, M D 

Jo.senli E . Pi-z J,-, ND 

H i i l o n l .Rol i i i 

X Tian, MID, LAc 
Dona l . l War.-<;n, D D S 

Executive S(al'f 

Sfep l icn G r o f f , P l i a r n \ D 

llcKcv.uil-vr. Oir<;t:(or 

M i c l i o l e C l i anu , C M T , ' M P H 

F(X<;cii<.ive Sccreiai")' 

Joan A l l . r e c l . t 

Corin^.e A x c l r o . l , M P H 

li, DO, N' 
D o n s Kingshui ') ' 

Gera l . l i . . . . Pol l , :n , M A 

Consi.l(an< S { a ( i 

K e n n e l , Fi.slier, P l . D 

"• ' -.roe.. M, l l c - r , M P H 

3. 

4. 

January 29, 2001 

Mr. David E. Molony 
Executive Director 
American Association of Oriental Medicine 
433 Front Street 
Catasauqua, PA 18032 

Dear Mr. Molony: 

1 am writing this letter on behalf of the White House Commission on 
Complementary and Alternative Medicine Policy, established by the 
President in March of 2000. In carrying out its mandate, the Commission 
is addressing: (1) coordinated research on complementary and 
alternative medicine (CAM) practices and products; (2) appropriate 
education and training of CAM and conventional health care 
practitioners; (3) dissemination of reliable information on CAM to health 
care providers and the general public; and (4) delivery and public access 
to CAM services. Additional information on the Commission is available 
at its Web site at <http://www.whccamp.hhs.qov>. 

The Commission will meet on February 22-23 to discuss complementary 
and alternative medicine in terms of education and training of health care 
practitioners, quality of care, and accountability. To accomplish its goal, 
the Commission needs your organization's input before it begins its 
deliberations. Therefore, we would very much appreciate receiving your 
advice and comments on these issues by February 13, 2001, preferably 
by e-mail or otherwise by fax, so that the Commissioners have enough 
time to review them before the February 22-23 meeting. 

The questions that follow were developed to guide the Commission's 
deliberations. 
Are there national educational standards for oriental medicine 
undergraduate, postgraduate, and continuing education? Should those 
national educational standards include exposure to conventional or 
western medicine as well as "non-oriental medicine" CAM ? 
Should there be national standards or certification to provide CAM 
practices and products? If so, how and by whom should national 
standards or certification be established, to whom should they apply, and 
how should they be implemented? 
Should the numerous oriental medicine organizations come together to 
form "a community?" If so, how and by whom should that "community" 
be formed? 
Should there be condition-specific or modality-specific practice 
guidelines and why or why not? If so, how and by whom should these 
guidelines be developed, to whom should they apply, and how should 
they be implemented? 



5. Are your members concerned about malpractice liability associated with 
providing CAM practices and products? 

6. Are there any risks associated with CAM that may be of concern to your 
members? If so, can you suggest ways to minimize those risks? 

7. Should there be a mechanism to address consumer concerns or 
grievances about the quality of CAM practices or products? If so, what 
should that mechanism be? 

8. What information should a conventional health care provider 
communicate to a CAM practitioner? What information should a CAM 
practitioner communicate to a conventional provider either with a referral 
or without a referral as when a consumer self-refers? 

9. What policy recommendations would you like to make to assure the 
quality of CAM practices and products whether they are provided by a 
practitioner or used as self-care? 

Thank you for your invaluable assistance. Please send your written 
comments to Dr. Joseph M. Kaczmarczyk (e-mail: 
KaczmaJo@mail.nih.gov, fax: 301.480.1691, phone: 301.435.6197 or 
7592), and contact him with any questions you may have. 

The February meeting will be held in the Hubert H. Humphrey Building, 
200 Independence Avenue, in Washington, DC. You are welcome to 
attend. 

Sincerely, 

Stephen C. Groft, Pharm. D. 
Executive Director 
White House Commission on 
Complementary and Alternative 
Medicine Policy 
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January 29, 2001 

Garrett F. Cuneo 
Executive Vice President 
American Chiropractic Association 
1701 Claredon Boulevard 
Arlington, VA 22209 

Mr. Cuneo: 

I am writing this letter on behalf of the White House Commission on 
Complementary and Alternative Medicine Policy, established by the 
President in March of 2000. In carrying out its mandate, the Commission is 
addressing: (1) coordinated research on complementary and alternative 
medicine (CAM) practices and products; (2) appropriate education and 
training of CAM and conventional health care practitioners; (3) 
dissemination of reliable information on CAM to health care providers and 
the general public; and (4) delivery and public access to CAM services. 
Additional information on the Commission is available at its Web site at 
<http://wvw.whccamp.hhs.gov>. 

