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Disease 

The Role of Disease Management 

1111 Proactiveiy identifies individuals with given disease 
states or those at highest risk for health care costs or 
disease complications 
Empower's participants to be informed and engaged in 
self-management 
Patie:nt-centered education and support is guided by 
nurses and other health care professionals, and provided 
in a variety of media (mail, web, audio) 

Identifies care gaps early and aids in care coordination 
between providers and participants 

111 Focuses on preventing complications and improving 
health outcomes with evidence-based care. This lowers 
costs. 

The Purpose: 
Right Care, Right Time, Quality Provider 

Claims PMPM by member percentile 
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Discussion 

Ill What is Disease Management? 

•Why offer Disease Management from the Health Plan? 

Ill The Value of Disease Management 

Future Delivery of Disease Management... .. A Pilot for 
Physician-Directed Care 

Questions 

Why Health Plans Offer Disease Management? 

1. To improve gaps in care against evidence-based 
guidelines. 

in 2005, only 15.5%, of diabetics in Minnesota met all five 
cardiovascuiar-related treatment goals 1 

2. Clinic health systems are designed more for acute 
care medicine/ clinics do not have the systems or 
personnel to support disease management principles 

3. To meet market demand 

4. A strategy to reduce health care costs 

1 Minnesota Community Measurement Project, 2005 
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Small Changes Make a Difference •••• Changes in HbA1c levels and 
associated average health care costs over three years1 

Patient classification 
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Medica's Diabetes Comprehensive Program Resources 

Value of Diabetes Disease Management 

1111 Clinical 

• Health Care Costs 

- Outpatient Care 

- Inpatient Stays 

• Clinical Outcomes 

1111 Economic 

• More Time at Work 

• Greater Productivity 

• Reduced Disability (ST/LT) 

Ill Quality of Life 

• Events Averted (e.g. heart 
attack, retinopathy, etc.) 

• Deaths Averted 

• New Cases of Diabetes 
Averted 

• Patient/Physician 
Satisfaction 

• General Perceived Health 

Delivering Coordinated Consumer Driven Behavioral Health 

Health Advantage by MedicasM 
"a personalized depression management program" 

• Comprehensive member 
identification and outreach 

• Regularly scheduled telephone calls 
from trained clinicians 

• Care coordination for physical and 
behavioral health issues across the 
spectrum of care 

• A total of 778 members have opted­
in for program services 

• Member program satisfaction is 
85% 
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Value of Diabetes Disease Management 

Ill After implementing Medica's Diabetes Program 
• The number of diabetic members with A 1 c <=7 (target) 

improved from 53.9% to 61.1%1 

• The number of diabetic members with LDL (bad cholesterol} 
<=100 improved from 54.8% to 65.9%1 

• Members with diabetes went to the hospital and emergency 
room less often2 

>- Hospital admits .J, 15.4% 

>'· Emergency room visits .j, 2.6% 

1 -CorSo/utions Clinicol Evetuetion, Year 2; High acuity> 6 months 

2-Reden & Anders Financial Evaluation, Year 1; Medica, diabetes population 

The Link Between Behavioral Health Conditions and 
Physical Health 

Co-morbid conditions ·the connection between depression and physical health 

• Overall, it's estimated 
major depression exists 
in 36% of patients with 
coexisting medical 
conditions 1 

Future Delivery of Disease Management: 
A Pilot for Health System-Directed Care 

Background: Disease management supports practitioner/patient 
interactions. It is an activity that could be delivered from within a health 
system for many patients 

In development for 2006 

Ii Piloting with 2-3 clinic systems 

Clinics and health plan will partner more directly to identify, track and 
manage patients 

• Proposed value: Coordinate and manage chronic care at primary 
provider setting, transfer funding to our provider network and improve 
provider and member satisfaction 
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A Disease Management program 
for members ofMedica® 

Dear Member: 

SM 

Now the program that's helped thousands 
of people can help you live a healthier life, too. 

Medica® is proud to bring you "CorChoicessM," a program that offers valuable information and 
support to help you manage your condition and live a healthier life. This program is offered to 
you at no additional cost by CorSolutions®, Medica's partner in helping improve your health. 

CorChoices helps support the care provided by your doctor and offers you access to a full range 
of resources to keep you feeling your best. You can: 

• Visit www .medica.com/member resources/disease management for online access to 
current information about specific chronic conditions; 

• Call Voice ConnectionssM at 1-877-COR-5266 for unlimited toll-free access to our 
health library; 

• Or call NurseConnections SM toll-free at 1-800-775-3422 to speak directly with a 
registered nurse any time, day or night, about your health concerns or any program 
questions you may have. 

The materials in this welcome packet will give you support and information to help you better 
manage your health condition. We are also enclosing a magnet that will keep your doctor's 
phone number and our 24-hour nurse support line close at hand. 

In the future, we will send you CorNews, a quarterly newsletter that covers the latest news about 
your condition. In addition, a CorSolution's nurse may contact you to offer more support and 
education. 

Please take some time to read through the enclosed materials and start putting them to work. 
This program has helped improve the quality of life for many people. And, we hope that it can 
do the same for you. If at any time, should you no longer wish to participate in the program, 
please contact us at 1-800-775-3422. 

Sincerely, 

~~ 
Richard P. Vance, M.D. 
President and CEO, 
CorSolutions 

Merritt O'Brien, M.A. 
Clinical Program Manager, 
Medic a 

P.S. Remember, there is no additional charge for this program, so keep your magnet handy and 
call us whenever you wish! We can accommodate any special communications needs you may 
have in order to speak with a nurse. If you have special needs, please call 1-866-676-0470, or 
access our web site at www.medica.com/member resources/disease management and a 
CorSolutions professional will assist you in reaching a nurse. 

MEDICAGENLTR 
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Diabetes means there's 
too much glucose in your 
blood. Glucose is a sugar 
that the cells of your 
body use for energy. 
Diabetes occurs when 

your pancreas (an organ 
near your stomach) does not 

make any insulin or when it does 
not make enough to keep up with 
your body's demand. You may 
also be insulin resistant, which 
means your body cannot use 
insulin correctly. 

Insulin is a hormone that is released when 
your body is digesting food. It works like a 
key, unlocking your body's cells so sugar 
can move from your blood into the cells. 
When your body is unable to make 
insulin, or use it effectively, sugar builds 
up in your bloodstream. 

The exact causes of diabetes are 
unknown. There are several factors, 
however, that are associated with the 
risk for type 2 diabetes: 

• Family history of diabetes 
•Obesity 
• Certain racial and ethnic groups 

(African-Americans, Native 
Americans, Hispanic Americans, 
Asian-Americans and Pacific 
Islanders) 

• Over 45 years of age 
• High blood pressure 
• Occurrence of gestational diabetes 

or birth of a baby over 9 pounds 

No. There are four different types 
of diabetes. 

(Formerly insulin-dependent or juvenile onset diabetes) 

About 10% of people with diabetes have 
type 1 diabetes. 

• Pancreas does not make any insulin 
• Usually occurs before age 20 
• Insulin is required daily to live 

(Formerly nan-insulin-dependent or adult onset diabetes) 

About 90% of people with diabetes havf" 
type 2 diabetes. , 

• Pancreas produces some insulin, at least 
initially, but the cells are unable to use 
it correctly 

•Usually occurs in overweight people 
over 45 

• May be managed by diet and 
exercise alone 

• Oral medication or insulin may be 
needed if blood sugar level remains high 

(Diabetes during pregnancy) 

• Hormones of pregnancy cause 
insulin resistance 

• Usually goes away when the baby is born 
• Increases risks for developing 

diabetes later 

Diabetes may also result from removal of 
the pancreas, drugs, malnutrition, infections 
or other illnesses. 



A blood sugar level that is too high 
can lead to serious complications. If 
left untreated over many years, high 
blood sugar levels can damage nerves 

blood vessels and cause changes 
· tal organs. These complications 

can affect your heart, eyes, 
teeth/ gums, kidneys, skin and feet, as 
well as things like sexual function 
and digestion. Blood sugar levels that 
get too low can also cause symptoms. 
The program will help you learn the 
best ways to avoid problems and stay 
healthy. 

