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Testimony of 
Donald A.B. Lindberg, M.D. 

Director, National Library of Medicine 
Before the White House Commission on 

Complimentary and Alternative Medicine Policy 
May 15,2001 

Thank you for inviting me to participate on this panel that is addressing 

Approaches to Evaluating Research Literature. The Commission is making an important 

contribution to advancing research on complementary- and alternative medicine (CAM) 

and to disseminating reliable information on CAM to health care providers and the 

public. I know that several of my fellow NIH institute directors akeady have testified 

before the Commission and I appreciate the opportunity to contribute this discussion. In 

addition, last March, Sheldon Kotzin, Chief of tlie National Library of Medicine's (NLM) 

Bibliographic Ser\'ices Division testified before your Commission, focusing on access to 

complimentary and altemative medicine (CAM) resources available through NLM 

databases. He highlighted our collaborative effort with NIH's National Center for 

Complementary and Alternative Medicine to create CAM on PubMed. Today I will 

discuss the coverage of CAM joumals in MEDLINE, the process by which items are 

selected for inclusion in our databases, and the expansion of CAM terms in the thesaurus 

of medical subject headmgs (MESH). 

The users of MEDLINE are many and varied, including researchers, health care 

practitioners, educators, administrators, and students in this country and abroad. Now 

that MEDLINE is easily accessible via the World Wide Web, we also count the general 

public among our main audiences. Our database, therefore, must reflect this diversit>' and 

include joumals in many disciplines related to the health sciences broadly. Because 
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much important research is done m other countries, and published in languages other than 

English, our scope must be woridwide. 

MEDLINE has always contained literature conceming complimentary and 

altemative medicine. Historically, most of the referenced articles were from non-CAM-

related journals. However, in recent years more joumals with CAM content have been 

recommended for inclusion in MEDLINE. The expansion of our coverage of CAM 

literature relied significantly on advice that we received in 1997 from Dr, Jonas when he 

was head of the NIH National Center for Alternative and Complimentary Medicme 

(CAM). The Center compiled a list of 695 journals that published most of the articles in 

the field. NLM then sent the list to J4 organizations speciaUzing in complementary and 

alternative medicine for their recommendations. Of the 695, it was found that NLM 

ah-eady held in its collection 79 percent of the titles. Six more titles were added to the 

Library's collection as a result of that initial review. 

We currently mdex in MEDLINE 75 primarily CAM journals. Appendix A 

provides a sample list showing the range of CAM joumals in MEDLINE. It is important 

to emphasize that in addition to joumals specifiically devoted to CAM subjects, articles 

concerning CAM may be selected from any of the 4,500 joumals currently indexed in 

MEDLINE. Indeed, if one searches CAM on PubMed, you will find more than 230,000 

citations. 

The Library uses a NIH chartered committee, the Literature Selection Technical 

Review Committee (LSTRC), to review all new journal titles and recommend those to be 

indexed, the members of LSTRC, whose appointments are approved by the Director of 

NIH, come from a broad range of fields in biomedicine, allied healtli, and life sciences. 
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They include medical scientists and administrators, health practitioners, and librarians, 

Although some of the reviewers have knowledge of CAM subject matter, we plan to 

expand our expertise in this field in the future. The Committee also seeks outside 

expertise, including from professional societies and through collateral reviews. 

LSTRC meets three times each year and considers more than 140 joumals at each 

session, regularly including reviews of CAM joumals, Primary and secondary reviewers 

are assigned to each joumal. Based upon the ratings assigned by the Committee to each 

joumal, approximately 25-30% arc reconunended for inclusion in MEDLINE. Each year, 

NLM also conducts subject reviews and considers all the joumals in a particular subject 

field, Last year the Committee reviewed pharmacology journals and this year they are 

considering public health joumals. 

The final selection is based upon ray judgement and that of ttie reviewers, but 

NLM has published guidelines that provide a consistent set of critical elements that we 

use in making these decisions. The scientific merit of a journal's content is the primary 

consideration in the selection of joumals for inclusion m tlic database. The key factors 

m determming quality arc the journal contend' validity, importance, originality, and 

contribution to the field. Sometimes joumals fill a special niche that is not otherwise well 

covered in the literature. 

Another key factor we consider is the editorial quality of the joumal. Hie process 

by which the joumal selects articles, conducts peer review, ensures objectivity, and 

adlieres to ethical guidelines all contribute to the Committee's rating, Production quality 

also is iniporiant. Reviewers look at the quality of the layout, printing, graphics, and 

illusttation of each joumal. Lastly, reviewers consider the value of non-U.S . journals that 
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report on local or regional health conditions. Fifty-five percent of PubMed's use is fi-om 

outside the United States and today 59 percent of MEDLINE's joumals are published 

outside the United States. While 85 percent of the journals are in English, foreign 

material on indigenous health conditions and treatments is vital in today's worid where 

we are all more closely connected and health problems arise on a global scale. 

If you look at the content of joumals indexed in MEDLINE it generaUy fits into 

one of the following categories: 

1: Reports of original research 

2. Original clinical observations accompanied by analysis and discussion 

3. Analysis of philosophical, ethical, or social aspects of the health professions 

or biomedical sciences 

4. Critical reviews 

5. Statistical compilations 

6. Descriptions of evaluations of methods and procedures 

7. Case reports with discussions 

I hope that this description provides you with an understanding of how NLM 

selects items, including those with CAM content, for our databases. I would like to 

conclude my remarks by highlighting a recent NLM initiative to enhance public access to 

CAM literature that I believe is of interest lo the Commission. NLM has fimded 53 

projects in 34 states and the District of Columbia to provide trainmg in rehieving online 

healtli information for professionals in public libraries and other location institutions. 

Working through our National Network of Regional Medical Libranes, wc have 

expanded the ability of librarians at local libraries to answer patron questions about 
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resources for health information and to direct them to useful sites on the Intemet, such as 

CAM on PubMed. 

We have received a great deal of positive feedback about the value of this effort 

for introducing the public to reliable, up-to-date health information. Surveys indicate that 

while most people search for health information on the Web from the privacy of their 

own homes, they often find out about these online resources through public libraries and 

other local instimtions, We believe that the kmd of programs that NLM sponsors for 

training local public librarians and for expanding consumer outreach will contribute 

substantially lo making the public aware of helpful information concerning 

complementary and alternative medicine, 
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Appendix A 

Representative Altemative Medicine Titles in Medline 

AAOHN .lournal; .'Vmerican .Association of Occupational Health Nursing 
Acta Pharmaceutica Sinica; Yao Hsuch Hsuch Pao 
Acta Pharmacologica Sinica; Chung-Kuo Yao Li Hsueh Pao 
Acupuncture and Electro-Therapeutics Research 
Acupuncture Research; Chen Tzu Yen Chiu; Zhen Ci Yen Yan Jiu 
Advances in Mind Body Medicine 
Alternative Medicine Review 
Altemative Therapies in Health and Medicine 
Ainerican Joumal of Acupuncture 
American Joumal of Chinese Medicine; Mei-Chou Chung-Kuo I Hsueh Tsa Chih 
American Joumal of Clinical Nutrition 
American Joumal of Health Promotion 
American Joumal of Preventive Medicine 
Annual Review of Nutrition 
Applied Psychophysiology and Biofeedback 
Arzneimittel-Forschung 
British Homoeopathic Joumal 
British Joumal of Clinical Pharmacology 
British Journal of Nutrition 
China Joumal of Chinese Materia Medica 
Chinese Joumal of Integrated Traditional and Westem Medicine 
Chinese Journal of Preventive Medicine 
Chinese Medical Joumal 
Chiropractic History 
Complementaiy Therapies in Medicine 
Complementary Therapies in Nursing and Midwifery 
Culture, Medicine and Psychiatry 
Drugs under Experimental and Clinical Research 
Environmental Health Perspectives 
Forschende Komplementarmedizin 
Fortschritte der Medizin 
Health Affairs 
Holistic Nursing Practice 
Hospital Medicine 
Human Nutrition. Applied Nulrition 
Human Nuuition. Clinical Nutrition 
Indian Joumal of Experimental Biology 
Indian Joumal of Medical Research 
International Joumal for Vitamin and Nutrition Research 
Intemational Joumal of Psychophysiology 
Intemational Joumal of Psychosomatics 
Joumal of Alternative and Complementary Medicine 
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Alternative Medicine Titles in Medline (Continued) 

Journal of Chinese Medicinal Materials 
Joumal of Ethnopharmacology 
Joumal of Holistic Nursing 
Journal of Manipulative and Physiological Therapeutics 
Joumal of Natural Products 
Joumal of Nuuition 
Joumal of Nutritional Science and Vitaminology 
Joumal of Psychoactive Drugs 
Journal of Spinal Disorders 
Joumal of Substance Abuse 
Joumal of the American College of Nutrition 
Journal of the American Dietetic Association 
Journal of the American Osteopathic Association 
Joumal of Traditional Chinese Medicine 
Medical Anthropology 
Medical Hypotheses 
Metabolism: Clinical and Experimental 
Nutrition and Cancer 
Nutrition and Health 
Nutrition Reviews 
Orvosi Hetilap 
Pain 
Pharmacology, Biochemistry and Behavior 
Phytomedicine 
Phytotherapy Research 
Planta medica 
Proceedings of the Nutrition Society 
Progress in Clinical and Biological Research 
Social Science and Medicine 
Veterinary and Human Toxicology 
Women and Health 
Women's Health Issues 

In addiuon to these 74 joumals, another 60O-7O0 joumals included in MEDLINE also publish 
articles m the field of Complementary and Alternative Medicine. For example, these include 
such titles as Lancet, British Medical Joumal, Canadian Medical Association Joumal the Journal 
of Biological Chemistry, JAMA, and the American Joumal of Physiology 
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Donald A.B. Lindberg, M.D. 
Director 

National Library of Medicine 

Donald A.B. Lindberg, M.D., a scientist who has pioneered in applying computer technology to liealth care 
beginning in 1960 at the University of Missouri, in 1984 was appointed Director of lhe NationaJ Library of 
Medicine, the world's largest biomedical library (annua! budget $246,351 million; 600 career staff). From 1992-
1995 he served in a concurrent position as founding Director of the National Coordination Office for High 
Performance Computing and Communications (HPCC) in the Office of Science and Technology Policy, Executive 
Office of the President (annual budget $1.1 bilUon; 12 federal agencies, including DOD, DOE, NSF, NASA HHS, 
VHA, DOC, EPA). In 1996 he was named by the HHS Secretary to be the U-S Coordinatoi for the G-7 Global 
Healthcare Applications Project. 

In addition to an eminent career m pathology. Dr. Lindberg has made notable contributions to information and 
computer activities in medical diagnosis,, artificial inteIHgence, and educational programs. Before his 
appointment as NLM Director, he was Professor of Information Science and Professor of Patholog}' at tlie 
University of Missouri-Columbia. He has a current academic appointment as Adjunct Pro/essor of Pathology at 
the University of Maryland School of Medicine 

Dr. Lindberg was elected the first President of the American Medicai Informatics Association (AML\). As the 
country's senior statesman for medicine and computers, he has beer caUed upon to serve on many boards including 
the Computer Science and Engineering Board of the NaHonal Academy of Sciences, the National Board of 
Medical Exammers, the Council of the Institute of Medicine of the Nalional Academy of Sciences. 

Dr. Lindberg is the author of three boolyj: Tho rnmpiit>.r ^r,^ yipH.rpl Carc: Computers in Lifp .Srjence Re.searĉ :̂ 
and IM-Growth Qf Medical information Systeirts in the United '̂ tatRs, several book chapters, and more than 200 
articles and reports. He ha.s served as editor and editorial board member of nine publications including the 
Joumal of the Ainerican Medical Association. 

Dr. Lindberg graduated Magna cum Laude from Amherst College and received hi.s M P. degree from the College of 
Physicians and Surgeons, Columbia University. Among the honors he has received are Phi Beta Kappa, Simpson 
Fellow of Amherst College, Markle Scholar m Academic Medicine, Surgeon General's Medallion, recipient of the 
First AMA Nathan Davis Award for outstanding Member of the Executive Branch ui Career Public Service, the 
Walter C Alvarez Memorial Awerd of the American Medical Writers A.ssociation, the Pre,'»idential Senior 
Executive Rank Award, Founding FeUow of the American Institute of Medical and Biologicai Engineering, the 
Outstanding Service Medal of the Umformed Services University of the Health Sciences,, Federal Compuin 
\^t'ek'i Federal 100 Award, Computers in Healthcare Pioneer Award, Association of Minority Health 
Professions Schools Commendation, RCI High Performance Computing Industry Recognition Award, U..^. 
National Coinmission on Libraries and Information Science Silver Award, Coimcil of Biology Editors Meritorious 
Award, Pre.Sidential Rank Award of Meritorious Executive in the Senior Executive Service, Medical Library 
Association President's Award, American College of Medical L\formahcs Morris F, Collen, M.D. Award of 
Excellence, Johns Hopkins University School of Medicine Ranice W. Crosby Distinguished Achievement Award, 
New York Acadcrny of Medicine Infomiation Frontier Award, 2001 Cosmos Club Award, Fellow of the Americ.xn 
Association for the Advancement of Scierice, and honorary doctorates from Amherst College, the State University 
of New York at Syracuse and the University of Missouri-Columbia. 

May 2C01 
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Douglas B. Kamerow, M.D,, M.P.H. 
Assistant Surgeon General USPHS 

Dr. Douglas Kamerow, an Assistant Surgeon General in the U S. Public Health Service 
Commissioned Corps , is cun ently Director of the Center for Practice and Technology 
Assessment (CPTA) of the Agency for Healthcare Research and Quality (,\HRQ) m Rockville, 
Maryland Since October 1994, Dr. Kamerow has led AHRQ's programs to improve the quality 
of health care in the U.S. through the development and implementation of evidence-based tools. 
These tools have included the 19 .AHRQ clinical practice guidelmes, which wsre widely 
disseminated and very influential. CPTA's current programs include 12 Evidence-based Practice 
Centers, the U.S. Preventive Services Task Force, the National Guideline C iecUnnghouse, and 
research on implementation of evidence-hased recommendations into healtli care. 

Before Joining AHRQ, Dr. Kamerow was foi six years Director of the Clinical Preventive 
Services Staff of the PHS Office of Disease Prevention and Health Promotion (ODPHP). He was 
managing editor of the first and second editions of the report of the U.S. Preventive Services 
Task Force, tiie Guide to Clinical Preventive Semices. He also conceived and directed tlie 
development and implementation of the PHS national clinical preventive services education 
campaign, "Put Prevention into Practice," including editing the first edition of the Clinician i 
Handbook of Preveniive Services, pubhshed in 1994. 

A family physician with training in epidemiology, Dr. Kamerow graduated with honors from 
Harvard College and received his medical degree from the University of Rochester and a master's 
degree in public health from Johns Hopkins University. He is board-certified in family practice 
and in preventive medicine. During his PHS career, Dr. Kamerow also has served as a general 
praciiuoner in the National Health Service Corps and as the Director of the Primary Care 
Research Program of the National Institute of Mental Health (NIMH). 

Dr. Kamerow is also the PHS alternate delegate to the Americaji Medical Ass(x;iation'3 House of 
Delegates, working with the Surgeon General to present PHS policies and positions to the AMA. 
He holds the rank of Clinical Professor in the Department of Family Medicine at Georgetown 
Uiuversity, where he teaches medical students and family practice residents. 

Dr. Kamerow has edited three books and authored or co-autl:ored nioie than 40 articles, 
editorials, book chapters, and monographs on evidence-based medicine, guidelines, preventive 
services, and mcfntal disorders in primary care. He has received numerous awards for his work f t 
AHRQ, ODPHP, and NIMH, including most recently the DHHS Secretary's Award for 
Distinguished Service, the AHRQ Administrator's Distinguished Service Award, and the 
Smgeon General's Exemplary Service Medal. 

A native of the District of Columbia, Dr. Kamaow lives in Chevy Chase, Maryland witli his 
wife, Celia Shapiro, and their three children. 

12/99 



AHRQ, CAM, and EBM 

Douglas B. Kamerow, M.D., M.P.H. 

Assistant Surgeon General 

Agency for Healtticare Researcti and Quality 

Overview 

Agency for Healtticare Researcti and Quality 

Complementary and Alternative Medicine at 
AHRQ 

AHRQ's Evidence-based Practice Centers 

EPCs and CAM 

AHCPR is Now AHRQ! 

Became official on December 5, 1999 when 
President signed reauthorization legislation 
Mission: support, conduct, and disseminate 
research that improves access to care, reduces 
its cost, and improves the outcomes, quality, 
and appropriate use of health care services 
Lead Federal agency in improving health care 
quality through health services research 
FY 2001 budget: $260 million i7T7% 

AHRQ Structure 

Director OM 

ORREP 1°-: 

OHCI I 

GOER CPGR GPTA CQMI 

Now Rauorthon HwM T b o t m l Trarafabrq 
Priori tr Hanllh Tdanttara Buaarchmto 

h u m HmCantury Pracbca 

Overview of AHRQ CAM Activities 

Outcomes and effectiveness research 
- Ivlainly on back pain, investigating chiropractice 

and acupuncture 

Surveys 
- tvledical Expenditure Panel Survey (MEPS 
- Nationally representative tiousehold survey 

- Collecting data on CAIVl usage by individuals 

Synthesis 
- Evidence-based Practice Centers (EPCs) =7~ 



ctiiropractic 

Chiropractic vs. physical therapy -
a randomized trial (included monograph 
comparing chiropractic and medical school 
education) 
Low back pain outcomes and efficiency of 
care (included chiropractic) 
Manual therapy in primary care of acute low 
back pain 
Chiropractic vs. medical care for low bad 
pain 

Acupuncture and 
Other Alternative Tlierapies 

Alternative therapies for back pain - a 
randomized trial (traditional Chinese 
acupuncture and therapeutic massage) 

Evaluating the efficacy of acupuncture for 
back pain (pilot study co-funded with 
NCCAM) 
Acupuncture treatment of depression during 
pregnancy (pilot study co-funded with 
NCCAM) ^ f i r ' 

Medical Expenditures Panel 
Survey (MEPS) 

Annual household survey of 27,000 Americans 
Representative of civilian non-institutionalized 
population 
Tracks health services and costs 
1996 data was available in January 2000 

MEPS and CAM 

• Tracks use of these CAM therapies: 
- Acupuncture Homeopattiy 
- Nutritional Spiritual 
- IVIassage Hypnosis 
- Herbal Ctiinese/lndian/ayurvedic 
- Biofeedback 
- Ivleditation 

MEPS and CAM 

Counts of use 
Cost of visit 
Allows comparison of use of CAM and 
conventional therapies 

Evidence-based Practice Centers 
(EPCs) 

Created in 1997 
12 centers 
Produce evidence 
reports/technology 
assessments 
Work with public and 
private sector partners 
User driven 



Evidence-based Practice Centers 

• BC/BS • New Eng. Med. Ctr. 
• Duke U. • Oregon HSU 
• ECRI • So. Calif. - RAND 
• Jotins Hopkins U. • RTI - UNC 
• MclVlaster U. • UCSF - Stanford U. 
• MetaWorks • U. Texas San Antonio 

Potential Uses -- To Develop. 

Clinical practice guidelines 
Performance measures 
Quality improvement programs 
Coverage policies 

Systematic Reviews 

Concise summahes of the best available 
evidence addressing sharply defined clinical 
questions, using explicit and rigorous methods 
to identify, critically appraise, and synthesize 
relevant studies (Mulrow C, Cook, D 
Systema//c Rewews, ACP, 1998) 

Evidence Reports 

"Front end" of guidelines, QI programs, 
coverage decisions 
Focused on a few specific questions 
Systematic and thorough reviews 
Peer reviewed 
Published and widely disseminated 

Full Text of EPC Evidence Reports 

Includes all analyses 
Evidence tables and 
references 
Search strategies 
Available from AHRQ 
Clearinghouse: 
1-800-358-9295 

Four-Page Summaries of 
EPC Evidence Reports 



EPCs and CAM 

Sponsored by National Center for Complementary 
and Alternative Medicine, NIH 
- Routine evidence reports 

• Garlic and heart disease/cancer 

• Milk thistle and liver disease 

- Multi-year task order with RAND 
• Three topics completed, nnore underway 

Sponsored by the Office of Dietary Supplements 

- Ephedra, others to come —v. 

RAND CAM Topics 

Mind-body medicine and gastrointestinal 
disease 

Ayurvedic medicine and diabetes mellitus 

Methods report on evaluation of non­

randomized tnals with meta-regression 

More topics in coming year 

Uses of AHRQ CAM Evidence Reports 

• What works and what has been proven 

• What has promise for more research 

• Methods and bibliographic research 
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Brief Biography 

BRIAN M. BERMAN, M.D. 

University of Maryland School of Medicine 
Complementary Medicine Program, Department of Family Mediciue 

Kernan Hospital Mansion 
2200 Kernan Drive, Baltimore, MD 21207-6697 

Tel: (410) 448-6871 Fax: (410) 448-6B75 

Dr. Berman is the founder and director of the Complementary Medicine .?i-ograiii at the 
Umversity of Maryland School of Medicine and Professor of Family .Medicine. Board 
certified in family tnedicine aiid pain rjis-nageraent, Dr. Bennan has trained extensively in 
acupuncture and homeopathy and has integrated these therapies into his clinical practice 
over the past 17 years. He holds a diploma in Traditional Chinese Medicine and, in 
addition to being a founding member of the American Academy of Medical 
Acupuncturietjs, he is a .member of the Royal Society of Medicine and the Facult). of 
Homeopathy in Britain, 

Dr. Herman is principal investigator of a National Institutes of Health (IvJIH) center grant 
for the smdy of alternative rnedicine in the treatment of arthritis and related disorders. He 
is principal or co-investigator of eight research studies in complementary medicine 
funded by the NIH, the Departn.ient of Defense and private foundations, including a large, 
multi-site randomized controlled trial of acupuncture in the treatment of osteoarthritis and 
studies of acupimcture for acute post-operative pain and nausea and vomiting. Interested 
in investigating the scientific foundation and efficacy of therapies currently outside the 
mainstream of medicine and evaluating their contribution m the treatment of clironic 
ailments such as pain, Dr. Berman established the first university-based center in the 
United States focusing on reseaich, education and clinical care in complementary 
m.edicine. He has published widely in the field and was recently awarded the 
intemational Seirin award m recognition of his contributions to acupuncmre research. 

