
v o x T e l e v i s i o n P r o d ' t r i 6 . 1 7 9 2 3 3 2 9 2 P . Q 1 

'IHE CORSELLO NEWSLfeXTER 
;Vf.>lumc 1, ls>Lic 1 

'elcome 
By Paula M . McLrland 

Ca.<hMr, Dr. Cmtlio's PatieHt Coalition 

WcJcome to the Lst regular iissue of Tht CorstUo Newslttttr. 1 

would (ike to say 'that it brings good news, but I cannot The 

; objeciivt of this new&lcrtef is to bring awareness to an unjust 

txagedy. For die past thirteen >tajre, die Office of Piofessiooal 

Nodical ConduttJ (OPMQ has tarppted and harassed Dr. 

S( rafina Corsello^for one prixnaiy reason: she is i successfiil 

A temative physi^an, and people tke her have become a threat 

tc the survival of mainstream medicine. Each time die OPMC 

Ci fled her in for ''questioning'. Dr. Corsello has quiedy stood 

before them and justified and proven her'cause. Each 6mt she 

hjis done diis, she has had to hire lawyers to assist in her 

protection. Until ^ow, her patients have not known of her 

p<;rsecutlon, because she did not want to cbncem them she 

w m ted to heal diem, Now, the OPMC is actively trying to take 

, her license to praptidc medicine away from her. Now. she has a 

ttjam of lawyers. Now, she wants die world to know what is 

I N THIS ISSUE 

Welcon)c 
j 

What's |l€aDy Happening 

You Art Iu5sing Your Ri^ts 

Letters Are Needed NOWl 

A Samp'le I.etter 

Ihe Chiu^s 

Ways You Can Help 

Ihc Medicine Comer 

Contact Information 

Really Happening 
By Dr. 

November 2000 

Serafina Coia ̂ Uo 

Two ye; us ago, Christopher Caracciola,« handsome 2S-

yeai-old young man with his whole life ahead of him, died 

in a Lor g Island hospi al as the result of the incompetence 

of physicians who are i entrenched in the medical onhodory. 

Yet the! e doctors wertf not reprimanded by the Office of 

Professional Medical Conduct (OPMQ and dicrefore ate ; 

still free to continue to kill other patients. Mr. Caiacciola 

was admitted to die hospital widi delusions that were 

immediiitely deemed to be purely psycholo^cal in nature, 

while the real undedyiiig cause, encephalitis, was never 

properi^evaluated H e young man died nine days later. 

\lt'hile d le Bureau of Hospi tai Services nikd that dtt dbetm 

had mad • substantial tnvh, the OPMC - responsible for 

sanctior ing physicians - determined tiiat they had not 

encd. Iliey stated, " « condndedthat tbtphfsidM tan did 

not deiia. 't jhrn aeapttd n tditai standard/'. "Accepted medical 

Standan:" is based on i angfrously little testing and a lot of 

phaimatjeutical drugs i >»ath at the hands of mainstream 

physicians or as a result of medicanom, i$ the third leading . 

cause or death in the linited States, according to the JAMA 

report published six ye in ago. 

Deah 
a.s a rt 

at ihe hanqs of inainstnam physicians or • 
snli of medication, is the third leading cause, 

of death in ihe United States y aeatf) pi 

CS on in maijc While tijis goes on in lAainstteam medicine, good and 

reputably altetnativE medicine physicians are being 

ferociously persecuted [Q New York State and all over the 

country. 

The Office of Professional Medical Conduct (OPMQ is on 

a lampa, )p in New York State to revoke the licenses of 

altemati physicians fbr doing "too much testing", while 

they excjuerate doctorsjwho, by doing minimalist testing, 

kiUpeofle- New Yoriî StatR is determined to hft the 

Ucenses physicians such as myself. Dr. Charles Gant of 

Syracuse and Dr. Joseph Burrascano of East Hampton. 
j CoitthpHil n pa^i S 
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I lapptning. For if the OPMC succeeds, they have also 
! ucccedcd in taking away the patietits right to choose their 
I jwn physician and their own inedical methodology. You see 
i t is not just Dt. CorscUo that they ate after, it is Alternative 
physicians mdoh-widc that they are trying to defeat. Until 
practitioners of Altemative Medicine can practice openly and 
jteathe fredy, this newsletter wiD be advising you on the 
solitics that are attempting to force Altemative Medicine 
down the proverlMal drain, d 

For mi sons that you iriH see, this newsletter nill he 
politiail in nature until n e can go hack to the 
business of healing patients instead of sating 

l!cen.<;es. 

You Are Losing Your 
Rights 
TTie confrontation between the OPMC and innovative 
physicians such as Dt. Corsello and Dr. Butrascano has 
reached its peak, this first wccV of November. 

The OPMC has been chaOeriged by Eh-! Butrascano's 
paricnts who do not want to lose the services of their 
brilliant physician, who is the best in correctly diagnosing 
and treating Lyme disease (ŝ c Newsweek for the first week 
in November). 

The Corsello Patients' Coalition is taking the same 
stand. We want to know why theie is a heightened 
persecution of complementiiy-altetnarive physicians in New 
York Sute and all Over the country. Wc want answers and 
will enlist the assistance of a special detective to find the link 
between the various departments of health and special 
interest groups that stand to lose bilhoos of dollars i f 
alternative medicine continues to take hold. We have already 
found the link between the t n A and the phasnaccutkal 
industry. 'XTSA Today" just reported that "more than half of 
the experts hired to advise the U.S. Gcrvcmment on die 
safety and effectiveness of medicine have Biuncial ties to the 
drug companies." The same scandalous relationships esist in 
other branches of government, such as the Department of 
Health. 

Over the years, wc consumers have seen our freedom of 
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choice I ĉ iaOengcd by ̂ e threat of FDA control of nutrients. 
Wc fonght and won, (lut the FDA still put* unfair 
eestrici ibns on die ability of health food stores and 
distob itors to explaiA to the public the benefits of certain 
nutticnts- Even the names of beneficial compounds have to 
be obscure and not s\pggest its use to the consumer. For 

cc, the FDA w^ts Dt. CorscDo's splendid 

don of nutrients that, for years, has kept imtold 
of people free of colds, flu and other infections, to 

_ i the name frcmi "Infection Nutrients Pack" to 
"immune pack". Thi^ h ju.-;t a small example of the FDA's 
harass jiient of the co npetition to their patrons of the 
phacQi accurical indus try. For mote infotmation, go to AOL 
Health News - "US FDA advisors said tied to industry". 
Given tiiis war-hke dimate, we The Corsello Patients' 
Coahton. need to fflivc fast to save out doctor's ability to 
contir ue to take carej of us. She has been harassed for 
thirteen years and fopght this battle, never letting it interfere 
with t ae care of us, her patierits. This time, the stalces are 
even 1 dgher and the ^g^t fiercer because diey (the OPMC) 
want! let out, and with het the diousands of consumers that 
cely o 3 her treatmetit. Dr. Corsello is tiot only fighting foe 
herself, but for the ̂ d of AJtecoative medicine at-largp. 
He^ a lte«ae;ys«ce insisting that Ahemative physicians be 
appoi ited to the medica} boani and be allowed to review the 
charg ;s against Alteiinative physicians. This is per the 
ptDvi iion of the Ne^ York State 1994 health care bill, which 
was e Mcted to peev^t the harassment of Alternative 
physi ians. The OPMC, howrvcr, tries to circumvent this 
law b 1 presenting bogus chaiges (see my review of the 
charges in this newsletter titled "Tlie Charges"). We 
cons\|mers are Bwai4 of these toaneuvers and are not easily 

1 by the OPiic's stiati^s. 

I ask that \IK all join together in this effort Tune 
is of |he essence. A$| soon as you get diis ncwslettet, get out 
yout pen and paper or sit down at your coon^Mter and write 
to your NYS pohiic^ eepicsentative about yooi discontent 
Btiet letters ait sufl^nt, but tiiey need to be STRONG. 
Sincc^ we know that apptonmat^ 70% of the pafients at the 
Man^ttan oflSce of the CorseDo Centers arc from out of 
tDwr^ we advise you to indude the £tct that out-of-towneet 
tKpn sent a significapt tax Rvenue for New Yodc Gty and 
New York State, coining so far to seek out tbe skills of Dr. 
Corsello. d 
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Letters are needed NOW! 
Our lawyer hxpaly rccotnmcnds that patients and 
ad̂ 'ocatcs scn̂  a lelter demandit̂ g redress with copies 
to Ihc appropriate persotts. Below are the names and 
addresses Uiat you will need. Following, is a sample 
letter you are jvdcome to use. U is also very imooriant 
for vou to keep a copy, and to send one to Dr. Cnrsello 
Send letters tp: 

Brian Murphy' Chief Counsel 
Bureau for Professional Medical Conduct 
New York State Department of Health 
Room 2509, Coming To\vcr 
Empire State l̂ l̂aza 
Albany, New Vork 122.37 

Dear Chief Coujiscl Murphy: 

Send a copy to: 

Antonia Novcjlo, MD 
New York Sta c Commissioner of Health 
New York Sta[c Department of Health 
Coming Tower 
Empire Stale Plaza, 14* Floor 
Albany, NY 1?!237. 

And a copy td: 

Kemp Hannoti 
Chaimian, Scijate Health Commiucc 
Legislative Office Building 
Albany, NY li247 

And a copy to: 

Richard Gottfried 
Chairman. Asembly Health Committee 
Legislative Office Building 
Albany, NY 12247 

j 
And • copy to: 

EithCT your Niw York State Senator and Assiemblyman 
or the Senator and Assemblyman representing Dr. 
Corsello's NYC office location: 

Cmtpnml IK Jkigt S 
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Four out of six altematiTt pKysician licenses In Syracuse have 
already be^ lifted and harassment continues for the other twO-

The "acceiited medical stindards" set by the goveminental 
agencies are the "mKmaL tttstjngpmiocoli' that doctors arc 
forced to f JUOW, both in their oflSces and in hospitals. Doctors 
arc "$care<i to death" of being sanctioned for doing "too maay 
tests" and, in fact, bodi Djr. Gant and myself have been accused 
of doing CJ actly that, whî c we save Stie.u Dr. Gant has taken on 
the pharmi ceutical industjry by using a non-phaonaccutical 
approach for attcddon deficit disorder. I , by doing Chelation • 
therapy. N^w Yodt State Cannot jpew^ declare that these arc the 
reasons, because of the lefaslation passed in 1994 that allows 
physicians to practice alte native nciedicine. 

Let'« look ai the courses ot this dangerous trend: 

In die Uniitd States, and i ;speciaUy m the State of New Yoric, 
die insurance industry (pa rticulariy HMOs) is afraid to have 
their minirAalisf and inefttcrive standards compared to the open 
marktt^d slandards of inndvaiiivpfjysidans. Among the most 
innovative physicians are ttiose who study so-callcd "Autctiona] 
medicine". This is a branch of medicine where physidans study 
very subtle jblood changes to arrive at possible enzymatic shifts 
that are Ae| haUnuuks of f re-disease states. Discovecyof eady ; 
subde biochemical change s leads to fiirther "medical detective : 
work" that saves lives. 

If any phys ician who was tee to think solely about patients* 
care had se « Christopher Caracciola, this tragedy would have 
never happ med. The truth, of the matter is doctors are 
constantly i idmonished to'do 'less and less testing" to "save 
money" to die point wheij; they have slipped into a path of 
indolence, lypicaJ of abused people. Simple viral testing and a 
more astutt observation o^ this yoiuig man would have saved 
his hfi:. In! tead, all they thoujjit of was a "psychiatric illness". : 
It would h( ve been much better to err on the side of caution, 
rather dian assume his hauucmations were the result of 
p»ychologi<|al detasgemetit. This error killed the young man. 

Official" nedidne docs aot demand efficiency, only cost 
control In the end, this pjolicy leads to cost escalation and last 
minute expfensive hospitalizations, as statistics prove. Doctors 
today aie Walking around jvith what I call "die red book of Mao 
Tse Tung", wheic diey ar̂  given specific guidelines of what 
they can an i cannot do. They arc not only sewanded fbr not 
doing "excessive" testing, diey a« actually scared into 
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Assctnblyman John Ra\it7. 
S51E. 77* Street 
Sew York, NY 10021 

r o LOCATE YOUR 
SENATOR/ASSEMBLyMAN: 
^ew York City' Board of Elections, 212-487-5300 
Mew York County Board of Elections, 212-868-3692 

A. Sample Letter 
arOiief Counsel Murphy. 

1 am a patient of Dr. Serafina Corsello, an integrative 
physician in New York City'. It has come to my 
^ttendon that the Office of Professional Medical 
|Conduct (OPMC) has brouglil charges against Dr. 
gCorsello and has boldly stated that she shoidd just turn 
ĥer license inf I also understand that tlie OPMC's 

;primary issue is that Dr. (Dorscllo practices Altemative 
jMedicinc. 1 thought practitioners of Altemative 
Medicine were' supposed to be protected from 
.persecution. Apparently not in this cose, for the OPMC 
ibas repeatedly .harassi;d her for th? |a3l. tCQ years, f i n ^ . . . 
jnot one single patient has been harmed! They did the 
jSann: dung to Dr. Warren Levin - for twenty years -
imtil tliey realized that they had no choice but to 
dismiss the case. Please don't let this happen again! 
Patients come lo Dr. Corsello because she is an 
alicmative/integratlve physician and because slic is one 
oftlicbcst! 

I wish to state here, adamantly, that Dr. Corsello is one 
of the finest and most caring and most reputable 
phyNlcians I have e\er come to know. She has one of 
the fmcsl reputations in the field of complementary and 
altemative medicine in the country. She is well known 
and well renowned for her abilides as both a physician 
and a person. She was also a member of the ad hoc 
committee of the National bistihates of Health for the 
formation of the Office of Altemative Medicine. 

Since hearing about what the Medical Board is trying to 
do, J have vowed lo do ray part in (Hotecting 
practitioners of altemative and integrative medicine. 
Already the word is spreading as this appears to be 
persecution at a national level. Has the Medical Board 
forgotten tliat patients have a right to choose? Is that 
not our Constitutional Right? I f the Medical Board geu 
their way, that means my choice of physician has been 
taken away. 1, personally, wi l l not stand for it, and wil l 
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submissioii in order to f b ^ them not to do tests that are 

actually necessary. Unles^ this sltuatioo is propedy 

understood and reversed,'the persecution of doctors, such 

as myself, ipill multiply and the trend will lead to more 

casualties of innocent cor sume rs 

I have sin^ Je-handedly vT^wed to fi^t this downward spiral 

of your medical care. While the overall cost of medicine 

has not been reduced, the caic that Americans receive is 

pitifully in idequace. Who is benefiting from all thLs? 

Obviously not doctors. The insurance industry and the 

pharmaceutical based medicine are the yictois, not the 

consumeri.d 

The Charg^ s 
I have ha<| the opportunity to read the actual charges as 

written up by the OPMCj. I will share with you my actual 

thoughts <s I review'ed diese charges. 

Tlieic are 8 case historic! diat encompass al) of the 

charges: 

cases was 

Vhe eadiest caSi Stems from 1987. In none of the 

a patient ever Inarmed. Okay, maybe I 

-tmsunden tand, but in 13 years, the OPMC has only found 

8 cases with which to take issue and no patients were 

harmed? I was under the impression Ae entire objective of 

the OPMc; was to protect patients from harm! So, just 

what are diey doing anyyay? I have heAtd that their 

primary opjective is to persecute doctors who practice 

certain kinds of Alternative Medicine; and diat means ijde 

kind of rriedidne that wtjiks and therefore takes money out 

of the pockee of mainstream inedicine —and insurance 

companies...? | 

Each of t le 8 cases is abjout one thing: Dr. CorseDo 

"deviatedj from accepted, standards of medical practice**. 

»winc The foDo: 

cases: 

Excessive i 

• The 

and 

* Maklni 

ig deviation! were die same amongst the 8 

testing was number one 

ise of \'itanjin,M»fusions, Vitamin supplements 

I Chelation therapy 

[g diagnoses tiiat ate against the rules, like 

informing a patient of Lead Toxicity 
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1 i m writing to you in good feith lhat you wil l 
acknowledge my' concent for Dr, Corsello and my right 
as a citiiccti of the State of New York and the United 
Stales of America to access the medicine and 
physicians of my choice. 

spcctjEuUy, j 

âys YQU Can Help 
ine of Ihe objectives of the OPMC w hen they have 
dpcided to go after alternative physicians, is to hound 
litem repeatedly with 
legal proceedings. Dr. Corsello's legal expenses ha\t now 

become overwhelming. To help Dr. Corsello handle het 

c verwhelming legal expenses, you can do one or more of 

tie following 

Pu«;ha5e a Holiday Gift Basket which will make a 

fantastic gift for friends and family 

Give her book "The Ageless Woman" as a holiday 

Make a tax-deductible donation to her defense 

fund. Make!checks payable to: Phelps-Stokes 

Fund: Health Research P/S, and send to: 
I : 

The Corsello Center , 

200 West 57* Street, Suite 1202 

New York, N Y 10019 

The Cofscljo Center V|iill forward checks to P/S, 

who will scjnd you a receipt for income tax purposes. 

