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[bookmark: _Toc46099170]Introduction.
[bookmark: _Hlk45142509]Within the UK, the use of traditional herbal medicine can be traced back as far as the 16th century and during the 1900s, countries like America introduced Complementary and Alternative Medicine (CAM) therapies such as Chiropractic and Osteopathy to the UK. Additionally, there were also many more (CAM) therapies introduced to the UK by its migrant community. Furthermore, the House of Lords Select Committee on Science and Technology (2000) had reported to have found more than 25 different CAM treatments being utilized by the UK public (Dixon, case studies, 2008). 
There have been various scholars who have carried out surveys in the UK to determine the most used CAM treatments used by the public and discovered acupuncture, osteopathy, homeopathy, herbalism, aromatherapy and chiropractic treatments to be the most popular of choices (Goldbeck, 1996; Thomas et al. 2001). Additionally, the use of Complementary and Alternative Medicine (CAM) via consultation with CAM practitioners have become widespread around the world (Dixon, An international review, 2008). According to Dixon (2008) in her international review of regulating complementary medical practitioners,  it is estimated ten percent of the UK population used CAM during 2007 and in countries like Vietnam and China, CAM is known to be integrated within their health systems in contrast to the UK. Similarly, according to a survey conducted by University of Bristol (2018), the use of CAM in the UK increased by 4 % between 2005 and 2015 suggesting a consistent rise of use and popularity for CAM therapy. However, many practitioners are not regulated which can be seen as a concern as therapists could be providing care  without insurance and practising as an unqualified trainer. The lack of monitoring can consequently put the public at risk (Mills, 2001). 
So, what is Complementary and Alternative Medicine (CAM)? According to Parliament. UK. (2000), CAM is the name given to a various health-related therapies which is not part of the conventional medical care. Even though CAM is the most frequent used term for the non- conventional treatments, there are also other descriptive terms allocated to CAM such as holistic medicine and natural medicine. However, the title CAM is used more often and will be used throughout this essay (Parliament.UK., 2000).
The author of this essay will evaluate the systems currently being utilized for the regulation of CAM in the UK and the USA, subsequently followed by the closure of the essay with conclusion and recommendations.
UK
Within all healthcare profession, it is paramount quality of patient care and treatment is provided at all times and in the UK there are clinical guidelines that help the public and medical practitioners make choices and decisions about which healthcare services are suitable for particular conditions. The guidelines also impact on the delivery of efficiency and quality of healthcare between patient and practitioner (Field and Lohr , 1992; Woolf et al. 1999; Jackson and Feder, 1998). Similarly, clinical guidelines used for NHS staff are overseen by NICE (National Institute for Health and Care Excellence) who are an executive non-departmental public body that give advice and guidance for improving health care services (Lorenc et al. 2014). 
However, for CAM therapy, majority of the treatments are not  included within conventional guidelines (Clinical practice guidelines in complementary alternative medicine, 1997). Moreover, according to Littlejohns (2009) NICE sometimes take into consideration CAM treatments for a particular ailment while creating guidelines but only to be met by objections and discussions as to why NICE would even consider including CAM therapy within their guidelines (Colquhoun, 2007; Frank et al. 2007). It should be noted that the consideration of including CAM within conventional guidelines may benefit practitioners and clients as a whole because it can lead to awareness of patient care; information for clients; generating acknowledgement of CAM amongst mainstream medical practitioners which can lead to CAM being more recognised and accessible by the public and even boost a more integrated care delivery. There are many advantages for CAM to be included within conventional guidelines. However, according to Clinical practice guidelines in complementary alternative medicine (1997), the growth of any guidelines for CAM will encounter many obstacles such as CAM practitioners holding the notion of different methods and views of diagnosis and the lack of sufficient evidence available to back up its efficiency claim. Similarly, according to Walker and Budd (2002) there are CAM practitioners in the UK that may be inadequately trained or qualified; they may have taken short courses prior to practising in their chosen field; they may not be insured or they may not be members of a registered organisation. Research by these various scholars shows how their findings suggests that there are far too many obstacles present at the moment for CAM therapy to be part of any conventional guidelines. 