Dr Bennan has served as adviser to the NIH, chairing the firsi advisoiy panel to the 
National Institutes of Health OfBce of Alternative Medicine (NIH-OAM) and 
participating as a member of the NIH Alternative Medicine Program Advisor>' Council 
for six years. In addition, he chaired the NIH-OAM editorial board for its 350-pa8e 
report, Alternative Medicine: Expanding Medical Horizons. Dr. Berman also seizes as 
Field Coordinator for the Coraplementar>' Medicine Field of the intemational Cochrane 
CoUaboration, an organization dedicated to evaluating all medica] practices. 



t i e / z u a i i i i o ' '^ iUHqoDO^Q ^jU'iri ' icLJ u n i ' 

Brian M. Berman M.D. 
Professor of Family Medicme 

Director^ Complementary Medicine Program 
University of Maryland School of Medicine 

PRESENTATION TO THE WHITE HOUSE COMMISSION ON 
COMPLEMENTARY AND ALTERNATIVE MEDICINE POLICY 

May IS, 2001 

Mr. Chairman and members of the Commission, I am extremely honored to be given the 
opportimity to speak with you today on the evaluation of comple.raeiitary and altemative 
medicine (CAM) research literature and the role of the Cochrane Collalx)ration, as well 
as research traimng for CAM practitioners and the integration of CAM research into 
conventional academic health centers. 

I am a board certified family practitioner and pain management specialist with extensive 
traimng and clinical experience in a variety of C.AM modalities. I am also Director of the 
University of Maiyland Complementary Medicine Program and Principal Investigator of 
a National Institutes of Health (NIH)-fiinded Specialized Center of Re.search in CAM as 
well as a PI & co-investigator on a number of NIH-funded clinical trials. As such, I am 
both a clinician and a scientist. As I speak to you today I will mainly be wearing my 
research hat. One of the mam areas of focus of our center at the University of Maryland 
is the investigation of the safety, efficacy and mechanism of CAM tlierapies for pain-
related problems. We design and conduct original, rigorous research tnals, in addition to 
systematically distilling the best evidence available worldwide and communicating these 
results to the chnical, scientific and public communities. The first half of my 
presentation will address the importance of the work in systematically reviewifjg the 
CAM scientific literature. 

Evaluation of CAM Research Literature and the Role of the Cochrane 
Collaboration 

The Cochrane Collaboration is an international organization founded m 1993 that 
prepares, maintains and disseminates systematic, up-to-date reviews of health cai-e 
interventions. It was started in response to the challenge made by Archie Cochrane, an 
eminent British epidemiologist, that people v̂ 'ho want to make informed decisions about 
healthcare do not have ready access to reliable reviews of the available evidence. 

The aims of the Collaboration are to provide infonnation that is: 
• Evidence-based 
• Easily accessible 
• Internationally developed 
• Quality controUed 
• Chnically useful 
• Periodically updated [ 

Brian M. Berman, M.D, 
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The Collaboration is being built on nine principles: 
Collaboration 
Building on the enthusiasm of individuals 
Avoiding duplication 
Minimising bias 
Keeping up to date 
Ensuring relevance 
Ensuring access 
Continually improving the quality of its work 
Continuity 

The significance of the work of the Collaboration to medicine has been compared to that 
of the Human Genome Project. Not only does it provide an invaluable sei-vice in 
overcoming "the great collective ignorance about the effects of health care" (.Ajchie 
Cochrane), it also provides invaluable infonnation to guide fiiture research efforts. 

The Cochrane Library 
One of the main outputs of the Collaboration is the Coclirane Library which includes 
several databases: 

• The Cochrane Database of Systematic Reviews contains Cochrane system atic 
reviews. 

• TTie Cochrane Controlled Trials Register is a bibliographic database of controlled 
trials. 

• The Database of Abstracts of Reviews of Effectiveness (DARE) includes structured 
abstracts of systematic reviews which have been critically appraised by reviewers. 

• The Cochrane Reviê v Methodology Dauibase is a bibliography of ailicles on the 
science of research synthesis. 

• Reviewers' Handbook on the science of reviewing research. 
• Glossary of methodological terms and Cochrane jargon; and contact details fnr 

review groups and other groupings in the Collaboration. 

At present there are 1081 reviews and 307,872 trials in the Reviews Database and the 
Registry and 2793 abstracts m DARE, an amazing achievement for an organization that 
has not yet celebrated its 8" birthday! The Library is available electronically 

The Complememarv Medicine Fiejd 
In 1996, through the interest of a number of researchers from countries; around die globe 
and the encouragement of Wayne Jonas (Director at the time of the NIH- Office of 
Alte.mative Medicine), a Complementary Medicine Field was registered withm the 
Collaboration. The purpose of the Field is to 1) ensure the prionties and perspectives of 
CAM arc reflected m the work of collaborative review groups; .2) compile a database of 
CAM reviews; 3) compile a rsgistiy of trials in CAM for uploading to the central 
Cochrane Registry, 4) coordinate activities with relevant agencies outside the 
Collaboration; and 5) comment on systematic reviews relating to CAM. The Field is 

Brian M. Berman, M.D. 



coordinated by our Center at the University of Maiyland and we now also maintam the 
CAM Registry, The work of the Field has received support from NCCAM. 

The Cochrane CM Field Trials Registry 
The CAM Trials Registrj' has been a significant undertaking since it aims lo bs inclusive 
of ail randomized controlled trials in CAM, published or unpublished, in any language. 
Many of the trials and tribulations of finding relevant studies are outlined in an article 
about the CM Field published in JAMA in 1998. Challenges have included 1) the 
difficulty of captunng all C.\M studies through MEDLINE (and other electronic medical 
database) searches due to factors such as the limited scope of practices defined by 
MEDLINE as altemative medicine and the limited number of joumaJs ccntainmg C.AM 
literature that have been indexed hy MEDLINE, 2) the need to identify and search 
electromc databases world-wide that may contain CAM literature, and 3) the need to 
hand-search journals that arc published aiound the world. As part of our effort to 
increase accessibility of C.AM literature, members of the Field have worked with the 
National library of Medicine to make recommendations to improve the number of CAM 
joumals indexed by MEDLINE and to make theii' Medical Subject Headmg.s indexing 
system more sensitive and precise for searching on CAM, There are now over 5300 
randomized controlled trials and controlled clinical trials in the Cochrane CM Trials 
Registiy. 

Criteria for Inclusion as C M j 
The criteria used in our selection process with regard to CAM topics is based cn the 
definition of CAM developed at the Apnl 1995 NIH, OMl Methodology Conference: 

"CAM is a broad domain of healing resources that encompasses all health systems, 
modalities and practices and their accompanying theories and beliefs, other than those 
intrinsic to the politically dominant health system of a particular society or culture in a 
given historical period. CAM includes all such practices and ideas self-defined by their 
users as preventing or treating illness of promoting health and well-being. Boundaries 
within CAM and between the CAM domam and that of the dominant system are not 
always sharp or fixed." 

However, since this definition does not nece:i3anly guide decisions about whether an 
intervention falls under the rubric of CAM, we use the definition as an inclusion cnteria 
and have developed three exclusion criteria. An intervention will be excluded from the 
Coclirane CAM registry if it meets two of the criteria: 

1. Is the mtervention, when practiced in this manner, at this dose, with tliese 
patients, almost exclusively practiced by those with "conventional medical 
qualifications"? 

1. Is the intervention when practiced in this manner, at this dose, with these patients, 
a recommended treatanent (i.e. a significant number of standard medical or 
paramedical references refer to use of the therapy as routine)? 

3. Does the intervention fail to inA-olve any dieoretica] divergence with niainstreara 
medicine or science? 
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S^T^T ' '̂""̂  ^-^^^ '"^'^^ '̂ ^^ '̂Sy that we have developed for 
MEDLINE, which also gives an overview of therapies that Cochrane considers to fall 
under the mbnc of CAM. The value of this seajrch strategy is demonstrated m the 
toUowing graph, companng the number of trials captured through three different search 
strategies. The left column reflects a search of MEDLINE using just the " Ajtemative 
Medicine" medical subject heading (MeSH) combined with "Randomized Controlled 
Tnal as a publicanon type. The middle column is a comprehensive MEDLINE search 
using the much broader Coclirane defined Complementary Medicine thesaums and search 
strategy. The right column reflects a search using the Cochrane Complementary' 
Medicine thesaums and search strategy on multiple databases as well as conducting hand 
searches of non indexed joumals, conference proceedings and abstracts 

Systematic Reviews 
Having identified all existing relevant literature, the next step is to conduct systematic 
reviews which will synthesize the results of these pnmary investigations Systematic 
reviews are concise summanes of the best available ev̂ idence dial address sharply defmed 
clmical questions. The process of conducting a review is outlined in the following, steps-

1. A well-fomiulated question is asked 
2. A comprehensive search is conducted to identify all potentially relevant articles 
3. Articles tliat meet explicit, reproducible critena are selected 
4. The study design and chai'acteristics of each trial are critically appraised - diere 

are 9 checklists and at least 25 different scales for assessing trial quality 
Tlie data ai-e synthesized 
The results are inteipreted 
A structured repon is written 
The review is updated periodically as nê v studies are identified 

Looking specifically at .steps 3 & 4, a cleariy formulated question helps define die criteria 
that studies must meet to be included in the review. These inclusion criteria can be 
divided mto five categories: 1) type of person (including disease, personal chai-acteristtcs 
population); 2) type of intervention; 3) l}pe of control, 4) type of outcome; ^) tvpe of ' 

5. 
6. 
7. 
8. 
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Study design. In evaluating the quality of the studies Cochrane uses scales, such as the 
Jadad and Oxman scales, with close attention paid to the recently revised (Consort 
statement published in JAM.^, April 2001. Of particular importance are die 
randomization process, allocation concealmem, and masking (blinding) issues as well as 
whether there was adequate follow-up and attention to drop-outs. It is'well recognized 
that poorly designed tiials can exaggerate tiratment outcomes and give misleading 
infonnation on effectiveness. Likewise, pooriy conducted reviews can be misleading, 
hence the emphasis on a systematic process to minimize en-or and bias. 

There are now 208 systematic reviews m the Cochrane CM Field Reviews Registry A 
list is attached (Addendum 2) but reviews range from topics such as acupuncture fbr low 
back pain, to echinacea for the prevention and treatment of the common cold. 

What Use are Reviews to Us? 
The value of a systematic review is that it helps keep us up to date. For consumers, 
systematic reviews can help cohere conflicting results of research. Policymakers can 
draw on systematic reviews when developing practice guidelines or conducting risks 
assessments and economic analyses. Practitioners (already overwhelmed at die number 
of journals published every year and the daunting task of s>'nthesizing all this infonnation 
so It IS of use to them) can use reviews to answer specific clinical problems Does this 
therapy work? Is it safe? Will it be safe and effective for my patient? Researchers can 
use reviews to define research agendas, summarize the existing data, refine their 
hypotheses and estimate sample sizes. What reviews cannot do is replace sound clmical 
reasoning. Knowledge, skills, values and research evidence need to be integrated into 
each patient clinical encounter. Reviews provide the quality evidence to this mix-
evidence that is generated systematically, refined through a comments and criticisms 
process, and that is kept up to date on a regular basis. 

The Value of Reviews - A Brief Hi.storv in Time 
As an example of the impact a systematic review can have there is an interesting short 
tale about the histoty of St. John's Wort iu die U.S. St. John's Wort was until recently a 
httle known herb in this countiy. In 1996, however, a founding member of the Cochrane 
CM Field, Klaus Lmde, and some colleagues publislied a s>'s1ematic review in the Brifish 
Medical Joumal showmg the anti-depressant effects of St. John's Wort. Six months later 
the television show 20/20 used the review as the basis for a program. By 1997 St John's 
Wort had gotie fi-om being well below the 20 best selhng herbs to being one of'the top 10 
It reached the radar screen of die NIH and m 1998 they fimded a multi-center Phase m 
clmical trial of St. John's Wort for severe depression. Had Linde never published his 
review the latter part of this story probably would still not have happened. Most of the 
llteratttre showing the safety and effectiveness of this herb was published in non-English 
journals and no-one had ever gathered together this infonnation to cntically appraise it 
and draw out its clinical findings. 

The Role Qf the Consumer m the Cochr;̂ e Collaboratinn 
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The Collaboration puts a high pnority on consumer input throughout all levels of a.-ti .iiy 
trom Identifying important questions to commenting on drafts of reviews and helping "' 
dissemmate results. As a whole, the Collaboration is a highly successfiil modpl of 
international cooperation and, especially in counti-ies such as the United Kingdom a 
model of participatory research among consumers. policvmal,.ers, investitiaio-s and 
ciinicians. 

Within the CM Field, our consumei; lepresentative, Claire Allen, has been verv active in 
helping reviewers make dieir reviews more consumer fnendlv and composing'lay 
summai-ics. These consumer related changes aie timely - since 1999 idl Cochrane 
abstracts of completed reviews appeai- in MEDLIN-E, Claire has also been involved with 
sur\-eymg consumers to idemi.fy obstacles to becoming involved with Cochrane, 

Policy RecommendatjomE^fiaidint: the Evaluation of Research Literature in r A M 

The work of the Cochrane CM field and CAM literatiire evaluation has only just begun 
The effort in producing systematic reviews needs to continue and the scope of die w^rk 
and its impact needs to be broadened. Specifically, I recommend that the infrastructure 
and collaborative work of the Cochrane CM Field be allocated on-going support allowing 
for contmued mamtenance of the registry, and coordination of the Field. With sufficient 
support the Field can increase its cunrent work and significantly add to its value by: 

1. Increasing the availability of reviews and their potential value by: 
a. Making them available in the offices of policymakers, in public libranes 

atid community health centers tlirough on-line subscription to the 
Cochrane Library. 

b. Developing execuiive siimmanes of systematic reviews diat cjcady and 
concisely state the results of the reviews. 

c. Developing electronic, jargon-fi-ee versions of systematic reviews with 
hypertext links to allow readers with various backgrounds to access 
infonnation at different levels of complexity 

d. Expanding the current CM Field web site 
(www.compmed.ummc.Lin-iarvlaiid.̂ edu) to include access to review 
summaiies and to include consumer-friendly information. 

2. Increasing participatory approaches to research in this comitry to ensure 
knowledge for action, in contirast to knowledge for understanding. 

3. Identifying the public's needs through working with organizations such as the 
NCCAM Clearinghouse 

4. Commissioning topics for reviews so that the questions addressed and the 
information dê -eloped are relevant to users of these treatments 

5. Developing methodologies to evaluate non-randomized controlled trials, thus 
broadening die pool of infonnation that can be drawn from. 

Widi support in the region of 5500,000 a year the Field would be able to undertake an 
ambitious program of generating and disseminating high quality infomiation to the public 
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Be Challenee oflnteeratins CAM Reaearch into Conventional Academic 
Institutions and the Training of CAM Practitioners as Research 

Investigators 

The second half of my presentation is focused around issues relative to ensuring that 
research m CAM meets the highest scientific standards. A great deal of reseaiich. is 
needed in this field and to accompUsh this task we must tap into the resources of om-
countiy's academic institutions, for the infi-astructure they provide as well as their 
intellectual wealth. At the same time, we need to ensure that those involved in CAM 
research are knowledgeable about the therapies they aic investigating and cognizant of 
their unique paradigms. 

Our center at the University of Maryland has been m existence now for 10 years so we 
are well aware of die challenges of bringing CAM research into an academic medical 
setting. I would like to emphasize, however, Uiat taking an evidence-based approach to 
CAM has been the basis of our success in developing positive relationships within the 
institution. Through research collaborations widi colleagues in Departments such as 
Epidemiology, Medicine and Pediatrics as well as the Schools of Dentistry, Pharmacy 
and Nursing, we have built a large clmical and pre-clinical trials progi am. Just as 
importantly, we have built up h^t and respect and nuntu-ed a common curiosity in 
finding out what -works and what doesn't and how diis translates to improving the care of 
our patients. 

Lack ofknowledge and understanding of CAM among the conventional medical 
community is perhaps one of the first challenges facing any C m imhmye m a medical 
school or umversity. There is still a lot of bias against CAM and unwillingness to look at 
these dierapies. Also, at tmies, if there is willingness, die interest can be driven more by 
chasing sources of funding. This latter scenario can lead to die unfortunate event of a 
highly experienced researcher designing and being funded for a smdy that is not sensitive 
to the manner m which a therapy is practiced. In addition, researchers may not have a 
good understanding of what are the key questions that need to be answered. 

Anodicr issue that relates to *e above points is the importance of a clinical base in order 
to build a program of clinical research in CAM. At our own center we have a fully 
fimctioning out-patient clinic staffed by practitioners dual-trained in conventional 
medicine and CAM as well as highly qualified CAM practitioners. We have found the 
dime to be vital as a nurturing-ground for research questions that are fimily based in 
chnical reality. However, cstabhsliing a chnic of this sort witiiin an academic medical 
environment is not always welcomed or readily supported by the institution. 

Complementary medicine research has suffered from die lack of CAM practitioners who 
arc knowledgeable about research. The value of an academic-based center is the 
possibility of developing a team approach to designing and conducting rigorous C AM 
studies that draws on the expertise of methodologists, clinicians and CAM practitioners. 
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Nonetheless, the role of diese centers should also be to train CAM practitioners to 
become skilled CAM researchers. These researchers, m tum. wdl ensiu-e the future 
leadership of the field. 

Even with the best team and with higlily skilled CAM investigators, there are many 
practical issues, common to ahnost all research, in conducting well-designed studies. 
First, there is die issue of limited funding resources for the tjTJC of large, multi-center 
tnals that are needed. Some of the many challenges then of seeing the research tnals 
through to their conclusion include: availability of adequate space to run the studies- the 
large amount of paperwork required by Institutional Review Boards and funding bodies 
and the difficulty of keeping patients invested in the study especially if tiicy are 
randomized into an ami of the study that does not include tiie CAM' intervention. 

Recommendations 

Good science is the key component to evaluating Lhe role CAM can and should play in 
die health care of Americans. In turn, education and ti-ainmg are key components in 
creating a community dedicated to rigorous evaluation of CAM. 1 have a number of 
recommendations for achieving diese aims: 

1. Fund a network of centers of excellence at academic institutions dedicated to die 
investigation of CAM. (Work of this sort has already been started by NCCAM 
and is creating the infî astmcture necessary to support large and far-.reaching 
research programs as well as educate and train a growing pool of inv'esligators 
dedicated to the CAM field. The scope and number of these centers needs to 
grow) 

2. Encourage collaboration between the CAM community, government, industry, 
philandiropy, and academic healtii centers through forged partnerships and joint 
funding. 

3. Fund career development initiatives that would include; 
a. Research fellowships that include didactic teachmg and hands-on training 

widi appropriate mentoring aimed at creating skilled CAM chnical 
researchers. 

b. Master's of science degree in epidemiology with a CAM climcal research 
nrack, providing broad, rigorous training in research methods, closely 
raentored research experience and a specific focus on CAM interventions 
in a two year curriculum. 

c. Critical appraisals trainmg focused on finding and assessing die scientific 
literature 

d. A national core curriculum, in CAM for conventionally trained 
practitioners (including medical students, residents, phannacists. nurses) 

e. CAM "tracks" at medical schools and m residency programs allowing 
interested individuals to focus on C.AM Ideally, bodi (d) and (e) would 
include experiential elements; histoiy, philosophy and climcal uses of 
therapies; findmg and assessing the evidence; sdf-caie; and 
methodological issues in CAM research. 
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f The creation of a centralized database of cumeulum topics and 
informational materia] to facilitate mtegration of CAM into existing 
courses 

4. Encourage the NIH to continue funding and expand evaluation of CAM as well as 
research training initiatives. 

5, Support of Techno !og>' assessment workshops. 
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ADDENDUM 1 

Cochrane Collaboration 
MEDLINE Search Strategy for Complenientar\ and 

Alternative Medicine 

Therapies which aie undeniably complementary medicme but which may not be cleai"ly described 
as such in trial reports 

1 ACUPUNCTURE 
1, ] Insertion of an acupuncture needje 
1.2 Stimulation by any modality of a recognised acupuncture point 
1.3 Stimulation by any means other than matiual pressure of a trigger point, defmed as a lotus in 
A muscle of increased tendemess. 
2 HOMOEOPATHY 
2.1 Administration of any remedy described as homoeopathic or produced by serial dilution and 
agitation 
3 HERBAL MEDICINE (INCLUDES AROMATHERAPY') 
3.1 Administration of any form product derived from plant or fungal roaterial, including essential 
oils (aromatherapy). 
3.2 Any product with fewer than 5 identified chemical constituents derived from plant sources 
will be excluded. 
4, MAMPULATrVE THERAPIES: OSTEOPATHY AND CHIROPRACTIC 
4.1 Any intervention brought about by the hands directly on the patient's body where the 
practitioner is identified as a chiropractor, osteopath or manual therapist 
4.2 Manipulation or mobilisation of any bone 
4.2.1 Treatments of a break, fracnii-e or dislocation will be excluded 
4.2.2 Concomitant use of general or local anaesthetic will be excluded 
4.3 Sustained contact between the practitioners hands and the subjeĉ fs cranium or sacrum, 
4.4 Any technique described as cranial therap>' / osteopathy, cranio-sacral therapy osteopathy 
5, MASSAGE 
5.1 Any form of soft-tissue manipulation in which the intended effects are ncn-specific, that is, 
diey are intended to bring about general improvements in health 
5.2 Use of any of the following tecliniques: effleurage, gentle stroking, sof\-tissue titianipulation, 
myofascial release, sports massage, connective tissue massage, Bidegewebsraassage, caring 
touch, Hellerwork, Trager, Zero Balancing, Rolfing, Structural integration, Funcrional 
integration, Feldenkrais, Bowen therapy, neuromuscular technique, muscle energy- techniques, 
proprioceptive neuromuscular facilitation, contract-relax / hold-relax, post-isometric contraction, 
strain countcrsu-ain, shiatsu, acupressure, biocncrgctics, manual stimulation of trigger points (see 
above), mechanical massage tools. 
5.3 An intervention brought about by the hands directly on the patient's body where the 
practitioner is identified as a massage or body work therapist or a practitioner of any of the 
techniques mentioned in 5.2 
6 HYPNOSIS 
6 1 Induction of any mental state described as hypnotic b>' non-phannacological means. Tlie state 
can be induced by the subject him or herself 
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6.2 Use of verbal suggestions by another whilst tlie subject is m a mental state thought to be 
receptive to sugeestion, for example, in deqj relaxation or under anaesthesia, 
7. RELAXATION AND MEDITATION TECHNIQUES 
7.1 Any method in which the subject undertakes mental exercises m order to reduce mentbil and / 
or physical arousal. 
7.2 Any method in which the subject changes posture or breadiing in order to reduce mental and / 
or physical arousal 
7.3 Use of any of the following techr.iques: Jacobsen, sequential tnuscle relegation, Mitchell 
method, autogenic training, visualisation, therapeutic imagery, tai chi, chi gong 
8. HEALDJG AND THERAPEUTIC TOUCH 
81 Attempts to bring about healing by an effort of vAW 
8.2 Manipulation of an unspecified form of energj' or aura for healing purpcses hy plac-ng liands 
on or near the subject's body. 
9 REFLEXOLOGY 
9,1 Manual stimulation of points on the foot thought to coirespond to the organs and stmcmres of 
the body 
10 IRIDOLOGY 
10.1 Diagnosis of disease and dysfunclion in organs other than the eye by analysis of 
characteristic markings of the iris. 
11 ALEXANDER TECHNIQUE 
11.1 Therapy designed to mcrease awareness and voluntary inhibition of i.iersonal habitual 
pattems of rigid musculoskeletal consti iction 
12 KINESIOLOGY 
12.1 Diagnosis of non-musculoskeleta) disease and dysfuncnon by looking for pattems cf muscle 
weakness 
13 ANIMAL EXTRACTS 
13.1 Administration of any form of product derived fixim animal raarenal 
13.2 Any product with fewer than 5 identified chemical constituents derive*] troni aiimial sources 
will be excluded 
13.3 Any product used to provide specified compounds which are part of a necessary diet wdl be 
excluded 
14, CANCER OR AIDS TREAITVIENT 
14,1 Diten^ntions offered by any institution self-defined as altemative or imconventional or 
which treats cancer or AIDS without drugs, surgerjr or radiotherapy 