PROOF that you can 
stay healthy 
A study of people with 
type 1 diabetes* showed that 

~~~maintaining near-normal blood 
i ",1gar levels: 

• reduced eye disease risk by 7 6% 
•reduced kidney disease risk 

by50% 
•reduced nerve disease risk 

by60% 

More recent studies have also shown 
decreased complications for type 2 diabetes. 

The most important thing you can 
do is keep your blood sugar level 
close to the target range your doctor 
recommends. The American Diabetes 
Association (ADA) recommendations 
are listed in the Blood Sugar Target 
Levels chart on page 4. How do you 
reach your target goals? By balancing 
those things that cause blood sugar 
to rise with tools that help you 
lower it. 

*Source: 1993 Diabetes Control and Complications Trial (DCCT), National Institute of Diabetes and Digestive and Kidney Disorders. 



This guide offers 10 healthy goals, 

based on ADA guidelines. If you 

try to follow them and make them 

a part of your life, you' re more 

likely to feel good and stay well. 

Monitor Blood Sugar 
Regularly 

Self-test using 
a blood sugar 
meter 

Hemoglobin 
AlC (AlC) 
measures 
average blood 
sugar level over 
2- to 3-month 
period. 

As often as 
your doctor 
recommends. 
If taking insulin, 
4-6 times a day 
is ideal. 

Twice yearly if 
within target 
goal. Quarterly 
if not within 
target goal, or if 
therapy (diet, 
exercise or 
Rx) changes. 

Before meals and 
at bedtime. 
Before bedtime 
if you are taking 
sulfonylureas, 
Prandin® or 
insulin. 

Time of day 
does not affect 
test results. 

*Blood sugar levels are expressed as mg/ dL or milligrams per deciliter of blood. 

80-120 mg/dL* 

100-140 mg/dL 

7% or less 

Below 80 or 
above 140 

Below 100 or 
above 160 



You'll need a blood sugar meter if you 
don't have one. Drug stores have many to 
choose from and instructions are 
included. You'll also need test strips, a 
special needle called a lancet and a 

~Jqncing device to hold the needle. The 
(( } is fast, easy and painless with today's 
11 

wer devices. The meter "reads" your 
blood sugar level, which shows up as a 
number on a screen. If you have any 
questions, call our nurse. 

Blood sugar levels change throughout the 
day. The ADA recommends testing at least 
four times a day if you're on insulin. If 
you're taking oral medication, you might 
test two to four times a day. Be sure to 
ask your doctor how frequently you 
should test each day and what your target 
range should be each time. You'll feel 
your best when you stay close to 
your goals. 

'lember! 

Keeping blood sugar levels close to 
normal can reduce complications by 
50% to 80%! 

causes ...,,..,...,,'V..,., 

• What you eat and drink 
• Physical activity 
• Stress or sickness 
• Insulin shots and diabetes pills 
• Other medications 
• Hormone changes for some women 

a 
Your doctor can tell you the best times to 
test. They may include: 
• Before meals 
• One or two hours after meals 
• Before bed and/ or 
•During the night 

• When you' re sick or feeling shaky 
• Before and after exercise 
• After making changes in insulin, 

medication, diet or exercise 
• When you're gaining or losing weight 
• If you have warning signs of high or low 

blood sugar levels 
• Before driving a car or operating 

dangerous equipment if you're on insulin 
or have had low blood sugar reactions 

If you only test a few times a day, alter the 
times you test every few days. That helps you see 
how your blood sugar levels change throughout 
the day. 

Use your Daily Health Manager to keep a 
record of your blood sugar levels. When 
they're out of your target range, note the 
time of day and any changes in your 
routine that may have affected them. If 
you' re consistently out of the target range 
for two or three days, talk to our nurse or 
your doctor. As you get to know your blood 
sugar patterns, you'll know when to make 
appropriate adjustments. 

Yes. The Hemoglobin AlC (AlC test) is an 
equally important part of blood sugar 
monitoring. This test shows your average 
blood sugar level for the past two to three 
months. The ideal goal is less than 7%. 
Anytime your number is 8% or over, ask 
your doctor about adjusting your diabetes 
care plan. Then repeat the test in three 
months. People with high Al C levels have a 
much higher risk for developing long-term 
complications. So be sure to test and record 
Al C results on your Personal Health 
Manager. 

5 



Eat Your Way_ 
to Good Health 

• Eat a variety of foods daily. 

• Eat high-fiber foods. 

• Have less fat, sugar and salt. 

• Eat meals and snacks at 
regular times each day. 

• Eat about the same amount 
every day. 

• Try not to skip meals. 

• Balance food intake with 
activity and medication. 

There are three nutrients in foods 
that supply calories or energy to your 
body - carbohydrates (starches and 
sugars), proteins and fats. As food is 
digested, carbohydrates are broken 
down into sugar and released into 
your blood stream. That causes your 
blood sugar to rise. To stay within 
your blood sugar target range, you 
need to balance carbohydrate intake 
with activity and/or medication. It's 
also important to understand how 
various foods affect your body. 

•bread 

•cereal 

• fruits 

•milk 
• noodles 

• pastries 

• rice 

•vegetables 

• candy and other sweets 

Carbohydrates come from bread, 
rice, potatoes and other starches. 
They also come from sweets. All 
carbohydrates are changed into 
blood sugar 90 to 120 minutes after 
eating. You should know which 
foods contain them and be aware of 
how many carbohydrates you eat. 



Absolutely, because it's the 
total amount of carbohydrates that 

determines the effect on your 
blood sugar - not the food itself. 
You can eat most of your favorite 

foods, including those that contain 
sugar. Just count them as part of your 
total carbohydrate intake. Remember, 
though, that sweets are often high in fat 
and calories, and low in vitamins, 
minerals and fiber. 

Some of the protein 
you eat can turn into 
sugar, but it doesn't 
seem to affect your 
blood sugar level very 
much. Fats are not converted to sugar at 
all. A high amount of fat or protein may 
slow digestion, however. That can affect 

')your blood sugar level in the hours after 
you eat. 

Fat is high in calories and it can cause 
you to gain weight. Being overweight can 
lead to insulin resistance. The number of 
calories you should eat in a day depends 
on whether you want to gain, maintain 
or lose weight. Our nurse can help 
determine the right weight and caloric 
intake for you. When you maintain 
your target weight, it's easier to 
reach your desired blood sugar, 
blood fat and blood 
pressure levels. 

Saturated fats are found in foods of 
animal origin, such as meats, egg yolks 
and dairy foods. They're also in coconut, 
palm and palm kernel oil, used in many 
processed and prepared foods. When 
you eat foods with saturated fat, you can 
increase your cholesterol. That's a waxy, 
fatty substance made in the liver, which 
can build up on the walls of your blood 
vessels. High cholesterol can block 
arteries and lead to heart disease. A diet 
that's low in saturated fats can help 
prevent heart problems. On page 21, 
you'll learn how to control cholesterol 
and protect your heart. 

High-fiber foods, like fruits, vegetables, 
grains and beans help fill you up so it's 
easier to eat less. They also lower 
cholesterol without raising blood sugar. 

Alcohol can lower blood sugar and 
interact with medication. It may also 
hide signs of low blood sugar, especially 
when you haven't eaten. Some drinks 

contain large amounts of 
carbohydrates (beer, drink mixes). 
Plus, alcohol is very high in 
calories and can cause you to gain 
weight. Depending upon your 
medication, if your diabetes is well 

controlled, it may be okay to have an 
occasional drink with a meal. Check with 
our nurse or your doctor. 

7 



Be sure to look at food labels. They tell you exactly what's in the food, 
so you can control what you eat. Remember that if you eat more or less 
than what's listed as a serving, you get more or less of each nutrient. 

Nutrition Facts 
Serving size 1/2 cup (114 g) 
Servings per Package 4 

Amount Per Serving 

Calories 90 Calories from Fat 30 

% Daily Value* 

Total Fat 3 g 5% 

Saturated Fat O g 0% 

Cholesterol 0 g 0% 

Sodium 300 mg 13% 

Total Carbohydrate 13 g 4% 

Dietary Fiber 3 g 12% 

Sugars 3 g 

Protein 3 g 

Vitamin A 80%•Vitamin C 60% 

Calcium 4% • Iron 4% 

*Percent Daily Values are based on a 2,000 calorie diet. 
Your Daily Values may be higher or lower depending on 
your calorie needs: 

2,000 2,500 
calories calories 

Total Fat Less than 65 g 80 g 
Sat. Fat Less than 20 g 25 g 

Cholesterol Less than 300mg 300 mg 
Sodium Less than 2400 mg 2400 mg 
Total Carbohydrate 300 g 375 g 

Dietary Fiber 25 g 30 g 

Calories per gram: 
Fat 9 . Carbohydrate 4 . Protein 4 

s· 

The Food Pyramid shows each food 
group with the number of servings you 
should have daily for good nutrition. 
Most of your foods should come from 
the grain/ starch, vegetable and fruit 
groups. Your smallest intake should 
be from fats, sweets and alcohol. 



The goal of any diabetes 
meal plan is to 
balance carbohydrate 
intake with activity 
and medication to 

meet your blood sugar 
goals. The best way to do 
that is by maintaining a 

consistent diet. There are 
several methods you can 

use to plan your meals. The Food 
Pyramid helps you monitor the type 

and amount of food you' re eating. An 
Exchange System adds variety with foods 
of equal content. Many people count 
servings or grams of carbohydrates. What's 
most important is following a routine that 
focuses on eating the same amount of 
carbs every day. 

Counting carbs gives you a 
more accurate idea of how 
much you eat. A dietitian 

can help you learn the total 
amount of carbohydrates to eat at a 

It classifies food into 
three groups: 
"carbohydrates" (starch, 
fruit, milk, vegetables and 
other carbs ), "meats" and 
"fats." One serving of a food within each 
group has about the same amount of 
carbohydrate, protein, fat and calories. 
Once you' re familiar with them, you can 
exchange one choice for another within 
the same group, according to your 
preferences, without changing your 
carb intake. 

• Eat the same number of meals and 
snacks each day. 

• Always eat around the same time 
each day. 

• Read labels and measure foods so 
you know how much you're eating. 

•Eat the same amount of "carbs" 
at each meal or snack. 

Maintain a consistent carb intake. 
meal or snack, based on your 

medication, exercise patterns and weight 
goals. Then you can eat a combination of 
foods that provide a consistent Fats, 

sweets 
and alcohol 
A serving can be: 

amount. You should check food 
labels for the number of carb 
grams in each serving. 

Test blood sugar often and adjust 
food intake as needed. 

Cut portions if you need 
to lose weight. 

Carry healthy snacks in 1/8 avocado, 1 T cream cheese, 
case a meal is delayed. 1 t butter, oil/margarine, 10 peanuts 

1 /2 cup ice cream, 2 small cookies 

Milk Meat 

• Limit your fat and salt 
intake if needed. 

(2-3 servings daily; 
about 12 g 

carbohydrates/ serving) 
A serving can be: 

1 cup milk, 1 cup yogurt 

Vegetables 
(3-5 servings daily; about 5 g 

carbohydrates/ serving) 
A serving can be: 1 cup raw vegetables, 

1/2 cup cooked vegetables, 1/2 cup tomato juice 

and others 
(2-3 servings daily; 
0 g carbohydrates/ serving) 
A serving can be: 2-3 oz. 
cooked lean meat, poultry or fish, 
1/2-3/ 4 cup tuna, 1 egg 

Fruits 
(2-4 servings daily; 15 g 
carbohydrates/ serving) A serving can be: 
1 small fresh fruit, 1/2 cup fruit juice 
1 /2 cup canned fruit, 1/4 cup dried fruit 

Grains, beans and starchy vegetables 
( 6 or more servings daily; about 15 g carbohydrates/ serving) A serving can be: 

1/2 small bagel or English muffin, 1/2 cup cooked beans, lentils, peas or corn, 1 small potato 
9 



Stay Active 

Exercise, diet and medication all 
work together to keep your blood 
sugar in your target range. It's 
important to know how exercise 
affects your blood sugar 
level, so you can adjust 
your diet and medication 
as necessary. 

Physical activity is one of the best 
things you can do for diabetes. It 
helps control blood sugar by using 
the sugar in your body as fuel for the 
exercising muscle. Exercise helps 
control weight, lowers blood pressure 
and "bad" (LDL) cholesterol. It also 
increases "good" (HDL) cholesterol 
and reduces stress. Be sure to check 
with your doctor and make sure your 
blood sugar is in good control before 
starting any exercise program. 

Test blood sugar levels. 

If you take insulin or pills for 
diabetes: 

DO NOT exercise if sugar le 
is greater than 250 mg/dL. 

DO eat a snack if sugar level is 
less than 100 mg/dL. 

Avoid injuries to your feet. 

DO wear good, comfortable 
shoes and socks. 

DO check feet for irritations 
after exercise. 

DO keep weight off your feet if 
your diabetes has caused a loss 
of sensation in your feet. 
Choose swimming ar cycling instRad. 

If you have complications 
like eye or kidney disease 
or uncontrolled high 
blood pressure: 

DO NOT lift weights. 

DO NOT do heavy exercising. 

Pain or tightness in chest, jaw, 
arms, neck or back 

Unusual fatigue or shortness 
of breath 

Lightheadedness, dizziness or 
confusion 

Irregular heartbeat 

Unusual pain in muscles 
or joints 



-

a
1 ose an aerobic activity you enjoy. , \ 

1 a walk, play tennis, swim or ride a 
"' ~- Begin with five- or ten-minute 
sessions and gradually work up to more. 
It doesn't have to be strenuous, but it 
should feel like you' re making an effort. 
If losing weight is a goal, exercise longer, 
not harder. Check with your doctor 
before doing resistance 
exercises, such as sit-ups, 
leg lifts and lifting 
weights. 

When you 
insulin to turn sugar to energy 
during exercise, your body 
mistakenly thinks your cells 
are starved. That causes your 
body to make more glucose 
and your blood sugar level 
goes up. 

When there's insulin 
in your blood during exercise, 
your muscles quickly remove 
sugar from your blood, causing 
your blood sugar level to fall. 

Start slowly to warm up 
muscles. Stretch after you've 
warmed up for five or ten 
minutes. 

Use your ability to talk 
to judge how hard you' re 
working: 

• If you' re too winded to 
talk, slow down. 

• If talking is easy, speed 
up a bit. 

You can also check your 
pulse to see how hard you' re 
working. (Ask our nurse or 
your doctor what your target 
heart rate should be.) 

Increase exercise gradually, 
week by week 

Always cool down before 
you stop. Then stretch. 

Be sure to drink enough 
water before, during 
and after exercise so you 
don't get dehydrated. 11 I 



Take Medication 
Correctly 

Please talk to your doctor to learn 
more about any changes or new 
medications that may be available. 

People with type 1 diabetes require 
insulin to live. If you have type 2 
diabetes, you may need pills, insulin 
shots or both if your blood sugar 
level remains high, despite diet 
and exercise. 

Pills won't cure your diabetes. They 
can help you maintain good blood 
sugar levels when used with proper 
diet and exercise. It's important to 
know which pills you take, and how 
and when to take them. It's equally 
important to take them regularly. If 
you forget to take your pills, post 
notes around the house. Never take 
more than one day's dose at a time. 
If you have questions, ask our nurse 
or your doctor. 

Call your doctor if your sugar levels 
are suddenly higher, or if you notice 
any side effects. You may need to 
switch your pills, change your dose 
or add insulin. 

help the pancreas make more insulin 
and help your body use insulin better. 
That, in turn, lowers your blood sugar. 

lower the amount of sugar your liver 
makes and help your body use insulin 
better. 

slow digestion of carbs, causing a 
slower and lower rise of blood sugar 
after meals. 

help your muscles make better use 
of your insulin, decrease insulin 
resistance and lower the amount of 
sugar made by the liver. 

help the pancreas make more insulin, 
lowering blood sugar. 

help your body make more insulin, 
and lower insulin resistance so you can 
use it better. 

Warning! 
Some diabetes pills ( sulfonylureas, 
D-phenylalanines and meglitinides) 
increase the body's natural insulin 
supply and can cause low blood sugar. 
Make sure you know the possible side 
effects for your pills. 



Regular Fast 

~PH or Lente Intermediate 

Ultralente Long-acting 

NPH and Regular Fast and 
Combination intermediate 
(70/30 or 50/50) 

Humalog and Rapid and 
NPH Combination intermediate 
(75/25) 

Glargine (Lantus) Long-acting 

There are currently four types. All work 
at different speeds and are effective for 

ifferent lengths of time. Your doctor 
\n help you decide which type or 
ombination of insulin you need, how 

much you need and when to take it for 
the best control. 

It cannot be given in a pill form because 
it would be digested in your stomach 
and unable to get into your 
bloodstream. So a small, short needle is 
used to deliver it directly into the fatty 
tissue under the skin. Usually it's 
injected in the stomach, thighs or 
buttocks. You can rotate your injection 
sites. Just make sure each injection is at 
least one and a half inches apart. 

')
1 
depends on your blood sugar levels, 

'eight, activity level, how much you eat, 
and your other medication(s). You may 
need less insulin when you are more 
active, or more insulin if you'll be eating 
more than usual. 

1/2 to 1 hour 4 to 6 hours 

2 to 4 hours 10 to 18 hours 

3 to 5 hours 18 to 24 hours 

30 minutes 10 to 18 hours 

5 to 15 minutes 

2 to 4 hours 

Your insulin program will depend on 
your blood sugar levels and the timing 
and content of your meals, as well as 
your activity levels and type of insulin. 
The amount of insulin injected can also 
be changed depending on your pre-meal 
blood sugar level. 

If you're on an intensive insulin therapy 
program, you'll want to learn how to 
adjust the amount of your insulin to 
meet your target blood sugar levels. That 
will give you greater flexibility over the 
timing and quantity of your meals. Ask 
our nurse or your doctor how to make 
appropriate insulin adjustments. 



Know How to Treat 
High and Low 
Blood Sugar 

What's important is frequent testing, since many 
people do not notice symptoms of high blood sugar. 
Some people cannot feel symptoms of low blood 
sugar either. Testing helps you take steps to control 
blood sugar without letting your level get too hi 
or low. 

High Blood Sugar: When blood sugar levels stay high and your body 
can't use sugar for energy, your body bums fat for 
fuel. That can cause damaging acids, called ketoacids, 
to build up in your blood and spill into your urine. 
This is called ketoacidosis and it's a medical 
emergency. If untreated, it can lead to serious illness 
and coma. Signs include nausea or vomiting, 
diarrhea, and rapid, shallow breathing. 

Take Action for Fasting Levels 
Over 140 mg/dL 

Low Blood Sugar: 
Take Action for Levels 

Below 80 mg/ dL 

If blood sugar level 
stays above 140 mg/ dL, 

have 

This can to serious 
illness and requires 
adjustments in your 
daily care plan. 

If blood sugar levels 
drop below 80 mg/ dL, 

may have 

It can cause symptoms 
in people who take 
insulin or certain 
diabetes pills. 

1. TOO MUCH of the things that RAISE blood 
sugar, like: 
• Overeating 
• Stress 

TOO FEW of the things that LOWER it, like: 
• Not enough insulin or pills 
• Missed doses of insulin or pills 
• Using insulin that's expired 
• Too little exercise 

ILLNESS, infection or drug interactions 

1. TOO MUCH of the things that lower blood 
sugar levels, like: 

•Skipped or delayed meals 

• Too much insulin 

• Too many diabetes pills 

• More exercise than usual 

• Alcohol 

TOO UTILE food 

INTERACTIONS with other medications 

• Going to the bathroom m 
than usual 

• Headache/ moodiness 

• Thirst or hunger 

• Weight loss without trying 

• Dry skin 

• Blurry vision 

•Headache 

• Sweating or shakiness 

• Feeling nervous or irritated 

• Hunger or weakness 

• Dizziness or confusion 

• Fast heartbeat 



It's easy to test your urine for ketoacids. If 
you have type 1 diabetes, you should get 
test strips at the drug store and keep them 
handy. (People with type 2 diabetes rarely 
produce ketoacids, but some doctors 

f1 ~mmend testing for those who are 
\\ usly ill.) Having small traces of ketoacids 
can be normal. If your level is moderate or 
high, call your doctor immediately. 

• Always carry glucose tablets or 
fast-acting sugar. 

•Wear some form of diabetes ID. 
•Never drive if your blood sugar 

is below 90 mg/ dL. 

, :\ke your usual medicine. 

Check blood sugar level regularly. 

Think about what may have contributed to 
your high blood sugar level. 

Make adjustments in your diabetes 
care plan accordingly. 

• Eat or drink something with 15 grams of 
fast-acting sugar. Check the Fast-Acting 
15-Gram Carbs list, and keep some of those 
things on hand. 

ait 15 minutes, then check your blood sugar 
c_· evel again. If it's still less than 80, or if you 

don't feel better, treat again with 15 grams of 
fast-acting carbs. 

When your blood sugar level starts to go up, 
eat your regular meal or a small snack, such 
as an 8-oz. glass of milk and half of a peanut 
butter sandwich. 

1/2 cup fruit juice 
1/2 cup non-diet soda pop 
1 T syrup or honey 
2T raisins 
3-6 hard candies 
3 sugar packets 
2-3 glucose tablets 

• Your fasting blood sugar level is always higher 
than 140 mg/ dL OR two blood sugar tests in a 
row are greater than 300 mg/ dL. 

• You are sick, your blood sugar stays over 
240-300 mg/ dL, or you have symptoms 
of ketoacidosis. 

• You have low blood sugar reactions often and are 
taking insulin or certain diabetes pills. 

NOTE: 
You could pass out from a very low blood sugar 
level. It's important to have glucagon available. trs 
a hormone that raises blood sugar levels. Ask your 
doctor if you need a prescription. It comes in a kit 
and should be injected quickly for severe low 
blood sugar reactions when you pass out or 
become too confused to help yourself. Be sure to 
tell family members, friends and co-workers where 
you keep it and how to use it. 
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Take Special Care 
When You' re Sick 

can cause 

Here's what you should ask your doctor: 

• How often should I check blood 
sugar levels and test my urine for 
ketoacids? 

• What should I eat if I can't tolerate 
solid food? 

• How much fluid should I have? 
• Will I need additional medication 

or insulin and when should it 
be taken? 

• When should I contact you? 

The ADA recommends the 
following general guidelines: 

1. Check blood sugar level every 
four hours until you' re better. 

2. Take your medication unless 
your doctor tells you not to; ask 
if additional insulin is needed. 

3. Test your urine for ketoacids 
every 4 to 6 hours if blood sugar 
is over 240-300 mg/dL. 

4. Try to have your usual amount 
of "carbs" and 1/2 cup of fluid 
every 30 to 60 minutes. 

5. Record blood sugar levels, signs 
and symptoms. Use your Daily 
Health Manager! 

or 

No matter how you feel, you must 
continue to take your medication. If 
you're too sick to eat regular meals, 
ask our nurse or your doctor what you 
should eat and drink If you can't 
keep your medication down, be sure 
to call your doctor. 

• You've been sick or had a fever 
for a couple of days and aren't 
getting better. 

• Vomiting or diarrhea continues for 
more than six hours. 

•You have moderate to high 
ketoacids in your urine. 

•Your glucose level is higher than 
240 mg/dL even with the extra 
insulin your sick day plan may 
require. 

•You take diabetes pills and your 
blood sugar climbs above 
240 mg/dL before meals and stays 
there for more than 24 hours. 

• You have symptoms of 
ketoacidosis, dehydration or any 
other serious condition. 



If You Smoke, Take 
Steps to Quit! 

even more 

You can suffer the effects in several ways. 
Smoking can: 

•restrict the flow of oxygen, damaging 
and constricting your blood vessels 

• increase the likelihood of nerve 
damage and kidney disease 

• raise your blood glucose level, making 
it harder to manage your diabetes 

• worsen existing foot ulcers, leading to 
leg and foot infections 

I 
It's never easy to change long-time 
habits. It is important, however, that you 
stop smoking completely. 

A free smoking cessation kit is 
available as part of this program. Feel 
free to call and request a copy. 

No butts about it! 
Circle the tips you plan to try: 

1. Use a nicotine patch or gum. 
2. Keep sugarless mints on hand. 
3. Make a sincere promise to your family. 
4. Reward yourself every day you don't smoke. 
5. Ask for suggestions from ex-smokers. 
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Prevent Complications 
with Good 

Diabetes Care 

High levels of blood sugar can cause 
serious problems over time. Medical 
advancements have made great strides in 
helping to detect, prevent and even correct 
many of the side effects of diabetes. 
Protecting your health, however, is still 
vital. Let's take a closer look at what you 
can do to avoid the complications of 
diabetes. 

Diabetes causes vision changes 
for many people, so eye care is 

essential. High blood sugar levels can 
also cause small vessels in the eye to 

break or leak. They can also damage the 
retina and block vision. Diabetic 
retinopathy is the leading cause of 
blindness in adults under age 65. 
Common problems, like cataracts and 
glaucoma, are twice as likely to occur and 
often, at an earlier age. 

Gum problems (or periodontal 
disease) occurs more often and more 
severely in people with diabetes. That's 
because high levels of sugar can cause 
bacteria to build up in your mouth. The 
results are red, tender or bleeding gums, 
which can lead to bone damage and loss 
of teeth. Good dental care can help. 

Both high blood sugar and high blood 
pressure can damage your kidneys, 
making it harder to filter out wastes. This 
is called diabetic nephropathy. Kidney 
damage can't be reversed, and there are no 
symptoms until it's severe. Eventually, the 
kidneys can stop functioning completely. 
Diabetes is the leading cause of dialysis in 
our country. It's also responsible for more 
than one-third of all cases of end-stage 
kidney disease. 

Dilated eye exam 

Dental 
exam/ deaning 

Kidney/urine 
protein screen 

Foot checks 
and exams 

Lipid profile 

Blood 
pressure check 

Annually 

Every 6 months 

Annually 

Daily and at 
each doctor visit; 
a thorough 
exam yearly 

Annually 
(or every other year 
if levels are healthy) 

Every doctor's visit 

When high blood sugar levels damage 
nerves, they're no longer able to carry 
messages properly. About 60%-70% of 
people with diabetes develop some form 
of nerve damage, or diabetic neuropathy. 
It can affect the feet, hands, digestion or 
sexual performance. Symptoms include a 
tingling, burning or jabbing feeling; 
weak muscles; fainting; vomiting; 
impotence; bladder 
infections or diarrhea. 

Damaged nerves and 
narrowed blood vessels can both lead 
to dry, itchy skin. You may have spots of 
various colors, blisters, fatty bumps 
(lipodystrophy) and rashes. Skin on the 
hands and feet may also become 
waxy and tight. 

When nerve damage takes a toll on skin 
and feet, injuries are more likely. If you 
have a loss of sensation (a condition 
called peripheral neuropathy), you may 
not notice an injury. Poor circulation also 
keeps sores from healing and makes 
infections more likely. Foot injuries can 
become severe and even lead to 
amputation. That's why it's so important 
to examine and care for your feet regularly. 
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Use them, even if it's just for walking! 

• Avoid sitting for long periods of time. 
to prop feet up when sitting. 
en feet are propped, rotate ankles 
wiggle toes. 

• Keep your cholesterol levels in the 
target range. 

Along with high blood sugar levels, 
things like high blood pressure and 
high cholesterol can contribute to 
many problems in your body. You can 
help avoid complications by taking 
good care of your heart. We'll review 
that next. 

• Stop using nicotine. 

• Have annual eye exams and mention 
your diabetes to your eye doctor. 

• Be sure the doctor dilates your pupils 
to detect blood vessel changes. 

• Call your eye doctor if you notice any 
changes between exams. 

• Laser surgery is an option to keep 
damage from getting worse, but early 
detection is key! 

• Brush your teeth twice a day. 
• Floss your teeth daily and rinse 

with water. 
• Gently brush your tongue, which can 

trap germs. 
• Tell your dentist you have diabetes 

and schedule visits and cleanings 
twice a year. 

• Call the dentist about bleeding, sore 
or swollen gums, sore or loose teeth 
or trouble chewing. 

• Have your doctor check your kidneys 
every year with blood and urine tests. 

• The urine test, called the 
microalbumin test, checks for high 
levels of protein in the urine. That's a 
condition called microalbuminuria. 
It gives you an early warning if a 
kidney is not working well. 

• Medications, called ACE inhibitors, 
may prevent or delay further damage. 

•Pain can be treated with 
antidepressant drugs, exercises 
or special skin cream medications. 

•Surgery can sometimes help. 
• Treatments are available when 

stomach, gut or bladder nerves 
are affected. 

• If applicable, talk to your doctor 
about sexual problems. 

• Maintain a good diabetes care plan. 
• Check for cuts and keep them clean. 
• Moisturize often, except where skin 

touches skin. 

• Wash and dry feet carefully. 
• Moisturize, but not between toes. 
• Protect from extreme temperatures. 
• Wear cotton or wool socks that 

fit properly. 
• Wear shoes that fit well. 
• Check shoes for anything rough 

before wearing. 
• Avoid going barefoot. 
• Check daily for injuries. Call your 

doctor if you notice an area that's 
red, swollen or tender. 

• Wash cuts carefully. 
• Do not use harsh chemicals, such 

as corn or callous removers. Have 
corns and calluses removed by a 
healthcare professional. 



Adopt a 
Heart-healthy Lifestyle 

Blood Pressure Less than 130/80 

Cholesterol Less than 200 

Full Lipid Profile HDL: 
Above 45 for men 
and 55 for women 

LDL: 
Below 100 

Triglycerides: 
Less than 15 0 

People with diabetes have a much 
higher risk of heart attacks and stroke 
than others. In fact, those with type 2 
diabetes have a two to four times 
greater chance of developing heart 
disease. You can help protect your 
heart by following the goals above. 

It's partly due to changes in the 
circulation system caused by the 
impact of high blood sugar on blood 
vessels. They become clogged and 
blood flow is restricted throughout 
the body. People with diabetes have 
a higher risk for heart disease if they 
have: 

•Higher than average blood pressure 
(or hypertension) 

•Higher than average levels 
of cholesterol 

• Higher than average triglycerides 
• High levels of insulin 
• Higher weight 

Heart-healthy Tips 
1. Maintain target blood sugar levels. 

2. Maintain blood pressure 
below 130/80. 

3. Maintain fat and cholesterol goals. 
4. Lose weight if necessary. 

5. Become or stay active. 

6. Stop smoking. 
7. Reduce stress. 

8. Take aspirin if your doctor says 
it's OK. 

It makes it harder for your heart to 
pump blood throughout your body. 
The increased pressure against artery 
walls can cause: 

• a faster rate of damage to the blood 
vessels that serve your heart 

•a faster rate of damage to your 
kidneys 

•a faster rate of damage to your eyes 

Generally, there are no symptoms. 
That's why you should have your 
blood pressure checked every time 
you see the doctor. If it's over your 
target goal, you should try to bring 
it down. 



In addition to annual blood tests, you 
should have a fasting "full lipid 

1
,, 

pane every year. 
(If your LDL level is 
under 100, every 
other year is fine.) A 

''\panel measures 
~.: 1 f ·~i>ve o 

triglycerides or fats 
found in your blood. 
It also tells you about 
the different types of 
cholesterol. Your HDL level 
is a measure of" good cholesterol." It helps 
clear away cholesterol that may be blocking 
your blood vessels. The "bad" kind, or LDL 
cholesterol, clogs your blood vessels, 
narrowing them and making it harder for 
blood to flow through. Staying within 
recommended goals can help you avoid 
heart and blood vessel problems. 

Lower blood pressure 3 ways! 

"'
1 kation can help, and so can 
) suggestions: 

1. Eat less salt. 

2. Get more exercise. 

3. Lose weight. 

• Chest pressure 
• Shortness of breath and fatigue 
• Swollen ankles 
• Irregular heartbeat 
•Dizziness 
• Numbness in one arm or leg 
• Slurred speech 
• Cramping in buttocks, thighs or calves 

during exercise 
• Sometimes, there are no symptoms 



Stress is anything that produces 
a strain on you. It can result from 
upsetting things like illness or job 
pressures. Or it can come from good 
things, like a new puppy or 
holiday parties. Some stress is 
necessary, but too much is not good 
for your health. It can affect your 
blood sugar, increase your risk of 
heart problems, and may hinder 
good diabetes self-care. 

It causes your body to release 
hormones that raise your heart rate 
and blood pressure. You start to 
breathe faster, and your blood sugar 
increases to give your muscles extra 
energy to react to the stressful 
situation. 

Reduce Stress 
and Anxiety 

Make a list of all the things that tend 
to upset you. Then think about what 
you can do to make them better. 
Can you change the situation? Try 
controlling your body's response by 
relaxing more. Or cope with stress 
by talking with friends, enjoying a 
hobby or finding other ways to take 
your mind off your problem. 

Having diabetes can be very stress~ 
and it can bring out all kinds of l 
emotions. Denial, depression and 
anger are feelings many people with 
diabetes have experienced. When 
you're first diagnosed, it's normal to 
believe there must be some mistake. 
It's also normal to be sad or angry 
over the lifestyle adjustments it 
requires. The inability to get beyond 
these emotions, however, can put 
your health in danger. 

How can you deal with denial? 

Circle the solutions you plan to try. 

• Learn about diabetes and the b 
ways to stay healthy. 

• Tell yourself that diabetes does not 
go away. 

• Convince yourself of the benefits 
of good self-care. 

• Write down your goals and the 
reasons behind them. 

• If meal planning is hard for you, 
talk to a dietitian. 

• Ask friends and family members 
for their support. 



Occasional sadness is understandable. 
Managing diabetes isn't easy, and it's 
normal to wonder, "Why me?" You may 

d tired. Or you may lose your appetite 
/r interest in things you once enjoyed. 
If you've been feeling this way for two 
weeks or more, however, it's time to get 
some help. 

• Talk about problems with friends or 
family. It can often make a world of 
difference. 

• Discuss your symptoms with your 
doctor. There may be a physical cause 
for your depression. Poor diabetes 
control can make you tired and anxious. 
It can also affect your appetite. You may 
also be experiencing side effects from 
medication. 

• If your doctor rules out physical causes, 
consider seeing a specialist who can 
help you. 

Do you find that you get angry easily 
because of your diabetes? Anger can only 
make things worse. Here's what you 
can do: 

1. Keep a diary and record the instances 
when you become angry. 

2. When you feel tension coming on, 
try to calm yourself. Use some of the 
techniques for managing stress. 

3. Put your anger to work for you by 
learning to change your reactions. 

Travel can be especially stressful for 
people with diabetes. Planning meals, 
~,~anaging blood sugar levels and 
)membering to take medication are all 
~ arder away from home. Follow our Tips 
for Travel to avoid blood sugar highs 
and lows. 

Sharing what bothers you with family 
and friends can make it easier to find 
solutions. There may also be places in 
your community with support groups. 
Our nurse or your doctor may be able to 
refer you to appropriate resources. 

Tips for Travel 
1. Discuss adjustments with your 

doctor for the timing of 
medicine, food and activity. 

2. Test blood sugar level more 
often when traveling. 

3. Carry extra blood sugar testing 
supplies, insulin or pills in case 
of delays or problems. 

4. Keep medicine and supplies 
with you in carry-on luggage. 

5. Always carry some form of ID 
that says you have diabetes. 

6. Keep snacks with you to guard 
against low blood sugar 
reactions. 
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For more details on any of the topics covered in this guide, a list of 
recommended resources follows. A glossary is also provided for explanations 
of the medical terms used. 

a nurse. 
Remember, when you participate in our program, you have the support of a 
registered nurse for answers and information, day or night. Feel free to call 
anytime. For more information on pertinent, health-oriented topics, you can 
also access our website. 

Or call the CorSolutions Voice ConnectionssM Line toll-free a 
877-267-5266. 

Resource Guide 

American Diabetes Association 
1 701 North Beauregard Street 
Alexandria, VA 22311 
(800) 232-3472 
www.diabetes.org 
(Information on local support 
groups, classes and advocacy 
services provide some social 
support information.) 

