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nteracting with complementary/alternative medical
roviders

erideth C. Norris, DO, FACOFP
rom Blue Hill Memorial Hospital, Blue Hill, ME 04614-0447.
Complementary/alternative medical (CAM) providers continue to have a strong presence in the health
care of United States citizens. The osteopathic physician may be in the position of having to interpret
unfamiliar interventions and unfamiliar terminology as applied to her patient, and runs the risk of being
seen as adversarial if she shows resistance or confusion in the presence of CAM influences. This article
will describe several common forms of complementary/alternative health interventions, discuss related
scientific evidence, if any, and provide information which may be helpful to physicians and patients
when considering or integrating different health care paradigms.
© 2009 Published by Elsevier Inc.
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The osteopathic family physician (OFP) has three choices
hen interacting with complementary/alternative medicine

CAM) providers in the community: rejecting their participa-
ion in the care of the physician’s patients; attempting to learn
nough about the modalities and philosophies of CAM thera-
ies to have a working knowledge will allow the ability to field
uestions from patients; or actually learning to practice and
ncorporate some CAM modalities. This article explores some
f the more common CAM presences in the United States,
eviews possible clinical applications of these interventional
tyles, discusses some of the challenges in applying evidence-
ased review principles to them, and addresses common pit-
alls in clinical coexistence with CAM providers.

Practicing complete rejection of CAM interventions is
ognitively the easiest stance for a physician to take, but is
nlikely to improve patient satisfaction and will probably
ot result in a change in the patient’s behavior. If anything,
he physician runs the risk of creating a greater divide
etween the practitioners most important to the patient and
ay force the patient to choose the one who is not an OFP.

Corresponding author: Merideth C. Norris, PO Box 447, Blue Hills,
E 04614-0447.
wE-mail address: witchdr910@aol.com.

877-573X/$ -see front matter © 2009 Published by Elsevier Inc.
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n 2006, researchers at the University of Rochester discov-
red that 79% of adolescents surveyed had used at least one
orm of CAM in their lifetimes1; in 2007, 38.3% of adults
urveyed in the United States had used some form of CAM.2

f you ignore the presence of CAM providers in the com-
unity, you will be ignoring a clinical influence that im-

acts 40% of the population.
It is more intellectually challenging, but not impossible,

o approach a patient’s care within an environment that
reats everyone involved as part of the same team. In the
ase of complex or “difficult” patients, a shared burden may
ctually lighten the physician’s load. The typical CAM
rovider sees far fewer patients per week than a busy OFP
ractice, and consequently has much more time to spend
ith each one. In the case of patients who have chronic pain
r complex emotional issues, a caring provider who has an
our in which to sit and listen to the patients’ process is
oing a great service to everyone else who takes care of that
atient, as well as to the patient.3

Several of the most commonly used CAM systems follow
Table 1), as well as a discussion of the evidence (if any)
upporting their application to common conditions, and explo-
ation of some of the challenges a patient or OFP may face

hen incorporating such systems into the rest of the care team.

mailto:witchdr910@aol.com
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cupuncture

cupuncture may be the most used method of CAM in the
nited States; there are three basic styles: Western, or
edical acupuncture, which is primarily practiced in the

ontext of anesthesia; traditional Chinese medicine (TCM),
hich incorporates an integrated system of diagnosis and

reatment that is completely separate from that used in
estern medicine and which may use herbs in addition to

eedles; and five-element acupuncture, which is probably
he most esoteric and which uses a system of balancing
ifferent aspects of the patient’s character, described as air,
etal, wood, fire, and water.
The subtleties of each style are beyond the scope of this

rticle, but all are unified by the common principle of qi
chee). Qi, or Ki in Japanese, is the life force or energy that
uns along predictable anatomical pathways, or meridians.
he needles in acupuncture create “signposts” along the
eridians that signal the appropriate direction of the qi, and

hat, it is hoped, balance the energetic system of the patient
o that the patient’s energy is distributed in a healthy man-
er.

Because the meridians run through anatomical land-
arks, they are often labeled in English according to the
ajor organs through which they pass. For example, a
eridian that runs through the middle of the left thorax and

ut through the leg is identified as the “spleen” meridian. To
Western physician, or to a patient used to Western med-

cine, this may be confusing nomenclature because the types
f issues treated via the spleen meridian have very little to
o with the anatomical spleen as we understand it. It may
lso be important to remind patients that when their acu-
uncturist alludes to “tonifying the spleen” or “mobilizing
iver qi,” the intention is probably not to impact the lym-
hatic or hepatic system.

