


June 11, 2001

Dear Dr. Kaczmarczyck,

It was great to talk with you last Friday. Here are my written recommendations for the interim report, as
promised. Ihave focused on areas that I believe are critical and cross many communities. These are key
themes for the report. The associated recommendations are priorities.

Commit to health care pluralism.

Maintain the gene pool of ideas by establishing and fostering diversity. Support separate but equal systems of
healing. Support collaboration between these systems and development of new integrative systems. Health
care diversity will enhance creativity, critical thinking, competition of ideas, and appropriate economic and
market competition. Complementary and Alternative Medicine (CAM) integration policy should focus on the
goals of Healthy People 2010, include an emphasis on public and community health and on service to the
underserved. Health disparities and partnerships for health improvement are key areas where CAM services
are quite effective.

— Establish the Federal Office of Complementary and Alternative Medicine and Integrative Health Care
(OCAM-IHC). Establish an Office on CAM and Integrative Health Care at the U.S. Department of Health
and Human Services with the authority to oversee, coordinate and direct all federal CAM activities through
the Office; and direct and oversee incorporation of CAM in all federal benefits programs. Develop open,
structured and ongoing communication pathways among legislators, regulators, public health, the research
community Conventional Medicine (CM), CAM and IHC providers, researchers, educators and
organizational representatives. Establish an Office of CAM and ITHC in each DHHS, USPHS Region. Begin
with offices in Region X and other regions with most extensive CAM and IHC activity.

— Establish a Bureau of Emerging Professions within the OCAM-IHC to assist emerging health care
professions. This Office would provide guidance, funding opportunities, support, and accreditation
guidelines to assist professions and communities of practice in improving their practice and accountability
to the public without losing important and necessary innovations for health care. This process could be a
means to actually accredit a profession and track its status clearly as it emerges and develops. This Bureau
could be established through DHHS. Resources would be better spent for the public good if emerging
professions could engage in a fostered process of developing and refining and accrediting their professions
and practices with the goal of safe and effective public access, and innovations to improve community and
individual health.



—  Facilitate diverse collaboration. Mandate the inclusion of licensed CAM providers (LCPs)' for government
advisory and staff positions in federal health care agencies and processes. Require key agencies to establish
representation from all LCP groups on advisory boards. Examples include HCFA (Medicare, HCPAC)
CDC, HRSA, HHS, IOM, AHCQR, BPHC and BHP. LCPs must be appointed to the Joint CPT Committee
to address coding, evaluation, and management of CAM services. Ensure that LCPs and credentialed [HC
proponents are represented on all federal CAM and IHC research Scientific Review Panels in addition to
those at NCCAM.

— Pass legislation to mandate inclusion of all licensed CAM providers and services, accredited CAM colleges
and students 1n all relevant federal programs. Patients must have equal access to all licensed and accredited
provider types within their scopes of practice. Providers, schools and students must have equal opportunity
to participate in federal programs funded by taxpayers who increasingly seek high quality CAM services
and training. Include CAM accredited colleges in the Higher Education Act.

Support CAM students at professionally accredited CAM institutions.

CAM students are at a distinct disadvantage in CAM accredited institutions due to disparities in federal funding.
All federal funding allocated for training licensed health care professionals is provided only to CM students
(and CM allied health care students), except for limited access to student loans for CAM students. CAM
students in training to become licensed health care professionals deserve the same public support afforded to
conventional medical and allied health care students. To support CAM students, promote equal access to federal
funding, jobs and reimbursement for them and for LCP graduates. 1t is essential to authorize federal funding for
CAM students before or simultaneously with recommending CAM funding or authorizing legislation for CM
students and medical doctors who wish to study CAM.

— Federal Benefits Programs: Research legislation and rules which control federal health care agencies. (B)
Follow the example of NIHCCAM. Propose legislation, amendments and rule changes necessary to mandate
inclusion of LCPs and IHC. This should be done in the WHC July report for any legislative
recommendations or Executive Orders. Propose appropriations for LCPs and IHC in all appropriate federal
programs. Approve accredited CAM colleges and LCP students for grant eligibility and eligibility for
federal funding in all federal programs providing eligibility and funding to CM colleges and students. Add
accredited CAM schools and their professional accrediting agencies to the enumerated lists of agencies under
the Health Professions Act. Include LCPs in the Health Professions Education Partnership Act of 1998.

— Residencies: Provide funding for postgraduate residencies for licensed naturopathic physicians. Provide
support for chiropractors, acupuncturists and direct entry midwives residency needs. Federal GME systems
must authorize inclusion of LCPs and appropriations for residencies to establish an adequate number of
residency sites for LCPs. Until equal federal funding is available for CAM graduate medical education it is
not appropriate to require residencies. (C)

— Student Loans: Increase student loan limits to naturopathic medical students. The Secretary of Education
has the authority to increase loan limits for unsubsidized loans with respect to students engaged in
specialized training requiring exceptionally high costs of education. (Section 428H(d)(2) of the Higher
Education Act of 1965). The Secretary has exercised this authority to grant higher loan limits to those types
of medical or professional schools that had been part of the original Health Education Assistance Loan

' Licensed CAM Professions (LCPs): The distinctly licensed CAM professions: Licensed Acupuncturists (LAc), Naturopathic
Physicians (ND), Chiropractors (DC), Direct-Entry Midwives (LM), Licensed Massage Therapists (LMT), Whole Foods Nutritionists
and Dieticians (RD).
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prégram (HEAL). In the interest in fairness, we recommend that the Secretary be directed to add the
Colleges of Naturopathic Medicine accredited by the CNME to the list of institutions eligible for the higher
limits from the Federal Family Education Loan (FEEL) and the William D. Ford Direct Loan Program.

— Loan Forgiveness & Service to Rural and the Underserved: Incorporate authorizing language including

LCPs in the National Health Services Corp (NHSC) by amending the Primary Health Services Provision in
the Reauthorization Bill. Propose appropriations to support inclusion of LCPs in the NHSC. Primary care
LCPs are carrying student loans of up to $100,000. LCPs express strong interest in working in these
communities due to the philosophies of their disciplines and their interests in public and community health.
Shortages in CM primary care services are increasing. Rural communities are considering importing
foreign graduates of CM schools to provide these services. Naturopathic physicians and chiropractors in
some states can provide these services. Licensed acupuncturists, direct entry midwives and nutritionists can
make obvious contributions to community health in shortage areas.

Support and fund CAM accredited school and universities.

Institutions and schools training LCPs must be supported in order to support a well trained and licensed CAM
workforce. Quality health care education is essential to safe and effective health care services. Throughout the
United States, CAM accredited schools are exceptional models and systems for this training. Unfortunately this
training is supported almost entirely by student tuition. This is an unacceptable and unfair burden for students
in these schools when the public is demanding access to high quality CAM services, and the federal government
is providing funding to conventional medical schools for minimal CAM training. Students engaged in full
training in CAM universities and schools must have equal access to the public resources that support
conventional medical schools.

Authorize immediate inclusion of LCPs and CAM accredited institutions in the Public Health Services Act.
Both Title VII and Title VIII are up for re-authorization late this year. Health professions under MODVOP
should be expanded to include LCPs. Title VII, which funds medical schools should be amended to include
chiropractors and naturopathic physicians and their academic institutions. Title VIII provides funding for
non-physician health care programs and should be amended to include licensed acupuncturists, nutritionists,
direct entry midwives and licensed massage therapists. Amend and expand the Definitions Section (292A)
to mmclude the LCPs: NDs, DCs, LAcs, LMTs, LMs and Nutritionists. Recommending appropriations for
CAM schools should be a priority, particularly if recommending increased appropriations to CM schools for
CAM or [HC training.

Establish CAM accredited Academic Health Centers of Excellence through the Public Health Services Act.
Encourage these Centers to collaborate with [HC and CM Colleges. Recommend appropriations to support
these Centers of Excellence as national resources.

Provide equal and immediate access to all other federal programs providing public funding for medical
doctors and nurses. If necessary, pass anti-discrimination legislation for all LCPs for broad inclusion of all
federal benefits programs.

Direct the Health Resources and Services Administration to provide federal UME-21 program grants to
CAM accredited schools for curricular innovations in these schools.




Support equal access to licensed CAM providers and services.

Patients must have equal access to all licensed and accredited provider types within their scope of practice.
Providers must have equal opportunity to participate in federal programs funded by taxpayers who seek high
quality CAM services in growing numbers.

~ Allow access to licensed CAM professionals through federal health care programs. Include licensed CAM
professionals in Public Health Services and Community Health Centers administrative and clinical staff.
Authorize LCPs as eligible to apply for federally funded health care positions.

~ The Health Care Financing Administration (HCFA) must incorporate legislative language and promulgate
rules to cover services for LCPs in all licensed states. The Medicare Act must be amended to provide for
these changes. This authorizing language is central for LCPs” access to many federal and state programs.
Provide Medicare and federal Medicaid state matching for services provided by LCPs within their scope of
practice and Medicare/Medicaid’s scope of covered services.