Therapies which can sometimes be described as complementary medicine 

I- NUTRITION 
H Any form of supplementation with vitamins, minerals or fatty acids to treat or prevent disease 
apart from: 
LLI Treatment of deficiency disease (defmed as any disease caused by levels of intake of a 
nutrient which are persistently lower than RDA) 
I.i n prevention of neural tube defects 
LMII treatment of prematuie infants 
I.I.IV treatment of cancer with b and d vitamin derivatives 
I.LV trcati-nent and prevention of osteoporosis with calcium vitamin D 
I.I, VI vitamin e or essential fatty acids to treat dermatological conditions 
LI, VII essential fatty acids to treat or prevent cardiovascular disease 
I.lVni magnesium supplementation for cardiovascular disease 
I.I.IX oreatment and prevention of measles using vitamin A 
TLX prevention of eye disease 
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I.I.Xl prervention of cancer in those not at increased nsk 
1,1X11 treatment of insulin dependent diabetes mellims 
l . lXni treatment of diseaw in developing countries 
LH Elimination of any food from the diet other chan when that food is nof thought to cause 
disease by conventionally understood allergic mechanisms oi hy raising or teducing levels of an 
identifiable substance in the body apart from: 
l.ll . l Treatment or prevention of cochac di5eâ e, ulcer 
I. III Adherence to any of following diets: Hay. Dong, macrobiotic, high fibre for weight loss, 
Cambridge, vegeterian, vegan, "stone age", raw foods, essential fatty acid diet iw multiple 
sclerosis 

n PSYCHOLOGICAL INTERVENTIONS 
II. I Any form of talking therapy, counsellmg or social support other chan : 
II. I.l treatment of any form of mental health problem includins problem behaviour (eg. obesity) 
n.LII peer support / sclf-hclp groups 
n.LIIInon-spccit'ic social support 

m H\TiROTHERAPY 
III. I Bathing in water tn which salts or plant products have been added 
m i l Bathing in water chosen because of a high-concentration of salts 
m.III Bathing in natural springs and spas 
Ul.rV Bathing in alternatively wann and then cool water or hot air and cool water. 
III.V Any of the following: sitz badi.s, wraps, hydrogalvamc baths, carbon dioxide bath,?, 
undej-water jet massage, mud packs, hyperthermia. 

Complementaiy Medicine Field Search Strategy 

TCTms ir italics are excluded 

001 taiebl.Kv. 
002 qigorjg.rw. 
003 yoga.tw. 
004 yogi' 

005 reflexology, tv. 

006 
007 
008 

l̂ erap̂ Ĵ •ic touch,rw. 
spiritioal healing.r̂ v. 
Isith haaling.'-w. 

"ptif' is fhcrt ftir ''proprioceptive neuromuscular 
faciliuition" a tci;hnique used by inany manual 
therapists. However, it 15 also an abbreviatior. for a 
variety' of phosphor̂ lftted compounds and for 
"primary nonfunction", a problem in ti jjisplantation 
009 pnf.tw. 
010 plwsphon'lniTdtw. 
011 priman> nonfunction.:w 
012 exp Ifansplanlationf 
OJ-'- I0or:lcr12 
014 9 not 13 

015 pioprioceptive neurornuscujir fucilititiori.hv. 

016 eflliruragc.nv. 
017 soft rissiie iiianipulation.nv. 
01S myofascial release.nv. 
0! 9 aston patterning.r.v. 
020 connective tissue massage, tw 
021 t>iilegewebsTiiassa;!e.fw. 
022 caring touch.!*. 
023 hcllerwork.rw. 
024 trager.tw. 
025 bowen therapy.tw. 
0J.6 bowen teehn-.que.tTk'. 
027 neuron*iU5i:t;lar therapy.tw 
02s bowen vvork.cvv. 
029 muicle energy techniC|uc$.t\v 
030 neuromuscular facilitation,r*', 
031 Shiatsu.tw. 
032 zero balancing.tw. 
<)il rolting.tw. 
034 stiTjctural integration.rw. 
0:55 functional in;.egratior..r.v, 
030 acupressure.tw. 
037 trigger points.rvi'. 
038 post isornetric contracts.w. 
03? contract relax,rA-, 
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040 bold TBiax.tw. 

041 *relaxat(on/ 
042 *autogenic training/ 
043 exp *hypnosis/ 

suggestion 

044 irisdiagnosis.iw. 

045 iridologS.tw-

045 shark i;artila6e.tw. 

047 exp *t)9sue extracta/tu 
actihaemyl 
cell extracts 
liver extracts 
pancreatic extraî 'iS 
placental extracts 
thymus extracts 

048 •bees/ 

Colonic irrigation is an altemati\ e irodalits' but i? 
used sometimes during S'jrgety or for the treatment of 
intestinal disease 
070 colonic inigation.tw. 
07) exp surgeyy, opci'aiivej' 
072 exp intesiina] diseasei/ 
073 71 or 72 
074 70 not 73 

075 *sensory deprivation/ 
076 restricted environmenial stimulation therapy nv, 
077 vitalism/ 

This bit wdi a mistake and is corrected nearer the end. 
078 *terpene$/ail,tu 
079 ê p */itamins/tu,ad 
080 exp •retinoicl6/tu,ad 
081 squalene/ 
082 exp *caJ0tene/ 
083 exp »antioxidatits/ 
084 or/79-83 
085 7S not 84 

bee vercms are conventionally used in 
"immunotherapy", 
049 oxp "boe venoms/ad.tu 
050 immunotherapy/ 
051 anaphylaxi}/ 
052 dBsensitaaiion, immunologic' 
053 50 or 5 lor 52 
054 49 not 53 

055 *honcy/ 

056 alexander technique.tw. 

057 hoxseytw. 
058 gorson.tw, 

059 qi gong.tw. 
050 ohi kung tw. 
051 chikung.tw. 

052 dometn dslcatctw, 

patterning and conductive education are ibnns of 
treatment for brain damaged children 
0(53 patteming,nv, 
064 exp "brain damtage, chronic/ 
065 conductive educatioa tw. 
066 (63 or 65) and 64 

067 unani.tw. 
058 flower reinedS.t*'. 
069 vega tests.tw. 
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Some physical therapy procedure? are lised in 106 nattiral childbirth/ 
complementary medicine 
086 &\p *physical therapy/ 

balneology 
ammothetapy 

baths 
baths, .finnish 
mud therapy 

opotherapy 
cryosurgery 

drainage, postural 
electric silmulation iherapy 

electroacupuncture 
transcutaneous electric nerve 

stimulation 
exercise therapy 
motion iherapy, continuous passivv 
hydrotherapy 
hyperthermia, mdttcfd 

ammoiherapy 
diathermy 
short-wave therapy 
ultrasonic therapy 

manipulation, orthopedic 
massage 

acupressure 
phQiochemoth^rapy 

hemalQpprphyrin pliotQradiation 
puva therapy 

photopheresis 
phototherapy 

color therapy 
heliotherapy 
ultraviolet therapy 

rwcrmtng 
thalassotherapy 

These are the ones we are removing 
087 sxp ^rewarmingJ 
088 «;» *photoct>fmoth<:rapy/ 
089 exp *postural drainage' 
090 oxp *cryoth<srapy/ 
091 motion therapy, continucus passive/ 
092 exercise therapy/ 
093 exp phototherapy/ 
094 exp hyperthermia, induced/ 
095 'physical therapy^ 

Take out orthodpedic manipulation where associated 
with treatment of fractures or dislocations 
096 *manipul4fion, orthopediĉ ' 
097 lup *fraclures/ 
09S exp *dis!ocalions/ 
099 97 or 98 

Take Out •water birth 
101 *bmha/ 
102 esp *deliveryi 
10? iifju "labor/ 
104 I02orl03 
105 101 and 104 
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107 exp altemative medidns/ 
alternative medicine 

acupuncture 
acupuncture Enesthesia 
acupuncturo therapy 
acupuncture analgisia 
el ectroacupun cture 
meridians 

anthroposophy 
aromatherapy 
"biofeedback (psychology)" 
chiropraaic 
color therapy 
diet fads 
eclecticism 
electric stimulction therapy 

electroKupuncture 
transcutaneous electric r.eive 

Stimulation 
horncopathy 
"isnagery (psychotherapy)" 
kinesiology, applied 
ma4.5age 

acupressure 
medicine, traditional 

inedicine, afncan traditional 
tnedictne, arable 
medicine, urani 
medicine, ayurvedic 
medicine, herbal 
medicine, unarii 
niedicine, oriental tiaditiona! 

medicine, Chinese traditional 
shamanism 

mental healing 
"mind-body relations (metaphysics)" 
moxibustion 
music therapy 
naturopathy 
organothefapy 

tissue therapy 
radlesthesia 
reflexothetapy 
rejuvenation 
relaxation techniques 

rneditation 
therapeutic touch 

106 osteopathic medicine/ 
109 oilB, volatile/ 
110 exp plants, medicinal/ 

aloe 
areca 
amica 
artemisia 
belladonna 
cannabis 
capsicum 
cinchona 
coca 
colchicum 
digitalis 

eryihviria 
eucalyptus 
ferula 
garlic 
ginseng 
legumes 

ac<tcia 
cassia 

glycyrrhiza 
mustard 
papaver 
plantago 
podophyllum 
tauwoliia 
rliamnus 
rhubarij 
stramonium 
valerian 
veratrurn 
viscurn 

111 exp plant extracts' 
ca^ara 
curare 
drugs, Chinese herbal 
guaiac 
"ipecac (syrup)" 
podophyllin 

podophyHctoxm 
etopo.vide 

psyllium 
senna 
Lragacamh 
turpentine 

112 exp plant oils/tu.ad 
castor oil 
com oil 
cottonseed oil 
croton oil 
iodiied oil 

eihiodiad otl 
linseed oil 
safflowet oil 
.̂ csame oil 
.soybean oil 

Take out studiei cn chemistry, classifxation, genetics, 
ultrastructure or virology of edib'.e plants. Take our 
studie; or. plants related to food mdustty. Take out 
immunotherapy (which may uae plant extracts) 

113 exp "plants, edible/ch.d.ge.itlvi 
114 e.Kp 'food serxiQex/ 
115 *inmunothercpy/ 
116 or/109-112 
117 or/113-115 
MS 116 not 117 

Take out cannabis and areca (bietel nut) where thi.; is 
tbs diseasit noi th« tr«atment 
119 cannabis/ 
120 areca/ 
121 exp 'substance u.jt3 discrde'.'!! 

Brian M, Berman, M.D. 15 
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122 (119 or 120) and 121 

Take out carotid and ocular massage and treatment of 
preseure sores 
123 'carotid body/ 
124 "Intraocular pressure/ 
125 *ghucoma/ 
126 exp *carolid arteries/ 
12 7 *decubilus ulcer/ 
128 carotid, tw 
129 cr/l23-(28 
130 rnassagc.ti,ab.sh. and 129 

Take out studies which are about bees, rather than 
their therapeutic use 
131 *bee,s/ah,ch,cl.em,ge.gd.ph.re.ul vi 

Take out podOpylloloxins and pancreatin which are 
conventional drugs, 
132 exp podophyllotoxinj' 
133 *pancreatin/ 

This bit does the physical therapy search 
134 or/87-95,100,105 
135 86 not 134 

Take out a variety of other things 
135 *dlelaryjlber/ 
137 electric siimulaiton therapy/ 
138 immunotherapy.t-yt. 
139 exp iodized olU 
These bits connect up the various bits of the search. 
140 is what we do want, 141 what we don't. 

140 or/|-S,14-4g,54-62,66-69,74-77,85,I06-
108,118,135 83 
141 or/122,130-133,136-139 

Terpenes are substances derived from plants. Some, 
like certain vitamins, squalene, retinoids etc. are 
conventional drugs. 
142 exp •teipenes/ad.tu 

cannabinoids 
cannabidiol 
cannat)inol 
tetrahydrocannabinol 

carotenoids 
bacteriorhodcpsin. 
carotene 
beta carotene 

canihaxanthin 
xanthophyil 
diterpenes 

aphldicolin 
dolichol 

dolichol phosphates 
forskolin 
phorbols 

phorbol esters 
phytanic acid 
phytol 

retinouhi 

aatretin 
etretinate 
Jinretinide 
isotretinoin 
riainaldekydc 
Irelinoiii 
I'Hamin a 

eugcnol 
gcfarnate 
menthol 
norbomanes 

bomanes 
camphor 
mecamylainine 
toxaphene 

pQlyisoprenyl phosphates 
dolichol phosphatê  

polyisoprenyl phosphate sugars 
polyisoprenyl phosphate monosaccharides 

dolichol monophosphate mannose 
polyisoprenyl phosphate oligosaccharides 
pyrethrins 

altethfin 
sesquiterpenes 

famesol 
santonin 

trichothecenes 
t- toxin 
trichodeniiin 
ihapslgargin 
thymol 

bromthymol blut 
trittrpenes 

glycyrrhetinic acid 
carbenoxolone 
gosjypol 
sapogenins 
oleanolic acid 
squalene 

143 aip "yitamins/ad.tu 
144 ^Kp 'relinoids/ad.tu 
145 squalene/' 
146 exp "carotene/ 
147 e.xp "ainloxldanls/ 
148 or/Ho-HV 
149 142 not 148 

150 exp*herbs/' 
151 140 or 149 or 150 
152 151 not 141 

152 Is the total search fot conipjsmentar;/ medicine 

All Ihe fnlowing ia the Cochrane seajch for clinical 
trials 

153 randomized controlled trial.pt 
154 controlled clinical trial.pl. 
155 randomized controlled trials.sii. 
156 random allocation.sh. 
157 double blind method.sh, 

Bnan M. Berman, M.D. 
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158 single blind method.sh. 
159 or/153-lS8 
160 (animal not huraan),sh 
161 159 not 160 
162 clinicaltTial.pt. 
163 exp dinical trials/' 
164 (clinS adj25 trial$).ti,ab. 
165 ((singlS or doublS or trebIS or triplS) adi25 
(blinds or mas 
166 placebos.sh, 
167 placeboS.ti,ab, 
168 randoms.ti,ab. 
169 research design.5h, 
170 or/162-169 
n i 170 not 160 

172 171 not 161 
173 comparative 5tudy,sh. 
174 exp evaluation studies/ 
175 follow up stuciies.sh. 
176 prospective 3tudies.sh. 
: '7 (controls or piospectiv,S or vcltjnieerj),ti,ab, 
178 or/173-177 
179 178 not 160 
180 ; 78 not (161 or 172) 
181 161 or 172or 150 

Combine coinplementary medicine ai\d Cochrane 
search 
182 152 and 181 

Brian M. Berman, M.D. 17 
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Complementary Medicine and 
the Cochrane Collaboration 
EVERY YEAR, millions of US conaumers spend billiotis of 
dollars on alternative and complemer.tary medical treat­
ments."' A similar trcrd existis in tht United Kingdom and 
Australia,'̂ * Asi people increasingly uae these trfsatments, 
questions arise from consumers, clinicians, payers, and poli-
cyroakars as to the effectiveness of these Interventions. 

The Coohrana Complom«ntaiv Modlclna Fi«ld 
To meet tha irtcreaaing demand for evidenofr-baaed oom-

plementary medicine (CM), a GM Field, funded by the Na­
tional Institutes of Health Office of Altemative Medicine, wan 
aatabllshed within the Cochrane CoUabiration' in 1996, The 

Frofn thfl Oofnplemwnipr^' Wtjdidjirie Pfogra/n, School o( SA^-ildno. Urvvmrtiiy df 
MsrvljfiO. B»ltirna»a (Ois Ezza ana Barman): Rasaarcli Council loi Complememarv 
V.eOICInB, <J}n<Sori. enQiand (Mr VlokBre): and Centsc tor CXOTplementHr̂ ' Mediclns 
R«MBrt;h, Tflchinical Univ^rsilY, WLrtch. Qomany (Dr Linao). 

BoprnH: Jsirwtta EziO, PtiO, Urlvflrsliv ot Marylanc ScriOfti Or tJnaicmB. Kernan 
Hoapltal Mansion. 220C Keman O. Sutilmois, MD Si 207-8697 (e-mail: 
|BZZo4compiTiBd.ijfTVTK.tb.Li'nc<.«<lu). 

1088 JAMA, NQvarTTCar 11, 1996—Vol 280, f to 18 

glial of the Cochrane Collaboration ie to produce, maintain, and 
(iiaseininate SyTSteinatic rnviews on all topics ic health care. 
The CM Field focusee on CM. topics. Two mĵ i or products of the 
Coclirane Collaboration ai e a database of ai'steroatic reviews 
and the Cochrane Controlled Trials Registry, the largest reg­
istry of its kintl.' Both databases are updated quarteriy with 
infonnation added regularly by the CM Field. 

The aystematic review is a method par excelience for syn­
thesizing evidence on a given topic, and poliey agencleg are 
tncreasing iise of it to summarize evidence.' Cochrane reviews 
are more transparent than other reviews,' eo tliat conclusions 
are replicable and methods aj-e explicit, Sjmtematic reviews 
are valuable even when the results are i!v;oncluaive because 
reviews point out where knowledge gaps exist. 

Search Strategies to Retrieve Randomizad Trials ot CM 
Since the CM Field hais been functioning, a great deal of et-̂  

fort haa focused on lajing the groundwork tix reviews hy con-

PDiicy Penapectv^s 
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Btructing a database of randomized controlled trials iRCTs) 
on CM topics. Capturing all relevant trials in MEDLINE lias 
yielded Burprifiing challenges. The scope of practices deflned 
as ccmplementar;,' within the CM Field is broader than those 
capttured in a MEDLINE search of the tenr, alternative nMi-
dm.. For example, Chinese movement therapies such as Qigong 
and Tai Chi are con«dered complementary therapies by the 
Field's standards, but arc not accessed by a hierarchical 
MEDLINE search of the term aXttmalive rnedicine. Simi­
larly, herbal remedies may be described by MEDLINE ag plant 
extracts rather than by any alternative medicine term. To aid 
MEDLINE searching, a260'line MEDLINE search strategy 
haa been written and is available for publlo use." 

Assessments of MEDLINE sensitivity (the proportion of 
RCTs identified by a MEDLINE search relative to a "gold 
standard" of the known number of RCTa) have demonstrated 
that on average, MEDLINE searches yield only half of all 
known triaia on a given topic, with CM topics usually scoring 
below average Ceg, 179iiforhoraeopathy,31%fortTml;j)fo6iio6o, 
and 58% for acupunctm-e),The first reason for low ME DUNE 
sensitivity may be that ttrtldes are appearing in journals not 
indexed by MEDLINE. This is true for acupuncturê ' and vi­
tamin C for the common cold."" Of approximately 16 000 serial 
medicaljoumals worldwide, MEDLINE references about 3700 
(28%)." Of the CM joumals worldwide identified by the 
Office of Altemative Medicine and the National Librai7 of 
Medicine, MEDLINE irxiexes 69 (10%). Collaborations be­
tween the National Library- of Medicine, the CM Field, and the 
OfBce of Altemative Medicine should soon result in incrê ising 
the number of indexed CM joumals and expanding the 
MEDLINE thesaurus to include more CM search terms. 

To retrieve studies indexed in other databases, the CM Field 
is searching both standard medica] databases and specialised 
CM databases. By mid-1998, the Cochrane CM Trials Regiatry 
contained more than 3500 RCTs, with oaly 33% identified by a 
MEDLINE search for RCTs in alternative medicine ajid 20% 
not found in MEDLINE, Periodically, the CM regiatry uploads 
its trials to the Cochrane Controlled Tjials Registry, making 
these trials avaflable to individuals with access to the Cochrane 
library. The CM Field maintains the CM registrĵ , adds new 
ti-ials, assists reviewers doing CM reviews, and proactively pro­
vides referencee to all 40 Cochrane Collaboration reviews and 
protocols that have a CM component. A second reason for low 
MEDLINE sensitivity ia that articles exist injoumslsthatare 
not indexed by any electrwtiic database, Volunteers within the 
CM. Field are now searching by hand approximately 40 Indexed 
and nonindexed joumaJa in English, (Serman, Italian, Japanese, 
and Spanish and are reading every article published in these 
joumals back to their first iSBues to locate evej-y RCT, 

Publlcfltlon Bias 
A third reason for low MEDLINE sensitivity is that studies 

exist that have never beenftilly published inany joumal ("gray 
literature"),Estimates from conventional medicine show 
that only about 60% of the RCTs that appear as conference 
proceedings ever materialize into published joumal articles."* 
Some obsftrvations" estimate CMgray literature to be at least 
asplentihil. Complementary medicine gray literature includes 
expected sources, such as conference proetiedings and disser­
tations, and unexpected sources such as UB patents records,'* 

Beyond the hard-to-find triab in the gray literature be the 
even harder to find studieo that do not appear in print anywhere 

JAMA, Novambsr 11, 1998—Vol 280, No. 18 

and exist only In homeopathic company data files or reaearchej-a' 
file drawers.'' Gray literature plus unpubUahed data are collec­
tively tenned unpublished studies.'̂  PjUication bias is "the ten­
dency of investigators, reviewers, and editors to differentially 
submit or accept manuscript") for publication based on the direc­
tion or strength of the findings."" To tlie extent that publication 
bias e.\iats, aystematic rê êwa that omit unpublished studies 
risk overesti.tiating treatment effects. Bias lias been demon­
strated both in what investigators submit to joumals'" and what 
conference abstracts editors acceptHowever, whether to in­
clude unpublished studies in reviews is stiU a source of debate. 
The influence of unpublished studies in CM systematic reviews is 
being analysed by the CM Field as part of a rev-iew of 154 CM 
systanatk: raviewa.* Until the value of including CM unpub­
lished studies can be answered more condusively, the CM Field 
will contmue to search for unpublished studies to help answer a 
frequently asked question: How much evident̂  exists in CM7 

Examining how p'jblication bias skews the CM evidence is 
imporUnt for the (jM Field because some forma of publication 
bias may be unique to CM. One question is whether both posi­
tive and rtegative publication biases exist in CM. Aaked another 
way, do CM joumkls tend to publish results favoring CM treat­
ments and conventional niedical journals publish results not 
favoring CM treatments? 