Acupuncture training in the United States may be done
s a three- to four-year process involving a comprehensive
ducation in the entire system of traditional Chinese medi-
ine or five-element acupuncture, or it may involve as little
s a week-long intensive program. In the latter approach,
cupuncture is used as a treatment modality rather than as
art of an independent system of medicine.

hallenges in research on acupuncture

The gold standard of medical study, the randomized
ontrolled trial with double blinding, is impractical in the
tudy of acupuncture for several reasons. The most obvious
arrier is that it is impossible to perform or withhold acu-
uncture without both the patient and the clinician being
ware. Some researchers have attempted to work around
his by performing “sham” acupuncture, in which needles
re placed on the patient in places other than the meridians.
owever, studies have shown that both sham acupuncture

nd true acupuncture show benefit compared with no treat-
ent at all,4 so there are some confounding variables. Many
f the studies simply compare two different therapies, e.g., (
cupuncture vs. physical therapy or acupuncture vs. manip-
lation.

vidence supporting the use of acupuncture

The most well-supported application of acupuncture is
or pain management of various conditions. It has been
emonstrated, for example, that acupuncture reduces neu-
opathic pain in rats, and that these pain-reducing effects are
locked by naloxone or other opioid antagonists.5 Acupunc-
ure has been listed by the Osteoarthritis Research Society
nternational as one of the 25 recommended interventions
or osteoarthritis,6 and rigorous studies have illustrated acu-
uncture’s use in treatment of osteoarthritis.7 Evidence is
lso good for acupuncture’s application for chronic low
ack pain,8 although there is less support for its use in acute
ack pain. Acupressure has also outperformed physical
herapy in treatment of low back pain.9 Other effective uses
or acupuncture include treatment of postoperative or che-
otherapy-related nausea10 and tension headaches11; in one
ell-known case, James Reston, a columnist who accom-
anied President Nixon to China, received acupuncture to
elieve a postoperative ileus.

hat patients should know

The Food and Drug Administration (FDA) sets guide-
ines on the use of clean needles and universal precautions
n contact with body fluids. Needles are disposable and
hould be used only once and placed in a Sharps container
fter a treatment.

Acupuncture is generally safe, with the most common
ide effects being pain at the site of needle insertion, bruis-
ng, headache, nausea, or fainting.12 Severe side effects,
uch as pneumothorax, are extremely rare and would not be
ypical from the practice style of most acupuncturists.

If a patient is taking coumadin, aspirin, or otherwise has
leeding concerns, it is important to for the patient to notify
he acupuncturist before treatment.

An acupuncturist may also use herbal formulas, either
rewed into a tea or available in compound pill form. Other
anual therapies in Chinese medicine include coining, or

ubbing a flat surface vigorously over the skin, and cupping,
hich involves the use of glass domes applied to the skin to
raw out blood stagnation. Although the latter is not painful,
t may leave a large bruise.

aturopathy

aturopathy is a fully integrated system of medicine based
n six fundamental principles, some of which have a great
eal in common with osteopathic medicine:

1) trust in the body’s inherent wisdom to heal;

2) looking beyond the symptoms to the underlying cause;



Table 1 Types of complementary/alternative medical providers

College accreditation
Accredited Colleges in North
America

Certifying board and/or
requirements

Certification required for
license Allowance to practice as PCP

Acupuncture Acupuncturist must have
attended a school
accredited by the
ACAOM for
certification

61 available, with programs
lasting about 3 years

National Certification Commission
on Acupuncture and Oriental
Medicine

Acupuncturist may be licensed
without being certified by
NCCAOM but rules vary from
state-to-state

In some states, scope of practice
is as wide as that of a PCP,
but this is unusual

Acupuncturists cannot prescribe
Western pharmaceuticals but
many may prescribe either
compounded or raw herbs

Naturopathy No certifying board for
clinicians, but there is
a certifying board for
schools (Association
of Accredited
Naturopathic Medical
Colleges)

18 available, 7 are accredited. To practice, clinician requires a
4-year graduate degree and
must take NPLEX, the
naturopathic physicians
licensing exam

In 15 states and the District
of Columbia

NDs do not usually prescribe
allopathic pharmaceuticals,
but do use supplements and
homeopathic remedies

Homeopathy Homeopathy has no
standard certifying
board.