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

— Authorize reimbursement through Medicare, Medicaid, government programs and private payers for
wellness and prevention services. Two examples are the Medicare Medical Wellness Act and the Medicare
Medical Nutrition Act providing the sole right to have nutrition services reimbursed to registered dieticians.
While registered dietitians should receive this coverage for services, this legislation must be expanded to
include all CAM regulated professions whose training scope of practice provides regulated nutrition
services. Provide tax incentives to individuals for wellness, prevention and self care. Reimburse for
behavior change.

— Fund integrated services in regional and local Community Health Centers. HHS has increased the national
budget for Community Health Centers significantly. An example is the provision of nearly $9.2 million in
grants to 20 local health centers to expand access to health care for medically underserved communities.
These grants are provided through the New Start/Expansion Program administered by HRSA. New health
care sites will be created in 17 states. The initial round of grants was announced March 27, 2001; the third
round will be announced in August with approximately 40 new grants. Authorize replication of the
successful Community Health Centers of King County Integrated Clinic model through these grants. In
addition, propose that HRSA appropriate funds to replicate this model through its Consolidated Health
Centers (CHC) program. The President’s proposed budget includes a $124 million increase in CHC funding.
This is an especially timely recommendation as the number of conventionally trained primary care providers
is decreasing.




Encourage and fund collaboration between CAM and CM institutions

Conventional, traditional, indigenous, complementary and alternative models of care, and their bodies of
knowledge, have contributions to make health care which is culturally most appropriate and effective for
individuals and communities. Best practices are discovered through exploring diverse structures for integration,
including parallel, collaborative and assimilative models. Mandating and investing in true partnerships between
accredited CAM and CM academic institutions is in the national public interest.

— Provide financial incentives for equal CAM/CM institution partnerships. Establish bonus funding
incentives in grant applications between CM and CAM institutions who submit collaborative grants which
model institutional partners as equals. Grants can be submitted for partnerships in research, academics,
clinical services, and public affairs. For example, when a CAM school develops training opportunities for
CM students, CAM students would be provided with equal access to training opportunities in the partnering
CM school. Funding and governance structures in such grant applications should be fairly evenly balanced
between institutional partners.

— Exchange programs should be developed and encouraged between conventional and LCP accredited
schools. Providers who train together, work together. Authorize funding by the Bureau of Primary Health
Care (BPHC), Health Resources and Services Administration (HRSA). To develop programs with AAMC
and AANMC, and LCP college consortia. Link licensed CM programs with licensed CAM programs to
support dual training,

Support licensure consistent with educational standards.

Licensed and licensable CAM health care professions must have the choice to enter mainstream health care
systems through the model of “credentiallability”. It is appropriate for the federal government to set national
goals. It is important for the federal government to take leadership and encourage credentialling and licensing
in all fifty states for licensable CAM providers. The federal government must enact policies that will encourage
CAM licensure and integration of CAM accredited standards of training. Federal support for licensure is
important for both effectiveness and public safety. These policies can be enacted by authorizing coverage for
federal services access to federal benefits programs and job eligibility based on appropriate training and
licensure.

If a recommendation is not made in this report to support licensure of the CAM professions in remaining states
and to support licensure in federal policy, this issue should be considered in a special session of the White
House Commission before its final report in March 2002. This issue is critically important to the public.

— Fund “National Credentialling and Standards Roundtable”. Include national conferences, with a Blue
Ribbon task force representing accredited colleges of conventional healthcare and the licensed CAM and
IHC professions, national associations for licensed CAM, CM, [HC, and emerging professions. Include
organizations and task forces involved with standard setting in CAM and CM education from within
conventional medical education. Produce white paper recommendations on training standards for CAM and
IHC practice and education through consensus. This roundtable should be the first priority established for
the Federal Office on CAM and IHC.



I would like to thank you, Steve and Michelle for your dedication and hard work to get this first draft ready for
us to review. Please let me know if you have any questions.

Sincerely,

Joseph E. Pizzormo, ND

Commissioner; White House Commission on the

Integration of Complementary and Alternative Medicine Policy
President Emeritus

Senior Advisor to the President

Bastyr University



" A -Federal OCAM-IHC

Establish a National Federal Office on Complementary and Alternative Medicine(CAM)
and Integrative Health Care(IHC)

The legislative mandate for this Office would be clearly stated, and include but not be limited to the following:

This National Office will have the authority to: oversee, coordinate and direct all federal CAM and IHC activities; and
direct and oversee incorporation of CAM and IHC in Federal Benefits Programs. The Office will develop open,
structured and ongoing communication pathways among legislators, regulators, reimbursement, consumers, public health,
the research community CM, CAM and IHC providers, researchers, educators and organizational representatives and the
private and public sector. An Advisory Council and a series of Blue Ribbon Panels will be established. Composition of
the Federal Office on CAM and IHC Advisory Council and Blue Ribbon Panels must include representatives from all
stakeholder groups, specific health professions and emerging health professions.

This Office shall establish "Blue Ribbon" Panels to advise the now Office and Congress (see above) on CAM and [HC
policy and legislative recommendations and to increase communication, education and collaboration among legislators,
regulators, federal agency personnel, third party payers and public health; CM, CAM and IHC educators, credentialled
CM, CAM IHC, providers, researchers and practitioners; and CAM and conventionally trained Integrated Health Care
proponents. The Office will establish and fund joint conferencing and working groups and provide consensus
recommendations to the Advisory Council and the Director through the Blue Ribbon Panels in key areas of need,
including: Education and Credentialling, Reimbursement, Clinical Delivery Systems, Underserved and Special Needs
Populations, Federal Benefits Programs and Legislation, Product Regulation, and Research.

In approaching research, this Office shall work cooperatively and collaboratively with the role established by the Title VI
— Establishment of the National Institutes of Health National Center for Complementary and Alternative Medicine
legislation. This Office, for example, will assist in facilitating communication of additional research needs and
recommendations involving education, policy, health services, outcomes, cost effectiveness and field research. The initial
Blue Ribbon Panel will be established to address Credentialling, Standards and Education. It is essential that the make-up
of all Blue Ribbon Panels be cross disciplinary. In addition, this Office shall have a budget sufficient to carry out these
activities.

The Secretary shall establish an Advisory Council for the Office. Membership of the Advisory Council shall be appointed
by the Secretary of Health and Human Services in consultation with representative organizations including national
complementary and alternative medicine, integrative medicine, public health and world medicine associations, academic
consortia and councils (list to be developed). Both the Advisory Council and Blue Ribbon Panels shall be established to
include specific representation from the licensed health professions and emerging health professions. In addition to the
stakeholder groups mentioned above, at least half of the members shall include practitioners licensed in one or more of the
major systems with which the Office is concerned (see NCCAM language-direct quote*). This should include each
discipline and system in which accreditation, national certification or a State license is available. At least 3 individuals
representing the interests of individual consumers of complementary and alternative medicine shall be appointed.
Representatives from conventional medicine, integrative medicine, nursing, public health, selected world medicines,
modalities and emerging health care professions will also be established. The Secretary shall designate an individual to
serve as the Chair of the Advisory Council. This individual shall also direct and oversee the Office.

The mandates of this Office will include, but not be limited to implementation of the recommendations made to Congress
by the White House Commission on Complementary and Alternative Medicine Policy recommendations.

*Title VI NCCAM, Sec 485D Purpose of Center “(¢) Evaluation of various disciplines and systems. In carrying out
subsection (a), the Director of the Center shall identify and evaluate alternative and complementary medical treatment,
diagnostic and prevention modalities in each of the disciplines and systems with which the Center is concerned, including
each discipline and system in which accreditation, national certification, or a State license is available.” (Pp401)



"B - Federal Benefits Programs

Examples of agencies with exclusionary language or no mandates:
Services - Indian Health Service policy-restrictive
Services — National Health Service Corps — exclusionary

Centers for Disease Control - Field and Public Health Research - No mandate or appropriation for
funding.

Health Care Financing Authority/Medicare - Outcomes Assessment and Cost Effectiveness -
exclusionary NIH Institutes for Cancer, Heart, Lung, Blood research need mandates for CAM “offices”
for research.

Graduate Medical Education exclusionary — CM professions only

C — Residencies

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

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

The professions must receive federal and state funding to establish an adequate number of residency sites.
Until funding for graduate medical education is available through the appropriate federal agencies and
legislation (HCFA, BPHC, HRSA, GME), it is not appropriate to require this level of training for all
naturopathic physicians.

Postgraduate naturopathic and LCP training should include at least one year of purely naturopathic or LCP
residency training,.



Groft, Stephen (NCCAM)

From: Kingsbury, Doris (NCCAM)
Sent: Thursday, May 03, 2001 8:33 AM
To: Groft, Stephen (NCCAM)
Subject: FW:

FYI

----- Original Message-----

From: Straus, Stephen (NCCAM)

Sent: Wednesday, May 02, 2001 3:44 PM

To: NCCAM Staff; NCCAM Staff All; Kinsel, Jane (NIAID)
Subject:

Dear colleague:

Today, [ am making a number of organizational changes in NCCAM. Although I announced these changes at a
special meeting this afternoon in 2 Democracy, some of you are in Chicago, while others of you in Bldg 31 and
will not have heard. Therefore, I am writing to summarize the actions so that you hear about them from me
personally.