Examining pubKcation bia.i is not always straightforward. A 
study by the CM Field found that studies published in Russia 
and China had a disproportionately high number of statistically 
significant results (97% and 99̂ ,̂ respectively) when compared 
with E.ngland (75%)." It U not yet evident whether these high 
proportions are due to extreme forms of publicatioti bias or low 
study quality, whicli overestimated treatment effects, The 
CM Field i« obtaining trojiglations of these studies to examine 
study quality. The qualitative results will detennine whether it 
13 practical to devote efforts to the tedious task of IdentUying 
unpublifihed studies. 

Language Bias 
Moher and colleagiieŝ ' demonst rated that the quality of stud­

ies published in French, German. Spanish, and Italian is compa­
rable with those pubjilshed In English. TTie present reaearch of 
the CM Field will ext(Bnd methodological quality knowledge into 
studies trom Russia imd China. Egger and colleagues"' demon­
strated tlwt a iBKigujjge-related publication bias exists in which 
authors who publish In both German and English tend to report 
nonsignificant ffiidingsin German and sî fnificant findings in En­
glish. Preliminary observations siiggest that an additional lan­
guage bias may exist for CM. .Regardless of whether results are 
aignificant, some CM topics are almost exclusively published 
initially in languages other than E nglish. A systematic review on 
St John's wort for depression'* noted that none of the trials had 
been originally publfehed tn English, although some were sub-
setjuently published! ir, English. A similar experierwe has been 
reported for Gmgk6 biloba for cerebral insufficiencj'.̂  which 
suggests that far cettain topics in CM, there may be a language-
related publication lag time—a trend not reported for conven­
tional medicine. Trends such as this underscore the importance 
of the CM Field's effort to retrieve Trials in languages other than 
English and to identify biases that may be unique to CM. 

Quality Asseasmeiirt of RCT« 
Assessing study q uaJ: 

tematie reviews. Thje 
iity also may improve the validity of sys-
fmding that low-quality studies have re-
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Tltlsa 01 Cochrane 3yBlamfltle Review* Psnaining to C^ffiplsmenlaiTi iJodlcin* 

A4UISMB ccmplctsd 
AnjpLiv^itft lor Bfiitime 
.Acupvnolurs for nicotIrM addictlcd 
3slraolherapy («pa ttierepyl lor anhrltig 
C<itib«y« laav«B tc rsduce nrsast l)l^a'^Qems'V 'r̂  nursing moiners 
f ^ i c for UvM'.iima Bttmuscierosis 
Homeoualri/ (or aethm* 
tHypnoeli for g^oking oeEBatiin 
We66*4» 'or iow-birth.w«lght intani* 
31 jQlin's wchi lor deprsseiO'^ 
vitamin f fw tnlermitteni claudicwlon 
Vitamin C for the oomrrtor cold 

Rttvlftwa In pnsgrgsc 
AcuauTieturs for inwar twcK pain 
AcupurKlure tor h«adacha 
AOuounclura for osteoaHhritIa 
Alakondar lachniqu« 'or asthma 
EcfitriadM for tna cominon ccia 
Evening PrIraroM Oil tor pr»mon4lru&l ay^.arama 
Qingko I}il60ei for dementia 
amgito aiDBa for rnf«rmittent claudication 
ttilaniial therapy tar nscit p£ln 
t^anuaJ ttwapy f^ i^tnina 

Mtirina (i|[ flupplementntion for type ^ diflb4lo$ m^llitui^ 
Uuaic Iharapy far demantiB 
Paoma £8 for IntBrmlttcnt claudlcetlan 
Pj-peurn tLtfic$num for beni^rt prdatana hyperplaeia 
SecalB iwsato for bf i lgn proilallc hvporplaiia 
S»rcrio» reperja for banior prostatic nyperptaala 
Spliul minlpulatlcn tor low Pad) pain 
Therapaiitic Touch lor wound hoaiirig 
Voga for aplispay 

peatedly yielded exaggerated treatment effects has been docu-
.mented for conventional medicine"'*" and acupuncture,'̂  Yet. 
methodological assessments are sometijnes absent fi-om non-
Cochrane Collaboration CMayetematic reviews, Asummary of 
29 meta-analyses of mind-body techniques, for example, dem­
onstrated that or.ly abotit half assessed study quahty,̂  Al­
though assessing study quality cannot (!ompetiBate for fraudu­
lent or inaccurate reporting, it can provide additional valirjity-
I'elated infonnation to giilde reviewers' condusionB. For CM, 
quality asses-sments ŝ-ill prcvitjie needed ans-were to another 
eommonly asked question: How good is the qualityof CM irials? 

This quality question is usually raised as an implication that 
CM trials reflect lower methodolugieal quality than conven­
tional ffiedidne trials. To examine this notion, Cochrane Col­
laboration methodologists are collaborating with members of 
the CM Field tc compare the methodological quahty of CM 
trials with conventional medicine trials on the same diseases. 
Low-quality meta-analyBes for analgesic interventions have 
been found to be assodated with more positive results than 
high-quality meta-analyaes,̂ ' The analysis of CM reviews ia to 
examine whether this can be replicated Ln bw-quality vs high-
quality CMreviews, and howoonclunions uf low-qi,i9l.ity vs high-
quality CM reviews on the same topic differ. 

Reviews Compl«t«d t>y the CM Reld 

The C M Field has completed .systematic reviews on acupunc­
ture, massage, homeopathy, and herbal medicine. Nineteen re­
views are in process (Table),'* and the CM Field has commented 
on pr-DtocoIa of 12 planned and completed reviews,̂  

Conclusions 
Although there is no guarantee that systematic reviews will 

result in chang-ing poliey and practi.ce, there is increasing evi­
dence that policy urganiaations rely on iy?tematic reviews 
more than they iig ve in the patt' and that practitioners rely on 
.reviews a« a primarjr- information source.'̂  It has also been 

suggested that consumers oan use reviews to guide decision 
makir.g,"'Traditionalliterati,irereview3, however, have lacked 
explicit methods and have been susceptible to biases that gen­
erally tend to overestimate treatment effects, ' Therefore, at a 
time when the public is using CM treatnienta In record num­
bers and ail explidt peer-reviewed and regularly updated sys­
tematic review method exists. It is traperative lo apply this 
method to CM. The Cochrane C«llabora!:icn provides a forum 
of interdisciplinary cooperation in which to produce these re­
views that we hope ^vill result in itnproved patient care, 

Jeanetie EJWO, Phi ' 

Brian M, Berman, MD 
Aji i l f f iw J. V i c k m . M A 
Klaus Linde, MD 

Wc tliank Victoriu Hadhisy for atlitorial asii»tan<e. 
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I 
Message From The Field Coordinator 

he Complementary Medicine (CM) Field continues to grow in supporting the Cochi'ane Collaboration and in 
producing systematic reviews. As you will note, seven new reviews are complete and ten new reviews are in progress. 
I'hese reviews are now available thrtiugh our website. 

The incrt5ase.d access to Cochrane review,'? related to CM is lhank,s to the hard work of OUT Registry- Coordinator 
Mac Beckner and web developer Ralph Reckly. '.Fhat access as well as the indexing of Cochrane reviews on 
MEDLINE will go far to increase the av/areness of the Cocliiane Collaboration and to increase research related to 
CM. We still have a way to go, however. According to the World Hiialtii Organization, 70% of the world u.ses 
complementary and alternative therapies. In keeping with that, we continue to look for ways to increase interna­
tional participation in the CM Field and to enhance the diversity of those involved. Language difficulties and 
cultural norms that can present challenges in conducring systematic reviews (see article on page .2) challenge us, in 
tum, to improve any language and cultural imbalances that exist in tlie Field. One suggestion offered to the 
Steering Group at its meeting in March 2(X)0 was to add promoting incluaiveness to the list of Cochrane Collabo­
ration principles. j 

I look forward to the continued growth 6f the CM Field and certainly welcome your suggestions on how we 
might improve and expand the Field. 

Condijicting a Cochrajie Review 

Who can do a Coclirane systematic reviejw? In gen­
eral, there are no exclusion criteria for who jean under­
take a review. Tliere are some definite recjuirements, 
though: access to a computer, time, enthusictsm. and a 
sense of adventure! All Cochrane reviewer̂  are volun-

1 

teers and while we do not conunission reviews on par ­
ticular topics, wc do recogni?e,that volunteeirs are more 
likely to be able to review a question Uiat |they them­
selves want answered. i 

You'll fmd that Cochrane has resources Ivailable to 
help in the review process. RevMan is th^ Coclirane. 
Collaboration's software for preparing and maintain­
ing reviews in the appropriate format. Usiiijg RevMan, 
the reviewer can create protocols and review s with text, 
study characteristics, coraparisotis, and smdy data and 

then perform a meta-analysis, if appropriate. There iire al.so 
training and suppon resources available, both self-paced 
exercises and more formal workshops. For details, vi,sit 
www.cochiime.org/''coch]-a(V. 

LNSIDE 

Registry Coordinator Update -> 
Consumer Update. ^ 
Challenge in doing Reviews ^ 
For Your Monnatior ^ 
CM Field Boai-d New.s ^ 
Listing of Review.s 
Vi>luott;er Form ^ 
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i he Cdmplementary Medicine Field Registry of Randomized Controlled Trials now 
contains approximately 3300 RCT's and CCT's. and another 5400 possible RCT's 
with neatly 1900 hard copy reports in the anicle archive. In June the updated registry 
was senll to the New England Cochrane Center (NECC) and it will be available oî  
Issue 4 of the Cochrane Library by searching die keyword "comptned". Additionally, 
there are! now 49 CM systematic reviews including 7 new reviews (see page 7) and 53 
CM protlocols registered on the Cochrane Library, with the total number of identified 
reviews n̂ CM now over 200 (Linde). 

We ar̂  continuing to execute database specific seaich sUategies on all major biblio­
graphic databases including the Cochrane library, as well as continuing to conduct 
hand seairches of high priority CM journals- Additionally, in an effort to make the CM 
field t^giistry more accessible to consumers, researchers and healdicarc providers, we 
have miiunted the registiy so that it can be searched on the University of Maryland 
Complementary Medicine Program (CMP) website [http:// 
jyy/W.c(^ipmed.ummc.umaiyland.edu1 Additional CM field infonnation on die CMP 
websile |includes che CM field progress report and CM field advisory' board members 
along with hyperlinks to Cochrane resources. In planning for the future, wc are now 
evaluatihg Meerkat software as a means foi managing tlic CM registry. 

Individiiak wishing to nbtain a copy of the r e ^ t r y should contact the Registry' 
Coordinaitor. 

Wilham I Mac Beckner 
Complementary Medicine Program, 
Keman felospital Mansion 
2200 Kiraan Drive 
Baltimi3fe, Marjland. 21207-6697 
Enriail:mac®compmed,umnK.uinaryland.edu 
Tel: + I 410 44S 6997 Fax: + 1 410 448 687.̂  

Vat Colloquium theme will highlight key methodological, logistical 
and social challenges that need to be, addressed by the Collaboration in 
order to further its goals, Tl\e Colloquium includes plenary sessions, 
workshops, poster presentations and social events, providing Collabo­
ration membens an opportunity to discuss their work and to look 
at the achievements of the CoUaboration, This is the first Colloquium 
tci be held in a developing country and it is hoped thi* will focus atten­
tion on recnnting participants from the developing world arid maidng 
the work of the Collaboration more universallv accessible. 
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Consumer Update 

Can Complementary Medicine be Intergrated into the National Health Service in the United Kingdom? 

In June I attended the above Dmg and Therapeutics Bul 
letin seminar. It was an interesting aftemoon with presenta 
dons on different aspects of complementary medicine. A num 
ber of different complerneritary medicine 
practitioners attended, the majority from 
the UK, and the aftemoon generated a great 
deal of discussion. 

The afternoon started with David Pe­
ter giving the Cochrane Collaboration's 
definition of complementary medicine: 
'Complementary and altemative medicine 
(CAM) is a broad domain of healing re-
sĉ urces that encompass all health systems, 
modalities and practices and their accom­
panying theories and beliefs, other than those intrinsic to the 
politically dominant health system of a particular society or 
culture in a given historical period. CAM also includes aU 
such practices and ideas self-defincd hy their users as pre­
venting or treating illness or promoting health and well-being. 
Boundaries within CAM and the CAM domain and that of the 
dominant system an; not always shstrp or fixed." This defini­
tion became a themt tfu'oughcut the afterooon. However it 
became apparent that complementary medicine (CM) has dif­
ferent meanings for different people. 

It became clear that docton' attitudes are changing; from 
CM being at the fringe of modem medicine to it becoming 
increasingly available on the NHS, It was reported also that 
adverse effects are rare, but that more primary' research should 
be and is being carried out (there are 49 systematic reviews of 
CM in Issue 3. 2000 of The Cochrane Librar̂ '̂). Most of the 
main co:(nplementary therapies are now covered by university 
degree courses apart from 'touch' based therapies. However, 
there seemed to be a general lack of confidence anwng general 
practitioners to leam connplemenlarj' therapies and everyone 
agreed that better education and conununiaition needs to take 
place between general and complementary practitioners. 

The second presentation by George Lewith, Senior Re­
search Fellow, Cenhe for the Study of Complementiuy Thera­
pies, University of Southampton, confirmed the view that con­
sumers want to make an infonned decision about effective­
ness and side effects of CM (or, in fact, conventional medi­
cine). There waa general consensus that CM is under-funded 
and under-resourced in the UK and that, if used more com­
monly, it could provide cost savings to the KHS. Again, it 
was emphasized that more research is needed before CM be-
oomes pail of the NHS provision. 

Sarah Cant, Senior Lecturer frotn die Unî 'ersity of Sur­
rey, spoke at length about why consumers find CM attractive. 

( n i i M i i i U I S W i i t l t t i i l l l . l k t 

;il> i l l i i ) l i l iO( l l l l i . i . s i o i l 

. i t iui i l I ri< ( ti> r l u .mi 

• >i(K l it* t Is (il ( M 

She suggested that consumers believe CM is more natural than 
conventional medicine and they have fewer concems about 
side effects. Usually they have experienced failure from con­

ventional practitioners and longer consul­
tations with complementary providers give 
them a feeling of empowerment in their 
health care decisions. Because complemen­
tary practitioners treat consumers on an in­
dividual as well a.s holistic basis, consum­
ers begin to have a greater under-standing 
of their body and its reaction to the medical 
condition. 

Tina Rapiiael, a Lecturer in health care 
]aw and ethics, outhned the legal obligations 

of practitioners noting that although some CM practitioners 
are regulated, tiiere is voluntary self-regulation for oti\ers. She 
also questioned how, in the absence of evidence, a comple­
mentary practidoner can inform the consumer of all the pos­
sible risks .'ind benefits. She discussed obstacles to integrat­
ing CM into the NHS, tlic need to establish efficacy and safety, 
adequate training of practitioners, and the need for negotia­
tion. It seems that CM will only be it\tegrated if it is shown to 
be cost effective, if practitioners want it and if more research 
is undertaken. 

Last, Michael Fox, Chief Executive of Ihe .Foundation for 
Integrated Medicine, reviewed the ciurent position of the NHS 
in terms of complementary m.edicine. He reported that £0.80 
in every £100 was spent on research in CM and th.is needs to 
be increased, He stated that tlie current position on regulation 
is unsatisfactory; there are over 150 different regulatory bod­
ies for CM practitioners. One ui five consumers is using CM 
in the UK with the most popular therap.ies being Herbal medi­
cine (.34%), Aromaherapy (21%), Acupuncture. (20%), Ho­
meopathy (17%), Massage (6%), Reflexology {6%), and Os­
teopathy (4%). Approximately 49.000 CM practitioners pro­
vide a huge variety of therapies at a cost cf £1.6 biUion, most 
of which is spent outside the NHS. 

Claire Allen 
Consumer Representaive 

'Inforriahcn ott obtaining the Cochrane Library is found on 
page 5. 

Find synopses of Cochrane reviews written for 
consumers at the Consumer Network web site: htip:/ 
/'hiru.nicrnaster.ca/coc.hrane/ccxluane/consumer.htin 
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Include Dissertations in Systematic Reviews or Not? 

One of the principles for systematic review is that all 
unpublished data should be Included, If appropriate, but 
there is little information about doing so. Locating such 
data takes considerable time, effort, and expense, par­
ticularly if the author has not published the study and is 
no longer at the host institution. To what extent does 
the inclusion of dissertation reaearch alter the fmdings 
or conclusions of a review? 

In reviewing massage tliciapy for infants, we identi­
fied 17 dissertations, Almost all (13 studies) were ex­
cluded from the review, 11 because of no or improt)er 
randomization. Another three studies were subse­
quently published as a joumal paper. That left one origi­
nal disseitation tfaat was included in our review although 
that one study made no difference to our review. 

We also checked the Coclirane library and we found 
that 24 of the 878 reviews claimed to search for disser­
tations. However, only five reviews appeared to have 
identified at least one dissertation: three as an included 
study and two as an excluded study. In only one review 
did incorporating dissertation data affect the conclusion. 

So what do we recommend? Allocate time m<i re­
sources to the identification, retneval and analysis of dis­
sertations but be prepared that dissertations may not 
change the findings or conclusions of the review. 

Andrew J. Vickers and Claire Smith 

Lessons Learned while Doing a Systematic Review 

Although I fully support Cochrane guidelines for con­
ducting systematic reviews, there are a number of chal­
lenges that may be encountered due to the different sci­
entific cultures and reporting conventions encountered 
in some countries. As an example, after I presented 
preliminary data on low energy laser irradiation (LELD 
interventions in Russia at the Rome Colloquium in 1999, 
I was invited by the Infectious Diseases group to review 
LELI as adjuvant tieatment for tuberculosis. While 
searching for publications, obtaining copies, writing let­
ters to authors, and analysing the contents, I leamed 
some lessons although some questions remain unan­
swered. 

Of the 18 publications of controlled studies — all in 
Russian — only one stated that there was randomiza­
tion. Not one author offered explanations in reply to ray 
detailed letters, although one did send a lettei- of refusal. 
Analysis of the published texts revealed that only three 
publications could be considered for my review. Others 
were duplicates or suspe.cted to be duphcates. For ex­
ample, in a second publication from the same group of 
researchers using similar research methods, the number 
• f patients was almost duplicated and some outcomes 
were the same. Without explanations from the authors 
about the design, the only option available to me was to 
analyse the phrases used to describe the origin of the 
control group. All studies showed a significant positive 

effect of LELI. almost dupHcatiing the outcomes (pul­
monary cavities closed. periftx;al inliltiation reduced, no 
bacterial discharge). 

All these authors believe that they not only conduct 
research, but tliat they save lives with LELI while evalu­
ating iL However, in one study two physicians described 
the experimental application of LELI through rigid bron­
choscope to children 1 to 4 j-̂ ears of age, under narcosis, 
using up to 12 procedures during one hospitalization 

Given that tlie quality of reporting for many of the 
studies was low, researchers did not use randomization, 
and authors did not reply to requests for further explana­
tions, I am left to wonder: Can I believe that the one 
study where randomisation was mentioned really used 
tliis procedure? And, if not, how much reliance can we 
place upon systematic reviews based upon .ihidies such 
as these? 

Vasiliv Vlassov 

At rhe 8''' Intemational Cochrane Colloqiuim meeting m Cape 
Town. South Africa, October 25-29, 2000, Dr Vlassov will 
present a paper entitled "Low energy lasers for treannent 
of tuberculosis." 
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MEDLINE Listing Symposium on Systematic Reviews 

Cochrane Reviews are now listed in MEDLINE. The 
source is listed as the Cochrane Database of Systematic 
Reviews with the citation "(Cochrane Review)" appended 
to the title. This makes it difficult to identify Cochrane 
reviews by searching for titles, but discussion is under­
way with the National Library of Medicine to amend the 
entries. If you have questions or comments about the 
MEDLINE indexing, contact Marie Starr, e-mail: 
in8tarr@update.co.uk. 

Introduction for Chinese Editors 

The First National Exploratory Meeting on "Introduc­
tion to the Cochrane Collaboration and Evidence-Based 
Medicine" for the chief editors of leading Chinese medi ­
cal joumals was held in Chengdu in April 2000. 
Cochrane News, Issue 18, June 2000. 

Aitemative Medicine Foundation, Inc. 

The HerbMed® project continues to grow and gain rec-
ognidon. HerbMed® is a non-aflfUiated evidence-based 
herbal database, providing independent scientific infor ­
mation on the use of herbs for health, Researchci-s find it 
a useful first point for tracking down RCTs for system­
atic reviews. 

HerbMed® was chosen as Hot Pick in Science Magazine 
in June 2000 and Hot Site in USA Today in July 2000, 
The Westem ,TQumal of Medicine has featured the data­
base and the foundation continues to receive testimoni­
als and a record number of visitors. 

We take suggestions. If you need scientitlc information 
on a herb or herbal mixture that you would like us to 
research, contact the HerbMed* project director: 

Jackie Wootton, M.Ed. 
Tel: 301-581-0116; Fax: 301-581-0119 
E-mail: jcw@amfoundation.org 

For information about the 4th Symposium on System­
atic Reviews: Beyond the Basics, contact Rochelle Seifas, 
Centre for Statistics in Medicine, Instimte of Health Sci­
ences, Old Road, Oxford. OX3 7LF. UK (e-mail: 
r.seifas @ icrf.icnet. uk). 

White House Commission Appointment 

Dr. Ŵ ayne Jonas, CM Field Board Member, has been 
appointed lo serve as a member of the Wliite House Com-
m.ission on Complementary and Altemative Medicine 
Policy. 