Write Letters! (Sec Page 3) 

The Medicine Corner 

Here Glomes the Flu! 
Televblon and iiewspapets ate bombarding us widi die 
news diat this year's flu is going to be a very viiuknt one. 
lYet. medical facdities don't have enough vaccines available 
•and there is already a "black matket" I have no intention 
of lapping into this black madcct, and I hope you don't 
cidier. 

At ou^ Center we know how to keep ourselves 
out of trouble, the 6rst sign of a cold we use the 
appropriate rcrjicdies (call us for the Infection Protocol). 
Oi»i' patienrs krtow they can come In for a special 
antioxidant injection and the small homeopathic (DC-4) 
infusion duice to four times a week, i f necessary, and abort 
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Inaccurate and fals; record keeping. (You sec, i f they 

disagree with her diagnoses and treatment, then by 

defeiilt, the lecordi are invalid!) 

Now, as far as I can tell, we merely have a disagseement in 

the appt:>ach to the prizticc of medicine. But, when you 

get to thL end of die d£;scoption of each of the 8 cases 

(which tskes up 17 pagi;$ and is tided "facttial allegations"), 

the OPMC gets really s'crious, and this is where 1 get really 

mad. T le "factual allegations" ate then boiled down to 

"spcd6cations of charges". How do you like these terms: 

Gross Nc^gence and Gross Incompetence, 'ITiese are die 

two main charges i^aii St Dr. Corsello. She's grossly 

negligei t and incompetent because she docs thorou^ 

testing; ind locates hct'patient's real and undcdying healdi 

problems and then heals them \*"idi a therapy that wotJts?! 

I.«t us I lOt forget how Well she keeps her patients' charts 

and hoy t weU she and her entire Staff suys on top of their 

progress! Gross n c ^ i ^ c e indcedl I say, medicine needs a 

lot motlt of it! 

Gross Negligence and Gross Incompetence make nice 
newspaper headlines, put diey most certainly do not reflect 
die tnitiil d I . 

any cold. I t all takes r̂ 'o more than 30 to 40 minutes, and , 
patients often come ip on thc.ir lunch hour. Most 
alternative physicians have their own version of a rapid 
infection remedy, so ask your practitioner about theirs. 

Most importantly, you can reduce your chances 
of infection by following these pointers: 

• Avoid shopping at the busiest times. Stan your 
si topping now by catalogue or Intemet. 

• Avoid Sugar an!d all the empty calories in holidacy 
f( lods that lower your tesistance. Drifde plenty of 
c ean water. | 

• Aeep Oseillocc ccinum in your mouth when 
eq>osed to vin «es . 

• / « k t i b o u i Our ̂ nfection immune pack. 

i 
• Do not cheat ySoutself of good sleep. Quality is 

riiore tmportai^t than quantity. Use Melatonin, 
GABA Plus. Vfderian, Chaunomile, a relaxation 
t ape, or whatej^i work* for you. 

T*t Afa*™- Ctmrr" imtimud M pap 6 

I 
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^ercury Removal 
Mercury is one of the most toxic substaiices, most often 
rij^ht in Out mout^. DMPS (the substance tliat removes 
primarily mercury from the body) has finally been 
approved by the for testing and treatment 

1" le Corsello Centers has now begun dealing with this 
is: ue. You can cajl us for our intemal protocol regarding 
DMP.S, or ask yoyr complcmeiitaTy physician. 

I 

J '̂he Dilemma over 
nfusion Costs 

A diou^ alternative physicians all stm to come from 
si nilar back grout ds and training, like any good creative 
scientist, they must modify their infusions to suit dieir 
p iticnt population and standaals of cait-

At the Corsello Cjcotcrs, wc put large amdunts of top 
quality viraniins and minerals in our infiisions. Most of our 

tamins come fri:>m a specialized pharmacy and are made 

T ic Corsello Centers 
200 West 57* Stnict, Suite 1202 
New York. NY 10019 

Ms. Gail Harris 
300 Kent Street 
Brookline. MA 02146 

'j;i4.i|:=.-t-5:-478 
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to orderi without prcsc -vatives. They are more costly, but 

they arc safisr for our p itients. We also add gjutarhione 

and/or taurine without charging extra 

Every doctor has his oi her own little modifications, and 

somctinjcs this accoun 3 for the dififcrcnce in cost. All 

reputable physicians will aim at a hig^ level of proficiency 

and efficacy. 

I f you have any questi :>ns regarding this subject, please 

discuss \ t with your ph; rsidan, but beware of so-called 

"cheap*! versions. 

Dr. Serafina Conello. M D 

Contact Ittformation 
I f you 

Paula 

would like to 

M< Moerland 

\ ielp> please call: 

212-663-8366 

'.\[\\i\n\ iliiMiinl!!!! M..liii.,.l.lnl,,.ll„./l„},Kf.,}J»)„M 
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Groft, Stephen (NCCAM) 

From: Chang, Michele (NCCAM) 
Sent: Thursday, November 16, 2000 10:02 AM 
To: 'Troy Petenbrink'; Groft, Stephen (NCCAM) 
Cc: Helen Szablya 
Subject: RE: draft Dec agenda 

I r e a l i z e o n l y now t h a t I've been h o l d i n g my b r e a t h ever s i n c e Josh suggested t h e s i t e ! I 
am t h r i l l e d ! The w e b s i t e doesn't q u i t e p i c t u r e t h e a u d i t o r i u m , b u t I t r u s t t h a t Josh has 
seen t h e s i t e and found i t a p p r o p r i a t e ? 

Are we p e n c i l l e d i n , pending meeting t h e i r c o n t r a c t u a l r e q u i r e m e n t s ? I l o o k f o r w a r d t o 
t a l k i n g w i t h you on F r i d a y . 

O r i g i n a l Message 
From: Troy P e t e n b r i n k [ m a i l t o : t r o y @ f e n t o n . c o m ] 
Sent: Wednesday, November 15, 2000 7:13 PM 
To: Chang, M i c h e l e (NCCAM) 
Cc: Helen Szablya 
S u b j e c t : RE: d r a f t Dec agenda 

Mich e l e -

I t h i n k we have found an i d e a l space f o r t h e meeting - t h e L i g h t h o u s e 
I n t e r n a t i o n a l Conference Center and A u d i t o r i u m . 

The space i s l o c a t e d a t I I I East 5 9 t h S t r e e t i n midtown Manhattan. The 
a u d i t o r i u m can h o l d 240 people. The base p r i c e i s $1300, p l u s a d d i t i o n a l 
c o s t f o r c a t e r i n g and A/V equipment. They r e q u i r e t h a t you demonstrate t h a t 
you are a n o n - p r o f i t o r g a n i z a t i o n and have a c e r t i f i c a t e o f i n s u r a n c e . 

The f o l l o w i n g i s a l i n k t o t h e i r Web s i t e , which i n c l u d e s p i c t u r e s and 
d e t a i l e d l a y o u t o f t h e space: 
http://www.1ighthouse.org/conference_center_main.htm 

I am o u t of t h e o f f i c e tomorrow b u t l e t ' s p l a n t o t a l k on F r i d a y morning i f 
p o s s i b l e . We w i l l need t o move q u i c k l y t o secure t h e space i f you b e l i e v e 
i t meets your needs. 

Troy P e t e n b r i n k 
Fenton Communications 
1320 18th S t r e e t , NW 
Washington, DC 20036 
202/822-5200 
202/822-4787 f a x 
www.fenton.com 

O r i g i n a l Message 
From: Chang, M i c h e l e (NCCAM) [mailto:changm@mail.nih.gov] 
Sent: Tuesday, November 14, 2000 4:30 PM 
To: Troy P e t e n b r i n k (E-mail) 
S u b j e c t : d r a f t Dec agenda 

< < r t f a g e n d a s . r t f > > 

M i c h e l e M. Chang, CMT, MPH 
E x e c u t i v e S e c r e t a r y 
White House Commission on 

Complementary and A l t e r n a t i v e Medicine P o l i c y 
t e l : 301-435-7592 
f a x : 301-480-1691 





Brief Summary of Major Themes from Seattle Meeting 

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 govemment 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 
conimunities. 

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 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. 

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

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 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/hospitals that have needed facilities. 



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, pattem recognition, statistical evaluation, 
multi-varied or cluster analysis, and other known or new methods. Start with 
practical health services trials to develop data and the 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. 

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 of care as part of collaboration between allopathic and CAM 
care. 

Increase research on CAM as an altemative to conventional approaches that are 
not successful or create adverse reaction risk, especially for chronic conditions. 

Be more proactive to ensure that CAM research findings reach a broader audience. 

Support National Library of Medicine indexing of CAM joumals. 

Determine the distinctions between incorporation of CAM procedures into 
conventional medical practice and integration of CAM providers into patient care 
pathways. 



Design services for reaching and covering the underserved; evaluate utilization by 
the underserved. 

Expand Federal laws to include loan repayment and scholarships for some CAM 
professions to serve in underserved areas. 

Include CAM in Medicare, Medicaid, and other Federal and state health-related 
program coverage. 

Improve collaboration among payers, the research and regulatory communities, 
and the professions. 

Fund research on insurance company CAM databases and how CAM affects 
health care costs. 

Evaluate insurance data from the Washington state experience. 

Examine the effect of insurance coding and "medical necessity" as limitations on 
CAM. 

Investigate reimbursement for herbal practice in states with practice standards. 

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

Work toward insurance coverage in private. Federal, and state plans to provide 
access to licensed CAM providers and to cover (approved) substances prescribed 
and certified as part of treatment. 

Strengthen Federal role as facilitator, partner, and referee. 

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

Conduct regional conferences on CAM integration. 

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



December 21, 2000 

Clyde Jensen, Ph.D. 
President 
National College of Naturopathic Medicine 
049 SW Porter 
Portland, OR 97201 

Dear Dr. Jensen, 

Thank you so much for your response to the questions we 
asked at the recent Town Hall in Seattle. I very much 
appreciate your written testimony. It would be extremely 
useful to us, however, if you included a much more detailed 
curriculum of the residency experience that addressed the 
following questions: What kind of didactic material is taught? 
How much classroom time is there and how much time in the 
clinic? Is there an opportunity to work in a hospital setting? 
What is the level of training in allopathic approaches? And, 
what would be your ideal training? Answers to all these 
questions will be helpful to us as we try to understand the kind 
of training that a variety of healthcare providers do and should 
have. 

Thanks in advance for your responsiveness. 

All the best, 

James S. Gordon, M.D. 

Cc: Steve Groft 



Groft, Stephen (NCCAM) 

From: 
Sent: 
To: 
Subject: 

Chang, Michele (NCCAM) 
Saturday, December 23, 2000 2:19 PM 
'Bernier, George M.'; Groft, Stephen (NCCAM) 
RE: WHCCAMP CONFERENCE CALL 12/21 

Thanks, George, we w i l l f o l l o w up. 

Or i g i n a l Message 
From: Bernier, George M. [mailto:gbernier@utmb.edu] 
Sent: Friday, December 22, 2000 1:06 PM 
To: Chang, Michele (NCCAM) 
Subject: RE: WHCCAMP CONFERENCE CALL 12/21 

Michele, At the Conference Ca l l yesterday, I made a strong statement t h a t i t 
was extremely important t h a t leadership of the skeptics was represented. 

r<phpri__nr h i s deleaat.e has to be part of the group 1. I n a d d i t i o n , 
residence"" and Continuing Medical education from t r a d i t i o n a l Medicine should 
be represented. These are groups that can make or break the process 
George Bernier 

O r i g i n a l Message 
From: Chang, Michele (NCCAM) [mailto:changmOmail.nih.gov] 
Sent: Wednesday, December 20, 2000 4:15 PM 
To: B i l l Fair (E-mail); Conchita Paz (E-mail); David Bresler (E-mail); 
Donald Warren (E-mail); E f f i e Chow (E-mail); George Bernier (E-mail); George 
DeVries (E-mail); Jim Gordon (E-mail); Joe Pizzorno (E-mail); Linnea Larson 
(E-mail); Tieraona Low Dog (E-mail); Tom Chappell (E-mail); Veronica 
Gutierrez (E-mail); W illiam Fair (E-mail) 
Cc: Kaczmarczyk, Joseph (NCCAM); Groft, Stephen (NCCAM); Kingsbury, 
Doris (NCCAM); Pollen, Geraldine (NCCAM) 
Subject: WHCCAMP CONFERENCE CALL 12/21 

Holiday Greetings to the Tra i n i n g and Education WorkGroup! 

We are attempting t o f i t i n a c r i t i c a l planning conference c a l l before 
everyone disappears f o r the holidays; thanks f o r accommodating us! I f you 
have NOT been contacted by Doris Kingsbury or Michele Chang t o be l i n k e d to 
t h i s conference c a l l , please c a l l Doris immediately at 301-435-7592 w i t h 
your phone number. I f you are unable to make the c a l l , please contact 
Michele Chang at your e a r l i e s t convenience a f t e r January 1 to receive an 
update. 

The c a l l i s scheduled f o r Thursday, December 21 from 3:30 -5:00 p.m. EST. 
Please be av a i l a b l e at the phone number you provided by 3:15 p.m. t o receive 
the operator's l i n k up c a l l . 

Our agenda: 

1) Meeting Overview 

2) Meeting Format 

3) S t a f f i n g and Member Input 

Please review the background materials f o r t h i s c a l l , which are attached as 
a f i l e , or you may s c r o l l down to view. 

Meeting on Trai n i n g , Education, Credentialing and Licensing of CAM Practice 



' C MEETING OVERVIEW 

Plenary Session I . CAM Education and Training: E s t a b l i s h i n g Educational 
Foundations 
[Rationale: This session w i l l address whether, how and by whom r e q u i s i t e 
minimal l e v e l s of knowledge and understanding about CAM are established f o r 
a l l licensed h e a l t h professionals, and whether, how and by whom n a t i o n a l 
educational standards are established f o r CAM pr a c t i c e s . Discussion w i l l 
include the b a r r i e r s t o and incentives f o r developing and implementing such 
standards, and i d e n t i f i c a t i o n of the best a v a i l a b l e models.] 

Plenary Session I I Continuing CAM Education and Training: B u i l d i n g Knowledge 
and S k i l l s 
[Rationale: This session w i l l address whether, how and by whom minimal 
l e v e l s of continuing education i n CAM are established f o r a l l licensed 
h e a l t h professionals and licensed CAM p r a c t i t i o n e r s . Discussion w i l l 
include the b a r r i e r s t o and incentives f o r developing and implementing such 
standards, and i d e n t i f i c a t i o n of the best a v a i l a b l e models.] 

Plenary Session I I I CAM Credent i a l i n g and Licensure: Assuring Q u a l i t y and 
Ac c o u n t a b i l i t y i n CAM Practice 
[Rationale: This session w i l l address whether, how, and by whom n a t i o n a l 
standards and/or c e r t i f i c a t i o n i s established f o r the CAM p r a c t i t i o n e r and 
any licensed h e a l t h professional p r a c t i c i n g CAM. Discussion w i l l include 
issues i n v o l v i n g t r a d i t i o n a l healing, the b a r r i e r s to and incentives f o r 
developing and implementing such standards, and i d e n t i f i c a t i o n of the best 
a v a i l a b l e models.] 

C PROPOSED MEETING FORMAT 

DAY ONE: 
C Panel Presentations on 3 Plenary Sessions (3-4 speakers w i l l be 
chosen to l a y out the most prominent or emergent issues f o r discussion on 
t h i s t o p i c . Their 5-10-minute presentation sets the context f o r small group 
discussions.) 

C Questions and Answers by Commissioners a f t e r each panel 
presentation. 

C Public Comment Sessions (1-2 hours) 

DAY TWO: 
C Small discussion group breakouts: Commissioners w i l l convene i n t o 
groups of 4-5 members t o review and explore the challenges and o p p o r t u n i t i e s 
as presented i n the Plenary Sessions s p e c i f i c t o t h e i r separate reference 
groups. One member w i l l serve as chair to f a c i l i t a t e the discussion, and 
w i l l work w i t h a s t a f f member assigned to the group. The chai r w i l l report 
out p r e l i m i n a r y f i n d i n g s t o the f u l l Commission by the end of the day. 
(Small group discussions scheduled f o r 4-5 hours before reconvening f o r f u l l 
group discussion). 