NCCAM is experiencing dramatic growth in funding, in applications, in opportunities, in space and in staff.
With such rapid growth come the predictable organizational challenges and stresses. To better meet our present
responsibilities the following decisions have been made.

As I indicated at the last "All Hands Meeting", Dr. Jane Kinsel will be joining NCCAM later in May as
Associate Director for Science Policy and Operations. Amongst Jane's several responsibilities will be for
science reports, coding, all Committee Management, and her serving as Executive Secretary of the Council.
Richard has long awaited the opportunity to step aside from these roles and the time is now at hand to thank him
for that work and permit him to move forward in his other capacities.

Second, effective immediately, Grants Management, ably directed by Victoria Carper will be moved
administratively under the Office of Administrative Operations headed by Camille Hoover. This will bring its
day-to-day activities closer to Chris Hollingsworth's Budget Office to facilitate smooth tracking of grant
expenditures. At the same time, and with the impending departure of Gene Hayunga to NIAAA, the to-be-
named Director of the Office of Scientific Review will report to me directly. Linda Engel will serve as its acting
head until our new Chief of Review is on board and up to speed. These latter two changes are in accord with the
customary organizational separation throughout the NIH of Grants Management and Review from Program
activities.

These changes will also help affect a more horizontal NCCAM organizational structure rather than a vertical
one, meaning that there will not be multiple layers of staff each reporting to ones above them. All staff will
remain closer to decision making, allowing their voices to be heard more readily throughout NCCAM.

Stephen E. Straus,
Director



Notes from discussion of CAM definition at lunch meeting on March 27"

Key issues:

e Need description of way CAM has traditionally been defined

e Spell out limitations

¢ Elaborate key words

e Acknowledge fundamental characteristics of CAM systems—e.g., “vitalism”

e Definition needs to include concept of “healing”

e Scope of CAM depends on where one is: “inside” versus “outside”

e Definition that Commission uses must be focused on the outcomes of the report.

Commissions Responsibility:

o To facilitate integration of CAM therapies where evidence dictates

e To establish a process for integration/dialogue/cooperation

o State explicitly that integration is a process

Points of Consensus:

o Commission should not get bogged down in trying to define CAM, but rather
should focus on its mission with attention to the legislative language in the
Executive Order.

e The Commission needs to develop a strategy and overall philosophy for the report

e The focus of the report needs to be integrative and catholic (i.e., broad-minded)

Next Steps:
Wayne Jonas will meet with the Commission staff to develop language on the
Commission’s criteria for the scope of the report and to work out a process for

developing a mission statement. The Commission staff will put aside some time during
the next Commission meeting (in May) to work on the mission statement.



PART II: GUIDING PRINCIPLES AND PERSPECTIVES OF CAM
INTERVENTIONS AND PRACTICES

Introduction

The purpose of this part of the report is to provide an overview of the field of
complementary and alternative medicine, or CAM. Specifically, is examines the
evolution of the definition and how the term is used today. It also examines trends in
CAM usage, who uses CAM therapies, what types of CAM modalities are used most
frequently and for which condition, and the reasons many people give for using these
modalities and approaches and their level of satisfaction. Finally, it examines the
paradigm, or worldview, that is common to many CAM systems of medicine and the
obstacles that are inherent in attempting to integrate CAM and allopathic approaches with
such different worldviews and languages.

What Is CAM?

Ever since the use of medical treatments that fall outside of what is considered
mainstream, or conventional, medicine became an internationally recognized
phenomenon, various groups have attempted to develop labels and definitions for these
therapies. However, as more is learned about what types of therapies are being used, who
is using them, and how they are used, the trend has been to broaden these definitions to
incorporate new knowledge. The result has been a blurring of the lines between what has
traditionally been considered conventional and what it considered to be non-conventional
medicine.

Initially terms such as “unscientific” “unorthodox” or “unconventional,” were
used to describe treatments for which there was not a scientific rationale for how they
might work nor any studies of their safety and efficacy (Brody, 1980; Cassileth et al,
1984; Eisenberg et al, 1993). Because many in the medical community perceived that
these therapies, such as acupuncture and homeopathy, were being used as alternatives to
standard, allopathic health care, they became known collectively as "alternative
medicine” in the late 1980s (Furnham and Smith, 1988; Murray and Shepherd, 1988).

However, in the early 1990’s a variety of surveys began to demonstrate that
people were increasingly using the two systems of medicine-—conventional medicine and
alternative medicine--side by side, essentially to complement one another (see Who Uses
CAM and What Are They Using?, below). As a result, the term "complementary
medicine" emerged first in Europe and adopted in this country not long afterwards to
describe this “other” system of medicine (Ernst, 1995; Joyce, 1994). Yet, even this
terminology was unsatisfactory for many because it did not take into account that fact
that although many alternative therapies were being used to complement conventional
medical care, some were being used instead of conventional medical care. Thus, since



the mid-1990s, the phrase “complementary and alternative medicine” has been adopted in
the U.S. and Europe to acknowledge this dichotomy:.

In an attempt to develop a definition of CAM, a panel sponsored by the Office of
Alternative Medicine of the National Institutes of Health (currently known as the
National Center for Complementary and Alternative Medicine, or NCCAM), defined
CAM as “a broad domain of medical or healing systems that are outside the range of
those that are 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 or promoting health and well-
being. Boundaries within CAM and between the CAM domain and the domain of the
dominant system are not always sharp and fixed” (Panel on Definition and Description,
1997).

The Complementary Medicine Field Group of the international Cochrane
Collaboration (see Part I) has adopted this definition. However, Cochrane has further
broadened the scope of CAM to include “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 of a given historical period.
Boundaries within CAM and between the CAM domain and the domain of the dominant
system are not always sharp and fixed” (Zolman and Vickers, 1999).

These latter two definitions incorporate a larger worldview than earlier definitions
by acknowledging that many health care practices that are considered “complementary”
or “alternative” in the United States, such as herbal medicine, are often the main system
of treatment in many developing countries (Bannerman et al., 1983; WHO, 1978) and in
many ethnic communities in this country (Berman et al, 1999). These definitions also
acknowledge that the boundaries between CAM and biomedicine are constantly changing
and are likely to evolve even further in the years to come as therapies that are now
considered CAM become integrated into mainstream medicine, while new, untested
therapies appear on the horizon to take their place.

The NCCAM at the NIH has offered an even more expansive definition of CAM
as both “those healthcare and medical practices that are not currently an integral part of
conventional medicine” and “those treatments and healthcare practices not taught widely
in medical schools, not generally used in hospitals, and not usually reimbursed by
medical insurance companies” (NCCAM, 2000). This definition potentially includes
many approaches to healthcare, including behavioral medicine, preventive medicine, and
culturally centered medicine, which are generally accepted as important to overall health
care by the conventional medical community but which are not traditionally available in
hospitals nor usually reimbursed by medical insurance companies (see CAM s Focus on
Health, Wellness, and Disease Prevention, below),

Thus, the terminology used to describe unconventional approaches to health and
illness has evolved significantly over the past 15 years. Indeed, it began with a rather
narrow focus on therapies for which there is a lack of scientific understanding and/or



proof of safety and efficacy to a much broader concept of CAM. Indeed, CAM now
includes some therapies where there is a both a general understanding of how they work
in addition to significant evidence of proof safety and efficacy. However, many of these
therapies have become associated with CAM because, for various reasons, they have
been marginalized or underutilized by conventional medicine as critical ingredients to the
delivery of high-quality health care.

Rather than attempt to define CAM as what it is not, for the purposes of this
report, the Commission has chosen to focus on what it is. Therefore, the Commission has
developed a list of common modalities and systems of medicine that are illustrative of the
types of CAM treatments and approaches that are encompassed by this report (See Table
1 below).

[Note: This section will be completed after receiving feedback from the Committee
on CAM criteria, coordinated by Wayne Jonas].

Trends in CAM Usage

As mentioned in Part I, the use of (CAM) has risen dramatically over the past
decade. Between 1990 and 1997, the number of consumers using CAM therapies rose
significantly, from 33.8% to 42.1%. (Eisenberg et al.,1998). Some (46.3%) saw a CAM
practitioner, but the remaining 53.7% were unsupervised in their use of CAM. During that
same time period, the number of people who sought advice from both physicians and
practitioners of CAM rose from 8.3% to 13.7%. Surprisingly, only about 40% reported
CAM use to their physician, even though 96% had seen their doctor within the past year.

Consequently, expenditures on CAM by Americans have risen dramatically as well, from
almost $14 billion in 1990 (Eisenberg et al, 1993) to an estimated $21 billion to $33 billion
in 1997 (Eisenberg et al, 1998). The use of herbs was one of the fasted growing categories,
with Americans spending an estimated $663 million on medicinal botanicals alone in 1998,
compared to $94 million in 1990.