How to Obtain the Cochrane Library 

The Cochrane Library is published and di.stributed by Upidatc 
Software. It i.s updated quarterly and is available in CD-ROM 
for Windows or 3-1/2 inch disk for Windows. Subscriptions 
art for one yew and include currenl i3,?ue plus four quarterly 
updates. Tha Library contains the following itiforraalicai; 
• Tlje Cochrane Database of Systematic Reviews 

(CDSR) 
• The York Database of Absfact;! of Reviews of 

Effectiveness (DARE) 
• The Cochrane Controlled Trials Register (CCTR> 
• The Cochrane Review Methodology Database 

(CRMD) 

Update Software! United States 
936 La Rucda 
Vism, CA 92084 USA 
Tel: 1 760 727 6792 
Fwc I 760 734 4351 
e-mail: info@'updateuKa.coai 

United KingdjOin 
Surnmerlown Pavilion 
Middle Way 
Oxfoixl 0X2 7LG UK 
Tel: 44 1865 513 'iCvl 
¥sx: 44 1865 516 
e-mail: updatdS'ciicltfane.co.uk 
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News From The CM Field Board 

Publications Presentations 

Bennan BM, Harlnoll S, Bausell B, 2000. CAM 
evaluation comes into the mainstrearn: NIH Specialized 
Centers of research and the University of Maryland Center 
for Altemative Medicine Research in Aithritis. Complemen­
tary Therapies in Medicine 8:119-122. 

Bennan BM, Bausell RM. 2000. The use of ncn-phar-
macological therapies by pain specialists. FAIN 85.313-315. 

Bennan BM, Swyers JP. Ezzo J, 2000. The evidence for 
acupuncture as a treatinent for rheumatologic conditions. In 
R. Panush (Ed.) Rheumatic Diseaiic Clinics of North America. 
W,B. Saunders, Philadelphia, PA. 

Berraan BM, Swycn, JP, Singh B, Hartnoll S. 2000. The 
debate on alternative medicine: Finding a middle ground. .4/-
temative Therapies in Health and Medicine 6(1): 98-101. 

Ezzo JE, Berman BM, Hadhazy VA, Jadad AR, Lao L, 
Singh B. 2000 Is acupuncture eftecrivc for the treatment of 
chronic pain? A systematic review. E/ilN 86:217-225, 

Hondras MA, Linde K, Jones AP, Manual therapy for 
asthma (Cochrane Review), In: Th.e Cochrane Libraiy, Issue 
3. 2000. Oxford: Update Software. 

Jacobs J, Jimenez M. Malthouse MD. Chapn:ian E, 
Crothers D, Masuk M, Jonas WB. Homeopathic treatment of 
acute childhood diarrhea; Results from a clinical trial in Nepal. 
Journal of Altemative and Complementary Medicine. 2000; 
6:131-139 

Jonas WB, Dillner DK. Protecticm of mice from tulare­
mia infection with ultra-low, serial agitated dilutions prepared 
from F. hilarensis-infiicied tissue. Joumal of Scientific .Ex­
ploration. 2000; 14: 35-52. 

Jonas WB, Linde, K., Ramirez, G. Homeopathy and Ar­
thritis. In: Rheumatic Disease Clinics of North America. 
Panusli, R. S., (ed.) Philadelphia: W.B. Saunders Co., 2000; 
26(1): 117-123. 

Moerman D, Jonas WB. Toward a research agenda on 
placebo. Advances. 2000; 16: 33-46, 

Richardson MA, Sanders T, Palmer JL, Greisinger A, 
Singletary SE. Complementary/altemative medicine use in a 
comprehensive cancer center and d)e implications for oncol­
ogy. J Clin Oncol. 2000; 18(13):2505 14. 

Sparber Jonas W, White J, Derenzo E, Johnson E, 
Bergerson S. Cancer clinical trials and subject use of natural 
herbal products. Cancer Investigation. 2000; 18(5). 436-439. 

Tnitani K, Tsuruoka K, (trans), Soho iryo to Kokuran 
kyodo keikaku. Oruianatatibu Medisun (Altemative 
Medicine) 2000; 4(3): 64-7. [Japanese translation of Ezzo 
J, Berman BM, Vickers Al, Linde K. Complementary 
Medicine and tlie Cochrane Collaboration. JAMA 1998; 
280: 1628-30, 

Bennan B, 
"The University of Maryland Complementaiy and Alter­

native Medicine Program." Harvard State of the Science Sym­
posium. Boston, MA (March 2000). 

"Overview of Complementary Medicine." SupportivK Care 
in Cancer Washington DC (March 2000). 

"Integration of Conventional and Complementary Medi­
cine: The University of Maryland ExiTeriencc." Associauon 
of American Medica) Colleges Council cf Deans. Puerto Rico 
(Apnl 2000), 
Jonas WB. 

"Balancing Belief and Evidence in Altemative Medicine 
Decisions" (Workshop) 31" Annual Meeting of the Associa­
tion of Applied Psyciiophysiology and Biofeedback. Denver, 
CO (Aprir2000). 

"Applying Evidence-based Medicine Principles to Comple­
mentary Medicine." 48'̂ ' Annual Clinical Meeting of the Amen­
can College of Obstetrics and Gynecology. San Francisco, CA 
(May 200CI), 

"Complementary and Altemative Medicine; Actions and 
Interactions." 48** Annual Clinical Meeting of the American 
College of Obstetrics and Gynecology. San Francisco, CA 
(May 2000). 
Jonas WB, Linde K. 

"Homeopathy: State of the Science". Intemational Con̂  
ference .Evidence-based Complementary Medicine, University 
of Munich, Munich, Germany (April 2000). 
Romoli M. 

"Changes and Limits in Evidence Based Research in Acu-
punccure." Conference sponsored by the Italian and Chinese 
Ministry of Health, Rome, Italy (September 2000). 

Other 
Dr. Mary Ann Richardsion, M.P.H., Dr.P.H-, CM Field 

Board Member, has been appointed program officer for extra­
mural research at die National Center for Complementary and 
Aiteimative Medicine (NCCAM), National Instimteg of Healtii. 
Dr. Richardson will direct NCCAM's oncology initiatives and 
manage the growing poi-tfolio of oncology projects. She was 
previously Dirê -tor of the University of Texas Center for Al­
temative Medicine Research in Cancer, 

Dr. KUcWro Tiistani is handsearching two more acupuncUire 
joumals in Japanese for tlie Cochrane Registiy: Nihon Shinkyu 
CMiyj Gakkai Shi (Ihe Journal of the Japan Acupuncmre 
and Moxibustion Societŷ  1951-1980 and Ido oo Nippon fThe 
Joumal of Japanese Acupuncmre antj Moxihustinn) 194S-
2000, 
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Dietary marine fatty acids (fish oil) for asthma 
Feverfew for preventing migraine 
Low level laser dierapy for OA 
Low level laser therapy for RA 
Manual therapy for asthma 
Nutritional supplementation in stable chronic obstructive 

! pulmonary disease 
Psychological therapies for sickle cell disease and pain 

m 
Low Level Laser Therapy (LLLT) In the lYcatment of RA 
(Brosscau L, Welch V et al., 2000) 

Feverfew for preventing migraine 
(Pitder MH, Vogler BK, Emst E, 2000) 

Objective: To systematically review evidence far or against the 
efficacy of feverfew versu.s placebo for tiic prevention of migraine. 
Selection Cnteria: Randomized, placebo-controlled, double-blind 
trials assessing the efficacy of feverfew for preventing migraine, 
lylpin resulLs: Four trials met inclusion criteria and majority sug­
gested beneficial effects of f everfew compared with placebo. High­
est quality trial, however, found no significant difference, 
Cpnclusions: The effiracy of feverfew for the prevention of mi­
graine has not been establislicd. 

Objective: To assess the elfeaiveness of LLLT in the nealraetit of 
R/V. 
Selection criteria: Randomized controlled trials of LLLT for the 
treatment of patients with a clinical diagnosis of RA. 
Main Jteaulta: Rve placebo-controlled trials with a total of 204 
patients. LLLT reduced pain by 70%, reduced moming stiffness 
duration by 27.5 minutes, and increased tip to palm flexibihty by 
I 3 cm reltive to placebo. Functional assessment, range of mo­
tion and local swelling did not differ between grotips. 

LLT (continued) 

Conclusion.s: LLLT could be considered for short-term relief of 
pain and moming stiffness for RA patients. There is a need for 
RCTS that investigate the effects of wavelength, treannent dura­
tion of LLLT, dosage and site of application over nerves instead of 
joints on LLLT effectiveness. 

REVIEWS in Progress 

I Acupuncture for chemotherapy-induced nausea or vomiting 
among cancer padents * 

I Acupuncture for lateral elbow pain in adults 
lAcupuncnupe fbr osteoarthritis • 
lAerobic ejcarcise intervcndons for people with HTV/AJDS 
1 Alexander Technique for chronic asthma 
I Anti-oxidant foods or supplenienta for preventing cardio­

vascular disease in patSents with and without ischemic heart 
disease 

I Asthmatic exacerbations and magnesium sulphate 
Behavioral treatment of chronic low back pain 

I Behavioural and cognitive intervenrions for faecal incontinence 
in children * 

I Behavioural interventions for primary and secondary 
dysmenorrhoea • 

I Breathing exercises in asthma 
I Calcium and phosphate supplementation of human milk for 

promoting grOwUl it) pretenn infants 
1 Cemilton for Benign Prostatic Hyperpla.tia 
Giiness herbal medicine for atopic eczema * 
Chinese medicinal lierbs for chronic hepatitis B * 

I Cognitive behaviour therapy foi depressed carers of people with 
Alzheimer's disease and rcl»t«d disorder,; 

I Complementary therapies for acne 
Cow's milk and childhood asthnia 
Oimry marine fatty acids In asthina control 
Electrical atimulfttion for pressure sores 

I Evening primrose oil or other essential fatty acids for 
premenstrual syndrome 

Food Of supplements rich in omega-3 fatty acids f(rr prevention 
of cardiovascular disease in patients with ischaemic heart 
disease 

I Galantamine for Alzheimer'.s disease 
Gingko biloba in dementia and cognitive impoimient 
Giniflco biloba in Intennittent claudication 
Manual therapy for mechanical neck disorders 
Marine oil supplementation m NTDDVI 

I Massage and aromatherapy for .sympttan relief in patients with 
cancer * 

I Massage for low back pain • 
Mind/Body Therapy for Filjnxnyalgia 
Noninvasive physical treatments for Chrome headache 
Omega-3 fatty acids suppleineiuation fot rheumatoid arthritis 
Omega-3 fatty acids for cystic fibrosis 
PFMT and/or Wofeedback for faecal incor̂ tinence 
Phytoestrogens for menopausal symptoms 
PMS: Evening primrose oil 
Psychological interventions for iion-ulcei dyspepsia * 
Pygeum africanum for Benign Prostatic Hyperpla-sia 
S-adenosyl-L-methionine for alcoholic liver diseases * 
Spinal manipulation for low back pain 
Tartrazine exclusion and asthma 
Therapeutic touch in wound healmg 
Vitamin A for measles in children 
Vitamin B6 and placebo in premenstrual .syiidiojue 

* New for this issue 
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ADDENDUM 2 

Cochrane Collaboration 
Complementary Medicine Field Systematic Reviews and 

Protocols 

L C M Fiield Completed Reviews 

1) Linde, K, 
Jobst, K. Panton. J. 

S'cw I 2) Melchart, D, 
Linde, K. Fischer, 
P, Berman, B, 
White, A, Vickers. 
.\. Allais, G. 

Acupuncture for chrortic asthroa 

AcupiincTure for Idiopathic headache 

\996, Issued 

2001. Issue 1 

3) Smith, CA. 
Crowther, CA 

4) 

,'\cup;]ncrure for induction of labour 2m,.Issue 1 
Tulder MW, 

van. Cherkin, DC, 
Berman, B, L ao. L. 
Koes, BW 

Acupuncture jPor low back, pain 

5) White, AR. 
Rampes, H, Emst, 
E. 

6) Domris,! 

Acupuncture for smoking cessation 

1999. hsue \ 

5 997 Irsue 1 

•Mtxander TcclmiguE for clirorric astlima 2000, fssus 2 
7,1 Evans, TR. 

HensLaw, K. 
Antioxidant vitamin and mineral supplements 
for preventing aĵ e-iehted macular defeneration 

1 ^999Jssue'l 

8) Evans, JR. Ar)tioxi(la.ut vitamin and mineral supplements 
for age related macular deReneration, 

1998./w«e 1 

9) Nixon, S, 
O'Brien, K. Glazier. 
RH. Wilkitis, AL, 

Aerobic exorcise interventions for people with 
HTV/.\JLDS 

2001, .̂ sstie 1 

10) Mcintosh, HM 
Olliaro, P. 

Artemisinin derivativt for treating 
unconqjlicated malaria 

\99(iJ.ssiie2 

I A) Mcintosh, HM. 
Olliaro, P 

Artemisinin derivatives for treating severe 
malaria 

l99S,fssnei 

1 
1 

j 
1 , 

12) Verhagen, .A,P, 
De Vet, HCW. dc 
Bie, RA. Kessels, 
AGH, Boer?, M. 
Knipschild, PG. 

Balneotherapy for riieumatoid artliritis and 
osteoarthritis 

1999, Issue 3 

13) Norton, C. 
Hoskcr, G. 
Brazzelli, M. 

Biofeedback and'or Rphincter exercises for the 
treatment of facial incontinence in adults. 

2000, hate 2 

1 
H) WiU, T, lahani, 

A. Mac Donald, R. 
Stark, G, Mulrow, 
C, Lau, J. 

Beta-sltosterols for betiien prostatic hyperplasia 2000, L^sue 2 

Brian M, Berman, M.D. 18 
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1 

15) Kaijalainen, K. 
Malraivaara, A. vao. 
Tulder, M. Rome, 
R, Jauhiainen, M. 
Hum, H. Koes, B 

Biopsychosocial rehabilitation for upper litnb 
repetitive strain injuries 

2000, Issus 3 

i 
V 

16) HoUoway, E. 
Ram, FSF 

Breathing exercwes for asthma 1998, hsm 4 

New 17) Kelly, AJ 
Kavanagh, J 
Thomas, J 

Castor ot),bath and̂ 'or enema for cervical 
priming and induction of labor 

2001, Issue! 

18) Wilt, T. Mac 
Donald, R, tshani, 
A. Rutks, I , Staik. 
G, 

Cemilton for benigti prostatic hyperplasia 1998, Issiial 

Mew 19) Liu, JP 
Mcintosh, H. Lin, 
H 

Chinese medicinal herbs for asymptomatic 
carriers of hepatitis B. 

2001, few 2 

Mew 20) Liu, JP. 
Mcintosh, H, Lin. 
H. 

Chinese medicmal herbs for chrotiic hepatitis B i m i . Issue 1 

21) Renfrew, MJ. 
Lang, S, Martin, L. 
Woolridge, 

Treatments to relieve breast eftgorgement 
(Previous review title: Cabbage leaves for breast 
engorgemem this review has been, withdra-wn 
see protocol 14) 

22) Price, JR 
Couper, J. 

Cognitive behavior therapy for chronic fatigue 
syndrome in adults 

1998. Issue 3 

23) Jones. C. 
Cormac, L Mota, J. 
Can^bcll, C 

Cognitive behavior therapy for schizophrenia 1999, Issue \ 

24) Jepaon, RG. 
Mihaljevic, L. 
Craig, J. 

Cranberries for the prtvcntion of urinary tract 
tnfectioiis 

mn, Issue A 

25) Jepson, RG 
Mihaljevic, L. 
Craig, J, 

Cranberries for the treatment of urinary ti act 
infections 

\ 998, Issue. 4 

26) Woods. RK. 
Thien, FCK. 
Abramson, MJ. 

Dietaiy marine fatty acids (f ish oi l ) .for 
asthma. 

2000, Issue. 3 

27) Van den Ende, 
CHM, Vliet 
Vlieland, TPM, 
Munneke, M, 
Hazes, JMW. 

Dynamic exercise therapy for rlbeumaioid 
arthritis 

2000, Issue 3 
1 

28) • Melchart, D. 
Lmde, K. Fischer, 
p. KaesmajT, J. 

Echinacea for the prevention and tjeattnent of 
the common cold 

\WKiss\te 1 

29) Ram, FSF 
Robinson, SM 
Black, PN. 

Physical training for asthma. 1999, Issue 1 

Mew- 30) Flcinrtiing. K, 
Cuihun. N 

Electromagnetic therapy for the treatment of 
pressure sores 

i m . Issue 1 

New 31) Flemming, K. 
CuUum, N. 

Electromagnetic therapy for the treatment of 
venous leg ulcers 

2001, Tssue 1 

32) Pittler. MH, Feverfew for preventing migraine 2000.. Issue i 

Brian M. Berman, M , D . 19 
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Vogler, BK, Ernst, 
E, 

1 

• •-New 
1 

33) Oliu, J. 
Schjtieider, L 

Galantamine for Alzheimer's disease K M l , Issue 1 

34) Jepson, .RG, 
Kleijnen, J, Leng, 
GC, 

Garhc for peripheral arterial occlusive disease 1997, Issue 3 

New 35) Towheed, f E, 
Anastassiades, TP. 
Shea, B. Houpt, J. 
Welch, V. 
Hochberfi, MC. 

Glucosamine therapy for osteoarthjitis 2001, tssue ) 

1 36) Evans, JR. Giiikgo bdoba c?ihact for age related macular 
degeneration 

1999,7:y,st/fc>3 
i 

Mew 37) Little, CV. 
Parsons, T 

Herbal therapy for treating osteoarhntis 20Q\,.hsuel i 

Mew 3S) Little, C, 
Parsons, T. 

.Herbal therapy for treating rheumatoid arthiitis 2 m , Issue 1 

39) Lunde, K, Jobst 
K, A 

Homeopatiiy for chronic asthma 199?,, h.sue3 

40) . Vickers, 
AJ. Smith, C. 

Homoeopathic Oscillococcinut:) for 
preventing and treating influenza and 
influenza Uke syndromes. 

I999js.sue4 

41) Abbot, NC. 
Stead. LF. White, 
.\R. Bames, J, 
Emst, E. 

H>T)notherapy for smoking cessation 199S,/ii-r.e2 

1 42) Roberts, L, 
Ahmed, 1. Hall, S. 

Intercessory prayer for the alleviation of ill 
health 

]9'.)9, Is.sue 1 

43) Jewell, D. 
Young, G, 

Interventions for nausea and vonuting in early 
pregnancy 

I99€,fssu€4 

New 44) Campbell, K. 
Waters, E. 
O'Meara, 5. 
Sutnmerbcll, C 

Inter '̂ention5 for treating obesity in cliildren 2001, Issue 1 

45) Flemming, K. 
CuUum, N. 

Laser therapy for venous leg ulcers 1996,/j.y«<;4 1 

New 46) Higgins, JPT. 
Flicker, L. 

Lecidiin for dementia and cognitive iiapairment. 2000, Issue 2 '~ 

47) Brosscau, L-
Welch, V. Wells, 
G, deBie, R. Gam, 
A. Harman, K. 
Morin, M, Shea, 
B Tugwell. P. 

Low level laser therapy for OA 2000, Issue 4 

48) BitJSSeau, L. 
Welch, V, Wells, 
G, deBie, R. Gam, 
A. Harman, K.. 
Morin, M, Shea, 
B. TuRwelL P. 

Low level laser therapy iio R,\ 2000, Issu^ 4 

49) Hondras, 
MA, Linde, K. 
Jones, AP 

Manual therapy for astlima. 2000, Is.̂ ue 3 

Brian M. Bennan, M.D. 20 
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50) Furlan. AD. 
Brosseau, L. 
Welch, V. Wong. J. 

Massage for low hack pain .2000, Issue. 4 

51) Vickers, A. 
Ohlsson, A. Lacy, 
JB, Horsley, A 

Massage to promote development m pratemi 
and/or low birth weight infants 

\99%]ssw.l 

Mew 52) Herxheimer, 
A. Petrie, KJ. 

Melatonin for preveming and treating jet lag 2001,yjj!«? 1 

New 53) Koger, SM, 
Brotons, M 

Music therapy in dementia i m .. Issue 1 

54) Feiteira, LVI, 
Brooks, D. Lacas.se. 
Y. Goldstein, RS 

Nutritional supplemeutatioc in stable chrome 
obstructive pulmonary disease 

2000, /.T.TUi? 2 

55) Wilkinson, 
EAJ, Hawke, CL 

Oral zinc for arterial and venous leg ulctni 1998, fe? 3 

56) Joy, CB. 
Mumby-Croft, R. 
Joy, LA-

Polyunsaturated fatty acid supplementation (fish 
or evening primrose oil) for schizophrenia 

2000, Issue 1 

57) Aciic, KA, 
Green, J 

Psychological therapies for sickle cell 
disease and pain 

2000. Issus 3 

58) Wilt, T. Ishani, i Serenoa repens (saw palmetco) for benign 
A. Stark, G. Mac j prostatic hyperplasia 
Donald, R. Mulrow, 
C. Lau, J. 1 

ig98,/..;iie4 

New 59) Suresh, 

GK; Davis, 

J M ; Soil, RF 

Superoxide dismutase f o r preventing \ 2Q0].Js^us] 

chronic lung disease in mechanically 

ventilated preterm infants j 

1 60) Beainon, S 
FalkeiiMch, A. 
Fainburg, G, Linde, 

Speleotherapy for the treatment of asthroi 2000. Issue 1 

i 61) Linde, K. 
Mulrow, CD 

St. John's Wort for depression 1.998, Issue 2 

<S2i Douglas, RaM. 
Chalker, EB, 
Treacy, B 

Vitamin C for preventing and treating the 
common cold 

1998 , .W 1 

63) Kleijnen, J. 
Mackerrat, D 

Vitamin E for intemiittenit claudication W6 Issue 2 

64) Scares, KVS, 
McCiTftth. JJ 

Vhanidn E fot neuroleptic iniiuced tardive 
dyskinesia 

2000, Issue. 3 

65) Tabct, N. 
Birkfi, J. Gntnley 
Evans, J. Orrel, 
M. Spector. . \ 

Vitamin E in Aizheimer's disease 2000, Issue 4 

66) Ramaratnani. 
S. Sridharan, K 

\ oga Ul the treatment of epilepsy 1999, 7 i w 3 

67) Marshall. I j Zinc in the treatment of the conanon cold 1999,/jf5ut-2 
68) Mahomed, K j Zinc supplementation in pregnancy ].991, Issue i i 

Brian M. Berman, M,D. 21 
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II. CM Field Protocols 

[New " 1) He, L. Zhou, D. 
Wu, B. Li, N. 

Acupuncmre for bell's palsy 2001, Issue 1 

2) liichardsoa, MA. 
Allen, C. Ezzo, J. 
Lao, L. Ramirez, 
G Rartiirez, T. 
Zhang, G 

Acupuncture for chemotherapy-induced nausea or 
vomiting among cancer panents 

2000, Issue 1 

3) Green, S. 
Buchbinder, R. 
Hall, S. Bamsley. 
L. Forbes, A. 
Smidt, N, 
Assendelft. W. 

Acupuncture for lateral elbow pain in adults 1999, Issue 1 

4) Ezzo, J. Hadhazy, 
V. Bennan, B, 
Birch, S. Kaplan, 
G. Hochberg, M. 