Juvenile Diabetes Research 
Foundation International 
120 Wall Street, 19th Floor 
New York, NY 10005 
(800) 223-1138 
(212) 785-9500 
www.jdf.org 

National Diabetes Information 
Clearinghouse 
BoxNDIC 
One Information Way 
Bethesda, MD 20892 
(301) 654-3327 
(800) 860-8747 
www.niddk.nih.gov/health/ 
diabetes/ ndic.htm 

American Dietetic Association 
216 W. Jackson Boulevard, Suite 800 
Chicago, IL 60606-6995 
(312) 899-0040 
www.eatright.org 



American Council of the Blind 
1155 15th Street NW, Suite 1004 
Washington, D. C. 20005 
(800) 424-8666 
www.acb.org 

Check your telephone 
directory or Internet for 
a local diabetes chapter. 

Diabetes Burnout: What to Do 
When You Can't Take it Anymore 
William H. Polansky, PhD, CDE 
American Diabetes Association, 
November 1999 
ISBN# 158040033 7 
Paperback, $18.95 

The Diabetes Problem Solver: 
Quick Answers to Your Questions 
about Treatment and Self-Care 
Nancy Touchette, PhD 
American Diabetes Association, 
June 1999 
ISBN# 1580400094 
Paperback, $19 .9 5 

American Diabetes Association 
www.diabetes.org 

CDC Diabetes Home Page 
www.cdc.gov/ diabetes 

For an online diabetes resource guide: 
www.mendosa.com/diabetes.htm 

National Institute of Diabetes and 
Digestive and Kidney Diseases 
www.niddk.nih.gov 

National Eye Institute 
www.nei.nih.gov 



Glossary 

ACE inhibitors (abbreviation for Angiotensin-Converting Enzyme 
Inhibitor) - category of drugs that block certain chemicals in the body 
from contracting the arteries, causing salt retention and injury to the 
lining of blood vessels 

aerobic activity - any form of physical exercise, like walking, biking 
or swimming, that requires additional effort by the heart and lungs to 
meet the increased demand for oxygen. If the exercise exceeds the 
oxygen carrying capacity, lactic acid and potential bodily harm may 
result. This is called anaerobic activity. 

blood pressure - a measure of the force applied against artery walls as 
blood is pumped through the body. The top reading, systolic blood 
pressure, measures the force of the heart's contraction and the ability 
of the blood vessels to absorb this shock. The bottom reading, the 
diastolic blood pressure, measures the ability of the small blood 
vessels to drain off this pressure. 

cataract - clouding of the lens of the eye or its surrounding membrane 
that obstructs the passage of light 

cholesterol - a fat that helps make up our body cell walls and is a 
building block for necessary hormones. In excess, cholesterol is stored 
in our arteries, usually in the form of LDL cholesterol, and starts the 
process of artery damage. 

circulatory system - the system of blood, blood vessels and heart 
concerned with the movement of blood throughout the body 

dehydration - a reduced amount of water in our circulation. In diabetes, 
it can result from the excess loss of water in the urine caused by high 
sugar levels in the blood and then, in the urine. 

end stage kidney disease - the point at which the kidney is so badly 
damaged or scarred that dialysis or transplantation is required for survival 

full lipid panel - test that measures the concentration of triglycerides, 
cholesterol and other fats in the blood 



gestational diabetes - type of diabetes that only occurs when a woman 
is pregnant and has sugar in the blood at a higher than normal level. 
The two dangers of this condition are the harm to the baby if the sugar 
level is not controlled during the pregnancy and the mother's increased 
risk for developing permanent diabetes in the future. 

glaucoma - a disease associated with increased pressure within the eye; 
can damage the optic nerve and cause impaired vision and blindness 

glucose - a simple sugar found in the blood which, along with fatty 
acids, serves as the body's main source of energy; also known as 
dextrose 

glucagon - one of the hormones made by the pancreas that raises 
blood sugar and is released when levels fall below normal; also given 
by injection during emergencies when a person cannot eat or drink 

HDL cholesterol - high-density lipoprotein, or "good" cholesterol, 
which helps to remove LDL or "bad" cholesterol from artery walls and 
sees that it is disposed of elsewhere 

heart attack - also known as myocardial infarction; a sudden event that 
occurs when blood flow is nearly or completely blocked and part of 
the heart muscle dies; usually accompanied by severe pain under the 
breastbone, but in diabetes especially, may not be associated with 
any symptoms 

hemoglobin AlC - a simple blood test used in the treatment of 
diabetes, showing the average amount of sugar in the blood over the 
last 2 to 3 months; not influenced by what you ate the night before 

hyperglycemia - condition commonly associated with diabetes, in 
which the blood sugar level is higher than normal. A person is 
diagnosed as having diabetes if fasting blood sugar level is greater than 
126 mg/ dL on two consecutive occasions. 

hypertension - blood pressure that is above the normal range (greater 
than 130 systolic and greater than 80 diastolic) 



hypoglycemia - condition commonly associated with diabetes, in 
which the blood sugar level is too low (less than 80 mg/dL); can cause 
dizziness, sometimes fainting or, in severe cases, convulsions, coma or 
death; or may not be recognized by the patient 

insulin - the major hormone responsible for easing the entrance of 
sugar, amino acids (protein) and fatty acids into cells to be used for 
energy and building cell parts; released by the pancreas into the 
bloodstream when blood sugar levels rise above normal; may also be 
injected when the body cannot make enough on its own 

insulin resistance - a common condition in which the body, especially 
the liver and muscles, respond to take up blood sugar, when the insulin 
levels are higher than usual. About 20% of patients with this condition 
will develop type 2 diabetes due to the pancreas' inability to keep up 
with the body's increasing demand for insulin. 

ketoacids - chemicals made by the body when too little insulin or too 
much sugar in the blood causes the body to bum fat instead of sugar 
for energy. The waste product from fat metabolism is ketoacids which, 
if built up over a long time, can lead to serious illness and coma. 

ketoacidosis - severe, out-of-control high sugar levels, lack of insulin 
and the release of insulin-fighting hormones; a condition that requires 
emergency treatment, including intake of fluids and insulin; occurs 
when the body starts using stored fat for energy and ketoacids build 
up in the blood 

lancet - a fine, sharp-pointed blade or needle used to prick the skin for 
a drop of blood to test blood sugar 

lancing device - holds the lancet used to test blood sugar 

LDL - low-density lipoprotein, or "bad" cholesterol, which contributes 
to plaque buildup and narrowing of the coronary arteries 

mg/ dL - milligrams per deciliter of blood; used to express the level of 
triglycerides, cholesterol and sugar in the bloodstream 
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microalbumin test - urine test that checks for the existence of special 
protein in the urine 

microalbuminuria - condition in which small amounts of albumin are 
present in the urine but are greater than normal (more than 30 mg in 
24 hours); an early warning that a kidney is not working well and 
requires treatment 

nephropathy - disease of the kidneys caused by damage to the small 
blood vessels or to the units in the kidneys that clean the blood; occurs 
more often in people who have had diabetes for a long time 

pancreas - an organ behind the lower part of the stomach that makes 
the hormones insulin and glucagon, in addition to enzymes for 
digestion 

periodontal disease - damage to the gums that affects more people 
with diabetes than those without it 

retinopathy - a disease of the small blood vessels in the retina of the 
eye that can cause temporary or permanent changes in vision 

saturated fat - fats derived from meat, dairy products and hydrogenated 
shortenings which contribute to high cholesterol levels and increased 
risk of coronary artery disease 

stroke - disease caused by blockage of a blood vessel to the brain which 
could affect the ability to speak or move part of the body, such as an 
arm or leg 

triglyceride - type of fat in the blood which, in excess, may lead to 
plaque buildup in the artery walls 

type 1 diabetes (formerly known as juvenile onset diabetes and 
insulin-dependent diabetes) - occurs when the pancreas does not 
make any insulin and the person must take insulin every day to live 

type 2 diabetes (formerly called non-insulin-dependent diabetes 
and adult onset diabetes) - occurs when the pancreas produces some 
insulin but the cells are more resistant to its action than usual. In some 
cases, especially soon after diagnosis, it may be managed by diet and 
exercise alone but oral medication or insulin may be needed if blood 
sugar levels remain high. 
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Use the Facts panel on food labels to help 
you choose healthy foods. When you eat healthy 
foods, you can better control your diabetes. This 
booklet will help you use Nutrition Facts. 

Nutrition Facts list The % Daily 
Values are based on a 2,000-calorie diet. Most likely, 
the Daily Values you need are different than those 
given on the label. Your dietitian will give you your 
individual Daily Values. People with diabetes need 
to know their Daily Values for carbohydrate, fat, 
sodium, and calories. Carbohydrate has the most 
impact on blood glucose. 

1 



See your dietitian. Decide how many calories you 
need each day and your own for fat, 
saturated fat, sodium, carbohydrate, dietary fiber, 
and protein. Put the numbers on your Diabetes 
Nutrition Facts Card below. Cut out or copy this 
card to take with you when you shop. 

2 

My 

My calorie needs are~-~~~--=- each day. 

fat 
saturated 

is serving? __ 
whole can, you'll 



Vitamin C 2% 
6% Iron 30% 

*Percent Daily Values are based on a 2,000-calorie 
diet. Your Daily Values may be higher or lower 
depending on your calorie needs. 

1 Starch Exchange, 
3 Lean Meat Exchanges, 
1 Vegetable Exchange 

3 



People with diabetes are 2 to 4 times more likely to 
have heart problems than other people. Eating 
foods lower in fat, especially saturated fat, may 
lower your risk for heart disease. 

When you read labels, you may be 
surprised by the large amount 
of fat in some foods. 

Some foods are mostly fat 
(margarine, oils, and 
peanut butter). 

Some foods have more fat than you think 
(casseroles, meat, chips and other snack foods, 

sauces added to foods). 

4 



Some foods have very little fat (fruits, fruit juices, 
plain vegetables). 

Labels Can Tell You If Food Is Low in 
Fat and Saturated Fat 

fat and fat have a little more. 

fat or fat always means that the 
food has 25% less fat than the regular version of 
the food. 

Fat from animal foods (meat fat, dairy fat) is more 
saturated than fat from vegetables (olive or corn 
oil). Saturated fat raises blood cholesterol which is a 
risk for heart disease. 

Learn use food labels 
especially saturated fat, 

you eat less fat, 
your daily meal 
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Here's 
back the canned on page 3. 

When you eat one cup of chili, you eat grams 
of fat per cup (Clue: see (Answer: 8g.) 
Use your Diabetes Nutrition Facts Card to find out 
how much fat is left for you to eat during the rest of 
the day. __ g (Clue: subtract the grams of fat in 
the chili from the grams of fat on your card.) 

When you eat one cup of this chili, you eat 
__ grams of saturated fat. (Answer: 3g.) 
How much saturated fat is left for you to eat during 
the rest of the day? __ g 

True or False? 

1. You have a choice of two foods of the same 
kind and serving size. The one with less fat and less 
saturated fat is the better choice. 

_2. You can eat some high-fat foods if the foods 
you eat for the rest of the day are low in fat. 

(Both 1. and 2. are True.) 

6 



People with diabetes must pay attention to carbo­
hydrate. All carbohydrate turns into blood glucose 
sooner or later. Carbohydrate comes from many 
foods. Here are some different foods high in 
carbohydrate. 

CARBOHYDRATES 

white rice 

brown rice 

flours and grains 

whole-grain breads '@ 

whole-grain cereals 

beans/lentils'@ 

pasta 

fruits 

vegetables '@ 

Added sugars 

table sugar (sucrose) 

corn syrup 

dextrose 

Naturally present sugars 

milk sugar (lactose) 

fruit sugar (fructose) 

fruits and some vegetables@ 

(High-fiber foods have the symbol ti .) 

7 



Sugars are part of total carbohydrate. These include 
foods with added sugars and naturally present sugars. 
Nutrition Fads group all sugars together. Food 
labels such as those on milk or fruit juice show the 
naturally present sugars. Chili has both naturally 
present and added sugars. (Clue: see on page 3.) 

Keep in mind that all carbohydrate turns into blood 
glucose sooner or later! The kinds of carbohydrate 
are less important than the total amount of 
carbohydrate. 

8 



canned 
carbohydrate. 

page use more easily.) 

on page 3 find 
may tear out the 

STEP 1: 

Find the ingredients that are carbohydrate. (Clue: 
see 

STEP 2: 

Look at the Total Carbohydrate. One serving has 
(Clue: see 

Use your Diabetes Nutrition Facts Card to find out 
how many more grams of carbohydrate you should 
eat today. __ g (Clue: subtract the grams of carbo­
hydrate in the chili from the grams of carbohydrate 
on your Diabetes Nutrition Facts Card on page 2.) 
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STEP 3: 

Look at One serving has 
(Clue: see on page 3.) This is part of the total car-
bohydrate of . The dietary fiber com.es 
from. the and ~'J"'LIUl,W~·'"" 

When you eat one cup of chili, how much more 
dietary fiber do you need to eat today? __ g 
(Clue: subtract the grams of in the 
chili from. the total grams of dietary fiber on your 
Diabetes Nutrition Facts Card.) 

STEP4: 

Look at One serving has (Clue: see 
.) This is part of the of 

This com.es from. added sugar plus the sugar 
naturally present in the tomatoes. 

10 



you eat chili1 you 
fat1 saturated fat1 

you 

11 



Nutrition Facts give you useful information no 
matter how you plan your meals. 

If you follow the Exchange Lists for Meal 
Planning,* rem.ember that the serving size on 
the label may not be the same as the serving 
size of an exchange. 

For example, the label says the serving size of fruit 
juice is 1 cup. The exchange list says the serving size of 
fruit juice is 1 /2 cup. If you drink 1 cup of fruit juice, 
you are drinking 2 Fruit Exchanges, not one. Another 
example is oatmeal. The label says the serving size is 1 
cup. The exchange list says a serving is 1/2 cup. If you 
eat 1 cup, you eat 2 Starch/Bread Exchanges. 

Always check your Exchange Lists for the right 
. . 

serving size. 

*To order, visit the American Diabetes Association's online bookstore at 
12 http:/ /store.diabetes.org or call 1-800-232-6733. 



If you plan your meals using a carbohydrate 
counting system, the label will tell you exactly 
how many grams of carbohydrate are in a 
serving of food. 

If you count fat grams, the label will tell you 
how many grams of fat are in a serving of food. 

If you count calories, the label will tell you 
how many calories are in a serving of food. 

If you count sodium, the label will tell you 
how many milligrams of sodium are in a serv­
ing of food. 

To improve your health, eat foods lower in sodium 
and fat. To round out your healthy lifestyle, exercise 
daily, keep a healthy body weight, and don't smoke. 

My Diabetes Nutrition Facts Card 

My calorie needs are ____ each day. 

This breaks down to: 

fat 
saturated fat 
sodium 
carbohydrate 
dietary fiber 
protein 

-~~-----------
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Cure 111 Care 111 Commitment® 

1701 North Beauregard Street 
Alexandria, VA 22311 

For more information about nutrition, diabetes, and living well with 
diabetes, call 1-800-DIABETES (1-800-342-2383) 

American Heart 
Association@ 

Fighting Heart Disease and Stroke 

National Center 
7272 Greenville Avenue, Dallas, TX 75231-4596 

For more information on nutrition, health, heart disease, and stroke, 
contact your local American Heart Association or call 

(800) AHA-USAl (800-242-8721) 



E 267-5266 

is another convenient way for you to learn more about your health from 

CorSolutions. 

The toll free Voice ConnectionssM line is available to you by telephone 24 hours a day 

with helpful information on a variety of health conditions and ideas for improving 

your health. 

What's more, this service offers you unlimited access through exciting technology that's 

easy to use. When you call, you will be interacting with a computer that understands 

and responds to your voice. You will simply select the condition you are interested in: 

diabetes, heart disease, or a respiratory condition. Then you can choose between 

hearing more about signs and symptoms, medication 

compliance, stress management, healthy eating, or 

physical activity. You can also complete a quality of life 

survey that will help your CorSolutions nurse review 

your progress and plan for additional care. 

Voice ConnectionssM is available anytime, day or 

night-call as many times as you like. 







New Year's Day 

Dr. Martin Luther 
King, Jr. Day 

National Volunteer 
Blood Donor Month 

Learn more about 
your health from the 
CorSolutions Voice 

ConnectionssM Line at 
877-COR-5266 
(877-267-5266) 

e 

As of this month, all 
food labels must list 

their trans fat content. 

Have you donated 
blood lately? 

DECEMBER 2005 
S M T W T F S 

1 2 3 
4 5 6 7 8 9 10 

11 12 13 14 15 16 17 
18 19 20 21 22 23 24 
25 26 27 28 29 30 31 

Take out the 
Personal Health 
Tracker from the 

center of this calendar 
and use it as a 2006 

health resource. 

FEBRUARY 
S M T W T F S 

1 2 3 4 
5 6 7 8 9 10 11 
12 13 14 15 16 17 18 
19 20 21 22 23 24 25 
26 27 28 





American 
Heart Month 

African-American 
History Month 

Presidents' Day 

Valentine's Day 

1 

Have you had your 
blood pressure 

checked recently? 

Take a mall walk 
with a friend. 

Groundhog Day 

To access information 
on over 5,000 

health topics, visit 
www.ecorsolutions.com 

National Wear 
Red Day 

National Women's 
Heart Day 

JANUARY 
S M T W T F S 
1 2 3 4 5 6 7 
8 9 10 11 12 13 14 
15 16 17 18 19 20 21 
22 23 24 25 26 27 28 
29 30 31 

MARCH 
S M T W T F S 

1 2 3 4 
5 6 7 8 9 10 11 
12 13 14 15 16 17 18 
19 20 21 22 23 24 25 
26 27 28 29 30 31 





FEBRUARY 
S M T W T F S 

1 2 3 4 
5 6 7 8 9 10 11 
12 13 14 15 16 17 18 
19 20 21 22 23 24 25 
26 27 28 

APRIL 
S M T W T F S 

1 
2 3 4 5 6 7 8 
9 10 11 12 13 14 15 
16 17 18 19 20 21 22 
23 24 25 26 27 28 29 
30 

Keep your first-aid kit 
up-to-date. 

Spring Begins 

American 
Red Cross Month 

National Nutrition 
Month 

1 

Ash Wednesday 

Are you eating 
a healthy breakfast 

each morning? St. Patrick's Day 

Learn more about 
your health from the 
CorSolutions Voice 

ConnectionssM Line at 
877-COR-5266 
(877-267-5266) 





MARCH 
S M T W T F S 

1 2 3 4 
5 6 7 8 9 10 11 
12 13 14 15 16 17 18 
19 20 21 22 23 24 25 
26 27 28 29 30 31 

Daylight-Saving 
Time Begins 

Palm Sunday 

MAY 
S M T W T F S 

1 2 3 4 5 6 
7 8 9 10 11 12 13 
14 15 16 17 18 19 20 
21 22 23 24 25 26 27 
28 29 30 31 

Easter I Income Taxes Due 

Cancer Control 
Month 

To access information 
on over 5,000 

health topics, visit 
www.ecorsolutions.com 

Passover 
Begins at Sundown 

National Alcohol 
Screening Day 

Watch for changing 
moles on your skin. 

Fasten your 
seat belt every time 

you're in the car. 

Alcohol Free Weekend 
(April 7-9) 

Good Friday 





Learn more about 
your health from the 
CorSolutions Voice 

ConnectionssM Line at 
877-COR-5266 
(877-267-5266) 

Mother's Day 

Older Americans 
Month 

National High 
Blood Pressure 

Education Month 

Last day to sign 
up for a Medicare 
drug plan to avoid 
higher premiums. 

Call 1-800-MEDICARE 

Memorial Day 

National Employee 
Health & Fitness Day 

National Senior 
Health & Fitness Day 

Asian Pacific 
American Heritage 

Month 

APRIL 

2 3 4 5 6 7 8 
9 10 11 12 13 14 15 
16 17 18 19 20 21 22 
23 24 25 26 27 28 29 
30 

National Nurses Week 
(May 6-12) 

Armed Forces Day 

JUNE 
S M T W T F S 

1 2 3 
4 5 6 7 8 9 10 

11 12 13 14 15 16 17 
18 19 20 21 22 23 24 
25 26 27 28 29 30 





MAY 
S M T W T F S 

1 2 3 4 5 6 
7 8 9 10 11 12 13 
14 15 16 17 18 19 20 
21 22 23 24 25 26 27 
28 29 30 31 

Regular walking 
can help reduce 

bone loss. 

1 

Father's Day 

JULY 
S M T W T F S 

1 
2 3 4 5 6 7 8 
9 10 11 12 13 14 15 
16 17 18 19 20 21 22 
23 24 25 26 27 28 29 
30 31 

To access information 
on over 5,000 

health topics, visit 
National Safety Month I www.ecorsolutions.com 

Flag Day 

Summer Begins 

Some medicines and 
sunshine don't mix. 
Ask your doctor or 

pharmacist if any drugs 
you are taking can 

make your skin more 
sensitive to the sun. 





Type of Test Recommended 
Goal 

Weight 
*BMI 18.5 - 24.9 

Waist Measurement Men< 40" 
Women< 35" 

< 140/90 
Blood Pressure Heart Failure < 130/85 

Diabetes < 130/80 
Total Cholesterol < 200 

HDL ;:::40 
LDL < 100 

Triglycerides < 150 
Flu Vaccine Yearly 

Physical Exam Every 1-3 years 
Skin Exam Every 1-3 years 

Dental Exam Every 6 months 
Fecal Occult Blood Test Yearly after age 50 

Colonoscopy Every 10 years after age 50 
Men: 

PSA Test/Prostate Exam Yearly after age 50 
Women: 

Mammogram Yearly after age 40 
Pap Test Every 1-3 years 

Clinical Breast Exam Every 1-3 years 
Bone Density Test At age 65 

My Goal Date Due 
2006 

Goals 

The health tests and screenings listed in the chart below are 
recommended for everyone, regardless of chronic health 
conditions. If you have a chronic condition, find out which 
tests and screenings you may need to schedule earlier or 
more frequently. Make copies of this form and give them to 
all of your doctors. 

Appointment Dates and Results 

Date Done Results Date/Results Date/Results Date/Results 2006 

I I I 
I I I 

I I I 

I I I 

I I I 
I I I 
I I I 
I I I 
I I I 
I I I 
I I I 
I I I 
I I I 
I I I 

I I I 

I I I 
I I I 
I I I 
I I I 

Copyright © 2005, CorSolutions Inc. Printed in USA 

* BMI (body mass index) is a measure of weight for height. BMI = ( Weight in Pounds ) 
BMI can be calculated using pounds and inches with this equation: (Height in inches) x (Height in inches) x 

703 



If you have a chronic health condition, it is vital that you schedule 
the routine tests, screenings and vaccinations you need to prevent 
complications and monitor your condition. Find out from your doctor 
if you need to schedule any of these tests or exams. Then use this 
form to keep track of your health goals, appointments and results. 

Goals 

Type of Test 
Recommended 

My Goal 
Date Due Date Done 

Goal 2006 2006 

Pneumonia Vaccine Once or twice in a lifetime 

Diabetes 

Self-Monitored Blood As recommended by your 

Glucose doctor and 3 or more 
times daily if taking insulin 

Every 3 months 
A1C < 7% until normal, 

then every 6 months 

Urine Microalbumin Yearly 
Test 

Dilated Eye Exam Yearly 

Foot Exam At every office visit 
- at least yearly 

Diabetes Office Visit At least every 6 months 

Asthma 

Peak Flow Meter Use daily and when 
having symptoms 

Work with your doctor 
Asthma Action Plan to develop your 

action plan 
~ 

~-~ 

Appointment Dates and Results 

Results Date/Results Date/Results Date/Results 

I I I 

I I I 

I I I 

I I I 

I I I 

I I I 

I I I 

I I I 

I I I 

~ . . ,,.~ 



Please remove this page along the p~ation and save it for reference. 

Prescription and over-the-counter medications, including herbal supplements and 
vitamins, can interact. It's important to keep an updated list of your medications 
in your wallet and on your refrigerator in case of an emergency. If you are ever 
treated by emergency workers, one of their first questions is what medications 
you are taking. Use this chart to record your medications. Give copies to your 
doctors, your pharmacist and a member of your family. 

Name of Medication How Much Do I Take? When Do I Take It? 

(Example) Aspirin 81 mg. Every morning 

What Do I Use It For? 

Prevent blood clots 

Copyright © 2005, CorSolutions Inc. Printed in USA 



Medication is an important part of caring for a chronic condition. It's even more important 
to know what prescriptions you take, how to take them correctly and what they are 
designed to do. You shouldn't hesitate to talk to your doctor or nurse if you have any 
questions or concerns. Also remember that pharmacists play an important role in developing 
and implementing processes and procedures to help prevent medication errors. To help 
make sure medications are used safely and effectively, the American Society of Health 
System Pharmacists (ASHP) recommends that you follow these tips: 

• Keep a personal list of all the drugs 
you take, including prescribed drugs, 
nonprescription drugs, home remedies, 
and medical foods and share it with your 
doctor and nurse. 

• Keep a list of medications that you cannot 
take (for reasons like allergic reactions). 
Give the reasons why, and share it with 
your doctor and nurse. 

• Tell your doctor exactly how you're 
taking your prescriptions, especially if 
you take your medication differently 
from the original prescription. 

• Ask your pharmacist if you have any 
questions about the treatments or 
medications you receive. 

• Learn the names of the drug products that 
are prescribed and administered to you, 
as well as their dosage and strength and 
schedules. 

• Ask your doctor or nurse if you should 
avoid certain foods, beverages, other 
medicines or activities while you are 
taking the drug. 

• Request any written information available 
on the drug product. 

• Question anything you don't understand 
or that doesn't seem right. Be especially 
alert to unexpected changes, such as 
receiving a prescription refill that seems 
to have a different strength or appearance 
from the original prescription. 

• Repeat the information about proper 
use and effects of your medication to 
your doctor or nurse to make sure you 
understand correctly. 

• If you're too ill to follow these suggestions, 
ask a friend or relative to help. 

From the American Society of Health System Pharmacists 



JUNE 
S M T W T F S 

1 2 3 
45678910 

11 12 13 14 15 16 17 
18 19 20 21 22 23 24 
25 26 27 28 29 30 

AUGUST 
S M T W T F S 

1 2 3 4 5 
6 7 8 9 10 11 12 
13 14 15 16 17 18 19 
20 21 22 23 24 25 26 
27 28 29 30 31 

Strawberries and 
citrus fruits 

can add fiber 
to your diet. 

Independence Day 

Learn more about 
your health from the 
CorSolutions Voice 

ConnectionssM Line at 
877-COR-5266 
(877-267-5266) 

Walking is a good 
way to lose weight 

and stay fit. 





To access information 
on over 5,000 

health topics, visit 
www.ecorsolutions.com 

1 

Clean out your 
medicine cabinet 

this month. 

Is it time to replace 
your toothbrush? 

JULY 
S M T W T F S 

1 
2 3 4 5 6 7 8 
9 10 11 12 13 14 15 
16 17 18 19 20 21 22 
23 24 25 26 27 28 29 
30 31 

SEPTEMBER 
S M T W T F 

1 
3 4 5 6 7 8 9 
10 11 12 13 14 15 16 
17 18 19 20 21 22 23 
24 25 26 27 28 29 30 





AUGUST 
S M T W T F S 

1 2 3 4 5 
6 7 8 9 10 11 12 
13 14 15 16 17 18 19 
20 21 22 23 24 25 26 
27 28 29 30 31 

National 
Grandparents Day 

OCTOBER 
S M T W T F S 
1 2 3 4 5 6 7 
8 9 10 11 12 13 14 
15 16 17 18 19 20 21 
22 23 24 25 26 27 28 
29 30 31 

Labor Day 

1 

Patriot Day 

For information on 
Medicare benefits, 

cal I 1-800-633-4227. 

Learn more about 
your health from the 
CorSolutions Voice 

ConnectionssM Line at 
877-COR-5266 
(877-267-5266) 

National Cholesterol 
Education Month 

Do you need a flu 
shot this fall? 

National Women's 
Health & Fitness Day 

Prostate 
Health Mo nth 

1 

National Hispanic 
Heritage Month 
(9/15-10/15) 

Rosh Hashanah 
Begins at Sundown 

Autumn Begins 

1st Day of Ramadan 





Yorn Kippur 
Begins at Sundown 

National Fire 
Prevention Week 

Standard Time Begins 

Columbus Day 

Check smoke 
detector batteries. Halloween 

Do you have a home 
fire extinguisher? 

National 
Breast Cancer 

Awareness Month 

National Depression 
Screening Day 

Talk About 
Prescriptions Month 

SEPTEMBER 
S M T W T F S 

1 2 
3 4 5 6 7 8 9 
10 11 12 13 14 15 16 
17 18 19 20 21 22 23 
24 25 26 27 28 29 30 

To access information 
on over 5,000 

health topics, visit 
www.ecorsolutions.com 

NOVEMBER 
S M T W T F S 

1 2 3 4 
5 6 7 8 9 10 11 
12 13 14 15 16 17 18 
19 20 21 22 23 24 25 
26 27 28 29 30 





OCTOBER DECEMBER 
S M T W T F S S M T W T F S 
1 2 3 4 5 6 7 1 2 
8 9 10 11 12 13 14 3 4 5 6 7 8 9 
15 16 17 18 19 20 21 10 11 12 13 14 15 16 
22 23 24 25 26 27 28 17 18 19 20 21 22 23 
29 30 31 24 25 26 27 28 29 30 

31 

American Diabetes 
Month 

COPD 
Awareness Month 

Election Day 

It's never too late to 
quit smoking. 

Have you had your 
blood sugar levels 
checked recently? 

Great American 
Smokeout 

Thanksgiving Day 

Learn more about 
your health from the 
CorSolutions Voice 

ConnectionssM Line at 
877-COR-5266 
(877-267-5266) 

Veterans Day 

National Alzheimer's 
Disease Awareness 

Month 

National American 
Indian Heritage Month 





NOVEMBER 
S M T W T F S 

1 2 3 4 
5 6 7 8 9 10 11 
12 13 14 15 16 17 18 
19 20 21 22 23 24 25 
26 27 28 29 30 

New Year's Eve 

JANUARY 2007 
S M T W T F S 

1 2 3 4 5 6 
7 8 9 10 11 12 13 
14 15 16 17 18 19 20 
21 22 23 24 25 26 27 
28 29 30 31 

Christmas Day 

Drinking? Don't drive. 

Kwanzaa Begins 

To access information 
on over 5,000 

health topics, visit 
www.ecorsolutions.com 

Winter Begins 

World Al OS Day 

At least once a 
year, review all of 

your medicines with 
your doctor. 

1st Day of Hanukkah 



CorSolutions respects your personal privacy and is committed to adhering to federal and state privacy laws and 
industry guidelines in order to protect you and your identity. CorSolutions is provided medical and pharmacy claims data 
information from the insurance provider or health plan to assist in the early identification of members who may benefit 
from the various types of services we can provide, including disease management. Pursuant to the Health Insurance 
Portability and Accountability Act of 1996 (HIPAA), CorSolutions serves in a Business Associate capacity to insurance 
providers/health plans to provide health management programs. As such, CorSolutions is permitted to use protected 
health information to assist in providing health management services. Moreover, employers whose health plans have 
selected our services are not informed which of their employees are in or have been referred to our programs. 

• The right to have information about CorSolutions, to include 
programs and services provided on behalf of the sponsoring 
organization, its staff and its staff qualifications and any 
contractual relationship. 

• The right to decline participation or disenroll from programs 
and services offered by the organization. 

• The right to know which staff members are responsible 
for managing their services and from whom to request 
a change. 

• The right to be supported by the organization to make 
decisions interactively with their practitioners regarding 
health care. 

• The right to be informed of all disease/demand/case 
management or lifestyle modification-related treatment 
options included or mentioned in clinical guidelines, 
whether covered or not by the sponsoring organization, 
and to discuss these with the treating practitioners. 

• The right to request restrictions on certain uses and 
disclosures of personal identified data. In some cases, 
these requests may be denied. 

• The right to request reasonable alternative means of 
communicating personal identifiable information, including 
but not limited to requesting that CorSolutions send 
communications in a closed envelope rather than a post 
card; send communications to the participant's place of 
employment; send communications by mail to a designated 
address; or to speak with the participant by phone at a 
designated phone number. 

• The right to access/copy their health information and to 
request amendments to it. CorSolutions may charge the 
participant a reasonable fee for copying and postage. 

• The right to revoke consents and authorizations to the 
extent that they have not been relied upon. However, if a 
participant revokes consent, please note that CorSolutions 
may stop providing disease/demand management services 
to the participant. 



• The right tooe treated with courtesy, dignity and respect for 
their personal integrity, without regard to race, religion, 
national origin, sex, age, disability, marital status, or source 
of payment. 

• The right to have personal identifiable information and 
medical information kept confidential, to know what entities 
have access to their information, and to know the procedures 
used by CorSolutions to ensure privacy and confidentiality. 

• The responsibility to treat CorSolutions staff, and/or its 
agents, with courtesy, respect and dignity. 

• The responsibility to inform CorSolutions staff, and/or its 
agents, of any religious belief and/or ethnic custom that 
would in any way affect and/or conflict with services 
provided, and the manner in which they may be offered. 

• The responsibility to provide CorSolutions staff, and/or 
its agents, with current and past medical history and 
functional limitations, if any, including past illnesses, 
hospitalizations, medications, allergies and other pertinent 
information necessary to carry out its services. 

Any participant wishing to voice a concern or comment 
about CorSolutions and/or its staff may contact CorSolutions 
at 1-800-343-6311 extension 222Z 

• The right to request an accounting of affiCrentifiable personal 
information disclosures not related to treatment, payment, or 
health care operations. 

• The right to request the above or any additional information 
regarding CorSolutions privacy practices by contacting 
CorSolutions at 1-800-343-6311 extension 222Z 

• The responsibility to follow the Plan of Care as directed 
by the physician in collaboration with CorSolutions staff, 
and/or its agents, and the participant. 

• The responsibility to inform CorSolutions staff, and/or 
its agents, if the physician has changed any current 
medications, treatments, procedures, and/or nutritional 
guidelines. 

• The responsibility to notify CorSolutions and the treating 
practitioner if the participant de,cides to disenroll from 
the program. 

If you believe CorSolutions has violated your privacy rights, 
you may file a complaint in writing to: 

Privacy Officer 
CorSolutions, Inc. 
9500 West Bryn Mawr 
Suite 500 
Rosemont, IL 60018 



JANUARY 
S M T W T F S 
1 2 3 4 5 6 7 
8 9 10 11 12 13 14 
15 16 17 18 19 20 21 
22 23 24 25 26 27 28 
29 30 31 

JULY 
S M T W T F S 

1 
2 3 4 5 6 7 8 
9 10 11 12 13 14 15 
16 17 18 19 20 21 22 
23 24 25 26 27 28 29 
30 31 

JANUARY 
S M T W T F S 

1 2 3 4 5 6 
7 8 9 10 11 12 13 
14 15 16 17 18 19 20 
21 22 23 24 25 26 27 
28 29 30 31 

JULY 
S M T W T F S 
1 2 3 4 5 6 7 
8 9 10 11 12 13 14 
15 16 17 18 19 20 21 
22 23 24 25 26 27 28 
29 30 31 

FEBRUARY 
S M T W T F S 

1 2 3 4 
5 6 7 8 9 10 11 
12 13 14 15 16 17 18 
19 20 21 22 23 24 25 
26 27 28 

AUGUST 
S M T W T F S 

1 2 3 4 5 
6 7 8 9 10 11 12 

13 14 15 16 17 18 19 
20 21 22 23 24 25 26 
27 28 29 30 31 

FEBRUARY 
S M T W T F S 

1 2 3 
4 5 6 7 8 9 10 

11 12 13 14 15 16 17 
18 19 20 21 22 23 24 
25 26 27 28 

AUGUST 
S M T W T F S 

1 2 3 4 
5 6 7 8 9 10 11 
12 13 14 15 16 17 18 
19 20 21 22 23 24 25 
26 27 28 29 30 31 

MARCH 
S M T W T F S 

1 2 3 4 
5 6 7 8 9 10 11 

12 13 14 15 16 17 18 
19 20 21 22 23 24 25 
26 27 28 29 30 31 

SEPTEMBER 
S M T W T F S 

1 2 
3 4 5 6 7 8 9 
10 11 12 13 14 15 16 
17 18 19 20 21 22 23 
24 25 26 27 28 29 30 

MARCH 
S M T W T F S 

1 2 3 
45678910 
11 12 13 14 15 16 17 
18 19 20 21 22 23 24 
25 26 27 28 29 30 31 

SEPTEMBER 
S M T W T F S 

1 
2 3 4 5 6 7 8 
9 10 11 12 13 14 15 

16 17 18 19 20 21 22 
23 24 25 26 27 28 29 
30 

APRIL 
S M T W T F S 

1 
2 3 4 5 6 7 8 
9 10 11 12 13 14 15 
16 17 18 19 20 21 22 
23 24 25 26 27 28 29 
30 

OCTOBER 
S M T W T F S 
1 2 3 4 5 6 7 
8 9 10 11 12 13 14 
15 16 17 18 19 20 21 
22 23 24 25 26 27 28 
29 30 31 

APRIL 
S M T W T F S 
1 2 3 4 5 6 7 
8 9 10 11 12 13 14 
15 16 17 18 19 20 21 
22 23 24 25 26 27 28 
29 30 

OCTOBER 
S M T W T F S 

1 2 3 4 5 6 
7 8 9 10 11 12 13 

14 15 16 17 18 19 20 
21 22 23 24 25 26 27 
28 29 30 31 

MAY 
S M T W T F S 

1 2 3 4 5 6 
7 8 9 10 11 12 13 
14 15 16 17 18 19 20 
21 22 23 24 25 26 27 
28 29 30 31 

NOVEMBER 
S M T W T F S 

1 2 3 4 
5 6 7 8 9 10 11 
12 13 14 15 16 17 18 
19 20 21 22 23 24 25 
26 27 28 29 30 

MAY 
S M T W T F S 

1 2 3 4 5 
6 7 8 9 10 11 12 
13 14 15 16 17 18 19 
20 21 22 23 24 25 26 
27 28 29 30 31 

NOVEMBER 
S M T W T F S 

1 2 3 
4 5 6 7 8 9 10 

11 12 13 14 15 16 17 
18 19 20 21 22 23 24 
25 26 27 28 29 30 

JUNE 
S M T W T F S 

1 2 3 
4 5 6 7 8 9 10 

11 12 13 14 15 16 17 
18 19 20 21 22 23 24 
25 26 27 28 29 30 

DECEMBER 
S M T W T F S 

1 2 
3 4 5 6 7 8 9 
10 11 12 13 14 15 16 
17 18 19 20 21 22 23 
24 25 26 27 28 29 30 
31 

JUNE 
S M T W T F S 

1 2 
3 4 5 6 7 8 9 
10 11 12 13 14 15 16 
17 18 19 20 21 22 23 
24 25 26 27 28 29 30 

DECEMBER 
S M T W T F S 

1 
2 3 4 5 6 7 8 
9 10 11 12 13 14 15 
16 17 18 19 20 21 22 
23 24 25 26 27 28 29 
30 31 
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Inc. and such third party entities. These third party references and materials 
