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Introduction

This report summarises the conclusions of four Working Groups, under the guidance of a Steering
Committee, set up at the suggestion of the Prince of Wales to consider the current positions of
orthodox, complementary and alternative medicine in the United Kingdom (UK) and how far it would
be appropriate and possible for them to work more closely together.

Complementary and Alternative Medicine (abbreviated in the rest of this report to CAM) covers a
very broad spectrum of non-conventional therapies, ranging from the manipulative skills of osteopa-
thy and chiropractic to various forms of self-care and, as the recent Scottish Office report
"Complementary Medicine and the National Health Service" suggests, may be loosely defined as
referring to treatment systems other than those employed in conventional ("allopathic") medicine.*
The CAM therapies most widely used in the UK are listed at Annex C. A wider discussion of what
the term covers can be found in the British Medical Association's report "Complementary Medicine:
New Approaches to Good Practice". The BMA report draws attention to the fact that there is no
common principle linking the different non-conventional therapies and to the great diversity of philos-
ophy and practice they embody.

This diversity needs to be borne in mind in reading the rest of this report, which makes proposals for
further action in the fields of:

.   research

.   regulation

.   education and training

.   the delivery of integrated care.

Some of the proposals will be more relevant to particular therapies than to others and their differing
nature will need to be reflected in the way the proposals are applied.

The Working Groups purposely involved many people drawn from different healthcare backgrounds
and representing a wide variety of views (see Annex A). The proposals reflect a general consensus
emerging from the workshops and discussions, but it should not be assumed that all the participants
agree with everything in the report; some of the views expressed are provisional.
This document was also circulated to a wider group of some 125 individuals and organisations
involved in the provision of healthcare, to invite comments. Some 85% replied. The objectives
received widespread support, from both orthodox and CAM organisations. The comments made on
the proposals made by the Working Groups have been carefully considered in revising the docu-
ment for publication.

The title of the report is "Integrated Healthcare". This does not mean, however, that it is proposing
the integration or merging of the various healthcare professions: that could risk losing the advan-
tages of the diversity and choice that now exist. The needs and safety of patients must come first.
The aim was to explore how the public could have access to a wider range of effective and safe
forms of treatment; the contributions that research, education, training and regulation could make;
and how the different healthcare professions could work more effectively together towards this end.

Integrated Healthcare: a way forward for the next five years?



The growth in use of CAM...

In recent years there has been rapid growth in the provision of CAM in the UK and elsewhere. The
levels of expenditure by private individuals are considerable. Figures from both the United States of
America (U.S.A.) and Australia suggest that expenditure in the US is $15 billion per annum and over
Aus$1 billion per annum in Australia, where it is estimated that people spend twice as much on
alternative medicine as they do on orthodox pharmaceuticals. Information about public use within
the UK is limited. Nevertheless, complementary medicine is increasingly being provided from within
the NHS; it is estimated that three quarters of a million consultations per annum occur in the NHS
primary care environment and that nearly 40% of GP partnerships in England provide access to
CAM for NHS patients. The Office of Health Economics in 1991 recorded an NHS expenditure of £1
billion per annum with respect to the treatment of chronic and undifferentiated disease - conditions
for which patients often seek help from CAM. This figure will almost certainly be exceeded in 1997.

....and possible reasons for it.

This rapid growth in CAM in many Western countries suggests a degree of public dissatisfaction
with what people see as the limitations of orthodox medicine and concern over the side effects of
ever more potent drugs. Biotechnical approaches - pharmaceutical and surgery - often have a limit-
ed amount to offer those with chronic, degenerative or stress-related diseases, mental disorders or
addiction. In all developed countries there is a widespread recognition of the growing financial,
social and personal cost involved, and of the need for a less fragmented, and more participative and
humane, approach. This view is reflected in both the Report "Tomorrow's Doctors" by the General
Medical Council (GMC)and the BMA's Report: "Complementary Medicine: New Approaches to Good
Practice". It is consistent with the current emphasis in the NHS on basing treatment on proven effec-
tiveness and value for money.

The potential benefits

If healthcare in the UK is to be comprehensive and effective, assumptions about patient needs and
the priorities for service delivery have to be re-examined. Although resources of all kinds are limited,
and likely to remain so for the foreseeable future, provision needs to evolve to reflect changing
needs so that a wider range of effective forms of treatment are made available to doctors and
patients. CAM may have the potential to play a significant role in improving clinical outcomes and
cost-effectiveness in the NHS alongside conventional therapies.

What is wrong with the present situation?

The present state of affairs is not satisfactory; both patients seeking treatment and doctors wishing
to provide the most appropriate care for their patients face confusing information about CAM. Over
the past few years efforts have been made to introduce some co-ordination to the conduct of
research, to set up bodies representing the CAM therapies and to provide better information, but
overall the position leaves much to be desired:
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* there is, as yet, too little high quality and appropriate research (and research capacity) 
into the safety, efficacy and effectiveness of CAM; a lack of research into underlying 
mechanisms (creating scepticism over biological plausibility); and uncertainty about 
the most effective patterns of provision. The public have no ready way of knowing 
what different therapies can offer, what qualifications and levels of skills individual ther
apists possess and whether the therapies are safe and appropriate in the 
circumstances of their particular condition;

* although many professional bodies are increasingly introducing more thorough sys
tems of regulation, the overall picture is uneven - with a proliferation of different repre
sentative bodies;

* most medical and nursing schools and other healthcare training institutions in the UK 
provide little, if any, familiarisation in CAM; and although there are a small (and grow
ing) number of excellent specialist courses, the overall picture is patchy;

* some colleges providing training in CAM therapies may provide little grounding in the 
basis of orthodox Western medicine or the principles of orthodox clinical diagnosis;

* the introduction of CAM courses and research at university level could lead to a sig
nificant improvement, but it is of concern that some courses are not properly accredit
ed by the relevant professional body;

* there are few instances where CAM and orthodox medical practice are integrated at 
the levels of either primary or secondary health care.

How matters might be improved

The rest of this document sets out the Working Groups' proposals on how these deficiencies might
be remedied. A full list of proposals is on pages [46 to 50]. They include

* assessing the needs of the public and patients for CAM;
* deciding on the priorities for research and development;

e * establishing research centres with the capacity to conduct high quality research in 
CAM and linked in collaborative networks with individual researchers, CAM hospitals, 
primary care centres and other institutions;

* ensuring that medical and other orthodox healthcare students receive some familiar
sation in CAM and that CAM practitioners receive appropriate education in the princi
ples and practice of Western medicine;

* encouraging the development of common core elements in the curriculum for all forms 
of healthcare training;

* providing better information for patients, healthcare professionals and policy makers;
* encouraging appropriate forms of self-regulation, both voluntary and statutory;
* surveying existing practices in integrated healthcare provision and developing best 

practice guidance.
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The way forward

It is important to emphasise that this is a discussion document, not a blueprint.  It is being published
in order to seek views and to stimulate and inform a wider public debate about:

* the future development of complementary and alternative therapies in the UK;
* their relationship to orthodox healthcare
* how the objectives set out in this report can best be achieved; and, in particular
* what specific, practical steps should now be taken to carry the initiative forward and 

by whom.

In particular, organisations and individuals already active in any aspect of healthcare are invited to
consider what contribution they can make to finding practical ways of taking things forward.

In a number of places the report makes a specific suggestion about objectives or targets.  But the
path towards them and the precise shape of the final outcome will depend on a collaborative effort
between all the interests concerned.  Changes in policy and practice need to be introduced gradual-
ly and only after careful preparation and discussion.  An early task must therefore be to establish
processes by means of which a spirit of collaboration can be fostered.  This is likely to require:

* broad support for the objectives;
* close collaboration, thorough discussion and agreement on the means of achieving 

objectives;
* a step-by-step approach, building on successful joint initiatives in practice, research 

and education.

Progress will be more likely if both CAM and orthodox healthcare practitioners are willing to be more
open to one another's approaches and values and to learn from their respective strengths.  In par-
ticular, CAM practitioners, teachers and researchers need to understand the advantages of more
systematic audit and rigorous research; while orthodox practitioners and researchers need to under-
stand the potential benefits of an approach that places more emphasis on the personal contributions
individuals can make to their own wellbeing, rather than reliance on surgery or drugs.
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Research and Development
Introduction

1. The main questions considered were:

* What are the priorities for research into CAM in order to evaluate, in particular, effica
cy, safety, biological plausibility and any other factors specially relevant to the provision
of CAM treatments?

* What might be the most appropriate methods of accomplishing such research, while 
respecting the individual nature of each therapy?

* How might this be co-ordinated and supported?

2. There was broad agreement on a number of general principles:

* If CAM and conventional medicine are to be more closely integrated, they must both 
be subject to rigorous scrutiny. The methods employed should be appropriate to the 
task and should embrace a wide spectrum, both quantitative and qualitative.

* CAM research will frequently involve expert researchers from outside CAM practice, 
but CAM practitioners should be actively involved or consulted in the design and exe
cution of a study.

* Collaboration between patients, practitioners and researchers is required.
* Priorities need to be set. They should include, for example, systematic literature 

reviews of published studies, further investigation where there is some evidence of 
effectiveness, where the wide use of a therapy indicates that further investigation is 
warranted, where the nature of the health problem is of importance, and where there 
are major potential benefits (either health and/or economic).

* The perspectives of different groups will need to be taken into account. In particular, 
while a substantial amount of research will necessarily follow tried and tested meth
ods, there is a need to develop innovative approaches appropriate to CAM. This might
lead to new methods of value also to orthodox medical research.