Acupuncture for osteoarthritis 199S, Issued 

5) Concia, M. Veloso, 
M. Correia, C 

Antioxidants for acute saoke 1998, Issuo 3 

6) Correia, M. SUva, 
C. Veloso, M. 

Antioxidants for secondary prevention after 
stroke or transient ischaemic attack 

1999, Issue 2 

New 7) OireU, RW. Lane. 
RJM. Ross, M. 

Antioxidant tieatment for amyotrophic 
lateral sclerosis / motor neuron disease 

2001, Issue 1 

8) Hooper, L. Capps, 
N. Clements, G. 
Davey Smith, G, 
Ebrahim, S. 
Higgins, J, 
Ness, A. 
Riemersma, RA. 
Sunimerbell. CD, 

Anti-oxidant foods or suppletnents for 
preventing cardiovascular disease 

1999, Issue 2 

1 
1 
1 
1 

9) Brazzelli, M, 
Griffidis, P. 

Behavioural and cognitive interventions for faecal 
incontinence m children 

2000, hsue 2 

10) Wilson, ML, 
Murphy, PA. 
Partisoa, HM. 
Farquhar, CM. 

Behavioural lntcr\'entions for primaiy and secondary 
dysraeoorrhoea 

2000, Usue 3 

11) Snowdcn, HM. 
Renflrew, MJ. 
Woobridge, MW 

ireatmentf to relieve breast engorgement during 
lactation 

2000, Issue 2 

1 .. 

12) Hoare, C, Leonard, 
T. WilUaros, HC. 

Chineae herbal medicin; for atopic eczema 2000, Issue 2 

13) Charlesworth, 0. 
Riordan, J. 
Shepstone, L. 

Cognitive behavior therapy for depressed carers of 
people with Alzheimer's disease and related 
disorders 

1999,/j.5ue4 

14) Coates, P. Eady A, 
E, Cove J, H, 

Conplementarj' therapies for acne I999,.hsue2 

15) Caraballoso, M. 
Bonfill, X. Serra. C 

Drugs for preventing luii^ cancer 2000, Issue 1 

16) Fletittning, K. Electrotherapy for chronic wounds | ^OQO 'ssue 

Brian M. Bemian, M.D. 
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Cullum, N. 
17) Flemming, K. 

CuUum, N 
Electrotherapy for pressiu-e sores 2000, lisue 3 

18) Flemming, K. 
Cullum, N. 

Electrotherapy for diabetic ulcers 2000, Is.sue 3 

19) Ruether, A; 
Bueschel, G; 
Leipner, J; Linde, 
K; Rostock, M; 
Homebcr, M 

Enzyme therapy in oncology 2C00, Issue 4 

20) Strid, J. Jepson. R. 
Moore, v. 
Kleijneti, J. lasco, 
SM 

Evening primrose oil or other essential fatty acids for 
premenstrual syndrome 

1998,/«(j£r2 

21) Kleijnen, J, Ginkgo biloba for intermittent claudication 1996,7j,stte2 
New 22) Birks J, Grimley 

Evans J, 
Dongcn M 

Ginkgo biloba for dementia and impairmesii 2001 Issue 2 

23) Novak, F. 
Avenell, A. 
Heylaiid, DK. 
CroaJ, BL. 
Drover, JW. 
Jain, M. Noble, 
D. Su, X, 

Glutamine supplementation for critically ill 
adults 

2000, Issue 3 

24) Wilson, ML. 
Murphy, PA, 
Farquhar, CM 

Herbal and dietary therapies for primary and 
secondary dysmenorrhoea 

\999J.^sue2 

New 25) Benoett M, Heard 
R 

Hyperbaric oxygen therapy for multiple sclerosis 2001, Issue 2 

36) Beamon, S. 
Falkenbach, A. 
Jobst, K. 

Hydrotherapy for asthma ]999Jssue4 

27) Blackball K, 
Appleton S 

Ionisers for chronic asthma 2000 Issue 3 

28) Bent, S. Tsouiinas, 
C. Romoli, M. 
LindE, K. 

Kava for Anxiety Disorder 1999. Issue i 

29) Beamon, S, 
Falkenbach, A, 
Jobst, K. 

Hydrotherapy for asthma 1999, hsue 4 

30) Shaw, K. Turner, J, 
Spiiiks, A, Del 
Mar, C 

Management of Depression with Tryptopliaii and 5-
Hydroxytryptophan 

\999, Issue.} 

31) Gross, AR. 
Hondras, MA, j 
Aker, PD, Peloso, 
P, Goldsmith, CH. 

Manual therapy for mechanical neck disorders 1997, Issue 3 

Brian M. Bennan, M.D. 23 
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32) Lock>iart-Wood, K. 
Gambles, M. 
Wilkinson. S 

Massage and aromatherapy for svnuitom relief ir 
patients with cancer 

2000, Issue 3 

New 33) Urrjtia, G Bonfill, 
X Del, 

34) Pozo, P Fernandez 
A 

Neuroreflexology for low back pain 2001 Issue 2 

35) Hadhazy, v . E^zo, 
JM. Berman. BM, 
Creamer, P, 
Bausell, B 

Mind'Body Therapy for Fibromyaigia 2000,/,f5y*: 3 

1 3 6) Greener, .1. 
Enderby, P. 
Whurr, R. 

Pharmacological treatment for aphasia 

following .stroke 
199S,/.mre2 

i 

37)Bron.fort, G, 
Nilsson, N. 
.A.sscndclft, 
WJJ Bouter, 
LM. Goldsmith, 
C. Evans, R. 
Haas, M. 

Noninvasive physical treatments for chronic 
headache. 

3 

.38) Salinas, A. 
Berchuk, M. 
Welch, V. 
Fortin, P, Shea, 
B, 

Omega 3 fatty acids supplementation for 
rheumatoid arthritis. 

1 997, Rsue 3 

39) Farmer, .\. Dineen, 
S 

Omega 3 fatt}' acids on glycaenuc control uf plasnia 
lipids in t̂ pe II diabetes mellitus 

1997. fcue3 

40) Juni, P. Fux, C. 
Hertog, MGL 
Egger, M, Emat, E 

Padma 28 (a Tibeta:n. herbal 
preparation) for intermittent claudication. 

1997. Issue 4 

4 n Heckles Willson, 
N, Elliott, TM, 
Everard. ML 

Omega-3 fatty acids for cystic fibrosis 2000, Is.^ui 3 

42) Lethaby, AE 
Kronenberg, p. 
Roberts, H. Eden, 
J. 

Fhytocsrrogciis for mcnopHiKial symptoms 1998, Issue 4 

43) Soo, S. 
Moayyedi, P. 
Decks, J. 
Delaney, B. 
Forman, D. 

Psychotherapy for non-ulcer dyspepsia 1999, Issue 3 

44) Wilt, T, Ishani, A, 
Mac Donald, R. 
Rutks, L Stark, G 

Pygeum afticanum for Benign Pro.̂ tatic Hypeiplasia 2000, /s.sue 2 

New 45) Gambles. MA. 
LockJian-Wood, K. 
Wilkinson, SM 

Reflexology for symptom relief m patients with 
cancer 

2*m, .Issue ^ 

46) Rambaldi, A, 
Ghiud, C. 

S-adenosyl-L-methionine for alcoholic liver diseases 1999,.Issued 

Brian M. Berman, M.D. 
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47) Wilson. ML. 
Murphy, PA. 
Johiison, TC, 
Farquhar, CM 

Spinal manipulation for primary 
and secondary dysmenorrhoea 

1999, Issue i 

48) Assendelft, WJJ. 
Shekelle, PG. 

Spinal manipulation for low back pain 1996, Issue 1 

New 49) Rees, K. Bennett, 
P. Vedhara, K. 
West, R. Davey 
Smith, G. Ebrahim, 
S 

Stress management for coronaiy heart disease 2001, Issue I 

New SO) Szatimri, Sz 
Wbitehouse, PJ 

Viiqjocctine for cognidve impairment and dementia 2001 Issue 2 

51) 0'Mathuna,D, Therapeutic touch in woimd healing ]99S, Issue i 
52) lasco, SM, Castro, 

AA. Atallah, AN 
Vitamui B6 and placebo in premenstrual syndrome 1998, Issue 4 

53) KauT, B. Vitamin C supplementahon for asthina ! 1 9 9 7 , 3 

HI. CM Field Newly Registered Titles 

2001 Li, Zi Chinese herbal inedicine for chronic renal failiue IMarch, 2001 
2001 Xiong, Dylan Compound red sage root (radix salviae miltiorrhiaze) 

versus nitrate for angina 
March, 2001 

2001 Zeng, XiiuiTong Gingko biloba extract for acute ischaemic stroke March, 2001 

Compiled by: 
University of Maryland 
Complementary Medicine Program 
Cochrane CoUaboration 
Complementary Medicine Field 

Brian M. Berman, M.D. 25 
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CAM evaluation comes into 
tiie mainstream: NIH 
Specialized Centers of 
research and tlie University of 
Maryland Center for 
Alternative Medicine Research 
in arthritis 

B.M. Berman,' S. Hartnoll,^ B. Bausell' 
•Unt\/ersity of Maryland School of Medicine Complementary Medicine 
Program, James L Kernan Hospital, Baltimore, MD, USA 
^University of Maryland School of Medicine Complementary Medicine 
Program, MD, USA 

SUMMARY, in September of 1999 the N»tipnal Institutes of Health (NIH) announced 
the funding of five Specialized Centera of Research In compionentary and altemative 
medicine (CAM), bringing the tocal number of centers being supported to nine,The 
NIH center grant model provides a tremendous boost to tha scientific investigation of 
CAM, nurturing an emerging field through the support of a step-wise research 
program of clinical and pre-cllnlcal trials and developmental and feasibility studies; the 
building of infrastructure; and the training of a new cadre of scientific invesdeators in 
the fleld.This article explains the overall obiectWet of the NIH Specialized Centers 
program and focuses on one of the oldest CAM research centers In the USA, exploring 
some at the challenges faced in conducting CAM raearch while developing a center, 
and some of the goals and activities of the center, ® 2000 Harcourt Publishers Ltd 

Profeuor Brian M, 
Barman, LMivBrsfty ?f 
Msrylmdi School cf 
M»dlcin9, Complamertjry 
Medicine ProjTJm. 3rd 
loon Kanifi Msniion 
Ftrgram. Jarnes L Kemin 
l-bjpi14l, iZOO Ktmar, 

2l207-46OI7,USA.Tel + 
* 1 410 4*J M71;ran.: + 
410 448 6875: 
E-maili bbcmntfi^)com)»n«l. 
ummcumarylirvijdu 

In September 1999 the National Inatitutes of 
Health (NIH) [Umouncad the funding of five 
Specialized Centers of Research in complementaa-y 
and altemative medicine (CAM), brinsing the total 
tiutnber of centers being supported to nine. These 
grants are an encotitaging juaip-start into the new 
millennium and a fittingly symbolic ending to the 
la»t decade of the old millenniuto-a decade in 
which CAM rescarih in the USA has e.'cperienced 
a changing of the tides and a slow, but steady, 
rise in ils acceptability lu » target for federal 
support. Each of the center'! wi.U be receiving 
approximately 57.3 million in funding over the 
next 5 years and is expected to conduct clinical 

£uul pre-cUnica.t re-search; encourage developttien-
tai and feasibility studies; and educate and train a 
new cadre of scientific investigators in the field. 
The aitie centers are located around the country 
and each will have a disease or therapy area of 
focus (Table ]). Two of the centers funded la,st year 
(Columbia University and University of 
Maryland) were previously funded by the NTH and 
will be building on the initiatives started over the 
past 4 year.s. 

The NIH center grant model (Iraws from the 
experience of more mattlte disciplines and is 
designed to nurture an enierxi:\s field through a 
carefully staged te9ear-;h process- This process 

H9 
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Unlver5ity of Maryland 
University of Kicl'ljan 
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Bj.rry Oke:\ MD 
Fivei Ghisliaft, MD 
("red! KronGnbary, PhD 

includes generating infoimation on the effective­
ness of a therapy through a range of methodological 
design.?, the phasing of studies leading up to large, 
randonnized, iontroHed trials, and the building of 
infriistnitturc through support of care resources 
(such as data management, staristica.! analysis, and 
a-lministration) and tlie training of new investiga­
tors. Hence, a miiumum of three studies aj'e sup­
ported under each center grant and are expected to 
lead on to large, randomized, controlled clinical iri­
als. At the same time, innovative preliminary pro­
jects win be funded (subject to rigorous peer 
review) by the centers' development and feasibility 
programs. Jiuiior factilty and post-doctoral feUow.? 
will be provided education and tiainiiig in C\.M and 
research, thus growing a. new generation of investi­
gators who are sensitive to the issues and challenges 
particular to CAM. 

The University of Maryland Center 

The Center for Alternative Medicine Evaluation anci 
Research in Arthritis is housed within the 
Unrs'ersity of Maryland's Complcmentarj- Medicine 
Progranti, This center grant is a competitive renewal 
of One of the initial 10 center grants awarded by the 
NIH in 1995 and builds upon a research program 
that is focused around pain related conditions. 
WTxtie each of the CAM centers undoubtedly has its 
own valuable stories to shars, the University of 
Maryland program, aa one of the oldest centers in 
this country, will be the focus of this article. We will 
explore some of tlie challenges we hive faeed in 
conducting CAM research while developing a cen­
ter, and outline the goals for our center. 

Edging into the aciademic arena 

Everyone involved in the scienhfic investigation of 
CAM as well as its clinical practice is aware of the 
many obstacles that have confjxmted this field in its 
struggle for legitimacy in the medical and research 
airenas. At ihe rime that the University of Maryland 
C A M program was established in 199]., one of the 

most often voiced cnticisms of CAM was the lack 
of scientific data on its effectiveness and safety. 
However, at the same time, the CAM f.eld lacked 
tha iiifraicructure atid research capacity wjth which 
to suppon and foster the sorely needed studies and 
trials. Most CAM practitioners themselves had little 
training in research, nor were there sources for the 
fimding of research. Our program was forttinate to 
receive core funtiing from a private foundation and 
to find an acacemic institution open to embracing 
CAM evaluation at a time when the prevalent atti­
tude to CAM in academic medical circles was char­
acterized by hostilit)' or disti'ust. With these 
resources at t)ur disposal we were able to begin pilot 
Studies which could generate cranial pieUininary 
data allowing us to be competitive in applications to 
funditig institutions such as tl)c NIH, 

Embaricing on a research progrann 

.Betorc starting Any studies and in order to assure 
ultimate usage of our lirmted means as well as iden­
tify the most needy atrd/or promising aj-eas of inves-
tijaiion, we drew up a su-atcjic plan for the center 
and set a research agenda. Our research agenda was 
based on sun'eys of CAM therapy usage rates, con­
ditions identified as major public healdi pnjblems, 
and review of the existing C.\M literature,' As a 
result of this process we cliose to focus on pain-
related conditions and to iaitially examine therapies 
where there was the greatest boidy of evidence sug­
gesting their usefulness, as well as evidence of their 
use by toniumers. 

Mukiple preliminary srudies hased upon sirong 
theory and the empirical work of previous investiga­
tors is always necessary before a definitive study is 
mounted. In our experience, followuig a step-wise 
progression of studies (somewhat mirroring the 
Federal Drug ,Admimstration guidelines for phasing 
of smdies,) hss allowed for consideration of metnod-
ological issues, such as appropriate control tioups, 
and other therapy-specific issues, such as appropri­
ate dosage and safety, before embarking on full­
blown, Phase 3. tandoinized controlled trials (RCT), 
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As an example of oiir approach, our group used the 
Phase I pilot .studies to test suitable outcomes mea­
surements and determine standardized acupuncture 
treamient protocols in studies of acupuncture for 
postoperative dental pain and for osteoarthritis. On 
the basis of this work we were able to successttilly 
compete for some of the inidal developmental grants 
funded by the newly<reated NIH Otfice of 
Alternative Medicine. We then followed this worlc 
with two Phase 2 studies: one small trial (n = 39) 
comparing acupuncture to a mock acupuncture am-
trol (which involved no needle insertion) for acute 
pain; one larger study {n - 73) comparing acupunc­
ture plus standard care to standartl care alone with 
osteoanhritia patients.--''These studies allowed us to: 
1) test our hypothesis on a small, cost-effective 
scale; 2) conduct a power calculation for a larger 
trial; 3) assess the feasibility of tlie research setting; 
and 4) rtsoKe unforeseen problems mil thus design 
a solid study protocol for the RCT. Both studies are 
now funded by the NIH X the Phase 3 stage and, 
with large sample sizes and multi-site location, wiU 
be more definitive efficacy studies. The osteoarthri­
tis study is a three arm parallel design (n = 370) com­
paring real versus sham acupuncture versus an 
education control group; while the dental trial is a 
two experiment two site study that combines Cle­
ments of both Phase 2 and 3 trials. 

Finding and evaluating the existing 
evidence 

One stumbling block we encountered early in our 
investigation of CA^^ was establishing what is 
known already. Without a thorough knowledge of 
the literature it is impossible to set a research 
agenda, know the pertinent questions to be asked, 
the study designs that are needed, or the method­
ological issues to be confronted. Much of the litera­
ture on CAM had not beeii published ijx mainstream 
medical journals, was published in languages otlier 
than English, and wa.s not available through tradi­
tional medical literature databases and Ubraiics. In 
our search for the hterature on pain we confronted 
this problem wad were able, is pait of our first NIH 
center grant funding, to compile a database of the 
literature in CAM and pain (CAMPAIN). We drew 
from elecircnic sources worldwide as well as carry­
ing ..Out extensive hand-searching of jotinials and 
conference proceedings. A review we conducted of 
acupuncture treatment for clwonic pain problems 
serves as an example of the hurdle of finding the lit­
erature in CAM •* In this study, a search of our 
CAMPAIN database yielded 58% more citations 
than a similar search of the National Libraiy of 
Medicine's (NL.M) Medljne database. The CAM­
PAIN database (available on our website; 
www.compmed.ummc.umaryland.edu) currently 
contains 12 000 citatli^iis, testimony to ttie fact that 
there is ewsting evidence on CAM, although it has 

just been more difficult to access than other medical 
literature. Our reviews to-datc, however, suggest 
that the quality of the science is generally poor and 
there are many gaps in our knowledge,'^ 

At the international level, efforts to collect and 
evaluate the CAM lilerature have been substantially 
improved through the establishment in 1996 of a 
complementary medicine iCM) field within the 
Cochrane CoUaboration.' The field is coiirdinated 
through our ceniei and we maintain a comprehen­
sive registry of RCTs in CAM whiich is uploaded to 
the central Cochrane library (which contains all 
known RCTS for all of medicine). Tlie registry lays 
the groundwork for collaborators worldwide to con­
duct systematic reviews which will summarize 
existing evidence while rmniraizlng bias. 
Furthermore, the CM field has also been working 
with the NLM to identify joumals and tc refine Iheir 
thesaurus of CAM subject headmgs for Med].jne. 

Evaluating CAM in a clinical setting 

Some of the greatest challenges our center has faced 
has been in our clinical program. At the program's 
out-patient cUnic, based at one of the University of 
Maryland hospitals, we tiave been assessing the 
value of integrating CAM therapies wit.h conven­
tional medicine in the treatment of patients with 
pain related conditions. However, generating truly 
useful data from outcomes research is extremely 
difficult: due ro the hectic, micomrolled nature of 
clinical practice. On the whole, any data generated 
is generally less controlled than even our crudest 
pilot Studies, For example, it Is difficult to employ 
prospective exclusion/inclusion criteria for clinical 
patients and to administer outcomes measures spe­
cific to ft particular diagnosis in a clitiicaJ. setting. 
Although the chjiic continues to be popular among 
patients and our data shows hish satisfaction levels, 
developing meaningful outcomes data will continue 
to t>e a challenge for our center and the CAM com­
munity in general. 

On a more practical level, obstacles we have 
faced in our clinical program have included distrust 
and unfamiliarity with CAM amongEi many of the 
University's faculty and clinicians who have been 
opposed to CAM tiierapies being offered under the 
University's umbrella, .However, we have sought to 
build confidence among our colleagues by offering 
only those CAM therapies for which there is some 
body of evidfitjce co support their climcal usefulness 
and safety. Over time, the clinic has offered an 
exceUent opportunity to build bridges tlirough 
shared patient carc, and has generated ideas for col­
laborative research endeavors. We have alsc had 
some interesting itistaaccs where some of our most 
skeptical re.search coUaborctors have resorwd to 
atupuneiure for relief of rheir own pain condiiioiis. 
Pers-inal cKperience of relief has often done more to 
change attitudes than objective research data! 
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Other hurdles we have faced have included 
staffing and reimburserrBnt, The CAM therapists 
involved with our clinic have had extensive troining 
in their respective fields and have been credentialed, 
however, with little standardized credeDtialing in 
most CAM professions to-date, finding suitable 
practitioRers has not always been straightforward. 
Furthermore, tack of experience with or training in 
CAM has meant that there have been few phyei 
clans who can work at the cUnlc and coordinate 
integrated programs of carc. Insurance coverage of 
CAM has only recently begun to improve and, 
while this obviotisly creates problems in making the 
clinic financially viable, it has also created prob­
lems ic tracking long-term costs of CAM care. 