Discussion Group (1) proposed chair: Joe Fins 
Reference group: Conventionally-trained a l l o p a t h i c and osteopathic 

physicians. 

Discussion Group (2) proposed chai r : Donald Warren 
Reference group: Licensed h e a l t h professionals, i n c l u d i n g , 

but not l i m i t e d t o , d e n t i s t s , nurses, nurse p r a c t i t i o n e r s , nurses-midwives, 
physician a s s i s t a n t s , pharmacists, d i e t i c i a n s , physical t h e r a p i s t s , s o c i a l 
workers, and psychologists. 

Discussion Group (3) proposed chair: Tieraona Low Dog 
Reference group: Physicians and other licensed health 

professions who i n t e g r a t e CAM w i t h conventional health care. 

Discussion Group (4) proposed chair: Linnea Larson 
Reference group: CAM p r a c t i t i o n e r s (licensed and 

2 



unlicensed) such as -but not l i m i t e d t o - - c h i r o p r a c t o r s , acupuncturists, body 
workers, energy healers, h e r b a l i s t s , homeopaths, naturopaths, t r a d i t i o n a l 
healers... 

C MEETING PREPARATION 

Once the meeting overview and format i s approved, s t a f f w i l l begin t o 
contact organizations and experts t o c o l l e c t and develop background 
information on each Plenary Session t o p i c t h a t i s t a i l o r e d f o r the four 
reference groups. Background information w i l l be passed on to members of 
the Discussion Groups 2-3 weeks before the meeting to allow members to 
review the m a t e r i a l and request c l a r i f i c a t i o n , etc. A l i m i t e d number of 
conference c a l l s may be scheduled by the Discussion Group chairs t o organize 
the small group discussion p r i o r to the meeting. One s t a f f person w i l l be 
assigned t o each Discussion Group chair. 

C SAMPLE OF TARGET CONTACTS (Joe Kaczmarczyk) 

C SAMPLE OF TARGET QUESTIONS FOR CONTACTS (Joe Kaczmarczyk) 

Michele M. Chang, CMT, MPH 
Executive Secretary 
White House Commission on 

Complementary and A l t e r n a t i v e Medicine Policy 
t e l : 301-435-7592 
fax: 301-480-1691 
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Groft, Stephen (NCCAM) 

From: Dr. Joe Pizzorno [drpizzorno@qwest.net] 
Sent: Tuesday, January 02, 2001 10:07 PM 
To: Chang, Michele (NCCAM); Stephen Groft (E-mail) 
Subject: Recommendations for speakers for February meeting 

Steve and Michelle, 

VERY Important meeting. Following are my recommendations f o r speakers. I've 
ordered them i n two l i s t s based on p r i o r i t y . 

Joe 

FIRST PRIORITY 

Lt. Sam Constance: 
The d e t e c t i v e involved i n prosecution of the questionably credentialed 

p r a c t i t i o n e r i n the death of the d i a b e t i c c h i l d i n North Carolina 
(828)250-4438 

John Bear, PhD 
Degree.net 
Most knowledgeable about distance learning, mail order degrees, where there 

i s c r e d i b i l i t y and where there i s fraud 
Closely involved w i t h FBI i n v e s t i g a t i o n s . 
Johnbbear@aol.com 510-528-4274 

Tom Shepherd, PhD 
President Bastyr U n i v e r s i t y 
Provide Bastyr U n i v e r s i t y ' s 20+ years experience i n proving modality and 

pr a c t i c e t r a i n i n g f o r MDs 
(425)602-3003 

Lou Orzak, PhD ^ 
National academic leader on emerging professions 
Rutgers U n i v e r s i t y 
lhorzack®andromeda.rutgers, (617)969 -9468 

Washington Health Casualty 
Comprehensive data on CAM provider malpractice 
Sharon H a l l , Vice President 
(425)641-1335, ext. 213 

Juries Verdicts Northwest 
Comprehensive data on CAM provider malpractice 
Donna @ 1/425/774-0530 

S a l l y Ringdahl, ND 
Academic Dean, Naturopathic Medicine 
ND education and p r a c t i c e standards 
(425)602-3003 

Stephen Myers, ND, MD, PhD 
Dean Naturopathic Medicine, Southern Cross U n i v e r s i t y , A u s t r a l i a 
World leader i n CAM education 
Hard data on CAM modality safety issues and education 

SECOND PRIORITY 

Dort Bigg, JD 
Executive D i r e c t o r A c c r e d i t a t i o n Commission f o r Acupuncture and Or i e n t a l 
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Medicine 
National A c c r e d i t i n g agency f o r acupuncture schools and programs 
acaoml®compuserve.com 

Sheila Quinn 
I n s t i t u t e f o r Functional Medicine 
Substantial experience i n educating MDs and other health care professionals 

i n CAM, e s p e c i a l l y n u t r i t i o n , p r a c t i c e s 
(253) 853-7260 

Steve Barrie, ND 
President Great Smokies Diagnostic Laboratories 
A l t e r n a t i v e medicine la b o r a t o r y c r e d e n t i a l i n g 
sb@gsdl.com, (800) 522-4762 

Lee P h i l i p s , DC, PhD 
Cleveland C h i r o p r a c t i c 
Attended the Macy Foundation conf (as d i d I--very i n t e r e s t i n g experience!) 

and seemed knowledgeable and broad i n h is perspective 

Alan Tracktenberg, MD, MPH 
Medical D i r e c t o r , SAMHSA 
Public health and safety, p r a c t i t i o n e r c r e d e n t i a l i n g 
atrachte@samhsa.gov, (301) 443-1281 

Dick Lyons, MD L-./" 
Regional Administrator, U.S. Public Health Region X 
Substantial experience w i t h CAM p u b l i c safety issues 
RLyons@hrsa.gov, (206)615-2469 

John Weeks 
Editor, The I n t e g r a t o r 
Considerable experience w i t h CAM provider c r e d e n t i a l i n g 
Pihcp@aol.com, (206) 933-7983 

Mark Bloomenthal 
President, American Botanic Council 
Extremely knowledgeable about b o t a n i c a l medicine education f o r both CAM and 

conventional providers 
(512) 306-8677 

John C a s t e l l i a , MD 
Chief Medical O f f i c e r , Premera Blue Cross 
CAM c r e d e n t i a l i n g issues from an insurance perspective 
john.castiglia@premera.com, (425)670-4662 



Summary of Suggested 22 Feb 01 Plenary Speakers 

Plenary Session I. CAM Education and Training: Establishing Educational 
Foundations 
Joe Fins: 

Mike Woodcome (sp?), AAMC ^ ''fl^A 
•-^Jordan Cohen, AAMC 

Dean, UCSF Med School 
Dr. Andy Weil j|-̂ j:̂ »o.<fe<:̂  
Linda Blanck, VP Education ABIM 
ACP, ACOG, American Colleges of Peds, Psychiatry, AAFP 
American Palliative Care Association (new Board exam) 
Dr. Charles Van Goodin (sp?) 

David Bressler: '^)lj,(^AyiJ24^ 
Marty Rossman, American Academy of Guided Imagery e> — 
Dr. David Sobel, Mind-Body Medicine 

Veronica Gutierrez: 
Dr. McAulay, Shennan College of Chiropractic 
Dr. Guy Riekeman, Palmer College of Chiropractic -^{/CA^^ 

Effie Chow: 
Chairman, NCCAOM (Christina Herlihy, PhD, CEO) /I i S ^ - ^ X ^ 

Linnea Larson: < iPsA '^'^^ 
Elizabeth Card (sp?). Energy Healers 
Micha Krastner (sp?). Body Workers 

Joe Pizzomo: 
Tom Shepherd, PhD, President Bastyr University 
Pamela Snider, ND, Bastyr University (white paper) 

^ ( Lou Orzak, PhD, emerging professions 
C Paul Levendusky (sp?), Harvard sociologist, emerging professions 

^ ly- Sally Ringdahl, ND, ND education/practice standards 
^ ^ ^ ^ J U A M - ' ^ ^ Stephen Myers, ND, MD, PhD, Dean Naturopathic Medicine, Southern Crosŝ  

. g j ^ x j j ^ "^^XJniversity, Australia, World leader in CAM education. Hard data on CAM ' 
modality safety issues and education 
Lee Philips, DC, PhD, Cleveland Chiropractic, Attended the Macy Foundation 
conf (as did I—very interesting experience!) and seemed knowledgeable and broad 
in his perspective 



Plenary Session II. Continuing CAM Education and Training: Building 
Knowledge and Skills 

Donald Warren: 
Academy of General Dentistry 

Linnea Larson: 
Barbara Brannan, Energy Healers 
Steve Farcy (sp?) 
Pat Norris ^ 
Dr. Joe Helms and a LAc. (e.g.. Bob Duggan) 

Veronica Gutierrez: 
Dr. Fabrizzio Mancine, Parker College of Chiropractic 

[Also endorsed by Donald Warren] 
Ms. Connie Glasgow, Washington State Chiropractic QA Commission 
Dr. Bill Decken 
Dr. David Brotman 

Joe Pizzomo: 
Sheila Quinn, histitute for Functional Medicine, Substantial experience in 
educating MDs and other health care professionals in CAM, especially nutrition, 
practices 
Mark Bloomenthal, President, American Botanic Council, Extremely 
knowledgeable about botanical medicine education for both CAM and 
conventional providers 



Plenary III. CAM Credentailing and Licensure: Assuring Quality and 
Accountability in CAM P̂ a£tî <̂̂ t*'v5/V^ 
Jim Gordon: (l,.JkKA-tJ^^^^ 

Michael Cohen, JD ^ 
Veronica Gutierrez: 

Mr. Timothy Feuhling, Chiropractic Benefit Services Malpractice Program 
Dr. Christopher Kent, Council on Chiropractic Practice 
Mr. Scott Blair, Malpractice Defense Attomey 

Joe Pizzorno: 
Lt. Sam Constance, Detective involved in prosecution of the questionably 
credentialed practitioner in the death of the diabetic child in NC 

>^hn Bear, PhD Most knowledgeable about distance leaming, mail order degrees, 
credibility/fraud;closely involved with FBI investigations 
Sharon Hall, VP Washington Health Casualty, Comprehensive data on CAM 
provider malpractice 
Juries Verdicts Northwest, Comprehensive data on CAM provider malpractice 
SECOND PRIORITY... 

Dort Bigg, JD, Executive Director Accreditation Commission for 
Acupuncture and Oriental Medicine 
Steve Barrie, ND, President Great Smokies Diagnostic Laboratories, 
Altemative medicine laboratory credentialing 
Alan Trachtenberg, MD, MPH, SAMHSA, Public health and safety, 
practitioner credentialing 
Dick Lyons, MD, Regional Administrator, USPHS, Region X, Substantial 
experience with CAM public safety issues 
John Weeks, Editor, The Integrator, Considerable experience with CAM 
provider credentialing 
John Castellia, MD, Chief Medical Officer, Premera Blue Cross CAM 
credentialing issues from an insurance perspective 
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Kaczmarczyk, Joseph (NCCAM) 

From: Kingsbury, Doris (NCCAM) 
Sent: Thursday, January 04, 2001 3:52 PM 
To: Kaczmarczyk, Joseph (NCCAM); Kingsbury, Doris (NCCAM) 
Subject: FW: February 22-23, 2001 WHCCAMP Meeting 

DATE: January 4, 2001 

TO: Commissioners 

FROM: Joseph M. Kaczmarczyk, DO, MPH 
Senior Medical Advisor 

White House Commission on Complementary and Alternative Medicine Policy 

SUBJECT: February 22 - 23, 2001 WHCCAMP Meeting 
The purpose of this e-mail message is describe the format for the second day of the February 22-23, 2001 meeting which 
was developed by the Education and Training Workgroup and distribute materials to catalyze the small Discussion Group 
process. 

While the format of the first day will be largely plenary sessions, the format of the second day will consist of breakout 
sessions for small Discussion Groups followed with a plenary discussion of the output of each of the four Discussion 
Groups. Each Discussion Group will be chaired by a Commissioner who will be assisted by a member of the WHCCAMP 
Staff. Prior to the meeting. Discussion Groups will have conference calls and other communications; and WHCCAMP staff 
will be contacting organizations and collecting information. So at the meeting, each Discussion Group will be able to 
consider issues involving target populations and produce draft policy recommendations for the report. 

To" jump-start" the process, information is attached as a separate rich text format file for each of the four Discussion 
Groups, including the target populations, target organizations, questions for the target organizations, and questions to be 
answered by the Discussion Groups in the form of draft policy recommendations for the report. Please note that the 
attached material is intended to facilitate the process and can be modified by the Discussion Group by, for example, 
adding or deleting target organizations or modifying questions for target organizations. 

Please open and print the rich text file below which corresponds to your Discussion Group number. To obtain a copy of all 
of the material, open, print, and collate the files sequentially. 

I would like to thank the members of the Education and Training Workgroup for their insight and creativity that shaped this 
new meeting format. In addition, I want to thank all of the Commissioners in advance for embracing this new format and 
moving the Commission closer to a report. 

If anyone has any questions, please call me at 301.435.6197. 

Discussion Group #1 
1. Joe Fins (chair), Gerry Pollen (staff) 
2. George Bernier 
3. Effie Chow 
4. Veronica Gutierrez 
5. Joe Pizzorno 

Discussion Group #2 
1. Donald Warren (chair), Corinne Alexrod (staff) 
2. David Bresler 
3. Julia Scott 
4. Charlotte Kerr 

Discussion Group #3 
1. Tieraona Low Dog (chair), Michele Chang (staff) 
2. George DeVries 
3. Wayne Jonas 



4. Dean Ornish 
5. Xiaoming Tian 

Discussion Group #4 
1. Linnea Larson (chair), Joe Kaczmarczyk (staff) 
2. Tom Chappell 
3. Bill Fair 
4. Conchita Paz 
5. Buford Rolin 

Discussion Group Discussion Group Discussion Group Discussion Group 
#1 Questions ... #2 Questions ... #3 Questions ... #4 Questions ... 



Discussion Group Questions for 
22-23 Feb 01 Meeting 

CAM: Education, Training, Quality, and Accountability 

Breakout Session One: Education and Training 
Discussion Group #1 
Chair, Joe Fins 
Staff, Gerry Pollen 
George Bemier 
Effie Chow 
Veronica Gutierrez 
Joe Pizzorno 

Target Population: Undergraduate and graduate medical educafion (allopathic and 
osteopathic) 

Target organizations: 
National Convenfional Medical Organizations 

American Board of Medical Specialties (ABMS) 
American Associafion of Medical Colleges (AAMC) 
American Association of College of Osteopathic Medicine (AACOM) 
National Board of Medical Examiners 
Nafional Board of Osteopathic Medical Examiners 
American Medical Student Association (AMSA) 
Student Osteopathic Medical Association (SOMA) 

Foundations 
Macy 

Report from the Josiah Macy, Jr. Foundation Conference on Education of 
Health Professionals in Complementary/Alternative Medicine 2-5 Nov 00 

Pew 
HRSA, Bureau of Health Professions 

Questions for target organizations: 
AMSA, SOMA, AAMC, AACOM, and ABMS: 

1. What is the state/status of CAM in undergraduate and graduate medical education 
(residency/fellowship)? To what extent is CAM included in curricula? What 
systems of care, modalities, and therapies are addressed? When, where, how, and 
by whom is CAM addressed? To what extent should CAM be included in 
curricula? 

2. What are the barriers to inclusion of CAM in curricula? Conversely, what are the 
incenfives for inclusion of CAM in curricula? 

3. What policy recommendations can you make to facilitate the inclusion or 
expansion of CAM in curricula? 

4. What should every medical student, resident, and fellow—irrespective of 
specialty—know about CAM? How should that level of knowledge be 
detennined? 



NBME and NBOME: 
1. What is the status of CAM in Nafional Board examinations? 
2. What are the barriers to and incentives for inclusion of CAM in National Board 

examinations? 
3. What policy recommendafions can you make about the inclusion of CAM on 

Nafional Board examinations? 

Macy Foundafion, Pew Foundafion, ACGME, ABMS, AAMC, AACOM, AMSA, and 
SOMA: 

1. How and by whom should the inclusion or expansion of CAM in medical 
education be funded? 

2. N.B., the above question could be asked of HRSA, Bureau of Health Professions 

Specific quesfion for the Macy Foundafion: 
1. What were the findings of the 2-5 Nov 00 Conference on Education of Health 

Professionals in Complementary/Alternative Medicinel 

HRSA, Bureau of Health Professions: 
1. Should the future health care workforce be stmctured differently in view of the 

effects of CAM and emerging professions on medical education and training and 
health care delivery? 