are included solely for educational and disease management purposes. 
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NAME:~~----~--------------

nver the last 2 weeks, how often have you been 
1ered by any of the following problems? 

1~~e "./"to indicate your answer) 

1. Little interest or pleasure in doing things 

2. Feeling down, depressed, or hopeless 

3. Trouble falling or staying asleep, 
or sleeping too much 

4. Feeling tired or having little energy 

5. Poor appetite or overeating 

6. Feeling bad about yourself-or that 
you are a failure or have let yourself 
or your family down 

-,..ouble concentrating on things, such as reading the 
.ewspaper or watching television 

8. Moving or speaking so slowly that other people could 
have noticed. Or the opposite-being so fidgety 
or restless that you have been moving around a lot 
more than usual 

9. Thoughts that you would be better off dead, 

or of hurting yourself in some way 

(Healthcare professional: For interpretation of TOTAL, 
please refer to accompanying scoring card.) 

10. If you checked off any problems, how 

difficult have these problems made it for 

you to do your work, take care of things at 
home, or get along with other people? 

DATE: _______ _ 

Not difficult at all 

Somewhat difficult 

Very difficult 

Extremely difficult 

PHQ-9 is adapted from PRIME MD TODAY, developed by Ors Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke, and colleagues, 
with an educational grant from Pfizer Inc. For research information, contact Dr Spitzer at rls8@columbia.edu. PHQ-9 Copyright 
©1999 Pfizer Inc. All rights reserved. PRIME-MD® and PRIME MD TODAY'" are trademarks of Pfizer Inc. 



for healthcare professional use only 

Scoring-add up all checked boxes on PHQ-9 

For every./: Not at an = O; Several days = 1; 
More than half the days = 2; Nearly every day = 3 

Interpretation of Total Score 
Total Score Depression Severity 

1-4 Minimal depression 

5-9 Mild depression 

:10-14 Moderate depression 

15-19 Moderately severe depression 

20-27 Severe depression 



Please return it to your 

Health 

The information 

The information 

enhance care delivery. not shared outside 

Thank you for your prompt completion of this survey. 

UNITED 

~ 



HEALTH ADVANTAGE BY 

MEDICA 

WELLNESS SURVEY 

Name ________________ D.O.B __________ Date _______ _ 

Please return the completed survey in the enclosed postage-paid envelope. 

1. Please tell us how much you agree with the following three statements: 
a. I feel good about myself. 

b. I can deal with my problems. 

c. I am able to maintain control over my life. 

2. To what extent have the concerns which led you to seek help interfered 
with your: 

a. Family Life 

b. Social Life 

c. Work, Schoolwork, or Housework 

3 Following are problems or complaints that people sometimes have. 

4. 

For each problem please indicate how much that problem has 
bothered or distressed you during the past 7 days, including today. 

a. Nervousness or shakiness 
b. Feeling lonely 
c. Feeling sad or blue 
d. Your heart pounding or racing 
e. Feeling hopeless about the future 
f. Feeling everything is an effort 
g. Spells of terror or panic 
h. Feeling so restless you couldn't sit still 
i. Feelings of worthlessness 
j. Feeling suddenly scared for no reason 
k. Feeling no interest in things 

Are you currently employed? 

(If yes, please proceed to question 5 below. If no, please skip to question 10 on the next page.) 

5. During the past 30 days, how many days were you unable to work 
because of your physical or mental health? 

6. During the past 30 days how many days were you able to work, 

D 

D 

D 

D 
D 

D 

D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 

D 

D 

D 

D 

D 

D 

D 

D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 

D 

Days 

but had to cutback on how much you got done because of your physical D 
1r mental health? Days 

7. Are you currently on, have filed, or are considering filing for disability 
benefits or workers compensation? (Remember1hatyourresponsesarecompletelyconfiden1ial} 

8. Are you experiencing any recent problems at work? 

9. Are you providing care to someone in your family who is ill or disabled? 

D 

D 

D 

Somewhat 
Quite A 

Extremely Bit 

D D D 

D D D 

D D D 

Moderately Quite Extremely 
Bothered Bothered Bothered 

D D D 

D D D 

D D D 

Moderately Quite Extremely 
Bothered Bothered Bothered 

D D D 
D D 0 
D D D 
0 D 0 
D 0 D 
D D D 
D D D 
D D D 
D D D 
D D D 
D D D 

No 

D 

No 

D 

D 

D 

Please continue survey on next page 



10. In general, would you say your health is? 

11. In the past 30 days, how much have you been bothered by physical 
pain? 

12. Do you currently have a serious and/or chronic medical condition 
such as diabetes, cancer, heart disease, asthma, or rheumatoid arthritis? 

13. In the past 6 months, how many times have you seen a doctor 
or used other medical services ? 

14. Have you had a drink or used drugs in the past 30 days? 
(If yes, please proceed to question 15. If no, please skip to question 21.) 

15. In the past 30 days have you ever felt you ought to cut down on your 
drinking or drug use? 

16. In the past 30 days have people annoyed you by criticizing your 
drinking or drug use? 

In the past 30 days have you ever felt bad or guilty about your drinking 
)r drug use? 

18. In the past 30 days have you ever had a drink or used drugs first thing 
in the morning to steady your nerves or get rid of a hangover? 

19. How many days in the past week did you have a beer, glass of wine, 
mixed drink, or shot of liquor? 

20. On a typical day when you have had a drink, how many glasses, bottles, 
cans, or shots do you drink? 

21. Please tell us how much you agree with the following statements 
regarding the therapist you saw/will see based on your current care: 

a. I was satisfied with my experience of finding an available therapist. 

b. My first appointment with a therapist took place (or will take place) within 
an acceptable timeframe. 

Very 
Good Fair 

Good 

D D D D 

Little Moderately Quite 
Bothered Bothered Bothered 

D D D D 

Yes No 

D D 

2-3 4-5 

D D D D 

Yes No 

D D 

D D 

D D 

D D 

D D 

Ooays 

(Enter# of glasses, bottles, cans, 
or shots) 

Agree Neutral Disagree 

D D D D 

D D D D 

At United Behavioral Health we are interested in examining how well we serve different ethnic groups within our 
iember community. Please indicate with what ethnic group you identify most: 

D White, non-hispanic 

D African American or Black 

D Latino or Hispanic 

D American Indian or Alaska native 

D Asian or Pacific Islander 

D Multiple ethnic groups 

D Other ethnic groups 

D Do not wish to disclose 

Poor 

D 

Extremely 
Bothered 

D 

More 
ThanS 

D 

Strongly 
Disagree 

D 

D 

Please remember that you can reach a UBH Intake Counselor 24 hours a day, seven days a week at 1-866-658-4662. If you 
have specific questions or comments regarding this survey, please call the same number during business hours, 8am to 5 
pm, Monday through Friday. 

CommTOPinital605T 107 



Authorization for Release of Information 

We are looking forward to working with you so that you receive the care you need. In order for us to better 

coordinate your care and the services you will receive, we ask that you sign a Release of Information so that 

Medica and UBH are able to communicate with your providers. Please review and sign the Release of 

Information below. If you have any questions or concerns, we are here to help. Please call your Health 

Advocate. The name and number of your Health Advocate is located at the bottom of your "Welcome" 

Letter. 

1\1ernber'sNarne Birth Date 1\1ernber's ID#, SSN, or Chart# (circle one) 

Street Address City State Zip Code 

I understand that this authorization is voluntary. I understand that my health information may be protected by the 
Federal Rules for Privacy of Individually Identifiable Health Information (Title 45 of the Code of Federal 
Regulations, Parts 160 and 164), the Federal Rules for Confidentiality of Alcohol and Drug Abuse Patient Records 
(Title 42 of the Code of Federal Regulations, Chapter I, Part 2), and/or state laws. I understand that my health 
information may be subject to re-disclosure by the recipient and that ifthe organization or person authorized to 
receive the information is not a health plan or health care provider, the released information may no longer be 
protected by the Federal privacy regulations. 

I understand that my records may contain information regarding my mental health, substance use or dependency, or 
sexuality, and also may contain confidential HIV I AIDS - related information. I further understand that by signing 
below, I am authorizing the release or exchange of these records to the parties named below. 

I also understand that my health plan may not condition treatment, payment, enrollment, or eligibility for benefits 
on whether I sign this form, except for certain eligibility or enrollment determinations prior to my enrollment in its 
health plan, and for health care that is solely for the purpose of creating protected health information for disclosure 
to a third party. 

I understand that I may revoke this authorization at any time by notifying UBH in writing, but if I do, it will 
not have any effect on any actions UBH took before it received the revocation. 

I hereby authorize United Behavioral Health to (check all that apply): 
D Exchange with D Release to D Obtain from the parties I have indicated below 

I hereby authorize United Behavioral Health to exchange I release I obtain information: 
D Verbally only D in written form only D both verbally and in writing 

Person/organization receiving/communicating the information: 

Health Adv Member Opt In 
8123104 



'UBH Authorization for Release of Information Page 2 

Description of individually identifiable health information (check appropriate type(s) ofinformation) to be 
released/ exchanged/obtained: 

D All D Treatment Plan( s) 
D Claims D Outpatient Progress Reports 
D Eligibility/Benefits D Attendance Only 
D Clinical records used to make benefit determinations (may include HIV/AIDS and/or Substance Abuse 
information) 
D All records relating to a Disability claim 
D All pertinent documentation UBH deems appropriate for the purpose(s) checked below 
D Other (describe): Coordination of care for "Health Advantage by Medi ca SM" 

The purpose of this release is (check an that apply): 

D To allow the clinically appropriate management and coordination of the Member's mental health and/ or 
substance abuse treatment and/or coverage under the Member's health benefit plan (Care Management and 
Coordination). 
D Benefit Management D Administration of a Worker's Compensation claim 
D Claims Administration/Payment D Administration of a Disability claim 
D Employer Mandated Treatment Referral D Subpoena or other legal process 
D To release physical records described above 
D Other (describe): Coordination of care for "Health Advantage by MedicaSM" 

The dates of records to be disclosed: (This section must be completed by Virginia residents) 
From_ I __ I_ (MMIDDIYY) To_ I_ I_ (MM/DD/YY) 

THE MEMBER OR THE MEMBER'S REPRESENTATIVE MUST READ AND SIGN OR INITIAL THE 
FOLLOWING STATEMENTS: 

I understand that this authorization will expire: 

D On __ / __ / __ (MM/DD/YY) or one year from the date of the signature below (or as set 
forth by other applicable federal or state law - see below). 

or 

D Once the following event occurs (does not apply to fllinois residents): 

(Form must be completed before signing) 

Signature of Member/Legal Guardian 
or Member's Representative 

Print Name ofMember's 
Representative 

Signature of Minor Member 

Relationship to the Member 

YOU MA.Y REFUSE TO SIGN THIS AUTHORIZATION 

Health Adv Member Opt In 
8123104 

Date 

Description of 
Representative's Authority 



Work with your clinician to decide on a treatment 
plan that will be most helpful to you. 

Go to each of your appointments. 

Take the medications that are prescribed for you. 

Follow the directions of your doctor. 

At the first sign of not feeling well, call your clinician 
or Health Advocate. 

If you have medical issues or concerns, please sign 

a Release of Information form. This form allows your 

behavioral health clinician to talk to your medical 
doctor. This helps them to give you the best 
possible care. 

ccw Please see your clinician at least three times within 

the first 12 weeks after diagnosis of depression. 

Please stay in touch with your Health Advocate. 
Your Health Advocate will also follow up with you 

over the next six months to help ensure that you get 
all the appropriate care. 

llowing self-appraisal asks questions about some 

o. ,symptoms of major depression. 

This self-appraisal is not a substitute for a professional 

evaluation and is not intended to be a self-diagnosis. 

Only a professional can make a diagnosis. If you have 

concerns about your mood after answering these 

questions, please talk to your doctor or contact 

United Behavioral Health at 1-866-658-4662. 

We can arrange for a professional consultation. 

© 2005 Medi ca and United Behavioral Health. Medica® is a registered service mark of 

Medica Health Plans. "Medica" refers to the family of health plan businesses that includes 

Medica Health Plans, Medi ca Health Plans of Wisconsin, Medica Insurance Company, 
Mer1· <;elf-Insured. Health Advantage by Medica5M is a service mark of Medica 

f-

UNITED 

~ 





\ , l people get the right resources and 

treatment for depression, they usually feel 

better faster and often see an improvement 

in their overall health. Take advantage of this 

program by calling our toll-free number today. 

We are here for you every step of the way. 

1-866-658-4662 toll-free 

1-800-543-7162 TDD 

This program is available through a partnership by 
Medica and United Behavioral Health. All calls and 
use of services are kept confidential. Information is 
restricted to your treating doctors. 

1-866-658-4662 toll-free 

1-800-543-7162 TDD 

UNITED 

© :!005 1Vledica and United Behavioral Health. Medica· is a registered service mark 
of Medica Health Plans. "Meclica" refers to the tiimily of health plan businesses that 

includes 11-ledica Health Plans, Medica Health Plans of Wisconsin, Medic1 Insurance 

Companv 1\·ledica Selt~lnsured. Health Advantage by Medic?'"' is a se1vice mark of 

Medica Health Plans. 

UBBOSE:lSO 



This program gets you the help you need 

in a few simple steps. 

- If you are 

ding persistently sad or have symptoms 

._;/depression, your primary care physician 

or other health care provider can 

recommend you for the program. 

We give you a cal I and invite you to 

participate. If you choose to participate 

in the program, we mail you a Member 

Packet, which includes educational 

materials, resources and forms for you 

to fill out and return to us. The program 

is completely voluntary. 

Once yoy 

decide to participate in the program, { 

work with you, your physician and othb 

care providers to understand your needs. 

If you do not already see a therapist, we 

can arrange for you to visit a mental health 

clinician whose expertise matches your 

needs and preferences. 

- Your doctors 

work to provide you with the best care. 

We help them work together as a team. 

We help them communicate to each other. 

- A Health Advocate 

regularly checks in with you by phone 

to answer any of your questions and 

provide ongoing support and assistancf' 

We provide you with educational mate 

to help you get the care you need. We 

can refer you to resources that are helpful 

to you. 



UNITED 

~ 

Dear (Member Name), 

Welcome! We "'"''"' 1"""r11 your decision to participate in the depression 
program UBH. You are an important step 
tovvard managing reducing its impact on your 
physical health. 

your care. Your 
your depression 
Our goal is to 
depression. 

r1-.u"""'.'"""' will work with 
............ m~n-u care physician and your 

.. "'7,.,, ... 1.r,,..,,..,,. 11.v;::;,..,u. • ..,.._, we can better coordinate 
contact you regularly to talk about 

or referrals. 
reducing the impact of 

This document is a resource that can 
your 

your individual 
document are covered 
coverage services 
progr~ educational ma.tentals 
enclosed. Please out 
envelope. 

release forms are 
the enclosed 

Your UBH Health Advocate will contact you -within the ne:;\.'1 two weeks. 
Keep in services and Information will 
be shared only among doctors you are receiving treatment. 
In the meantime, please not hesitate to call 
me. 

Sincerely, 

M.D. 

Health Advocate 
Director 

Ken Joslyn, 

Medica Medical 
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Medi ca 
program for Depression. 
Medica8M a n~·rf:'r.-n'l l1 

' 
to support 

Medica and 
individual's 
. . 
1mprovmg 

you to receive 

Your -"- ............ .11. .. JUl 

this by helping 
care and having ongoing 'V'U'.JLIUULJLil ...... JLU. ... ,....,.,._....,.IU U''l.Ji!.. ,, ..... ,,..,.Lil 

medical professionals 

offering a unique 
.z.. ........ , ............... Advantage by 

It is designed 
with a 

referrals. This allows 

way. We do 
and coordinating 

behavioral and 



Depression is an illness that involves the 

body, mood and thoughts. It affects the way 

a person eats and sleeps, the way one feels 

about oneself, and the way one thinks about 

life. Depression is not the same as a passing 

blue mood. It is not a sign of personal weakness. 

It is not a condition that can be "willed away." 

People with depression cannot easily "pull 

themselves together." Without treatment, 

symptoms can last for weeks, months, or even 

years. It can even worsen diseases that could 

lead to death and could lead to suicide. It can 

have a negative impact on other medical 

'nditions and make people more likely to 

1e or develop other diseases. However, with 

,, appropriate treatment most people get better. 

Depression comes in different forms, just 

as with other illnesses, such as heart disease 

and diabetes. The forms of depression vary by 

severity, number of symptoms and persistence. 

Below are a few of the more common forms 

of depression. 

is a combination of symptoms 

that interferes with the ability to work, study, 

sleep, eat, and enjoy pleasurable activities. The 

symptoms are disabling and may occur only 

once but are also likely to occur several times 

during life. In some instances, depression may 

become severe enough to mimic dementia or 

cause a disconnection from reality (psychosis). 

is a less severe form of depression 

that is long-term. The symptoms are not 

disabling, but they may keep someone from 

optimal functioning and well-being. Many 

people with dysthymia may also experience 

a major depression at some time in their lives. 

occur due to a specific stressor. These disorders 

may last only a short time or they may develop 

into major depression. The symptoms vary in 

severity from mild to severe depending on the 

stressor or the support and defenses available to 

respond to the stressor. 

Not everyone who is depressed experiences 

each symptom. Some people experience a few 

symptoms, some many. The severity of symptoms 

varies with each individual and also over time. 

Persistent sad, anxious or "empty" moods 

Feelings of hopelessness or pessimism 

'1' Feelings of guilt or worthlessness 

Loss of interest or pleasure in hobbies 

and activities that were once enjoyed, 

including sex 

Decreased energy or fatigue 

Difficulty concentrating, remembering 

or making decisions 

Insomnia, early-morning awakening 

or oversleeping 



Appetite change and/or weight loss/gain 

Thoughts of death or suicide, 

suicide attempts 

Restlessness or irritability 

Persistent physical symptoms that do not 

respond to treatment, such as headaches, 

digestive disorders and chronic pain 

There is evidence that some types of depression 

run in families. This suggests that a biological 

vulnerability can be inherited. Having a family 

history of depression does not mean that you will 

become depressed. It means that y~u may be 

more likely to become depressed. Not everyone 

with a genetic makeup for depression becomes 

depressed. Situational stresses and medical 

problems may "unlock" the genetic makeup 

leading to depression. 

In some families, major depression occurs 

in generation after generation. However, it can 

also occur in people with no family history of 

depression. Whether inherited or not, depression 

is associated with changes in brain structures 

or brain function. 

People with low self-esteem who consistently 

view themselves and the world with pessimism 

or who are easily overwhelmed by stress are 

prone to depression. It is not clear whether this 

indicates a predisposition to depression. 

There is increasing evidence showing that 

physical changes in the body can be accompanied 

by mental changes as well. Medical conditions 

and diseases, such as stroke, a heart attack, 

diabetes, cancer, or Parkinson's disease, can 

lead to depression. The sick person may become 

apathetic and unwilling to care for his or her 

physical needs, making recovery less likely. 

Untreated depression can also affect a person's 

response to treatment for his or her medical 

condition. Certain medications can contribute to 

depression. Serious loss, difficult 

relationships, financial difficulty, or any 

stressful situation can trigger depression. 

Often, a combination of genetic, psychological 

and situational factors are involved in the onset 

of depression. 

The first step in getting treatment for depression 

is to have a physical examination. Certain 

medications and medical conditions can cause 

the same symptoms as depression. These should 

be ruled out through physical examination, 

interview and possibly laboratory tests. If 

physical causes are ruled out, a psychological 

evaluation should be done, either by your 

physician or by a mental health professional. 

Complete history of symptoms 

When did they start? 

How long have they lasted? 

How severe are they? 

Have you had them before? 

Have they been treated before? 

Was the treatment successful? 

History of alcohol or drug use 

Questions about thoughts of suicide 

or harm to others 

Family history 

Are there family members with depression? 

What treatments worked for them? 

Mental status examination 

The choice of treatment will depend on the 

outcome of the evaluation. There are many 

different types of medications and psychotherapies 

that can be used to treat depression. Some 

people with milder forms of depression may 

do well with psychotherapy (talk therapy) alone. 

People with moderate to severe depression 

most often benefit from medication. Most 

people do best with a combination of medication 

and therapy. 



~re are several different families of 

~medications to treat depression. These 

medications affect certain chemicals in your 

brain thought to be responsible for the mental 

and physical changes associated with depression. 

These chemicals are called neurotransmitters. 

Sometimes your doctor wi 11 need to try several 

medications before finding one that is best for 

you. Knowledge of family members' experiences 

with medications may be helpful in selecting 

the medication that is right for you. A complete 

list of other medications you take (including 

over-the-counter medications, such as aspirin) 

is important for limiting the risk of harmful 

medication interaction. Sometimes the dosage 

will need to be increased for the medication 

to be effective. Although some improvements 

may be seen in the first several days or weeks, 

::tors recommend that medications for 

"~_..2pression be taken daily for at least one 

month in order to get the fu Ii benefit. 

Patients often stop medications too soon. 

They feel better and think they no longer 

need the medicine. They may think that the 

medication is not working. They may also have 

side effects that may temporarily be bothersome. 

In most cases, the side effects improve or 

disappear with time or they can be managed 

by adjusting the dose of medication. In order 

for the medications to be effective at treating 

and preventing return of your symptoms, it is 

important to continue them for at least 6-9 

months. Stopping them too quickly could lead 

to a recurrence of the depression. Some 

~dications must be stopped gradually to 

e the body time to adjust. Never stop 

medication without consulting with the doctor. 

There are some people that will need to take 

medication indefinitely. 

amitriptyline (Elavil) 

doxepine (Sinequan) 

nortriptyline (Pamelor) 

imipramine (Tofranil) 

amitriptyline/perphenazine (Triavil) 

amoxapine (Asendin) 

maprotiline (Ludiomil) 

clomipramine (Anafranil) 

desipramine (Norpramin) 

Vivactil 

Surmontil 

Fluoxetine (Prozac) 

Lexapro 

Zoloft 

Celexa 

Paxil CR 

Paxil 

Fluvoxamine (Luvox) 

Mirtazapint (Remeron) 

Bupropion (Wellbutrin) 

Effexor 

Serzone 

Wellbutrin SR 

Wellbutrin XL 

Effexor XR 

Trazadone (Desyrel) 

Nardi I 

Parnate 



All medications, including aspirin, have the 

potential to cause side effects. Antidepressants 

may cause mild and, usually, temporary side 

effects (sometimes referred to as adverse effects) 

in some people. Typically, these are annoying, 

but not serious. However, any unusual reactions 

or side effects or those that interfere with 

functioning should be reported to the doctor 

immediately. 

- It is helpful to drink water, 

chew sugarless gum and clean .teeth daily. 

Bran cereals, prunes, fruit, 

and vegetables should be in the diet. 

Emptying the bladder 

may be troublesome, and the urine stream 

may not be as strong as usual. The doctor 

should be notified if there is marked 

difficulty or pain. 

- Sexual functioning may 

change; if worrisome, it should be discussed 

with the doctor. 

- This will soon pass 

and usually will not necessitate getting 

new glasses. 

- Rising slowly from the bed 

or chair is helpful. 

-This 

usually quickly passes. A person feeling 

drowsy or sedated should not drive or 

operate heavy equipment. More sedating 

antidepressants are generally taken at 

bedtime to help sleep and minimize 

daytime drowsiness. 

- This will usually go away. 

- This is also temporary. But when 

it occurs, it is transient after each dose. 

(trouble falling 

asleep or waking often during the night) -

This may occur during the first few weeks; 

dosage reductions or the passing of time will 

usually resolve them. 

(feeling jittery) If this happens 

for the first time after the drug is taken and 

is more than transient, the doctor should 

be notified. 

Lately, there has been much interest in the use of 

herbs to treat depression and anxiety. Examples 

include St. John's Wort, ginseng, echinacea, and 

gingko. There have been few controlled studies 

to evaluate the effectiveness and safety of these 

herbs. There is evidence indicating that some 

of these herbs may impact the effectiveness of 

medications for heart disease, AIDS, and other 

medical problems. Therefore, it is important to 

discuss the use of any herb with your doctor. 

Many forms of psychotherapy can help 

depressed people. Some of these treatments 

can be brief. They can help patients gain insight 

and learn how to change the behavioral patterns 

that may have contributed to their depression. 

Therapy can also help people learn ways to get 

more satisfaction out of life. Longer-term therapies 

may be more useful once the initial disabling 

symptoms of depression have cleared. Mental 

health professionals will help determine which 

type of therapy is best for you. 



Depression can make you feel exhausted, 

worthless, helpless, and hopeless. Negative 

thoughts can make you want to give up. It is 

important to know that some of the negative 

ideas occurring do not accurately reflect what 

is going on in your life. These negative feelings 

may clear when your depression is treated and 

your symptoms have faded. It is important to 

try and maintain hope while your treatment is 

given time to work. In the meantime, here are 

some suggestions: 

Get regular exercise 

Eat healthy foods and avoid snacking 

Keep a list of tasks to help you 

complete them 

Keep your appointments with your physician 

and/or therapist 

Continue to take medications as prescribed 

Take time out for pleasurable activities 

Avoid non-prescribed drugs and alcohol 

, Make time to be with friends and family 

The most important thing anyone can do to help 

someone that is depressed is to get him or her 

the correct diagnosis and treatment. The person 

may require encouragement to give treatment 

ti me to work. Sometimes they may need to get 

other opinions if treatment is not working. You 

may need to go to the doctor with them to make 

sure that the doctor gets accurate information or 

to help the person understand the treatment 

suggested. The depressed individual should be 

encouraged to take medications as suggested by 

his or her doctor. The individual should avoid 

non-prescribed drugs and alcohol. 

As a friend or family member, you also 

may need support and information about 

depression. It is important that you care 

for yourself in order to effectively support 

someone that you care about. There are many 

groups that can provide this support and can 

be located by calling United Behavioral Health 

at 1-866-658-4662 or contacting one of the 

national organizations listed below. 

Federal government agency that provides 

booklets and fact sheets featuring the latest 

research-based information on mental illnesses. 

Information Resources and Inquiries Branch 

6001 Executive Boulevard 

Room 81 84, MSC 9663 

Bethesda, MD 20892-9663 

Phone: 

Fax: 

TDD: 

Web site: 

Email: 

1-301-443-4513 

1-301-443-4279 

1-301-443-8431 

nimhinfo@nih.gov 

A support and advocacy organization of 

consumers/ families/ and friends of people 

with severe mental illness - over 1 /200 state 

and local affiliates. Local affiliates often give 

guidance to finding treatment. 

Colonial Place Three 

2107 Wilson Blvd., Suite 300 

Arlington, VA 22201 

Phone: 

Web site: 

1-800-950-NAMI (6264) or 

1-703-524-7600 



An organization whose purpose is to educate 
patients, families, and the public concerning the 

nature of depressive illnesses. Maintains an 
extensive catalog of helpful books. 

730 N. Franklin St., Suite #501 

Chicago, IL 60610-7204 

Phone: 

Fax: 

Web site: 

1-312-988-1150 

1-312-642-7243 

A foundation that informs the public about 

depressive illness. 

P.O. Box 2257 

New York, NY 10116 

Phone: 

Fax: 
Web site: 

1-212-268-4260 

1-800-239-1265 

© 2005 Medica and United Behavioral Health. Medica'" is a registered service mark 
of Medica Health Plans. "Medica" refers to the family of health plan businesses that 
includes Medica Health Plans, Medi ca Health Plans of Wisconsin, Medica Insurance 

Company, Medica Self-Insured. Health Advantage by Medica'M is a service mark of 
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UNITED 

~ 



Outpatient Clinic - Abbott Northwestern 
Hospital Behavioral Health Services 
Minneapolis, MN 55404 
612-863-5327 

Counseling and Therapy Services 
Minneapolis, MN 55416 
612-925-6033 

Edina, MN 
612-859-0516 

Eagan, MN 55123 
651-454-0114 

)Unseling Services 
l Cloud, MN 56301-4820 

320-255-0343 

Mental Health Clinic - Outpatient Services 
Minneapolis, MN 55407 
612-871-0118 

Counseling and Therapy Services 
St Cloud, MN 56301 
320-202-1400 

St Paul, MN 
651-647-5722 

Equine - Assisted Counseling 
Redwood Falls, MN 56283 
"F-644-3838 

Eagan, MN 55123 
651-454-0114 

Minneapolis, MN 
612-672-6999 

Acute Care Program 
Minneapolis, MN 55415 
612-347-5770 

Outpatient Clinic 
Coon Rapids, MN 55433 
763-783-1414 

Support and Therapy Groups 
New Ulm, MN 56073 
507-233-1000 

Christian-based Counseling Services 
New Brighton, MN 55112 
651-628-9566 

Therapy Groups 
Minneapolis, MN 55411 
612-348-4622 

Therapy Groups 
Golden Valley, MN 55427 
763-7 46-2400 

Individual Therapy 
Minneapolis, MN 55405 
612-825-4357 

Willmar, MN 56201 
320-231-8920 

St. Paul, MN 55102 
651-221-0360 

Counseling Services 
Shakopee, MN 55379 
952-445-7751 

@ 2005 Medica and United Behavioral Health. Medica'" is a registered 
service mark of Medica Health Plans. "Medica" refers to the family of 
health plan businesses that includes Medica Health Plans, Medica Health 
Plans of Wisconsin, Medi ca Insurance Company, Medi ca Self-Insured. 
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HealthPartners ® 

Corporate Office: 
8100 34th Avenue South 
Bloomington, MN 55425 
www. health partners. com 

January 31, 2006 

Mailing Address: 
Mail Stop: 2111 OT 
P.O. Box 1309 
Minneapolis, MN 55440-1309 

Senate Health and Family Security Committee 
Senate State Government Budget Division 
House Health Care Cost Containment Division 

Dear Senators and Representatives, 

As one of the pioneers in developing disease management programs in the country, 
HealthPartners is excited to see chronic disease management as an agenda item and topic for 
discussion for today's Health Care Solutions Series hearing. 

Disease management encompasses a number of different strategies designed to improve patient 
health and patient outcomes. At HealthPartners this includes tracking and measuring the delivery 
of quality comprehensive care, providing financial incentives for providing optimal care, and 
equipping members with the tools needed to improve their health. We constantly measure our 
results to assure our members are receiving the greatest value for these efforts. 

The results of our programs have been very positive. Our first Diabetes Management Program 
began in 1994. Since that program began, the number of amputations among patients in the 
Diabetes Management Program has decreased by 45 percent and new cases of retinopathy have 
declined by 20 percent. In 2005, there were 80 fewer heart attacks within HealthPartners 
diabetic population because of disease management and improved care delivery. Diabetes care is 
just one example of where disease management can be utilized to improve patient health. 

In accordance with today's Health Care Solutions Series hearing and discussion on chronic 
disease management, I wanted to provide you with some information about HealthPartners 
efforts to improve the health of our members and patients through improved health behaviors. 
Often missed in the discussion of disease management are the steps and tools that can be used to 
improve a person's health before they are diagnosed with a chronic illness. The attached 
materials are designed for employers and offer a number of programs available to help 
employees improve their health. 

Thank you for the opportunity to provide this information for committee members. If you have 
any questions about these materials or HealthPartners disease management programs please feel 
free to contact me. 

Sincerely, 

Geoff Bartsh 
Director of Legislative Affairs 

Our mission is to improve the health of our members, our patients and the community. S~75 
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Looking out for the health of all your employees - from those who have active 

disease to those who are healthy - makes good financial sense. And when it 

comes to helping your employees pursue healthier lifestyles, HealthPartners 

Achieve programs deliver the resources you need to empower employees -

and contain costs. 

By offering Achieve programs, you can 
give your employees the resources and 
support they need to live healthier lives. 
Achieve programs can help you address 
important concerns such as employee 
satisfaction, retention, absenteeism and 
presenteeism. And Achieve helps you 
offer health improvement across the 
board to all employees - including 
those enrolled in HealthPartners 
CareSpansM disease management 
programs. It's a win-win solution that 
works for employers and employees 
alike. 



Reduces overall health care trends 
' 

absenteeism and the affects of 
presenteeism 

11 Offers a way for employers to support 
and encourage employee health and 
wellness 

Provides a support system that is 
effective and easy for employers and 
employees to engage in 

11 Delivers most programs at no/low cost 
to employers 

11 Offers an outlet and encouragement 
for employees to be as healthy as they 
can be 

11 Delivers personalized solutions that 
meet individual needs 

Provides something extra for their 
health care premium dollars 

11 Promotes increased satisfaction with 
their employer and their health plan 

Achieve programs come in several 
formats and cover a variety of topics. 
Achieve programs are delivered in two 
ways: direct to member or through the 
employer. This allows members to take 
control of their own health and helps 
employers support - or jump-start 
those efforts. Many Achieve programs 
are also available to non-HealthPartners 
members. 

These health improvement offerings can 
be accessed directly by your employees, 
with topics and programs such as: 

Frequent Fitness 

10,000 StepssM Program 

Healthy Discounts 

A Call to Change ... Phone Courses 

Self-Care Programs 

Health Assessment (coming soon) 

And much more! 



You can work with HealthPartners to 
offer these health improvement 
~programs on-site to your employees. 
/You can customize each one and 