[bookmark: _Hlk45141210][bookmark: _Hlk45979959]According to research by Walker and Budd (2002), CAM therapies are very diverse and widespread ranging from the use of manipulative techniques like chiropractic and osteopathy to numerous different forms of relaxing techniques to remedy techniques given by herbalists and homeopaths. Given the extent of areas covered by CAM, it is reasonable to say that each area of CAM should determine their own path, procedures and regulations. Similarly, The House of Lords Select Committee on Science and Technology (2000) reported there are two CAM  treatments that is statutory self-regulated and protected by acts of parliament. Chiropractic and Osteopathy therapies are now statutory self-regulated which provides assurances to the public to feel optimistic and secure when choosing a Chiropractic and Osteopathy practitioner. All practitioners of both disciplines must be qualified and trained to practice in way that is ethical and safe in relation to the code of conduct set by the professional bodies (IBD relief, 2020). Chiropractic and Osteopathy practitioners must be registered with the General Chiropractic or the General Osteopathic councils (comparable to the General Medical Council for registered Medical Practitioners) otherwise it is a criminal offence to practise (Mills, 2001). According to Allsop et al. (2004) the individual bodies have their own statutory committees that oversee the rules of regulations for the councils who have been elected by the secretary of state, education committee of council, Privy Council and by their own profession members. For a person to be registered as a practitioner, he or she must be of good health, mentally and physically and must have the correct qualifications. There is no other established bodies to regulate practitioners of any other CAM therapy. However, according to research by Mills (2001), there are two other CAM therapies (herbalism and acupuncture) that have been recommended by The House of Lords Report (2000), for statutory self-regulation under the Health Act 1999, with further deliberations given to homoeopath therapy for statutory self-regulation. 
So what is self-regulation systems?.
According to Baldwin and Cave (1999), self-regulation is when activities of members is controlled by groups of people or when organisations create a system of rules which is  then imposed against its own members. Furthermore,  the approaches to self-regulation varies such as governments interventions for the structuring of self-regulation; regulation rules can either operate in a voluntary manner or be enforced by a court of law; not all functions of regulations may be assigned to the self-regulation body and the rules of regulations may apply to people who voluntarily join an association. Ogus (2002) describes statutory self-regulation as the founding of an agency or regulator that is independent, with its operating system set out in accordance with the law, whose decisions can either be disputed and appealed in the courts or within a higher public spectrum. In the UK, statutory self-regulating bodies have been established for two CAM therapies which is the General Osteopathic Council (GOC) and the General Chiropractic Council (GCC) during the years 1993 and 1994 (Dixon, case studies, 2008). But unfortunately, there are no statutory regulating bodies in place for all other CAM practitioners. However, there are voluntary registers available for practitioners to join only if they have specific qualifications and are willing to follow the standards of practice set by the registers. Nevertheless, it is not a legal requirement to join and is up to CAM practitioners to decide whether or not they want to become a member (IBD, relief, 2020). Moreover, unlike GOC and GCC, many CAM therapies may be putting the public at risk by not adhering to the Health Act 1999 as there is no monitoring in place for practitioners in terms of qualifications, experience, insurance and can be very challenging for members of the public to take legal action against in cases of malpractice and negligence (IBD relief, 2020). 
Research by Walker and Budd (2002), states voluntary self-regulation will be less advantageous than statutory self-regulation. Moreover, the UK government have presented an opportunity for voluntary CAM practitioners to be regulated, coinciding with the Health Act 1999 (Health Act, 1999), which will enable them to meet the requirements of code of conducts. However, most CAM practitioners may decide to take the voluntary path because of the costs involved in becoming statutory regulated. They also feel their right to practice freely under common law may be at risk and in the past the minister for Public Health, Tessa Jowell also spoke about the complex planning required to become statutory regulated may divert away CAM practitioners from the statutory path (Walker and Budd, 2002). Furthermore, Studies by Walker and Budd (2002) shows how an event in the UK took place during 1999 to explore and share ideas on how to help the regulation of CAM. It was an event orchestrated on the bases of the findings and recommendations of the Exeter report ( Mills and Peacock , 1997) and the Foundation for Integrated Medicine (FIM, 1998). More than one hundred and fifty bodies of different professions were present representing more than forty thousand CAM practitioners. Key components of the event was to determine how to create, enable, and support the development of CAM regulation structures. In the past there have been many initiatives taken place to improve the regulation process for either statutory or voluntary regulations and as yet there is no statutory regulation in place for certain CAM therapies in the UK. However, after the recommendations by The House of Lords Report (2000), one may be able to witness statutory self-regulation policies being established in the near future for the many widely used and popular CAM therapies. 
USA
Cohen, (2002) states it is up to the state laws in the USA to govern and regulate matters of health, safety and the well-being of the public freely, and each state has its own laws which prohibits practising medicine without a license. 
According to Erenguc (2014), approximately 4 out of 10 adults in the United States of America turned towards CAM for help with health issues. CAM has become very popular in the USA and has been used significantly by the population to help with alleviating many health issues such as arthritis, neck, depression, anxiety, headaches, back pains and many more. Moreover, CAM treatments were used in conjunction with mainstream medical care as individuals felt they had responded better mixing both methods.