The Commission will meet on February 22-23 to discuss complementary 
and alternative medicine in terms of education and training of health care 
practitioners, quality of care, and accountability. To accomplish its goal, 
the Commission needs your organization's input before it begins its 
deliberations. Therefore, we would very much appreciate receiving your 
advice and comments on these issues by February 13, 2001, preferably 
bv e-mail or otherwise by fax, so that the Commissioners have enough 
time to review them before the February 22-23 meeting. 

The questions that follow were developed to guide the Commission's 
deliberations. 
Are there national educational standards for chiropractic undergraduate, 
postgraduate, and continuing education? Should those national 
educational standards include exposure to conventional or western 
medicine as well as CAM? 
Should there be national standards or certification to provide CAM 
practices and products? If so, how and by whom should national 
standards or certification be established, to whom should they apply, and 
how should they be implemented? 
Should the numerous chiropractic organizations come together to form "a 
community?" If so, how and by whom should that "community" be formed? 
Should there be condition-specific or modality-specific practice guidelines 
and why or why not? If so, how and by whom should these guidelines be 
developed, to whom should they apply, and how should they be 
implemented? 
Are your memebers concerned about malpractice liability associated with 
providing CAM practices and products? 



Are there any risks associated with CAM that may be of concern to your 
members? If so, can you suggest ways to minimize those risks? 
Should there be a mechanism to address consumer concerns or 
grievances about the quality of CAM practices or products? If so, what 
should that mechanism be? 
What information should a conventional health care provider communicate 
to a CAM practitioner? What information should a CAM practitioner 
communicate to a conventional provider either with a referral or without a 
referral as when a consumer self-refers? 
What policy recommendations would you like to make to assure the quality 
of CAM practices and products whether they are provided by a practitioner 
or used as self-care? 

Thank you for your invaluable assistance. Please send your written 
comments to Dr. Joseph M. Kaczmarczyk (e-mail: 
KaczmaJo@mail.nih.gov, fax: 301.480.1691, phone: 301.435.6197 or 
7592), and contact him with any questions you may have. 

The February meeting will be held in the Hubert H. Humphrey Building, 200 
Independence Avenue, in Washington, DC. You are welcome to attend. 

Sincerely, 

Stephen C. Groft, Pharm. D. 
Executive Director 
White House Commission on 
Complementary and Alternative 
Medicine Policy 



February 12, 2001 

Joseph M. Kaczmarczyk, MD 
White House Commission on Complementary 

And Altemative Medicine Policy 
6701 Rockledge Drive 
Suite 1010 
MS'7707 
Bethesda, Maryland 20817 

VIA E-mail KaczmaTo@mail.nih.gov 

Dear Dr. Kaczmarczyk: 

The American Chiropractic Association (ACA) appreciates the opportunity to respond 
to the questions posed in a letter sent on January 29, 2001 by Stephen Groft, Chairman of 
the White House Commission on Complementary and Alternative Medicine Policy. 
Representing nearly 20,000 members, the ACA is the largest chiropractic professional 
organization in the United States. In this capacity, we welcome and encourage an on­
going dialog with the Commission as it develops its formal pohcy recommendations. In 
addition, if this commission develops chiropractic-specific policy recommendations, we 
would respectfully request the opportunity to review them prior to their submission to 
Congress. 

In response to the Commissions specific questions, the ACA respectfully submits the 
following responses: 

1. Are there national educational standards for chiropractic undergraduate, 
postgraduate and continuing education? Should those national educational 
standards include exposure to conventional or western medicine as well as 
CAM? 

In the United States an individual pursuing a doctorate in chiropractic must meet 
educational and training requirements including a minimum of six years full-time 
university-level education followed by national and state licensing-board exams. 
Of those six years, two years must include university credits in qualifying 
subjects and then a four-year undergraduate program at a chiropractic college. 

To apply to a chiropractic college, a student is required to have at a minimum two 
years of pre-professional college education with a curriculum concentrated in the 
basic and biological sciences. Some chiropractic colleges are now requiring a 
bachelors degree. The purpose of the basic science component of the chiropractic 
curriculum is to give the student a thorough understanding of the structure and 
function of the human body in health and disease. With this foundation, 
students progress through the chnical sciences, where they begin to develop the 
knowledge and skill necessary for examination, diagnosis, and treatment. 