2. If so, how should the future health care workforce be structured and why? 

Questions for Discussion Group #1 to answer in the form of recommendations for 
Breakout Session One: 

1. Should every medical student, resident, and fellow be expected to have a minimal 
level of knowledge and understanding of CAM? If so, how and by whom should 
that be determined? Of what should that basic knowledge and understanding 
consist and how and by whom should that be detemiined? 

2. Should CAM be included on National Board examinations? If so, why? 
3. How could the inclusion and expansion of CAM in curricula be funded? 
4. What should the fiiture physician workforce look like to reflect the effects of 

CAM and emerging professions? 



Breakout Session Two: Continuing Education 
Discussion Group #1 
Chair, Joe Fins 
Staff, Gerry Pollen 
George Bernier 
Effie Chow 
Veronica Gutierrez 
Joe Pizzomo 

Target Population: Practicing Physicians (allopathic and osteopathic) 

Target organizations: 
Nafional Conventional Medical Organizations 

American Council of Graduate Medical Education (ACGME) 
American Medical Association (AMA) 
American Osteopathic Association (AOA) 

Quesfions for target organizations: 
ACGME, AMA, and AOA: 

1. What is the state/status of CAM in continuing medical education (CME)? To 
what extent is CAM included in CME curricula? What systems of care, 
modalities, and therapies are addressed? When, where, how, and by whom is 
CAM addressed? To what extent should CAM be included in CME curricula? 

2. What are the barriers to inclusion of CAM in CME curricula? Conversely, what 
are the incenfives for inclusion of CAM in CME curricula? 

3. What policy recommendafions can you make to facilitate the inclusion or 
expansion of CAM in CME curricula? 

4. What should every practicing physician—irrespective of specialty—know about 
CAM? How and by whom should that level of knowledge be determined? 

5. What should physicians know about referring to CAM practitioners? How and by 
whom should that level of knowledge be determined? 

Questions for Discussion Group #1 to answer in the form of recommendations for 
Breakout Session Two: 

1. Should every pracficing physician—irrespective of specialty—be expected to have 
a minimal level of knowledge and understanding of CAM? If so, how and by 
whom should that be determined? Of what should that basic knowledge and 
understanding consist and how and by whom should that be determined? 

2. What is the role of CAM in CME? 
3. What should physicians know about referring to CAM practitioners? How and by 

whom should that level of knowledge be determined? 



Breakout Session Three: 
Licensure, certification, credentialing, and accountability: Quality in CAM 
Discussion Group #1 
Chair, Joe Fins 
Staff, Gerry Pollen 
George Bemier 
Effie Chow 
Veronica Gutierrez 
Joe Pizzorno 

Target Population: Pracficing Physicians (allopathic and osteopathic) 

Target organizations: 
American Medical Association (AMA), American Osteopathic Association 
(AOA), American Board of Medical Specialfies (ABMS), Federation of State 
Medical Boards 

Questions for target organizations: 
1. Should there be nafional standards or certification to provide CAM practices and 

products and why or why not? If so, how and by whom should national standards 
or certification be established, to whom should they apply, and how should they 
be implemented? 

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

3. In terms of malpractice, what are the malpractice implications of not discussing, 
offering, or referring a patient for CAM practices and products; what is the 
liability of referring a patient to a CAM practitioner who then has an adverse 
outcome; and what policy changes should be made to reduce malpractice liability 
associated with referral for CAM practices and products? 

4. What informafion should conventional physicians communicate to a CAM 
practitioner? What information should a convenfional physician expect to receive 
from a CAM practitioner? 

5. In terms of quality of CAM pracfices and products: 
a. How and by whom should "quality" be defined? 
b. How and by whom should quality be measured? 
c. What should consumers be told about costs, safety, effectiveness, and time 

for effectiveness to be evident? 
6. How can conventional physicians minimize the risks of dietary supplement-dmg, 

dietary supplement-dietary supplement, and dietary supplement-food interactions? 
7. If a consumer has a concem or grievance about the quality of CAM pracfices or 

products, what mechanism is available to address the consumer's concem or 
grievance? If none exists, what should be established for consumers of CAM 
practices and products? 



Questions for Discussion Group #1 to answer in the form of recommendations for 
Breakout Session Three: 

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

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

3. What policy changes should be made to reduce malpractice liability associated 
with referral for CAM practices and products? 

4. What informafion should conventional physicians communicate to a CAM 
practitioner? What information should a conventional physician expect to receive 
from a CAM practitioner? 

5. In terms of quality of CAM practices and products: 
a. How and by whom should "quality" be defined? 
b. How and by whom should quality be measured? 
c. What should consumers be told about 

6. How can convenfional physicians minimize the risks of dietary supplement-dmg, 
dietary supplement-dietary supplement, and dietary supplement-food interacfions? 

7. What mechanism should be available to address consumer concems or grievances 
about the quality of CAM practices or products, what mechanism is available to 
address the consumer's concem or grievance? 



Discussion Group Questions for 
22-23 Feb 01 Meeting 

CAM: Education, Training, Quality, and Accountability 

Breakout Session One: Education and Training 
Discussion Group #2 
Chair, Donald Warren 
Staff, Corinne Alexrod 
David Bresler 
Julia Scott 
Charlotte Kerr 

Target Populafion: Licensed Health Professionals including—but not limited to— 
denfists, nurses, nurse practitioners, nurses-midwives, physician assistants, pharmacists, 
dieticians, physical therapists, social workers, psychologists, chaplains, and... 

Target organizations: 

National organizations representing licensed health professionals such as, but not 
limited, to American Dental Association (ADA), Academy of General Denfistry 
(AGD), American Nurses Associafion (ANA), American Academy of Nurse 
Practitioners (AANP), American College of Nurse Practitioners (ACNP), 
American College of Nurse Midwives, American Academy of Physician 
Assistants (AAPA), American Pharmaceutical Associafion (APhA), American 
Society of Health-System Pharmacists (ASHP), American Dietefics Association 
(ADA), American Physical Therapy Associafion (APTA), National Association of 
Social Workers (NASW), American Psychological Society (APS), Association of 
Professional Chaplains, etc. 

Questions for target organizations: 
1. What is the state/status of CAM in your undergraduate and graduate education? 

To what extent is CAM included in curricula? What systems of care, modalities, 
and therapies are addressed? When, where, how, and by whom is CAM 
addressed? To what extent should CAM be included in curricula? 

2. What are the barriers to inclusion of CAM in curricula? Conversely, what are the 
incentives for inclusion of CAM in curricula? 

3. What policy recommendations can you make to facilitate the inclusion or 
expansion of CAM in curricula? 

4. What should every member of your profession know about CAM? How should 
that level of knowledge be determined? 

Questions for Discussion Group #2 to answer in the form of recommendations for 
Breakout Session One: 

1. Should every licensed health professional be expected to have a minimal level of 
knowledge and understanding of CAM? If so, how and by whom should that be 
determined? Of what should that basic knowledge and understanding consist and 
how and by whom should that be determined? 



Should CAM be included on Nafional Board examinafions (if such examinations 
exists)? If so, why? 
How could the inclusion and expansion of CAM in licensed health professions 
curricula be funded? 
What should the future licensed health professions workforce look like to reflect 
the effects of CAM and emerging professions? 



Breakout Session Two: Continuing Education 
Discussion Group #2 
Chair, Donald Warren 
Staff, Corinne Alexrod 
David Bresler 
Julia Scott 
Charlotte Kerr 

Target Population: Licensed Health Professionals including—but not limited to— 
dentists, nurses, nurse practitioners, nurses-midwives, physician assistants, pharmacists, 
dieticians, physical therapists, social workers, psychologists, chaplains, and... 

Target organizations: 

National organizations representing licensed health professionals such as—but not 
limited to-American Dental Association (ADA), Academy of General Denfistry 
(AGD), American Nurses Associafion (ANA), American Academy of Nurse 
Pracfitioners (AANP), American College of Nurse Pracfifioners (ACNP), 
American College of Nurse Midwives, American Academy of Physician 
Assistants (AAPA), American Phannaceutical Association (APhA), American 
Society of Health-System Pharmacists (ASHP), American Dietefics Associafion 
(ADA), American Physical Therapy Association (APTA), National Association of 
Social Workers (NASW), American Psychological Society (APS), Associafion of 
Professional Chaplains, etc. 

Quesfions for target organizations: 

1. What is the state/status of CAM in your continuing education (CE)? To what 
extent is CAM included in CE curricula? What systems of care, modalifies, and 
therapies are addressed? When, where, how, and by whom is CAM addressed? 
To what extent should CAM be included in CE curricula? 

2. What are the barriers to inclusion of CAM in CE curricula? Conversely, what are 
the incentives for inclusion of CAM in CE curricula? 

3. What policy recommendations can you make to facilitate the inclusion or 
expansion of CAM in CE curricula? 

4. What should every licensed health professional know about CAM? How and by 
whom should that level of knowledge be determined? 

5. What should licensed health professionals know about referring to CAM 
practitioners? How and by whom should that level of knowledge be determined? 



Questions for Discussion Group #2 to answer in the form of recommendations for 
Breakout Session Two: 

1. Should every licensed health professional be expected to have a minimal level of 
knowledge and understanding of CAM? If so, how and by whom should that be 
determined? Of what should that basic knowledge and understanding consist and 
how and by whom should that be determined? 

2. What is the role of CAM in confinuing education (CE) for licensed health 
professionals? 

3. What should every licensed health professional know about referring to CAM 
practifioners? How and by whom should that level of knowledge be determined? 



Breakout Session Three: 
Licensure, certification, credentialing, and accountability: Quality in CAM 
Discussion Group #2 
Chair, Donald Warren 
Staff, Corinne Alexrod 
David Bresler 
Julia Scott 
Charlotte Kerr 

Target Population: Licensed Health Professionals including—but not limited to— 
dentists, nurses, nurse pracfifioners, nurses-midwives, physician assistants, phannacists, 
dieticians, physical therapists, social workers, psychologists, chaplains, and... 

Target organizafions: 

National organizations representing licensed health professionals such as but not 
limited to American Dental Association (ADA), Academy of General Dentistry 
(AGD), American Nurses Association (ANA), American Academy of Nurse 
Practitioners (AANP), American College of Nurse Practitioners (ACNP), 
American College of Nurse Midwives, American Academy of Physician 
Assistants (AAPA), American Pharmaceufical Association (APhA), American 
Society of Health-System Pharmacists (ASHP), American Dietetics Associafion 
(ADA), American Physical Therapy Association (APTA), National Association of 
Social Workers (NASW), American Psychological Society (APS), Association of 
Professional Chaplains, etc. 

Questions for target organizations: 
1. Should there be nafional standards or certification to provide CAM pracfices and 

products and why or why not? If so, how and by whom should national standards 
or certification be established, to whom should they apply, and how should they 
be implemented? 

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

3. In terms of malpractice, what are the malpractice implications of not discussing, 
offering, or referring a patient for CAM practices and products; what is the 
liability of referring a patient to a CAM practifioner who then has an adverse 
outcome; and what policy changes should be made to reduce malpracfice liability 
associated with referral for CAM practices and products? 

4. What informafion should a licensed health care professional communicate to a 
CAM practitioner? What information should a licensed health care professional 
expect to receive from a CAM practitioner? 

5. In terms of quality of CAM practices and products: 
a. How and by whom should "quality" be defined? 
b. How and by whom should quality be measured? 
c. What should consumers be told about costs, safety, effectiveness, and fime 

for effectiveness to be evident? 



6. How can licensed health care professionals minimize the risks of dietary 
supplement-dmg, dietary supplement-dietary supplement, and dietary 
supplement-food interactions? 

7. If a consumer has a concem or grievance about the quality of CAM practices or 
products, what mechanism is available to address the consumer's concem or 
grievance? If none exists, what should be established for consumers of CAM 
practices and products? 

Questions for Discussion Group #2 to answer in the form of recommendations for 
Breakout Session Three: 

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

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

3. What policy changes should be made to reduce malpractice liability associated 
with referral for CAM practices and products? 

4. What informafion should conventional licensed health care professionals 
communicate to a CAM pracfitioner? What information should a conventional 
licensed health care professionals expect to receive from a CAM pracfitioner? 

5. In terms of quality of CAM practices and products: 
a. How and by whom should "quality" be defined? 
b. How and by whom should quality be measured? 
c. What should consumers be told about 

6. How can conventional licensed health care professionals minimize the risks of 
dietary supplement-dmg, dietary supplement-dietary supplement, and dietary 
supplement-food interactions? 

7. What mechanism should be available to address consumer concems or grievances 
about the quality of CAM practices or products, what mechanism is available to 
address the consumer's concem or grievance 



Discussion Group Questions for 
22-23 Feb 01 Meeting 

CAM: Education, Training, Quality, and Accountability 

Breakout Session One: Education and Training 
Discussion Group #3 
Chair, Tierarona Low Dog 
Staff, Michele Chang 
George DeVries ^ 
Wayne Jonas 
Dean Omish 
Xiaoming Tian 

Target Population: Physicians and other licensed health professions who integrate CAM 
with conventional health care 

Target organizations: 

American Holistic Medical Association (AHMA), American Holistic Nurses 
Associafion (AHNA), American Holistic Dental Associafion, American Holistic 
Health Association (AHHA), other similar organizafions, and ... 

Questions for target organizations: 
1. Should there be postgraduate training programs such as residencies and 

fellowships in integrafive medicine or integrafive health and why or why not? 
2. Should those programs be residenfial, distance learning, or a combination of both 

and why? 
3. Should those programs be designed to produce providers who can function in a 

"gatekeeper" capacity or can deliver some CAM practices and products and why? 
4. How should those postgraduate training programs be funded and why? 

Questions for Discussion Group #3 to answer in the form of recommendations for 
Breakout Session One: 

1. Should there be postgraduate training programs such as residencies and 
fellowships in integrative medicine or integrative health? If so, how and by 
whom should these programs be designed and developed? 

2. Should those programs be residenfial, distance learning, or a combination of both? 
3. Should those programs be designed to produce providers who can function in a 

"gatekeeper" capacity, deliver some CAM practices and products, or provide a 
combinafion of both roles? 

4. How should those postgraduate training programs be funded? 



Breakout Session Two: Continuing Education 
Discussion Group #3 
Chair, Tierarona Low Dog 
Staff, Michele Chang 
George DeVries 
Wayne Jonas 
Dean Omish 
Xiaoming Tian 

Target Population: Physicians and other licensed health professions who integrate CAM 
with conventional health care 

Target organizafions: 

American Board of Medical Specialties (ABMS), American Holistic Medical 
Associafion (AHMA), American Holisfic Nurses Associafion (AHNA), American 
Holistic Dental Associafion, American Holisfic Health Associafion (AHHA), 
American Association of Medical Acupuncture, and other similar organizations. 

Quesfions for target organizations: 
1. What is the state/status of CAM in your organization's continuing educational 

activifies? To what extent is CAM included in your confinuing education 
curricula? What systems of care, modalifies, and therapies are addressed? When, 
where, how, and by whom is CAM addressed? To what extent should CAM be 
included in continuing education curricula? 

2. What are the barriers to inclusion of CAM in continuing education curricula? 
Conversely, what are the incentives for inclusion of CAM in continuing education 
curricula? 

3. What should every member of your organization know about CAM? How should 
and by whom that level of knowledge be determined? 

4. What policy recommendafions can you make to facilitate the inclusion or 
expansion of CAM in continuing education curricula? 

Questions for Discussion Group #3 to answer in the form of recommendations for 
Breakout Session Two: 

1. Should every holisfic or integrative health care professional be expected to have a 
minimal level of knowledge and understanding of CAM? If so, how and by 
whom should that be detennined? Of what should that basic knowledge and 
understanding consist and how and by whom should that be determined? 

2. What is the role of CAM in continuing education (CE) for holistic or integrative 
health care professionals? 

3. What should every holistic or integrative health professional know about referring 
to CAM pracfitioners? How and by whom should that level of knowledge be 
determined? 



Breakout Session Three: 
Licensure, certification, credentialing, and accountability; Quality in CAM 
Discussion Group #3 
Chair, Tierarona Low Dog 
Staff, Michele Chang 
George DeVries 
Wayne Jonas 
Dean Omish 
Xiaoming Tian 

Target Population: Physicians and other licensed health professions who integrate CAM 
with conventional health care 

Target organizations: 

American Holistic Medical Association (AHMA), American Holistic Nurses 
Association (AHNA), American Holistic Dental Association, American Holistic 
Health Associafion (AHHA), other similar organizafions, American Board of 
Medical Acupuncture (ABMA), and Federal Trade Commission (FTC), and 
Agency for Healthcare Research and Quality (AHRQ). 