Priorities

3. Over the last two decades the process of defining research priorities within CAM has been pro-
gressing in a haphazard manner and has been conducted by many disparate groups in isolation
from both other CAM researchers and the research of more orthodox therapies.

4. The Working Group did not propose to establish a set of priorities itself: rather it seemed more
important to set up a process to establish priorities that will command the support of all those
involved. Since 1991 the aim of the NHS R & D strategy has been to create a research and evi-
dence-based health service in which reliable and relevant information is used to make decisions on
health policy, clinical practice and the management of services. There needs to be a similar process
of collaboration and discussion to develop research priorities within the CAM field. This might
involve the following:

(a) GATHERING MORE INFORMATION in the UK, through surveys, expert papers, calls for written evi-
dence, informal workshops etc., in order to define:

.
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* The perceived public need, current use, and availability of CAM
* The perceived need among practitioners, purchasers and providers
* The capacity for CAM (and orthodox) practitioners to participate in research studies

(B)  DISCUSSING AND FILTERING THE RESULTS, through a series of specialist working groups, covering
aspects collectively agreed to be appropriate to CAM practice and perhaps including the six overlap-
ping perspectives used in the NHS review.* This would involve consumers, doctors, nurses and
other CAM professions, so as to establish priorities in the light of evidence. The consultation
process should help create the perspectives required to evaluate CAM therapies and facilitate
change towards good practice. The resulting criteria should define the therapies most fruitful to
investigate further, include a range of CAM therapies (given the lack of research in most of them)
and should consider the circumstances in which these therapies can be most effectively applied.

Methodology

5. Whether assessing efficacy, effectiveness, safety or mechanisms of action, research into CAM
has tended to be carried out as a collection of isolated studies, partly due to lack of adequate infra-
structures and funding for research, but also because of a paucity of research methods and a lack
of input from 'professional researchers', who have hitherto mainly operated in more conventional
therapeutic areas. As interest grows and funding sources are identified, it is important to encourage
the development of research within a strategic framework. For example randomised controlled trials
(RCTs) are mainly appropriate if well designed observational studies have been completed to identi-
fy the most appropriate and relevant outcome measures.**

6. There has been considerable debate about the need for RCTs, their design in relation to CAM
therapies and the appropriateness of other research methods. In fact there is no shortage of appro-
priate and rigorous research methods by which to evaluate CAM, including RCTs. Annex B
describes in more detail some of the issues arising in applying RCTs and other methods of evalua-
tion to CAM research.

7. It is by no means the case that RCT will always be the appropriate choice. This will depend on:
* the kind of question being asked;
* who wants to know the answer and why;
* and, in some cases, the nature of the therapy.

Table 1 lists some examples of different types of research question and the appropriate methods to
apply. Each CAM profession needs to be involved in decisions on the choice of methods appropriate
to its field.

8. Although various reports(7) have set out guidelines for CAM research methodology in some
detail, there is still widespread ignorance on the subject, among both practitioners and researchers.
There are also some clear indications that the 'gatekeepers' to funding for research are not fully
aware of the current debate on research methods.*** Background information and agreed guidelines
on current issues in research into CAM therefore need to be prepared, and communicated to all
'gatekeeper' organisations and to researchers. When funding organisations consult with referees
they should ensure that they are appropriately experienced and informed.

9. There is a need for further work in the development of suitable outcome measures by which to
evaluate the full benefit experienced by users of complementary therapies. These should include
outcome measures reflecting symptomatic as well as curative treatments and their development
should involve close consultation with practitioners, researchers and users.
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Table 1:
Some examples of research questions Some appropriate methods/designs

Proving (controlled Studies)
‘Is there a specific beneficial effect?’ (efficacy) * Explanatory RCT
‘How well does it work in practice?’ (effective-
ness)

* Pragmatic RCT
* Outcome Studies

‘Is it safe, do benefits outweigh risks?’ (safety) * Pragmatic RCT
* Outcome studies
* Epidemiological studies

‘Is it value for money?’ (cost effectiveness) * Pragmatic RCT
* Cohort studies (prospective and retrospec

tive
* Case-control studies

Improving (developmental studies)
‘Can I improve my results by changing the treat-
ment?’ (treatment variation and clinical out-
comes)

* Clinical case studies
* Audit
* Reflective practice

‘Is this a useful diagnostic test?’ (diagnostic accu-
racy)

* Comparative studies

‘How can we improve the organisation of our
CAM service? (organisational effectiveness)

* Quasi-experimental designs
* Multi-factorial studies
* Action research
* Audit

‘How can we make the referral system between
GPs and CAM more effective?’ (delivery service
models.)

* Organisational case studies
e.g. co-operative inquiry

‘How can I better understand and develop the
relationship with the patient and faciltiate their
motivation and committment to change?’(person-
al and inter-personal effects.

* Qualitative case studies
* Focus groups and interviews
* Audit

Picturing (snapshots)
‘Who uses which therapies and why?’
(attitudes/current use/provision/consumer
demand/purchaser demand)

* Population surveys
* Purchaser and provider surveys
* Focus grioups and interviews

Understanding (basic clinincal research)
‘How does the therapy work?’ (underlying
processes and mechanisms of action)

* Laboratory research
* Explanatory RCT

‘Can different ‘systems of medicine’ be under-
stood within a common framework? (relationships
between theory and practice.)

* Transcultural research
* Discourse analysis

Developing research tools
‘How do we assess the full consequence of
processes activated as a result of a therapeutic
intervention? (outcome measures, instrumenta-
tion.)

* Development and validation of measures 
and instruments

* Cohort studies
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Capacity and support

10. In order to move the CAM research agenda forward in the UK, it is essential to identify both the
priority areas for research and the human capacity to conduct it. This means both identifying exist-
ing centres which have the necessary facilities and capabilities, and either establishing schemes to
attract well qualified individuals into the field or developing schemes to train and provide such
researchers. As with the NHS R&D programme, every effort should be made to promote an appro-
priate 'evaluative culture' in those practising CAM.

11. CAM Research requires an understanding of research methodology including clinical trial
methodology and the difficulties unique to a particular therapy. Generally very few individuals with
clinical research experience have any knowledge or experience of CAM; and most CAM therapists
lack a background in research. Some CAM organisations have been addressing this by developing
their own research agendas though lack of funding for dedicated research units outside higher edu-
cation institutions has constrained development. Education in research issues is now being included
in some training courses.

12. There are a number of different settings in the UK in which CAM research is conducted. They
vary widely in structure, and in the personnel involved, from university-based institutions to centres
within departments of medicine, dedicated hospital sites to centres within primary care, and from
centres which sit between the NHS and the universities to totally private institutions funded by
research charity money.

13. Excellent work has been done in a small number of centres, but this needs to be further devel-
oped and supported if it is to have any chance of meeting current needs. CAM practitioners working
in research need an adequate training in literature review, methodology, statistical analysis, and
other disciplines required to construct high quality proposals if there is to be a major increase in the
amount of robust, high quality work within the CAM field. Moreover, much of the research carried
out in CAM is published only in journals with a limited or specialist circulation and therefore has not
impinged significantly on mainstream healthcare practice.

14. At present there is an extensive network of CAM practitioners in the UK ranging from the non-
medically qualified, single-handed, private practitioners utilising a single form of therapy to groups of
practitioners offering a wide range of different therapies. Generally speaking, such centres are doing
relatively little teaching and research. As a result, there is a large untapped resource of therapies,
therapists and clinical material not being used for clinical and scientific evaluation or teaching pur-
poses.

15. The recent trend towards CAM therapies being taught at universities is welcome, as university
environments are well placed to provide a culture of enquiry and adequate research tools such as
library facilities, well-equipped laboratories, statistical capacity, computation facilities and an inter-
face with other research environments. There is an urgent need to expand intellectual capacity in
order to build up such groups. Many of the existing centres run on very limited resources and infra-
structure support. A lack of funding to aid the development of research capacity has been one of the
key factors inhibiting the generation of quality research proposals from such centres.

16. The potential advantages and disadvantages of different organisational approaches to support-
ing CAM research are summarised in Table 2. A constructive way forward would be through the
development of multi-disciplinary teams to encourage collaboration between experienced
researchers and CAM practitioners. There is a need to build up a critical mass of CAM research in a
number of institutions and/or practices, which can also provide support for individual research talent.
Without this, CAM will continue to fare badly in competition for funds and potential researchers will
become discouraged.



Table 2: Potential advantages and Disadvantages of Different Approaches to Supporting
Research in CAM

Approach Advantages Disadvantages

1. Development of Self-con-
tained units dedicated to CAM
research

Promote and foster:
i. independence and autonomy
ii. stimulating environment for
deucation and training.

Potential for:
a) low research capacity
b) isolation
c) insufficant critical mass

2. Collaborations within estab-
lished research units, e.g.:

*   collaborations with exist
ing units;                           

*  project staff within an 
existing unit;

*  independent group/unit 
within exisitng structures.

Promote and facilitate:
i.. access to varied skills 

and experience;
ii. access to resources and 

information
iii. access to project and 

educationally based 
funds/grants;

iv. enhanced NHS credabili-

Potential for:
a) erosion of intellectual and
functional autonomy
b) loss if inherent CAM princi-
ples by comforming to orthodox
paradigms.

3. Researcher- led applica-
tions to existing, dedicated
funding bodies.

Enhanced kudos and credibility:
i) within orthodox science circles
ii) within the NHS

Extreme competition for limited
funds/grants; so success rates
will be low

4. Targeted research projects,
e.g.:
a) within the NHS health tech-
nology assesment programme
b) commissioned by, or inde-
pendent of, standard funding
agencies
c) dedicated CAM programmes

Enhanced kudos and credibility:
i) within orthodox science circles
ii) within the NHS

Potential for: 
iii) higher application success
rate
iv) improved CAM research
morale
v) attracting new researchers,
both established and new, to
field.