A chiropractic college curriculum consists of a minimum of four academic years 
of professional education averaging a total of 4,822 hours. There are five 
curricular areas that are emphasized in chiropractic education; adjustive 
techniques/spinal analysis, averaging 555 hours of clinical program, 
principles/practice of chiropractic, averaging 245 hours; and biomechanics, 
averagmg 65 hours. The clinical courses offered in chiropractic colleges deahng 
with diagnosis and chiropractic principles are allocated the most time, followed 
by orthopedics, physiologic therapeutics and nutrition. Three areas - adjustive 
techniques/spinal analysis, physical chnical laboratory diagnosis, and diagnostic 
imaging - account for an average of 52 percent of the education in chnical 
sciences. In addition, during internship, two years of hands-on chnical 
experience is focused on manipulation as the primary treatment procedure thus 
the emphasis in chiropractic clinical sciences is clearly on diagnosis and 
manipulative therapy. 
Postgraduate specialties include, but are not hmited to, chiropractic sciences, 
neurology, nutrition, orthopedics, radiology, and rehabilitation and sports 
chiropractic. The Council on Chiropractic Education (CCE) is the accrediting 
agency for chiropractic education programs in the United States. It was 
recognized by the U.S. Department of Education in 1974. 

The CCE and its Commission on Accreditation is an autonomous national 
organization recognized by the secretary of the United State Department of 
Education as the authority on the quality of training offered by chiropractic 
colleges. Certain requirements must be met before accreditation status can be 
initially received or renewed. The CCE Standards for Chiropractic Programs and 
Institutions includes criteria for assessment and planning, governance and 
administration, facihties, services and policies, instructional program objectives 
and content, faculty quahfications, admissions requirements, outcomes 
assessment, clinical competency and research. The CCE is a member of the 
Council on Higher Education Accreditation and the Association of Speciahzed 
and Professional Accredators. 

Post Graduate Standards 
Virtually all states have a mandatory continuing education requirement for 
doctors of chiropractic to maintain or renew their license to practice. Most 
prevalent is at least 12 hours per year in topics such as diagnostic skills, 
chiropractic techniques, risk management, public health, and professional 
boundary issues. 

Recognizing that doctors of chiropractic must keep abreast with new data and 
advanced procedures in health care, the chiropractic profession has supported 
continuing education as a yearly requirement for hcensing. Each accredited 
chiropractic college maintains a postgraduate (continuing) education division to 
provide postgraduate education to better assist the doctor of chiropractic in the 
care of the pubhc. Each postgraduate division or department produces programs, 
courses, and seminars that are designed to upgrade the competence, knowledge 
and ability of graduate doctors of chiropractic. 



All CAM providers who have direct access to patients should possess the ability 
to differentially diagnose and to refer and/or co-manage their patients' treatment 
if the condition is beyond their scope of expertise. 

There is a significant amount of exposure in chiropractic education to 
conventional or western medicine, since the typical chiropractic curriculum 
utilizes the same text and scientific information provided in medical schools. 
This is especially significant in the reahn of the basic sciences and diagnostics 
(e.g. chnical exam, laboratory, imaging, clinical testing). Some chiropractic 
colleges include courses in materia medica to better train their practitioners in 
the medical options available. Chiropractic colleges also provide courses in 
alternative forms of CAM. 

One issue of significance is the hmited ability for the chiropractic student to 
observe and manage a broad spectrum of conditions and or diseases as typically 
seen in a teaching hospital. While some chiropractic colleges and medical 
teaching institutions have had occasional collaborative activities, typically there 
is a lack of cooperation from the medical institution side. This is particularly 
egregious given that most of these institutions are supported by state and federal 
taxes. These pubhc institutions should provide any accredited institution, 
traditional medicine or CAM, the opportunity to broaden the student 
practitioners' knowledge and chnical expertise. 

Should there be national standards or certification to provide CAM practices 
and products? If so, how and by whom should national standards be 
estabhshed, to whom should they apply and how should they be 
implemented? 

In the United States, the practice of chiropractic is recognized by statute in aU 50 
states. Most common among all state laws is the ability of a patient to directly 
seek care from a doctor of chiropractic (primary care) and the duty and right of a 
doctor of chiropractic to perform an examination and provide a diagnosis. 