This same survey found that more than 58% of those who used CAM paid out-of-pocket
for these treatments and services. As mentioned, total estimated expenses were $21.2—
32.7 billion, which is on par with the estimated $29.3 billion out-of-pocket expenses for all
United States physician visits (Eisenberg et al, 1998).

Who Uses CAM and What Are They Using?

What are the demographics of CAM usage in the U.S. In 1997, John Astin, Ph.D.,
then at the Stanford Center for Research in Disease Prevention, asked this question in a
nationally representative survey of more than 1,000 randomly selected individuals. This
study found people who used CAM therapies were more likely to be college educated
(50.6%), aged 35—49 (50.1%), of Caucasian descent (77%), have incomes greater than
$50,000 (48.1%), and live in the western United States (501%). The most common medical
condition reported among the surveyed subjects was back problems at 24%. Neck problems
were associated with the highest use of CAM (57% of patients). The Eisenberg et al
surveys (1993, 1998) also have documented that people with chronic pain conditions,
including arthritis and headache, and psychological problem (insomnia, depression, and
anxiety) are some of the highest users of CAM therapies.

The CAM modalities that patients choose appear to match the medical conditions
reported. Eisenberg et al (1998) found, for example, that relaxation techniques, which
commonly are used for patients with chronic pain and/or mental conditions, were the most
common alternative therapy. Other modalities, such as massage, chiropractic and
acupuncture, also are used for chronic pain. People also are turning increasingly to dietary
supplements as treatment modalities. Herbal therapies were the second most common
therapy with 12.1% of those surveyed reporting use in 1997, up significantly from 2.5% in
1990 (Eisenberge et al, 1998).

The following gives a more detailed overview studies of the prevalence of CAM
usage in specific patient populations, including: 1) arthritis, 2) back pain, 3) cancer, and 4)
HIV:

Athritis

A number of surveys of clinic-based populations taken over the past decade
suggest that patients with arthritis and other rheumatologic conditions are frequent users
of complementary/alternative medical (CAM) therapies (Boisset and Fitzcharles, 1994;
Cronan et al, 1989; Pioro-Boisset et al., 1996; Vecchio, 1994). In fact, these surveys have
found that as many as 8 out of 10 rheumatology patients that use clinical services also use
CAM therapies to treat their condition. A recent survey by Rao et al. (1999) of patients at
a rheumatology clinic revealed a 63% CAM utilization rate, with an average use of 2.5
CAM therapies per patient. This study also found that severity of symptoms predicted the
degree of CAM usage. Patients diagnosed with rheumatoid arthritis were more likely to use
CAM (38%) compared with those who had osteoarthritis (23%) and fibromyalgia (19%).
Half of the patients who tried dietary supplements or vitamins reported some benefit. Only
half told their physicians about their use of CAM therapies, however.



Chronic Pain

According to a number of surveys, chronic sufferers are some of the most frequent
users of CAM. Indeed, in a national survey, Paramore (1997) found that back neck and
shoulder pain were the most frequently cited reasons for visiting a CAM practitioner. In
another national survey, Astin (1998) found that the CAM therapies of choice for chronic
pain sufferers were exercise, chiropractic, massage, and relaxation techniques. Similarly, in
both of their national surveys, Eisenberg and colleagues (1993, 1998) found that CAM
therapies were used most frequently by individuals with chronic conditions, including back
problems, anxiety, depression, and headaches. In a small survey of people with disabilities,
Krauss and colleagues (2000) found that CAM therapies were chosen more often than
allopathic therapies by those with physical disabilities for pain (51.8% versus 33.9%),
depression (33.9% versus 25%), anxiety (42.1% versus 13.1%), insomnia 32.3% vs
16.1%), and headaches (51.4% vs 18.9%).

Cancer

Cancer patients also are high users of CAM. A recent study by Burstein and
colleagues (1999) found that almost 40% of 480 women with stage I or II breast cancer
participated in some form of CAM prior to surgery, whereas only about 30% did after
surgery. Use of healing and psychological therapies was highest before surgery but tapered
off throughout the first year. After 12 months, approximately 50% of women reported new
use of both psychological and healing modalities, whereas 45% reported continued use.
The use of CAM treatments was not associated with cancer staging or method of treatment.
Other studies have reported use of CAM therapies among cancer patients greater than 80%
(Bennett and Lengacher, 1999; Richardson et al, 2000). A study of cancer patients enrolled
in clinical trials at the National Institutes of Health found that 63% used at least one CAM
therapy, with an average use of two therapies per patient (Sparber et al, 2000). Men were
significantly less likely to use CAM than women, who were more likely to use numerous
therapies. The cancer patients’ primary reasons for CAM use included treatment-related
medical conditions, such as depression, anxiety, and insomnia. The most frequently
reported therapies were spiritual, relaxation, imagery, exercise, lifestyle diet (e.g.,
macrobiotic, vegetarian), and nutritional supplementation. Patients unanimously believed
that these CAM treatments helped to improve their quality of life through more effective
coping with stress, decreasing the discomforts of treatment and illness, and giving them a
sense of control. Lippert and colleagues (1999) found a similar pattern of CAM usage
among men with prostate cancer. This study found that 42% of those surveyed used
vitamins, prayer or religious practices, and herbs to treat their condition. The probability of
CAM use was independent of treatment modality, but only 17% to 30% reported the use of
CAM to their physicians.

Human Immunodeficiency Virus (HIV)

Studies similarly have found that HIV patients are frequent users of CAM. For
example, Fairfield and colleagues (1998) surveyed 180 HIV-infected individuals and found
more than two-thirds (67.8%) used herbs, vitamins, or dietary supplements. Eighty-one



percent of those who used supplements said these remedies were "extremely" or "quite a
bit" helpful. Almost half (45.0%) of this group had visited a CAM provider. In fact, they
visited a CAM practitioner an average of 12 times per year, compared to only 7 visits per
year to their conventional physician or nurse practitioner. The CAM practitioners they
visited most often were massage therapists, acupuncturists or acupressurists. Two-thirds
(66%) of those who saw a CAM provider said the provider was extremely or quite helpful.
Approximately 24% reported using marijuana to treat weight loss, nausea, and vomiting in
the previous year and most (87%) said marijuana said it was extremely or quite helpful.
Ominously, 16% of these patients surveyed said they had stopped traditional drug therapy.

Ostrow and colleagues (1997) surveyed 657 HIV-positive individuals in a Canadian
clinic population and found that approximately 40% had used some form of CAM, with
most using dietary supplements (30%), followed by herbal and other medicinal therapies
(22%), tactile therapies (e.g., massage) (22%) had used tactile, and mental relaxation
techniques (20%). CAM use was independently associated with younger median age,
higher income, and greater physical pain. Interestingly, a slightly earlier study by Singh et
al (1996) of CAM use among a population of HIV-positive individuals receiving treatment
at a Veterans Affairs medical center Pittsburgh, PA, found that older patients were more
likely to use CAM than younger patients, suggesting potential geographic differences in
CAM acceptability.

Ethnic Differences in CAM Usage

In addition to the type of illness one has, individual cultural upbringing and
ethnicity can influence the type of CAM used. For example, in a study of CAM usage
among Mexican-Americans living in the Texas Rio Grand Valley, Keegan (1996) found
that 44% of respondents had used a CAM practitioner one or more times during the
previous year. In contrast to the national sample surveys, however, the most commonly
sought therapies, respectively, for this population were: herbal medicine, spiritual healing
and prayer, massage, relaxation techniques, and visits to a curandero (Mexican folk
healer). Additionally, in a sample of 104 non-Mexican-American Hispanics adults with
diabetes, Zaldivar and Smolowitz (1994) found that 17% of patients reported using herbs
to treat their diabetes.

Similar to Hispanics, the Native American populations appear to display a different
pattern of CAM usage then the general population. Kim and Kwok (1998) found, for
example, in a cross-sectional interview of 300 Navajo patients at an Indian Health Service
(THS) hospital that 62% had gone to native healers and 39% visited them regularly. The
factor associated with the least amount of visits was Pentecostal faith. The Navajo were
more likely to rely on IHS medical therapy, either alone or with native healers, for physical
conditions such as diabetes mellitus, arthritis, abdominal pain, depression, and anxiety.
They sought native healers exclusively for traditional issues (family problems, blessings,
“bad luck” or *“sickness”). Ironically cost was the biggest barrier to seeking a native healer.
Native healer costs are approximately 21% of the average Navajo income, whereas care at
an IHS clinic or hospital is free.



In a similar study of 150 Native American patients utilizing an urban Indian Health
Service clinic in Milwaukee, Wisconsin, Marbella and colleagues found that almost 40% of
the patients saw a healer regularly, and of those who do not, most (86.0%) said they would
consider seeing one in the future. The most frequently visited healers were herbalists,
spiritual healers, and medicine men. Sweat lodge ceremonies, spiritual healing, and herbal
remedies were the most common treatments. Not surprisingly, more than a third of the
patients seeing healers received different advice from their physicians and healers. Among
the patients seeing a healer, the rating of the healer's advice was higher than the
physician's advice 61.4% of the time. Only 14.8% of the patients seeing healers tell their
physician about their use.