In the case of (a0 and (b), large
number of competing priorities
may compromise success rates
from standard funding agencies.

5.  Specified CAM training stu-
dentships and fellowships

Potential to increase:
a) the pool of future researchers
b) the prestige and credibility of
the subject

Possible shortage of appropriate
and suitable training environ-
ments

17. It would seem appropriate to concentrate resources on establishing a number of research cen-
tres linked with higher education institutes with the capacity to conduct high quality research into
CAM. Such a centre may take one of several forms; it could be self-contained, in the sense that the
institution concerned would itself include individuals with all the skills and experience required, even
though they currently work in different fields; or it could act as a focal point to co-ordinate a collabo-
rative network of researchers drawn from several institutions within a region. A third, more expan-
sive, model would be a large network of clinical practices with research and training co-ordinated by
a director and staff operating from a single site-not dissimilar to the MRC's General Practitioner
Network.

18. In addition to having critical mass, research centres would benefit from having close links with:
·undergraduate and post-graduate education and training institutions, which should offer a range of
training and research courses and degrees for physicians, scientists and healthcare professionals
·clinical practice in the CAM therapies covered by the research, at either primary or secondary care
centres, including individual practitioners who wish to gain research experience
·professional CAM bodies.
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19. The choice of centres should be decided in open competition, based on: the range of existing
research capacity for the evaluation of CAM; the available personnel; and the potential for academic
development and collaboration and existing or potential links with clinical practice. Table 3 sum-
marises the facilities required. The process should be sufficiently flexible to accommodate a 'bottom
up' approach to create proposals for research originating from CAM practitioners and their interac-
tion with patients, which can be developed and refined into proposals, which are capable of being
researched and generally applied, by involving input from research institutions.

Table 3:
Guidelines for the types of facility to be provided by a research centre

1.  Adequate library facilities and access to a variety of databases in CAM

2.  Individuals with an active research interest in CAM able and willing to provide a support 
network

3.  Individulas capable of supervising student and research projects and who can advise local 
ethics committees on the specific problems in CAM research

4.  Facilities to audit the various schemes and training programmes

5.  An obligation to make use of local ethical committees

6.  Ability to address issues of safety in addition to efficacy.

7. A track record of developing high quality research protocols and attracting fuinding from charita-
ble trusts.

8.  A track record of (or potential for) publication of CAM research in high quality, peer-reviewed 
journals.
9.  Access to patient populations and networks of therapists

10.  Ability to give CAM practitioners academic training in research methods.

Funding

20. Funding for medical research, including CAM, is available from a variety of sources:
* the NHS R&D Programme (within both the Health Technology Assessment 

Programme and Regional Programmes);
* the Research Councils;
* medical Research Charities, some with a specific interest in CAM;
* commercial and industrial sources.

21. At present CAM research is probably at a disadvantage in competing successfully for general
research funds, largely due to insufficient interest and inadequate infrastructure to enable competi-
tive applications to be submitted. Funding is required on several fronts:

* to initiate the research centres proposed in paragraph 17;
* to support the CAM research priorities emerging from the process suggested in para

graph 4;
* for responsive funds for good individual projects.

22. Funding for CAM research must be able to compete on equal terms with other medical research
projects. The prime need is to generate bids of high quality that will enable CAM projects to gain
access to the research agendas of funding bodies and therefore compete on equal terms with other
projects; and, where necessary, to encourage greater willingness among these bodies to be suffi-
ciently broad-minded to examine CAM proposals on their merits.
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Dissemination

25. A certain amount of information already exists on the efficacy, safety and provision of CAM. It
includes material from government supported enquiries, Health Authority enquiries and reports by
the National Association of Health Authorities and Trusts (NAHAT). However, this database is far
from comprehensive and contains material which has not been systematically collected, organised
or disseminated. A major part of the effort must therefore be to co-ordinate and standardise.
Dissemination will need to use many avenues to reach the necessary audiences. These include
patients, their families; orthodox and complementary practitioners; researchers; purchasers of
healthcare; funding bodies, peer reviewers; politicians and the public generally. It must cover not
only the results of clinical trials but also the full range of 'research', including audit of primary care
results and sociological and conceptual analyses.

26. Dissemination could be improved by:
developing existing resources in CAM

* a major initiative to network CAM databases nationally and internationally;
* peer-reviewed international journals in the CAM field;
* national enquiry centres developing at institutions with an established track record in 

research, teaching and practice;
* audit at all levels from care provision to policy development and planning through CAM

training centres 

using existing orthodox models and resources 

* e.g.: the NHS Centre For Reviews and Dissemination (CRD) in York;
* the UK Cochrane Centre (part of the international Cochrane Collaboration), the Natinal

centre for clinical Audit; and other centres;
* reporting in established peer-reviewed medical health-related journals;
* the media;
* undergraduate and postgraduate medical schools;
* issuing guidelines for healthcare practitioners to help encourage and direct evidence-

based and good clinical practice. Such guidelines need to be developed by careful 
evaluation of available evidence with input from practitioners. Outcome measures 
should be identified to enable their effectiveness to be audited.

developing new methods

* through experimental clinics, bringing different disciplines into contact with each other;
* establishing a mechanism in the UK, and more broadly in Europe, similar to the Office 

of Complementary and Alternative Medicine (OCAM) in the U.S.A.. Its brief would need
to be carefully established by conventional and CAM collaboration;

* through courses for undergraduates and post-graduates;
* through the Internet;
* through a devolved research process, involving practitioners in the conduct of 

research, which will itself help to spread information and research skills.
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Education and Training
Introduction

27.  This chapter summarises the outcome of three workshops devoted to education and training in
CAM. The questions considered were how best to encourage and support:

* the development of a core curriculum providing a common foundation for all healthcare
training, both orthodox and complementary;

* specialist CAM training;
* continuing professional training for all healthcare practitioners;
* better information on CAM for both patients and healthcare practitioners.

The Current Situation

28. In response to the growing demand for complementary and alternative therapies, there has
been a rapid growth in the number of courses provided by universities. In the U.S.A. one third of
medical schools now offer some education in the holistic approach and a general familiarisation with
CAM. A recent survey in the UK showed that more than 60% of medical students surveyed in one
UK medical school think that this would be helpful here. The survey found that only three medical
schools were providing such education in 1995. A recent (as yet unpublished) BMA survey carried
out in the Summer of 1996 indicated that six medical schools were then providing some education
in CAM and three more were planning to introduce it; the remaining 17 schools were not planning to
do so.

29. The BMA also surveyed all university science and healthcare departments and faculties of nurs-
ing, and other organisations approved for nurse education in the UK (see Annex F). These unpub-
lished data indicate that over 100 courses in CAM are currently available, ranging from university
access courses to higher research degrees. Most course providers are new to this field. CAM con-
tent ranges from a few hours to a full module forming part of a BSc/Dip HE, or may be the specialist
subject for a diploma or degree course. In addition to these courses at mainstream healthcare
Higher Education Institutes, there are, of course, also specialist courses in particular CAM therapies
provided by CAM colleges.

30. The present, rapidly changing, situation gives rise to several grounds for concern:

(a) doctors trained in mainstream medicine are generally unfamiliar with what CAM can and cannot
provide. Even where they have received some familiarisation as part of their undergraduate or con-
tinuing education, they have no ready means of knowing what qualifications, training or experience
CAM practitioners have. There is also inadequate information on the effectiveness, safety and value
for money of CAM treatments, for many of which there is at best inadequate research;

(b) nurses are increasingly aware of CAM and may have experience and training in particular CAM
therapies, which they use alongside their mainstream nursing qualifications. But there appears to be
insufficient information on the level of training received, the competence achieved and the circum-
stances in which it is appropriate for nurses to apply it;
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(c) some doctors have attended specialist courses in particular CAM therapies, but the length and
thoroughness of these courses varies widely, as do the levels of competence to practice acquired by
those who attend them;

(d) for their part, some of those specialising in CAM therapies may have received little formal
instruction in the basis of orthodox medicine, the principles of clinical diagnosis and when they
should refer a patient to his or her GP or to another practitioner;

(e) a high proportion of university courses leading to the practice of CAM therapies are not properly
accredited by an independent regulatory body for the profession concerned;

(f) healthcare practitioners from different backgrounds find difficulty in communicating with one
another in a common language;

(g) patients can neither rely on being able to obtain guidance from their GP about CAM, nor obtain
clear and reliable information elsewhere on either the CAM disciplines or their practitioners.

What needs to be done?
31. The measures taken to overcome these deficiencies need to be set in the context of the
changes already taking place in orthodox healthcare. (See the reports by the GMC6 and the BMA
referred to in the Introduction) There is some evidence of a growing willingness among both ortho-
dox physicians and CAM practitioners to examine critically the received wisdom within their own
fields and to consider multiple potential explanations for ill-health, although these hypotheses need
to be tested by carefully designed research and outcome studies.

32. All healthcare professions, orthodox and CAM, are in their various ways and to different
degrees, seeking to put more emphasis on human, social and spiritual factors. The educational
challenge is to build and strengthen the bridges between the seemingly 'reductionist' approach of
scientific, high technology healthcare (which focuses on the disease per se) and the inclusive
approach favoured by many CAM disciplines (which focus on the individual patient and the personal
and social situation in which his or her illness develops rather than the disease process alone). The
Group therefore identified a need to introduce a holistic approach into the basic professional educa-
tion of all healthcare practitioners.