implement programs according to your 
needs and resources. Achieve worksite 
programs include: 

Employee Assistance Program (EAP) 

Health Investment Program -
Featuring HealthPartners' 
proprietary health assessment 

Worksite Health-e-KitsM programs 

Corporate Influenza Prevention 
program 

Disability Intervention and 
Prevention 

When it comes to health and wellness, 
Achieve delivers the effective tools and 
programs employees need to lead 
healthier lifestyles. Employers get 

happier, healthier employees who are 
more productive and less likely to 
contribute to rising health care costs. 
Achieve offers real results and real 
savings and the opportunity to make 
wellness a priority in your organization. 

Contact your consultant, broker or 
HealthPartners sales representative 
today! 





P.O. Box 1309 
Minneapolis, MN 55440-1309 
952-883-5200 

healthpartners.com 
HP450080 9/05 
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Our convenient, award-winning phone courses provide your 
employees with the tools and support they need to make permanent 
lifestyle changes. Healthier employees translate into less absenteeism, 
more productivity and better cost trends. These courses offer an easy 
way to promote healthy behaviors to your employees. 

Each course is tailored to meet each participant's needs and offers 
one-on-one interaction with our professional phone line staff. 

" Employees can schedule sessions at their convenience - after 
work, during lunch, whatever works for them. 

.. It's a proven way to deliver effective tools that support real and 

lasting change for happier, healthier, more productive employees. 

After an initial enrollment call, participants receive a course 
workbook with educational lessons and tools. Participants then 
schedule additional phone calls when it's convenient for them. 

" Participants review lesson materials and complete any personal 
1 discovery activities before each phone call. 

" Calls are scheduled at one- to two-week intervals. Depending on 
the course, the phone sessions last up to 30 minutes. Each phone 
session is tailored to meet the individual's needs. 

., When the call is completed, outcomes are documented to track the 
participant's progress. 

(continued on back) 
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Solutions for High Up to three phone calls with 

Bloocl PressuresM either a registered dietitian or 
pharmacist 

Up to 1 O phone calls with either 
an exercise specialist or 
registered dietitian 

Healthy Choices, Up to four phone calls with either 

Healthy BabysM a health educator or registered 
dietitian 

Up to nine phone calls with a 
tobacco cessation specialist 

Solutions for High Up to three phone calls with 

CholesterolsM either a registered dietitian or 
pharmacist 

to Health® Up to five phone calls with an 
exercise specialist 

Balancing Stress Up to eight phone calls with a 

for Healthy health educator 

LiYing® 

8100 34th Avenue South 
PO. Box 1309 
Minneapolis, MN 55440-1309 
952-883-5200 

heal th partners. com 

Medication management, healthy Course workbook, a personal 
eating, and physical activity action plan, food and activity 

log, and a clinic visit checklist to 
prepare and guide participants 
through doctor visits 

Healthy eating, physical activity Course workbook, pedometer, 
and exercise, stress management, food and activity log, action 
weight maintenance, relapse planner, and more 
prevention and more 

Healthy weight gain, benefits of Course workbook and an action 
breast-feeding, nutrition, physical planner 
activity, and stress management 

Preparing for a quit date, setting a Course workbook and step-by-
quit date, and practicing skills to step qui~-smoking "calendar" 
manage high-risk situations after 
quitting 

Cholesterol-lowering medications, Course workbook, a personal 
eating healthy and physical activity action plan, food and activity log, 

and a clinic visit checklist to 
prepare and guide participants 
through doctor visits 

Importance of good posture, Course workbook and 
assessing one's body mechanics, exercise plan 
aerobic exercise to increase 
movement, and tips for coping 
with pain 

The "how to" steps of time Course workbook and an 
management, positive thinking, action planner 
relaxation and meditation 

to learn more? 

Contact your consultant or 
HealthPartners sales rra:u·u·oc::on't~~'tn10. 

HP450102 10/05 
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coordinated, integrated disability management 

from the name you know and trust for quality health insurance 

five your needs. 

Our plan integrates an array of resources to help employees who have 
work-related injuries get better - and get back on the job faster. Our 
comprehensive plan is proven to: 

Reduce lost work time 

Manage costs to ensure best care and best results 

" Avoid prolonged disabilities 

" Get employees back to work as quickly as possible 

Using our 24-hour nurse line, focused provider networks, experienced 
medical case managers and dedicated customer service representatives, 
our plan ensures that you and your employees have minimal disruption 
and continuing support. *Certified by the State of Minnesota Department of Labor 

·From the initial assessment to close care oversight that promotes a 

quick, safe return to work, we make sure the health and confidentiality 
of your employees - and your bottom line - come first. Our 

program delivers: 

" Proven medical care coordination and return-to-work planning 

" Strategies that prevent disabilities from becoming long-term issues 

Cost savings through appropriate medical care and reduced lost 

work days 

., Results-oriented, multi-disciplinary case management 

(continued on back) 

advice can make a 

big difference in the health 

and of your employees 

- and the productivity of 

your company. 



Don't waste valuable staff time sorting through 

complicated workers' compensation bill review and 

provider payment issues - put the experts at 

HealthPartners to work for you. We'll save you time and 

money - with an expected return on your investment of 

40 percent. Choose from 5 levels of expert service: 

Level 1 - Bill review engine 

Level 2 Clinical expertise and bill review engine 

Level 3 - Level 2, with Certified Workers' 

Compensation Managed Care Program 

Level 4 - Level 2, coupled with HealthPartners' proven 

Return-to Work Case Management and Certified 

Workers' Compensation Managed Care Programs 

Level 5 - Level 4, paired with an affordable, flexible 

HealthPartners' health insurance plan 

Keeping your employees and your workplace safe and 

healthy through: 

Consulting Services. Our occupational medicine staff 

helps identify and manage a range of worksite hazards. 

Clinical Services. We can perform pre-placement, fitness 

for duty, disability and regulatory exams to assure 

OSHA, DOT and ADA compliance. Drug and alcohol 

testing services are available with Medical Review Officer 

~:~ HealthPartners® 

8100 34th Avenue South 
P.O. Box 1309 
Minneapolis, MN 55440-1309 
952-883-5200 
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(MRO) follow-up as necessary. 

Diagnosis ancl Treatment. Our providers help speed the 

recovery process with expert treatment and careful but 

aggressive return-to-work plans. 

Disability Management Consulting. We'll provide expert 

medical opinion on cases involving Workers' 

Compensation, Family Medical Leave Act (FMLA), 

Americans with Disabilities Act (ADA), short-term 

disability and long-term disability. 

Risk Management & Policy Consulting. Our skilled 

medical directors work with you on policy development, 

assessment and regulatory compliance and deliver on-site 

learning sessions. 

Occu1mtional Meclicine Consulting. Specialists in 

ergonomics, worksite safety and occupational medicine 

perform health hazard evaluations and provide training 

programs. 

HealthPartners is your link to care 
and customer service. To learn more about 
our Disability Intervention & Prevention programs, 
call 952-883m7364 

HP450142 10/05 
© 2005 HealthPartners 



t I 

The HealthPartners 10,000 Steps® program motivates 
your employees to be more active and can help 
reduce employer-paid health care costs. 

This program can help supercharge your workplace by: 

Iii Reducing absenteeism 

Iii Increasing productivity 

Iii Improving job satisfaction 

The HealthPartners 10,000 Steps® program helps 
participants increase the number of steps they take each 
day and uses a pedometer as a motivational tool. 
Support is available online or by mail. Most adults 
average 3, 500 to 5, 000 steps per day. Simply walking 
l 0, 000 steps - realistic, yet challenging burns an 
extra 150 calories or more each day. With these 
10,000 steps, most people can reach the recommended 
30- minute activity level. 

(continued on back) 
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More than 40,000 people to date have participated 
in this innovative physical activity program: 

More than 80 percent of participants reported 
the program helped them increase their physical 
activity 

Several evaluations of participant step tracker 
logs found a significant increase in steps from 
week one to week eight 

Most participants reported feeling better overall 
and having more energy 

Eighty-one percent of participants felt the 
program assisted them in increasing their 
physical activity 

One recent evaluation showed those who tracked 
their steps for eight weeks saw a five-pound 
weight loss! 

The Feel Great edition gives participants 
the motivation and tools they need to increase 
physical activity and maintain it for life. The Lose 

Weight edition gives participants a winning 
combination of tools and simple, convenient meal 
ideas to feel great and eat well. Both are available 
online or in a mail-based format. 

HealthPartners® 

8100 34th Avenue South 
P.O. Box 1309 
Minneapolis, MN 55440-1309 
952-883-5200 
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Online 

The 10,000 Steps® online program includes: 

A state-of-the-art pedometer valued at $29.95 

An interactive, online step-tracking system 

An opportunity to get daily motivational emails 

Tips and reading materials to increase and 
maintain your active lifestyle 

And more 

Mail-based 
The 10,000 Steps® mail-based program includes: 

A state-of-the-art pedometer valued at $29.95 

A personal action planner to get started and stay 
motivated 

A step tracker log 

Biweekly motivational cards for eight weeks and 
bimonthly cards for the following six months 

And more 

to learn more? 

HP450101 10/05 
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Statistics show that up to 20 percent of employees have 
severe personal problems - stress, money problems, aging 
parents, a new baby, addictions, interpersonal conflicts at 
work and other issues. Personal problems often spill over 
into the workplace, leaving employers to deal with the 
impacts and costs associated with absenteeism, turnover 
rates, tardiness and even accidents. Your greatest asset 
employees - could become your greatest liability. 

The health of your employees is crucial to your 
company's success. By participating in an EAP, you can 
help your employees cope with and resolve their personal 
issues and come to work more focused. 

HealthPartners EAP can help: 

D Assist your company in the diagnosis, counsel and/or 
referral of troubled employees to the appropriate care 

Provide a quick response to employee problems to 
help the employee return to an acceptable level of 
productivity 

Reduce the need for terminating, hiring and training 
by helping employees resolve problems before 
termination is necessary 

Save your company time and money 

* Services administered by AffinityCare, Inc. 

( * 

over 

payroll 
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EAP by phone 

Employees can call for confidential support for 
emotional, family/personal, and work-related issues. 

Our EAP phone line features: 

Unlimited access to a licensed counselor 
24 hours/day, 7 days/week, 365 days/year. 

Assistance finding a local mental health provider, 
financial consultant, or even a legal advisor. 

Support for managers dealing with tough 
on-the-job issues. 

EAP Online 

HealthPartners EAP provides assistance that's just 
a click away, on topics such as: 

Addiction and Recovery 

Anger Management 

Balancing Work and Family 

Depression 

Divorce 

Financial Debt 

Grief and Loss 

Parenting 

Stress 

And more 

HealthPartners® 

8100 34th Avenue South 
P. 0. Box 1309 
Minneapolis, MN 55440-1309 
952-883-5200 
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Managers looking for solutions to work issues can 
access these topics and more online: 

Legal Issues 

Performance Feedback 

Diversity 

Motivating Your Staff 

Sexual Harassment 

HealthPartners EAP offers Work/Life Seminars 
that allow you to bring current topics and 
information to employees right in the workplace. 
When needed, Critical Incident Stress Management 
services are available to help you deal with major 
accidents/injuries, natural disasters, grief and loss, 
and other workplace traumas. In addition, robust 
quarterly reporting shows how your EAP dollars 
are being used and provides data to help you 
determine where additional employee training and 
education might be needed. 

an 

Up to 20 percent of a company's employees may 
not be working to full capacity because they don't 
receive the help they need. Problems add up -
quickly - when it comes to lost time, lost 
productivity and lost revenue. The real question 
isn't "Is an EAP worth the money?" but rather, 
"Can you afford to be without an EAP?" 

to learn more? 

HP450099 10/05 
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Catching the flu bug in any organization means lost 
work days and more doctor visits for employees 
and lost productivity and rising health care costs for 
employers. HealthPartners Corporate Influenza 
Prevention program offers an easy way to stop the 
flu before it starts spreading in your company. 

to 

For maximum convenience, we come to you! In 
partnership with our vaccine vendors, we work with 
you to schedule the place (at one location or all your 
sites), date and time. Plus, we consult with you from 
initial planning through completion of the flu shot 
clinic to ensure a smooth and successful program. 

You can choose to off er the program to your 
HealthPartners covered employees, HealthPartners 
covered employees and their dependents, or to all 
employees. An employee who receives HealthPartners 
coverage from a spouse/significant other through a 
different employer group is also eligible to participate. 
Children must be at least nine years old; and for 
children under 18, a guardian must sign the 
consent form. 

(continued on back) 

Each year an average 

employer group with 1,000 

employees would have an 

average of 100 people ( 10%) 

coming down with the flu. 

This translates to 280 lost 

work days and $39,788 paid 

in non-productive wages. 

- Econornic Analysis of Influenza 

Vaccine and Antiviral Treatrnent for 

Healthy Working Adults, Annals of 

Internal Medicine, 2002; 137:225-231 



For your HealthPartners members and their 
covered dependents, the flu shot clinic is a 
covered benefit. 

Ii> For plans that require a copay, HealthPartners 
has waived the copay. 

We can also work with you to offer a program 
for all employees, including those not covered by 
HealthPartners. The cost range for nonmembers 
is approximately $20-$30 per person. 

it ......... 11r.,,. 

Simply complete an Employer Registration form 
and email, mail or fax it to HealthPartners 
Worksite Health department. Worksite Health 
Department. You can find the form on 
HealthPartners Employer Web site. 

You also need to designate a contact person. Our 
vendor will work with your contact to schedule 
dates and times for the flu shot clinic(s). You will 
need to provide necessary supplies (tables, chairs, 
and wastebaskets) for the nurses. 

HealthPartners will send your contact a program 
packet including instructions, CDC information 
sheets, posters and registration/consent forms. You 
can distribute the registration/consent forms to 
employees either before or on the date of the clinic. 

HealthPartners® 

8100 34th Avenue South 
P.O. Box 1309 
Minneapolis, MN 55440-1309 
952-883-5200 
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On the day of the clinic, your employees will need 
to fill out the employee registration and consent 
forms and will need to supply their HealthPartners 
member number to ensure coverage. If they don't 
have this information, employees must provide their 
birth date and Social Security number. 

Some flu vaccine vendors have a minimum shot 
requirement per clinic site. For example, for three 
separate sites, or different times scheduled at the 
same site, each individual site and/or time has the 
minimum shot requirement. That means you may 
be charged the minimum shot requirement and/or a 
one-time fee whether the specified number of 
employees participates or not. This will be 
addressed during your planning process. 

make sense 

Our Influenza Prevention program offers you a 
convenient, cost-effective way to protect the health 
of your employees - and to prevent influenza from 
catching on in your company. 

to learn more? 

Contact HealthPartners Worksite Health .r11""''"'"""''+m.e>n+ 

at or call your consultant or 
HealthPartners sales 
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HealthPartners Healthy Discounts provide your employees with 

extra perks that promote healthy lifestyles at no additional 
cost to you! The benefits? Happier, healthier employees who are 
more productive and loyal to your company - plus a chance 
for you to reduce cost trends by encouraging physical activity 
and healthy choices in your employee population. 

how it works 

Your employees who are HealthPartners members simply show 
their HealthPartners ID card to participating retailers for 
money-saving Healthy Discounts on exercise equipment, 
classes, snowboard and ski equipment, spa and wellness 
services and much more. 

" $10 off a three-month subscription to Weight 
Watchers Online. To learn more, visit: 
www. weigh twatchers. com/ cs/heal th partners 

" A $10 discount on At Home kits 

Local meeting coupons discount on weekly 
meetingfee and waived registration fee 

HealthPartners members get 10% off the regular 
price of any bike accessories or clothing, and 
$15 off the regular price on bike tune-ups 

(continued on back) 

The HealthPartners Research 

Foundation found that 

employees who are physically 

fit are more productive and 

absent less often. 

- Journal of Organizational and 

Environrnental Medicine; Volume 46, 

Number 1, January 2004) 



Erik's Bike 

10% off all snowboards and snowboard-related 
accessories, parts and clothing 

Professional Karate Studios 

$10 per month off any regularly priced program 

Participating Minnesota locations are Blaine, 
Cambridge, Coon Rapids, Elk River and Rogers 

2nd Wind Exercise 

HealthPartners members get the maximum discount 
available on exercise equipment at every 2nd Wind 
store (does not include spas or spa accessories). 

HealthPartners members receive one free in-home 
personal training session with purchase of $500 or 
more (for members with home addresses in Twin 
Cities and other select locations) 

Discounts on the following: 

I 0% off recreational kayaks 

10% off heart rate monitors 

15% off camelbak hydration systems 

15% off cross country skis and ski equipment 

20% off a ski or snowboard tune-up 

20% off a bicycle tune-up 

:..~, J'.! 
~u~ HealthPartners® 

8100 34th Avenue South 
P. 0. Box 1309 
Minneapolis, MN 55440-1309 
952-883-5200 

healthpartners.com 

Solimar Wellness 

Full-service wellness, health and day spa providing 
services that support health and healing for body, 
mind, and spirit. See healthpartners.com for 

participation instructions. 

A variety of discounts are available on different 
services, including spa services, classes and special 
events, wig consultations and services and more. 

Albertville Premium Outlets 

Obtain a current Albertville Premium Outlet VIP 
Coupon Book (normally a $5 value) for free. 

Contains discounts at a variety of Albertville 
Premium Outlet stores, including those with workout 
gear and athletic shoes. 

to learn more? 

HP450085 10/05 
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Employee health improvem~ent m~ade easy and convenient 

Now it's easy to reach out to your employees with on-site 
health improvement programs. HealthPartners Health-e­
Kits make it simple for you to offer innovative programs 

on physical activity, healthy eating, stress and self-care 
that engage employees and address critical health issues. 

The Health-e-Kit web site provides simple week-by-week 
directions that anyone in your organization can use to roll 
out an effective program. Included with the weekly 
directions are all the collateral materials necessary - just 
click and print. If you'd like, you can even add your 

organization's name to printed materials. The Health-e­
Kit programs also provide all the tools needed to measure 
and document improvements in employee health 
attitudes, knowledge and behavior. 

The components of each Health-e-Kit program work 

together and build on one another for maximum 

impact. Each three-month program contains the 

following complementary program components: 

The Score Card 
Discover the policies and characteristics of the 
worksite environment that make it easier for employees 

(continued on back) 

A comprehensive review of 

more than two decades of 

increasingly sophisticated 

shows that worksite 

health promotion programs 

are associated with long-term 

benefits of to for 

dollar invested. 

Journal of Health Prornotion 
2001; 15(5); 296-320 



to make healthy choices. Suggestions from each 
Score Card can smooth the path for employees to 
make health behavior changes and can be 
implemented over time. 

MotiYational Messages 

Employees see how healthy choices benefit them and 
they are motivated to make changes. Messages use 
humor and emotion to grab attention and encourage 

behavior change and increased program participation. 
The messages are provided in both poster and email 
format. 

Newsletters 

Each useful, engaging newsletter offers practical tips 
and strategies for making healthy choices. These 
professionally written and designed newsletters can 
be distributed by email or interoffice mail. Each 
newsletter is paired with an equally engaging email 
you can use when sending the newsletter as an email 

attachment. 

Employee e-vents ancl programs 

These novel, all-employee events and programs target 
key health behaviors and give employees the 
opportunity to experience making healthy choices. 
Events target and reinforce behaviors such as taking 
the stairs, choosing healthy snacks and practicing 
stress management techniques. 

Promotion strategies 

Programs are only as good as their participation. 
Every event and program includes a complete 
promotional strategy designed for maximum impact. 

HealthPartners® 

8100 34th Avenue South 
P. 0. Box 1309 
Minneapolis, MN 55440-1309 
952-883-5200 

heal th partners. com 

Promotional strategies include: 
- Timeline for promotion and program rollout 

- Innovative materials that grab attention 
- One-of-a-kind messages that put a new spin on 

healthy choices 

" E-valuation tools 

Document your success with these evaluation tools. 

Included are: 
- An inviting employee evaluation survey 
- Reminders for maximum employee response 

- Easy to use tally 
- Evaluation summary template 

Current Healthae~Kit 11.11 .. R .. ,., ... "'.ll...,•e­

Satisfy 

The Satisfy program provides employees with 
tasty and convenient ways to eat well. 

Unwind 

The Unwind program provides employees with 

simple and powerful tools to relieve stress. 

Energize 

The Energize program puts employees on the road 
to physical activity. 

Benefit: Get the best care when you need it 

The Benefit program equips employees to 

benefit from appropriate and effective use of the 
health care system. 

to learn more? 

broker or HealthPartners sales 
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Diabetes 
Heart failure 
Coronary artery disease 
Chronic obstructive pulmonary disease 
Asthma 
Obesity 
Kidney diseases 
Depression 
Behavioral health disorders 
Rare and chronic diseases: 

- Amyotropic lateral 
sclerosis (ALS) 

- Chronic idiopathic 
demyelinating 
polyneuropathy 
(CIDP) 

- Cystic fibrosis 
- Dermatomyositis 
- Gaucher's disease 
- Hemophilia 

- Multiple sclerosis 
- Myasthenia gravis 
- Parkinson's disease 
- Polymyositis 
- Rheumatoid arthritis 
- Siclde cell disease 
- Systemic lupus 

erythematosus 
- Systemic sclerosis 

The HealthPartners CareSpan disease management 
programs help you manage your condition so you can 
achieve your best possible health. CareSpan services 
supplement your doctor's treatment by providing you 
with additional information and support between 
appointments to help you understand and manage 
your condition. 

HealthPartners provides personalized services and 
support to help you to take charge of your health and 
make positive lifestyle choices. 

Working with your doctor or health care provider, we 
will contact you and invite you to participate in the 
CareSpan program that's right for you. 

You'll receive a personalized welcome packet with 
helpful information about your CareSpan program and 
your condition. 

Depending on the severity of your condition, you'll be 
contacted by phone and work with a personal health 
manager who's familiar with your condition. 

Your health manager stays in touch to check on your 
progress and continues to provide you with information 
to manage your condition. 

We want to help you have the best health possible. So 
you choose not to participate, you may be contacted 
again later and given the opportunity to work with our 
CareSpan programs. 

CareSpan programs are provided by HealthPartners in 
partnership with HealthSuite Partners, Accordant Health 
Services anq RMS. 



Greg visited his clinic and told his doctor that he: 
has diabetes 
was in severe pain from a knee injury, which 
limited his mobility 
had lost 19 pounds unexpectedly 
was feeling depressed 
had been missing work due to pain and lack 
of energy 

An examination showed that his knee was infected and 
his diabetes was not under control. Due to his multiple 
health concerns, Greg's doctor referred him to 
HealthPartners CareSpan programs. 

Sue, Greg's CareSpan health manager, wanted to help 
him in ways that wouldn't depress him further. She 
taught him self-treatments that he could do at home, 
which kept him out of the hospital, and reviewed 
with him educational materials on diet and blood 
sugar levels. 

Sue also identified resources that could help him 
cope with his situation - from family members to 
a home care nurse - and she coordinated efforts 
with his providers. She kept in touch with Greg, 
following up after doctor appointments and offering 
advice and education. 

With each doctor visit, Greg's condition continued to 
improve. His blood sugar levels normalized, his pain 
lessened, his weight returned to normal and his 
mobility improved. 

In just four months, Greg was in better health and 
going to work regularly, thanks to the integrated care 
and support he received through CareSpan. 

Welcome letter and package 
Targeted educational materials 
Reminders for preventive services 
Nutritional counseling 
Behavior/lifestyle education 
Patient reports 
Satisfaction survey 
And more 

There is no extra cost to eligible members to participate in 
CareSpan programs. We offer these programs to you as 
part of our ongoing effort to provide you with the best 
quality health care to help you improve your health. 

For questions about your HealthPartners coverage or other 
concerns, please call Member Services at the number on 
the back of your member identification card. 
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When you consider that two-thirds of Americans are 
overweight or obese, and that increasing physical 
activity by just 90 minutes a week can reduce health 
care costs, it's clear the time is right for Frequent 
Fitness from HealthPartners. 

The Frequent Fitness program promotes regular, 
sustained athletic club participation by offering your 
employees an incentive to stay fit. Individuals simply 
join a participating health club, work out at least eight 
times a month, and they're rewarded for improving 
their health with monthly savings off their club 
membership fees. Healthier employees are absent less 
often and are more productive, which saves you money 
in the short term and in the long run. 

If you're concerned about rising health care costs, 
health improvement programs like this are a great way 
to engage and reward employees. It's a win-win 
situation: employees are rewarded for improving their 
health, and it helps employers reduce health care costs. 

s 

Foundation published first 
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that 

activity can directly 
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Workout requirement: Each participant must 
work out - and have their health club 

membership card swiped to reflect usage of 

at least eight times during the month to earn 
reimbursement for that month. 

.. Eligible participants: Adult (age 18+) 

HealthPartners members who have 
HealthPartners coverage. Non-HealthPartners 

nienzbers included on a fmnily or couples fitness 

nie1nbership are not eligible. 

Requirecl from participant at program enrollment: 
Copy of HealthPartners medical ID card. 

.. Maxim um participation per family: A maximum 

of two individuals per household can participate 
in this program, regardless of whether the 

individuals are covered by the same 
HealthPartners health plan or not. 

Participating area clubs: For the most current 

listing, please visit healthpartners. c01n. 

8100 34th Avenue South 
P. 0. Box 1309 
Minneapolis, MN 55440-1309 
952-883-5200 

heal th partners. com 

our 

" Twin Cities and Western 
Wisconsin YMCAs 

" Northwest Athletic Club 

Gold's Gym 

"YWCA 

" Flagship Athletic Club 

White Bear Swim & Racquet 

., Calhoun Beach Club 

" Eagan Community Center 

" St. Cloud Area Family YMCA 

., Regency Athletic Club and Spa 

The Grove Community Center 

Red Wing Family YMCA 

" Eagan Community Center 

Alliance Fitness Center 

Rochester Area Family Y 

., And many more! 

Incentive program available to HealthPartners 
members of senior or individual plans and 
members of participating employers, age 18 
years and older with a limit of two workout 
contract incentives per household. Some 
restrictions apply. See participating locations 
for incentive program details. HealthPartners 
reserves the right to modify or discontinue the 
program at any time. 

HP450081 8/04 
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Medica's Disease Management Programs 

Medica presently offers disease management programs for more than 20 health conditions as 
part of its full-service benefits package to fully insured customers. These programs are also 
available to self-insured customers for an additional fee. The goals for these programs are to 
improve health, reduce any complications through early intervention and monitoring, and to 
improve satisfaction with health care services. 

Disease Chronic conditions Served · Program features 
Management· 
program 

. " 

Medic a • Pediatric Asthma • Level of care based on 
CorChoicessM • Diabetes individual need 
For common chronic • Coronary Artery Disease • Contact by nurses or 
conditions clinical specialists to • Congestive Heart Failure 

assess, monitor and 
(In partnership with manage health 
CorSolutions®, Inc.) conditions 

Medica • Rheumatoid Arthritis • Telephone access to 

AccordantCareTM • Multiple Sclerosis (MS) registered nurses for 

For rare diseases answers about a 
• Parkinson's Disease specific condition 24 
• Systemic Lupus Erythematosus (SLE) hours a day 

(In partnership with • Myasthenia Gravis • Written Accordant Health 
Services, Inc.) • Sickle Cell Disease communications 

• Cystic Fibrosis (CF) including newsletters 
and educational 

• Hemophilia brochures, with 
• Sclerodem1a disease-specific 

• Polymyositis aiiicles and resources 

• Chronic Inflammatory Demyelinating • Access to on-line 
Polyradiculoneuropathy (CIDP) health care 

• Amyotrophic Lateral Sclerosis (ALS) information and health 

• Dermatomyositis assessment tools. 

• Gaucher Disease • Coordinate health care 

Health Advantage Depression or Depression/ Anxiety 
services with other 

by Medica5
M 

care providers. 

A personalized Possible symptoms of depression may include: 
depression- • Feeling down or hopeless 
management program 

Little interest or pleasure in activities • 
(In partnership with • Sleep changes 

United Behavioral • Appetite changes 

Health) • Feeling tired or having little energy 

Continued => 



Helping Medica Men1bers Lead Healthier Lives 

Medica has teamed with best-in-class vendors to offer members, employers and health care 
professionals a more comprehensive approach to disease management. 

Medica CorChoices 
Access to the right care at the right time, based on individual needs 

• Third party analysis revealed 3.61 Return on Investment after first year! 

• Reduced ER visits and hospital admissions by eleven percent and twenty percent 
respectively during first year of program. 

• Delivers customized and accessible resources based on individual needs. Resources 
include: www.medica.com/member resources/disease management for current 
information on specific chronic conditions, interactive tests and quizzes, nutrition 
information and advice; Voice ConnectionssM' a health library accessible by phone with 
unlimited, toll-free service; Nurse Connections

8
M, telephone access to registered nurses 

for answers about a condition 24 hours a day; and CorNews, a quarterly newsletter with 
disease-specific articles and resources. 

• Provides education, motivation and assistance to help members manage chronic 
conditions that adversely affect their health and well being. 

• CorSolutions is accredited by the National Committee for Quality Assurance (NCQA ®). 

Medica AccordantCare 
Education, support and resources for managing 14 rare diseases 

• Improves patient clinical outcomes and promotes a better quality of life. Offers 
education and support to empower members to self-manage their condition under the 
guidance and direction of a primary care provider or specialist. 

• Reduces ER visits and hospital admissions due to severe symptoms. 

• Delivers customized educational materials, preventive strategies, and support. 
Resources include a toll-free dedicated number for 24-hour access to nurses and a team 
of healthcare professionals, and customized educational materials, brochures and 
monthly newsletters. 

• Monitors and rep01is on health status. Periodic nurse telephone contacts to complete 
personalized health evaluations that help members identify early warning signs of 
potential complications and learn preventive self-care strategies. Communication with 
health care providers alerts them to changes in a patient's health status and specific 
health needs that are deemed critical. 

• Accordant Health Services, Inc., is NCQA-accredited. 



Health Advantage by Medica 
A personalized depression management program 

• Provides education and support for members with depression or depression/anxiety so 
they can: 

>- Better understand their condition. 

>- Take an active role in managing their depression. 

>- Improve adherence with their doctor's recommendations and treatment 
plan. 

• Delivers a variety of member resources including regularly scheduled telephone calls 
and 24 hours access to trained clinical specialists, tailored educational mailings, and 
face to face home visits for selected members. 

Consultative supp01i and educational resources for Primary Care Providers in the 
diagnosis and treatment of depression. 

Information is available online at www.medica.com under "Medica Products" 
in "Value-Added Services." For more information about Medica's Disease Management 
programs, please contact your Medica Account Service Representative. For member-specific 
inquires, members may call 952-992-8460 or 1-888-365-8240. 

© 2006 Medi ca. Medica'F' is a registered service mark ofMedica Health Plans. ''Medi ca" refers to the family of health plan 
businesses that includes Medica Health Plans, Medica Health Plans of Wisconsin, Medica Insurance Company, and Medica Self­
Insured. Health Advantage by MedicasM is a service mark of Medica Health Plans. CorChoicessM is a service mark of 
CorSolutions, Inc. AccordantCare™ is a trademark of Accordant Health Services, Inc. 
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U Special Kids 
Intensive Case Management 

for 

Children with Complex Medical 
Problems 

Anne Kelly, M.D., M.P .H. 
Division of General Pediatrics and 

Adolescent Health 
Director, U Special Kids Program 

U Special Kids 
Critical components of success 

• Low patient to team ratio allows intensive 
management, 

• Targeting the right population - complex medical 
problems, recurrent hospitalizations for acute 
illnesses, 

• Up to date summary of critical information -"SICK 
ids" 