These data suggest that members of minority populations may use CAM therapies
differently than the general population. In Mexican-American and Native American
populations, in particular, people may rely on those therapies that are more familiar to
them or more aligned with their cultural identities. Indeed, these studies suggest that
CAM treatments in ethnic populations may be rendered most frequently by traditional
healers from the individual’s native culture. These studies also raise some serious issues as
to the rift between ethnic cultural values and access to native healers. In areas where native
healers are available, Mexican-Americans and Native Americans frequent them. Income,
not belief systems, prohibits interaction, however (Marbella et al., 1998). Some [HS
facilities have addressed this gap by incorporating sweat lodges, or similar spaces, into
their facilities and employing native healers (refs?).

Why Do Patients Seek CAM and How is It Used?

It is not surprising that people with chronic painful conditions and psychological
disorders, such as anxiety and depression, are frequent users of CAM, because such
disorders are complex in origin and, thus, are not easily treated by conventional medicine.
Patients experiencing chronic pain often obtain only limited relief from drugs or other
medical treatment. Similarly, medicine offers numerous modalities for treating depression
and anxiety, but patients may be reluctant to seek medical help, may lack insight into their
condition, or may prefer to self-treat. For example, in a survey of 100 patients with panic
disorder or agoraphobia, rather than seek conventional medical care, 32% preferred to self-
medicate using herbs (Bandelow et al, 1995).

In the Rao et al (1999) survey of rheumatology clinic patients mentioned above, the most
common reasons for CAM usage were to alleviate pain and ease their rheumatic condition.
Interestingly, 50% of respondents reported turning to CAM because they perceived their
drugs as ineffective. Additionally, when Elder and colleagues (1997) interviewed 113
patients at a family practice, the top reason to seek CAM therapies was that they believed
they would work. Those who chose to reveal use stated that their physicians accepted their
use and respected the patient’s desire to have more control over their health.

Although it is not surprising that individuals with chronic, debilitating conditions that are
not easily treated by conventional medicine are frequent CAM users, what is surprising is
how CAM is being used in relation to conventional medicine. Indeed, until recently, the



prevailing view was that people who use CAM therapies were forgoing effective
conventional treatments and thus worsening their illnesses (Dwyer, 1993) primarily
because they had turned their backs on science (Skrabenak, 1984; 1988)

However, recent surveys designed to test these hypotheses have found an entirely
different picture. In the Astin (1998) survey, only 4.4% of subjects relied primarily on
CAM. On the other hand, Astin did find an association between CAM usage and cultural
beliefs—specifically, a commitment to environmentalism and feminism, and an interest in
spirituality and personal growth psychology. Additionally, the Astin study and others
(Fliason, Huchner, & Marchand, 1999; Wagner et al., 1999) have found that a holistic
health philosophy, a strong internal locus of control, and transformational life experiences
also are associated with CAM usage. Furthermore, similar to the Eisenberg and colleagues’
(1998) study, CAM users tended to had a high prevalence of back problems, chronic pain,
or anxiety.

Patient Communication with their About CAM Physicians

Why don’t many patients tell their health care providers that they are using CAM? In
the South Carolina survey (Oldendick et al, 2000), physicians were unaware of CAM use
in 57% of their patients using CAM. Patients were least likely to report hypnosis or
biofeedback (12.1%), or healing therapies (21.3%). Only 25.8% reported their use of
herbal medicine and similar preparations to their physicians, increasing their risk for
adverse reactions.

In a survey of health food store customers, Eliason and colleagues (1999) found that
these individuals were motivated to pursue wellness and wanted to take responsibility for
their health. Although they welcomed a partnership with their physician, they generally
believed that their physicians were closed-minded and had little knowledge about
dietary supplements. These consumers, therefore, had decided to assess the
effectiveness of dietary supplements through personal study and subjective
experimentation.

There have been similar findings in patients with cancer. For example, in a survey of
women with breast cancer, Adler and Fosket (1999) found that the majority of women
(55—85%) use CAM therapies but did not divulge this use to their physicians due to
assumed disinterest. Other reasons that the women gave for not divulging CAM use to their
physicians included anticipated negative physician response, perceived physician
unwillingness and inability to help, irrelevance, the disparate healing strategies between
CAM and conventional medicine, and the anticipation that discussion would be too one-
sided (i.e., the physician would do all the talking).

These findings are particularly troubling in light of the fact that more and more
physicians appear to be open-minded about CAM. For example, in the Consumer Reports
survey of more than 46,000 patients using CAM, 60% eventually reported CAM use to
their physicians (Consumer Reports, 2000). According to these patients, 55% of physicians
expressed approval, with 40% expressing neutrality, and 5% expressing disapproval.



Additionally, in their survey of South Carolina adults, Oldendick and colleagues (2000)
found that physicians were most likely to recommend biofeedback or hypnosis (39.3%),
self help groups (33.4%), or lifestyle and dietary changes (33.2%). However, only 15.2% of
physicians recommended herbal medicine remedies.

In an extensive review of 25 surveys of beliefs of conventional physicians with regard to
5 of the more prominent CAM therapies, Astin and colleagues (1998) found that about half
of physicians believed in the efficacy of acupuncture, (51%), chiropractic (53%), and/or
massage (48%). However, only 13% believed in using herbal therapies. Approximately
40% had referred patients to either an acupuncturist or chiropractic practitioner, whereas
20% referred patients for massage therapy.

Patient Satisfaction With CAM

How does patient satisfaction with CAM therapies compare to conventional therapies? In
their survey of 1584 South Carolinian adults, Oldendick and colleagues (2000) found that
approximately 68% perceived their therapy to be effective or very effective, depending on
the specific modality Those working with spiritual healers were most likely to report
satisfaction (79%), whereas those participating in weight loss programs reported the least
satisfaction (44.9%). People involved in herbal medicines, folklore remedies, vitamins, and
homeopathy reported a 62% satisfaction rate.

In the Consumer Reports’ (2000) survey mentioned above, 23% of those trying herbs
and dietary supplements reported feeling much better. This rate was comparable with
levels of satisfaction found with both mind-body techniques and over-the-counter drugs,
but was inferior to satisfaction with prescription drugs (50%). Satisfaction levels varied
widely depending on medical condition and therapy. Patients with some of the difficult-
to-manage medical conditions, including back pain, neck pain, and fibromyalgia, reported
CAM therapies to be comparable with standard medical care.

World View of Major CAM Traditions

CAM therapies may differ from conventional medicine not only in their methods
but also in some of their underlying philosophies. The way that many CAM disciplines
define health, illness, and the healing process can depart significantly from the beliefs
that underlie the practice of allopathic medicine. It is essential to consider the different
paradigms from which conventional medicine and CAM approach healthcare as these
have implications for research and integration (see below).

Most of the world’s traditional healing systems—Traditional Chinese Medicine
(TCM), Indian Ayurvedic Medicine, Persion Urami, and Native American Medicine—are
based on the assumption that we humans are connected to one another, to the earth, and
the spiritual world in many more ways than science has yet uncovered. Disease, in these



systems of medicine, is an imbalance within our bodies as well as between the way we
live and the natural, social, and spiritual world (Gordon, 1996).

Even CAM modalities that are not directly evolved from these traditional systems
of medicine, such as chiropractors and homeopaths, have adopted such beliefs as well as
the notion that the body had the innate ability to heal itself. According to this philosophy,
which is referred to as vis medicatrix naturae (the healing power of nature), the body’s
self-healing mechanism can be speeded up, sometimes to an astonishing degree, by the
proper stimuli. Thus, many CAM practitioners employ therapies designed to stimulate the
patient's constitution to fight on its own behalf, on the assumption that this emphasis on
enhancing the natural healing process is the most appropriate foundation of any medical
therapy (House of Lords, 2000).

CAM'’s Focus on Wellnhess and Disease Prevention

Many CAM therapies emphasize "wellness" as not only being the absence of
disease but also with attributes such as good energy (vitalism), happiness, and a sense of
wellbeing as being more central goals of intervention (House of Lords, 2000). Moreover
the emphasis of much of CAM is often on strengthening the whole organism rather than
directly attacking the pathology (such as an infection or tumor). CAM therapies use
different vocabularies to understand these emphases, with treatment concepts such as
detoxification and tonification, and with different cultural concepts of "energy" as
recuperative forces in the body (notably in forms of medicine originating in Asia) (House
of Lords, 2000).

Most CAM therapies also apply a non-Cartesian view of health, making less
distinction between the body, mind, and spirit as distinct sources of disease. The language
used in CAM often tends to imply that all these dimensions of the human condition
should be viewed in the same therapeutic frame. This is different from the conventional
medical approach, which often involves prescribing a standard drug and a similar
treatment regime for patients with the same underlying pathology.