33. There is also a common body of knowledge and skills which all healthcare practitioners need.
There appears to be no reason why these could not also be incorporated into a common component
in the undergraduate curriculum of all healthcare education and training institutions.

34. This is not to suggest that all healthcare professionals should be trained to be competent in a
range of CAM and orthodox treatments and so become 'jacks of all trades'. The suggestion is rather
that common elements in the curriculum should provide a basic grounding in the general principles,
values and skills that are common to all healthcare. Individuals would, as now, train for a particular
healthcare profession, for example nursing, medicine, physiotherapy, osteopathy, herbal medicine or
some other discipline.

Undergraduate education for orthodox and CAM practitioners
35. The common elements in the curriculum would thus cover:

* Basic anatomy physiology and pathology
* Fundamentals of orthodox medical diagnosis and guidelines for patient referral
* CAM therapies and their potential uses, including the principles of diagnosis and prac

tice
* Holistic models of healthcare
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* Professional ethics
* The therapeutic relationship
* Impact of social, cultural, economic, employment and environmental factors on health
* Counselling skills
* Principles of quality management and audit
* Organisational skills, including record keeping
* Technical skills: ranging from prevention of cross-infection to information management 

(including data security to protect the privacy of medical records, use of IT to access 
information, research and current best practice).

36. CAM teaching at undergraduate level for orthodox practitioners would most appropriately be
undertaken by those with relevant clinical experience in CAM so as to ensure a sufficiently deep
understanding of the concepts and systems being described and their application to practice.
Practical familiarisation experiences could include optional modules in one or more of all five major
discrete CAM disciplines (acupuncture, homoeopathy, herbal medicine, chiropractic and osteopathy)
and if possible a range of other therapies. Wherever possible, students need to have 'hands on'
experience under accredited supervision.

37. Similarly, all CAM students should receive instruction on the non-CAM parts of the curriculum
from those with clinical experience in the relevant field.

38. Some of these core courses might be attended jointly by people studying for different healthcare
professions. This would have the advantage of 'rubbing shoulders' and breaking down interdiscipli-
nary barriers. It is not suggested, however, that joint courses should be the norm. CAM and ortho-
dox students often begin their studies with very different backgrounds and experience; CAM stu-
dents are often more mature, but may not have the A-level qualifications in science that make it eas-
ier to understand the scientific content of Western medicine; orthodox medical students are normally
younger and thus may have less experience of life and of social and emotional problems. Although
the ground to be covered in the common core would therefore be the same for all, the time spent on
particular aspects and the amount of detail covered, would be likely to vary from group to group.

39. Work should be commissioned to develop more detailed proposals; to identify the common ele-
ments to be covered in the curriculum and the particular additions that need to be made to the cur-
rent education and training curriculum for each profession. As a first step, a review of current prac-
tice, style and content of undergraduate teaching would help to map this area and identify best prac-
tice and those educational establishments (there are several) where the knowledge, skills and
enthusiasm are already in place. What is required is not a rigid or detailed blueprint which rules out
diversity of approach, but rather a common understanding of the core principles to be covered; the
differences in values between different traditions and how these should be taught; and the level of
skills and competence to be obtained (which may vary according to the main qualification being
sought).

40. Meanwhile the relevant bodies including the GMC, the Council of Deans of the UK medical
schools, the UK Central Council for Nursing, Midwifery and Health Visiting, the Council for the
Professions Allied to Medicine and the relevant CAM professional bodies, might consider making the
inclusion of such a core curriculum a requirement for the recognition and accreditation of courses.
The opportunity could be taken of the GMC's current visits to medical schools to try to identify mod-
ules which could be commended to other schools.
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Specialist training in CAM
41. As already noted above, CAM courses are proliferating in response to a genuine demand that is
not met by mainstream courses. They are not always well designed and in some cases appear to
be 'cash cows' for educational institutions competing for students and funds. This problem needs to
be addressed. It is vital that for each CAM discipline a professional regulatory body should accredit
courses that lead to a licence to practise. It is extremely disturbing that the BMA survey quoted in
para 29 shows that university courses designed to train CAM therapists for practice are often vali-
dated only by the university and not accredited by a professional body. Where there is a diversity of
approach within a discipline, agreement must be reached on a common set of principles which
those running CAM courses can apply. The courses followed at these institutes of higher education
should also be validated by the educational institution. Accreditation and validation, though separate
processes, need to be closely co-ordinated.

42. In some cases it will be appropriate to license practitioners at different levels of competence,
corresponding to the scope of their therapy, the degree of supervision under which they work and
whether the therapy is supportive or offered as an alternative to medical treatment. The level of
training should be geared to the level of practice to be licensed and the limits of competence of suc-
cessful candidates made clear. A consensus needs to be reached on the principles that should
apply; each profession should then be asked to develop more detailed arrangements for its own
members. Several CAM professions (e.g.: osteopathy, acupuncture, homoeopathy) have already
made considerable progress towards this.

43. Care must be taken not to be too prescriptive about what can or cannot be practised after differ-
ent levels of training. In the case of both doctors and nurses, the current regulations leave to the
judgement of the individual practitioner what can safely be applied in the best interests of the
patient. Some statutory control may be needed for all healthcare practitioners using CAM tech-
niques, including doctors and nurses. From the point of view of education and training, the important
issue is to ensure that all practitioners are not only well trained but also have regular up-dating of
their skills and knowledge.

Continuing professional training
44. Whatever the level of initial education and training, all practitioners should be required to follow
a programme of continuing professional development (CPD) validated by an appropriate profession-
al or statutory body. Courses should be offered to all existing healthcare practitioners to develop
their awareness of holistic approaches and the potential contribution of CAM treatments to patient
care. A wider appreciation of the different types and scope of CAM training and qualifications would
help practitioners to assess the relevance of CAM treatments for individual patients and to decide
whether to refer or delegate care to competent practitioners. Some accredited postgraduate courses
for GP's do include a session on CAM, but it is not systematically taught. It would be helpful to give
guidance to postgraduate tutors on what to include and to make similar courses available to other
doctors and healthcare practitioners. Funds also need to be provided to enable existing CAM practi-
tioners to be released to attend conferences and courses in self-directed learning, audit and out-
comes research and the promotion of evidence-based practice.

45. In both primary and secondary care, forums could be established between conventional and
complementary practitioners to develop collaboration and a multi-disciplinary approach to profes-
sional education and the management of healthcare problems. This already happens in some
places on an informal basis and thought should be given to how these arrangements could be for-
malised. As a first step a symposium could be funded to bring people together to exchange experi-
ence and to explore the factors that constrain or support such arrangements.
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Better information

46. There is an urgent need for patients and orthodox healthcare professionals (particularly GPs) to
have access to better information on the therapeutic scope of each CAM discipline, the qualifica-
tions of practitioners and the levels of skill to which they are trained for practice. Some reviews
have already been carried out (e.g. by the West Yorkshire Health Authority and the National Back
Pain Association).9 But the current plethora of organisations and initials following certification is
confusing and difficult not only for the general public but also for healthcare professionals to under-
stand. The Department of Health or the NHS Confederation might commission the preparation of a
more easily accessible reference work for GPs, other healthcare professionals and patients. This
may be difficult in those areas where there is resistance to self-regulation or different qualifications
are awarded by several bodies, but large numbers of people are voting with their feet and making
use of CAM therapies without much guidance on effectiveness, safety or qualifications apart from
what they obtain by way of personal recommendations. Although preparing guidance will not be
straightforward, a start must be made. The survey described in the next Chapter should provide
much helpful material.

47. There is also a need to educate the public more generally by providing material on the holistic
approach to health and illness. This might form part of a wider consultation with the public on what
they expect from CAM and medical care generally. Most of the information available at present to
the general public comes to them through the media. Although some newspaper and magazine arti-
cles are well informed, others present CAM as offering a 'magical cure'. A balanced message needs
to be put across, based increasingly on an evidence-based consensus of best clinical practice and
guidance on healthier lifestyles. The Department of Health might commission the Health Education
Authority to develop and distribute such material.
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Background

48. This chapter summarises the outcome of four meetings of the Group, discussions with the
Department of Health and numerous discussions with CAM organisations. It also sets out the gener-
al conclusions of a survey of registering bodies within the field of complementary and alternative
medicine.

49. In the UK, non-medically qualified practitioners of CAM are free to practise under common law,
irrespective of their levels of training or clinical competence. Such practitioners are subject only to
the relevant provisions of such statutes as the Medical, Dental, Professions Supplementary to
Medicine, and Medicines Acts. Under other legislation practitioners must not make claims or adver-
tise the treatment of certain diseases such as cancer, tuberculosis, glaucoma, diabetes, venereal
disease and epilepsy.

50. Since 1985 politicians of both major parties have opposed the imposition of restrictions on CAM
practitioners or measures to curtail the freedom of individuals to seek and receive the treatment of
their choice; but they have supported more effective self-regulation to protect the public 
(see Annex D).

The survey

51. Given the lack of substantive information about the majority of regulatory and professional regis-
tering bodies operating in the CAM area, it was decided to conduct a national survey of all such
bodies in this field. Recognising the potential importance of such a survey to future policy making in
this area, the Department of Health commissioned the Centre of Complementary Health Studies at
the University of Exeter to undertake the project, which was carried out between May and August
1997.

52. The study sought to identify the status, activities, responsibilities and aspirations of the various
and diverse groups within CAM. The report of the survey provides a snapshot of the current situa-
tion and highlights main areas of development and structure within the CAM field.

53. The data obtained provide an invaluable resource not only for policy makers but also for the
individual CAM organisations who responded. Future developments in the field of CAM can now be
monitored from an established baseline.