Training may be a diploma
course or part of a
Naturopathic Doctoral
program

No standard or independent
licensure for homeopathic
practitioners; licensure is only
available as part of an ND

Restrictions limited regarding
who may self-identify as a
“homeopath” or
“homeopathic doctor”

Homeopathic doctors may serve
as a PCP but they typically do
not have legal scope of
practice to do so: they cannot
prescribe pharmaceuticals but
can recommend homeopathic
remedies that are available
over-the-counter

Reiki No standard certifying
board

n/a No standard but some systems
have a specific training
pathway

No existing license Reiki clinicians do not prescribe
and never function as a PCP

Hypnotherapy Could be clinically or lay
trained

If trained through ASCH,
requires licensure in some
other clinical practice, 40
hours of workshop training,
20 hours of individualized
training, and 2 years of
clinical application

American Society of Clinical
Hypnosis (ASCH), unless a lay
hypnotist

Not all states require
certification or licensure;
lay training is less
standardized

Hypnotherapists may only
function as a PCP if already
practicing as one via a
different track

PCP � primary care physician.
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3) use of the most natural and least invasive therapies
possible;

4) education of patients in the maintenance of their own
health;

5) treatment of the body as an integrated whole, with
spiritual and physical dimensions; and

6) focus on overall health, wellness, and prevention of
disease.13

Naturopathic treatments are likely to involve dietary
hanges, nutritional supplements, and lifestyle change as-
ignments. Some naturopathic interventions may also in-
lude the use of homeopathic remedies, which will be dis-
ussed later.

In some states, a Naturopathic Doctor, or ND, has a
cope of practice equivalent to that of any other primary
are physician. They can order diagnostic tests, provide
ealth screening including Pap smears and other examina-
ions, and can address issues pertaining to every body sys-
em, although they do not typically take a system-based
pproach to care, preferring to work more holistically.

esearch

It is exceedingly difficult to subject naturopathic medi-
ine to the academic rigors expected by allopathic or osteo-
athic research. The treatment plan is holistic, rather than
ymptom-based, and the ideal outcomes are approached in a
imilarly global fashion. Consequently, to study naturopa-
hy and its impact on, for example, irritable bowel syn-
rome, would be by necessity misleading, because there is
o one specific intervention that is always seen as appro-
riate for every patient, and because it is unusual for a
aturopathic doctor to be treating something as narrow as
rritable bowel, per se.

One published study demonstrated that a naturopathic
pproach to low back pain was more cost effective than a
atient education system.14 However, the scope of what was
onsidered a naturopathic approach included acupuncture,
xercise and dietary advice, relaxation training, and a back-
are booklet, so it is difficult to discern whether it was a
aturopathic system that made the difference or whether it
as the increased level of attention paid to the patient.

hat patients should know

A patient working with a naturopathic doctor should be
ware that the goal is a long-term systemic change. For such
change to take place, the patient must be committed to

ignificant alterations in diet; rigorous adherence to dietary
upplements, many of which may be expensive and/or not
overed by insurance; and they must be comfortable with
elayed gratification. The patient should not expect the
ame turnaround time in recovery as might be expected after
aking an antibiotic for strep throat, because the extent of the
hange desired is much broader than the alteration of a

ingle body system. r
It is also important to remember that although a true ND
as as many as four years of postgraduate training and
icensure in some states, many people may self-identify as a
aturopath and open a practice as such, without having the
raining to become a true ND. This is similar to the distinc-
ion between a European trained osteopath and a DO. This
s not to imply that the naturopath, or osteopath, is incom-
etent, but patients should be aware of the distinction.

omeopathy

omeopathic treatments are derived from the premise that
very person has a self-healing response that is mediated by
vital force. When a symptom or illness is present, it is

ssumed that this vital force is out of balance. Homeopathic
nterventions are based on the idea that “like cures like,” or
n other words, that a symptom may be treated by giving the
atient a minute dose of a substance which, in larger doses,
ould produce the same symptom. For example, a patient
ight be given a homeopathic dose of a sedating substance

s part of a cure for somnolence, which in turn should
timulate the body to react against its sedating influence and
ecome more energized.

As with naturopathic treatment, homeopathic practitio-
ers use a very extensive, personalized interview that entails
ll aspects of the patient, far beyond the particular symptom
eing treated. Although it is possible to only treat symptoms
emedy by remedy, the true goal is to bring the entire system
ack into balance, rather than to eliminate one narrow area
f discomfort. In a true homeopathic care system, two
atients with the same symptom may receive very different
nterventions because of all the other associated aspects of
he patient’s situations.

