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Regulations within Complementary Therapies.
The aim of this paper is to present and evaluate the current day processes that are being applied to regulate the practice of Complementary and Alternative Medicines. While these practices are being employed universally, the focus of this work will centre on the United Kingdom. A summary of the research findings will be given, followed by recommendations for improvements for future practice. 
Complementary and Alternative Medicine (CAM) has been afforded many definitions; in point of fact, its definition continues to spark much discussion and debate as CAM progressively comes to the attention of both the public and the academic world (Tabish, 2008). According to the World Health Organisation (WHO) (2000), CAM practices refer to a broad and diverse collection of practices within healthcare that are not conventionally used within, nor thought of as belonging to, the prevailing healthcare service but which typically are used in conjunction with (complementary) or a substitute for (alternative) conventional medical care (World Health Organisation, (WHO), 2000). Ernst et al (2006, p.126) define CAM as the: 
‘diagnosis, treatment and/or prevention which complements mainstream medicine by contributing to a common whole, satisfying a demand not met by orthodoxy, or diversifying the conceptual framework of medicine’ 
While Wieland et al (2011) are in accord with the aforementioned definition, they further highlight CAM’s holistic nature and consider its practices as not merely treatments used to heal body and mind, but as healing therapies also. As explained by WHO (2002), integrative health care is seen as incorporating both traditional and accepted medicine along with complementary and alternative medicines; it is, according to Hilbers and Lewis (2010), commonplace in the UK, USA and Canada and Australia. 
The more CAM healing treatments and practices are shown to be safe and effective, the more they are becoming accepted; so too is the list of CAM practices and treatments continuing to grow. Tabish (2008, p.5) groups CAM practices into five discrete domains, as follows: 
“alternative medical systems such as homeopathy and traditional Chinese medicine, mind-body interventions such as meditation and yoga, biologically-based treatments such as herbal remedies, dietary supplements and amino-acid therapy, manipulative and body-based methods such as osteopathy and therapeutic massage and energy therapies such as hyperbaric oxygen therapy”. 
MacArtney and Wahlberg (2014) report that recent years have witnessed a considerable increase in CAM’s popularity and usage; however, estimates of the usage of CAMs are complex on account of their diversity. Data from the National Health Interview Survey documented that between 2006 and 2007 approximately 40% of adults in the USA had used some form of CAM and almost 12% of children (Barnes et al, 2008). In 2016, the National Centre for Complementary and Integrated Health (NCCIH), reported similar figures for adult usage of CAMs, which had increased to almost 50% in 2018 (Wang et al, 2018), in comparison to an earlier study undertaken by Harris and Rees in 2000 who reported that CAM usage among the population in the USA equated to only 20%. Wang et al’s (2018) study into CAM use among children with mental health problems found that many parents had opted for more natural and holistic treatments for their children in the hope that these CAM therapies would minimise the likelihood of adverse side effects commonly found with pharmaceutical medications. Given the ever increasing popularity of, and the continuing demand for CAMs worldwide, CAMs will indubitably affect the delivery of health care for the foreseeable future (Frenkel and Borkham, 2003). 
However, of particular note is that the usage of CAMs, in the main, is unregulated and unmonitored, a fact that Wardle (2016) states, holds true for most countries. White et al (2014) highlight that in many countries, the delivery of CAM practices takes place outside of mainstream healthcare services and by individuals who themselves are not regulated. The General Regulatory Council for Complementary Therapies (GRCCT) (2019) points out that in the UK, the registration and regulation of CAM practitioners continues to be done through voluntary self-regulation; that is, it is the practitioner who is regulated and not the therapy per se. This means that the public is not protected from practitioners who are unqualified or incompetent. That said, over the last decade and in accord with governmental recommendations, the different professional bodies for each of the therapy groups have been working together relentlessly to approve guidelines and mandatory criteria for each therapy (GRCCT, 2019). 
What this means for CAM is that the reporting mechanisms and safety processes that are in built within regulatory and legislative frameworks may be unmonitored. Even in instances where there is regulation of CAM practices and products rarely are there sufficient reporting and assessing procedures in situ to be able to act on any adverse outcomes. As was highlighted by Robinson et al. (2011), the legislative, regulatory and scientific basis to deal with public health matters associated with CAM usage, is often inadequate or absent altogether. Indeed, Robinson et al (2011, p.77) go as far as to say that CAM acts as, what they refer to as “an informal black market”, being used by almost everyone but seldom in conventional health care settings. The very fact of it being a black market, Wardle (2016) argues, is attractive to people who decide to practice with very few or even 
no qualifications or training, unavoidably leading to unconventional practices. Further, WHO (2009) state that even when people use CAM, they rarely confess that they do so to practitioners in mainstream healthcare systems. As a consequence, the influence of CAM is under recognised and under estimated which leaves CAM patients vulnerable and with minimal knowledge of indications of malpractice, contra-indications and potential complications following treatment. 