Statistics by (Eisenberg, 2003; Dower, 2003; WHO, 2005b), show findings in the year 1997, that there was over 600 million visits to a CAM provider and by 2002 there was an estimation of over 65,000 chiropractors licensed, additionally there was also an estimated 14,000 licensed acupuncturists amongst a further overwhelming number of licensed practitioners in their respected fields such as massage therapists, homeopaths and naturopathic physicians. The research by these various scholars suggests the demand and popularity for CAM has been growing in the USA but along with its popularity, there also comes risks. There are many risks the public can be exposed to by using CAM, which is why protection must be in place for public safety. According to Dixon (2008) in her case studies of regulating complementary medical practitioners, it is the individual states in the US and the federal food and drug laws that regulate and legislate CAM to protect patients from harm. Different states in the USA have the authority to license CAM practitioners and also have the power to take legal action against practitioners, if needed. Furthermore, according to Ruggie (2005), under the Food and Drugs Administration body, acupuncture needles is regulated, and dietary supplements is monitored under the federal product law and the Dietary Supplement and Health Education Act. Also, there are areas that requires regulating CAM such as: Having access to treatments and reimbursements, acquiring the relevant licenses, malpractice, scope of practise and professional discipline, the main purpose of these regulations is to protect the public and practitioners. Laws such as the Malpractice law is in place to protect CAM practitioners from possible court cases due to negligence (Dixon, 2008, case studies). Furthermore, it is worth noting that medical care providers in the US can also be held accountable for referring patients to a CAM practitioner, who turned out to be  incompetent and careless (Cohen, 2002).
[bookmark: _Hlk45039300][bookmark: _Hlk45039281]At the beginning of the millennium, the US decided to give greater attention on legislation for CAM therapy by establishing the White House Commission on Complementary and Alternative Medicine. The establishment of the commission in 2000 was to ensure those using CAM may benefit with assurances at the time, present and in the future (Bodeker and Kronenberg, 2002). Furthermore, According to Bodeker and Kronenberg (2002), chiropractors are permitted to work across 50 states in the US with 41 states permitting licenses to acupuncturists. Moreover, examinations are required to be taken throughout the country for traditional Chinese herbal medicine, which is regulated by the National Council for Certification of Acupuncture and Oriental Medicine (NCCAOM). Also, for medical practitioners in the US who wish to practice Western herbal medicine, must take examinations which is monitored by exam boards such as the Botanical Medicine Academy and the American Herbalists Guild (Abascal and Yarnell, 2001). 
In the US, there has been an increase of users for CAM therapy for many years and every state has their own protocols in place to regulate and license practitioners. Because individual states have their own regulation laws for CAM practitioners, the necessary conditions and guidelines to train practitioners will differ considerably. Furthermore, the laws in place to protect the public from malpractice can increase the possibility of settlements from damages and neglect, additionally prosecuting those who do not have the relevant licenses to operate as a CAM provider (Cohen, 2002).


[bookmark: _Toc46099171]Conclusion and Recommendations.
CAM should be included within conventional guidelines as the popularity and use of CAM is growing rapidly in the UK. Organisations and practitioners who represent conventional and non-conventional practices will benefit through its recognised and integrated system. However, for the notion to evolve first obstacles that are hindering the development of CAM within conventional guidelines need addressing (Littlejohns, 2009). Furthermore, concern regarding the conflicts of interest between those responsible for creating guidelines need addressing such as the bias views and opinions for the inclusion of CAM within conventional guidelines (Colquhoun, 2007; Frank et al. 2007). As of yet, statutory regulation is only applicable to two CAM therapies such as Chiropractic and Osteopathic with recognised councils now established for both therapies (Mills, 2001). However, for other CAM therapies to be statutory regulated there have been recommendations by the House of Lords (2000) but legislation is yet to be addressed by parliament. Moreover, CAM practitioners are not limited to practice as desired or subjected to any form of regulations in the UK (Dixon, case studies, 2008). Many CAM practitioners have established voluntary self-regulated bodies as they believe the voluntary route is more practical and cost effective for their respected fields additional support is also being given by the Foundation of Integrated Medicine for the development of a system for voluntary regulation which will involve the implementation of professional and public liability insurance (Dixon, case studies, 2008; Mills and Peacock, 1997; FIM, 1998). In contrast to the USA, each state is responsible for the implementation of regulations and also prohibits practitioners to practice without the relevant licenses. Furthermore, the standards of training and requirements differ according to state laws and the recognition for legal status can lead to possible implications such as reimbursement by third parties due to negligence and malpractice (Cohen, 2002; Dixon, case studies, 2008). For certain CAM therapies, examinations must be also taken by medical practitioners and is overseen by exam boards (Abascal and Yarnell, 2001). Similarly, as CAM grows rapidly in the USA, medical practitioners who have successfully completed their exams should be vigilant of breaking malpractice laws (Cohen, 2002).
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