Survey outcomes

54. In total 322 organisations were identified and contacted. Of these 166 returned completed ques-
tionnaires. The vast majority of the different CAM professions and therapies were represented by
these organisations. Some organisations believed that they should not be included as they did not
represent a therapy or organisation. Complete non-response from an organisation, despite up to
four reminders, was assumed to be because: the organisation was no longer active; the organisa-
tion chose not to co-operate; or the organisation's administration could not deal with the survey.

Regulation



55. The survey elicited the following information from organisations:
* name and contact address
* year of establishment
* corporate/charitable status
* affiliations to other professional groups and training establishments
* cxtent of professional codes of practice, disciplinary and appeals procedures, com

plaints mechanisms and professional indemnity insurance cover
* categories of membership, members in each group, rate of growth in membership and 

degree of joint membership with other organisations
* registration and educational requirements
* subscription rates
* services to members/registrants (e.g. publications, continuing professional develop

ment programmes, representation, etc.)
* policy on statutory regulation and working practices in relation to orthodox medical 

healthcare professions.

56. Given the fragmentation and diversity within the CAM field, a major objective of the survey was
to engage the relevant organisations in a process, which has now begun, to chart the whole CAM
territory. The list of registering bodies contained in an annex to the report represents the most com-
prehensive resource of active organisations within CAM in the UK.

57. The survey highlighted a number of impressive developments in the CAM field, most notably
within the osteopathic and chiropractic professions, which have now attained statutory self-regula-
tion enshrined within two separate Acts of Parliament. A number of other bodies, particularly within
the field of acupuncture, demonstrated significant progress towards professional self-regulation.

58. The survey revealed a wide spectrum of organisational and administrative development. The
variation in responses showed that in terms of development, educational provision, administration,
aspiration and clinical practice, the various professions and therapies within CAM are too disparate
to be considered as a single group. Indeed, to do so would be misleading and could hinder future
development.

59. However, despite this diversity, within many of the organisations the replies revealed consider-
able enthusiasm and willingness to pursue high standards of training, regulation and clinical prac-
tice. A number of organisations expressed a degree of frustration that there was no single body or
central resource which could offer emerging, registering or regulatory bodies support and assistance
to develop appropriate structures and procedures. Some groups also expressed dissatisfaction with
their affiliation to one or other of the 'umbrella' organisations operating in the CAM area and felt that
such bodies had not matched up to original expectations.

60. A clear pattern emerged. Where professional organisations within an individual therapy or pro-
fession had joined forces or worked closely together, impressive developments in terms of self-regu-
latory structures, improved standards of training and greater public recognition had ensued.
Examples of high levels of intra-professional co-operation were demonstrated in the fields of
acupuncture, aromatherapy, chiropractic, healing, herbal medicine, homoeopathy and osteopathy.

61. On the other hand, groups representing therapies such as reflexology, hypnotherapy and mas-
sage therapy appeared to be more fragmented. This in part may reflect the fact that within many
therapies individual training schools tend to have their own professional organisation to represent
and register graduates.

Integrated Healthcare: A Way forward for the Next Five years?
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62. Most of the responding organisations, however, had in place at least the basic characteristics
normally associated with a self-regulatory body. An elected governing council featured in the great
majority and almost all organisations had a register of members funded by registration fees. Sectors
where the administrative and regulatory infrastructure appeared generally less well developed
included organisations involved with hypnotherapy, massage therapy, nutritional therapy, reflexology,
colour therapy, crystal healing, iridology, radionics and a number of the 'bodywork' therapies.

63. The survey demonstrated that, while CAM organisations are generally beginning to establish
appropriate regulatory structures, there are a number of important areas that remain to be
addressed, including:

a) Educational Standards. While there was evidence that most organisations accredited their own
training establishments, very few bodies sought external accreditation or validation for their courses.
This raises questions relating to quality control, the consistency of the educational process and the
monitoring of the clinical competence of graduates.

b) Fitness to practice. Although the majority of respondents claimed to have codes of conduct and
disciplinary procedures, only a few organisations provided evidence of such publications, as
requested. If codes of practice exist, they should be available in the public domain and be subject to
external review.

c) Public information. There is a paucity of information available to the public about the scope, limi-
tations and potential hazards of the different CAM therapies. There was also little evidence that con-
sumers had access to information on the standards of training or clinical competence of practition-
ers, which they need to make informed choices.

Consultation process

64. The Consultation process undertaken during the preparation of this report demonstrated strong
support for the development of practical initiatives for systems of self-regulation of CAM therapies
and professions that would take account of, and reflect, the diversity of clinical practice and profes-
sional aspirations.

65. There was strong support from both CAM and orthodox medical organisations for the proposal
to issue guidelines and recommendations on the elements of best practice of self-regulation. The
suggestion that a central resource to facilitate the development of effective systems of self-regula-
tion within the CAM field should be established was also welcomed and supported by the large
majority of those consulted.

Conclusions

66. In any healthcare profession or therapy group the quality of care, treatment and patient safety
must be the highest priority. The establishment and maintenance of systems of regulation are
essential for the provision of high quality care and patient safeguards.

67. While it is not within the scope or remit of this report to rehearse in detail the relative merits of
different models of regulation, it is clear that, given the diversity within the CAM field, no single,
over-arching system of regulation is appropriate for all the different professions and therapies.
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68. As the different CAM professions and therapies aspire to widely differing roles within healthcare
and involve very different levels of intervention, the level and scope of regulation for each particular
practice must reflect the potential risks to and the needs of patients. For example there is a persua-
sive argument that where a practice involves invasive therapeutic techniques such as spinal manip-
ulation, the insertion of needles, or the prescribing of medicinal products, regulation may require the
force of law, if it is to be effective. On this basis it could be argued that acupuncture and herbal
medicine should follow the precedent set by the Osteopaths Act and seek statutory regulation for
their professions.

69. The potential advantages of statutory regulation over voluntary regulation are:
a) provision for the protection of title so that only practitioners registered with the statutory regulating
body can legally practice under a particular professional title.
b) the establishment of a single definitive register of practitioners, established by law.
c) legal underpinning of disciplinary procedures and sanctions. Thus a practitioner whose name is
struck off the statutory register is prevented from practising under that professional title.

70. Statutory self-regulation is not a realistic option for the majority of the CAM therapies in the fore-
seeable future, as Parliament is likely to be reluctant to accord many therapies the status of statuto-
ry recognition Ð certainly without the support of the medical profession. The costs involved in the
establishment and administration of a system of statutory regulation are also considerable and it is
doubtful whether the smaller CAM professions and therapy groups would be able to fund such a
scheme. It could also be argued that before achieving statutory regulation the professions or thera-
pies would need to demonstrate a sound record of effective voluntary self-regulation.

71. While voluntary self-regulation cannot protect a professional title, such a system can, if properly
structured and administered, provide patients with real safeguards. Indeed if a voluntary regulatory
scheme can establish a single, high profile, lead registering body which inspires the confidence of
the public as well as practitioners, then the threat of removing a practitioner from the register can
provide a significant deterrent to unethical conduct.

72. There appears little doubt that for the majority of CAM professions and therapy groups the
establishment of a credible and effective system of voluntary self-regulation provides a practical,
achievable and highly desirable way forward. The challenge now to all the practitioners and organi-
sations within the CAM field is to ensure that appropriate safeguards and mechanisms of redress for
the public are established without delay. In many cases this may require groups within a single pro-
fession or therapy to put aside past differences and unite behind agreed standards of training, clini-
cal competence and ethical practice.

Recommendations

73. It is recommended that:
a) Consideration be given to the establishment of statutory self- regulatory bodies for those profes-
sions whose practice might put patients at risk of harm from inadequately trained practitioners. The
professions of acupuncture and herbal medicine should be a priority. Such statutory systems should
be based upon an established system of voluntary regulation within each profession.

b) A single, lead, voluntary, self-regulatory body should be established for each of the CAM profes-
sions and therapies. Such a system of voluntary self-regulation should have the following features:
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i. A single independent registering body funded by registration fees.

ii. A governing council made up of a balance between members of the profession democratical
ly elected by their peers and appointed non CAM or lay members to supplement the skills of 
the professional members and represent the views and needs of consumers. The lay mem
bers should comprise at least one third of total membership.

iii. Agreed standards of training and minimum levels of clinical competence.

iv. The independent external academic accreditation of all training courses together with the pro
fessional validation of clinical competence of graduates by the regulating body.

v. Evidence of continuing professional education and development as a prerequisite for contin
ued retention on the register.

vi. Evidence of adequate levels of professional indemnity insurance should be required for main
taining annual renewal of registered status.

vii. Publication, dissemination and enforcement of an appropriate code of practice and ethical 
guidelines which set out a practitioner's responsibilities and duty of care to patients.

viii. Publication and dissemination of disciplinary procedures and establishment of appropriate fit
ness to practice mechanisms including investigation, professional conduct, health and 
appeals jurisdictions.

ix. Provisions for professional conduct committee hearings normally to be held in public.

x. An accessible, supportive and published mechanism for dealing sympathetically and effec
tively with complaints about practitioners from members of the public.

xi. Provision of effective enforceable disciplinary sanctions and publication of the findings of pro
fessional conduct committees.

xii. The publication of patient information leaflets explaining the scope, and limitations of the par
ticular treatments or therapies together with an explanation of what standards of care patients
should expect from practitioners.

xiii. Publication of an annual report setting out the organisation's main activities and audited 
accounts.

(c) All healthcare practitioners (including registered medical practitioners and the professions sup-
plementary to medicine) who practise CAM treatments or therapies should be trained to levels of
competence agreed by the appropriate CAM regulatory body and, where appropriate, be registered
with that body.