Looking to the future 

It wiL be exciting to observe how each Specialized 
Center confronts the issues and challenge* of CAM 
evalaation. The NIH center grant raechaaism, with 
its emphaii* on rigorous scientific process, a stmc­
tured progression of researcli, innovatioD, as well as 
trainLng, provides the stnicture for CAM investiga­
tion to make huge advances in the new miUennium. 
Our center will continue with efficacy trials (e.g. 
one study funded by our center giant will evaluate 
rnind/body ther^ies for fibromyalgia), as well as 
smdies of basic n»echanism involved in CAM Lhera-
pies (e.g. another program of research involves 
identifying the antagonist receptor system af well as 
the descending modulating pain pathway in the 
braiti stena involved in electro-acupuncture using an 
adiiUMl model that ws have pioneered in our basic 
science laboratory). We will also explore the long-
tenn outcomes; pattems of health services utiliza­
tion and costs of patients who are treated by 
acupuncture in the osleoartlmtis RCT that is cur 
rently underway; as well as begin the Investigation 
of the use of various herbs in the treatment of 
inflamroation and immimc mediated arthritis. Ic 
addition to our own primary research, we will con­
tinue lo synthesize the results of CAM trials in order 
to make summary judgments regarding ctfcctive-

UMD P A i i <;B 
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ness. Equiilly exciting, the Specialized Cinlter 
mechanism has provided a budget of approxirQî ly 
three quaners of a milUoa dollars (o fund projects 
involving proousing investigators outside QUI pro­
gram to continue the process that we iiave been 
involved with for the past decade. In this manner we 
hope to add to the scientific body cf infonnation on 
CAM and broaden the spectrum of evidence based 
treatments for chronic pain problems. 
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Complementary medicine and medical education 
Hacking comptementary medkim offers a way of making teaching more holistic 

C; 
1 
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\ on\plcroetita,i7 and altemative medicine is no 
longer an obscure issue tn medidne. Our 

i patients are using alternative therapies in addi­
tion to conventional care' * and sometimes do not 
share this information with us. But even if tfiey did 
would »̂ 'e know hem' best to advise them about safety 
issues or about the effectiveness of a particular therapy 
for their problem? Surveys indicate that doctors and 
metlicai swdents are increasingly interested in 
complementary and alternative therapy,*"* yet lack of 
knowledge is one of the greatest baniers to its appro­
priate use, .\lthough many medical scliools and 
craining programmes now include teaching on 
conapletnentary and alternative therapie), tlie 
approaches arc variable and often superficial 

In this issue Owen et al ask provocative questions 
about our attitudes and behaviour towards complemen­
tary' and altenaove therapy (p 154),' and point out lltat 
few of us encountered such therapy as medical studetJts 
•r during later training, Nevenhdcss, there are sigru of 
change and Owen ct al desotibe initiatives to indude 
complementaiy and altematl\'e iherapy in raedi£aS edu-
cation in the Lfnited Kingdom. Siroilar chtsnges are 
occurrijig in the United States, In 1995 a natioival 
conference on complementary and alternative theiapy 

educaiion ItWCJving the National Inatimtci of Health 
recommended that complementaiy and alternative 
therapy shcmki be included in nursing rmd micdical edu­
cation. Two years later a survey of all 125 US medical 
schools foiind that 76 of tliem offered some form of 
education on complementary and altcmaii\e therapy.' 

Teaching indudes elective modules, Cfii-e curria.i]um 
lectures, and indtision in problem based leaming at 
imdergraduace and residency level. Institutions such as 
Harvani and .Stanford ofiier continuing postgraduate 
educatitin courses, and the unrvcrsides of Maryland artd 
Arizona offer research and clirucal fdJowships. in 
addition, spedal interest group* tn complementary arid 
altemiUive therapy have been foi-med in protessional 
organlsadcns such as die As-sodation of American 
Medical Colleges, .'ttvi the Sodety for Tca'iiers of Family 
Medicine has i.mied guideline) on induding comple­
mentary and altertiaiive therapy in the atrriculum frjr 
residents.' The NIH-National Center for Complemen­
tary and Altemarivc Medidne recerjdy issued fimding 
initiatives to support the dcvelopnaent of teaching on 
complcnsencary and altemative tlie^py in medical, den­
tal, and nursing education. Tlie centre also supports 
career developmemt and training programmes at several 
of its research centres around die cotintry 
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Editorials 

When in 19S2 we developed a complementary and 
alternative thertipy curriculum at the Universicy' of 
Maryland we thought it u-as Important to present the 
therapies in the context of their own phitosophiea and 
models of health and Illness. Students and residents have 
the opportunity to experience the dinical practice of 
these therapies both In the community and in our own 
integTHted medical dinic We also (each students how to 
find and evaltiate the evidence for the safety and efficacy 
of complementary and alternative therapies. Our goal ia 
to encourage the additional skills of openness, sensitivity 
to cuitunJ influences and belieia, communicador), and 
cridcal appraisal of che literature of complementary and 
alternative therapy treatmenls. 

Nevertheless, great heterogeneity exists in the 
content, format, and requirements of complementary 
and alternative therapy courses for medical shidents and 
physicians in training. Typically, cotu'ses give an overview 
of che main complementary and altermilve therapies 
and their uses and possible effects, but they do not reach 
skilb to a dinical level of competence. Decisions about 
which complementary and alternative therapies to 
indude in teaching will necessarily be dictated by usage 
pattems and resources in one's locality. However, 
guidance about the main complementary and altema­
tive therapy categories can be obtained from sources 
such as the National Center for Complementary and 
AltcmativB Medidne (hcq>V'VtKXBitLnih,gov), In addi­
tion, hô vever, some general consensus needs to be 
reached on the essentials of a core cunicuium. Tbos 
should aim to improve doctors' knowledge of complex 
mentary and alternative therapy practices and their 
place in {latient care; their ability to advise and guide 
patients about these therapies; their ability to refer 
patients to practitioners of cornplcmcniary and alimui-
dve therapy; and their knoviiedge of the pn>cticalttie$, 
such as credentials and legal and reimbursement issuei 

Most medical schools have a packed curriculum, so 
complcmet»iary arvd alternative therapy optiotis tend to 
be dectives t^ith only a smattering of core cunicuium 
lectures, Given die shift towards problem based and case 
based learning, it is a realistic goal to have complemen­
tary and alternative therapy treatment options inte­
grated into esdgting teaching at all levels. Tliis highlights 
the need fbr faculty devdopmenL Academics who are 
not experts in complementary and alternative therapy 

but accept itj legitimacy ai some level must gain knowl­
edge of th* subject in order for studenia to receive tliis 
exposure. Complementary and altemative dierapy edu­
cators will need dearly Lo define their objectives and 
goals and be rigorous in evaluating vheiher (heir aims 
are being meL Nevertheless, until qualification require­
ments include comporients on complementary and 
altemative therapy it may seem an indulgence co 
curriculum committees and students to dedicate time to 
complernentary and alternative tlierapy. 

We know from research thai people are drawn to 
comp1emerf,ai"y and alternative therapy mostly our of a 
desire for a more humanistic, "holistic" approach," " 
Medical education should rc-cxamine the emphasis It 
places on die importance of the integration of nwnd, 
body, and spirit and acknowledge the role of sodal, cul­
tural, and environmental influences and the power of 
self carc and healing. Healthcare frrofesskinak, 
patienu, and our healthcare system can only benefit if 
medical education bridges the gap with complemen­
tary and alternative therapy. 

Brian M Bemian profissoroffmity medians and director 
Compiemeniary Medidre Prograia Uim'eruty of Maryland School of 
MnSclne. J200 Keman Drive. Balnmoi*. MD 2IS>07 
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Questions for the Panel on Concerns about CAM and CAM Research Panel: 

What are your major concems about CAM practices and products and about CAM research? 

When addressing the need to find research methods and approaches to estabhsh the safety and 
effectiveness of CAM practices and products, in addition to data collection and clinical trial 
methodology, consider how we can study the complex questions inherent in CAM such as 
multiple interventions; complex systems and complex compounds; mind-body interactions; 
individualization; the placebo effect; qualitative research; energy medicine; provider/patient 
interaction; multiple populations including culture/race, gender, age; and so forth? 

What policy recommendations can you offer regarding research on CAM practices and 
procedures for the Commission's consideration as it develops its report to the President and 
Congress? 
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William M. London 

William M. London, EdD, MPH is the president of The National Council Against Health 
Fraud, hic. He is an associate professor of health care management and the director of the 
Graduate Program in Health Care Management, College of St. Elizabeth in Morristown, 
New Jersey. He also has an appointment as a specialized faculty mentor in the Master of 
Science in Public Health program of Walden University. Dr. London is a contributing 
editor to The Scientific Review of Alternative Medicine and Aberrant Medical Practices. 
He is a co-author of sixth edition of the college textbook Consumer Health: A Guide to 
Intelligent Decisions and a co-author of the seventh edition of the textbook, which is 
scheduled for publication in July 2001. 
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Statement of William M. London 

2. WHCCAM should promote opportunities for research to increase knowledge about 

quackery/health fraud as a public-health problem associated with the "complementary" and 

"alternative" medicine marketplace.̂  

3. WHCCAM should declare that it is misleading to u,se the terms "complementary" and 

"alternative" to refer to questionable, unproven, and disproved methods. Reliable and useftil 

information must be grounded in principles of con.sumer protection and science. 

4. WHCCAM should recommend that appropriate access and delivery of healthcare be based on 

principles of consumer protection and science. 

' Eisenberg D M et al. Unconventional medicine in the United State.s: Prevalence, costs, and paUems of use N Engl J 
Med. 328:246-252;1993. 

Gorski T. Do the Eisenberg data hold up? Scientific Review of Altemative Medicine .3(2):62-69,l 999. 
• y\ngell M, Kassirer J. Altemative medicine—the risks of untested and unregulated remedies New Engl J Med 
339:839-841 ;1998. 
•' London W Alternative health (letter). The Plain Dealer Magazine. November 19, 1989, pp. 14, 32 

Green S. A critique of the rationale for cancer treatment with coffee enemas and diet .TAMA 268:3224-3227,1992. 
'' Jury calls the 'hair test' a scam. PROBE 8(1 0 & 11):9;2000. 
^ Garner BA. A Dictionary of Modern Ainenciin Usage. New York: Oxford University Press, 1998, p. 34. 

Jarvis WT Quackery: The National Council Against Health Fraud Perspective. Rheumatic Disease Clinics of 
North America 25:805-814,1999. 
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Statement of William M. London 
Quackery: "Promoting health products, services, or practices of questionable safet>', 

effectiveness, or validity for an intended purpose." [NCAHF, 1986] 

Health fraud/quacks: "Health fraud is the promotion, for financial gain, of fraudulent or 

unproven devices, treatments, services, plans or products (including, but not limited to, 

diets and nutritional supplements) thai alter or claim to alter the human condition. Tho.se 

who promote such medical remedies thai do not work or have not been proven to work 

are called 'quacks."' [The Assembly Republican Ta.sk Force on Health Fraud and the 

Elderly, New York State Assembly, June 1986] 

Health fraud: "The deceptive promotion, advertisement, distribution or sale of articles, 

mtended for human or animal use, that are represented as being effective to diagnose, 

prevent, cure, treat, or mitigate disease (or other conditions), or provide a beneficial 

effect on health, but which have not been .scientifically proven safe and effective for such 

purposes. Such practices may be deliberate, or done without adequate knowledge or 

understanding of the article." [Compliance Policy Council of the U.S. Food and Drug 

Administration. Announced in a letter from M. L. Frazier, Director, Stale hilbrmation 

Branch, June 18, 1993,] 

Recommendations 

. The education and training of health care pracfitioners mu.st address principles of consumer 

protection and .science. Health care pracfifioners must learn to recognize quackery/health 

fraud associated with "complementary" and "alternative" medicine. 
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• Providing a center for communicafion between individuals and organizations concerned 

about health misinformation, fraud, and quackery. 

• Supporting sound consumer health laws. 

• Opposing legislafion that undermines con.sumer rights. 

• Encouraging and aiding legal acfions against those who violate consumer protection laws. 

• Sponsoring a free, weekly e-mail newsletter, 

NCAHF's publicafions rely on the following definitions: 

Fraud: "An intenfional perversion of truth for the purpose of inducing another in reliance 

upon it to part with .some valuable thing. . . . a false representafion of a matter of fact, 

whether by words or by conduct, by false or misleading allegafions, or by concealment of 

that which should have been disclosed, which deceives or is intended to deceive another 

so that he shall act upon it."[Black's Legal Dicfionary, 4th Edition, 1968] 

Misinformation: "Untiue or misleading information." [Webster's Seventh New 

Collegiate Dicfionary, 1972] 

Promote: "To contribute to the growth or prosperity of; to present for public acceptance 

through advertising and publicity." [Webster's New Collegiate Dicfionaiy, 1975] 

Quack: "Anyone who promotes medical schemes or remedies known to be false, or 

which are unproven, for a profit." [United States House of Representafives, Select 

Committee on Aging, Subcommittee on Health and Long-term Care. Quackery: A $10 

Billion Scandal. Washington, DC, 1984, US Government Prinfing Office.] 
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• Professionals in the health sciences, academia, law and business as well as government 

agencies share a responsibility to help consumers protect themselves from deception and 

exploitafion in health-related matters. 

• The scientific process is essential for discovering truths and validating health claims and 

information. 

• Health products and services should be: 

• proved safe and efJecfive befbre niarkefing with proponents bearing lhe burden of 

such proof 

• accurately labeled or fiilly described. 

• tnithftilly adverfised. 

• As noted in the Consuiner Bill of Rights, consumers have: 

• The right to free and informed choice. 

• The right to accurate informafion. 

• The right to safety. 

• 'fhe right to be heard. 

• The right lo consumer educafion. 

Activities and Purposes 

NCAHF's acfivifies and purpo.ses include: 

• Invesfigating and evaluafing claims made for health products and services. 

• Educating consumers, professional.s, business people, legislators, law enforcement 

personnel, organizafions and agencies about health fraud, misinfomiafion, and quackeiy. 
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motto of The Nafional Council against Health Fraud is: "Enhancing freedom of choice through 

reliable infonnafion." 

About The National Council Against Health Fraud, Inc. 

The Nafional Council Against Health Fraud is a nonprofit, tax-exempt voluntary health agency 

that focuses its attention upon health fraud, misinformation, and quackery as public health 

problems. It is private, nonpartisan, and nonsectarian. Its members are health professionals, 

educators, researchers, attorneys, and other concerned citizens. Its officers and board members 

.serve without compensation. 

Baciiwround History 

The Council originated in 1977 as the Southern California Council Against Health Fraud, Inc. 

and became the California Council Against Health Fraud in 1978. The Council became national 

in 1984. It is now incorporated in California and has members in all 50 states, the District of 

Col umbia, and several foreign countries. Nearly all of our fiinding comes from membership dues 

and individual contributions. 

Basic Principles 

NCAHF bases its claim to be a consumer organizafion on its founding principles derived from 

consumer protection law and the .scienfific process. Included are the belief s that: 

• "Con.sumer" is not a special class but a role played by all; everyone in a free enterprise 

society has a stake in maintaining high standards for health products and services. 
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According to a usage dicfionary, "First, alter-native may .suggest adequacy fbr .some purpo.se...; 

and second, it may suggest compulsion to choose.' Quesfionable and dubious methods are not 

adequate fbr their intended purposes. And consumers should not feel compelled to choose them. 

It is unavoidable for legifimate pracfifioners to use unproven methods. Medicine will never have 

all the answers. Clinical judgment and innovafion will always be important to the art of 

delivering healthcare. However, responsible healthcare professionals do not promote unproven 

methods. The promotion of unproven methods through such methods as advertising and publicit̂ y' 

is objecfionable becau.se it is decepfive. It violates the ethical principles of veracity and non-

maleficence. 

Everyone wants alternafive.s, but they want genuine alternatives. Many promoters of 

"alternafive" medicine exploit this by calling for "freedom of choice" for consumers. UTiat the.se 

promoters really want is freedom from accountability to consumers. They support the concept of 

caveat emptor, "let the buyer beware," but they have a problem with die concept of caveat 

vendor, "let the seller beware." Caveat vendor provides a rafionale for consumer protecfion laws 

to compensate fbr the disadvantageous bargaining posifion consumers have in the health 

marketplace. It is difficult to evaluate claims for health products and services. We are vulnerable 

to mistaken perception and decepfion especially when we feel threats to our well-being and when 

we are desperate Ibr answers. It is important to protect consumers from both intenfional and 

unintentional decepfion. And it is also important to preserve true freedom of choice, 'fhus, the 
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Genuine alternafives or genuinely complementary methods tend not to require the jusfificafion of 

labels like "altemafive" or "complementary" in markefing. 

Experimental methods are unproven, but are studied responsibly with extra care given to seeking 

informed consent from study participants and protecfing them from exploitafion. It is reasonable 

for taxpayers to expect that their financial support will be used to study promising rather than 

implausible methods. But many taxpayers don't realize that alternafivists do not espouse such 

values. Alternafivists have no problem with taxpayers supporting the .study of implausible 

methods. 

Remarkably, NCCAM is currently ftinding a study of an "alternafive" protocol involving enzyme 

supplements and coffee enemas. The protocol is implausible.^ had been used on a Hodgkin's 

lymphoma pafient who died. Last year a jury found that the pafient was 51% responsible for her 

harm. The jury said that the pafient was "negligenf in letting the physician treat her and for 

foregoing the standard care her original doctors had recommended.'' 

Questionable methods are those for which scientific evidence is in.sufficient to support the claims 

made by proponents. The most implausible quesfionable methods are legifimately described as 

dubious. (Perhaps I should add a fourth category of plausible alternafives with clear benefits and 

clear risks when used for an intended purpose, but for which it is unclear whether proven 

benefits outweigh the risks. Estrogen replacement therapy ibr postmenopausal women might 

belong in this fourth category.) 
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hunches, clinical impressions, subjectivity, anecdotes, reports of best ca,se,s, Iegend.s, and so-

called "other ways of knowing," as sulTicient "proof to jusfify their promofional efTorts. They 

tend not to value efforts to identify .sources of clinical illusions and to reduce the problems of 

.systematic and nonsystemafic eiTors leading to faulfy conclusions, 

Alternativists also value different credenfials and standards of pracfice than most consumers 

expect. "Alternative" credenfials and standards of pracfice tend to be different in that they don't 

espouse the need for professional accountability. I believe the WFICCAM should note that this 

poses a problem fbr consumers. 

"Alternafive" medicine methods generally do not allow or necessitate a choice between two or 

more things, as suggested by dicfionary definifion number 1 above for "alternative." Drs. Marcia 

Angell and Jerome P. Kassirer, former editors of The New Englanrd.Journal ofhdedicine have 

pointed out: "There cannot be two kinds of medicine—convenfional and alternafive. There is 

only medicine that has been adequately tested and medicine that has not, medicine that works 

and medicine that may or rnay not work."^ 

I have proposed that alternatives be classified into three categories: genuine, experimental, and 

quesfionable.'' 

Genuine alternafives are backed by sutTicient scienfific evidence showing that the potential for 

benefit exceeds the potenfial for harm to specific populafions fbr specific intended purposes. 
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methods. Traditionali.sts and true-believers cling to unsafe and ineffective methods as a matter of 

faith. 

I am unaware of any efforts by OAM and later by NCCAM to identify methods promoted as 

"complementary" or "alternative" that should be discarded. In order to provide reliable and 

u.sefiil informafion about complementary and alternafive medicine, it is necessary to identify 

methods that should be discarded. I ask that the WHCCAM to make recommendahons to 

accomplish this based on principles of consumer protecfion and science discussed later in this 

paper. 

Much has been written about the established insfitutions and systems of delivering medical care. 

I think it is fair to note the existence of the "alternafive" medical establisliment which is 

composed of prominent promoters, practitioners, organizafions, foundations, retail businesses, 

wholesale businesses, polificians, the NCCAM, the WHCCAM, and other insfitufions. The 

"alternafive" medical establishment has even extended its reach into medical schools, other 

professional schools, colleges and universifies, hospitals, and insurance plans. In so doing, 

alternafivists have increased their power and, in effect, invalidated the NCCAM definition of 

complementary and alternative medicine. 

"Alternafive" medicine is alternative in the sense of espousing or reflecting values lhat are 

dilTerent from those of the establishment (definition 2a above), i f by establisliment we mean 

people who insist that health products and services be proved safe and effecfive—with 

proponents bearing the burden of such proof—before promofing them. Alternativists often value 
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complements anything else in providing benefit to health. The claim that a particular method is 

complementaiy to anything else is misleading unless the claim can be supported by evidence. I f 

meihod doesn't add to the outcome then it isn't complementary; it just adds to the cost. Few, i f 

any, method.s, marketed as "complementary" medicine have been shown to complement 

anything else. 

What Would Make "Aitemative" Medicine Altemative? 

The American Heritage Dictionary of the English Language, Third Edition defines alternative, 

when used as an adjective, as: " 1 . Allowing or necessitafing a choice between \\\o or more 

things. 2.a Exisfing outside tradifional or established insfitufions or sy,stems : an alternative 

lifestyle, b. Espousing or refiecfing values that are dilTerent from those of the establishment...." 

(p. 55.) 

'fhe NCCAM definition suggests that "alternafive" medicine is "alternative" in the sense of 

dicfionaiy definition 2a. To some extent this is a fair characterization. However, "alternative" 

medicme is largely "tiaditional" itself and it has become its own "establishment." Promoters of 

"alternafive" medicine often promote traditional systems for alleged healing. Strong reliance on 

tradition is one of "alternafive" medicine's biggest problems. Tradifion-bound systems resist 

change. Their proponents .selectively .seek affirming evidence while rejecfing disconfirming 

evidence and criticism. Proponents adhere to orthodoxy. 

On lhe other hand, science/evidence-based medicine is iconoclastic. Medical pracfice changes 

over fime because scientifically-based pracfifioners learn to discard unsafe and ineffective 
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"unconvenfional.") The study reported on a nafional telephone survey of the u.se by adults of 

methods .such as relaxafion techniques, mas.sage, exercise, prayer, self-help groups .such as 

Alcoholics Anonymous, imageiy, biofeedback, and hypnosis. Many of the methods discussed in 

the survey are either methods of self-care or, in contradicfion to the definifion used for 

"unconventional medicine" in the study, are methods with established niedical uses.̂  The study 

showed that few survey respondents used commercially promoted methods such as acupuncture, 

homeopathy, energy healing, megavitamin therapy, and herbal medicine. Strangely, 30% of 

respondents who reported u.se of chiropractic didn't actually see a provider of chiropractic 

services. 

The NCCAM definition has linle to do wiih what the words "complementary" and "alternative" 

actually mean. To refer to "complementary" and "alternafive" methods is to imply that such 

methods actually complement other methods or serve as alternatives to other methods. The 

"complementary" and "alternafive" medicine marketplace is dominated by products, services, 

and regimens that have not been shown to complement or .serve as a genuine alternative to any 

other method for signiticant intended purposes. 

What Would Make "Complementary" Medicine Complementary? 

The Amencan Heritage Dictionary of the EngUsh Language, Third Edition defines 

complementary as: " 1 . Forming or serving as a complement; complefing. 2. Supplying mutual 

needs or offsetting mutual lacks." (p. 386). Thus, to refer to something as "complementary 

medicine" implies that it completes what some other medicine does not do on its own. However, 

just because someone refers to a method as complementai-y does not mean it actually 
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Problems with Terminology 

yVccording to Execufive Order 13147, the White House Commission on Complementary and 

Alternative and Medicine shall provide a report on recommendafions addressing: "(a) the 

education and training of health care pracfifioners in complementary and alternative medicine; 

(b) coordinated research to increase knowledge about complementary and alternative medicine 

practices and products; (c) the provision to health care professionals of reliable and useftil 

informafion about complementary and alternafive medicine that can be made readily accessible 

and understandable to the general public; and (d) guidance for appropriate access to and deliveiy 

of complementary and alternative medicine." 

In order to make these recommendafion.s, I recommend that the Committee acknowledge that the 

tenn "complementary and alternative medicine" implies much more than what is in the definition 

of complementary and alternafive medicine used by the National Center for Complementary and 

Alternafive Medicine (NCCAM). According NCCAM: "Complementaiy and alternafive 

medicine (CAM) covers a broad range of healing philo.sophies, approaches, and therapies. 