Under the auspices of all chiropractic colleges, students are required to pass a 
practical examination on their manipulation skills and a chnical competency 
exam prior to internship. In addition, the chiropractic profession is held to 
rigorous skill testing for hcensure. The principle testing agency for the 
chiropractic profession in the National Board of Chiropractic Examiners (NBCE). 
Estabhshed in 1963, the NBCE develops and administers a standardized national 
exam. In the development of the test, the NBCE utilizes no particular philosophy 
but formulates its test plans according to information provided collectively by 
chiropractic colleges, state hcensing agencies, field practitioners, and subject 
speciahsts. Among the top goals in administrating standardized exams are the 
promote of high standards of competence and assisting state licensing agencies in 
assessing competence. 



In its role as an international testing agency, the NBCE conducts the following 
examinations: Part 1 Basic Science subject exams - General anatomy, spinal 
anatomy, physiology, chemistry, pathology, microbiology and public health; 
Part II Chnical subjects exams - General diagnosis, neuromusculosketal 
diagnostic imaging, principles of chiropractic, chiropractic practice, and 
associated clinical sciences; and Part III Written Chnical Competency 
Examination Case - history, physical examination, neuromusculosketal 
examination, diagnostic imagmg, chnical laboratory and special studies, 
diagnosis or cluiical hnpression, chiropractic technique, supportive techniques 
and case management. 

In addition, all states require a practical examination prior to hcensure. This 
state licensure skill testing includes at a minimum, diagnostic imaging, 
differential diagnosis, chiropractic technique and case management. 

Should the numerous chiropractic organizations come together to form a 
community? If so, how and by whom should that community be formed? 

There aheady exist chiropractic "communities" that bring together the various 
chiropractic organizations in the promotion of research, education and practice. 
Among these organizations are: 

The World Federation of Chiropractic, which is made up of national 
associations from over 60 countries. The WFC represents these groups as well as 
the chiropractic profession in the international community. The WFC has ties to 
the World Health Organization and is a member of the Council of International 
Organizations of Medical Sciences. The goals of the WFC are to work with the 
national and international organizations to provide information on chiropractic, 
and to promote high standards in education, research and practice. Every two 
years, the WFC holds a meeting to review scientific research and continuing 
education information. 

The Congress of Chiropractic State Associations was formed in the late 1960s 
and is a non-profit organization consisting of state chiropractic associations. The 
mission of the Congress is to provide an apolitical forum for the promotion and 
advancement of the chiropractic profession through service to member state 
associations. The purpose of the Congress as stated in its Rules and Regulations 
is: to form a coalition of official chiropractic state organizations, serve as a forum 
or clearing house to help solve mutual state programs on a non-partisan basis, 
cooperate with other organizations in the advancement of natural health and 
chiropractic, assure that chiropractic attains its rightful place in the healing arts 
and to initiate, encourage and support programs and projects for the 
advancement of the chiropractic profession. 
The ACA has also encouraged member participation in the American Pubhc 
Health Association. Within the APHA is a Chiropractic Health Care Section. 
The section serves as a vehicle for chiropractic participation in mainstream public 
health activities and works to enhance chiropractic communications, education 



and credibility on pubhc health matters. Additionally, the ACA would certainly 
consider other national interdisciplinary health care organizations that would be 
based on parity of the professions and are dedicated to improve health for 
everyone. 

4. Should there be condition-specific or modality-specific practice guidelines 
and why or why not? If so, how and by whom should these guidelines be 
developed, to whom should they apply and how should they be 
implemented. 

Any guidelines, whether condition or modahty specific, must be developed 
through consensus by the chhopractic profession and reflect mainstream 
churopractic practices. It is important to note that guidehnes are dynamic, 
changeable and revisable as the profession, research and practice of chiropractic 
grows in knowledge and develops in the future. 

The practice of chiropractic may include a variety of responses to a particular 
chnical program and that adherence to any particular guidelines is voluntary. 
Except as provided otherwise, aU practice guidelines should not be considered 
inclusive of all proper methods of care or exclusive of other methods of care 
reasonably directed to obtaining the same results. The ultimate judgment 
regardmg the propriety of a specific procedure must be made by the practitioner 
in light of the individual circumstances presented by the patient. 