(d) A central information resource should be established to assist, advise and monitor the develop-
ment of emerging regulatory structures within CAM and to disseminate information to the public
relating to the practice of CAM professions and therapies.

(e) Consideration should be given to the future establishment by Act of Parliament or Royal Charter
of an independent Standards Commission for CAM.
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Introduction

74. This chapter summarises the outcome of three meetings of the working group, which considered
ways of integrating a broader range of appropriate therapies with mainstream healthcare, having
regard to the current patterns of delivering primary and secondary healthcare and existing models
for integrating CAM and conventional medicine. Integration, in the wider sense of bringing psycho-
logical and social aspects of healthcare together with treatment of bodily ailments, informed the dis-
cussions but was not the main remit.

75. The next section (paras 77-78) offers as background an overview of the current demand for
CAM, levels of professional support and some suggestions as to what its popularity indicates. The
following section looks at different models of integrated care. Detailed guidance on best practice will
however require a more comprehensive study to provide the information needed to shape appropri-
ate decisions by practitioners, consumers and NHS purchasing groups.

76. The case that has to be fully explored is whether substantial clinical needs exist that are at pres-
ent poorly met and which CAM could meet in ways that are acceptable and cost-beneficial. Such an
undertaking would explore more fully the likely needs of the public and of health professionals in the
decades ahead; whether the NHS can realistically be expected to meet them; and the contribution
that CAM therapies can make. This should be set in the context of the wider changes taking place in
the NHS; and how the strengths, and scope for diversity and innovation, inherent in general prac-
tice, can be married with a greater reliance on clinical evidence and guidance and the need to
ensure value for money.

Current patterns and methods of delivery

77. An independent study carried out for the DOH(5) reported in 1995 that almost 40% of GP part-
nerships in England provide access to complementary medicine for NHS patients: 21.4% via a pri-
mary care team member and 6.1% through an 'independent practitioner'. An estimated 24.6% make
NHS referrals for complementary medicine. Acupuncture and homoeopathy are the most commonly
provided, though the most frequently employed practitioners were osteopaths. The reasons for the
growth in use of CAM within the NHS are not clear, but it may be that rapidly rising health expendi-
ture and calls for managed care have encouraged the hope that non-conventional therapies could
be effective and cost-beneficial.

78. Possible priorities for an integrated service would be improved management of stress-related
diseases, functional conditions, musculo-skeletal disorders and persistent pain. Conventional medi-
cine finds these common problems difficult to manage, but they are the ones patients most often
take to complementary practitioners. About 25% of the public surveyed say they have experienced
complementary therapies and some 74% would do so if they were available in the NHS (see Box 1).

Delivery Mechanisms
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Publc

* An Estimated 4-5 million people a year in the UK go to complementary practitioners 
(CPs)

* Approximately 14-20% of patients with cronic disease have consulted CPs.
* About 75% of the public support NHS acccess to complementary medicine
* Continuing public scepticism about drugs and side effects.
* Continuing media optimisim and support for complementary therapies.
* Increased public wish to take more responsibility for health choices.

Professional

* Greater emphasis on consumer choice and patient care.
* BMA’s positive attitude to CAM; supports good practice in co-operation, education and

research.
* GMC has clarified that doctors may delegate treatment to non-medical complementa

ry practitioners (CPs) if satisfied of their competence and if the GP maintains overall 
clinical responsibility.

* BMA NMSC (1991) survey showed that 20-30% of UK GPs would like to provide many
forms of CAM through their practice.

* Rising levels of CAM medical research and outcome study publication in mainstream 
peer-reviewed journals.

* Recent establishment of General Osteopathic Council and General Chiropractic 
Council as statutory bodies to regulate these professions.

* Strongly expressed interest among some CAM practitioners in developing an NHS 
focus of their work.

Box 1: Changing Attitudes to Complementary Medicine

Models for Integrating Conventional Medicine and CAM

79. The working group commissioned a survey by members of the group of over 20 existing exam-
ples of primary and secondary care settings where CAM is provided alongside conventional health-
care. The aim was to identify particular factors common to those cases where more effective inte-
gration has been achieved. This information should be helpful to healthcare practitioners and man-
agers seeking to achieve greater integration of conventional medicine and CAM.

80. Given the limited resources and time available, a pragmatic approach was adopted to the selec-
tion of examples to be studied. The 22 cases analysed covered a wide range of types of provision,
which have been categorised in Box 2. Some pros and cons of the various models are indicated.



Box 2: Current Ways of Delivering CAM
Model Approach Pros Cons

General
Practice
GP non fund-
holding practices

1. GPs or nursing staff using CAM
2. Independent CAM practitioners on NHS premises but pri

vately or charitably funded
3.  Referral to specialist CAM centres (see below)  (NHS or 

otherwise funded).                                                            
4.  Private referral to independent CAM practitioners referral 

by conventional specialists to whom GPs have referred 
may be reimbursed by private medical insurance for 
some CAM therapies.

Access ++
Access ++ Expertise?

Cost to patient

Access
Liaison with GP?
Cost, liaison?

GP Fund
holding
(GPFH) prac-
tices

1. Any of the above can apply in GPFH practices
2.  CAM practitoners working as part of the

multi-professional primary care team.
3. Referral to independent CAM practitioner’s premises: indi

vidually or via block contract

Access ++
Liason ++
Access
Liaison

GPs and
Networks

1. Many GPs provide basic CAM treatments, having attend
ed courses.

2. Currently a training model giving GPs in primary care 
competencies in homeopathy has attracted 10% of scot
tish GPs.
A network of specialist homeopathic doctors provides sup
port under agreed terms of service.

Access ++

Access++
Expertise
Integrated

Expertise?

CAM centres

NHS Acute
Trusts

1. Main homeopathic hospitals in London and Glasgow are 
National referral centres for homeopathy, acupuncture, 
manipulative and nutritiona therapies. Mainly outpatients 
but also some in-patient provision.

2. Increasing use of osteopaths in physiotherpay depart
ments, but generally haphazard implementation of this 
and other main CAM therapies in secondary care.

3. Most palliative care units and hospices (>90%) use some 
form of touch-based CAM therapies, usually by nursing 
staff or volunteers.

4. Piolt projects funded by and implemented on hospital 
premises
a) out patient care e.g. pain clinnic
b) in patient care e.g. massage on cardiac ICU
c) dedicated unit e.g. Lewisham CAm centre
d) nurse-led initiatives, e.g. Oxford Institute of Nursing; 
aromatherpay, Macmillan Practice developmet Unit: mas
sage

Therapy
Packages

Access

Access

QA++
QA++

Stable Funding?
Integrated/QA?
Integrated
Liaison with GP
Integrayed?

Integrated?
Integrated?

Independent
Units

Independent  provider organisations contracted by District Health
Authorities (DHAs) to offer CAM services for specified conditions:
e.g. Southampton Centre for Study of Complementary Medicine

DHA
Initiatives

1. DHA Funding via NHS Community Trusts for untis based 
in community e.g. Liverpool Centre for Health

2. DHA funding to independent CAM practition 
ers in pilot initiatives e.g. Calderdale & Kirklees project

3. Mental Health initiatives, e.g.: Camden Street project

Stabl;e Funding?
Liaison with GP
Stable Funding?
QA?
Integrated?

Charitable
projects

Offering subsidided or free treatment, usually to specific client
groups, e.g.: Bristol Cancer Help Centre, Lighthouse (AIDS),
Pathways (drug addiction)
(referals via GPs, other primary health and community care work-
ers; also self-referral.)

Stable funding?
Liaison with GP
Integrated?
Intefrated?

CAM training
clinics

CAM treatment at low cost by supervised trainees e.g: British
School of Osteopathy, London School of Scupuncture and
Tradiitonal Chinese Medicine

Centralised
Liaison with GP
Integrated?

Corporate
Services

1. Via occupational health, e.g: M7S osteopathy service
2. Via occupational counselling services, e.g: massage

Liaison with GP
Liaison with GP
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81. The information about a number of the projects is incomplete and further work will be needed.
Nevertheless, using the data provided it has been possible to identify thematic areas of good prac-
tice which are expanded on in Annex E within a quality assurance framework(12), looking at three
factors:

* structural criteria: resources needed to achieve the standard
* process criteria: activities needed to achieve the standard
* outcome measures: to evaluate the changes introduced.

Collaboration between conventional and complementary practitioners is seen as central to integra-
tion.  Box 3 sets out the comsequences of delivering CAM either in collaboration with mainstream
services or without it.  This framework uses the same three factors alongside six criterai seemas
defining an integrated service.

82. Although the analysis summarised in Annex E may be helpful to healthcare professionals and
managers contemplating change, a more comprehensive national survey and analysis of exist-
ing examples of integrated healthcare provision is needed. Accurate data on treatments and
outcomes is required for the management of resources and the development of best practice mod-
els. Improved communication between projects, possibly through the development of a national
data-base linking them would allow the necessary information gathering.



Box 3: Defining a ‘Quality’ Integrated Therapy Service

Appropriateness
Accessibility
Acceptability

Equity
Effectiveness

Efficiency

With Collaboration Without Collaboration
Structure 1. The complementary 

practitioners are supervised 
manargerially in the practice
2. The complementary practi-

tioner has training fundign to
develop services.
3. The complementary thera-
pist is appointed with the nec-
essary skills in place to deliver
the proposed service.
4. The practice has a clear
idea of what they want and
make sure they get it.