Questions for target organizations; 
1. Should there be nafional standards or certification to provide CAM practices and 

products and why or why not? If so, how and by whom should national standards 
or certificafion be established, to whom should they apply, and how should they 
be implemented? 

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

3. In terms of malpracfice, what are the malpractice implications of providing CAM 
practices and products? What policy changes should be made to reduce 
malpracfice liability associated with providing CAM pracfices and products? 

4. In terms of quality of CAM practices and products: 
a. How and by whom should "quality" be defined? 
b. How and by whom should quality be measured? 
c. What should consumers be told about costs, safety, effecfiveness, and time 

for effectiveness to be evident? 
5. How can licensed health care professionals minimize the risks of dietary 

supplement-dmg, dietary supplement-dietary supplement, and dietary 
supplement-food interactions? 

6. If a consumer has a concem or grievance about the quality of CAM practices or 
products, what mechanism is available to address the consumer's concern or 
grievance? I f none exists, what should be established for consumers of CAM 
practices and products? 

7. Should all health care professionals providing CAM pracfices and products be 
included in the Nafional Practifioner Data Bank and why or why not? If so, how 
should this be accomplished? 



Specific questions for the American Holisfic Medical Associafion (AHMA), American 
Board of Medical Acupuncture (ABMA), and other organizafion offering certification: 

1. What is the current status of your certification? 
2. Why, how, and by whom was the certification process and examination developed 

and administered? 
3. Who is eligible to participate in your certification? How much does it cost? Is 

the certification life-long or time-limited? 
4. What does your certification mean for patients and for providers? 
5. How does your certification relate to the assuring the public access to safe, 

effective CAM practices and products? 
6. What lessons did your as a result of embarking on certification? 
7. What policy recommendafion would you like to make to the Commission? 

Specific questions for Federal Trade Commission: 
1. What should consumers be told about the safety, effectiveness, costs, and time 

necessary for effectiveness to be evident of CAM practices and products? 
2. What should be done to minimize the risks of dietary supplement-dmg, dietary 

supplement-dietary supplement, and dietary supplement-food interacfions whether 
the dietary supplements are prescribed, recommended, or provided by a 
practitioner or used as self-care? 

3. If a consumer has a concem or grievance about the quality of CAM practices and 
products, what mechanism is available to address the consumer's concem or 
grievance? If none exists, what mechanism should be established for consumers 
of CAM practices and products? 

4. What policy recommendations should be made to assure the quality of CAM 
practices and products whether they are provided by a practitioner or used as self-
care? 

Specific questions for the Agency for Healthcare Research and Quality (AHRQ): 
1. How should "quality" in terms of CAM practices and products be defined? Who 

should define it? How do cost, safety, and effectiveness fit in that definition? 
2. Should the quality of CAM practices and products be measured? If so, how and by 

whom? 
3. To assure quality of CAM practices and products, who should provide CAM 

practices and products? 
4. What credentials should providers of CAM practices and products possess to assure 

quality? 
5. What should consumers be told about costs, safety, effectiveness, and time for 

effecfiveness to be evident of CAM practices and products? 
6. What should be done to minimize the risks of dietary supplement-dmg, dietary 

supplement-dietary supplement, and dietary supplement-food interacfions whether 
the dietary supplements are prescribed, recommended, or provided by a practitioner 
or used as self-care? 

7. What information should a conventional health care provider communicate to a 
CAM practitioner? What information should a CAM practitioner communicate to a 



conventional provider either with a referral or without a referral as when a consumer 
self-refers? 

8. If a consumer has a concern or grievance about the quality of CAM practices and 
products, what mechanism is available to address the consumer's concern or 
grievance? If none exists, what mechanism should be established for consumers of 
CAM practices and products? 

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

Questions for Discussion Group #3 to answer in the form of recommendations for 
Breakout Session Three: 

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

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

3. What policy changes should be made to reduce malpractice liability associated 
with providing CAM practices and products? 

4. In terms of quality of CAM practices and products: 
a. How and by whom should "quality" be defined? 
b. How and by whom should quality be measured? 
c. What should consumers be told about 

5. How can holisfic or integrative health care professionals minimize the risks of 
dietary supplement-dmg, dietary supplement-dietary supplement, and dietary 
supplement-food interactions? 

6. What mechanism should be available to address consumer concems or grievances 
about the quality of CAM pracfices or products, what mechanism is available to 
address the consumer's concem or grievance? 

7. Should all health care professionals providing CAM practices and products be 
included in the National Practitioner Data Bank? 



Discussion Group Questions for 
22-23 Feb 01 Meeting 

CAM: Education, Training, Quality, and Accountability 

Breakout Session One: Education and Training 
Discussion Group #4 
Chair, Linnea Larson 
Staff, Joe Kaczmarczyk 
Tom Chappell 
Bill Fair 
Conchita Paz 
Buford Rolin 

Target Populafion: CAM practifioners (licensed and unlicensed) such as-but not limited 
to—chiropractors, acupuncturists, body workers, energy healers, herbalists, homeopaths, 
naturopaths, tradifional healers, and .... 

Target organizations: 
American Chiropractic Association (ACA), American Association of Oriental 
Medicine (AAOM), Council of Colleges of Acupuncture and Oriental Medicine 
(CCAOM), American Massage Therapy Association (AMTA), American 
Herbalists Guild (AHG), American Institute of Homeopathy (AIH), American 
Association of Naturopathic Physicians (AANP), American Reiki Masters 
Association (ARMA), American Organizafion of Bodywork Therapies of Asia 
(AOBTA), The Rolf Institute of Stmctural Integration, American Polarity 
Therapy Association (APTA), Hellerwork Intemational, Nurse Healers-
Professional Associates Intemafional (NH-PAI), Reflexology Association of 
American (RAA), The Feldenkrais Guild, HRSA/Bureau of Health Professions 
(BHPr), and HRSA/ National Health Service Corps (NHSC), and ... 

Questions for target organizations: 
1. Should there be national educafional standardization for your modality/therapy? 

If so, why; and what is being done to achieve national educational 
standardization? 

2. What are the barriers to national educational standardizafion for your 
modality/therapy? What are the incentives for national educational 
standardization? 

3. In your modality/therapy educational programs, should there be exposure to other 
CAM modalities and therapies and why or why not? If so, to which modalities 
and therapies should there be exposure? 

4. In your modality/therapy educational programs, should there be exposure to 
conventional or western medicine and why or why not? If so, to which aspects of 
conventional medicine should there be exposure? 

5. What is the status of "postgraduate" training in your modality/therapy? Should 
there be a required minimum level of postgraduate training for non-allopathic and 



non-osteopathic physicians such as naturopathic physicians? If so, why or why 
not? How should this postgraduate training be created, stmctured, and funded? 

6. What other policy recommendations would you like to make? 

Specific quesfions for Bureau of Health Professions (BHPr): 
1. Should there be a required minimum level of postgraduate training for non­

allopathic and non-osteopathic physicians such as naturopathic physicians and 
other unconventional physicians? If so, why or why not? How should this 
postgraduate training be created, stmctured, and funded? 

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

Specific quesfions for National Health Service Corps (NHSC): 
1. Are there scholarship and/or loan repayment programs available for students of 

CAM or emerging professions particularly for those who wish to provide services 
for underserved populations? If not, why not? 

2. If these programs do not exist, how can such scholarship and loan repayment 
programs be established? 

Quesfion for Tradifional healer organization(s) [e.g.. Papa Ola Lokahi and Navajo 
Medicine Man Society] and representative Traditional healers; 

1. Who should be allowed to use the "Traditional Healer" designation? How and by 
whom should "Traditional Healer" status or designation be determined? 

2. How should Traditional healing be preserved and perpetuated? 
3. How should preservation and perpetuation of Tradifional healing be funded? 

Questions for Discussion Group #4 to answer in the form of recommendations for 
Breakout Session One: 

1. Should there be national educafional standards for CAM modalities and therapies? 
If so, how and by whom should they be developed? Should those nafional 
educational standards for a given modality/therapy include exposure to other 
CAM modalities/therapies? If so, how and by whom should that be determined? 
Should those standards also include exposure to convenfional or westem 
medicine? If so, how and by whom should that be determined? 

2. Should there be scholarship and/or loan repayment programs for CAM students or 
students of emerging professions? 

3. Should there be a minimum level of postgraduate training (i.e., residency) for 
non-allopathic and non-osteopathic physicians such as naturopathic physicians 
and other unconventional physicians? If so, how and by whom should that be 
determined as well as how and by whom should this postgraduate training be 
created, stmctured, and funded? 



4. Should there be use of the designation "Traditional Healer?" If so, how and by 
whom should "Tradifional Healer" status or designation be determined? 

5. Should Traditional healing be preserved and perpetuated? If so, how and by 
whom should that be done and funded? 



Breakout Session Two: Continuing Education 
Discussion Group #4 
Chair, Linnea Larson 
Staff, Joe Kaczmarczyk 
Tom Chappell 
Bill Fair 
Conchita Paz 
Buford Rolin 

Target Population: CAM practitioners (licensed and unlicensed) such as -but not limited 
to-chiropractors, acupuncturists, body workers, energy healers, herbalists, homeopaths, 
naturopaths, traditional healers, and... 

Target organizafions: 
American Chiropracfic Associafion (ACA), American Association of Oriental 
Medicine (AAOM), American Massage Therapy Association (AMTA), American 
Herbalists Guild (AHG), American Insfitute of Homeopathy (AIH), American 
Associafion of Naturopathic Physicians (AANP), American Reiki Masters 
Association (ARMA), American Organizafion of Bodywork Therapies of Asia 
(AOBTA), The Rolf Institute of Stmctural Integration, American Polarity 
Therapy Associafion (APTA), Hellerwork Intemational, Nurse Healers-
Professional Associates Intemational (NH-PAI), Reflexology Association of 
American (RAA), The Feldenkrais Guild, and ... 

Quesfions for target organizafions: 
1. What is the state/status of continuing education for your modality/therapy? Apart 

from your primary modality or therapy, what other systems of care, modalities, 
and therapies are addressed in your confinuing education activifies? When, where, 
how, and by whom are these other modalities and therapies addressed? To what 
extent should conventional medicine be included in your continuing educafion 
curricula? 

2. What are the barriers to conducfing continuing education for your 
modality/therapy? Conversely, what are the incentives for providing continuing 
education for your modality/therapy? 

3. What policy recommendations can you make to facilitate inifiation or expansion 
of continuing education for your modality/therapy? 

4. Should organizations represenfing a given modality or therapy come together to 
form "a community" and why or why not? 

5. What barriers are there to forming this type of "community?" What incentives 
are there for fonning this type of "community?" How should such a 
"community" be formed? 

6. What other policy recommendations would you like to make? 



Questions for Discussion Group #4 to answer in the form of recommendations for 
Breakout Session Two: 

1. Should every CAM practifioner be expected to have a minimal level of 
knowledge and understanding of other CAM systems of care, modalities, and 
therapies? If so, how and by whom should that be detennined? Of what should 
that basic knowledge and understanding consist and how and by whom should 
that be detennined? 

2. Should every CAM practitioner be expected to have a minimal level of 
knowledge and understanding of conventional or westem medicine and referring 
to conventional physicians or conventional health care providers? How and by 
whom should that level of knowledge be determined? 

3. What is the role of continuing education (CE) for CAM practitioners? 
4. Should organizations represenfing a given modality or therapy come together to 

form "a community?" If so, how and by whom should that "community" be 
formed? 



Breakout Session Three: 
Licensure, certification, credentialing, and accountability: Quality in CAM 
Discussion Group #4 
Chair, Linnea Larson 
Staff, Joe Kaczmarczyk 
Tom Chappell 
Bill Fair 
Conchita Paz 
Buford Rolin 

Target Population: CAM pracfitioners (licensed and unlicensed) such as -but not limited 
to—chiropractors, acupuncturists, body workers, energy healers, herbalists, homeopaths, 
naturopaths, tradifional healers, and... 

Target organizations: 
American Chiropractic Association (ACA), American Association of Oriental 
Medicine (AAOM), National Certificafion Commission on Acupuncture an Oriental 
Medicine (NCCAOM), Nafional Guild of Acupuncture and Oriental Medicine 
(NGAOM), American Massage Therapy Association (AMTA), American Herbalists 
Guild (AHG), American Institute of Homeopathy (AIH), American Associafion of 
Naturopathic Physicians (AANP), American Reiki Masters Associafion (ARMA), 
American Organizafion of Bodywork Therapies of Asia (AOBTA), The Rolf Insfitute 
of Stmctural Integrafion, American Polarity Therapy Association (APTA), 
Hellerwork Intemational, Nurse Healers-Professional Associates Intemational (NH-
PAI), Reflexology Association of American (RAA), The Feldenkrais Guild, and ... 

Questions for target organizations; 
1. Should there be nafional standards or certification to provide CAM pracfices and 

products and why or why not? If so, how and by whom should national standards 
or certificafion be established, to whom should they apply, and how should they 
be implemented? 

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

3. In terms of malpractice, what are the malpracfice implicafions of providing CAM 
pracfices and products? What policy changes should be made to reduce 
malpractice liability associated with providing CAM practices and products? 

4. In terms of quality of CAM practices and products; 
a. How and by whom should "quality" be defined? 
b. How and by whom should quality be measured? 
c. What should consumers be told about costs, safety, effectiveness, and time 

for effecfiveness to be evident? 
5. How can licensed and unlicensed CAM practitioners minimize the risks of dietary 

supplement-drug, dietary supplement-dietary supplement, and dietary 
supplement-food interactions? 



6. What informafion should a CAM practifioner communicate to a conventional 
physician or a convenfional health care provider either with a referral or without a 
referral? 

7. If a consumer has a concem or grievance about the quality of CAM practices or 
products, what mechanism is available to address the consumer's concern or 
grievance? If none exists, what should be established for consumers of CAM 
practices and products? 

8. Should all CAM practitioners be included in the National Practifioner Data Bank 
and why or why not? If so, how should this be accomplished? 

Specific questions for the American Herbalist Guild (AHG) and other organizafions 
offering certificafion; 

1. What is the current status of your certification? 
2. Why, how, and by whom was the certificafion process and examination developed 

and administered? 
3. Who is eligible to participate in your certification? How much does it cost? Is 

the certification life-long or fime-limited? 
4. What does your certification mean for patients and for providers? 
5. How does your certificafion relate to the assuring the public access to safe, 

effective CAM practices and products? 
6. What lessons did you learn as a result of embarking on certificafion? 
7. What policy recommendafion would you like to make to the Commission? 

Specific quesfions for Papa Ola Lokahi, Navajo Medicine Man Society, and selected 
Tradifional Healers; 

1. For unlicensed pracfifioners such as Traditional Healers, energy healers, and 
others for whom licensure is unlikely, should uniform standards of education, 
training, and certification be developed and applied to these practitioners and why 
or why not? If so, how and by whom should those standards be developed and 
applied? 

2. What should be done to assure public access to safe and effective CAM pracfices 
and products provided by these practitioners? 

Specific questions for pracfifioners licensed in some but not all states such as—but not 
limited to—naturopathic physicians and acupuncturists; 

1. In the absence of licensure, should uniform standards of education, training, and 
certificafion be developed for these pracfifioners and why or why not? If so, how 
and by whom should those standards be developed? 

2. What should be done to assure public access to safe and effective CAM practices 
and products provided by these practitioners? 



Specific quesfions for Federal Trade Commission: 
1. What should consumers be told about the safety, effecfiveness, costs, and time 

necessary for effectiveness to be evident of CAM practices and products? 
2. What should be done to minimize the risks of dietary supplement-dmg, dietary 

supplement-dietary supplement, and dietary supplement-food interactions whether 
the dietary supplements are prescribed, recommended, or provided by a 
practitioner or used as self-care? 

3. If a consumer has a concem or grievance about the quality of CAM practices and 
products, what mechanism is available to address the consumer's concem or 
grievance? If none exists, what mechanism should be established for consumers 
of CAM pracfices and products? 

4. What policy recommendafions should be made to assure the quality of CAM 
practices and products whether they are provided by a practitioner or used as self-
care? 

