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This assignment will discuss the similarity and differences between complementary and alternative medicine (CAM) followed but the four chains of CAM. A discussion of the integrated regulation bodies will be analysed whilst highlighting the implications with voluntary registry to these councils and how the United Kingdom (UK) lacks regulation. Furthermore, key policy guidelines in relation to CAM will be evaluated in terms of legal registration, consent and data protection. 


CAM is defined as “the a broad domain of healing resources that encompasses all health system, modalities, and practices and their accompanying theories and beliefs, other then intrinsic to the politically dominant health systems of a particular society or culture given historical period”  (Zollman and Vickers, 1999). Yet, the use of CAM is an umbrella term that includes both alternative medicines and complementary theories (Adams and Jewell, 2007). This use of CAM is condensed to describe two different forms of interventions. Complimentary therapies are the type of approach used alongside conventional medicine such as radiotherapy and hormone treatments (Wilkinson et al., 2002). The phrase alternative medicine is known as the practice used that replaces conventional medicine, such as herbal medicine (Joos, Musselmann and Szecsenyi, 2011). World Health Organization (WHO) state alternative medicine encompasses all forms of health care facilities, but this does not take into account the difference between complementary and alternative Medicine (WHO, 2014). However, the NHS states there is no universal definition of CAM (NHS, 2020). Lewith and Robinson (2009) state that due to the issues of defining CAM, what is considered as complimentary therapies such as acupuncture in the UK is considered a main conventional medicine in china. This shows that various forms of medicinal treatments can be categorised in both conventional and alternative medicine depending on the geographical location and cultural upbringings. 


In terms of CAM, there are four different chains whereby medicine and treatment in categorised Firstly, biological based practices is a form whereby supplements are taken through the form of dieting to heal the body. This included Chinese herbal medicine, healing herbalism and homeopathy (Chagan et al., 2005). Manipulative and body based therapies focuses on the body through the use of reflexology, chiropractic care and osteopathy (Koithan, 2009). The third type of CAM involves the mind-body interventions focus in the activity of the brain, mind, body and their effect on disease and health. Therefore types of intervention of CAM that that focus on the mind include counseling, meditation, yoga, relaxation and breathing techniques (Wolsko, 2004). The fourth intervention is about energy therapies designed to store the bodies energy balance with the interventions using crystal therapy (Scnepper, Barton and Bauer-Wu, 2010).


Although CAM is a broad term used for alternative treating, there is also conventional medicine used today, which heavily relies on scientific evidence to provide effective and safe treatment. Therefore it is essential to ensure like conventional medicine, CAM takes an evidence-based approach (eCAM) to ensure safe practice to the public (Hammershlag and Zwickey, 2006). The Cochrane collaborations intend to release reviews to CAM and its effectiveness however due to the broadness of the topic it is said there needs to be more reviews on the matter (Wieland et al., 2011). Having said that, there are evidence based practices that are known to be effective for the body such as yoga that improved the state of diabetes mellitus 2 in adults and prevents cardio vascular complications according to Nahin et al (2007). However, Weiland et al (2011) suggests there are currently only five reviews on yoga with chochrane, but the search base contains 241 controlled trails on yoga showing there is a gap in reviews when compared to the results of the controlled trials. Controversy, the Cochrane collaborations is a reliable source much like the NHS who also support the used of yoga long with its health benefits suggesting there are dozens of evidence that has been published. However, the NHS state there is a need for more rigorous studies on its benefits (NHS, 2020).



Furthermore, due to the issues of distinguishing what treatments are catagorised under alternative or conventional therapies in different countries, there is also a lack to scientific evidence to show the effectiveness these interventions (NHS 2020). This shows the needs to regulate CAM to ensure safe practice to the public and ensure that the practice of CAM is both ethical and legal. There are governing bodies that require registration to promote that there are safe and qualified practitioners of conventional medicine to ensure healthcare workers are competent with their scope of practice (Mills, 2001). However, in conventional and alternative medicine, there are only two types that require statutory professional regulatory known as osteopathy and chiropractic care (Ibdreleif.com, 2020). As discussed, the practices of CAM contain many different forms of practices thus suggesting most CAM lack regulation by statutory law providing space for professional misconduct (Mills, 2001). General Osteopath Council (GOC) and the General Chiropractic Council (GCC) are bother legal bodies that ensures registered [practitioners are properly qualified and provide practice in a safe and ethical manor by providing codes of practice that each profession must adhere to (Idbrelief.com, 2020).  Without registration in the UK, it is illegal to provide practice on the public. These regulations exist to provide patient safety, however, these bodies does not imply the practice is evidence-based and effective. 