1. The complementary practition-
er has no contract and no identi-
fiable manager.
2. The practice accepts no
responsibility for professional
development,
3. The practice accepts no
responsibility for profesional
development.
4. The GPs don’t know what the
comlpementary practitioner is
doing except that they ask for a
review once a year

APPROPRIATENESS

With Collaboration Without Collaboration
process 1. Complementary practi-

tioners and GP have
agreed to target patient
groups- e.g. high utilisers,
and then GP and comple-
mentaty practitioners work
together to identify and
share management.

The GP refers patients to the
complementary practitioner
and expects ‘magic’ to occur
for a range of problem areas
without discussion of the
aims of the service.

APPROPRIATENESS
With Collaboration Without collaboration

Outcome 1. Complementary
practitioners correctly
identify patients for
complementary therapy
using agreed protocols
and guidelines.
2. complementary prac-
titioners are able to
assess patients’ suit-
ability for complementa-
ry therapy and refer
back those that are
unsuitable and measure
outcome.

1. Complementary
practitioner expected
to accept all patients
referred and feels
that they must cope-
who else will other-
wise?
2. GPs expect all
patients referred to
be seen and looked
after by the comple-
mentary practioner.
No review of service
requested.

APPROPRIATENESS

Structure Process Outcome
Are the providers of
comlementary health
appropriately trained,
supervised and sup-
ported?

Do complementary
therapists appropri-
ately allocate com-
plementary practi-
tioner treatments to
meet patient needs?

Do GPs successfully
identify patients’
appropriate for com-
plementary therpay
treatment?

APPROPRIATENESS 

Structure Process Outcome
Are the comple-
mentary therapy
services suitably
located and avail-
able to all who
might be in need
of them?

Are waiting times
for compemen-
tary therapies
within the guide-
lines of the prac-
tice’s Patient’s
Charter?

Do GPs enhance
accessibility
through detailed
patient feedback
to GPs?

ACCESSIBILITY

Structure Process Outcome
Do the comlpemen-
tary srvices available
reflect local care
health needs?

Are patients satisfied
with the procedures
of intake into comle-
mentary therapies?

Are patients satisfied
with the results of
comlementary thera-
py?

ACCEPTABILITY

Structure Process Outcome 
Are minority
groups catered
for in terms of
resources?

Are procedures
applicable to all
minority groups>

Are treatment
outcomes equi-
table with other
complementary
therapy services?

EQUITY

Structure Process Outcome 
Do intake procedures
make maximal use of
resources?

Are CAM practition-
ers establishing and
maintaining ‘allied’
relationships within
the field of comple-

Are the results of
complementary ther-
apy considered clini-
cally effective?

EFFECTIVENESS

Structure Structure Outcome 
Are resources
allocated to moni-
toring and reduc-
ing non-atten-
dence rates?

Are complemen-
tary therapies
given to optimally
balance treat-
ment with need?

Is the amount of
complementary
therpay treatment
within evidence-
based clinical
guidelines?

EFFICIENCY
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IInntteeggrraattiinngg  ccoommpplleemmeennttaarryy  tthheerraappiieess::  kkeeyy  iissssuueess

83. Complementary medicine is a relative newcomer to the NHS. Rather like counselling and pallia-
tive care - relatively recent innovations that have been increasingly integrated into mainstream prac-
tice - their effective implementation depends on practitioners' knowledge and skills; and in both
instances this has occurred in response to public and professional need rather than on the basis of
research evidence of effectiveness. In both cases integration has also taken time, partly because of
the need for changes in the attitudes of all those involved, including managers, healthcare profes-
sionals and other staff, and of patients and their families. This will no doubt be true also of the fur-
ther integration of appropriate CAM services.

84. CAM will thrive in the mainstream in the way counselling and palliative care have done, where it
satisfies otherwise poorly met need and when conventional practitioners are able to use services
appropriately. An optimum service will always depend on organisational factors, including adequate
resources and appropriate processes of delivery.

85. Successful integration will need to address a number of issues (See Annex E):

* Attitudes, including the natural desire by conventional practitioners to maintain the sta
tus quo; worries about competence; fear of litigation; lack of understanding; concern 
among CAM practitioners about losing autonomy or authority and perceived threats to 
professional integrity; the concerns of patients and managers.

* Evidence of effectiveness and safety. Purchasers and patients need more reliable 
evidence if they are to be able to make informed choices. More research and audit is 
required, but it would also be helpful if health professionals and managers could be 
persuaded to value qualitative evidence of patients' experience more highly.

* Ensuring adequate training. There are concerns that the increasing demand from 
patients for CAM will sometimes lead to practitioners providing treatments without hav
ing the full training required.

* Funding. The three main sources of funding for CAM therapies (public, private and 
charitable) do not lead to an equal level of provision across the country; most provision
is in the independent sector outside the NHS and in response to demand coming 
largely from the more prosperous sections of the community. Where funding has been 
identified to support the integration of CAM and conventional therapies it has often 
proved to be short-term, and units have closed despite their usefulness and popularity 
with patients.

86. Figure 4 lists a variety of ways in which CAM services have been funded. The establishment in
recent years of GP fundholding practices provided opportunities for greater integration of CAM with-
in primary care. It is difficult to foresee the impact of any further changes to the structure of NHS
financing, though restructuring the commissioning process around larger agencies would not
advance the cause of integration if it made it harder for GP's to make use of CAM. It is also clear
that integration would require changes in present NHS structures and procedures and this will
inevitably take time.

87. Difficult, chronic and complex cases are commonly referred to the CAM units surveyed. There is
a risk that this might lead to unpredictable, potentially expensive and inappropriate patterns of refer-
ral. Limits may therefore need to be set to ensure that forms of contracting do not disadvantage
either purchasers or providers. Otherwise it may be increasingly difficult to obtain NHS Trust and
DHA funding for local initiatives or referral to specialist centres. Contracting must include approach-
es that allow management to evaluate outcomes so that the organisations can learn and adapt even
while they are delivering the service.
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Box 4: Options for funding

GP fund-holding Inevitably rasies two-tier service issues, though in some areas provision of
CAM services in-house by GP fund holders (GPFHs) has become the norm.

Commissioning Co-operation between GPs to provide equitable access demands a clear sense
of cost-benefit and likely health-gain.  Local commissioning should be based
on identified local needs, available evidence of effectiveness and provision of
quality assured delivery systems.

Ancillary staff
reimbursement
funds

DoH ruling in 1991 establsihed that GPs could apply for reimbursement of
CAM therapists slaries: at discretion of individul DHAs but no additional funds
were made available.

Service contracts Through extra-contractual referrals (which are becoming rarer) or via main-
stream contracts with providers: e.g. acupuncture in a pain clinic: hypnotherapy
via psychological services. Some DHAs and GPFHs have establshed con-
tracts with major CAM providers (e.g. homeopathic hospitals or independent
sector organisations e.g. Southampton Centre for the Study of Complementary
medicine (CSCM) for individula patients or for specified conditions.  Financial
constraints are restricting this type of access.  This and other CAM initiatives
reliant on public sector funding tend to be targeted in the early phase of cut-
backs.

Research &
development
funds

Funds for research initiatives can help expand primary or secondary clinical
resources, e.g. primary care development funds.

Charitable 
funding

May support in part or in total cost of specific (usually condition-focused) serv-
ices: e.g. HIV/AIDS (lighthouse) or cancer (Bristol Cancer Help Centre).  Long-
term support may be difficuklt to sustain.

Dedicated
Initiatives

Waiting list reduction initiatives can fund specific therapy provision: e.g. for
back pain, chronic pain.

Private Medical
Insurance

There is an increased willingness by some companies to include a limited list
of CAM therapies and/or practitioners.  Many companies allow virtually any
referral if it is recommended by a consultant. There is a “limited specialist”
recognition for approved practitioners of certain therapies (notably osteopaths
and medical homeopaths) for referrals from GOs.
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Integrating complementary therapies: further studies

88. The delivery of any new approach to healthcare (including CAM) within conventional settings will
raise a variety of questions: some clinical and inter-professional, others financial and managerial.
Because of this, it would be unwise at this early stage to separate the study of service delivery from
related issues of educational need and research: to address the problems of whether and how best
to use CAM an intertwining of all three is required. The health service research needed is currently
hampered by a lack of centres (or networks) where this would be feasible. Yet in the absence of
such models and the evidence they would generate, the case for establishing integrated care will be
more difficult to demonstrate. The creation of a number of well-resourced units (or networks)
competent both to study, teach and provide relevant CAM services would help to overcome
this difficulty.

89. The growing public demand for CAM in the independent sector implies that the current methods
of public provision fall short of meeting perceived needs. Any proposals for integrating CAM
should therefore be based on a systematic assessment of healthcare needs, especially the
identification of those that are poorly met. A linked project could seek international evidence
on the relevance of CAM to meeting such needs. Although these two exercises would require
sensitivity - for example, when dealing with cultural minorities, ethnic groups or deprived communi-
ties - they would enable the relevance of integration to be addressed while avoiding the risk of cre-
ating expectations for CAM which could not be satisfied.

90. Current evidence suggest that CAM is often used to supplement conventional care, rather than
as an alternative to it. Although evidence for effectiveness and cost-effectiveness is still inconclusive
and more high quality research is needed (see the Research & Development chapter) early indica-
tions are that certain CAM therapies are particularly valuable in certain types of illness.

91. Commissioning guidelines should therefore be explored, and developed further as evi-
dence grows from clinical research and audit. They should focus on:

* conditions where conventional care has failed to meet patients' needs and comple
mentary medicine can be reasonably expected to improve outcome (see box 5)

* conditions for which there is substantial evidence for successful application of CAM 
(see box6)

* defining appropriate outcome measures for CAM therapies in these two categories.

This task would require a collaboration between GP's, CAM practitioners and consultants and their
professional bodies.