• "Team care" for whatever ... we work for families to 
get their child's needs met, 

• Recognizing and treating food allergies, 
nutritional deficiencies, 

• Improve "gut health" and behaviors, sleep 
improve. 

U Special Kids 

• Funded by the State of Minnesota 
• 50 active cases 
• Statewide, ethnic and income 

diversity 
• Medicaid most common insurance 
• Hospitalizations largest expenditure 

Intensive and Expensive 
Medical Conditions 

• One year in intensive care unit $$$$$$$$$$ 
• 20 different specialists 
• Medications, infections, hospitalizations 
• OT, PT, speech, ABA, home care 

• Private lnsuranceHospitalizations 
• Medical AssistanceTherapies, Home Care 

$$ 
$$$$$ 
$$$$ 
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"-· Complex surgical, medical and behavioral 
problems 

·····ourished? 
··odefi.~iency? 
'ts of clntibiotics? 

Growing Children can be 
Malnourished 

•A Regular Cast of Susp;cious Characters 
·Sensitivity to cow's milk 

·Chronic antacid suppression "the purple pill" 
•Recurrent antibiotics 

•Poor quality diet 
·Environmental toxins - mold, pesticides, 

mercury 



ti-Spe«5faT'Kids 
.~,.__._-----;n-ldentical Twins with 

Cow's Milk Protein Hypersensitivity 
i!J~Expensive workups for rare 

disorders: 
Suspicions of Munch;;Jt1sen by proxy 

.··:·"~ 

Growing but not healthy 



• Nutritional deficiencies, 

• Complications of chronic 
treatments, 

• Unrecognized allergies and 
immunodeficiencies, 

• Behavioral problems and 
sleep disorders, 

• Hypo-allergenic formula 

• Probiotics- lactobacillus 

• Omega 3 - essential fatty acids; Cod liver oil 

• B vitamins, Zinc, Mg 

• Melatonin for sleep 

• Organic foods - reduce artificial sugars, dyes, fats 

• Eliminate environmental toxins - pesticides, mold, 
lake fish, tuna fish 

I I --~-~--· ~-"SICKriis" 
-/'~Nufriti~nal and Complimentary Medicine 

A good investment 

--=-~·~-~----· __ ) 
.---~~\_---tnfegrative Medicine 

Long term benefits 
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Contact: C. Healy, N.D. 
President, Minnesota Association of Naturopathic Physicians (MNANP) 

Phone: 651-222-4111 
FAX 651-222-8758 

MNANP is the affiliate organization of the American Association ofNaturopathic Physicians (AANP) 

Websites to check out: 

MNANP www.mnanp.org 
AANP www.naturopathic.org 

Currently there are 23 naturopathic doctors in Minnesota who graduated from 4-year naturopathic medical 
schools, accredited and recognized by the U.S. Department of Education. 

Most Minnesota N.D.s maintain a license in one of the fifteen states that do license naturopathic doctors. 

The majority ofN.D.s in Minnesota are practicing in clinics with other practitioners of the healing arts. 
Additionally, one recent graduate has joined the University of Minnesota to do research on medicinal 
mushrooms and breast cancer, another is a member ofU of M's Community Faculty, hosting medical 
students to observe patient consultations. Two N.D.s practice at the Natural Care Center at Woodwinds 
Health Campus, and three are on the faculty at The College of St. Catherine, teaching Herbology in the 
Masters of Arts in Holistic Health Studies. 

As medical clinics move toward a more integrated approach to healthcare, we expect more N.D.s will be 
included. Once a bill is passed to license naturopathic doctors in Minnesota, we also expect an influx of 
graduates will move to the state, bringing their skills to bridge the gap between conventional and natural 
medicine perspectives. 



NATUROPATIDC MEDICINE IN TREATMENT OF DIABETES 

DIET & LIFESTYLE COUNSELING TO PREVENT DIABETES IN AT-RISK PATIENTS 
Knowler WC. Barrett-Connor E. Fowler SE. Hamman RF. Lachin JM. Walker EA. Nathan DM. 
Reduction in the incidence of type 2 diabetes with lifestyle intervention or metformin. New England 
Journal of Medicine. 346(6):393-403, 2002 Feb 7. 

BACKGROUND: Type 2 diabetes affects approximately 8 percent of adults in the United States. Some 
risk factor·s--elevated plasma glucose concentrations in the fasting state and after an oral glucose load, 
overweight, and. a sedentary lifestyle--are potentially reversible. We hypothesized that modifying these 
factors with a lifestyle-intervention program or the administration of metformin would prevent or delay 
the development of diabetes. METHODS: We randomly assigned 3234 nondiabetic persons with elevated 
fasting and post-load plasma glucose concentrations to placebo, metformin (850 mg twice daily), or a 
lifestyle-modification program with the goals ofat least a 7 percent weight loss and at least 150 minutes 
of physical activity per week. The mean age of the participants was 51 years, and the mean body-mass 
index (the weight in kilograms divided by the square of the height in meters) was 34.0; 68 percent were 
women, and 45 percent were members of minority groups. RESULTS: The average follow-up was 2.8 
years. The incidence of diabetes was 11.0, 7.8, and 4.8 cases per 100 person-years in the placebo, 
metformin, and lifestyle groups, respectively. The lifestyle intervention reduced the incidence by 5 8 
percent (95 percent confidence interval, 48 to 66 percent) and metformin by 31 percent (95 percent 
confidence interval, 17 to 43 percent), as compared with placebo; the lifestyle intervention was 
significantly more effective than metformin. To prevent one case of diabetes during a period of three 
years, 6.9 persons would have to participate in the lifestyle-intervention program, and 13 .9 would have to 
receive metformin. CONCLUSIONS: Lifestyle changes and treatment with metformin both reduced the 
incidence of diabetes in persons at high risk. The lifestyle intervention was more effective than 
metformin. 

Uusitupa ML Early lifestyle intervention in patients with non-insulin-dependent diabetes mellitus and 
impaired glucose tolerance. Annals of Medicine. 28(5):445-9, 1996 Oct. 

Non-insulin-dependent diabetes mellitus (NIDDM) is preceded by impaired glucose tolerance (IGT) 
lasting for years before manifesting as overt hyperglycaemia. Both genetic and environmental factors 
contribute to the development ofIGT and NIDDM. Obesity, physical inactivity and high-fat diet have 
been found to predict IGT and NIDDM. Therefore, a diet and exercise intervention from diagnosis of 
NIDDM could improve the treatment outcome and prognosis of patients with NIDDM. Furthermore, 
because subjects with IGT are at increased risk for diabetes and atherosclerotic vascular disease, it is 
reasonable to assume that in terms of reducing the incidence and longterm consequence~ ofNIDDM an 
intervention at this phase is more effective than in overt diabetes. Although the nonpharmacological 
approach is generally accepted as the first-line treatment ofNIDDM its efficacy has often been 
questioned. Therefore, it is important to carry out long-term controlled studies to find out to what extent 
lifestyle modification could improve the metabolic control and level of major cardiovascular risk factors 
known to be associated with poor outcome in NIDDM. This kind of study also gave relevant experience 
in planning studies aiming at primary prevention ofNIDDM. One-year dietary and exercise intervention 
on newly diagnosed NIDDM patients in Kuopio, Finland resulted in a better metabolic control and a 
moderate reduction in cardiovascular risk factors as compared to the conventional treatment group. After 
the second year of follow-up only 12.5% in the intervention group were receiving oral antidiabetic drugs 
vs. 34.8% in the conventional treatment group. Weight reduction and a reduced use of saturated fats 
appeared to be the main determinants of successful treatment results. Good aerobic capacity was 
associated with an increase in HDL cholesterol. A multicentre primary prevention study on IGT patients 



is continuing in Finland applying the same principles of intervention as used in the study on newly 
diagnosed NIDDM patients. Pilot results show that glucose tolerance can be improved by lifestyle 
changes. 

DIET & LIFESTYLE COUNSELING TO IMPROVE GLYCEMIC CONTROL IN DIABETIC POPULATION 
Nicholson AS. Sklar M. Barnard ND. Gore S. Sullivan R. Browning S. Toward improved management 
ofNIDDM: A randomized, controlled, pilot intervention using a low fat, vegetarian diet. Preventive 
Medicine. 29(2):87-91, 1999 Aug. 

OBJECTIVE: To investigate whether glycemic and lipid control in patients with non-insulin-dependent 
diabetes (NIDDM) can be significantly improved using a low fat, vegetarian (vegan) diet in the absence 
of recommendations regarding exercise or other lifestyle changes. METHODS: Eleven subjects with 
NIDDM recruited from the Georgetown University Medical Center or the local community were 
randomly assigned to a low-fat vegan diet (seven subjects) or a conventional low-fat diet (four subjects). 
Two additional subjects assigned to the control group failed to complete the study. The diets were not 
designed to be isocaloric. Fasting serum glucose, body weight, medication use, and blood pressure were 
assessed at baseline and biweekly thereafter for 12 weeks. Serum lipids, glycosylated hemoglobin, urinary 
albumin, and dietary macronutrients were assessed at baseline and 12 weeks. RESULTS: Although the 
sample was intentionally small in accordance with the pilot study design, the 28% mean reduction in 
fasting serum glucose of the experimental group, from 10.7 to 7.75 mmol/L (195 to 141 mg/dl), was 
significantly greater than the 12% decrease, from 9.86 to 8.64 mmol/L (179 to 157 mg/dl), for the control 
group (P < 0.05). The mean weight loss was 7.2 kg in the experimental group, compared to 3. 8 kg for the 
control group (P < 0.005). Of six experimental group subjects on oral hypoglycemic agents, medication 
use was discontinued in one and reduced in three. Insulin was reduced in both experimental group 
patients on insulin. No patient in the control group reduced medication use. Differences between the diet 
groups in the reductions of serum cholesterol and 24-h microalbuminuria did not reach statistical 
significance; however, high-density lipoprotein concentration fell more sharply (0.20 mmol/L) in the 
experimental group than in the control group (0.02 mmol/L) (P < 0.05). CONCLUSION: The use of a low 
rat, vegetarian diet in patients with NIDDM was associated wit4 significant reductions in fasting serum 
glucose concentration and body weight in the absence of recommendations for exercise. A larger study is 
needed for confirmation. Copyright 1999 American Health Foundation and Academic Press. 

Hanefeld M. Fischer S. Schmechel H. Rothe G. Schulze J. Dude H. Schwanebeck U. Julius U. Diabetes 
Intervention Study. Multi-intervention trial in newly diagnosed NIDDM. Diabetes Care. 14(4):308-17, 
1991 Apr. 

OBJECTIVE: In a randomized 5-yr multi-intervention trial, we tested the efficacy of intensified health 
education (IHE) in improving metabolic control and reducing the level of coronary risk factors and 
incidence ofischemic heart disease (IHD). RESEARCH DESIGN AND METHODS: Within the 
intervention group, the benefit of clofibric acid was evaluated in a double-blind study. One thousand one 
hundred thirty-nine newly diagnosed middle-aged (30- to 55-yr-old) patients with non-insulin-dependent 
diabetes mellitus (NIDDM) entered the study. They were classified as diet controlled after a 6-wk 
screening phase with conventional dietary treatment. During the follow-up, the control group (n = 378) 
was cared for at different diabetes outpatient clinics with a standardized surveillance. The intervention 
group (n = 761) had a structured IHE that included dietary advice, antismoking and antialcohol education, 
and ways to enhance physical activity. RESULTS: Randomly, 379 of the IHE patients received 1.6 g 
clofibric acid/day, and the others received placebo. IHE resulted in improved glucose control (adjusted 
fasting blood glucose) levels after 5 yr (control subjects 9.27 mM, IHE group 8.71 mM, and IHE plus 
clofibric acid group .8.60 mM, Pless than 0.01). The better glycemic control was achieved with fewer 
antidiabetic drugs. After 5 yr, antidiabetic drugs were prescribed to 47% of the control subjects, 28% of 
the IHE group, and 34% of the IHE plus clofibric acid group (cutoff limit for drug application was 



postprandial blood glucose of greater than or equal to 13.87 mM). The ratio of polyunsaturated to 
saturated fatty acids (0.26 vs. 0.40, Pless than 0.01) and physical activity (174 vs. 327 scores, Pless than 
0.01) were increased, and blood pressure, tobacco, and alcohol consumption were significantly reduced 
by IHE. However, IHE had no effect on calorie intake, percentage of fat in the diet (45%), and body 
weight. The most important finding was the significant increase of blood cholesterol in all three groups 
(+0.47, +0.36, and +0.34 mM, respectively). Clofibric acid only prevented the increase of triglyceride 
levels (+0.56, +0.24, arid +0.05 mM, respectively). The incidence rate per 1000 for myocardial infarction 
was 30.3 for control subjects, 53.6 for the IHE group, and 55.6 for the IHE plus clofibric acid group. The 
corresponding rates for IHD incidence were 90.9, 97.8, and 98.8, respectively. Men suffered more 
frequently from myocardial infarction, whereas women developed ECG criteria for IHD more frequently. 
Among the 3 5 cases of death, besides cardiovascular diseases, liver cirrhosis and neoplasia were the 
predominant causes. The death rate per 1000 in control subjects was 46.2, 30.6 in the IHE group, and 27 
among patients with IHE plus clofibric acid. CONCLUSIONS: IHE was of substantial benefit for the 
control of glycemia, significantly diminished the need for antidiabetic drugs, and reduced a cluster of risk 
factors but had no effect on the control of blood lipids. This could be one major reason for the failure of 
IHE, effective lowering of blood pressure, and clofibric acid to prevent cardiovascular complications: 
Clofibric acid was only effective in reducing triglycerides. 

SPECIFIC DIETARY MODIFICATIONS 

Dietary Fats 

Tanasescu M. Cho E. Manson JE. Hu FB. Dietary fat and cholesterol and the risk of cardiovascular 
disease among women with type 2 diabetes. American Journal of Clinical Nutrition. 79(6):999-1005, 
2004 Jun. 

BACKGROUND: Nutritional therapy is a cornerstone of diabetes management, but no epidemiologic 
studies have investigated the relation between specific dietary fatty acids and cholesterol and 
cardiovascular disease (CVD) risk among diabetic patients. OBJECTIVE: This study assessed the relation 
between specific dietary fatty acids and cholesterol and CVD risk among women with type 2 diabetes. 
DESIGN: Among 5672 women with type 2 diabetes from the Nurses' Health Study, diet was assessed 
prospectively and updated periodically. Relative risks of CVD were estimated from Cox proportional 

. hazards analysis after adjustment for potential confounders. RESULTS: Between 1980 and 1998, we 
identified 619 new cases of CVD (nonfatal myocardial infarction, fatal coronary heart disease, and 
stroke). The relative risk (RR) of CVD for an increase of200 mg cholesterol/1000 kcal was 1.37 (95% 
CI: 1.12, 1.68; P = 0.003). Each 5% of energy intake from saturated fat, as compared with equivalent 
energy from carbohydrates, was associated with a 29% greater risk of CVD (RR: 1.29; 95% CI: 1.02, 
1.63; P = 0.04). The ratio of polyunsaturated to saturated fat (P:S) was inversely associated with the risk 
of fatal CVD. We estimated that replacement of 5% of energy from saturated fat with equivalent energy 
from carbohydrates or monounsaturated fat was associated with a 22% or 3 7% lower risk of CVD, 
respectively. CONCLUSIONS: A higher intake of cholesterol and saturated fat .and a low P:S were 
related to increased CVD risk among women with type 2 diabetes. Among diabetic persons, replacement 
of saturated fat with monounsaturated fat may be more effective in lowering CVD risk than is 
replacement with carbohydrates. 

Van Dam RM. Willett WC. Rimm EB. Stampfer MJ. Hu FB. Dietary fat and meat intake in relation to 
risk of type 2 diabetes in men. Diabetes Care. 25(3):417-24, 2002 Mar. 

OBJECTIVE: To ex8:mine dietary fat and meat intake in relation to risk of type 2 diabetes. RESEARCH 
DESIGN AND METHODS: We prospectively followed 42,504 male participants of the Health 



Professionals Follow-Up Studywho were aged 40-75 years and free of diagnosed diabetes, cardiovascular 
disease, and cancer in 1986. Diet was assessed by a validated food frequency questionnaire and updated 
in 1990 and 1994. During 12 years of follow-up, we ascertained 1,321 incident cases of type 2 diabetes. 
RESULTS: Intakes of total fat (multivariate RR for extreme quintiles 1.27, CI 1.04-1.55, P for 
trend=0.02) and saturated fat (1.34, 1.09-1.66, P for trend=0.01) were associated with a higher risk of type 
2 diabetes. However, these associations disappeared after additional adjustment for BMI (total fat RR 
0.97, CI 0.79-1.18; saturated fat 0.97, 0.79-1.20). Intakes of oleic acid, trans-fat, long-chain n-3 fat, and 
alpha-linolenic acid were not associated with diabetes risk after multivariate adjustment. Linoleic acid 
was associated with a lower risk of type 2 diabetes in men <65 years of age (RR 0.74, CI 0.60-0.92, P for 
trend=0.01) and in men with a BMI <25 kg/m(2) (0.53, 0.33-0.85, P for trend=0.006) but not in older and 
obese men. Frequent consumption of processed meat was associated with a higher risk for type 2 diabetes 
(RR 1.46, CI 1.14-1.86 for> or= 5/week vs. <1/month, P for trend <0.0001). CONCLUSIONS: Total 
and saturated fat intake were associated with a higher risk of type 2 diabetes, but these associations were 
not independent of BMI. Frequent consumption of processed meats may increase risk of type 2 diabetes. 

Lichtenstein AH. Schwab US. Relationship of dietary fat to glucose metabolism. Atherosclerosis. 
150(2):227-43, 2000 Jun. 

The relationship between dietary fat and glucose metabolism has been recognized for at least 60 years. In 
experimental animals, high fat diets result in impaired glucose tolerance. This impairment is associated 
with decreased basal and insulin-stimulated glucose metabolism. Impaired insulin binding and/or glucose 
transporters has been related to changes in the fatty acid composition of the membrane induced by dietary 
fat modification. In humans, high-fat diets, independent of fatty acid profile, have been reported to result 
in decreased insulin sensitivity. Saturated fat, relative to monounsaturated and polyunsaturated fat, 
appears to be more deleterious with respect to fat-induced insulin insensitivity. Some of the adverse 
effects induced by fat feeding can be ameliorated with omega-3 fatty acid. Epidemiological data in 
humans suggest that subjects with higher intakes of fat are more prone to develop disturbances in glucose 
metabolism, type 2 diabetes or impaired glucose tolerance, than subjects with lower intakes of fat. 
Inconsistencies in the data may be attributable to clustering of high intakes of dietary fat (especially 
animal fat) with obesity and inactivity. Metabolic studies suggest that higher-fat diets containing a higher 
proportion of unsaturated fat result in better measures of glucose metabolism than high-carbohydrate diet. 
Clearly, the area of dietary fat and glucose metabolism has yet to be fully elucidated. 

Dietarv Fiber Intake 
Schulze MB. Liu S. Rimm EB. Manson JE. Willett WC: Hu FB. Glycemic index, glycemic load, and 
dietary fiber intake and incidence of type 2 diabetes in younger and middle-aged women. American 
Journal of Clinical Nutrition. 80(2):348-56, 2004 Aug. 

BACKGROUND: Increasing evidence suggests an important role of carbohydrate quality in the 
development of type 2 diabetes. OBJECTIVE: Our objective was to prospectively examine the 
association between glycemic index, glycemic load, and dietary fiber and the risk of type 2 diabetes in a 
large cohort of young women. DESIGN: In 1991, 91249 women completed a semiquantitative food­
frequency questionnaire that assessed dietary intake. The women were followed for 8 y for the 
development of incident type 2 diabetes, and dietary information was updated in 1995. RESULTS: We 
identified 741 incident cases of confirmed type 2 diabetes during 8 y (716 300 person-years) of follow-up. 
After adjustment for age, body mass index, family history of diabetes, and other potential confounders, 
glycemic index was significantly associated with an increased risk of diabetes (multivariate relative risks 
for quintiles 1-5, respectively: 1, 1.15, 1.07, 1.27, and 1.59; 95% CI: L21, 2.10; P for trend= 0.001}. 
Conversely, cereal fiber intake w~s associated with a decreased risk of diabetes (multivariate relative risks 
for quintiles 1-5, respectively: 1, 0.85, 0.87, 0.82, and 0.64; 95% CI: 0.48, 0.86; P for trend= 0.004). 
Glycemic load was not significantly associated with risk in the overall cohort (multivariate relative risks 



for quintilesl-5, respectively: 1, 1.31, 1.20, 1.14, and 1.33; 95% CI: 0.92, 1.91; P for trend= 0.21). 
CONCLUSIONS: A diet high in rapidly absorbed carbohydrates and low in cereal fiber is associated with 
an increased risk of type 2 diabetes. 

Tabatabai A. Li S. Dietary fiber and type 2 diabetes. Clinical Excellence for Nurse Practitioners. 
4(5):272-6, 2000 Sep. 

This article addresses the current theory, research, and implications of dietary fiber in the management of 
type 2 diabetes mellitus (DM; non-insulin-dependent DM). Dietary fiber shows promise in the 
management of type 2 DM. The inclusion of sufficient dietary fiber in a meal flattens the postprandial 
glycemic and insuliuemic excursions and favorably influences plasma lipid levels in patients with type 2 
DM. Water-soluble fiber appears to have a greater potential to reduce postprandial blood glucose, insulin, 
and serum lipid levels than insoluble fiber. Viscosity of the dietary fiber is important; the greater the 
viscosity, the greater the effect. Possible mechanisms for metabolic improvements with dietary fiber 
include delay of glucose absorption, increase in hepatic extraction of insulin, increased insulin sensitivity 
at the cellular level, and binding of bile acids. Patients with type 2 DM should increase theif dietary fiber 
intake to 20 to 35 g/d and be aware of the considerations when increasing fiber intake. The nurse 
practitioner is in an ideal position to promote dietary fiber intake in such patients. 

Chandalia M. Garg A. Lutjohann D. von Bergmann K. Grundy SM. Brinkley LJ. Beneficial effects of 
high dietary fiber intake in patients with type 2 diabetes mellitus. New England Journal of Medicine. 
342(19): 1392-8, 2000 May 11. 

BACKGROUND: The effect of increasing the intake of dietary fiber on glycemic control in patients with 
type 2 diabetes mellitus is controversial. METHODS: In a randomized, crossover study, we assigned 13 
patients with type 2 diabetes mellitus to follow two diets, each for six weeks: a diet containing moderate 
amounts of fiber (total, 24 g; 8 g of soluble fiber and 16 g of insoluble fiber), as recommended by the 
American Diabetes Association (ADA), and a high-fiber diet (total, 50 g; 25 g of soluble fiber and 25 g of 
insoluble fiber), containing foods not fortified with fiber (unfortified foods). Both diets, prepared in a 
research kitchen, had the same macronutrient and energy content. We compared the effects of the two 
diets on glycemic control and plasma lipid concentrations. RESULTS: Compliance with the diets was 
excellent. During the sixth week, the high-fiber diet, as compared with the sixth week of the ADA diet, 
mean daily preprandial plasma glucose concentrations were 13 mg per deciliter [0.7 mmol per liter] lower 
(95 percent confidence interval, 1 to 24 mg per deciliter [0.1 to 1.3 mmol per liter]; P=0.04) and mean 
median difference, daily urinary glucose excretion 1.3 g (0.23; 95 percent confidence interval, 0.03 to 
1.83 g; P= 0.008). The high-fiber diet also lowered the area under the curve for 24-hour plasma glucose 
and insulin concentrations, which were measured every two hours, by 10 percent (P=0.02) and 12 percent 
(P=0.05), respectively. The high-fiber diet reduced plasma total cholesterol concentrations by 6.7 percent 
(P=0.02), triglyceride concentrations by 10.2 percent (P=0.02), and very-low-density lipoprotein 
cholesterol concentrations by 12.5 percent (P=0.01). CONCLUSIONS: A high intake of dietary fiber, 
particularly of the soluble type, abq~e the level recommended by the ADA, improves glycemic control, 
decreases hyperinsulinemia, and lowers plasma lipid concentrations in patients with type 2 diabetes. 

Low Glycemic Index Diet 
Rizkalla SW. Taghrid L. Laromiguiere M. Huet D. Boillot J. Rigoir A. Elgrably F. Slama G. Improved 
plasma glucose control, whole-body glucose utilization, and lipid profile on a low-glycemic index diet in 
type 2 diabetic men: a randomized controlled trial. 



OBJECTIVE: To determine whether a chronic low-glycemic index (LGI) diet, compared with a high­
glycemic index (HGI) diet, has beneficial effects on plasma glucose control, lipid metabolism, total fat 
mass, and insulin resistance in type 2 diabetic patients. RESEARCH DESIGN AND METHODS: Twelve 
type 2 diabetic men were randomly allocated to two periods of 4 weeks of an LGI or HGI carbohydrate 
diet separated by a 4-week washout interval, in a crossover design. RESULTS: The LGI diet induced 
lower postprandial plasma glucose and insulin profiles and areas under the curve than after the HGI diet. 
At the end of the two dietary periods, the 7-day dietary records demonstrated equal daily total energy and 
macronutrient intake. Body weight and total fat mass were comparable. Four-week LGI versus HGI diet 
induced improvement of fasting plasma glucose (P .< 0.01, Delta changes during LGI vs. HGI), HbA(lc) 
(P < 0.01), and whole-body glucose utilization measured by the euglycemic-hyperinsulinemic clamp (P < 
0.05). LGI diet induced a decrease in fasting plasma total and LDL cholesterol (Delta changes LGI vs. 
HGI, P < 0.01), free fatty acids (P < 0.01), apolipoprotein B, and plasminogen activator inhibitor 1 
activity. CONCLUSIONS; Only 4 weeks of an LGI diet was able to improve glycemic control, glucose 
utilization, some lipid profiles, and the capacity for fibrinolysis in type 2 diabetes. Even if changes in 
glycemic control were modest during the 4-week period, the use of an LGI diet in a longer-term manner 
might play an important role in the treatment and prevention of diabetes and related disorders. 

Wolever TM. Jenkins DJ. Vuksan V. Jenkins AL. Wong GS. Josse RG. Beneficial effect oflow-glycemic 
index diet in overweight NIDDM subjects. Diabetes Care. 15 ( 4): 5 62-4, 199 2 Apr. 

OBJECTIVE--To determine whether low-glycemic index (GI) diets have clinical utility in overweight 
patients with non-insulin-dependent diabetes mellitus (NIDDM). RESEARCH DESIGN AND 
METHODS--Six patients with NIDDM were studied on both high- and low-GI diets of 6-wk duration 
with metabolic diets with a randomized crossover design. Both diets were of similar composition (57% 
carbohydrate, 23% fat, and 34 g/day dietary fiber), but the low-GI diet had a GI of 58 compared with 86 
for the high-GI diet. RESULTS--Small and similar amounts of weight were lost on both diets: 2.5 kg on 
high-GI diet and 1.8 kg on low-GI diet. On the low-GI diet, the mean level of serum fructosamine, as an 
index of overall blood glucose control, was lower than on thefogh-GI diet by 8% (Pless than 0.05), and 
total serum cholesterol was lower by 7% (Pless than 0.01). CONCLUSIONS--In overweight patients 
with NIDDM, reducing diet GI improves overall blood glucose and lipid control. 

SPECIFIC NUTRITIONAL SUPPLEMENTATION 

Chromium 
Rabinovitz H. Friedensohn A. Leibovitz A. Gabay G. Rocas C. Habot B. Effect of chromium 
supplementation on blood glucose and lipid levels in type 2 diabetes mellitus elderly patients. 
International Journal for Vitamin &Nutrition Research. 74(3):178-82, 2004 May. 

Intervention trials have shown the beneficial effects of chromium supplementation in type 2 diabetes 
(non-insulin-dependent diabetes mellitus). This study investigated the effects of chromium picolinate on 
elderly diabetic patients within a rehabilitation program. Thirty-nine diabetic subjects, average age 73 
years (18 males and 21 females), undergoing rehabilitation following stroke or hip fracture, were 
recruited to participate in this study. An additional 39 diabetic patients constituted the control group. 
Along with standard treatment for diabetes, the study group received 200 microg of chromium twice a 
day for a three-week period. Blood samples, dietary intake, and anthropometric data were collected prior 
to and post-intervention. Throughout the study period, participants received a diet of approximately 1500 
kcal/day. Significant differences in the fasting blood level of glucose compared to the baseline (190 
mg/dL vs 150 mg/dL, p < 0.001) were found.at the end of the study. HbAlc also improved from 8.2% to 
7.6% (p < 0.01). Total cholesterol was also reduced from 235 mg/dL to 213 mg/dL (p < 0.02). A trend 



towards lowered triglyceride levels was also observed (152 mg/dL vs 136 mg/dL). We conclude that, in 
this population of elderly, diabetic patients undergoing rehabilitation, dietary supplementation with 
chromium is beneficial in moderating glucose intolerance. In addition, chromium intake appears to lower 
plasma lipid levels. 

Preuss HG. Anderson RA. Chromium update: examining recent literature 1997-1998. Current Opinion in 
Clinical Nutrition &Metabolic Care.1(6):509-12, 1998Nov. 

Trivalent chromium is an essential nutrient required for sugar and fat metabolism. The majority of people 
eating typical W estem diets consume less than the upper limit of the estimated safe and adequate daily 
dietary intake, which is set at 50-200 micrograms per day. Insufficient chromium intake is associated with 
signs and symptoms similar to those seen in diabetes and cardiovascular diseases. The efficacy of 
chromium in the general population relates to its prevention of deficiency or a reduction in the risk of 
chronic diseases. It is possible that doses above the estimated safe and adequate daily dietary intake are 
necessary for the treatment of certain chronic disease states. In a study performed in China, the use of 
1000 micrograms of chromium per day (five times above the upper limit of the estimated safe and 
adequate daily dietary intake) was highly effective in relieving many of the symptomatic manifestations 
of type 2 diabetes mellitus, including a return of the HbAl C levels into the normal range. Most recent 
evidence strongly supports the conclusion that there is little fear of toxic reactions from chromium 
consumption. In addition to type 2 diabetes mellitus, chromium supplementation may be useful to direct 
overall weight decrements specifically towards fat loss with the retention of lean body mass and to 
ameliorate many manifestations of aging. 

Alpha Lipoic Acid 
Evans JL. Goldfine ID. Alpha-lipoic acid: a multifunctional antioxidant that improves insulin sensitivity 
in patients with type 2 diabetes. Diabetes Technology & Therapeutics. 2(3):401-13, 2000. 

Alpha-Lipoic acid (LA) is a disulfide compound that is produced in small quantities in cells, and 
functions naturally as a co-enzyme in the pyruvate dehydrogenase and alpha-ketogiutarate dehydrogenase 
mitochondrial enzyme complexes. In pharmacological doses, LA is a multifunctional antioxidant. LA has 
been used in Germany for over 30 years for the treatment of diabetes-induced neuropathy. In patients with 
type 2 diabetes, recent studies have reported that intravenous (i.v.) infusion of LA increases insulin­
mediated glucose disposal, whereas oral administration of LA has only marginal effects. If the limitations 
of oral therapy can be overcome, LA could emerge as a safe and effective adjunctive antidiabetic agent 
with insulin sensitizing activity. 

Orzechowski A. Justification for antioxidant preconditioning (or how to protect insulin-mediated actions 
under oxidative stress). Journal of Biosciences. 28(1):39-49, 2003 Feb. 

Insulin resistance is characterized by impaired glucose utilization in the peripheral tissues, accelerated 
muscle protein degradation, impaired antioxidant defenses and extensive cell death. Apparently, both 
insulin and IGF-1 at physiological concentrations support cell survival by phosphatidylinositol 3 kinase­
dependent and independent mechanisms. Postprandial hyperglycemia and hyperinsulinemia are found in 
insulin resistance, which accompanies the so-called noninsulin dependent diabetes mellitus (diabetes type 
2). Evidence also indicates that increased susceptibility of muscle cells and cardiomycoytes to oxidative 
stress is among the harmful complications of insulin resistance and diabetes. Limited knowledge showing 
benefits of preconditioning with anti- oxidants (vitamin C, E, a-lipoic acid, N-acetylcysteine) in order to 
protect insulin action under oxidative stress prompted the author to discuss the theoretical background to 
this approach. It should be stressed that antioxidant preconditioning is relevant to prevention of both 
diabetes- and insulin resistance-associated side-effects such as low viability and cell deletion. 



Furthermore, antioxidant conditioning promises to provide higher efficacy for clinical applications in 
myoblast transfer therapy and cardiomyoplasty. 

Coenzvme 010 
Hodgson JM. Watts GF. Playford DA. Burke V. Croft KD. Coenzyme QlO improves blood pressure and 
glycaemic control: a controlled trial in subjects with type 2 diabetes. European Journal of Clinical 
Nutrition. 56(11): 113 7-42, 2002 Nov. 

OBJECTIVE: Our objective was to assess effects of dietary supplementation with coenzyme QlO (CoQ) 
on blood pressure and glycaemic control in subjects with type 2 diabetes, and to consider oxidative stress 
as a potential mechanism for any effects. SUBJECTS AND DESIGN: Seventy-four subjects with 
uncomplicated type 2 diabetes and dyslipidaemia were involved in a randomised double blind placebo­
controlled 2x2 factorial intervention. SETTING: The study was performed at the University of Western 
Australia, Department of Medicine at Royal Perth Hospital, Australia. INTERVENTIONS: Subjects were 
randomly assigned to receive an oral dose of 100 mg CoQ twice daily (200 mg/day), 200 mg fenofibrate 
each morning, both or neither for 12 weeks. MAIN OUTCOME MEASURES: We report an analysis and 
discussion of the effects of CoQ on blood pressure, on long-term glycaemic control measured by glycated 
haemoglobin (HbA(lc)), and on oxidative stress assessed by measurement of plasma F2-isoprostanes. 
RESULTS: Fenofibrate did not alter blood pressure, HbA(lc), or plasma F2-isoprostanes. There was a 3-
fold increase in plasma CoQ concentration (3.4+/-0.3 micro mol/l, P<0.001) as a result of CoQ 
supplementation. The main effect ofCoQ was to significantly decrease systolic (-6.1+/-2.6 mm.Hg, 
P=0.021) and diastolic (-2.9+/-l.4 mmHg, P=0.048) blood pressure and HbA(lc) (-0.37+/-0.17%, 
P=0.032). Plasma F2-isoprostane concentrations were not altered by CoQ (0.14+/-0.15 nmol/l, P=0.345). 
CONCLUSIONS: These results show that CoQ supplementation may improve blood pressure and long­
term glycaemic control in subjects with type 2 diabetes, but these improvements were not associated with 
reduced oxidative stress, as assessed by F2-isoprostanes. 

Lamson DW. Plaza SM. Mitochondrial factors in the pathogenesis of diabetes: a hypothesis for treatment. 
Alternative Medicine Review. 7(2):94-111, 2002 Apr. 

A growing body of evidence has demonstrated a link between various disturbances in mitochondrial 
functioning and type 2 diabetes. This review focuses on a range of mitochondrial factors important in the 
pathogenesis of this disease. The mitochondrion is an integral part of the insulin system found in the islet 
cells of the pancreas. Because of the systemic complexity of mitochondrial functioning in terms· of tissue 
and energetic thresholds, details of structure and funct.ion are _reviewed. The expression of type 2 diabetes 
can be ascribed to a number of qualitative or quantitative changes in the mitochondria. Qualitative 
changes refer to genetic disturbances in mitochondrial DNA (mtDNA). Heteroplasmic as well as 
homoplasmic mutations of mtDNA can lead to the development of a number of genetic disorders that 
express the phenotype of type 2 diabetes. Quantitative decreases in mtDNA copy number have also been 
linked to the pathogenesis of diabetes. The study of the relationship of mtDNA to type 2 diabetes has 
revealed the influence of the mitochondria on nuclear-encoded glucose transporters and the influence of 
nuclear encoded uncoupling proteins on the mitochondria. This basic research into the pathogenesis of 
diabetes has led to the awareness of natural therapeutics (such as coenzyme QlO) that increase 
mitochondrial functioning and avoidance of trans-fatty acids that decrease mitochondrial functioning. 

Omega-3 Fatty Acids 
Tapsell LC. Gillen LJ. Patch CS. Batterham M. Owen A. Bare M. Kennedy M. Including walnuts in a 
low-fat/modified-fat diet improves HDL cholesterol-to-total cholesterol ratios in patients with type 2 
·diabetes. Diabetes Care. 27(12):2777-83, 2004 Dec. 



OBJECTIVE: The aim of this study was to examine the effect of a moderate-fat diet inclusive of walnuts 
on blood lipid profiles in patients with type 2 diabetes. RESEARCH DESIGN AND METHODS: This 
was a parallel randomized controlled trial comparing three dietary advice groups each with 30% energy as 
