Diana Evans 
1706137
[bookmark: _GoBack]This paper seeks to report and evaluate the systems currently utilised for regulating the use of Complementary and Alternative Medicines on a global degree however the focus will be on the United Kingdom. Recommendations for improvements for the future shall be offered, following a summary of the findings.
Complementary and Alternative Medicine (CAM) has been defined in many ways; indeed, its definition has been the subject of much debate as CAM increasingly becomes to the fore of both the public’s and academic’s attention (Tabish, 2008). Perhaps one of the most agreed definitions is that CAM refers to a wide and diverse range of healthcare practices that are not conventionally used as part of the dominant healthcare service but are typically used in addition to (complementary) or in place of (alternative) conventional treatment (World Health Organisation, 2000).  Wieland et al (2011) agree with this definition; however, they emphasise the holistic nature of CAM and view the practices as healing therapies not just the treatment elements that are used to heal the body and mind. Integrative health care, as explained by the World Health Organisation (2002), incorporates both orthodox and complementary/alternative medicine together; integrative health care is considered to be most prevalent in the USA, UK and Canada (Hilbers & Lewis, 2010).
As CAM healing treatments and practices that have been proven to be effective and safe, they have also become more accepted, so does the list of CAM treatments and practices continue to grow.  Tabish (2008) asserts that CAM practices can be classified into five distinct domains, namely, “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”.  
In recent decades there is widespread consensus that there has been a significant increase in the popularity and usage of CAMs (MacArtney & Wahlberg, 2014) though population estimates are complicated as a consequence of the diversity of CAMs. For example, Barnes et al. (2008) estimated adult CAM usage in the United States to be 40% and child CAM usage to be in excess of 10%. More recently, the National Centre for Complementary and Integrated Health (NCCIH) (2016) reported that 33% of adults in America utilised CAMs compared to an earlier study conducted by Harris and Rees (2000) who found that only 20% of the population used CAMs in the US and comparably in the UK and Australia. As complementary therapies have become increasingly more popular world-wide during the last two decades, Frenkel and Borkhan (2003) assert that so long as there is a continuing demand for this, they will undoubtedly continue to influence the health care delivery for the foreseeable future. 
Of particular note however, is that patients’ usage of CAMs remains, in the main, unmonitored and unregulated and this is true for most countries (Wardle, 2016). In several countries, CAM practices are delivered outside of the traditional healthcare systems by personnel who are themselves not regulated (White et al., 2014). According to The General Regulatory Council for Complementary Therapies (GRCCT), regulation and registration of CAM practitioners in the UK is still under voluntary self-regulation however specialist associations within each therapy group have been working collectively and tirelessly for the last decade to approve guidelines and requirements for each therapy (GRCCT, 2019).  Voluntary self-regulation means that it is the therapist or practitioner that is regulated as opposed to the therapy itself; this is not compulsory and as such means that there are no laws in place to protect the public from unqualified or incompetent practitioners.
In respect of CAM, this means that the safety processes and reporting mechanisms which are built in to conventional legislative and regulatory frameworks may not be monitored. Even in cases where CAM products and practices are regulated, very rarely do they have enough processes in place to report, assess and act on adverse occurrences.  Indeed, as Robinson et al. (2011) highlighted, the scientific, legislative and regulatory foundation to deal with public health matters linked to CAM use, is frequently insufficient or altogether absent. Robinson et al (2011) go so far as arguing that CAM forms, what they term as “an informal black market” (p.77) with almost everyone using it but rarely doing so in mainstream clinical settings. The very nature of being the black market attracts individuals who choose to practice with little or no training/qualifications, inevitably leading on to unorthodox practices (Wardle, 2016). Moreover, when CAM is used, people rarely divulge its use to practitioners in traditional healthcare systems (World Health Organisation, 2009). Because of this, the impact of CAM is under estimated and under recognised, leaving more patients in a vulnerable position with little knowledge of contraindications, signs of malpractice and potentially post treatment complications.
Both Mills (2001) and Valli and Giardina (2002) affirm that there is a great need to improve communication and cooperation between conventional health care and CAMs practitioners, as it apparent that many patients seek alternative therapies in the absence of their doctor’s knowledge. Moreover, as Valli et al. (2002) point out, conventional health care practitioners often possess little knowledge of CAM therapies and products which further contributes to overlaps in the delivery of health care and to less likelihood of interactions with drugs being identified and in turn reported (White et al. (2014). That said, even though there are some adverse drug reactions registers in place, such as the UK Yellow Card System, very few patients or practitioners are aware of their existence (Garcia & Figueras, 2011). As White et al. (2014) point out this serves to cause further challenges for CAM. 