Another unifying thread that runs through many CAM approaches is a focus not
only on restoring balance to those who are sick but also in addressing the underlying
causes of the imbalances that have made them sick in the first place. CAM therapies also
take a highly individualistic approach to treatment, in which patients may receive a
combination of treatments specifically tailored to their needs. Therefore, many CAM
practitioners often prescribe a package of care, which could include modification of
lifestyle, dietary change, and exercise (House of Lords, 2000). For example, a
chiropractor, in addition to providing a spinal adjustment, may also offer advice on diet
and exercise, provide guidance on breathing and relaxation, and prescribe nutritional
supplements.



As noted earlier in this chapter, an emphasis on disease prevention and wellness is
not the sole domain of CAM. In fact, conventional medicine has a long tradition of being
concerned with maintaining health and preventing disease. Unfortunately, however,
medical schools, for the most part, have not placed a great deal of emphasis on preventive
medicine and education on wellness. In fact, a recent survey by Garr and colleagues
(2000) of 144 allopathic and osteopathic medical schools found a greater emphasis on
teaching and evaluating medical students’ knowledge in the areas of clinical preventive
services and quantitative methods, and less emphasis on the community dimensions of
medical practice and health services organization and delivery. More revealing, however,
was the finding that fewer than half of all respondents were satisfied with the quality of
their assessment of student achievement in any of the four domains of prevention
education. More than 30% of the medical schools expressed a desire to receive assistance
with designing curricula and/ or evaluation methods in prevention education.

In addition, given the prevalence of nutritionally related chronic diseases in
American society, it would seem imperative that the training of physicians should include
a focus on the relationship of diet to disease. Yet, despite scientific data, public interest,
US government reports, society studies, and congressional mandates, according to a
recent report by the National Education Consortium (1997), the teaching of nutrition in
medical schools and residency programs remains “woefully inadequate.” Indeed, most
medical schools do not have faculty trained specifically in nutrition (Cooksey et al,
2000), and faculty resistance to changing medical school curricula is a major barrier to
overcome in the effort to expand such education (Armstrong & Koffman, 1998).

Therefore, a core emphasis on wellness and disease prevention appears to be a
significant difference between a number of CAM systems of medicine and allopathic
medicine, at least in terms of medical education.

Obstacles Integration of CAM Approaches and Treatments into Allopathic
Medicine

As the popularity and the evidence base for CAM has grown, so has interest and
belief in CAM among allopathic physicians and medical institutions. Astin et al (1998),
for example, conducted a comprehensive review of 25 surveys of physician practices and
beliefs with regard to five of the more prominent CAM therapies—acupuncture,
chiropractic, homeopathy, herbal medicine, and massage--and found that about half of the
surveyed physicians in these studies believed in the efficacy of these CAM therapies.
Surprisingly, a significant proportion were both making referrals to CAM practitioners as
well as offering some of the CAM treatments in their own practice.

This increasing acceptance of CAM among allopathic physicians has fueled a
movement to “integrate” those CAM modalities with the best evidence of effectiveness
with the best of allopathic medicine. This integrative medicine movement seeks to sort
through all of the evidence about all healing systems and try to extract and integrate those
ideas and practices that are useful, safe, and cost effective. The ultimate goal is to merge



them into a new, more comprehensive, compassionate, and effective model of care that
includes both the precision and power of biomedicine and the wisdom of other healing
traditions (Gordon, 1996). According to some (Weil 2000), such an integrated system of
medicine would have a strong evidence base but also would sensitive to consumer
demand.

However, there is significant debate in the allopathic medicine community on
how this new model of care would be implemented. One of the models of integration,
which is being tested at a small but growing number of allopathic medical institutions, is
to have allopathic and CAM practitioners working side-by-side, collaborating both in the
diagnosis and treatment of patient conditions (Muscat, 2000). While promising, this
model of integration faces significant obstacles. Indeed, as mentioned, allopathic
medicine and CAM practitioners often have entirely different worldviews regarding
health and disease and, thus, employ a completely different vocabulary and grammar.
Most allopathic practitioners have little understanding of CAM diagnostic terms, such as
Qi1 (the Chinese term for vital energy) or doshas (the Ayurvedic term for mind-body
type). Sometimes familiar terms are used but with a different meaning: acupuncturists
may talk of "taking the pulse,” but they will be assessing characteristics such as
"wiriness" or "slipperiness," which have no Western equivalent. It is important not to
interpret terms used in CAM too literally and to understand that they are sometimes used
metaphorically or as a shorthand for signs, symptoms, and syndromes that are not
recognized in conventional medicine.

By the same token, few CAM practitioners have a thorough understanding the
theories and terms associated with allopathic medicine. Indeed, few CAM disciplines
have significant exposure to fields such as pathophysiology, epidemiology, molecular
biology, and other sciences that allopathic physicians receive training in during the
medical school apprenticeships. In such a climate, basic communication, much less
collaboration, is almost impossible (Caspi et al, 2000).

Furthermore, conflicts in integration are likely to arise because CAM and
allopathic practitioners often have very different methods of assessing and diagnosing
patients. Thus, TCM practitioner may describe a patient's condition as deficiency in
“liver Qi.” A homeopath may describe the same condition as a "pulsatilla constitution.”
Whereas, the allopathic physician may describe the patients illness as "a peptic ulcer.”
Confusingly, there is little correlation between the different diagnostic systems: some
patients with deficient liver Qi do not have ulcers, and some ulcer patients do not have
deficient liver Qi but another traditional Chinese diagnosis. This could potentially cause
significant problems if a CAM practitioner and allopathic doctor, working side by side,
were both trying to diagnose and treatment the same patient (House of Lords, 2000).

CAM practitioners also are not generally concerned with understanding the basic
scientific mechanism of their particular therapy. Instead, their knowledge base is often
derived from a tradition of clinical observation. Sometimes traditional teachings are
handed down in a way that discourages questioning and evolution of practice, or



encourages reliance on their own and others' individual anecdotal clinical and intuitive
experience.

Therefore, even for those CAM therapies proven to be safe and effective, it
should be stressed, however, that the lack of a shared worldview is not necessarily an
insurmountable barrier to effective integration. For example, doctors have work closely
alongside hospital chaplains and social workers for decades, each regarding the others as
valued members of the healthcare team.
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Groft, Stephen (NCCAM)

From:
Sent:
To:

Subject:

Starke-Reed, Pamela (NIDDK)

Thursday, March 15, 2001 8:30 AM

Abbott, David (NCCAM); Albrecht, Joan (NCCAM); Axelrod, Corinne (NCCAM); Baron,
Christopher (NCCAM); Batten, Willer (NCCAM); Bellamy, Carolyn (NCCAM); Benjumea, Olga
(NCCAM); Bersofsky, Yvonne (NCCAM); Blackman, Marc (NCCAM); Briggs-Hall, Sylvester
(NCCAM); Camilo, Rick (NCCAM); Carlisle, Alice (NCCAM); Carlson, Susan (NCCAM);
Carper, Victoria P. (NCCAM); Chah, John (NCCAM); Chang, Michele (NCCAM); Colvin,
Odessa (NCCAM); Ehrler, Karla (NCCAM); Engel, Linda (NCCAM); Evans, Marguerite
(NCCAM); Fish, Chris (NCCAM); Fisher, Ken (NCCAM); Fitzpatrick, Carol (NCCAM); Flowers,
Susan (NCCAM); Geater, Russell (NCCAM); Goertz, Christine (NCCAM); Grechko, Elena
(NCCAM); Greene, Anita (NCCAM); Groft, Stephen (NCCAM); Haller, Lawrence (NCCAM);
Hayunga, Eugene (NCCAM); Hazleton, Nancy (NCCAM); Hines, Rhonda (NCCAM);
Hodgkins, Carolyn (NCCAM); Hollingsworth, Christine (NCCAM); Hoover, Camille (NCCAM);
Hrolenok, Paul (NCCAM); Hussey, Doug (NCCAMY); Jackson, Morgan (NCCAM);
Kaczmarczyk, Joseph (NCCAM); Kingsbury, Doris (NCCAM); LeBlanc, Stephen (NCCAM);
Liu, Irene (NCCAM); Madden, Kathleen (NCCAM); Manley, Diana (NCCAM); Markham,
Dennis (NCCAM); Maryland, Cecelia (NCCAM); Maynard, Bryan (NCCAM); Miller, Maureen
(NCCAM); Mohseni, lize (NCCAM); Montoro, Roberto (NCCAM); Mulach, Barbara (NCCAM);
Nahin, Richard (NCCAM); O'Donnell, Ellen (NCCAM); Pearson, Nancy (NCCAM); Pinkney,
Maliaka (NCCAM), Pitts, Marc (NCCAM); Pollen, Geraldine (NCCAM); Rafferty, Steve
(NCCAM); Richardson, Mary Ann (NCCAM); Rodriguez, Ivelisse (NCCAM); Rollwagen,
Florence (NCCAM); Rosario, Joana (NCCAM); Sabatos, Charles (NCCAM); Schafer, Amanda
(NCCAM), Standberry, Andra Allen (NCCAM); Stidham, Diane (NCCAM); Straus, Stephen
(NCCAM); Tucker, William (NCCAM); Tyler, Robbie (NCCAM); Unger, Carol (NCCAM);
Villone, Shirley (NCCAM); Vu, Tung (NCCAM); West, Neal (NCCAM);, Whccamp (NCCAM);
Whichard, Kerry (NCCAM); Wise, Allison (NCCAM); Wong, Shan (NCCAM); Wongsam,
Andrea (NCCAM); Wuhib, Mentwab (NCCAM)

FW:

Subject: MARCH IS NATIONAL NUTRITION MONTH

Overweight and obesity are major health problems, affecting nearly 97
million adults in the US and many others worldwide, including children and

adolescents.