fat: low fat, modified low fat, and modified low fat inclusive of 30 g of walnuts per day. Fifty-eight men 
and women, mean age 59.3 +/- 8.1 years, started the trial. Dietary advice was given at baseline with 
monthly follow-up and fortnightly phone calls for support. Body weight, percent body fat, blood lipids, . 
HbAlc, total antioxidant capacity, and erythrocyte fatty acid levels were measured at 0, 3, and 6 months. 
Data were assessed by repeated-measures ANOVA with an intention-to-treat model. RESULTS: The 
walnut group achieved a significantly greater increase in HDL cholesterol-to-total cholesterol ratio 
(P=0.049) and HDL (P=0.046) than the two other treatment groups. A 10% reduction in LDL cholesterol 
was also achieved in the walnut group, reflecting a significant effect by group (P=0.032) and time 
(P=0.036). There were no significant differences between groups for changes in body weight, percent 
body fat, total antioxidant capacity, or HbAlc levels. The higher dietary polyunsaturated fat-to-saturated 
fat ratio and intakes of omega-3 fatty acids in the walnut group were confirmed by erythrocyte biomarkers 
of dietary intake. CONCLUSIONS: Structured "whole of diet" advice that included 30 g of walnuts/day 
delivering substantial amounts of polyunsaturated fatty acid improved the lipid profile of patients with 
type 2 diabetes. 

Thorsdottir I. Hill J. Ramel A. Omega-3 fatty acid supply from milk associates with lower type 2 diabetes 
in men and coronary heart disease in women. Preventive Medicine. 39(3):630-4, 2004 Sep. 

BACKGROUND: Omega-3 fatty acids may prevent type 2 diabetes and coronary heart disease (CHD). 
We investigated these fatty acids in Nordic cow's milk and whether their supply from milk associates with 
type 2 diabetes prevalence and CHD mortality in the Nordic countries. METHODS: Samples (N = 84) of 
consumers' milk were collected in five Nordic countries four times during 1 year. Fatty acids were 
analyzed using gas chromatography. Fatty acids supply from milk fat was calculated using national food 
balance sheets. RESULTS: The omega-3 fatty acids content was higher and omega-6 fatty acid content 
was lower in Icelandic milk when compared with milk from other Nordic countries. Type 2 diabetes 
prevalence in men correlated inversely with the supply of omega-3 fatty acids and eicosapentaenic acid, 
but positively with omega-6/omega-3 ratio in milk. CHD mortality in women correlated inversely with 
the supply of eicosapentaenic acid but positively with the omega-6/omega-3 ratio. CONCLUSIONS: Milk 
fatty acids content can depend upon the origin of the milk. The higher supply of omega-3 fatty acids from 
milk might explain the lower type 2 diabetes prevalence and CHD mortality in Iceland compared to the 
other Nordic countries. 

Magnesium 
Huerta MG. Roemmich JN. Kington ML. Bovbjerg VE. Weltman AL. Holmes VF. Patrie JT. Rogol AD. 
Nadler JL. Magnesium deficiency is associated with insulin resistance in obese children. Diabetes Care. 
28(5): 1175-81, 2005 May. 

OBJECTIVE: Magnesium deficiency has been associated with insulin resistance (IR) and increased risk 
for type 2 diabetes in adults. This study was designed to determine whether obese children exhibit serum 
or dietary magnesium deficiency and its potential association with IR. RESEARCH DESIGN AND 
METHODS: We studied 24 obese nondiabetic children (BMI >or =85th percentile) and 24 sex- and 
puberty-matched lean control subjects (BMI <85th percentile). We measured serum magnesium, indexes 
of insulin sensitivity, dietary magnesium intake (using a food frequency questionnaire), and body 

· composition (by air displacement plethysmography). RESULTS: Serum magnesium was significantly 
lower in obese children (0.748 +/- 0.015 mmol/l, means+/- SE) compared with lean children (0.801 +/-
0.012 mmol/1) (P = 0.009). Serum magnesium was inversely correlat~d with fasting insulin (r(s) = -0.36 
[95% CI -0.59 to -0.08]; P = 0.011) and positively correlated with quantitative insulin sensitivity check 
index (QUICK!) (0.35 [0.06-0.58]; P = 0.015). Dietary magnesium intake was significantly lower in 



obese children (obese: 0.12 +/- 0.004 vs. lean: 0.14 +/- 0.004 mg/kcal; P = 0.003). Dietary magnesium 
intake was inversely associated with fasting insulin (-0.43 [-0.64 to -0.16]; P = 0.002) and directly 
correlated with QUICK! (0.43 [0.16-0.64]; P = 0.002). CONCLUSIONS: The association between 
magnesium deficiency and IR is present during childhood. Serum magnesium deficiency in obese 
children may be secondary to decreased dietary magnesium intake. Magnesium supplementation or 
increased intake of magnesium-rich foods may be an important tool in the prevention of type 2 diabetes in 
obese children. 

Lopez-Ridaura R. Willett WC. Rimm EB. Liu S. Stampfer MJ. Manson JE. Hu FB. Magnesium intake 
and risk of type 2 diabetes in men and women. Diabetes Care.,27(1):134-40, 2004 Jan. 

OBJECTIVE: To examine the association between magnesium intake and risk of type 2 diabetes. 
RESEARCH DESIGN AND METHODS: We followed 85,060 women and 42,872 men who had no 
history of diabetes, cardiovascular disease, or cancer at baseline. Magnesium intake was evaluated using a 
validated food frequency questionnaire every 2-4 years. After 18 years of follow-up in women and 12 
years in men, we documented 4,085 and 1,333 incident cases of type 2 diabetes, respectively. RESULTS: 
After adjusting for age, BMI, physical activity, family history of diabetes, smoking, alcohol consumption, 
and history of hypertension and hypercholesterolemia at baseline, the relative risk (RR) of type 2 diabetes 
was 0.66 (95% CI 0.60-0.73; P for trend <0.001) in women and 0.67 (0.56-0.80; P for trend <0.001) in 
men, comparing the highest with the lowest quintile of total magnesium intake. The RRs remained 
significant after additional adjustment for dietary variables, including glycemic load, polyunsaturated fat, 
trans fat, cereal fiber, and processed meat in the multivariate models. The inverse association persisted in 
subgroup analyses according to BMI, physical activity, and family history of diabetes. CONCLUSIONS: 
Our findings suggest a significant inverse association between magnesium intake and diabetes risk. This 
study supports the dietary recommendation to increase consumption of major food sources of magnesium, 
such as whole grains, nuts, and green leafy vegetables. 

Vitamin C 
Armstrong AM. Chestnutt JE. Gormley MJ. Young IS. The effect of dietary treatment on lipid 
peroxidation and antioxidant status in newly diagnosed noninsulin dependent diabetes. Free Radical 
Biology & Medicine. 21(5):719-26,1996. 

Increased lipid peroxidation and reduced antioxidant status may contribute to the development of 
complications in diabetes. The aim of this study was to assess the effects of dietary treatment of 
noninsulin-dependent diabetes on these parameters. Twenty patients with_ newly diagnosed noninsulin­
dependent diabetes were recruited along with 20 age, sex, and smoking-status-matched control subjects. 
Dietary intake was assessed by food frequency questionnaire and 24-h dietary recall and blood collected 
for biochemical analyses before and 2 months after dietary treatment was initiated. Carbohydrate, fat, and 
protein intake fell in patients following dietary advice. Among micronutrients, intakes of vitamins C, E, 
and A, carotene, selenium, copper, zinc, and iron were similar in patients and controls. Vitamin C intake 
in patients rose following dietary advice (44.6 +/- 11.7 vs. 49.5 +/- 5.5 mg/d, p < .05), while there was no 
change in intake of other micronutrients. Fasting plasma glucose in diabetic subjects fell from 13.6 +/- 1.1 
mmol/l at recruitment to 9.7 +/-1.1 mmol/l after diet (p < .01), and this was accompanied by a fall in 
hemoglobin Ale from 7.44 +/- 0.67% to 5.91 +/- 0.57% (p < .01). Serum malondialdehyde was higher in 
patients than controls at TO (2.39 +/- 0.55 mumol/l vs. 1.48 +/- 0.33; p < .01), and fell following diet to 
1.42 mumol/l (p < 0.01). Ascorbate was lower in patients than controls (1.27 +/- 2.9 mumol/k vs. 41.4 +/-
9.3; p < .01) at baseline and rose after diet to 27.8 +/- 6.4 (p < .01). beta-Carotene also rose after diet in 
patients (0.13 +/- 0.04 mumol/l vs. 0.17 +/- 0.04; p < 0.05), as did lipid corrected alpha-tocopherol (4.39 
+/- 1.09 mumol/mmol cholesterol vs. 5.16 +/- 1.18; p < .05). Reduced lipid peroxidation and improved 
antioxidant status may be one mechanism by which dietary treatment contributes to the prevention of 
diabetic complications. 



Sinclair AJ. Taylor PB. Lunec J. Girling AJ. Barnett AH. Low plasma ascorbate levels in patients with 
type 2 diabetes meil1tus consuming adequate dietary vitamin C. Diabetic Medicine. 11(9):89 3-8, 1994 
Nov. 

Low ascorbate concentrations in diabetes may be secondary to inadequate dietary vitamin C intake or 
may relate to the varied metabolic roles of the vitamin. To determine whether inadequate dietary intake is 
a factor we calculated daily vitamin C intakes using both a vitamin C questionnaire and a 4-day food 
diary in a group of 30 patients with Type 2 diabetes (mean age 68.8 +/- 6.9 yr, 17M/13F) and in 30 
community controls (mean age 68.0 +/- 5.5.yr, 12M/18F)). Measures of plasma glucose, serum 
fructosamine, and plasma ascorbic and dehydroascorbic acid were obtained from 20 subjects in each 
group. There was no significant difference in daily vitamin C intake between the two groups using both 
methods: food diary, 61.4 +/- 28.3 (patients) vs 69.5 +/- 33.4 (controls) mg; questionnaire, 54.0 +/- 28.9 
(patients) vs 65.0 +!- 30.9 (controls) mg. Vitamin C intake derived from both methods was significantly 
correlated (p < 0.001). Plasma ascorbate (30.4 +/- 19.1mumol1-1) and dehydroascorbate (27.6 +/- 6.4 
mumol 1-1) levels were significantly lower in patients vs in controls (68.8 +/- 36.0 and 31.8 +/- 4.8 
mumol 1-1, respectively), p < 0.0001andp<0.01. Plasma ascorbate levels were significantly correlated 
with vitamin C intake derived from the food diary (p < 0.01) and questionnaire (p < 0.01) methods in the 
diabetic group only. Low ascorbate levels in diabetes appears to be a consequence of the disease itself and 
not due to inadequate dietary intake of vitamin C. A short vitamin C questionnaire is a convenient and 
reliable estimate of vitamin C intake. 

Antioxidants 
Montonen J. Knekt P. Jarvinen R. Reunanen A. Dietary antioxidant intake and risk of type 2 diabetes. 
Diabetes Care. 27(2):362-6, 2004 Feb. 

OBJECTIVE: The intake of antioxidants was studied for its ability to predict type 2 diabetes. 
RESEARCH DESIGN AND METHODS: A cohort of2,285 men and 2,019 women 40-69 years of age 
and free of diabetes at baseline (1967-1972) was studied. Food consumption during the previous year was 
estimated using a dietary history interview. The intake of vitamin C, four tocopherols, four tocotrienols, 
and six carotenoids was calculated. During a 23-year follow-up, a total of 164 male and 219 female 
incident cases occurred. RESULTS: Vitamin E intake was significantly associated with a reduced risk of 
type 2 diabetes. The relative risk (RR) of type 2 diabetes between the extreme quartiles of the intake was 
0.69 (95% CI 0.51-0.94, P for trend= 0.003). Intakes of alpha-tocopherol, gamma-tocopherol, delta­
tocopherol, and beta-tocotrienol were inversely related to a risk of type 2 diabetes. Among single 
carotenoids, beta-cryptoxanthin intake was significantly associated with a reduced risk of type 2 diabetes 
(RR 0.58, 95% CI 0.44-0.78, P < 0.001). No association was evident between intake of vitamin C and 
type 2 diabetes risk. CONCLUSIONS: This study supports the hypothesis that development of type 2 
diabetes may be reduced by the intake of antioxidants in the diet. 

Ylonen K. Alfthan G. Groop L. Saloranta C. Aro A. Virtanen SM. Dietary intakes and plasma 
concentrations of carotenoids and tocopherols in relation to glucose metabolism in subjects at high risk of 
type 2 diabetes: the Botnia Dietary Study. American Journal of Clinical Nutrition. 77(6):1434-41, 2003 
Jun. 

BACKGROUND: The role of antioxidants in the pathogenesis of type 2 diabetes is uncertain. 
OBJECTIVE: We evaluated cross-sectional relations of dietary intakes and plasma concentrations of 
antioxidants with glucose metabolism in a high-risk population. DESIGN: The s~bjects were 81 male and 
101 female first- and second-degree, nondiabetic relatives of patients with type 2 diabetes. Antioxidant 
intake data were based on 3-d food records. Subjects taking supplements containing beta-carotene or 



alpha-tocopherol were excluded. Plasma antioxidant concentrations were measured by HPLC. By using 
multiple linear regression analysis and adjusting for demographic, anthropometric, and lifestyle 
covariates, we studied whether dietary and plasma alpha- and beta-carotene, lycopene, and alpha- and 
gamma-tocopherol were related to fasting and 2-h concentrations of glucose and nonesterified fatty acids 
during an oral-glucose-tolerance test, to the homeostasis model assessment index of insulin resistance, 
and to measures of beta cell function (incremental 30-min serum insulin concentration during an oral­
glucose-tolerance test and first-phase insulin secretion during an intravenous-glucose-tolerance test). 
RESULTS: In men, dietary carotenoids were inversely associated with fasting plasma glucose 
concentrations (P < 0.05), plasma beta-carotene concentrations were inversely associated with insulin 
resistance (P = 0.003), and dietary lycopene was directly related to baseline serum concentrations of 
nonesterified fatty acids (P = 0.034). In women, dietary alpha-tocopherol and plasma beta-carotene 
concentrations were inversely and directly associated, respectively, with fasting plasma glucose 
concentrations (P < 0.05). In both sexes, cholesterol-adjusted alpha-tocopherol concentrations were 
directly associated with 2-h plasma glucose concentrations (P < 0.05). CONCLUSION: The data suggest 
an advantageous association of carotenoids, which are markers of fruit and vegetable intake, with glucose 
metabolism in men at high risk of type 2 diabetes. 

Fenugreek 
Gupta A. Gupta R. Lal B. Effect ofTrigonella foenum-graecum (fenugreek) seeds on glycaemic control 
and insulin resistance in type 2 diabetes mellitus: a double blind placebo controlled study. Journal of the 
Association of Physicians of India. 49: 1057-61, 2001 Nov. 

OBJECTIVES: To evaluate the effects ofTrigonella foenum-graecum (fenugreek) seeds on glycemic 
control and insulin resistance, determined by HOMA model, in mild to moderate type 2 diabetes mellitus 
we performed a double blind placebo controlled study. METHODS: Twenty five newly diagnosed 
patients with type 2 diabetes (fasting glucose< 200 mg/dl) were randomly divided into two groups. 
Group I (n=12) received 1 gm/day hydroalcoholic extract offenugreek seeds and Group II (n=l3) 
received usual care (dietary control, exercise) and placebo capsules for two months. RESULTS: At 
baseline both the groups were similar in anthropometric and clinical variables. Oral glucose tolerance test, 
lipid levels, fasting C-peptide, glycosylated haemoglobin, and HOMA-model insulin resistance were also 
similar at baseline. In group 1 as compared to group 2 at the end of two months, fasting blood glucose 
(148.3 +/- 44.1 to 119.9 +/- 25 vs. 137.5 +/- 41.1 to 113.0 +/- 36.0) and two hour postglucose blood 
glucose (210.6 +/- 79.0 to 181.1+/-69 vs. 219.9 +/:.. 41.0 to 241.6 +/- 43) were not different. But area 
under curve (AUC) of blood glucose (2375 +/- 574 vs 27597 +/- 274) as well as insulin (2492 +/- 2536 
vs. 5631 +/-.2428) was significantly lower (p < 0.001). HOMA model derived insulin resistance showed a 
decrease in percent beta-cell secretion in group 1 as compared to group 2 (86.3 +/- 32 vs. 70.1 +/- 52) and 
increase in percent insulin sensitivity (112.9 +/- 67 vs 92.2 +/- 57) (p < 0.05). Serum triglycerides 
decreased and HDL cholesterol increased significantly in group 1 as compared to group 2 (p < 0.05). 
CONCLUSIONS: Adjunct use of fenugreek seeds improves glycemic control and decreases insulin 
resistance in mild type-2 diabetic patients. There is also a favorable effect on hypertriglyceridemia. 

Madar Z. Abel R. Samish S. Arad J. Glucose-lowering effect offenugreek in non-insulin dependent 
diabetics. European Journal of Clinical Nutrition. 42(1):51-4, 1988 Jan. 

The effect of fenugreek on postprandial glucose and insulin levels following the meal tolerance test 
(MTT) was studied in non-insulin dependent diabetics (NIDDM). The addition of powdered fenugreek 
seed (15 g) soaked in water significantly reduced the subsequent postprandial glucose levels. The plasma 
insulin also tended to be lower in NIDDM given fenugreek but without a statistical difference. Fenugreek 
had no effect on lipid levels 3 h following the MTT. Fenugreek may have a potential benefit in the 
treatment of NIDDM. 



Naturopathic Medicine in the Treatment of Hypertension 

DIET & NUTRITION 
Rankins J. Sampson W. Brown B. Jenkins-Salley T. Dietary Approaches to Stop Hypertension 
(DASH) intervention reduces blood pressure among hypertensive African American patients in a 
neighborhood health care center. Journal of Nutrition Education & Behavior. 37(5):259-64, 2005 
Sep-Oct. · 

The purpose of this study was to pilot-test DASH-Dinner with Your Nutritionist, a university­
neighborhood health care center intervention to promote the Dietary Approaches to Stop 
Hypertension (DASH) diet. Study participants were low-income African American adults (N = 

82) with poorly controlled blood pressure. Six groups, each consisting of 12 to 15 participants 
taking antihypertensive medications, met for 1to2 hours per week for 8 weeks. The intervention 
followed constructs of Social Cognitive Theory and featured dinners based on the DASH diet 
plan. Blood pressure was significantly lowered (P < .05) among participants who missed no more 
than 2 of 8 sessions. Extension of the DASH-Dinner model could improve blood pressure control 
among low-income hypertensive African Americans and reduce health disparities. 

Zimmerman E. Wylie-Rosett J. Nutrition therapy for hypertension. Current Diabetes Reports. 
3(5):404-11, 2003 Oct. 

A contemporary approach to hypertension and prevention are covered in this article. It contains 
important information for clinicians, such as hypertension management, metabolic syndrome 
issues, lifestyle behavioral management, nutrient issues, weight loss treatments (ie, medications 
and surgical procedures), the role of physical activity, and pharmacologic treatment. The Dietary 
Approaches to Stop Hypertension (DASH) trial eating plan is discussed at length, as well as 
information from recent trials on hypertension, prevention, and treatment. 

Appel LJ. Lifestyle modification as a means to prevent and treat high blood pressure. Journal of 
the American Society ofNephrology. 14(7 Suppl 2):S99-S102, 2003 Jul. 

High BP is one of the most important and common risk factors for atherosclerotic cardiovascular 
disease and renal disease. The contemporary approach to the epidemic of elevated BP and its 
complications involves pharmacologic treatment of hypertensive individuals and "lifestyle 
modification," which is beneficial for both nonhypertensive and hypertensive persons. A 
substantial body of evidence strongly supports the concept that lifestyle modification can have 
powerful effects on BP. Increased physical activity, a reduced salt intake, weight loss, moderation 
of alcohol intake, increased potassium intake, and an overall healthy dietary pattern, termed the 
Dietary Approaches to Stop Hypertension (DASH) diet, effectively lower BP. The DASH diet 
emphasizes fruits, vegetables, and low-fat dairy products and is reduced in fat and cholesterol. 
Other dietary factors, such as a greater intake of protein or monounsaturated fatty acids, may also 
reduce BP. but available evidence is inconsistent. The current challenge to health .care providers, 
researchers, government officials, and the general public is developing and implementing 
effective clinical and public health strategies that lead to sustained lifestyle modification. 

REDUCING SIDE EFFECTS & INTERACTIONS WITH PRESCRIPTION DRUGS 

TREATING HYPERTENSION WITH NUTRITIONAL SUPPLEMENTS, BOTANICAL MEDICINE & 
STRESS REDUCTION 

Natural Diuretics 



Natural Vasodilators 

Natural A11ti-Hyperte11sive A11tioxida11ts 
Brighenti F. Valtuena S. Pellegrini N. Ardigo D. Del Rio D~ Salvatm:e S. Piatti P. Serafini M. 
Zavaroni I. Total antioxidant capacity of the diet is inversely and independently related to plasma 
concentration of high-sensitivity C-reactive protein in adult Italian subjects. British Journal of 
Nutrition. 93(5):619-25, 2005 May. 

fuflammation, a risk factor for cardiovascular disease, is associated with low plasma levels of 
antioxidant vitamins. In addition to vitamins, other antioxidants modulate the synthesis of 
inflammatory markers in vitro and contribute to the total antioxidant capacity (TAC) of a diet. 
However, the relationship between dietary TAC and markers of inflammation has never been 
evaluated in vivo. We investigated the relationship between dietary TAC and markers of systemic 
(high-sensitivity C-reactive protein (hs-CRP), leucocytes) and vascular (soluble intercellular cell 
adhesion molecule-1) inflammation in 243 non-diabetic subjects. General Linear Model (GLM) 
analysis showed a significant (P=0.005) inverse relationship between hs-CRP and quartiles of 
energy-adjusted dietary TAC, even when recognized modulating factors of inflammation, namely 
alcohol, fibre, vitamin C, alpha-tocopherol, beta-carotene, BMI, waist circumference, HDL­
cholesterol, hypertension, insulin sensitivity and plasma beta-carotene, were included in the 
model as covariates (P=0.004). The relationship was stronger for subjects with hypertension 
(P=0.013 v. P=0.109 for normotensive individuals). Among dietary factors, TAC was 
significantly higher (5.3 (sd 3.0) v. 4.9 (sd 2.7) mmol Trolox/d; P=0.026) in subjects with low 
plasma hs-CRP (range: 0.0-4.1 mg/l) than in subjects with high plasma hs-CRP (range: 4.2-27.8 
mg/l). We conclude that dietary TAC is inversely and independently correlated with plasma 
concentrations of hs-CRP and this could be one of the mechanisms explaining the protective 
effects against CVD of antioxidant-rich foods such as fruits, whole cereals and red wine. This 
could be of particular significance for subjects with high blood pressure. 

Rodrigo R. Passalacqua W. Araya J. Orellana M. Rivera G. Homocysteine and essential 
hypertension. Journal of Clinical Pharmacology. 43(12):1299-306, 2003 Dec. 

The authors examined the available clinical and experimental data supporting the view that 
homocysteine, an alternative risk factor of cardiovascular disease, may play a role in the 
pathogenesis of essential hypertension. The mechanism of this disease has not been elucidated, 
but it may be related to impairment of vascular endothelial and smooth muscle cell function. 
Therefore, the occurrence of endothelial dysfunction could contribute to alterations of the 
endothelium-dependent vasomotor regulation. Elevated homocysteinemia diminishes the 
vasodilation by nitric oxide, increases oxidative stress, stimulates the proliferation of vascular 
smooth muscle cells, and alters the elastic properties of the vascular wall. Thus, homocysteine 
contributes to elevate the blood pressure. Also it is known that elevated plasma levels of 
homocysteine could lead to oxidant injury to the endothelium. The correction of elevated 
homocysteinemia by administration of vitamins B 12 and B6 plus folic acid, could be a useful 
adjuvant therapy of hypertension. 

Alpha Lipoic Acid (ALA) 
Wollin SD. Jones PJ. Alpha-lipoic acid and cardiovascular disease. Journal of Nutrition. 
133(11):3327-30, 2003 Nov. 

Alpha-lipoic acid (ALA) has been identified as a powerful antioxidant found naturally in our 
diets, but appears to have increased functional capacity when given as a supplement in the form 
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of a natural or synthetic isolate. ALA and its active reduced counterpart, dihydrolipoic acid 
(DHLA), have been shown to combat oxidative stress by quenching a variety of reactive oxygen 
species (ROS). Because this molecule is soluble in both aqueous and lipid portions of the cell, its 
biological functions are not limited solely to one environment. In addition to ROS scavenging, 
ALA has been shown to be involved in the recycling of other antioxidants in the body including 
vitamins C and E and glutathione. Not only have the antioxidant qualities of this molecule been 
studied, but there are also several reports pertaining to its blood lipid modulating characteristics, 
protection against LDL oxidation and modulation of hypertension. Therefore, ALA represents a 
possible protective agent against risk factors of cardiovascular disease (CVD). The objective of 
this review is to examine the literature pertaining to ALA in relation to CVD and describe the 
most powerful actions and potential uses of this naturally occurring antioxidant. Despite the 
numerous studies on ALA, many questions remain relating to the use of ALA as a supplement. 
There is no consensus on dosage, dose frequency, form of administration, and/or preferred form 
of ALA. However, collectively the literature increases our understanding of the potential uses for 
supplementation with ALA and identifies key areas for future research. 

Coenzv11ie 010 . 
Pettit FH. Harper RF. Vilaythong J. Chu T. Shive W. Reversal of statin toxicity to human 
lymphocytes in tissue culture. Drug Metabolism & Drug Interactions. 19(3):151-60, 2003. 

Hydroxymethylglutaryl-CoA reductase inhibitors (statins) are widely used to inhibit biosynthesis 
of cholesterol in individuals with elevated serum levels of this risk factor for cardiovascular 
disease. We find that statins a~e toxic to human lymphocytes in cell culture at concentrations less 
than 0.1 microg/ml. Addition of their own plasma reverses this toxicity in some, but not all, 
individuals. Addition of coenzyme QlO (CoQlO) with plasma is more effective than plasma alone 
in reversing toxicity in some individuals. Apparently, two factors are required to reverse the 
cellular toxicity of statins: CoQ 10 and a plasma factor found in a subset of individuals. These 
observations may provide the basis for a method to assess individual susceptibility to statin 
toxicity and to predict which individuals may benefit from supplements ofCoQlO. 

Sarter B. Coenzyme QlO and cardiovascular disease: a review. Journal of Cardiovascular 
Nursing. 16(4):9-20, 2002 Jul. 

This article provides a comprehensive review of 30 years ofresearch on the use of coenzyme QlO 
in prevention and treatment of cardiovascular disease. This endogenous antioxidant has potential 
for use in prevention and treatment of cardiovascular disease, particularly hypertension, 
hyperlipidemia, coronary artery disease, and heart failure. It appears that levels of coenzyme Q 1 O 
are decreased during therapy with HMG-CoA reductase inhibitors, gemfibrozil, Adriamycin, and 
certain beta blockers. Further clinical trials are warranted, but because of its low toxicity it may 
be appropriate to recommend coenzyme Q 10 to select patients as an adjunct to conventional 
treatment. 

VitaminE 
Tucker JM. Townsend DM. Alpha-tocopherol: roles in prevention and therapy of human disease. 
Biomedicine & Pharmacotherapy. 59(7):380-7, 2005 Aug. 

Alpha-tocopherol, one of the eight isoforms of vitamin E, is the most potent fat-soluble 
antioxidant known in nature. For years, it was thought that alpha-tocopherol only functioned as a 
scavenger of lipid peroxyl radicals, specifically, oxidized low-density lipoprotein (oxLDL), 
thereby serving as a chief antioxidant for the prevention of atherosclerosis. In recent years, the 
many roles of alpha-tocopherol have been uncovered, and include not only antioxidant functions, 
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but also pro-oxidant, cell signaling and gene regulatory functions. Decades of clinical and 
preclinical studies have broadened our understanding of the antioxidant vitamin E and its utility 
in a number of chronic, oxidative stress-induced pathologies. The results of these studies have 
shown promising, albeit mixed reviews on the efficacy of alpha-tocopherol in the prevention and 
treatment of heart disease, cancer and Alzheimer's disease. Future studies to uncover cellular and 
systemic mechanisms may help guide appropriate clinical treatment strategies using vitamin E 
across a diverse population of aging individuals. 

Hawthonie 
Gavagan T. Cardiovascular disease. Primary Care; Clinics in Office Practice. 29(2):323-38, vi, 
2002 Jun. 

The primary care physician is in a position to advise patients on the efficacy of alternative and 
complementary therapies as they relate to cardiovascular diseases. Anti-oxidant vitamin 
supplementation has not been shown to be efficacious in decreasing cardiovascular events. N-~ 
fatty acids appear to be beneficial in secondary prevention of cardiovascular events but their use 
in primary prevention is not clear. Adoption of vegetable-based diets, including whole grains, can 
be recommended to decrease cardiovascular events, lower cholesterol and help lower blood 
pressure. For patients with hypercholesterolemia, cholestin, a red-yeast rice supplement, has been 
shown to be effective. Garlic supplements may have some mild cholesterol-lowering effect, but 
this effect is not significant enough to recommend clinically. Herbal therapies with hawthorn and 
ubiquinone (QlO) are of possible benefit in congestive heart failure. An integrated program of 
rigorous diet, exercise and stress reduction in motivated patients with cardiovascular disease may 
have value as an alternative to cardiovascular medications and surgical interventions. 

Schroder D. Weiser M. Klein P. Efficacy of a homeopathic Crataegus preparation compared with 
usual therapy for mild (NYHA II) cardiac insufficiency: results of an observational cohort study. 
European Journal of Heart Failure. 5(3):319-26, 2003 Jun. 

OBJECTIVES: To compare the efficacy of the homeopathic Crataegus preparation Cralonin for 
non-inferiority to standard treatment for mild cardiac insufficiency. METHODS: Multicentre 
non-randomised cohort study in patients aged 50-75 years in New York Heart Association class 
II. Patients received Cralonin (n=l 10) or ACE inhibitor/diuretics (n=l02) for 8 weeks. To adjust 
for confounding by baseline factors, populations were stratified according to propensity score. 
After adjusting, there were no statistically significant differences between treatment groups. 
Treatment efficacy was assessed on 15 variables. A stringent non-inferiority criterion for the 
upper limit of the 97.5% one-sided confidence interval of the treatment difference was set to 0.2x 
the standard deviation (S.D.). RESULTS: Both treatment regimens improved scores on most 
variables studied, with the greatest effect on double product after exercise (average score 
reduction 15.4% with Cralonin vs. 16.0% for the control group). Stringent non-inferiority of 
Cralonin was demonstrated on 7 variables. Medium-stringent (0.5xS.D.) non-inferiority was 
indicated by 13 variables (exceptions: systolic blood pressure (BP) during exercise and diastolic 
BP at rest; for these, differences between treatments were not significant). Both treatments were 
well tolerated. CONCLUSION: The Crataegus-based preparation Cralonin is non-inferior to 
usual ACE inhibitor/diuretics treatment for mild cardiac insufficiency on all parameters except 
BP reduction. 

L-Carnitine 
Koh SG. Brenner DA. Korzick DH. Tickerhoof MM. Apstein CS. Saupe KW. Exercise 
intolerance during post-MI heart failure in rats: prevention with supplemental dietary propionyl­
L-carnitine. Cardiovascular Drugs & Therapy. 17(1):7-14, 2003 Jan. 
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Exercise capacity in patients with several types of cardiovascular disease can be improved with 
dietary camitine, or camitine derivatives. Mechanisms underlying this improvement remain 
largely unlmown in part due to a lack of animal models of cardiac pathology in which camitine · 
derivatives improve exercise tolerance. Our goal was to evaluate the ability of propionyl-L­
camitine (PLC) to improve exercise tolerance in a rat model of exercise intolerance. Fischer 344 
rats were followed after either a moderate size MI (n = 22) or sham MI surgery (n = 14). Starting 
10 days post-surgery 10 of the MI and 7 of the sham rats received 100 mg/kg/day PLC in 
drinking water, which increased plasma and LV total 1-camitine concentrations 15-23% (p < 
0.05). Rats were followed longitudinally until a statistically significant decrease in exercise 
capacity occurred in one of the groups, at which time all rats were sacrificed for study of the 
isolated perfused hearts. At 12-weeks post-MI exercise capacity had decreased 16 +/- 7% (p < 
0.05) in the MI group, but remained within 3% of baseline in the MI group that received PLC and 
the sham groups. Both MI groups exhibited the same degree of LV dilation, decrease in fractional 
shortening, and blunting of the response to isoproterenol. We conclude that supplemental dietary 
PLC attenuates the exercise intolerance that occurs secondary to post-MI heart failure in rats, but 
that this beneficial effect is not attributable to altered L V remodeling, an improved response to 
beta-adrenergic stimulation, or increased skeletal muscle citrate synthase activity. 

Arsenian MA. Camitine and its derivatives in cardiovascular disease. Prog Cardiovasc Dis. 
40(3):265-86, 1997 Nov-Dec. 

Camitine and its derivative propionyl-L-camitine are endogenous cofactors which enhance 
carbohydrate metabolism and reduce the intracellular buildup of toxic metabolites in ischemic 
conditions. The camitines have been, and are being used in a spectrum of diseases including 
multiple cardiovascular conditions. These include angina, acute myocardial infarction, 
postmyocardial infarction, congestive heart failure, peripheral vascular disease, dyslipidemia, and 
diabetes. Most published data on camitine, propionyl-L-camitine, and other camitine congeners 
are favorable but the clinical trials have been relatively small. In currently used doses, these 
substances are virtually devoid of significant side effects. 

Omega-3 PUF As 
. Siddiqui RA. Shaikh SR. Sech LA. Yount HR. Stillwell W. Zaloga GP. Omega 3-fatty acids: 

health benefits and cellular mechanisms of action. Mini-Reviews in Medicinal Chemist1y. 
4(8):859-71, 2004 Oct. 

Epidemiological evidence has established that ingestion of long-chain polyunsaturated omega-3 
fatty acids (omega-3 PUFAs), abundant in fish oils, have profound effects on many human 
disorders and diseases, including cardiovascular disease and cancer. Here we briefly review the 
dietary recommendations and the food sources that are naturally enriched by these fatty acids. 
There are also a number of products including eggs, bread, and cereals available to supplement 
omega-3 fatty acid dietary intake. Some of these supplements are proposed to aid different 
pathological conditions. While the beneficial effects of omega-3 fatty acids can no longer be 
doubted, their molecular mechanism of action remains elusive. Without question, the action of 
omega-3 fatty acids is complex and involves a number of integrated signaling pathways. This 
review· focuses on one of the possible cellular mechanisms by which the omega-3 PUFAs, 
docosahexaenoic acid (DHA) and eicosapentaenoic acid (BP A), may function. Studies with 
cancer cells suggest that DHA induces cell cycle arrest and apoptosis by activating protein 
phosphatases, leading to dephosphorylation of retinoblastoma protein (pRB). Protein 
phosphatases are also involved with the protein Bcl2, which regulates the release of cytochrome c 
from mitochondria, and eventually, activation of the apoptotic enzyme caspase 3. 
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Engler MB. Vascular effects of omega-3 fatty acids: possible therapeutic mechanisms in 
cardiovascular disease. Journal of Cardiovascular Nursing. 8(3):53-67, 1994 Apr. 

·Dietary consumption of omega-3 polyunsaturated fatty acids (PDF As) found in seafood and fish 
oils is associated with a decrease in coronary heart disease and overall cardiovascular mortality. 
Omega-3 PUF As exert a number of physiologic effects, including relaxation of vascular smooth 
muscle, lowering of blood pressure, interference in phosphatidylinositol signaling, a reduction in 
platelet aggregation and growth factors, a decrease in atherogenic lipoproteins, a reduction in 
thrombotic factors, alterations in eicosanoid metabolism, a decrease in platelet and macrophage 
activating factors, and an increase in thrombolytic substances. These factors may provide a 
therapeutic means of reducing cardiovascular disease. This article reviews the vascular effects of 
omega-3 PUF As and discusses the hypolipidemic, antihypertensive, antiatherosclerotic, 
antiinflammatory, and antithrombotic actions of the omega-3 PUFAs. 

Potassium, Magnesium & Calcium 
Whelton PK. He J. Potassium in preventing and treating high blood pressure. Seminars in 
Nephrology. 19(5):494-9, 1999 Sep. 

Our objective was to assess the effects of supplementation with oral potassium on blood pressure 
(BP) in humans, using pooled analysis ofrandomized, controlled trials. Results from 33 
randomized, controlled trials (2,609 participants) in which potassium supplementation was the 