A report conducted by Dixon (2008), for the World Health Organisation (WHO), recommended the need for governments to introduce legislation and regulate the practice of complementary therapies and to preserve the safety of the patients. Dixon (2008), explained that this recommendation evolved as a direct result of uncovering the large volume of therapists who practiced in the absence of adequate training or any formal qualifications. Abbott (2005), agreed stating that some practitioners were found to be ‘not doing enough for their patients’ and had not even considered that adverse reactions may occur as a result of the treatments provided by their practitioners. It could be argued that despite the recommendations, the reason that there has not been significant move in legislation could be due to the fact that the majority of CAM is still under voluntary self-regulation.
In 1999, the UK Government announced the introduction of the 1999 Health Act which prohibited the freedom to practice complementary therapies without regulation and this later led to the Science and Technology Committee of the House of Lords publishing a comprehensive report addressing concerns in training, education and regulations within the sector (The Federation of Nutritional Therapy Practitioners, 2019).
Regulating CAM is not without its challenges.  Walker and Budd (2002), for example, report that despite the UK Government’s recognition of a growing need for regulation within the industry, it was not possible to regulate all therapies under one act of legislation. It could be argued that one of the reasons for this is due to the diverse range of therapies that fall under the umbrella of CAMs and as mentioned above, the list is ever growing. 
Globally there are many differences in legislation and attitudes, for example, in South Africa therapists operate solely adhering to one act of legislation alone that covers all CAM therapies as a collective group (World Health Organisation, 2001). In the UK, regulation of CAM is not wholly absent. Walker and Budd (2002) acknowledged that the first two disciplines to become regulated, Chiropractors and Osteopaths had chosen the route of statutory self-regulation, each protected by acts of parliament to defend their titles and governed by a registered body. For example, the governing body appointed for Chiropractors in the UK is known as the General Chiropractic Council (GCC) and their responsibility is to maintain a UK Register of all qualified practitioners, establish the standards for all training and qualifications, set standards for practice and professional conduct, investigate complaints against practitioners and also to remove any practitioner from the register if found unfit to practice (General Chiropractic Council, 2013). 
Mills (1996) suggests that all CAM practitioners should at the very least evidence their awareness of all contraindications, possible side effects and to be able to refer patients onwards for acute medical treatment as and when required. Dixon (2008) agrees, detailing that as many therapists are multi therapeutic practitioners that whilst a practitioner could be registered and regulated in one particular therapy area, this does not necessarily mean that they are registered and regulated in all therapy areas in which that they are practising.
Saydah and Eberhardt (2004) and Metcalfe et al (2010) both agree that regulations are much needed in areas where CAMs usage is more prevalent: for example, in populations of higher levels of chronic disease where patients are reported to turn to CAMs in favour of traditional medicines based purely on affordability. However, Seeff et al (2001) are cautious to note that this is in fact a cause of great concern, as these individuals with chronic diseases are more likely to be taking multiple medications, therefore increasing the chances of interactions between medications and alternative therapies. This further strengthens the need for stricter legalisations to protect the safety of the patients.
The World Health Organisation (WHO) (2002), published a ‘Strategy for Traditional Medicine’ which included a number of objectives, one of which recommended that governments propose national guidelines to include the regulation of practice, education, training and licensing of CAMs to ensure the wellbeing and protection of the patients (from poorly or untrained practitioners. In recent years, several countries have followed this recommendation in a bid to formalise and professionalise CAMs stance within the health care systems. As a result of issuing the recommendations that arose from the afore mentioned report, the WHO provided strategic guidance for national governments in order to develop and facilitate policies for traditional/complementary medicines (Dixon, 2008).
Within this brief review it is clear that policy-makers in several countries have taken steps to introduce legislation to improve the regulation of practitioners of traditional/ complementary medicine. Much of the experience to date has been with establishing systems of statutory professional regulation. However, the approaches vary considerably between countries. It could be argued that many professionals could follow in the footsteps of Osteopaths and Chiropractors to gain statutory self-regulation but that in order to do that, regulatory bodies would need to be appointed for each profession. Following on from the DoH’s opinion that Acupuncture and Herbal Medicine are both at a stage that they could work towards statutory regulation, other professions could be motivated to follow suit.
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