92. Greater communication with, and involvement of, patients has undoubtedly been a factor in the
increasing use of CAM; patients are themselves selecting the CAM practitioners they believe (some-
times on the recommendation of friends) best able to help with their particular problems. However,
although self-help can be satisfactory for some individuals, for others the lack of readily available,
and user-friendly, information about therapies and therapists is a major obstacle. If there is to be
real progress in integration, the availability and the quality of information for patients and other
potential users, about the options, must improve significantly. Material should be simple and clear,
and help in interpreting it should also be available (see the Education and Training Chapter, para
46)
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Box 5: current clinincal interest and posible relevance of complementary therapies
* Complaints with little or no tissue damage, such as headache, chronic fatigue, and 

pre-menstrual syndrome.
* Disorders that require long-term use of conventional drugs, such as chronic inflamma

tory disorders, and digestive problems.
* Diseases for which elective surgery has been proposed, but immediate attention is 

unecessary, such as fibroid tumours, gallstones and haemorrhoids
* Problems that have been cured by conventional treatments, either because of the 

inappropriateness of the medication, the determined nature of the disease, or patient 
non-compliance.

* Conditions for which no effective conventional treatment is available, such as viral 
illesses, traumatic injuries, surgical wounds, multiple sclerosis, AIDS.

Box 6: Sumamry of evidence base
Therapy

Conditions

Acupuncture Homeopathy Osteo/
Chiro

Nutritional
medicine

Mind-body
medicine
Hypnotherapy

Herbal
medicine

Asthma 4 4 2 3 4

Chronic fatigue 
syndrome

2 2 3 3

Cancer 5
(chemotherapy 

nausea)

3
(Iscador)

3
(prevention)

3*

Eczema 2 3 4 4 5

Inflammatory bowel
syndrome

2 2 4 2

IBS 3 3 3 4 4

Back/neck pain 4 5 4

Headache/migraine 4 4 3 4 5

Osteoarthritis 3 3 3 3 4

Glue ear 3 3 4

Pre-menstrual
syndronme

2 2 3 3 3 4

Rhinitis/hay fever 2 5 3 3
Rheumatoid arthri-
tis

4 4 4 3

*Improved quality of life and survival times in breast cancer
5= evidence from sounds randomised comtrolled trilas
4= some randomised or controlled trials; positive trend but more research needed
3= descriptive and/or non-randomised or uncontrolled studies
2= clinical evidence but no properly controlled research
This is an incomplete picture, indeed only to giove an impression of research already available, drawing on a series of
very recent overviews.
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Conclusions and recommendations

93. Healthcare systems are likely to change radically over the next two decades in response to
changes in demography, morbidity and rising costs.(19) Policy will determine what is included in
public sector provision, and debate about need - particularly the NHS Review - will depend on how
need is defined.(20) Current evidence shows that most successful organisations and projects are
founded on a sure understanding of customers' needs.(21) The growing emphasis on the impor-
tance of the 'informed consumer' suggests that planners will increasingly have to take qualitative
measures into account as indicators of need and good practice.

94. The development of delivery systems for integrated healthcare will depend on how information
and resources are managed, on the assessment of quality of care and on appropriate measures of
quality of life and health gain. Such measures should be developed collaboratively between those
who deliver and those who 'consume' healthcare.(22) Effective use of CAM could be hindered as
much by inappropriate expectations as by blinkered scepticism. Treatment in an integrated system
would be pluralistic, centred around primary care, and with an emphasis on prevention. Developing
such a system will require a long term strategy - ideally one co-ordinating healthcare data on a large
scale.

95. The need for integration and the ways available to deliver such a service have not, however,
been adequately defined. A national appraisal of need, and a detailed survey of how and why CAM
is being delivered in mainstream practice are now called for.
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96. The main proposals emerging from the discussions of the Working Groups can be summarised
as follows:

Research and development

Priorities
(1) Gather more information in the UK, through surveys, expert papers, calls for written evidence,
informal workshops, etc., in order to define:
o the perceived public need and current use and availability of CAM
o the perceived need among practitioners and purchasers. Para 4

(2) Discuss and filter the results, through a series of specialist working groups, so as to establish
priorities in the light of evidence. This would involve consumers, doctors, nurses and other CAM
professions. The resulting criteria should define the therapies most fruitful to investigate further and
the circumstances in which these therapies can be most effectively applied. Para 4

Methodology
(3) Seek to improve the understanding of the need for research and of appropriate techniques
among CAM practitioners and those teaching CAM by:

* preparing background information and guidelines on 'Current issues in research into 
CAM';

* working in collaboration with professional bodies and
* actively supporting the development of research environments in the Colleges that 

train therapists. Para 8

(4) Similarly help 'gateholders' (especially research funders, but also purchasers, medical ethics
committees, and orthodox medical practitioners more generally) to understand the current issues in
CAM research by disseminating the above guidance and through other means such as seminars.
(When funding organisations consult with referees they should ensure that they are appropriately
experienced and informed.) Para 8

(5) Develop outcome measures that can reflect the full benefit experienced by users of complemen-
tary therapies. These should include outcome measures reflecting symptomatic as well as curative
treatments and their development should involve close consultation with practitioners as well as
researchers. Para 9

Capacity and support
(6) Concentrate resources on establishing a number of research centres linked with higher educa-
tion institutes with the capacity to conduct high quality research into CAM either as a self-contained
unit, or as a focal point, co-ordinating a network of researchers drawn from different institutions or a
network of clinical practices. These centres would benefit from close links with:

* undergraduate and post-graduate education
* clinical practice in CAM
* CAM professional bodies. Paras 17/18

(7) The choice should be decided in open competition, based on: the range of existing research
capacity for the evaluation of CAM; the available personnel; the potential for academic development
and collaboration; and existing or potential links with clinical practice. Para 19

Summary of Proposals
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Funding
(8) Funding is required on several fronts:

* to initiate the research centres proposed in paragraph 17;
* to support the CAM research priorities emerging from the process suggested in para

graph 4;
* responsive funds for good individual projects. Para 21

(9) Further consideration should also be given to the encouragement and development of specific
CAM charities, if this could tap additional charitable funds, rather than simply divert them from exist-
ing medical research. Para 24

Dissemination
(10) Improve dissemination of research results by:

* strengthening existing resources in CAM
* using existing orthodox models and resources
* new methods Para 26

Education and training
(11) There should be common elements in the core curriculum of all healthcare workers, both ortho-
dox and CAM, covering:

* Basic anatomy physiology and pathology
* Fundamentals of orthodox medical diagnosis and guidelines for patient referral
* CAM therapies and their potential uses, including the principles of diagnosis and prac

tice
* Holistic models of healthcare
* Professional ethics
* The therapeutic relationship
* Impact of social, cultural, economic, employment and environmental factors on Health
* Counselling skills
* Principles of quality management and audit
* Organisational skills, including record keeping
* Technical skills: ranging from prevention of cross-infection to information manage

ment. Para 35

(12) Work is needed to develop more detailed proposals for the common core elements and the par-
ticular changes required in the curriculum of each healthcare profession. The regulatory bodies for
each profession should be closely involved with this and probably take the lead. As a first step there
should be a review of current practice in undergraduate and first level education. Para 39

(13) The relevant professional bodies should consider making the inclusion of the common core a
requirement for the accreditation of courses. Para 40

(14) CAM practitioners should be trained at courses properly accredited by a professional body rep-
resenting their discipline. Para 41

(15) Levels of CAM training need to be related to the level of practice to be licensed. Agreement is
needed on the principles to be applied; each profession should then be asked to develop more
detailed arrangements for its own members. Para 42

(16) All practitioners (both orthodox and CAM) should be required to follow a programme of continu-
ing professional development. All existing practitioners should be offered the opportunity of similar
courses in skills development and the holistic approach to practice. Para 44
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17) The Department of Health should sponsor the preparation of a simple and easily accessible
guide to CAM services and the qualifications of practitioners. Para 46

Regulation

(18) Consideration should be given to the establishment of statutory self-regulatory bodies for those
professions whose practice might put patients at risk of harm from inadequately trained practition-
ers. Such statutory systems should be based upon an established system of voluntary regulation
within each profession. Para 73(a)

(19) A single lead voluntary self-regulatory body should be established for each of the CAM profes-
sions and therapies. Voluntary systems of self-regulation should have the features listed in para
73(b). Para 73(b)     

(20) All healthcare practitioners (including registered medical practitioners and the professions sup-
plementary to medicine) who practise CAM treatments or therapies should be trained to levels of
competence agreed by the appropriate CAM regulatory body and, where appropriate, be registered
with that body. Para 73(c)     

(21) A central information resource should be established to assist, advise and monitor the develop-
ment of emerging regulatory structures within CAM and to disseminate information to the public
relating to the practice of CAM professions and therapies. Para 73(d)    

(22) Consideration should be given to the future establishment by Act of Parliament or Royal
Charter of an independent Standards Commission for CAM. Para 73(e)

Delivery mechanisms
(23) Carry out a comprehensive survey of integrated healthcare
provision, including an assessment of the needs of professionals seeking integration. Para 82         

(24) Undertake an assessment of health needs which are currently being poorly met by convention-
al medicine and nursing. Para 89        

(25) In the light of the above surveys prepare comprehensive advice on best practice for healthcare
practiotioners and managers. Para 90         

(26) Develop commissioning guidelines. Para 91         

(27) Encourage the development of a number of well-resourced pilot units and networks, competent
both to study, teach and provide relevant CAM services. Para 88        

(28) Undertake a review of international initiatives in integrated service provision, including an in-
depth survey of models and management practices. Para 89
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