5. Are your members concerned about malpractice liability associated with 
providing CAM practices and products? 

Every profession has procedures that have risks associated with them. The tact is 
that virtually all interventions by medical doctors have complication rates higher 
than most commonly used chiropractic mterventions. While there is no reliable 
method to determine which patient may be prone to adverse reactions, some 
patterns have emerged - and doctors of chiropractic are educated in the screening 
of high-risk patients. Thus, through initial examination, doctors of chiropractic 
are able to help avoid adverse incidents by making the efiort to recognize those 
patients who could be at risk from treatment. The goal of the profession is to 
reduce those risks to zero and to help educate the medical profession about the 
dangers of the untramed apphcation of spinal manipulation. 

Chiropractic is one of the safest forms of treatment available today. According to 
a study by the RAND Corporation, a serious adverse reaction from cervical 
manipulation occurs once in 1 milhon manipulations. The complication rates for 
manipulation of the lumbar region of the spine are even lower. The same study 
showed that on the rare occasion of an adverse reaction it is often the result of 
improperly trained health care providers performing the manipulation procedure. 

When compared to the number of illnesses and death that will occur this year 
from the appropriate use of prescription and over-the-counter drugs, the number 



of serious complications from chiropractic treatment is extremely low. A 1999 
Institute of Medicine report concluded that medical errors kiO anywhere from 
44,000 to 98,000 hospitalized Americans each year. In addition, a study 
pubhshed m the April 15,1998 issue of the journal of the American Medical Associatior} 
found that more than 2 million Americans become seriously iU every year from 
reactions to correctly prescribed drugs and 106,000 die from those side effects. 

6. Are there any risks associated with CAM that may be of concern to your 
members? If so, can you suggest ways to minimize those risks? 

In a study addressing the safety of chiropractic spinal manipulation/adjustment, 
it is cited that improper adjusting technique is a major risk factor. Since "the 
greatest contraindication to manipulation is lack of training and skill, fijil-time 
practice is essential." (S R. Geiringer, "Manipulation Appropriate Low Back Pain 
Treatment? Questions and Answers," Jouma/o/MuscuJosklctal Medicine 7 (1990) 13-
14.) More recent authors have supported this particular position as well. 

Duly hcensed chiropractors utilize spinal manipulation/adjustment in treatment 
regimens nearly 100% of the thne and are rigorously skill tested spine 
examination, and diagnosis in this treatment technique (spinal manipulation). 
Therefore, they are equipped to recognize and avoid chnical contraindications. 

Several states, including Tennessee and West Vfrgmia have taken statutory steps 
to hmit the risks of unpropedy trained health care providers performing spinal 
manipulation by mandating a minimum number of classroom and chnical hours a 
provider must master prior to performing chiropractic spinal manipulation. 

7. Should there be a mechanism to address consumer concerns or grievances 
about the quality of CAM practices or products. If so, what should that 
mechanism be? 

State hcensing boards are by statute empowered to protect the public health 
safety and welfare. A chiropractic hcense is considered a privilege that may be 
suspended or revoked if a chiropractor is found in violation of established laws 
and regulations. 

State statutes require a licensing board to regulate each hcensed profession. 
Their responsibilities are to investigate consumer complaints, oversee the general 
application of health care laws, help update and develop regulations that better 
define appropriate conduct, continually review required credentiahng for doctors 
to practice safely and effectively, and apply appropriate disciphnary action. 

In addition to state-specific chiropractic hcensing boards, there is also the 
Federation of Chiropractic Licensing Boards (FCLB), which was founded in 1926 
to maintain higher, uniform standards in areas related to chiropractic hcensure, 
regulation, discipline, and education. As part of its mission, the FCLB conducts 



an annual conference for the unified adoption of resolutions protecting the 
professions examining regulatory standards and the consumer. 

All health care professionals, including CAM providers that market their services 
to the general public, should be under the auspices of a hcensing board to ensure 
proper credentialing and safety to the public. 

8. What information should a conventional health care provider 
communicate to a CAM practitioner? What information should a CAM 
practitioner communicate to a conventional provider either with a referral or 
without a referral as when a consumer self-refers? 

Doctors of chiropractic are trained and licensed to perform examination and 
diagnostic procedures. Accordingly they, like any other health care provider, 
should provide any pertinent historical information, examination findings or 
treatment outcomes to any other licensed health care provider that would assist 
that provider in treating the patient. This process should be reciprocal among all 
licensed health care providers. 

9. What policy recommendations would you like to make to assure the 
quality of CAM practices and products, whether they are provided by a 
practitioner or used as self-care? 