Generally , it is defined as those treatments and healthcare pracfices not taught widely in medical 

schools, not generally used in hospitals, and not usually reimbursed by inedical insurance 

companies." 

1 he NCCAM definition is similar to the definifion used for "unconventional medicine" in a 

paper by Eisenberg et al,' which is often mi.srepre.sented as providing evidence that Americans 

are so interested in "complementary and alternative medicine" that NIH ftinding of CAM 

research is needed. ("Complementaiy" and "alternative" have far more promofional value than 
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Dr. Simeon Margolis: Summary of Remarks 

Let me preface my remarks by stating that I would enthusiastically welcome any alternative and 
complementary product or practice that is proven to be effective. 

As you have heard or will hear from other members of the panel, the major problems with CAM are 
well recognized: 

Most CAM products and practices are either untested or based on unreUable research 
Nonetheless, they are aggressively promoted, usually with guarantees of success. Yet any 

expenenced physician knows that no treatment or procedure is always effective. 
These promotions and promises mean that patients may waste money on unproven measures 

and at the same time fail to seek medical attention and obtain medications or procedures with proven 
effectiveness for illnesses that may have serious consequences. 

People are urged to use CAM products because they are "natural", apparently forgetting that 
poison ivy, floods, humcanes and tornadoes prove that natural isn't necessarily good 

And finally, because CAM products are unregulated, patients can be subjected to serious risks. 

I will take one example - chelation therapy - and have included an article I have written on the 
subject as a reference. 

Chelation involves a course of 2 to 3 weekly, 2-hour long intravenous infiisions of EDTA for a 
total of 30 treamients. Based on a number of uncontrolled studies, chelation therapy is reputed to 
improve the activity-related pain of coronaiy artery disease and peripheral vascular disease by binding 
calcium and heavy metals that may cause damage by enhancing die oxidation of tissues and blood 
proteins. With the exception of one small, short study, aU of the CAM-based studies of chelation had 
no control^oup. Two earlier randomized, blinded studies, done in Scandinavia and New Zealand on 
patients with claudication, injected either EDTA or saline alone in a control group. After treatment 
there were no differences between the EDTA group and the control gmup in how long they could ' 
walk oil a treadmill before developing leg pain. A recent study from Canada of 80 angina patients 
reported rins March at a meeting of the American College of Cardiology, found no differences between 
the EDTA and control groups in how long they could walk on a treadmill before developing ischemic 
changes on an ECG. BUT in all three studies patients in both the EDTA and control groups had 
modest improvements in how long they could walk before developing leg pain or angina. These 
findmgs emphasize the importance of a control group in studies of chelation, or any other CAM product 
or procedure. ^ 

In the Canadian study, patients in both groups reported on questionnaires that they had less 
angina and better quality of life after the treatments. Chelation patients often feel they were improved by 
the treatment; but I suspect that anyone in this audience would tell their doctors diey were better and 

r.nnn T "^7 ^''^ underwent 30 intravenous infusions and spent about 
iiOOO out-of-pocket. 

Most distressing to me is the statement made in response to the Canadian study by Dr Michael 
Janson. past president of the American College for Advancement in Medicine, who is quoted as saying 
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"I've been doing it for 18 years and have seen some dramatic differences. I've been really impressed 
with it". He also said that 75% of his patients respond and are able to walk farther and have less chest 
pain. His reaction raises the concem that CAM practitioners will not accept the negative results of 
scientifically valid smdies and alter their practices accordingly.. If that is tme, properly conducted 
research by either CAM investigators or NIH-supported investigators at academic institutions will be 
nothing more than a waste of time and money, 

A second question we were asked to address is how valid research can study the complex 
issues inherent in CAM research. 

I submit that the problems associated with CAM research are inherently no different than those 
faced in other areas of clinical research. What is needed is some ingenuity, the design of carefully 
controlled studies, and the willingness of investigators to roll up their sleeves and do the work. 

My recommendations to the Commission are: 
1. CAM research requires large well-controlled studies which provides scientific evidence that 

either supports or rejects the value of all CAM products, such as herbs and vitamins, as well as 
procedures, like chelation and therapeutic touch. Such studies on safety and efficacy must be done 
before marketing and promotion of products because it would exorbitantly expensive for govemment 
agencies to fimd such studies on every herbal product, for example, reputed to be beneficial. The 
failure to carry out such studies means that the public will lose out on two scores: 

First, the public will continue to waste money using ineffective and possibly risky CAM 
products. 

Secondly, they will not have widespread access to CAM products and practices that really are 
effective. 

2. The Commission should urge Congress to revise the "dietary supplement" act of 1994 so 
that the FDA has some control over CAM products and procedures, 

3. Finally, the Commission and CAM practitioners must accept and act appropriately if the 
results of sound studies prove that a CAM product or practice is ineffective or dangerous. 

Simeon Margolis, M,D,, Ph.D, 
Departments of Medicine and Biological Chemistry 
Johns Hopkins University School of Medicine 

TOTfiL P.03 
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EDTA chelation therapy is safe, effecttve, and more economical than 
commonly used si^cal treatments for vascular disease. Viis artide 
includes evidence of effeaiveness, mechanisms of action of EDTA a 

sZTy^'"^'"" """^ ''^'"'^'"S the therapy, and 
some bn^case reports. The conclusion is that EDTA chelation thcra-
py should he a therapeutic option for vascular disease, either by itself 

nirT^T," (Al^<-nati.e Therapies n 
nealth and Medidne. 199S;l(2):53-57) 

S tandard treatments of coronary, cerebral, and peripher­
al vascular disease are expensive and have high compli­
cation rates and significant mortality. The integration of 
"hylenediaminetetraacetic add (EDTA) chelation thera-

effecnve and would often result in better clinical outcomes. 
1 ne loUowing facts art supported by the literanire-
• The mortality rate of coronary bypass is 4% to 10%' and is 

even higher in elderly patients.'Common complications 
are restenosis within 7 years' and significant cerebral dys­
lunction after the ptxicedure.* 

• Only a limited number of vessels can be treated by angio­
plasty and restenosis rates are as high as 40% within 6 
months' 

• A cardiac bypass procedure costs about .$50,000*; EDTA 

C O U N H E R P O I N T 

CHELATION THERAPY 
IS INEFFECTIVE 

FOR THE TREATMENT 
OF PERIPHERAL 

VASCULAR DISEASE 
Simeon Margolis, MD, PhD 

Suneon Margolis is a proftssor of medicine and biological 
chemistry at Johns Hopkins School of Medicine in Baltimore. 

The case against chelation therapy for cardiovascular 
disease (CVD) can be summarized in one sentence 
Although advocates of chelation therapy have report 
ed favorable results based on uncontrolled, usually ret­

rospective -studies." two double-blind, randomized, 
phicebĉ controUed, prospective trials have shown fhat indision. 
otethylenediaminetetraacetic acid (EDTA) are no more effective 
.n improving the manifestations of penpheral vascular disease 
Kfwu) than are inftisions of a placebo. 

Proponents have claimed that chelation therapy improves 
liver fiinction. memory, and vision: lowers cholesterol; relieves 
symptoms of arthritis, Parkinsons disease, and multiple sclero­
sis; and reduces the incidence of cancer. The major use of chela­
tion therapy, however, has been to treat CVD. In at least 50 
pubhshed papers, chelation therapists have reported remarkable 
improvements in symptoms and objective findings following a 
course of chelation treatment. Unfortunately, those reports p5o 
vide no acceptable scientific evidence for the benefits of chela­
tion therapy because none of them indaded a control group. 

In a meta-analysis Chappell and Stahl' selected 19 of 40 
articles describing the effects of chelation treatment on CVD. 
Th^ concluded that 87% of the patients included in their analy 
SIS demonstrated clinical improvement by objective testing " A 
ietter by Jonas' points out that this meta-analysis is fatally flawed 
despite a reasonable statistical approach. The absence of a con­
trol group in all but one of the smdies is .sufficient to reject the 
validity of the analysis. As shown in controlled studies described 
below, chelation therapy does provide some objective short-
term improvement in patients with PVD. but similar improve-
ment occurred in the control patients. In addition to the other 
weaknesses cited by Jonas. 94% of the subjects included in the 
meta-analysis (21,629 of 22,765 subjects) were from two 
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chelation therapy costs about one tenth that amount. 
In the last 20 years, mortality due to cardiovascular disease 

has declined somewhat.' This improvement is probably due 
more to lifestyle changes than to new therapeutic interventions.' 

Good, clean, precise, double-blind controlled trials on car­
diovascular therapies are desirable, but because of the number of 
variables, such studies are very difficult to conduct with high 
accuracy, and they of̂ en conflict. None have been performed fbr 
bypass, angioplasty, or EDTA chelation. 

A preponderance of evidence shows that EDTA and other 
chelating agents are effective in treating vascular disease and are 
dramatically effecrive in certain patients. When given accordinir 
to the published protocol, EDTA is safe, with a mortality rate 
that approaches zero and very low morbidity.' 

COUNTERPOINT 

EVIDENCE OF EDTA EFFECTIVENESS 
Chappell and Stahl'" did a meta-analysis to determine 

whether correlation between treatment with EDTA and improve­
ment in vascular disease was significant. Meta-analysis is a tech­
nique that is particularly weU-suited for determining the net 
effect of multiple studies with somewhat different designs and 
for evaluating controversial therapies."" Of the 41 studies we 
found in a literature search, 19 that were published or submitted 
for publicauon met our criteria that objective data be listed on 
individual patients with vascular disease. A total of 22 765 
patients had been enroUed in these studies; 87% of them had 

I me^urable improvement with treatment, and the correlation 
I coefficient was highly positive at .88. To ensure that diere was no 
j type I publication bias by excluding unpubhshed data, a follow-
I up study" on 1241 patients from 32 investigators was done That 
j meta-analysis also showed a correlation coeffideni of .88, and 
J 88% of the patients improved. Our conclusion was that EDTA 
j was mdeed effective in treating vascular disease. Using the 
, square of the correlation coefficient as an estimate of the van-

abihty. it was estimated that 77% of the variability in impixive-
ment was due to EDTA and the rest to unknown factors The 
improvemem rate of 87% is comparable to that in the primarv 

Several clinical studies merit special mention. Olszewer and 
barter- pubhshed a study of2870 patients with various chronic 
degenerative diseases, prmiarily vascuhr. Almost 90% of them 

fo^^IL ' ° ^ ^ ^ y ^"-"P'̂ t̂ d a small 
doubl -blind, crossover, controlled study" on cardiovascular 
pat ents that was strongly positive. Van der Schaar>' demonstrat­
ed that by using the double and triple product on treadmill test­
ing almost all patients improved with EDTA treatment. Rudolph 
l u L ' ^ " T ' ^ ' l " ^ improvement on Doppler uitra-

« enUy pubhshed a case study" with retinal photographs show-
C X C H T ' " " r " " ' '^g—tion. Brittenh^and asso-
cates used the iron chelator deferoxamine to pit^cnt vascular 

studies.'* The size of these two studies so dominates the out­
come of the meta-analysis that the other 17 studies donT affect 
the results. 

Are these two large studies examples of careful clinical 
investigation? Judge for yourself In the larger study with 19147 
subjects, which was unpublished at the time of the meta-analy­
sis, investigators apparently used only thermography to measure 
unprovement. Although a survey" showed that the majonty of 
authors and half the responding editors felt that it was accept­
able to include unpublished data in a meta-analysis, the scientif­
ic ngor and validity of this large study, wliich accounts for the 
vast bulk of the patients included in this meta-analysis are 
impossible to evaluate. Both of these studies were retrospective 
mcluded no controls, and involved a mixture ofpatients with 
PVD, coronary artery disease (CAD), and cerebrovascular dis­
ease. The lack of validity in lumping these three aspects of CVD 
together in a meta-analysis is evident from another publication 
by the authors of the smaller of these two studies,"̂  in which 
marked improvement in 91% ofpatients with PVD, 77% with 
CAD. and only 24% with "cerebral diseases" was reponed No 
improvement was seen in the 88 patients who had suffered a 
stroke at least 6 months before the initiation of treatment. 

A placebo-controUed study of chelation therapy was started 
Ul 10 patients with PVD by Olszewer and coworkers.' but after 
10 infusions they noted that "some patients were improving sub­
stantially but others were not." When the code was broken 
these investigators found that the five subjects who had not 
miproved were receiving the placebo infiisions. Accordmgly aU 
subjects were then treated with 10 infiisions of EDTA. and those 
initially in the control group improved nearly as ,much as those 
receiving the fiiU 20 infusions. IncidentaUy. this raises the ques­
tion of whether 30, 20,10, or even fewer treatments with FDTA 
are needed to achieve the improvements claimed for chelation 
therapy. This issue has never been carefiilly evaluated. 

To date, three reports have described the results of two ran­
domized, double-blind, placebo-controlled studies of EDTA 
chelation for treatment of PVD. The first' reported results from a 
subset (30 parients) of 153 Danish patients with claudication 
treated with 20 infiisions of either sodium EDTA or saline. They 
found no differences between the 15 treated with EDTA and the 
15 control patients in angiograms, ankle-brachial indices trans­
cutaneous oxygen tension, walking distance, or subjective 
miprovement measured before, during, and after the infiisions 
This paper was soundly criticized in an unsigned editorial' as a 
harsh criuque" revealing "pohtical bias" radier than welcoming 

It as the first careful, controUed study of the issue. The editorial 
suggested that the 30 patients selected for inclusion in the study 
might not be representative of the whole group of 153 subjects 
and that "the authors may conveniently forget to publish the 
entire data." The absence of a bibliography was deemed 
unusual." 

The results from all 153 subjects were published," along 
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complications in patients with iron overload. Casdorph"^ used 

~ - Y "^'^"'''"^^ '̂'̂ ^ demonstratTunpr" ment m coronary and carotid disease. 

Rî searchers in two studies (published in three ioumals^^ 

e t c t e n e t ; ? D^;^^^^^^^^^^^^ ^e nectiveness of EDTA chelation treatment. Subjects in both 
^oups were pnmarily smokers who had severe d i S aid 

S r"'^ f P''^^'"^"^ experienced wiS^ 
chela ion). The fact that so many were smokers greatly linStsT 

of the reated patients improved in both studies. SIoth^Nielson 
and coUeagues did not fbUow the protocol for EDTA 1 ^ t T 

aS'. ^ ^ ^""''S* Advancement in M e d ^ ^ 
although they claimed to have done so, TTie study wL c r i S 
m at least four journals"" and also by the D ^ n K u X ' 
Scientific Dishonesty," The trial by Van̂ Ri,- and coUea^;; ac^ 
aUy compared two chelating solutions. Z e with E D ^ l d ^ 
od̂ er without. Intermittent claudication patients treateTw^ h 
S l I i T ' """^ "'^niflcant improvement, the form r 

lent i f r r ''r'̂ "̂  
ment is much higher than expected in similar patients treated 

ôX̂ ôl̂^̂^̂^̂^̂  
sur.e^^fi^ ' ' ' ' " K,'""' " " ^ °" ' «'diac bypass 
a 3 v H ! r ' ^ ' ^ ̂ 'S'^y chelations 
apy by Hancke and Flytlie.- Similarly, 24 of 27 patients awaiti^. 
amputanon were able to cancel their surgerv a L ^ T c h ^ ^ ^ 
the United States and speculated that if chelation therapy had 

ŷpasses might have been avoided and 102,000 limbs micht 
have been saved. The estimated direct cost savings in t L T y ^ 
alone would have been close to $8 biUion. 

COUNTERPOINT 

MECHANISMS OF ACTION 

EDTAl tanvTH' ' ' " ' ' " ' 1 ' ^ ' ' ' " for tUTA therapy, it decreases plaque fonnation and has a positive 
influence on cell membrane fiinction. Kaman and^s ocS 

i T f ^ r r ^ : ' "''"^'^^^^"^ c a l c i u m t Z ^ b t 
X S e W '^^'^'^ ' - ^^^^^ inhibition 
of patelet aggregation and prolongation of partial thromboplas 

M i r r a d t a . " ^ " " " " ' ^ effectivenefof 
ar s S e d P'̂ "̂*̂ ^ "^^t'TA. Rudolph et 
e f f e c t luH 'Chelation treatment. Further 
effects include miproved lipid levels" and the restoration of elec 

reviews of these mechanisms have been pubUshed 

marked f ^ "'^"•^X demonstrat^ a 
marked mcrease in free-radical activity afier primary coronTry 

vWth 21 references. When examined 3 and 6 months after the 

To":̂^̂^̂^ of subject;: 
m objective measurement of distance th! 1 ^«gro"P^ 
befi3re developing leg Z n l Z T l " '"" '^ ^^"^ 
madp ff.„ f.,11 • . r ^''^ above-mentioned editorial 
made the foUowing criticisms of this study.- the use of sodium 
EDTA mstead of magnesium EDTA would cause local 
unblind the study; mineral and vitamin sup̂ Lmenl̂ ^̂ ^̂ ^ 1 " ' 
not provided; the load of 8.4 g of sodium S X EDTA 
detrimental: and two thirds of tlpatientsco:;;!^^^^ 

The authors of the Danish paper mentioned n th ir 
Discussion section diat the mddence of local nain and Z J 
was the same i„ those treated either with E D T ^ t ^ l ^ 
Others have reported the same beneficial effects from sodium 
and magnesium EDTA. A daily oral supplement of vitamins "d 
rmnerals was given throughout thesuidj!. The amount of sodium 
dded with the EDTA is trivial compared with the am n of 

sodium m the saUne used for both sets of mfiisions and it is L i 

effect, and a recent epidemiological study" showed that intake of 

inalesmokers.butnofmmenwhohad never smoked 

trial I f cieTj'r ' ' ° f ^ " ^ ' l ' placebo-controlled 

Zealand. The 32 subjects received 20 saline infiisions each oral 

?he r , ; ? r " ' " ' ^^^^ P'"̂  '"^8"-i«™ m 

St^en he L ' " ^ " ' " " ^ were detected 

iSSclt m r " ' " ' ' ' ' "''"'"S -•'Je/brachial pulse 

tô Tisnl̂ ^̂ ^̂ ^̂ ^ 
S i „ ? H T ^ ^ 'f̂ ^* ^ improvement in 
wa^tig disunce was reported in 60% of the chelation gi.up and 

Da!,1 r ' ™ ' «™"P- ^ - I t ^ ^^^^ obtained in the 
Sarin ^v.'^^l.t"* "^""^ P'^"''^ 48« of hos 

Z 7 ^"'^'"^^ '""^^ demonstrate the strong 
o f c ^ r : ^ ™ny treatments and the questionable validity' 

companson is made widi some type of placebo treatment 
pm " r " " " ' ' * " '^»'at kind of criticism of this study will 
emerge fr^ the advocates of chelation treatment, PerhapsT 
an wer IS best predicted by quoting the last paragraph fr^m h 
editorial supporting chelation therapy.' "Our obligation a 
p ys îans and scientists is to prove by Ĵ U-planned stfd h 
th techn que which we use constantly in our practices is benefi-

patient T ^ ^ " ' ' 5 ' " " ^ '̂̂ ^ P^P'^ ^^o are our 
pa lents. Thus, and only by such measures, do we remove thl 
uĝ y bias which staUcs the subject of EDTA chelatio , T h L t 
•ndeed. why ACAM fAmerican College of Advancement in 
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angioplasty m acute myocardial infarction. Since chelating 
agents can often control fre^radical activity, they appear to be 
ideal agents for improving outcomes in patients with coronary 
artery disease."-" """coronary 

Certainly, well-designed, randomized studies on the use of 
EDTA for vascular disease should be completed. But the above 
evidence IS sufficient at this time for the off label use of che a Z 
agents mth informed consent. cneiatmg 

DRAMATIC CASES 
Physicians who ofifer chelation theranv nft.n u 

and been to Id that nothing remained to be done except to 
borne and d,e. 1 have had two patients who were p ev o u l f „ 
the heart transplant waiting I^t. After EDTA treatment both ' 

-dioiogistsr a 1' 
acnve lives. Another patient, a 59-year^ld man, had spent 120 licSX • ' ^ '-^'^ofZ myocardial infarctions, seven angioplasty procedures and nn. 
ur cnest pam. In the 2 years since EDTA treatment was beeun 

aJthoug ,t may have kept h.m alive) and reimbursed'non T f 
the $5000 he spent on the highly successfiil EDTA treatment. 

COUNTERPOINT 

INTEGRATION OF EDTA CHELATION THPR APV 
INTOCURRENTPROIXJCOLS " " ' ^ ^ ^ ^ 

it m u ^ I ^ ' ' T ' " ' " ' " " ' ^ ^ ^ ^ y ' ^ i ^ ' ^ Who use 

The bias frequently referred to by the advocates of chelation 
therapy suggests that dieir "opponents" fear the ru^f^Lf i T 
Cial loss associated with the c'u^ of C V D C ^ " 

My guess IS that others, like myself, have no fear that rn 
nonal treatments ^ be replaced b chelat i^ ; ^ h T r 
we are concerned that a multitude of sufferers wiU cont' f . 
^pend about $5000 each out of pocket (s nee i^urers H 
cov. thecosts of cheladon) for a t'reatmem pTen "S.^^^^^^^ 
uve. Never mentioned is the potential bias oVthe chelatLn p t 
tntioners. who face significant financial loss if patien t e fin Iv 
convinced that chelation treatment is a waste of money ' 

The ball ,s now in the court of the proponents of chelation 
therapy. This treatment does appear to provide shor 1 
.mprovement. although it is probably a plafebo effect T e /ê ^ 
question, however, is whether chdation treatmentTgiv o ' 

benefits for patients with PVD or other CVD No'! £ 

tton therapy wish ,o justify the practice, their obliLion is to 
prove by weU-pIanned studies that this technique provid s C 
term benefits to the sick people who are their patients ^" 

".mmmilcion d«l in rrf.r^„ r""'"" P'*"""" ^ ""*-ities. Pr„onal 
5. C«k DJ, c«yBtt CH, Rynn G. ShoJd unpublished djtii be ind.,H^ • 

10. CuId.gtrB,J(lnn R,;orgenKn SJ » j | EDTA f 
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and/or angioplasty treatment to prwent restenosis and also as a 
pr^ention technique fbr type I cardiac patients. especiaUy those 
with high nsk factors for cardiovascular disease and stroke 

EDTA treatment is not a substitute for the judicious use of 
surgery or the appropriate use of pharmaceuticals, nor does its 
use preclude the appropriate use of either when indicated When 
conscientiously applied by a tramed physician in a comprehen" 

program that includes lifestyle modification and rational 
ph n^acotherapy. EDTA chelation is scientificaUy sound, chni­
cally effective, excepnonally safe, and comparatively inexpen­
sive. And It IS compatible with other treatment modalities What 
more can be asked firom a medical therapy? 
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