In the United States, there are many roads to education in
omeopathy, including short courses, diploma courses, cor-
espondence courses, and as part of naturopathic education.
t is not unusual for homeopathy to be incorporated into
uch other systems of practice as chiropractic, dentistry,
eterinary medicine, or allopathic or osteopathic medicine.

esearch

Much of the research on homeopathy has dealt with the
pplication of particular remedies for particular problems,
ather than application of the actual holistic system of ho-
eopathy as applied to patient populations. Clinical trials

ave demonstrated some significant improvement in aller-
ies,15 acute childhood diarrhea,16 and vertigo,17 although
he studies have varied widely about the quality of design.
esearchers have found no proposed biological mechanism

o explain the demonstrated effectiveness of homeopathic

emedies.
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hat patients should know

Homeopathic remedies are created by diluting the treat-
ng substance to such an extent that sometimes not one
olecule of the original substance remains. It is believed

hat the healing aspects of the substance remain even after
he physical presence is gone. Consequently, it is unlikely
hat a patient would have an allergic reaction or other
dverse effect.

The FDA does regulate homeopathic remedies to a cer-
ain extent, in that the labels are required to list indications
or use, ingredients, and instructions for safe application.18

atients should also be aware that some of the remedies are
iluted in alcohol and are allowed to contain a higher
oncentration of alcohol than are acceptable for conven-
ional OTC drugs.19

nergy (Reiki, therapeutic touch, prayer)

reatments that work on a spiritual or energetic level are the
ost difficult to quantify and the most difficult to describe.
here are many styles of energetic medicine, with Reiki, a
ystem of Japanese origin, being perhaps the most well
nown. All operate on the premise of a transfer of energy,
ife force, or qi, either with the practitioner directly applying
he energy or working as a channel through which the
nergy flows from a divine or universal source. The healing
nergy may be applied with the practitioner’s hands placed
irectly on the patient, or held above the patient or from a
istance, including over miles or continents. Energetic heal-
ng works on the premise that there are anatomic areas on
he body associated with energy centers, and that some of
hese centers may become disrupted or depleted, resulting in
llness or distress. The goal of energetic medicine is to
alance and tonify these energetic sites, allowing the pa-
ient’s system to be restored to health.

Training in energetic medicine may take the form of a
eekend workshop, or it may take years of intensive study.
here are also levels of certification within each system,
hich are attained after additional learning and practice.
ompetence in energetic medicine is assumed to be not just
function of duration of training, but also of the ability to

ocus healing intention correctly.

hallenges in research on Reiki, therapeutic
ouch, and other energetic modalities

One study showed that Reiki failed to demonstrate im-
rovement in fibromyalgia symptoms in a clinical trial.20

tudies on prayer—another form of focused intention—for
atients in the intensive care unit have also suggested lack
f impact. However, such studies may draw the leader to
isleading or inaccurate conclusions. A system of treatment

hat is energetic or spiritual, or works through focused

ntention, is impossible to standardize. t
hat patients should know

The tradition of Reiki holds that whether the Reiki re-
ipient is experiencing a subjective change in energy flow
ithin her body, the therapeutic benefit continues. It is also
ot theoretically possible to damage a client using Reiki,
ecause the healer is the channel for the therapeutic energy,
ather than the true applicant of it; only good comes of it.
atients receiving Reiki may experience feelings of im-
roved symptoms, increased relaxation, or nothing at all.
hey are unlikely, however, to experience pain or illness

rom it.

ypnotherapy

ypnotherapy is the clinical application of hypnosis, a tech-
ique in which the patient, or subject, is guided into a state
f inner absorption, concentration, and focused attention.21

nce the patient is in this altered state of consciousness, the
ypnotherapist may make suggestions, in which a patient is
ncouraged to imagine new alternatives to the present situ-
tion and become confident in the ability to implement
hem. For example, if in a hypnotic state, a patient is
nvisioning their arthritic knees as damaged and rusty, the
ypnotherapist may make the suggestion that they see the
nees as fluid and clean while in motion. If the patient is
ttempting to stop smoking, the hypnotherapist may suggest
o the patient in a hypnotic state that they are now a non-
moker.

There are two basic approaches to training in hypnother-
py: professional training and licensure, or lay training. The
merican Society of Clinical Hypnosis (ASCH) or the So-

iety for Clinical and Experimental Hypnosis are the only
ationally recognized organizations for licensed health care
rofessionals who apply clinical hypnosis.21 Certification
y the ASCH requires proven professional training and
icensure at the level appropriate for the profession (Doctor
f Osteopathy, Medical Doctor, Licensed Clinical Social
orker, Doctor of Dental Surgery, etc.): a minimum of 40

ours of workshop training in clinical hypnotherapy, a min-
mum of 20 hours of individualized training with an ACSH-
ertified consultant, and evidence of two years independent
linical application of hypnotherapy.