In the United kingdom (UK), all other forms of CAM require no statuary regulator meaning other practitioners of alternative medicine can call themselves a homeopaths and practice on patients. This shows that they are not required by law to be registered to practice (Lunstroth, 2006). A concern with this relies on the whether this is ethical to practice because those practicing homeopathy without the need for legal registrant may not need any form of experience of professional qualification to provide treatments on the public (Walker and Budd, 2002). This is an issue because someone can commence the practice of reflexology, and practice on the public without registration, which is legal but raises concerns as to whether this is safe for the public and whether the treatment would be effective if no regulated training was provided (Ventola, 2010). This form of practice also raises concerns into the fact that an unregulated form of practice may come across as professional and regulated to the public, leading to deceiving the patients into safe care (Ventola, 2010). Having said that, there are forms of voluntary bodies that provide an optional registration. 


Typically practitioners can only join a voluntary board if they hold certain certificates relating to their type of practice, however there is no legal requirement to join (Lunstroth, 2006).  Voluntary bodies such as Complimentary and Natural Health are Council (CNHC) and National UK Therapists Centre are forms of widely used bodies that are acknowledge in the CAM profession (Professionalstandards.org.uk, 2020). Registering with them demonstrates you have a form of qualification to carry out practice. The similarity between these two types of councils is that both intend to protect the public by providing a set of standard professionals must be bound to. This includes the requirement of professional indemnity and registration, investigations of complaints and breaches of code of conduct (professionalstandards.org.uk, 2020).  However, they do differ as one statuary’s councils require professionals to be fully qualified and is a legal requirement demonstrating safe practice where as voluntary councils is optional, thus it is legal anyone to practice if they hold either no, or limited formal qualifications (NHS, 2020).


Due to the difference between these bodies, it up raises ethical concerns for CAM whereby it is optional to register. Furthermore, CAM is an important sector in healthcare has a high level of acceptance with the general populations,  thus represents a challenges for all disciplines for ethical and safeguarding the public (Ernst, Cohen and Stone, 2003). National Institute for Health research asked adults whether they had used a form of CAM within the last 12 months and out of the 4862 respondents, 16% said they had received a form of CAM and in 2015, furthermore 15% of the English population visited a CAM practitioner (Sharp et al., 2018). Therefore due to the increase in demand, there is a need to ensure ethical treatment is provided. This is because an ethical approach to medicine has always been the primary focus of healthcare (Martin, 2004). Ethics is essential where there is changes to structure and primary health care to ensure patiensa receive the appropriate care with updated guidelines in regulations and policies (Martin, 2004). 


Within the healthcare sector, there are also ethical issues whereby the boundary of each healthcare sector is poorly defined, raising questions of overlapping obligations (Martin, 2004). Ensuring patients needs and health comes first is essential and therefore practitioner must take responsibility for the treatment and patient health based critical thinking. Without educational qualifications, one would question whether practitioners are fit to make such formal decisions (Jacobson and Cain, 2009). For instance, safety risk is a concern with CAM as patients may require professional and conventional integration, to effective treatment such as cancer and chemotherapy. As a dietitian or herbologist, supplements may interact with conventional medicine and cause a potential danger to the patient. This highlights the necessity for proper training with form of CAM care (Adhami and Sadraei, 2008).  Though most CAM interventions run a a form of voluntary regulatory council that contains code of practice and most practitioners do subscribe to insurance schemes proving professional indemnity and insurance cover. Also, Enhanced DBS closure is typically carried out to ensure safeguarding but these processes do not warrant safe practice (Kingsfind.org.uk, 2008).