Who should lose weight?

Adults who are overweight or obese can improve their health by adopting
eating and physical activity patterns that they maintain for life. Adults

who are overweight or obese and have diabetes, heart disease, high blood
pressure, high cholesterol levels, high blood sugar levels, or a family
history of such problems, can benefit from a weight loss as small as 10 to
20 pounds. Cutting back on 500 calories a day amounts to 3500 calories in
a week which equals 1 pound of body fat.

What about physical activity?

Regular physical activity helps you lose weight and build an overall
healthy lifestyle. Physical activity increases the number of calories

your body uses and promotes the loss of body fat. People who include
physical activity in their weight-loss programs are more likely to keep
their weight off than people who only change their diet. Physical

activity also improves your strength and flexibility, lowers your risk of
developing heart disease and diabetes, helps control blood pressure and
blood sugar, promotes a sense of well-being, and decreases stress.

Where to go for information?
Try NIDDK's Weight-control Information Network (WIN)
<<http://www.niddk.nih.gov/health/nutrit/nutrit/htm>>. You will find a

listing of educational materials to read and print out for your use. You

1



may also obtain free copies of these materials by calling WIN at 202
828-1025 (877 946-4627) or by sending an email message to
<win@info.niddk.nih.gov <mailto:win@info.niddk.nih.gov>>.

NHLBI's Aim for a Healthy Weight Website
<http://www.nhlbi.nih.gov/health/public/heart/obesity/lose _wt/control.htm>
has information on calculating body mass index (BMI), assessing risk
status, and controlling weight based on the Clinical Guidelines on
Overweight and Obesity in Adults. For publications on overweight, high
blood pressure, high blood cholesterol levels, or other risk factors for
heart disease, contact the NHLBI Information center at 301 592-8573.




Albrecht, Joan (NCCAM)

From: Kathy Eldrid [pnet8@yahoo.com)]
Sent: Monday, March 19, 2001 7:32 AM
To: Barbara Groves; G

Subject:

--- Kathy Eldrid <pnet8@yahoo.com> wrote:

V VV VYV VYV VVVYVYV VVVVVVYVVVYVVYVYVVVYVVVVVVVVYVVYVVVYVYVYVVYVVYVYVY

Date: Sun, 18 Mar 2001 15:54:27 -0800 (PST)
From: Kathy Eldrid <pnet8®@yahoo.com>
Subject: Ken, thanks for contacting
www.sarcomaalliance.com

To: HOPE2 <hope@hopehealing.org>

Dear Ken, I thank
you

for checking out www.sarcomaalliance.com and my
"Personal Story". You already know it but that the
founder of that site asked me pesonally, to write
it,

as an R.N., was a GIFT to me. I told her ahead of
time, it would not be the "norm" and she was welcome
to check on all the facts first before publishing
it.

When I finally finished writing it and e-mailed it
to

her (in CA), she posted it in less than 24
hours!!!!!1!!!! Even though she and I have different
sarcomas, this is actually irrelevant, and our
treatment paths are obviously different, she has
managed to live the same 8 years and is also an R.N.
I

already know she is on a Mission, the same as
myself.

So, I admire her from a far.

What saddens me are the doctors who are logging cn
to

that web site looking for answers for their own
patients who have these difficult sarcomas to treat.

What does that tell you? We most definitely
NEED
to move into the future with all cancer treatment,
and
NOW. It is already way over due!!!!!! And, we, the
patients are dying, not because we don't have the
answers, but because we DO and we have the
"scientific
evidence". I thank God I became a nurse, because it
is
to this "scientific evidence" I pay attention. Have
done my homework.
You
perhaps have no idea what it means to me that you,
as
an M.D., will contact the "Montel Williams" show on

1

; SENATOR Tom Harkin; SENATOR Orrin Hatch;
Citizens for Health; Dianne Heino; Mail, Hhs (HHS/OS); SENATOR James Inhofe;
Congressman Ernest Istook, Jr.; Whccamp (NCCAM); New England" "Journal of Medicine;
ME Gov. Angus King; SENATOR Thomas D.; SENATOR Tom Daschle; Craig Freshley;
Jeannie G, editor; Surgeon General Website, None (HHS/OS); Meredith Goad

An M.D. is contacting "Montel Williams" for Kathy Eldrid, R.N.
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my

behalf. You have a copy of the "scientific
evidence".

It is my 200 page, 4 year medical record from the
late, James McCoy, Ph.D. He was far beyond the rest,
as is Rhett Bergeron, M.D., in Stockbridge, GA.

I thus far, have $3,500 toward the

estimated

$15,000-20,000 I will need for successful cancer
treatment. It will be light years before any, if
ever,

insurance companies cover this. And,
sadly, we all know the reasons. It is due to our
current political/medical "systems" created some
time
ago with the idea of protecting us, but has most
certainly lost all perspective and logical thinking.
When ever there is a war declared on anything, it is
doomed to fail. Such as the war on drugs, the war on
cancer, etc...War does not determine who is right,
war
determines who is left. Thanks from my heart.
Love=Labor Of Vast Entity. Kathy

Do You Yahoo!?
Get email at your own domain with Yahoo! Mail.
http://personal.mail.yahoo.com/

Do You Yahoo!?
Get email at your own domain with Yahoo! Mail.
http://personal .mail.yahoo.com/



Whccamp (NCCAM)

From:
Sent:
To:

Subject:

™, e
N

Impending death of 22

pnet8@webtv.net

Thursday, March 15, 2001 9:18 AM

Administrator@mccain.senate.gov; acsaction@cancer.org; kwiley@mdanderson.org; NCI
CIPS Cancermail Request; Burg, Cheryl (NCI); canclub@primenet.com; cfh@citizens.org;
andersoncm@health.missouri.edu; istook@mail.house.gov; baldacci@me02.house.gov;
ok01.largent@mail.house.gov; rep.tomallen@mail.house.gov; chc@mdf.org; Mail, Hhs
(HHS/OS); dheino@mdf.org; copingmag@aol.com; gustav@imsdd.meb.uni-bonn.de;
gayle.a.bagley@state.me.us; Whccamp (NCCAM); dateline@NBC.com;
jguttman@pressherald.com; info@cancerresearch.org; newshour@pbs.org;
Kevin.w.concannon@state.me.us; boehml@health.missouri.edu; cfwintner@aol.com;
malindollinger@earthlink.net; 75430.665@compuserve.com; governor@state.me.us;
megan.hannan@cancer.org; mgoad@pressherald.com; First.Lady@whitehouse.gov; NIHInfo
(OD), president@whitehouse.gov; ima_me01ig@mail.house.gov; rose.smith@state.me.us;
senator@nickles.senate.gov; senator@clinton.senate.gov;
senator_mccain@moccain.senate.gov; jim_inhofe@inhofe.senate.gov;
Senator@biden.senate.gov; senator_leiberman@lieberman.senate.gov;
john_mccain@mccain.senate.gov; senator_hatch@Hatch.senate.gov;
senator@collins.senate.gov; senator_daschle@exchange.senate.gov;
tom_daschle@daschle.senate.gov; tom_harkin@harkin.senate.gov;
hullenderd@health.missouri.edu; Nightly@NBC.com; Surgeon General Website, None
(HHS/OS), uhcan@uhcan.org; vice.President@whitehouse.gov; sf.nancy@mail.house.gov;
hazel.raynesdesilets@libertymutual.com; webmail@specter-ig.senate.gov; NCI ICIC CIS
MAIL; olympia@snowe.senate.gov; senator_specter@specter.senate.gov;
general@washtimes.com; governor.jesseventura@mail.state.mn.us;
webeditors@newsweek.com; efarah@worldnetdaily.com

Impending death of 22 yr. old, Douglas H., in MI, with PNET.

yr. old.... Please Read All Enclosed Forwards. Kathleen R. Eldrid, R.N.
10 Mt. Pleasant Street Biddeford, Maine

04005
(207) 282-2050

Kathy

U.S.A.