A lay-trained hypnotherapist is not required to have a
rofessional clinical degree, and the range of training may
e anywhere from a weekend workshop to more than 200
ours of applied hypnosis education. Consequently, lay
raining and/or certification may not be indicative of the
evel of competency.

esearch

Hypnotherapy has shown possible benefit in relief of hot
ashes in women who are postmenopausal but are unable to
ake hormone replacement because of a history of breast
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ancer.22 Self-hypnosis also demonstrated reduction in pain
nd anxiety in women undergoing a breast biopsy, without
he cost of going to a hypnotherapist.23 Hypnobirthing, a
tyle of childbirth preparation that teaches the laboring
oman to put herself into a trancelike state as a way of
anaging pain and anxiety, has also increased in popularity.
he results of studies on hypnosis for weight loss and

obacco cessation have been mixed.

hat patients should know

There is a difference between a licensed clinical hypno-
ist, which implies a health care professional with a license
n his or her own field, and a certified hypnotist, for which
here is no uniform set of requirements. Certification bodies
ay be only self-designated and most states do not have a

icensure for hypnosis as its own entity.
Hypnotherapy is a facilitated form of self-direction. A

atient is not being “mind-controlled” by the hypnotherapist
nd cannot be manipulated into following someone else’s
genda simply because of being under a hypnotherapist’s
are.

hallenges in coexistence

icensure and certification of CAM providers vary from
tate to state, and may or may not be reflective of true
ompetency, as is the case with osteopathic physicians.
imilarly, not all CAM providers even have the ability to
ecome licensed in their area of expertise, and some certi-
ying bodies are self-regulated political entities rather than
rue instruments of quality control. How, then, can a phy-
ician participate in maintaining the integrity of the patient’s
are? How can a physician be assured of the competence of
he local CAM providers?

When referring to any specialist, licensure is rarely the
nly yardstick the OFP uses; they consider the entire scope
f what the patient will receive and how the specialist will
nteract with other members of the team. The same princi-
les may be applied to coexisting with CAM providers in
he community. Is the provider willing to communicate
irectly with the OFP (and many welcome the opportunity),
r is the patient left to report their own interpretation of the
ntervention? Does the provider seem willing to work col-
aboratively, or seem to undermine the treatment plan the
FP and patient are using (e.g., a provider who tells a
atient, “Work with me for six months and you could get off
our anti-convulsant!”)? Does the provider show good
oundaries, both in terms of patients and in terms of peers,
r do they make claims in excess of their abilities, display
critical or sneering attitude toward Western medical prac-

ices (“All doctors want to do is drug you or cut you!”), or
eem unduly controlling of the patient and to whomever else

hey bring their health concerns? Most importantly, does the
atient feel heard and well cared for? Do other patients who
ave seen that provider report a good experience?

OFPs are especially well-equipped to navigate these wa-
ers. They may practice some form of CAM themselves, and
ll are familiar with the experience of having a professional
egree that requires explanation to other clinicians. Because
he application of evidence-based medical principles to os-
eopathic manipulation is still in its early stages, OFPs also
nderstand the challenges inherent in attempts to measure a
tyle of care that is widely understood to be effective, but
hich nonetheless does not always fit the “mold” of our

urrent research system.
There is no universally appropriate model for studying

he care of human beings. Even the most well-designed
tudy is much better at predicting outcomes for populations
han for individuals. This issue becomes even more com-
lex when attempting to apply the standards of physics and
hemistry to systems of healing that do not operate accord-
ng to physics and chemistry: How would the researchers
ontrol for the Reiki master having an off day? How would
study create inter-practitioner standardization, when the

ractice and the abilities are more closely related to the
ndividual’s skill level and experience—as with an artist—
han they are to the intervention itself, as would be the case
n a pharmaceutical in which standardization of dose and
ontent is possible?

There are similar hurdles in the study of prayer: Is a
atholic schoolboy’s prayer an equivalent intervention to

he Pope’s prayer? Whose prayer works better on cancer, a
uddhist nun or a Catholic nun? It may be that we simply

ack effective tools for evaluating all of the modalities that
ur patients choose to apply. And it is ultimately the choice
f the patient, not the doctor, about how to approach well-
ess.
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