Patient records, medical history and personal data is required when treating a patient (Mathioudakis et al., 2016). CAM practitioners must ensure that their data complies with the regulations and understand the importance of General Data Protection Regulation (GDPR), (Collegeofmedicine.org.uk, 2018). According to Information Commissions Office (ICO)(2020), CAM practitioners must obtain personal data in a way that is fair, thus not using personal data in advertising that is deemed unlawful. Practitioners have a duty to remain truthful and honest about the use of their personal data in a way that complies with the lawfulness, fairness and with transparency (ICO, 2020).  GCC (2018) sets out standards that chiropractors must adhere to and complies with the GDPR and data protection. This is an advantage over other forms of CAM because there is a lack or regulator which sets in place guidance, therefore there is no evidence as to whether these practitioners are appropriate trained with data protection law and compliance with GDPR (Caspi and Holexa, 2005).  


This leads to the whether consent remains valid. Although there is a lack of statuary regulation for CAM, there is nothing unlawful about two consenting adults agreeing to treatment (Dove, 2020). This hinders the need for regulators as both parties agree to the treatment thus have contractually agreed to provide or receive treatment. Having said that, whilst conventional medicine gains valid and informed consent guidelines through the use of policies and duty of care, guideline enumerating, explaining and defining consent is insufficient (Berg et al., 2001). Thus the knowledge of gaining consent could be even more insufficient where a study highlights the lack of standard and uniformity in the practices of CAM due to the depth and extent of the practices (Caspi and Holexa, 2005).  The validation of consent requires a tailored care plan to the patient highlighting the risks and benefits of the treatment and informing them of the right to withdraw (Dove, 2020). Patients must be allowed sufficient time to think about the treatment and give consent. Furthermore, CAM practitioners should identify whether a person is competent in providing consent and whether they have the mental capacity to do so (ICO, 2020). However, Centre for Information Policy leadership (2017) state there are growing concerns with the unidirectional discloser risk whereby consent isn’t transparent or tailored to treatments and proceeds. This raises concerns, as the patient does not gain full understanding of procedures, meaning consent is not valid (Caspi, shalom and holexa, 2011).


On a global perspective it is evident key policy drivers differ, as USA regulates many forms of CAM however it also varies in different states (Barnes et al., 2009). Furthermore, within the European union, regardless of the Statutory regulations, osteopaths registered in the UK are not allowed to practice within Europe. Thus the need for mutual recognition of qualifications and registrations overseas need to be addressed (Kingsfund.com, 2008). There is a need for international policy-makers to acknowledge global recognition of registrants and regulars within CAM to promote health and patient safety (Kingsfund.com, 2008). Norway integrated alternative medicine in their national health system which is  considered a huge advantage over other countries as it allows for these forms of practices to be regulated, unlike the UK (kingsfund.com, 2008). The legislation is regulated by the government and allows consumers to make treatment choices with protection against risk (Longtin, 2004).


In the UK it is evident that there is a lack of regulation within CAM, thus it is essential that the government should highlight the need for all practitioners to be register with a voluntary body, increasing the credited of their care. However, statutory guidelines on continual professional development should be carried to ensure CAM practitioners hold current and safe knowledge (ICTIM.ie, 2020). Limitations arise as to who would regulate this form of development would the voluntary bodies make it a requirement. Additionally, continual professional development relies on evidence-based learning, something that CAM lacks (NHS, 2020). Although there is a need for high levels of regulations, the public should also take into account their responsibility to receive practice from a trained professional. Information should be required such as whether their practices are insured, whether they are registered with a CAM council and what qualifications do they hold, and consulting with a doctor beforehand (Tabish, 2008). This key information increased the credibility, reducing malpractice. Advisories bodied such as WHO and NHS, have a duty to advise patients concerning healthcare, thus there should be more on an emphasis of the risks with CAM and how patients can investigate the solidary of the practitioner (Ernst, 2008). 


Overall, the practical application of regulatory bodies grows concern due to the depth of field in CAM. To overcome this issue the government must take into account the lack of regulators and implicate the need for the registration with an appropriate council Furthermore, the government should hold the council’s responsible to ensure guided information is provided and all CAM professionals are regulated on their current knowledge to promote safe practice. Furthermore, as there is a lack of patients consulting their medical doctors about the use of CAM, this could be detrimental to their health. Thus interacting the use of CAM within the NHS, similar to Norway, would allow CAM to be effectively. However the limitation with this is practical convention is that medicine heavily relies on sound evidence, that CAM can lack. Nonetheless, there must be a communication system between both parties of conventional medication and CAM to gain patient information and increase safe practice. 
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