Whccamp (NCCAM)

From: pnet8@webtv.net
Sent: Wednesday, March 14, 2001 9:11 AM
To: acsaction@cancer.org; cfh@citizens.org; istook@mail.house.gov;

baldacci@me02.house.gov; ok01.largent@mail.house.gov; rep.tomallen@mail.house.gov;
chc@mdf.org; andersoncm@health.missouri.edu; Mail, Hhs (HHS/OS); dianelee8
@yahoo.com; dheino@mdf.org; copingmag@aol.com; gustav@imsdd.meb.uni-bonn.de;
gayle.a.bagley@state.me.us; GSELI146@foxinc.com; Whccamp (NCCAM);
dateline@NBC.com; jguttman@pressherald.com; info@cancerresearch.org;
newshour@pbs.org; Kevin.w.concannon@state.me.us; boehml@health.missouri.edu;
andersonm@mercyme.com; governor@state.me.us; megan.hannan@cancer.org;
mgoad@pressherald.com; First.Lady@whitehouse.gov; NIHInfo (OD);
president@whitehouse.gov; ima_me01ig@mail.house.gov; rose.smith@state.me.us;
senator@nickles.senate.gov; senator@clinton.senate.gov;
senator_mccain@mccain.senate.gov; jim_inhofe@inhofe.senate.gov;
Senator@biden.senate.gov; senator_leiberman@lieberman.senate.gov;
john_mccain@mccain.senate.gov; senator_hatch@Hatch.senate.gov;
senator@collins.senate.gov; senator_daschle@exchange.senate.gov;
tom_daschle@daschle.senate.gov; tom_harkin@harkin.senate.gov;
hullenderd@health.missouri.edu; Nightly@NBC.com; Surgeon General Website, None
(HHS/0S); uhcan@uhcan.org; vice.President@whitehouse.gov

Subject: "Montel Williams" e-mail address below. HELP SAVE KATHY ELDRID, R.N.

E

Montel Show's e-mail

address..... MY HEALTH INSURANCE DOES NOT COVER MY CANCER TREATMENTS!!!!t11 11
Kathleen R. Eldrid, R.N. 10 Mt. Pleasant
Street Biddeford, Maine 04005
U.S.A.

Kathy



Whccamp (NCCAM)

From:
Sent:
To:

Subject:

Montel Show's e-mail

pnet8@webtv.net

Wednesday, March 14, 2001 7:53 AM

bocababy1@aol.com; amyelizabeth227@email.msn.com; abruin@ulink.net;
bertellebrooking@hotmail.com; dbuckley@maine.rr.com; mcleodbetty@hotmail.com; betty_s.
_mcleod@onf.com; poohdr@yahoo.com; healingvisions@cybertours.com; Carrietaz526
@aol.com; ceciletougas@yahoo.com; cselig@pasco.k12 fl.us; christineb11@hotmail.com;
Eastpromgirl@aol.com; daksi@hotmail.com; ddash@spurwink.org; dghpolarity@pivot.net;
deedee_156a@yahoo.com; dongin7 @bellsouth.net; hddesilets@yahoo.com;
brucemanke@yahoo.com; jjb128@aol.com; francine.roy23@sympatico.ca;
george.v.kampfer@verizon.com; hmrdesilets@yahoo.com; jackie@cybertours.com;
jadehare@aol.com; rtede5296@aol.com; monteith1@juno.com; jpbmurphylcpc@hotmail.com;
imwexler@yahoo.com; joe_gerber@hotmail.com; catspaw@cybertours.com;
newedgevents@hotmail.com; jsnyder@javanet.com; jhs@sphinxtek.com;
mingisart@hotmail.com; katrina4158@aol.com; brulin@loa.com; essiac@mediaone.net;
kalika@cybertours.com; gilson@msu.edu; lisadav@cwnet.com; lyng12072@aol.com;
margoss43@aol.com; andersonm@mercyme.com; earth@loa.com; mdibmr@aol.com;
marquardt@mail.com; nmay1@home.com; plg@cybertours.com; patricr@juno.com;
pyegge@journaltribune.com; weave@bellatlantic.net; rwharris@aol.com;
rebeccadunnells@hotbox.com; ricramrattan@aol.com; hiiakamercy@hotmail.com;
maryro@yahoo.com; sdwhitney@hotmail.com; CHANDLER5@msn.com; sclemens42
@hotmail.com; romanoff@usm.maine.edu; susaneddoughty@aol.com; TPrkr@cs.com;
nogr@earthlink.net; tracy@troiano.net; valerie.whittier@state.me.us

Montel Show's e-mail address..

address..... Dear supporters, If you have not
already contacted the "Montel Williams" show on my behalf, the fastest,
easiest method appears below in forwarded e-mail. Also, you can read my
Personal Story at www.sarcomaalliance.com Time is

of the essence.
all of your letters,

I have been deeply touched by
thus far. Together, we

can. Alone, we cannot. Love=Labor Of Vast Entity

Kathy



WHITE HOUSE COMMISSION ON COMPLEMENTARY AND
ALTERNATIVE MEDICINE POLICY

Original Budget
10/01/99 - 09/30/01

Proposed Budget
10/01/99 - 03/07/02

Staff/Consultants

Personnel and Benefits $1,195,000 $1,175,000

Commission Meetings (8) 640,000 (10) 800,000

(travel, Per Diem, Honorarium)

Services and Supplies 165.000 165.000

(telecommunication, copier, meeting supplies, space ’ ’

rental, journals, renovations, commission

Administration)

Town Hall Meetings (0) 0 (4) 200,000

Website Development and maintenance 0 135,000

Contract Expenses, Logistics Support 0 260,000

Media/Public Contact

Commitments of WHCCAMP

Prior to 06/30/00 (all of above) 256,000
2,000,000 $2,994,000

Additional Expenses for Commission’s Activities

Internet Website Development and Maintenance $135,000

Town Hall Meetings (4) 200,000

Additional Meetings of Commission (2) 160,000

Additional Members (5) 40,000

Honorarium for Commission Member ($469) 51,000

Expenses Incurred before 06/30/00

(Salaries, benefits of previous staff) 105,000

100,000

Additional Staff/Expenses from 10/01/01-03/07/02

$99¢,000




Summary of Major Themes from Town Hall Meeting:
Seattle, October 30-31, 2000

Tie into the goals of Healthy People 2010, the Federal blueprint for public health.

Facilitate collaboration...
(1) between conventional and CAM practitioners;

(2) among local, regional, state, and Federal government agencies (including regulators,
licensing boards, public health officials, and community-based primary care facilities);
and :

(3) with 3" party payers.

Identify obstacles slowing the incorporation of evidence-based CAM practices into
mainstream practice. Address, through collaboration, lack of familiarity with CAM
research and researchers, suspicion of CAM therapies, and mistrust of CAM
practitioners and researchers. This is often difficult and a challenge for both
communities.

Strengthen accountability and develop uniform, high quality standards; consistent
licensing procedures; and practice guidelines as the basis for the inclusion of CAM
practitioners in Federal, state, and regional/local health programs; to ensure uniformity of
services for reimbursement; and to allow patients freedom of choice.

Develop public or private quality assurance programs to increase provider and public
trust in CAM products.

Develop an herbal pharmacopoeia with standardization and regulation of manufacture,
similar to the homeopathic pharmacopoeia.

Support with local, state, and Federal funds primary health care clinics that can serve as
incubators for cross training and integrating multiple-practice approaches, and for
stimulating other collaborative and relationship-building activities. Integrate CAM into
community health center networks nationally. :

Increase Federal agency support for local community demonstration projects to integrate
CAM into conventional health services.

Eliminate arbitrary exclusions, avoid mandates, and focus benefits on scientific outcomes
in state health programs.

Reduce the disparity in funding for research on conventional medical modalities and on
CAM practices and products; increase funding to CAM professional schools for research
and research training. Fund planning grants to CAM academic centers to develop
research agendas, etc. Issue an RFA to support research infrastructure at CAM




institutions. Establish collaborative relationships with universities and hospitals that
have needed facilities and expertise.

Increase funding for education and training at CAM institutions and at traditional
universities, including schools of medicine, nursing, dentistry, pharmacy, public health,
and veterinary science. Train CAM professionals in public health.

Develop methodologies to study emerging unconventional healing practices. Find
methodologies that accommodate the cultural context and patient-centered, unique
questions posed by some CAM therapies. When placebo-controlled trials are not feasible
or appropriate, employ practice-based outcomes research, best case series, clinical
audits, cohort analysis, pattern recognition, statistical evaluation, multi-varied or cluster
analysis, and other known or new methods. Start with practical health services trials as
a basis for further study.

Include CAM professionals on research advisory councils, regulatory boards, review
committees, and policy groups.

Educate IRBs to provide more informed oversight of CAM clinical research.

Examine regulations that lead to the removal of licenses of CAM practitioners and
intimidate collaborating/allopathic physicians.

Study wellness, the effect of social context on health, quality of life measures, and cost
effectiveness of CAM.

Increase research support to provide valid chiropractic clinical outcomes data. Support
researchers and infrastructure at colleges of chiropractic. Integrate chiropractic research
and education programs in conventional higher education environments.

Allow for continuum o