Specific questions for the Agency for Healthcare Research and Quality (AHRQ): 
1. How should "quality" in terms of CAM practices and products be defined? Who 

should define it? How do cost, safety, and effecfiveness fit in that definition? 
2. Should the quality of CAM pracfices and products be measured? If so, how and 

by whom? 
3. To assure quality of CAM practices and products, who should provide CAM 

practices and products? 
4. What credentials should providers of CAM practices and products possess to 

assure quality? 
5. What should consumers be told about costs, safety, effectiveness, and time for 

effectiveness to be evident of CAM practices and products? 
6. What should be done to minimize the risks of dietary supplement-dmg, dietary 

supplement-dietary supplement, and dietary supplement-food interactions whether 
the dietary supplements are prescribed, recommended, or provided by a 
pracfitioner or used as self-care? 

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

8. If a consumer has a concern or grievance about the quality of CAM practices and 
products, what mechanism is available to address the consumer's concem or 
grievance? If none exists, what mechanism should be established for consumers 
of CAM practices and products? 

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



Questions for Discussion Group #3 to answer in the form of recommendations for 
Breakout Session Three: 

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

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

3. What policy changes should be made to reduce malpractice liability associated 
with providing CAM practices and products? 

4. In terms of quality of CAM pracfices and products; 
a. How and by whom should "quality" be defined? 
b. How and by whom should quality be measured? 
c. What should consumers be told about 

1. How can CAM practitioners minimize the risks of dietary supplement-dmg, 
dietary supplement-dietary supplement, and dietary supplement-food interactions? 

2. What mechanism should be available to address consumer concems or grievances 
about the quality of CAM pracfices or products, what mechanism is available to 
address the consumer's concem or grievance? 

3. Should all CAM practitioners providing CAM practices and/or products be 
included in the National Practitioner Data Bank? 
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Breakout Session One: Training and Education 
Workgroup #1—Chair, Joseph J. Fins, MD 

Target Population: Undergraduate and graduate medical education (allopathic and 
osteopathic) 

Target organizations: 
National Conventional Medical Organizations 

American Association of Medical Colleges (AAMC) 
American Association of College of Osteopathic Medicine (AACOM) 
National Board of Medical Examiners 
National Board of Osteopathic Medical Examiners 
American Medical Student Association (AMSA) 

Foundations 
Macy 

Report from the Josiah Macy, Jr. Foundation Conference on Education of 
Health Professionals in Complementary/Alternative Medicine 2-5 Nov 00 

Pew 
HRSA, Bureau of Health Professions 

Questions for target organizations: 
AMSA, AAMC, AACOM, and ABMS: 

1. What is the state/status of CAM in undergraduate and graduate medical education 
(residency/fellowship)? To what extent is CAM included in curricula? What 
systems of care, modalities, and therapies are addressed? When, where, how, and 
by whom is CAM addressed? To what extent should CAM be included in 
curricula? 

2. What are the barriers to inclusion of CAM in cunicula? Conversely, what are the 
incentives for inclusion of CAM in curricula? 

3. What policy recommendafions can you make to facilitate the inclusion or 
expansion of CAM in curricula? 

4. What should every medical student, resident, and fellow—irrespective of 
specialty—know about CAM? How should that level of knowledge be 
determined? 

NBME and NBOME: 
1. What is the status of CAM in Nafional Board examinations? 
2. What are the barriers to and incentives for inclusion of CAM in National Board 

examinations? 
3. What policy recommendations can you make about the inclusion of CAM on 

National Board examinations? 

Macy Foundation, Pew Foundation, ACGME, ABMS, AAMC, AACOM, and AMSA: 
1. How and by whom should the inclusion or expansion of CAM in medical 

education be funded? 
2. N.B., the above question could be asked of HRSA, Bureau of Health Professions 



Macy Foundation: 
1. What were the findings of the 2-5 Nov 00 Conference on Education of Health 
Professionals in Complementary/Alternative Medicinel 

HRSA, Bureau of Health Professions: 
1. Should the future health care workforce be stmcfiired differently in view of the 

effects of CAM on medical education and training an health care delivery? 
2. If so, how should the future health care workforce be stmctured and why? 

Questions for Workgroup #1 to answer in the form of recommendations for 
Breakout Session One: 

1. Should every medical student, resident, and fellow be expected to have a minimal 
level of knowledge and understanding of CAM? If so, how and by whom should 
that be determined? Of what should that basic knowledge and understanding 

"consist and how and by whom should that be determined? 
2. Should CAM be included on National Board examinations? If so, why? 
3. How could the inclusion and expansion of CAM in curricula be funded? 
4. What should the future physician workforce look like? 



Breakout Session One: Training and Education 
Workgroup #2—Chair, Donald W. Warren, DDS 

Target Population: Licensed Health Professionals including—but not limited to— 
dentists, nurses, nurse practitioners, nurses-midwives, physician assistants, pharmacists, 
dieficians, physical therapists, social workers, and psychologists 

Target organizations: 

National organizations representing licensed health professionals such as but not 
limited to American Dental Associafion (ADA), American Nurses Associatioxi (ANA), 
American Academy of Nurse Practitioners (AANP), American College of Nurse 
Practifioners (ACNP), American College of Nurse Midwives, American Academy of 
Physician Assistants (AAPA), American Pharmaceutical Association (APhA), American 
Society of Health-System Pharmacists (ASHP), American Dietetics Association (ADA), 
Amerj.can Physical Therapy Association (APTA), National Associafion of Social 
Workers (NASW), American Psychological Society (APS), etc. 

Questions for target organizations; 
1. What is the state/status of CAM in your undergraduate and graduate education? 

To what extent is CAM included in curricula? What systems of care, modalities, 
and therapies are addressed? When, where, how, and by whom is CAM 
addressed? To what extent should CAM be included in curricula? 

2. What are the barriers to inclusion of CAM in curricula? Conversely, what are the 
incentives for inclusion of CAM in curricula? 

3. What policy recommendations can you make to facilitate the inclusion or 
expansion of CAM in curricula? 

4. What should every member of your profession know about CAM? How should 
that level of knowledge be determined? 

Questions for Workgroup #2 to answer in the form of recommendations for 
Breakout Session One: 

1. Should every licensed health professional be expected to have a minimal level of 
knowledge and understanding of CAM? If so, how and by whom should that be 
detennined? Of what should that basic knowledge and understanding consist and 
how and by whom shpuld that be determined? 

2. Should CAM be included on National Board examinations (if such examinafions 
exists)? If so, why? 

3. How could the inclusion and expansion of CAM in licensed health professions 
curricula be funded? 

4. What should the future licensed health professions workforce look like? 



Breakout Session One: Training and Education 
Workgroup #3—Chair, Tierarona Low Dog, MD, AHG 

Target Populafion: Physicians and other licensed health professions who integrate CAM 
with conventional health care 

Target organizations: American Holistic Medical Association (AHMA), American 
Holistic Nurses Association (AHIMA), American Holistic Dental Association, and other 
similar organizations. 

Questions for target organizations; 
1. What is the state/status of CAM in your organization's educational activities? To 

what extent is CAM included in curricula? What systems of care, modalities, and 
therapies are addressed? When, where, how, and by whom is CAM addressed? 
To what extent should CAM be included in curricula? 

2. What are the barriers to inclusion of CAM in curricula? Conversely, what are the 
" incentives for inclusion of CAM in curricula? 

3. What policy recommendations can you make to facilitate the inclusion or 
expansion of CAM in curricula? 

4. What should every member of your organization know about CAM? How should 
that level of knowledge be detennined? 

Breakout Session One: Training and Education 
Workgroup #4—Chair, Linnea S. Larson, LCSW, LMFT 

Target Populafion: CAM practitioners (licensed and unlicensed) such as -but not limited 
to-chiropractors, acupuncturists, body workers, energy healers, herbalists, homeopaths, 
naturopaths, traditional healers, and... 

Target organizations: American Chiropractic Associafion (ACA), American Association 
of Oriental Medicine (AAOM), American Massage Therapy Association (AMTA), 
American Herbalists Guild (AHG), American Insfifiite of Homeopathy (AIH), American 
Association of Naturopathic Physicians (AANP), and ... 

Quesfions for target organizations; 
1. Should there be national educational standardization in your modality/therapy? If 

so, why and what is being done to achieve nafional educational standardization? 
2. What are the barriers to national educational standardization in your 

modality/therapy? What are the incentives for national educational 
standardization? 

3. In your modality/therapy educational programs, should there be exposure to other 
CAM modalities and therapies and why or why not? If so, to which modalifies 
and therapies should there be exposure? 

4. In your modality/therapy educational programs, should there be exposure to 
conventional or westem medicine and why or why not? If so, to which aspects of 
conventional medicine should there be exposure? 

5. What other policy recommendations would you like to make? 



Question for Traditional healer organizafion(s) [e.g.. Papa Ola Lokahai and Navajo 
Medicine Man Society] and representative Tradifional healers; 

1. Who should be allowed to use the "Traditional Healer" designation? How and by 
whom should "Traditional Healer" status or designafion be detennined? 

2. How should Traditional healing be preserved and perpetuated? 
3. How should preservation and perpetuation of Traditional healing be funded? 

Breakout Session Two: Training and Education 

Workgroup #1—Chair, Joseph J. Fins, MD 

Target Population; Practicing Physicians (allopathic and osteopathic) 

Target organizations; 
National Conventional Medical Organizations 

American Council of Graduate Medical Education (ACGME) 
American Medical Association (AMA) 
American Osteopathic Association (AOA) 

Questions for target organizations: 
ACGME, AMA, and AOA: ' 

1. What is the state/status of CAM in continuing medical education (CME)? To 
what extent is CAM included in CME curricula? What systems of care, 
modalities, and therapies are addressed? When, where, how, and by whom is 
CAM addressed? To what extent should CAM be included in CME curricula? 

2. What are the barriers to inclusion of CAM in CME curricula? Conversely, what 
are the incenfives for inclusion of CAM in CME curricula? 

3. What policy recommendations can you make to facilitate the inclusion or 
expansion of CAM in CME curricula? 

4. What should every practicing physician-irrespecfive of specialty—know about 
CAM? How and by whom should that level of knowledge be determined? 

5. What should physicians know about referring to CAM practitioners? How and by 
whom should that level of knowledge be determined? 

Questions for Workgroup #2 to answer in the form of recommendations for 
Breakout Session Two: 

1. Should every practicing physician—irrespective of specialty—be expected to 
have a minimal level of knowledge and understanding of CAM? If so, how and 
by whom should that be determined? Of what should that basic knowledge and 
understanding consist and how and by whom should that be determined? 

2. What is the role of CAM in CME? 
3. What should physicians know about referring to CAM practitioners? 

Breakout Session Two: Training and Education 
Workgroup #2— Chair, Donald W. Wan-en, DDS 



Target Population: Licensed Health Professionals including—but not limited to— 
denfists, nurses, nurse practitioners, nurses-midwives, physician assistants, pharmacists, 
dieticians, physical therapists, social workers, and psychologists 

Target organizations: 

National organizations representing licensed health professionals such as but not 
limited to American Dental Association (ADA), American Nurses Association (ANA), 
American Academy of Nurse Practitioners (AANP), American College of Nurse 
Practitioners (ACNP), American College of Nurse Midwives, American Academy of 
Physician Assistants (AAPA), American Phannaceutical Associafion (APhA), American 
Society of Health-System Pharmacists (ASHP), American Dietetics Associafion (ADA), 
American Physical Therapy Association (APTA), National Association of Social 
Workers (NASW), American Psychological Society (APS), etc. 

Questions for target organizations; 

1. What is the state/status of CAM in your continuing education (CE)? To what 
extent is CAM included in CE curricula? What systems of care, modalities, and 
therapies are addressed? When, where, how, and by whom is CAM addressed? 
To what extent should CAM be included in CE curricula? 

2. What are the barriers to inclusion of CAM in CE curricula? Conversely, what are 
the incenfives for inclusion of CAM in CE curricula? 

3. What policy recommendations can you make to facilitate the inclusion or 
expansion of CAM in CE curricula? 

4. What should every licensed health professional know about CAM? How and by 
whom should that level of knowledge be determined? 

5. What should licensed health professionals know about referring to CAM 
practifioners? How and by whom should that level of knowledge be determined? 

Breakout Session Two: Training and Education 
Workgroup #3— Chair, Tierarona Low Dog, MD, AHG 

Target Population; Physicians and other licensed health professions who integrate CAM 
with convenfional health care 

Target organizations: American Board of Medical Specialties (ABMS), American 
Holisfic Medical Associafion (AHMA), American Holistic Nurses Association (AHNA), 
American Holistic Dental Associafion, and other similar organizations. 

Questions for target organizations: 
1. Should there be postgraduate training programs such as residencies and 

fellowships in integrative medicine/health and why or why not? 



2. Should those programs be residential, distance leaming, or a combination of both 
and why? 

3. Should those programs be designed to produce providers who can funcfion in a 
"gatekeeper" capacity or can deliver some CAM practices and products and why? 

4. How should those postgraduate training programs be funded and why? 

Breakout Session Two: Training and Education 
Workgroup #4—Chair, Linnea S. Larson, LCSW, LMFT 

Target Population; CAM practitioners (licensed and unlicensed) such as -but not limited 
to-chiropractors, acupuncfiirists, body workers, energy healers, herbalists, homeopaths, 
naturopaths, traditional healers, and... 

Target organizations: American Chiropractic Association (ACA), American Association 
of Oriental Medicine (AAOM), American Massage Therapy Association (AMTA), 
American Herbalists Guild (AHG), American Institute of Homeopathy (AIH), American 
Association of Naturopathic Physicians (AANP), and ... 

Questions for target organizations; 
1. Should organizations representing a given modality or therapy come together to 

form "a community" and why or why not? 
2. What barriers are there to forming this type of "community?" What incentives 

are there for forming this type of "community?" 
3. What is the status of "postgraduate" training in your modality/therapy? 
4. What other policy recommendations would you like to make? 

DAY TWO 
Breakout Session Three: licensure, certification, credentialing, and accountability in 
CAM 

Workgroup #1—Chair, Joseph J. Fins, MD 

Target Population: Pracficing Physicians (allopathic and osteopathic) 

Target organizafions: 

Quesfions for target organizations; 
1. Should there be national standards or certificafion to provide CAM pracfices and 

products and why or why not? If so, how and by whom should national standards 
or certification be established? 

2. Should there be condifion-specific or modality specific practice guidelines and 
why or why not? If so, how and by whom should these guidelines be developed? 

3. In terms of malpractice, what are the malpractice implicafions of not discussing, 
offering, or referring a patient for CAM practices and products; what is the 
liability of referring a patient to a CAM practitioner who then has an adverse 



outcome; and what policy changes should be made to reduce malpractice liability 
associated with referral for CAM practices and products? 

4. What policy recommendations can you make to assure the quality of CAM 
practices and products? 
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20-21 Feb 01 Meeting on Training, Education, Licensure, and Certification^ (^yy^JUyC^iJ^^ 

I. Structure based on combination of Stakeholders, Modalities, and Issues (licensure & 
certification) 

II. Stakeholders: 
A. Undefgraduate Medical education 

1. AMSA 
2. AAMC 
3. AACOM 
4. Other possibilities 

a. Wetzel survey data 
b. Dr. Ellen Hughes 

B. Graduate Education 
fefiOrZandv WeiH 

.. Fgderal"Agencies (Scholarship, Loan Prograiiis)^ 
1. Department ol EducatiorP'== 
2. HRSA Bureau of Health Professions 

^ -3:—-HRSA, BPHC, NHSC 
C M E j ^ 

ACGME (?) 
AHMA 
AAMA (Dr. Joe Helms) 

Nurses, Pharmacists, Dentists, Psyciiologists, Social Workers, PTs, Body 
Workers, et al. 

1. AHNA 
2. AHDA 

F. NDs, DCs, Lac's, ODMs.... AHG 
G. Traditional Healers (and other unlicensed CAM practitioners): 

1. Papa Ola Lokahi (Traditional Native Hawaiian) 
2. Navajo Medicine Man Society 

III. 

IV. 

Modalities; 
A. Acupi/ncture 
B. Botanicals 
C. Homeopathy 
D. Mj/nual Healing (Body Work) 
E. Mind-Body 
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B. Practitioners not licensed in all 50 states: 
1. NDs 
2. L4;"S 
3. Others • 

Certification 
A. ' AAMA 
B. AHMA 
C. AHG 
D. Others 
E. 
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GUIDANCE DOCUMENT FOR DISCUSSION GROUP 3: 
Integrative Physicians and other licensed integrative health professionals 

This is a guidance document intended to assist Discussion Group 3 to develop draft policy 
recommendations during the February 22-23 Commission meeting on CAM Education, 
Training, Credentialing and Licensing. 