Valli and Giardina (2002) and Mills (2001) both assert that there is a necessity for more effective communication and collaboration between CAM and mainstream health care practitioners, since it is evident that many patients are seeking alternative treatments therapies without their doctors’ knowledge. Furthermore, as is pointed out by Valli et al. (2002), mainstream health care practitioners are often not well informed about CAM products and therapies, further contributing to an overlapping of health care provision and to less of a likelihood of interactions with drugs being identified and reported (White et al., 2014). Notwithstanding, despite the fact that there are some registers in place, such as the UK Yellow Card System, which list adverse reactions to drugs, very few people, patients or practitioners, know of their existence (Garcia &Figueras, 2011). This in turn causes further challenges for CAM (White et al., 2014). 
Dixon’s (2008) report, prepared for the WHO, included recommendations for governments to usher in legislation and to regulate the complementary therapy practice so as to ensure patient safety. This recommendation was made, according to Dixon (2008), on account of the discovery of the large number of therapists who were practising without any formal qualifications or adequate training. Some practitioners, according to Abbott (2005), were shown to be ‘not doing enough for their patients’ and were not considering the potential adverse reactions that could ensue. Arguably, in spite of the recommendations, the lack of a significant shift in legislation could be attributed to the fact that most CAM practices continues to be voluntary self-regulation. 
The introduction of the Health Act, announced by the UK Government in 1999, put a stop to being able to practice complementary therapies freely, without regulation. This led to the publication of a comprehensive report by the Science and Technology Committee of the House of Lords which addressed concerns in relation to education, training and regulatory practices in the sector (The Federation of Nutritional Therapy Practitioners, 2019). 
The regulation of CAM is far from straightforward. In spite of the UK government’s acknowledgement for the increasing need for the industry to be regulated, it has not proven possible, because of the diverse range of CAM therapies which is ever growing, to ensure that every therapy is regulated under one legislative act (Walker and Budd, 2002), 
Across the world, attitudinal differences towards CAM and legislation (or lack of) which surrounds CAM practices, are evident. The World Health Organisation (2001) points out that in South Africa, for example, CAM practitioners adhere solely to one act of legislation which covers all CAM therapies collectively. In the UK, the regulation of CAM practices is not entirely non-existent. Chiropractors and Osteopaths, the first disciplines to be regulated, chose the statutory self-regulation route, and each has its discipline safeguarded by acts of parliament which protect their titles; moreover, both are governed by registered bodies (Walker and Budd, 2002). As regards Chiropractors, their appointed governing body in the UK is the General Chiropractic Council (GCC) whose responsibility it is to: keep a register of all qualified chiropractors in the UK, establish mandatory criteria for qualifications and training requirements, set standards for professional conduct and practice, look into any complaints and remove the name of any practitioner from the register if it is found they have engaged in malpractice (General Chiropractic Council, 2013). 
Mills (1996) proposes that, as a minimum, all CAM practitioners should demonstrate that they are aware of all possible side effects and contraindications and be able to refer their patients for medical treatment should this be required. Dixon (2008) is in concordance, pointing out that many practitioners are multi therapeutic practitioners and that though a practitioner may be both registered and regulated in a particular therapy, it does not necessarily follow that the practitioner is regulated and registered for every therapy areas that he/she is practising. 
Without doubt, and as emphasised by Metcalfe et al (2010) and Saydah and Eberhardt (2004), regulation is much needed in the fields where the usage of CAMs is widespread: for example, in the populace which has elevated chronic disease levels, where patients reportedly turn to CAMs over conventional medicines, based wholly on their affordability. Seeff et al (2001), however, sound a note of caution, stating that this, in actual fact, is a serious cause for concern, since it is likely that this sample of the population with chronic diseases is taking several different medications, and as a consequence the risk of interactions between these medications and CAMs, is increased. The aforementioned, further accentuates the necessity for more rigorous legalisations to safeguard patients. 
In the World Health Organisation’s (2002) publication: a ‘Strategy for Traditional Medicine’, several objectives were noted, one of which was a recommendation that governments introduce national guidelines which would encompass the regulation of CAM practices, education and training requirements and licensing of CAMs to assure patient wellbeing and their protection ill trained practitioners. Recently, many countries have pursued this recommendation with the aim of formalising and professionalising CAMs within health care systems. The publishing of the aforementioned recommendation resulted in the World health Organisation providing strategic direction for national governments to develop and expedite policies for CAMs (Dixon, 2008). 
Within this paper, it can be seen that within many countries, policymakers are putting measures in place to introduce legislation for the regulation of practitioners of CAM. Much of the work to date has been involved with the establishing of statutory professional regulation processes. However, there is much variation between countries as regards the approaches. Arguably, it would be valuable for professionals to follow in the footsteps of Chiropractors and Osteopaths and to obtain statutory self-regulation; however, in order to achieve this, it would be necessary to appoint regulatory bodies for each profession. Following on from the opinion of the Department of Health that both Herbal Medicine and Acupuncture are at the stage at which could work towards obtaining statutory regulation, there is nothing to say that other professions could not be persuaded to follow in their example. 
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