All CAM providers should be held to equivalent criteria as other licensed health 
care providers in the areas of education, hcensure, oversight from hcensing 
boards and public opinion. Care must be taken that the principles of each CAM 
practice be maintained and not supplanted by allopathic philosophy. As an 
example, prevention and welbess are a principle of the chiropractic profession 
and should be utihzed as the cost effective mechanism they have been shown to 
be, not discouraged in managed care programs as a quick fix for cost controls. 
Rather than make CAM fit the medical model, for the well-being of all 
consumers, guidehnes must be in place for responsible, interdisciphnary 
collaborative work between allopathic and CAM providers. 

The ACA appreciates the opportunity to work with the Commission on the development 
of CAM pohcies. If you have any questions regarding our response, or require additional 
information, please contact Ingrida Lusis, Dhector of Government Relations, at 703/276-
8800 or by email ilusis@amerchiro.org. 

Sincerely, 

Garrett F. Cuneo 
Executive Vice President 
American Chiropractic Association 
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January 30, 2001 

Aviva Romm, CRM, AHG 
Executive Director 
American Herbalist Guild 
1931 Gaddis Road 
Canton, GA 30115 

Dear Ms. Romm: 

I am writing this letter on behalf of the White House Commission on 
Complementary and Alternative Medicine Policy, established by the 
President in March of 2000. In carrying out its mandate, the Commission 
is addressing: (1) coordinated research on complementary and 
alternative medicine (CAM) practices and products; (2) appropriate 
education and training of CAM and conventional health care 
practitioners; (3) dissemination of reliable information on CAM to health 
care providers and the general public; and (4) delivery and public access 
to CAM services. Additional information on the Commission is available 
at its Web site at <http://wvw.whccamp.hhs.gov>. 

The Commission will meet on February 22-23 to discuss complementary 
and alternative medicine in terms of education and training of health care 
practitioners, quality of care, and accountability. To accomplish its goal, 
the Commission needs your organization's input before it begins its 
deliberations. Therefore, we would very much appreciate receiving your 
advice and comments on these issues by February 13, 2001, preferably 
by e-mail or otherwise by fax, so that the Commissioners have enough 
time to review them before the February 22-23 meeting. 

The questions that follow were developed to guide the Commission's 
deliberations. 
Are there national educational standards for herbal and botanical 
undergraduate, postgraduate, and continuing education? Should those 
national educational standards include exposure to conventional or 
western medicine as well as CAM other than herbs and botanicals? 
What is the current status of your certification? Why, how, and by whom 
was the certification process and examination developed and 
administered? Who is eligible to participate in your certification? How 
much does it cost? Is the certification life-long or time-limited? What 
does your certification mean for patients and for practitioners/providers? 
How does your certification relate to the assuring the public access to 
safe, effective CAM practices and products? What lessons did you learn 
as a result of embarking on the certification process? 
Should there be national standards or certification to provide CAM 
practices and products? If so, how and by whom should national 
standards or certification be established, to whom should they apply, and 
how should they be implemented? 



Should the numerous herbal and botanical organizations come together 
to form "a community?" If so, how and by whom should that "community" 
be formed? 
Should there be condition-specific or modality-specific practice 
guidelines and why or why not? If so, how and by whom should these 
guidelines be developed, to whom should they apply, and how should 
they be implemented? 
Are your members concerned about malpractice liability associated with 
providing CAM practices and products? 
Are there any risks associated with CAM that may be of concern to your 
members? If so, can you suggest ways to minimize those risks? 
Should there be a mechanism to address consumer concerns or 
grievances about the quality of CAM practices or products? If so, what 
should that mechanism be? 
What information should a conventional health care provider 
communicate to a CAM practitioner? What information should a CAM 
practitioner communicate to a conventional provider either with a referral 
or without a referral as when a consumer self-refers? 
What policy recommendations would you like to make to assure the 
quality of CAM practices and products whether they are provided by a 
practitioner or used as self-care? 

Thank you for your invaluable assistance. Please send your written 
comments to Dr. Joseph M. Kaczmarczyk (e-mail: 
KaczmaJo@mail.nih.gov, fax: 301.480.1691, phone: 301.435.6197 or 
7592), and contact him with any questions you may have. 

The February meeting will be held in the Hubert H. Humphrey Building, 
200 Independence Avenue, in Washington, DC. You are welcome to 
attend. 

Sincerely, 

Stephen C. Groft, Pharm. D. 
Executive Director 
White House Commission on 
Complementary and Alternative 
Medicine Policy 