Breakout Sessions: 
Three (3) breakout sessions are scheduled for the Fcbaiary 22-23 meeting, during which draft 
recommendations on each issue wiil be prepared by each Discussion Group. These draft 
recommendations will be reported back to the full Commission for consideration and discussion 
at the closing session of the February meeting. The three breakout sessions are: (1) CAM 
Education and Training: Establishing Educational Foundations; (2) Continuing CAM Education 
and Training: Building Knowledge and Skills; and (3) CAM Credentialing and Licensure: 
Promoting Quality and Accountability in CAM Practice. A fuU description of the session topics, 
discussion points for each Discussion Group, and target organizations to be used as resources 
follows later in this document. 

Conference Calls: 
In preparation for these sessions, at least four (4) conference calls will be conducted with 
Discussion Group members over the next six weeks. Conference calls will focus on a specific 
topic and are intended to review background information and recommendations that are 
submitted by a number of target organizations, listed later in this document. At the discretion of 
the Discussion Group, experts also may be invited to participate on the calls. The conference 
calls are as follows: 

Conference Call Proposed Schedule Break out Session (Topic) 

#1 (1 hour) Week of January 15 Overview and Planning ^ 

m (L5-2 hrs) Week of January 22 Education and Training 

#3 (1.5-2 hrs) Week of February 5 Continuing Education 

#4 (1.5-2 hrs) Week of February 12 Licensure, certification 

Target Organizations: 
For each breakout session (topic), target organizations wiU be identified and contacted. 
Preliminary lists follow under each breakout session description. These organizations will serve 
as expert resources for background information on each of the topics under consideration. Prior 
to each scheduled conference call, experts wdl be interviewed by staff and asked to submit 
written responses to questions from the Discussion Group. If appropriate, organizational 
representatives WLU be invited to participate on conference calls to help clarify or expand upon 
information received. A list of proposed questions to be submitted to target organizations first 
will be reviewed by the Discussion Group. 



Overview of Breakout Sessions. Discussion Points and Target Organizations 

Session L CAM Education and Training: Establishing Educational Foundations 
All Discussion Groups will review whether, how and by whom requisite minimal levels of 
knowledge and understanding about CAM are estabUshed for all licensed health professionals, 
and whether, how and by whom national educational standards are established for CAM 
practices. 

Specifically, Commissioners in Discussion Group 3 will review the best available model 
standards for integrative health care education, and programs that are successfully delivering 
integrative education. The barriers to, as well as the incentives for developing .such standards 
and implementing such programs wdl be discussed. 

• Discussion Points may include the following: 

1. Should there be uitegrative health or medicine programs for medical students or other 
graduate programs for health care providers? If so, what arc the Commission's 
recommendations on the nature and structure of such programs, and what guidance, if any, 
can be provided regarding how and how designs and develops the programs? 

2. Should there be postgraduate training programs (such as residencies, fellowships, 
practitioner programs) in integrative medicine or integrative health? If so, what are the 
Commission's recommendations on the structure of such programs? For example, should 
these programs be residential, distance learning, or a combination? What guidance, if any, 
can be provided regarding how and who designs and develops the programs? 

3. What guidance, if any, can the Commission provide as to whether .such programs are 
designed to produce health care providers who function only as "gatekeepers" in making 
referrals to specific CAM providers, or who are able to deliver specific CAM services and 
products themselves, or providers who are qualified to do both? 

4. What recommendations or other guidance can be offered regarding funding for integrative 
health postgraduate training programs, if supported? 

• Target Organizations that may be contacted to provide background information or expertise 
on these issues may include (this Ust is NOT comprehensive. For example, organizations or 
experts who offer a counterpoint perspective need to be identified.): 

American Holistic Medical Association (AHMA) 
American HoUstic Nurses Association (AHNA) 
American Holistic Dental Association 
American Holistic Health Association 



Session 2. Continuing CAM Education and Training: Building Knowledge and Skills 
All Discussion Groups will review whether, how and by whom minimal levels of continuing 
education in CAM are established for all licensed health professionals and licensed CAM 
practitioners. 

Specifically, Commissioners in Discussion Group 3 WLU review the best available model 
standards for continuing or advanced integrative health care practice, and the range and scope 
such educational opportunities for providers who practice integrated health care, including how 
continuing "integrative health or medicine" education is defined. The barriers to, as well as the 
incentives for developing such standards and implementing such programs will be discussed. 

• Discussion Points may include the following: 

1. Should every holistic and integrative health care professional be expected to have a minimal 
level of knowledge and understanding of CAM? If so, how and by whom should this be 
determined? What guidance, in any, can be offered regarding what that basic loiowledge or 
understanding should be, and by whom such levels of knowledge would be determined? 

2. What, if any, recommendation or guidance can be offered regarding requirements for 
continuing education in CAM for holistic and/or integrative health professionals? How WLQ 
continuing integrative health or medicine be defined and structured vis-a-vis extant 
qualifications (medical degrees, other CAM-specific education)? What, if any, guidance can 
be offered as to how and by whom these requirements are made and whether they should be 
made uniformly or be specific to different CAM practices? 

3. Should the ability of holistic and/or integrative health professionals to refer to other CAM 
practitioners be contingent on first satisfying educational/continuing educational 
requirements or standards? How, and by whom, should these standards be set? What, if any, 
guidance can be offered to address in this area? 

• Target Organizations that may be contacted to provide background information or expertise 
on these issues may include (this list is NOT comprehensive. For example, organizations or 
experts who offer a counterpoint perspective need to be identified.): 

American Board of Medical Specialties 
American Holistic Medical Association 
American HoUstic Nurses Association 
American Holistic Dental Association 
American HoHstic Health Association 
American Association of Medical Acupuncture 

Session 3. CAM Credentialing and Licensure: Promoting Quality and Accountability in 
CAM Practice 
All Discussion Groups will review whether, how, and by whom national standards and/or 
certification is established for the CAM practitioner and any licensed health professional 



practicing CAM. The scope of this session includes consideration of traditional healers, and 
other unconventional practitioners who may not be licensed. 

Specifically, Commissioners in Discussion Group 3 will review the best available model 
standards for the practice of integrative health care. The barriers to, as well as the incentives for 
developing such standards and enforcing them will be discussed. 

• Discussion Points may include the following: 

1. What recommendations should the Commission make regarding licensure, certification, 
credentialing and recredentialing for integrative health care practitioners? Should national 
standards to provide integrative health practices and products be established? If so, how and 
by whom? To whom should the standards apply? How should the standards be 
implemented? 

2. What recommendations, if any, should the Commission make regarding integrative practice 
guidelines, such as condition-specific or modality-specific guidelines? If so, how and by 
whom should these guidehnes be developed, to whom should they apply, and how should 
they be implemented? 

3. What recommendations should the Commission make regarding professional recognition, 
safe and high quality CAM practice, and exposure to medical malpractice? Consider issues 
of state sovereignty and federal purview. 

4. What recommendations does the Commission wish to make regarding defining "quality 
care" and quality improvement activities/initiatives for integrative health care? 

5. What guidance, if any, can be offered regarding consumer information and consumer 
complaints about integrative health care? 

6. What guidance, if any, can be offered regarding the risks associated with dietary 
supplement-drugs, dietary-supplement-dietary supplement, and dietary supplement-food 
interactions, particularly for holistic and integrative professionals? 

7. What guidance, if any, can be offered as to whether CAM practitioners and products should 
be incorporated in the National Practitioner Data Bank? 

• Target Organizations that may be contacted to provide background information or expertise 
on these issues may include (this list is NOT comprehensive. For example, organizations or 
experts who offer a counterpoint perspective need to be identified.): 

American Holistic Medical Association 
American Holistic Nurses Association 
American Holistic Dental Association 
American Holistic Health Association 



American Board of Medical Acupuncture 
Federal Trade Commission, Agency for Healthcare Research and Quality 
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'^Whccamp (NCCAM) 

From: Jan Forsberg [info@homeopathicschool.org] 
Sent: Thursday, March 15, 2001 11:31 PM 
To: Whccamp (NCCAM) 
Subject: MINNESOTA MODEL FOR HEALTH FREEDOM 

March 15, 2001 

To: White House Commission on A l t e r n a t i v e and Complementary Medicine 
From: MINNESOTA HOMEOPATHIC ASSOCIATION 

The Minnesota Homeopathic Association was founded as a 
state-wide 
p r o f e s s i o n a l o r g a n i z a t i o n f o r homeopathic p r a c t i t i o n e r s w i t h the 
f o l l o w i n g 
mission: 

t o promote homeopathy as a safe and e f f e c t i v e h e a l t h 
care 
choice f o r Minnesotans; 

t o p r o t e c t the p u b l i c i n t e r e s t by upholding high 
standards 
of care by i t s member p r a c t i t i o n e r s ; 

t o serve and support the community of Minnesota's 
p r o f e s s i o n a l homeopaths. 

We would l i k e t o share w i t h you our ded i c a t i o n t o the idea t h a t 
h e a l t h care consumers should have access t o the mo d a l i t i e s they f e e l are 
most appropriate t o t h e i r i n d i v i d u a l needs. While government should 
p r o t e c t c i t i z e n s from harm, we believe i t i s also the government's 
important r o l e t o p r o t e c t the c i t i z e n ' s r i g h t t o i n d i v i d u a l choice and 
autonomy as regards the way i n which they decide t o p r o t e c t and enhance 
t h e i r own h e a l t h and well-being. 

We e n t h u s i a s t i c a l l y support the Minnesota Model as i t has 
supported 
maximum access by h e a l t h care consumers t o the many mo d a l i t i e s and types 
of 
healers a v a i l a b l e while at the same time p r o t e c t i n g the i n d i v i d u a l 
through 
a Health Department consumer h o t - l i n e f o r complaints and the enforcement 
of 
24 paragraphs of p r a c t i t i o n e r p r o h i b i t e d conduct. 

We bel i e v e t h a t the Minnesota Model was c a r e f u l l y c r a f t e d a f t e r 
much thought and d e l i b e r a t i o n as w e l l as the l e g i s l a t i v e give-and-take 
of 
a l l i n t e r e s t e d p a r t i e s . We want you t o know t h a t the Minnesota 
Complementary and A l t e r n a t i v e Health Care Freedom of Access Act has the 
f u l l support and confidence of our pr o f e s s i o n a l o r g a n i z a t i o n . I n sum, 
the 
Minnesota Model provides the op p o r t u n i t y f o r the c i t i z e n s of Minnesota 
t o 
maintain t h e i r h e a l t h and well-being across a broad spectrum of choices 
while at the same time p r o t e c t i n g Minnesota h e a l t h care consumers from 
harm. 

Best regards, 
V a l e r i e Ohanian, R.S. Hom. , CC. 

Hom. 
President 



U.S. Department of Heallh and Human Services 

Health Resources and Services Administration 

Bureau of Health Professions 
C O M M U N I C A T I O N S S T A F F ( 301 ) 4 4 3 - 1 5 9 0 JULY 2 0 0 0 

HRSA Bureau of Health Professions 
Health Care Access: It All Starts with Quality Professionals 

Overview 

Nearly 3,000 communities throughout the United States do not have enough health care providers to meet basic medical 
dental and general health needs. Half of these communities are located in rural areas and most of the rest, in poor urban 
neighborhoods. The Bureau ofHeatlh Professions (BHPr) seeks to address these problems by creating a health care 
worklorce that is up to the challenges of the new century: delivering quality care in underserved areas and meeting the needs 
of an mcreasingly diverse population. In doing so BHPr is laying the groundwork for access to health care for all Americans 
tne overriding goal of its parent Agency, thtHeallft Resources and Services Administration (HRSA) 

Funded at $500 mill ion in FY 2000, BHPr administers 40 grant programs that support 1,600 projects at academic health 
centers, health professions training programs and community-based programs. Charged with providing National leadership 
in assuring a health professions workforce that meets public needs, the Bureau has four primary goals 
U BentT distribute health professionals both geographically and in terms of specialty since certain types of practitioners 

including family medicine providers and nurses, are in short supply in underserved areas. 

Diversify the health professions workforce so that African Americans, Hispanics, American Indians and other racial and 
ethnic minorities are better represented. These groups comprise half of the 46 mill ion Americans who are medically 
underserved but represent less than 10 percent of the health professions workforce. 

fmprove quality of health professions practice and education with a continuous quality improvement process eenerafine 
data to ensure that change is made and that it is appropriate. f ^ s 
Collect, analyze and disseminate accurate heallh professions workforce ^/A/A SO that National, state and local decision­
makers can accurately assess and meet the public's health needs. 

• 

• 

• 

Increasing Health Professions Diversity 

Minority health professionals provide more health care 
for the poor and uninsured and for pafients in their own racial 
and ethnic groups than non-minority providers. African 
American physicians treat African American patients five 
times as oflen as other physicians; Hispanic physicians are 
2.5 times more likely than others to treat Hispanic patients. 
However, the proportion of minority and disadvantaged 
Students enrolling in health training programs has dropped 
because of changes in state affirmative acfion laws and 
financial and other barriers. 

Working to reverse the trend, BHPr programs wi l l 
graduate almost 16,000 health career students from minority 
and disadvantaged backgrounds in Fiscal Year 2001, up 
almost 70 percent over FY 1999. Also in FY 2001, over 7,500 
BHPr supported graduates (double the number in FY 1999) 
are expected to practice in underserved areas, among them, 
physicians, dentists, advanced practice nurses, physician 
assistants, public health professionals and a wide variety o f 
allied health professionals. 

Promoting greater diversity and cultural competence 
among America's health care professionals is such a pressing 
National need that it is an overriding goal of six BHPr 
divisions, which support over 1,500 educational institutions 

but it is the primary focus of programs within BHPr's Division 
of Healtft Professions Diversity. 

As early as high school, minority and disadvantaged 
students are prepared for health care training through the 
Heatlh Careers Opportunity Program (HCOP). HCOP 
identifies and recruits promising students, gets them info 
training programs, provides counseling and mentoring, helps 
with financing and primary health care placement. Minority 
enrollment is 20 percent higher than the Nafional average at 
HCOP funded medical schools. 

The Division's Centers o f Kxceltence (COE) enable 
health professions training programs to increase the number 
of under-represented minority students applying, enhance 
academic performance, improve recruitment and retention o f 
under-represented minority faculty, and in other ways 
enhance the capacity of their graduates fo provide health 
care services fo medically underserved individuals. At COE 
funded medical schools, minority enrollment is 19 percent 
higher than the National average. 

The Division also provides minority facul ty fellowships, 
which help health profession training programs increase the 
number o f under-represented racial and ethnic minorities 
serving on their faculties. 

u S . D E P A R T M E N T O F H E A L T H A N D H U M A N S E R V ! C E S 



Assuring Acce.'is to Medical and Dental Care 
To address the need for health and dental care in 

underserved areas, BHPr's largest division, the Division of 
Inedicine and Dentistry, offers grants to expand or enhance 
family and general intemal medicine, general pediatrics and 
physician assistant training programs, as well as training in 
general and pediatric denfistry. These programs prepare and 
encourage inedical and dental health professionals fo serve in 
areas of the country where shortages exist. 

IVledicine: During the last 25 years, the trend in medi­
cine has been toward specialization. This has resulted in a 
shortage of primary care doctors in poor and rural areas. 
Cun-enfly there are 1.9 specialists for every general pracfifio­
ner. A ratio of one fo one is considered optimal with better 
distribution. 

The Division has helped create or expand 141 depart­
ments of family medicine in osteopathic and allopathic 
medical schools. All but 10 allopathic medical schools in 
the U.S. now have such departments, without which medical 
students are unlikely fo become generalist physicians. 
Grants are made to improve and expand training of primary 
care pracfifioners from medical students fo faculty and thus 
increase the pool of practicing family physicians. In 1999 
BHPr supported 774 graduating residents in family practice, 
of whom 40 percent are working in shortage areas. 

• Academic Administrative Units in Primary Care 
(Family Medicine, General Internal Hfedicine/General 
Pediatrics) assist accredited schools to establish, 
maintain or improve primary care academic administrative 
units that may be departments or divisions or other units 
which leach family medicine, general infernal medicine 
and general pediatrics. 

• Predocloral Training in Primary Care helps schools 
develop, plan and operate predoctoral training programs 
in family medicine, general internal medicine and general 
pediatrics. Assistance may fake the form of curriculum 
development, clerkships, precepforships or student 
assisfanfships. 

• Physician Assistant Training in Primary Care trains 
physician assistants and teachers of physician assistants. 
Programs receiving awards must encourage their 
graduates fo work in areas where health professionals 
are in short supply and be able to place fhem there. 

• Residency Training in Primary Care assists graduate 
training programs in the field of family medicine, 
general intemal medicine and general pediatrics to meet 
the cost of planning, developing and operating a 
graduate medical program. 

• Faculty Development in Primary Care helps eligible 
institutions increase the supply and expertise of faculty 
available to teach primary care medicine. These grants 
can also be used to further educate faculty already 
teaching family medicine, general intemal medicine and 
pediatrics. 

• Podiatric Residency in Primary Care trains podiatric 
physicians who plan to specialize in primary care 
podiatry. 

• /National Research Service Award (NRSA) Grants. 
NRSA fellows gain experience in applied research while 
expanding their knowledge of primary medical care 
research methodology and exploring areas where fijrther 
research is needed. 

The Division's new Children's Hospitals Graduate 
Medical Education (GME) Program provides $40 million in 
FY 2000 fo fi-eesfanding children's teaching hospitals for 
training resident pediatricians. These 59 freestanding 
children's teaching hospitals train almost 30 percent of the 
country's pediatricians and nearly 50 percent of all pediatric 
specialists. 

Physician workforce trends are evaluated by the Council 
on Graduate Medical Education (COGME), which recom­
mends appropriate federal and private sector action on 
identified needs. The Advisory Committee on Training in 
Primary Care Medicine and Dentistry provides the Depart­
ment of Health and Human Services (HHS) and Congress 
with guidance and recommendations on HRSA administered 
medical and dental education programs. 

Undergraduate Medical Education f o r the 21st 
Century (UME-21), a five-year Nationwide demonstration 
program, encourages educational partnerships and curricu­
lum innovations in the clinical (third and fourth) years of 
undergraduate medical education to better'prepare graduates 
to practice high-quality, population-based, cost-effective 
medicine. 

Dentistry: Dental caries are a common problem among 
U.S. children. Among two-to-nine year old children, un­
treated tooth decay ranges from 40 to 60 percent. Lack of 
access to dental care is also critical for AIDS patients, 
geriatric patients and disabled people in long term care 
facilities and other institutions. Twenty nine percent of BHPr 
supported advanced dental trainees in 1999 planned to 
practice in shortage areas, providing almost 80,000 patient 
visits a year. 
• Residencies and Advanced Education in the General 

Practice of Dentistry grants assist dental schools and 
postgraduate dental training programs in meeting the 
cost of planning, developing, or operating programs and 
provides financial assistance to residents in these 
programs. 

• Pediatric Dentistry grants assist dental schools and 
accredited postgraduate pediatric training programs in 
meeting the cost of developing and operating pediatric 
residency programs. Included is the cost of supporting 
trainees who plan to pursue the practice of pediatric 
dentistry. The first awards for this new grant program 
were made in 2000. 

Promoting, Improving Collaboration 
Getting health care to where it's needed, in the form it's 

needed, is the objective of programs in the Division o f 
Interdisciplinary, Community-BasedLinttages. BHPr 
promotes partnerships that best use and distribute Federal, 
state and local funds to health professionals throughout the 
Nation. 



• Helping schools develop community-based health 
educafion centers, the Area Health Education Centers 
(AHEC) program now has 40 programs in 40 states with 
170 affiliated centers. In 1999 the AHECs provided 
training for almost 28,000 health professions students, 
52,000 minority elementary and secondary students and 
over 100,000 health professionals. 

• Special Health Education and Training Centers 
(HETCs) address persistent and severe health care 
needs in states along the border between the United 
States and Mexico, in Florida and other areas with unmet 
health care needs. Grantees conduct training programs 
and provide support for health professionals. HETCs 
trained 280 students in 1999 and 130 community health 
workers. 

• Geriatric Education Centers (GECs) support the 
training and residencies of geriatrics professionals. Since 
the program began more than 360,000 health care 
professionals, educators and practitioners have received 
training. 

• The Quenlin N. Burdicli Program f o r Rural Interdisci­
plinary Training supports projects emphasizing 
interdisciplinary training for health care practitioners in 
rural areas. Over half the students from this program 
have gone on to careers in rural and frontier areas. 

• Faculty Training Projects in Geriatric Medicine, 
Dentistry, and Behavioral nnd Mental Health train 
professionals to teach geriatric medicine, dentistry, and 
behavioral and mental health. 
The newly formed (March 1999) Advisory Committee on 

Interdisciplinary, Community-based Programs will provide 
advice and recommendations to the HHS Secretary concem­
ing BHPr interdisciplinary medical professions policy and 
program development. 

Assuring Access to Nursing Care 

By 2010 the United States is expected to have a shortage 
of registered nurses. Already there is a shortage of RNs 
from racial and ethnic backgrounds. To refiect percentages 
m the population as a whole, 450,000 additional ethnic and 
minority RNs are needed. BUPT'S Division of Nursing 
monitors the supply of and need for a quality nursing 
workforce. Its quadrennial National Sample Survey of 
Registered Nurses, due in 2001, is the Nation's most exten­
sive and comprehensive source of statistics about licensed 
RNs in the U.S. 

The Division is a National leader in nursing education 
and practice, assuring an adequate supply and distribution of 
qualified nursing personnel to meet U.S. health care needs. 
This includes training nurses in needed specialties, such as 
nurse midwives, nurse practitioners, and public health 
nurses, and increasing the diversity of the nursing workforce 
Ninety-five percent of nurse practitioners and nurse mid-
wives who graduated from Division-supported programs 
now practice in primary care settings. Thirty-five to 40 
percent practice in underserved areas. 

• Basic Nurse Education and Practice Grants support 
projects designed to strengthen the basic nurse 
workforce. These grants have increased enrollment of 
students in baccalaureate nursing programs, and have 
established and expanded over 50 percent of nursing 
faculty-operated nurse managed centers improving 
access to primary care and serving as clinical training 
sites in medically underserved areas. In addition, 
projects support the preparation of nurses to care for 
underserved and high-risk groups such as the elderly, 
individuals with HIV/AIDS, substance abusers, the 
homeless and victims of domestic violence; career 
mobility for nurses; cultural competency; skills develop­
ment for changing health care systems; and informatics. 

• Advanced Education Nursing Grants support advanced 
nursing education programs for nurses enrolled in 
advanced degree programs including combined regis­
tered nurse/master's degree programs, post-master's 
certificate programs, and nurse-midwifery certificate 
programs. Graduates of these programs serve as nurse 
practitioners, clinical nurse specialists, nurse-midwives, 
nurse anesthetists, nurse educators, nurse administra­
tors and public health nurses. In addition, traineeship 
support is provided to over 6,500 graduate level nursing 
students yearly; 40 percent of these graduates practice 
in underserved areas. 

• Nursing fVor/i/orce Diversity Grants support projects fo 
increase opportunities for individuals from disadvan­
taged backgrounds, including racial and ethnic minori­
ties underrepresented among registered nurses. Funds 
are used to support pre-entry and retention acfivities 
designed to help nursing candidates and students from 
disadvantaged backgrounds to successfully complete the 
nursing education. Funds are also available for student 
stipends. Minority enrollment in Division supported 
schools is 35 percent compared with a national average 
of 19 percent. 
The National Advisory Council on Nurse Education 

and Practice advises the HHS Secretary and Congress on 
issues relating to the nursing workforce, nurse educafion and 
improving pracfice. 

Public Health and Allied Health Professions: 
Building HeaUhier Communities 

For the last 30 years the Division of Public Health and 
Allied Heattli, while undergoing some name changes, has 
been helping to staff the public health system with quality 
personnel. It does so by developing and improving the basic 
and advanced professional educafion of public health 
dentists, other public health workers, prevenfive medicine 
residents and health administrators who work in the Nafion's 
health care facilities and state/local health departments. 
• Public Health Traineeships train eligible individuals in 

public health professions experiencing critical shortages, 
such as epidemiology, environmental health, biosfafis-
fics, toxicology and nutrition. More than 27,000 
students have been supported at accredited schools 
through these grants 



• Public Health Demonstration Initiative supports key 
public health professional groups and institutions to 
explore and develop innovative methods to strengthen 
the linkages between academic and community public 
health practice. Between 1991 and 1999 this Initiative 
supported 22 community/academic partnerships. 

• Public Health Training Centers Program has estab­
lished eight centers to strengthen the technical, scien­
tific, managerial and leadership competence of the 
current and future public health workforce. This new 
program will eventually reach every state. 

• Health Administration Special Project Grants and 
Traineeships help distribute health administrators to 
serve in underserved areas and increase the number of 
underrepresented minorities in the profession, as well as 
support academic and field of practice linkages, and the 
development of outcomes-based curricula. 

• Preventive Medicine Residency Training supports 
development of new residency training programs, 
maintenance or improvement of existing programs and 
financial assistance to residence trainees. 

• Dental Public Health Training promotes postgraduate 
residencies in dental public health. 
The division also supports training and education 

programs for allied health professions, including physical 
therapy, occupational therapy, medical technology, dental 
hygiene, respiratory therapy, radiography, radiation therapy, 
emergency medical technology, mental and behavioral 
health, and chiropractic. 
• Allied Health Special Projects Grants are awarded to 

eligible institutions to increase enrollment, provide 
career advancement, and develop interdisciplinary 
programs and new cun-icula in allied health professions. 
Through this program 1,200 students representing 24 
health disciplines are being trained in urban and rural 
underserved areas. 

• Chiropractic Demonstration Project Grants investigate 
ways that chiropractors and physicians might collabo­
rate on effective treatment for spinal and/or lower back 
conditions. 

Student Assistance: Overcoming Financial 
Barriers 

Financial barriers discourage many disadvantaged 
students from health care careers. A substantial number 
have had to rely on high-cost loans. The Division of Student 
Assistance provides scholarships and low-cost loans to 
financially needy students in health professions and nursing 
programs. In 1999 more than 38,000 such students received 
scholarships and low-cost loans. Programs include: 
• Scholarships for Disadvantaged Students (SDS) 

provides scholarships to full-time students from disad­
vantaged backgrounds enrolled in health professions 
and nursing programs. 

• Loans for Disadvantaged Students (LDS) are available 
on a long-tenn, low-interest basis for full-time students 

pursuing careers in allopathic medicine, osteopathic 
medicine, dentistry, optometry, podiatric medicine, 
pharmacy or veterinary medicine. 

• Health Professions Student Loans (IIPSL) are made 
specifically fo full-time students studying denfistry, 
optometry, phannacy, podiatric medicine or veterinary 
medicine. 

• Primary Care Loans (PCL) support fiill-fime students 
studying allopathic or osteopathic medicine. Participat­
ing students must agree fo do residency training in 
primary care and practice in primary care until the loan 
is paid. 

• Nursing Student Loans (NSL) are available to full or 
half-time students in a course of study leading to a 
diploma, associate, baccalaureate or graduate degree in 
nursing. 

• Disadvantaged Faculty Loan Repayment (FLRP) 
encourages disadvantaged representation in health 
professions faculty positions by repaying educational 
loans of up to $20,000 a year for each year individuals 
from disadvantaged backgrounds agree to teach in 
eligible health professions and nursing schools. 

• Health Education Assistance Loan (HEAL) Refinanc­
ing refinances loans previously made under the program 
fo reduce total loan costs. New HEAL loans are not 
being made. 

Health Worliforce Information and Analysis: 
Assessing the Nation's Health Workforce Needs 

About 15 cents of every dollar spent in the U.S. is on 
heallh care; one out of 12 jobs is in health care. Yet, 
relatively little is known about the health care workforce, 
except for physicians. Without data, decision-makers cannot 
accurately assess and meet the public's health needs. The 
National Center for Health tVorliforce Information and 
Analysis (National Center) collects, analyzes and dissemi­
nates health workforce information to facilitate workforce 
planning efforts at the local, state and National levels: 
• Four Regional Centers for Health Worliforce Studies 

(Regional Centers) are cooperatively working with the 
National Center. The Regional Centers are located at 
major academic institutions: University of Califomia at 
San Francisco, State University of New York at Albany, 
University of Washington at Seattle, and University of 
Illinois at Chicago. These Regional Centers conduct 
analyses of important, pressing health workforce issues 
of national significance. In addition, the Regional 
Centers provide more localized assistance to their 
respective state and region in analyzing their specific 
health workforce issues. The analyses conducted by the 
Regional Centers are available on each Center's website 
which can be accessed through the National Center 
website located at: vyww.h^sa.gov^hpr/healthworkfo^ce• 

• State Health fVor/iforce Profiles includes a separate 
report for each of the 50 states and for Puerto Rico and 
the District of Columbia. Each report contains tables. 



• 

charts, and maps displaying key information on the 
cun-ent status and trends of 50 health professions 
occupations, including over 20 public health workforce 
occupations, and data on employment levels and trends 
in major practice settings. Each report includes compari­
sons of the state health workforce with the national 
health workforce. These reports will be available in 
December 2000. 

Health Workforce Partnership Grant Program awards 
small grants to Primary Care Organizations and Associa­
tions to partner with Regional Centers for Health 
Workforce Studies to assess the most pressing 
workforce issues in their resnective states. Co-funded 
with HRSA's Bureau of Primary Health Care, this program 
will have finished researching 16 state issues by 2001, 
including oral health, recruitment strategies for nurse 
practitioners and physician assistants, and integration of 
mental health services at community-based primary care 
delivery sites. 

The National Health Care Worliforce is tracked in the 
United States Health Workforce Personnel Factboo/i, 
which contains data on physicians, dentists, nurses, 
pharmacists, optometrists, podiatrists and allied heallh 
professionals. The National Center also publishes 
Health Workforce NEWSLINK, a quarterly newsletter 
devoted to health workforce issues, [wvw.hrsa.gov/ 
bhpr/healthworkforce/newsliiik] 

• Area Resource File (ARE) contains recent county-level 
data on physicians, dentists and physician assistants. 
One of the National Center's most wide reaching data 
bases, the ARF will eventually contain county-level data 
for some 50 professions. It also includes data on U.S. 
health status indicators, and enrollments in and gradua­
tion from U.S. health professions training programs. 

Quality Assurance Monitoring 

The Bureau's Division of Quality Assurance protects 
the public by assuring the quality of health care providers 
through its National Practitioner Data Bank, Healthcare 
Integrity and Protection Data Bank, and Federal Credentialing 
Program. 

The National Practitioner Data Bank (NPDB) protects 
the public by providing a repository of malpractice payments, 
as well as adverse licensure and privileging actions, taken 
against licensed health care practitioners. Hospitals are 
required to query the data bank on practitioners applying for 
privileges or medical staff membership, and to check every 

two years on practitioners holding privileges or medical staff 
membership. State licensing boards and entities providing 
health care services can also request information for use in 
licensing and credentialing decisions. At the end of 1999 the 
NPDB contained 227,541 reports. More than 3.2 million 
queries were made that year, about two-thirds of them 
voluntary. 

The newly established Healthcare Integrity and 
Protection Data Bank (HIPDB) is a National health care 
fraud and abuse data collection program for the reporting and 
disclosure of certain final adverse actions, including health 
care-related criminal convictions and civil judgements, taken 
against health care providers, siinnliers. and practitioners. 
Primarily a flagging system, the HIPDB is available fo federal 
and state government agencies and health plans. As with the 
NPDB, the subject of a report may self-query the data bank. 

The federal govemment employs many health care 
practitioners—physicians, nurses, dentists and allied health 
providers; however, if lacks a central system for verifying 
their education and training. Together with the Department 
of Veterans Affairs, the Division is creating the Federal 
Credentialing Program. This Internet-based network of 
credentialing data will allow agencies and departments to 
share credentialing information, streamlining the verification 
process and greatly facilitating the hiring and tracking of 
federal heallh care providers. 

Vaccine Injury Compensation 
The Vaccine Injury Compensation Program (VICP) 

provides no-faulf compensation to individuals thought to 
have vaccine injuries. Over 5,800 claims have been made 
through the program. Awards have ranged from $120.00 to 
$8.4 million. The VICP has promoted research on new and 
safer childhood vaccines and reduced lawsuits against 
vaccine companies, thus protecting the vaccine supply. 

Ricliy Ray IlemophUia Relief Program 
Compassionate payments of $100,000 may be given fo 

individuals with blood clotting disorders, such as hemo­
philia, who contracted HIV during treatment with anti­
hemophilic factor between July 1, 1982, and Dec. 31, 1987. 
Signed info law in November 1999, the Ricky Ray Hemo­
philia Relief Fund, operated by BHPr's Ricky Ray Program 
Office, was appropriated $75 million for payments in FY 
2000. The president's budget for FY 2001 includes $100 
million for the program. 

Bureau Of Health Professions • Office of Research and Piannitig • Communications Staff 

5600 Fishers Lane, Room 8-67, Rockville, IVID 20857 

Telephone: r30r; 445-7590 • Fax:(301)443-7904 • www.hrsa.gov/bhpr 