only difference between the intervention and control conditions were used. Information on 
sample size, duration, study design, potassium dose, participant characteristics, and treatment 
results was independently obtained by the authors using a standardized protocol. The findings 
from each trial were pooled after weighting the results for individual studies by the inverse of its 
variance. Using a random-effects model, potassium supplementation was associated with a 
significant reduction in mean (95% confidence interval) systolic and diastolic BP of -4.44 (range, 
-2.53 to -6.36) and -2.45 (range, -0.74 to -4.16) mm Hg, respectively. After exclusion of a trial 
with extreme results, potassium supplementation was still associated with a significant reduction 
in mean (95% confidence interval) systolic and diastolic BP of -3 .11 (range, -1.91 to -4.31) and -
1.97 (range, -0.52 to -3.42) mm Hg, respectively. The BP effects of potassium administration 
appeared to be enhanced in studies where participants were concurrently exposed to a high intake 
of sodium. Increased potassium intake should be included as a recommendation for prevention 
and treatment of hypertension, especially in those who are unable to reduce their intake of 
sodium. 

Motoyama T. Sano H. Fukuzaki H. Oral magnesium supplementation in patients with essential 
hypertension. Hypertension. 13(3):227-32, 1989 Mar. 

To elucidate the effects of magnesium on high blood pressure, a 4-week study of oral magnesium 
supplementation (MgO 1 g/day) was conducted in 21 outpatients with uncomplicated essential 
hypertension. During the study, blood pressure and intraerythrocyte sodium concentration 
decreased significantly, and the erythrocyte ouabain-sensitive 22Na efflux rate constant (Kos) and 
intraerythrocyte magnesium concentration both increased. Serum triglyceride and free fatty acid 
concentrations were reduced. Furthermore, the elevation in Kos significantly and positively 
correlated with both the increase in intraerythrocyte magnesium concentration and the decrease in 
mean bloo.d pressure. There was a significant inverse correlation between the prestudy Kos and 
the decrease in mean blood pressure. In addition, when patients were divided according to their 
overall decrease in mean blood pressure, the prestudy intraerythrocyte sodium concentration was 
significantly higher in patients with a mean blood pressure decrease of more than 7 mm Hg than 
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that of patients whose mean blood pressure decrease was less than 7 mm Hg. These results 
suggest that oral magnesium supplementation may lower blood pressure through the activation of 
a cell membrane sodium pump and may reduce serum lipid concentration. It also suggests that the 
lower the prestudy Kos or the higher the prestudy intraerythrocyte sodium concentration, the 
more effective the oral magnesium treatment is in lowering blood pressure. Therefore, we 
concluded that appropriate oral magnesium intake might be effective as a nonpharmacological 
treatment for essential hypertension. 

Combined Supplements 
DeBusk RM. Dietary supplements and cardiovascular disease. Curr Atheroscler Rep. 2(6):508-
14, 2000 Nov. 

Consumer use of dietary supplements has increased considerably in recent years, and interest in 
using supplements to treat or prevent chronic diseases such as cardiovascular disease is 
particularly high. This review examines several popular dietary supplements used for 
cardiovascular disease, their likely points of intervention, and what is lmown to date about their 
efficacy and safety. 
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Health Cate Purchasing Authority 

January 31, 2006 
Prepared by MN Dept of Employee Relations 

For the Health Care Solutions Series Joint 
Committee Meeting 

Health Care Purchasing Authority 
(HCPA) legislation 

• Statutory authority and requirements: 
- Minnesota Session Laws 2005, Chapter 156, 

Article 2, Section 47 

• "Health Care Purchasing Authority" 
(HCPA) 
- Purpose: Unified strategy and joint purchasing 

of health care services for the state of 
Minnesota 

- "Secure benefit set" 

Overview 

• Presenting today: 
- Highlights of two recent reports to the 

Legislature 

-1 Ocpnr;tmcn.t 
• Qfl:mph•yeu 

• Health Care Purchasing Authority (HCPA) -­
Executive Summary 

• Preliminary Report on a Secure Benefit Set for 
the Public Employees Insurance Program 
(PEIP) -- Executive Summary 

Agency charges and authorizations 

• Report on HCPA formation 

• May form HCPA 

• Dept. of Employee Relations (DOER) 
may expand PEIP .offerings, including 
"secure benefit set" · 

~Department 
> ofE.mployee 
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State agencies participating 

• Department of Employee Relations (DOER) 
- In consultation with Commissioners of: 

·Health 

• Human Services 

• Labor and Industry 

• Corrections 

•Commerce 

• Administration 

rtmunt • Also: MN Comprehensive Health Association (MCHA) 
pl'?yce 

HCPA Backdrop -
Converging interests, challenges 
• Scope, complexity, and enormous expense 

of health care 

• Variation in q~ality and value 

" ... between the health care we now 
have and the health care we could 
have lies not just a gap, but a chasm." 

'llepurtment 
J4E.m lo~<;; 

• Institute of Medicine's (IOM) "Crossing the Quality Chasm" 

HCPA Study methods 

• Health cabinet meetings and discussions 

• lnteragency staff meetings and discussions 

• Individual staff and commissioner meetings 

• Review of previous reports, studies, models, 
examples 

Contacts with other state health care purchasing 
entities and policy experts 

• Consulting with DOER actuaries 

• Meetings, conferences, etc. (local, state, national) 

~J)cpnrlmnnt 
·,,of~mplu~ee-

Converging interests, challenges 
(cont.) 

• More than driving volume discounts 

• Key challenge is to buy smarter 
- Greater transparency 

-Align incentives 

• Coordination, consistent reinforcing 
messages to the market 
- Governor's Health Cabinet 

- Smart Buy Alliance 
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Impacts of rece·nt efforts 

• Quality measurement "triple play" 
- Health Plans - "eValue8" 
- Clinic groups - "MN Community Measurement" 
- Hospitals - "Adverse events" 

• Clearinghouse: www.Minnesotahealthinfo.org 
• "Best in class" and value-based purchasing 

- Tiered arrangements (e.g., Advantage)+ quality 
measures 

- "Bridges to Excellence" program and other initiatives 

• Reduced, streamlined reporting and regulation 

rtment 
.< o 1pto.i,:ee 

_Illustrative HCPA Options 
~ ...... 

Name P, 'Functionally .. · c, "Interactive" B, 'Utility"i;CP~ A. New Cabinet 
focused" HCPA . HCPA .. · level Agency 

Description Like 'C', but Agencies Single new All state health care 
focused on coordinate to clearinghouse of purchasing 
narrow set of adopt best expertise to Integrated into new 
objectives practices. Similar advise, guide agency 

to Govemor1s agencies 
Health Cabinet 

Pros Engages Engages Single source of - Eliminates agency 
agencies, uses agencies, uses expert review and "silos" 
existing authority, existing authority, guidance to keep - Single, direct path 
resources.Avoids efforts in synch to the Governor 
'mission creep" 

Cons Does not Does not eliminate Potentially limited - Significant 
eliminate "silos' usilos" staffing 1 resources, restructuring, 

Based on Based on potential limited requiring time, 

voluntary voluntary Impact energy, resources 

cooperation and cooperation and - Creates another 

'1llc1· -
bureaucracy

11 
?efEmploy@ 

HCPA Options 

• Continuum of possible options 

• Vary by 
- Mechanisms or approaches 

- Level of Government restructuring and 
reorganization 

- Potential impacts and benefits 

- Practicality 

; Department 
.;t>{Empleye~ 

Maximum strength medicine ... 

• Same strong Rx for state health care 
purchasing as proposed for health care 
supply chain 
- High expectations and goals 

- Rapid adoption of innovations 

- Transparency and accountability for results 

- Consequences for poor performance 

10 

12 
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Shift Gears for a Moment 

Again, converging interests, 
developments 

• Increasing costs of health insurance 

• Traditional "All or nothing" choices 
- Erosion of employer based coverage and 

growth of the uninsured 
• Small groups 

• Part-time, contract workers 

New products, new approaches 
-Wal-Mart, "HR Policy Association", Aetna, 

UnitedHealth Group, others 

~: rtmunt 
~ v ~mploye<i 

13 

15 

Secure Benefit Set 

• Part of HCPA legislation 
- DOER commissioner 

• May expand range Public Employer Insurance 
Program (PEIP) offerings 

• Offerings may include secure benefit set 
- Preventive care, prescription drugs, catastrophic coverage 

» Meet needs of persons such as elderly, disabled, those 
with chronic conditions 

- Evidence-based guide.lines for purchasing decisions and 
coverage designs 

Illustrative 2005 average costs of 
health insurance (PPG-national) 

14 

16 
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Secure Benefit 

DOER study undertaken as part of 
preliminary planning for possible PEIP 
options 
- Reviewed other reports and examples 

- Met with state staff and Health Care 
Guidelines Workgroup 

- Worked with DOER consulting actuaries, 
Deloitte Consulting 

~ l>opurlmeqJ 
: efr:mployno, 

Challenging secure benefit set 
balancing act 

• "Basic" health benefits 
- that are less costly than most typical benefit 

designs currently being offered 

• Provide individuals with protection from 
financial catastrophe due to high medical 
expenses, and 

• Provide access to needed medical 
services and health care proven to be 
effective to maintain and improve health 

,.. rtuwnt 
:~ ~mplo~~ 

17 

19 

Public Employees Insurance 
Program (PEIP) 

• Voluntary pool for local units of government 
• Administered by DOER 
• Available since late 1980's 
• Typically small, or very small public sector 

employers. 
• Array of products - HMO, comprehensive major 

medical, HSA-compliant 
- Range of premium prices and employer contributions 

• Based on product chosen, experience of group, employer 
contribution levels 

• Currently provides health coverage for approx. 94 
groups, over 1700 employees 

Examples of some approaches, 
interests to reduce benefits costs 

• Reductions, exemptions from benefit 
mandates 

• Benefit caps, limits, exclusions 

• More individual cost share 
- Monthly premium 

- At point of service 

- Based on risk factors (e.g., charge smokers 

;:ll•pu.rtment 
~ o Employee 

more, nonsmokers less) 

18 

20 
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More examples of some approaches, 
interests to reduce benefits costs 

• Subsidy 
-Explicit 
- Implicit 

• Discounts 
- Not insurance 

• New approaches, models· 
-Tiering 
- Pay for Performance, Centers of excellence 
-Consumer Driven Health Plans (HRA, HSA, Etc.) 

Case Studies/Sample Plans 

• Selected several types of benefits plans 

• Examined costs for several populations . 

• Used DOER experience to develop estimated 
costs for sample plans 
-Plan designs and estimated premium costs are for 

discussion only 

21 

-Estimated costs developed on a employee only basis as 
. well as a employee plus dependents basis. 

'lltJJ1Urtment 
:_.of~mploy<:-

23 

· 111ustrative "benefits space" 

Annual costs (single) 

$500 $1000 $1500 $2000 $2500 $3000 $3500 $4000 

~~t~1· ... 1· t cards 
-+-----' 

Limited benefit plans (ca:.::::) 

Hi{Jhde<iuc:Ub!~ plal); wltif~-
savinQs liCci:lunt · · 

Traditional 
pl;ins 

22 

What can you get for the money? 
Brief summary of preliminary modeling 

Monthly single Typical Features 
premium range 

$50 - $100 Little or no inpatient coverage; No Prescription 
drug (Rx) coverage, Little or no office visit 
coverage, Annual caps 

$100 - $150 As above (slightly improved), No Rx, and/or High 
deductibles and coinsurance 

$150 - $200 Inpatient covered, deductibles and coinsurance, 
No prescription drug coverage 

$200 - $250 Inpatient covered, deductibles and coinsurance, Rx 
coverage (middle of range and above) 

$250 - $300 More like traditional plans, with more cost sharing 

@UeJlllrUuPnt ~ 

.~ iftmph~e.! 
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Next steps 
• Continue to explore options for lower cost 

insurance products to be available through PEIP 

• In particular, DOER plans to: 
- Explore Advantage-like arrangements, that could be 

available through PEIP 

Next steps (cont.) 

- More fully develop and analyze the business 
case for a secure benefit set through PEIP 

- Meet with and discuss benefits. design issues 
with PEIP-eligible public employers and 
stakeholders 

- Continue to monitor the health care market 
and to identify other innovative health benefit 
designs and options 

~Department 
.;ofEm loyee 

26 
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Health Care Purchasing Authority (HCPA) 

Executive Summary 

December 15, 2005 
Minnesota Department of Employee Relations 



Health Care Purchasing Authority 

Executive Summary 

I. Introduction 

Minnesota Session Laws 2005, Chapter 156, Section 47, requires the Commissioner of the 
Minnesota Department of Employee Relations (DOER), in consultation with other state 
agencies, to report to the Minnesota Legislature on the creation of a "Health Care Purchasing 
Authority" (HCPA) responsible for "all state purchasing of health care." The study legislation also 
allows state agencies to enter into interagency agreements regarding formation of the HCPA. 

This report is being submitted in compliance with the statute. It describes several options for 
the creation of an HCPA, for review and consideration by the Legislature and to contribute to 
additional dialog on the topic of Health Care Purchasing Authority (HCPA) and related health 
care reform. 

The HCPA study legislation also includes a number of additional provisions regarding the HCPA 
itself. These provisions have been addressed within the scope of the study charge, recognizing 
the need for pending legislative review and response to this report regarding the initial step of 
creating a HCPA. 

One such HCPA-specific requirem.ent is that the HCPA define a "secure benefit set" providing 
coverage for preventive care, prescription drugs, and catastrophic coverage. The HCPA 
legislation authorizes the secure benefits set to be made available to public sector employers 
through an existing voluntary health insurance pooling arrangement known as the Public 
Employees Insurance Program (PEIP), as well as to others in the future. DOER administers 
PEI P and is forwarding a report on the secure benefits set concept under separate cover to 
provide information and to facilitate discussion of the secure benefit concept as part of the 
broader legislative consideration of the HCPA. 

II. Study Methods 

As required by the study statute, DOER met with commissioners and staff of the following state 
agencies: Health; Human Services; Labor and Industry; Corrections; Commerce; and 
Administration. In addition, DOER met with the Commissioner and staff of the Department of 
Finance and the Director of the Minnesota Comprehensive Health Association. 

The interagency effort produced a series of inventories of current state purchasing activities, 
purchasing functions and support, and health care quality measurement and quality assurance 
activities. These inventories were important to better understand the scope of state health care 
involvement and to help in exploring possible new connections and synergies. The interagency . 
dialog also provided ·a forum for the exchange of views, expertise, and real-world experience as 
well as a sounding board for ideas and options. In addition, the study included reviews of other 
related studies and reports, contacts and meetings with other counterparts and experts, and 
participation in both local and national relevant conferences. DOER also met with its contracted 
actuarial and benefits consultants, Deloitte Consulting LLP, regarding the secure benefit 
concept. 
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Ill. Study Backdrop and Focus 

A number of challenges and developments form an important backdrop to the study and have 
shaped and focused it, including: 
11 Continuing concerns about high and rising health care costs, despite some recent moderation 

in rates of cost growth; 
11 A broad, national awareness of massive underperformance of the US health care system, 

marked by variable and sometimes poor quality, with a growing call for significant 
restructuring of how health care is delivered and paid for; 

1111 Recent efforts and developments in Minnesota's health care market and in state government 
to address the problems above through greater transparency of health care costs and quality, 
and through efforts to align and reinforce incentives to bring about desired change and 
improvements. 

Given this backdrop, the HCPA study legislation makes important references to achieving 
"unified", "joint", and coordinated health care purchasing by state government. To date, these 
objectives have often been considered in terms of pooling various state groups -- such as state 
employees, enrollees of public programs like Medicaid, and others - to gain leverage in 
negotiating discounts with health care providers, and for achieving administrative cost savings 
through economies of scale. 

However, in practice it is often difficult to implement such pooling arrangements because of 
differences in the covered populations and different federal and state re·gulations that may 
apply. There may also be differences in administrative and service delivery system 
requirements, with differing organizational or operational expertise and capabilities, and varying 
competing demands and responsibilities. Cost savings may be relatively low or temporary, or 
may accrue largely from cost shifts to other groups with less leverage, such as small employers 
and persons purchasing individual coverage. Rarely will such strategies alone lead to the large 
scale changes now called for in well-known, well-received national studies such as the national 
Institute of Medicine's 2001 landmark report, Crossing the Quality Chasm: A New Health 
System for the 21st Century. 1 

Crossing the Quality Chasm, and an equally well-known predecessor report, To Err Is Human: 
Building a Safer Health System. documented significant shortcomings in the American health 
care system. Crossing the Quality Chasm concluded that "Health care harms patients too 
frequently and routinely fails to deliver its potential benefits. Indeed, between the health care 
that we now have and the health care that we could have lies not just a gap, but a chasm." The 
report stressed that bridging the chasm demands "a fundamental, sweeping redesign of the 
entire health care system" that will "require changing the structures and processes of the 
environment in which health care professionals and organizations function." 

Crossing the Quality Chasm also stressed that health care purchasing and payment practices 
need to be redesigned to help create incentives for change. The report recommended building 
"stronger incentives for quality enhancement" and payment methods that: 

''provide an opportunity for providers to share in the benefits of quality improvement, 
provide an opportunity for consumers andpurchasers to recognize quality differences in 

1 Crossing the Quality Chasm: A New Health System for the 21st Century (2001 ), IOM. An online version of the 
report is available at the National Academies Press website at http://www.nap.edu/books/0309072808/html/. 
Citations from Crossing the Quality Chasm used in this HCPA executive summary report are from a shortended .pdf 
summary listed as "PDF Brief' at http://books.nap.edu/catalog/10027.html. 
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health care and direct their decisions accordingly, align financial incentives with the 
implementation of care processes based on best practices and the achievement of 
better patient outcomes, and enable providers to coordinate care for patients across 
settings and over time." 

As a result of many inherent limitations of a primarily discount-driven or price-driven strategy, 
and because the HCPA legislation itself does not specify such a strategy, this study has focused 
on the broader issue of bringing about more fundamental and sustainable changes in health 
care. As detailed in Crossing the Quality Chasm, the hallmarks of a better, more cost-effective, 
higher quality health care system include: 

111 greater transparency of health care costs and quality to aid decision making and 
improvement; and 

111 aligning incentives to ensure that the health care system is accountable for greater results 
and value. 

In practice, this means an HCPA capable not only of exerting its collective purchasing "muscle", 
but more importantly, exercising a new level of "brainpower" that is information rich, incentives­
oriented, and quality and outcomes focused. The ideal Health Care Purchasing Authority would 
be one in which the whole is greater than the sum of the parts, acting together in well planned, 
well choreographed movements to bring about the reforms described in Crossing the Quality 
Chasm. 

The State has a unique opportunity and can play a valuable role in helping achieve the system 
reforms envisioned in Crossing the Quality Chasm. It is a major health care purchaser and 
market force, directly purchasing on behalf of more than 780,000 residents, or approximately 
one in seven Minnesotans - at annual costs totaling more than $4 billion. Two primary 
components of state health care purchasing in particular, health benefits for state employees 
and their families, and public programs such as Medicaid and MinnesotaCare, have unique 
potential to catalyze change. 

State public program health expenditures are a major, rapidly growing, visible budget item 
receiving considerable legislative, consumer, taxpayer, and media attention. Public program 
decisions and operations affect virtually all health care providers and a significant cross-section 
of all Minnesotans statewide. State employee health benefits are also not only a significant 
budget expenditure in their own right, but have historically been a source of innovation that has 
attracted wide local and national attention and health market response. For example, the state 
employee health benefits program was an early example of the "managed competition" concept 
of offering employees choices of competing health plans, and recently received a national 
"Innovation in State Government" award for its introduction of a unique tiered benefit program. 

Efforts to further coordinate state health care purchasing and bring about the other 
reforms outlined in Crossing the Quality Chasm through a HCPA will also need to consider 
changes already occurring in the market and in state government. Market pressures, increasing 
consumer and purchaser demand, and provider responses to concerns raised in Crossing the 
Quality Chasm and other related studies reports have had an impact. Minnesota has recently 
made important strides in providing greater transparency of health care costs and quality to 
consumers, purchasers, and health care providers. In the last year alone, important new 
standard, comparative measures of health care provider performance have provided a wealth of 
previously unavailable information on performance of Minnesota's health care system. 
Examples of recent health care measurement and reporting include: a public report on health 
plan performance, based on a new tool called "eValue8"; MN Community Measurement reports 
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on key quality indicators of performance of clinic systems representing over 700 clinics around 
the state; and public reporting of "Adverse Events" at Minnesota hospitals. 

At the same time, a Governor's Health Cabinet was recently formed to bring all state agencies 
with health care purchasing responsibilities together to identify best purchasing practices and 
ways of acting more in concert to align and reinforce incentives for delivering higher value 
health care. The concept was later broadened to include the private sector, with the formation 
of the "Smart Buy Alliance" comprised of public and private sector purchasers representing 
nearly sixty percent of Minnesotans, working together to adopt common strategies and · 
practices to improve the value of health care received. 

IV. Health Care Purchasing Authority Options and Approaches and Discussion 

This study focused on developing options for legislative review and consideration regarding a 
Health Care Purchasing Authority to more fully coordinate and direct Minnesota state 
government's health care purchasing. It is important that the options be considered in line with 
the system reform objectives such as those outlined in Crossing the Quality Chasm, and with 
Minnesota's unique health care environment at this time. 

A continuum of four types of options was developed to illustrate different approaches and 
various tradeoffs to creating a state Health Care Purchasing Authority. The options reflect 
divergent views and experiences, both within state government, and in the relevant literature 
and in practice. Some key variables and tradeoffs distinguishing the options include: 

111 The mechanisms or approaches used to coordinate and choreograph state health care 
purchasing; 

11 The amount of government restructuring and reorganization required; 
111 Anticipated costs, complexity, and time requirements of any changes; 
111 Perceived benefits and impacts; and, 
111 Feasibility and practicality of the options. 

The four types of options with a number of respective perceived benefits and limitations are 
briefly summarized below. Each option would also have responsibilities for the development 
and availability of the "secure benefit concept" described in the study statute, and briefly noted 
above. · 

Option A - A new "cabinet level agency" HCPA 

Some argue that in order to accomplish a truly integrated and coordinated model of state health 
care purchasing, with similar goals and incentives for maximum system response, requires a 
single new overarching cabinet-level agency with responsibility for all state health care 
purchasing policy and management of operations. Under this scenario, state government would 
be restructured to bring most or all existing state purchasing responsibilities and activities 
together "under one roof', with a single new management and oversight. 

As envisioned, the new agency and its management would have wide-ranging state health care 
purchasing responsibilities for most or all state covered populations, ranging from state 
employees to public program enrollees to state correctional system inmates and others. The 
new agency would centralize and directly administer most or all aspects of: 
111 Setting specifications and objectives in contracting with providers and vendors; 
111 Contract and performance management; 
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11 Design and implementation of administrative systems and support; 
11 Data and information processing, and analysis; 
11 Health care quality and performance strategies and measures; and, 
111 Purchasing support (e.g., actuarial, legal, data-analytic, and other services, whether provided 

internally or by contracts). 

It could also potentially have responsibility for overseeing and administering most or all: 
11 Billing and enrollment system(s); 
11 Member information, communications·, and support system(s); and, 
11 Claims adjudication and payment. 

Perceived benefits 
11 Eliminates existing agency and program-based health care purchasing "silos" 
111 Ensures more uniformity of state purchasing policy and operations 
11 Eliminates or streamlines redundant activities to achieve administrative savings 
111 Creates a single, direct path to the Governor and a more direct chain of accountability for 

activities and results 

Perceived limitations 
11 Requires significant restructuring 

o Initial estimates of movement of 80-400 state staff, depending on scope and 
activities of new agency 

o Considerable cost for reorganization 
111 Facilities 
11 Communications and IT technical infrastructure 
11 Personnel issues 
11 Communications and relationships with stakeholders 

o Considerable time and energy to reconfigure· 
11 Upwards of 1-2 years 
111 Ability to focus on purchasing improvements and incentives for system­

wide change during changeover period? 
o Would create another bureaucracy 

111 Guarantees that new agency perform more efficiently or effectively than 
other bureaucracies? 

Option B: "Utility" HCPA 

This option assumes a much more limited, targeted reorganization and creation of a special 
health c~re purchasing "utility" function. The new utility function would serve as a central 
clearinghouse of high level technical and professional expertise to help guide and advise other 
state agency purchasing functions. In concept, the utility would be developed to both 
recommend best purchasing practices, as well as to review and work with agencies regarding 
purchasing activities to be consistent with best practices and overall state-wide health care 
purchasing goals. The utility is not viewed as an independent cabinet-level agency, but a 
special resource within an existing agency. The utility would likely have an executive director 
for management and relations with other senior staff and agency heads, as well as eight to ten 
senior level staff with specializations in areas of medical director, analyst, actuary, quality and 
performance measurement, and other disciplines. 
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Perceived benefits 
111 Agencies with purchasing responsibilities would have a single source of review, expertise, 

and guidance to help keep their efforts aligned with overall goals and strategies 
111 Little time-consuming or costly reorganization 
111 Potential to eliminate or streamline some redundant activities and achieve some 

administrative savings 

Perceived limitations 
111 Limited staffing and resources - potentially limited ability to respond to agency needs 
111 Potentially limited ability to directly influence agency purchasing practices and strategies 

and to establish compliance with overall goals and objectives 

Option C: Interactive HCPA 

Option C is analogous to the current Governor's Health Cabinet. It would provide a vehicle for 
bringing state agencies with health care responsibilities together as a special standing group to 
collectively develop and implement health care purchasing strategies of broader interest. Under 
the existing Governor's Health Cabinet arrangement, the Governor has named one agency 
head to chair a special sub-cabinet made up of the existing agencies with health care 
responsibilities. The group meets on a regular basis, or is convened at the call of the chair or as 
otherwise needed, to identify best purchasing practices, and strategies and opportunities to 
implement the best practices in concert. Participating agency heads also draw upon and bring 
together agency staff and outside resources as in-kind support to the effort. The Health Cabinet 
is also engaged in similar broader efforts with private sector counterparts through the Smart Buy 
Alliance. 

The Health Cabinet has provided forums and a vehicle for stakeholders to meet with and 
communicate directly with the state's key health care purchasers and regulators. It has created 
a single clearinghouse for health care quality and cost information for use within state 
government and the general public. With the Smart Buy Alliance, it has called for health plan 
participation in a standard, comparable measure of health plan performance known as eValue8, 
which was completed and made available in a report to the public. It has also called for and 
supported other forms of recent standard, comparable, public disclosure of health care provider 
performance, including Adverse Event reporting of hospital-based adverse patient events and 
MN Community Measurement reports on performance o.f clinic systems representing over 700 
Minnesota clinics. · 

Perceived Benefits 
111 Engages existing agency heads with expertise and authority in state health care purchasing 

and regulation in mutual problem solving and arriving at more uniform and cohesive 
purchasing strategies 

11 Uses existing resources 
111 Potential to eliminate or streamline some redundant activities and achieve some 

administrative savings 
111 Does not require reorganization or restructuring 
111 Can generally act based on existing authority and organization 

Perceived Limitations 
111 Does not eliminate agency and program silos 
111 Based on voluntary cooperation, shared efforts, consensus among agencies 
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111 Resources are limited to those currently available and in use for other purposes and priorities 
as well · 

Option D: Functionally focused HCPA 

This option envisions a set of working relationships similar to those in the "Interactive" model 
above, but would be specifically focused only on a limited, pre-selected, specific set of high 
priority functions or desired changes and improvements. For example, the rise of obesity and 
diabetes-related conditions is rapidly reaching epidemic proportions and is affecting all state 
health care programs and purchasing. The functionally focused version of an HCPA would 
draw together agency heads with health care responsibilities to develop and implement 
common approaches aimed at greater diabetes awareness, prevention, improved treatment, 
and better outcomes. A similar type of emphasis might be to foster and accelerate the use of 
interoperable health Information Technology (health IT), to reduce errors in patient care, provide 
up-to-date patient information to aid diagnosis and treatment, and to reduce burdensome, 
expensive paperwork and administrative hassle factors throughout the health care system. 

Perceived Benefits 
111 Engages existing agency heads with expertise and authority in state health care purchasing 

and regulation in mutual problem solving and arriving at more uniform and cohesive 
purchasing strategies 

111 Maintains tight focus on highly visible, high priority areas 
• Helps avoid "mission creep" and having too many objectives and insufficient time or 

resources to accomplish them 
• Limited, targeted focus easier to communicate, engage with stakeholders and the 

public 
• Performance of HCPA is easier to assess if targets are limited, narrow, focused 

11 Uses existing resources 
111 Potential to eliminate or streamline some redundant activities and achieve some 

administrative savings 
111 Does not require reorganization or restructuring 
11 Can generally act based on existing authority and organization 

Perceived Limitations 
11 Does not eliminate agency and program silos 
111 Based on voluntary cooperation, shared efforts, consensus among agencies 
111 Resources are limited to those currently available and in use for other purposes and priorities 

as well 

Discussion 

The options above were provided to help illustrate an array of possible Health Care Purchasing 
Authority structures and relationships. Based on the work of national groups like the national 
Institute of Medicine, and its landmark Crossing the Quality Chasm report, key determinants of 
success in any HCPA option will be the degree to which any restructured, refocused state 
health care purchasing: 

111 Leads to greater transparency and accountability for health care costs and outcomes; 
111 Identifies, aligns, and reinforces the correct incentives to bring about maximum 

improvements in patient care and outcomes in the shortest time. 
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None of the options alone can guarantee success in reaching these goals. For example, the 
"Single Agency" option (Option A above) offers the advanta:ge of bringing all the component 
parts together under a single line-authority leadership structure to help ensure that the parts are 
working in tandem for maximum impact. However, as discussed above, creating such an entity 
would likely require considerable time, effort, and expense. During its formation, attention and 
resources may be less available to address the underlying root problems of poor health care 
performance. Establishing line authority back to a single designated agency head for all state 
health care purchasing will be only as effective as the individual links in the chain and the 
agency leader. As many corporations have recently seen, from car manufacturers to airlines, 
even the best, strongest line-authority structures and leaders are often not sufficient to survive 
or manage the type of sea change considered necessary in health care. 

The converse ~working within existing agency structures and responsibilities - provides 
opportunities to coordinate already available resources and staff to quickly "hit the ground 
running." However, this arrangement is more ad hoc than the creation of a new single agency 
HCPA, and questions remain as to how such a model would remain cohesive and on track in 
the face of changing priorities, personnel, and budgets. 

Regardless of the HCPA option selected, it will be important that the same standards and 
expectations desired for the health care industry and health care supply chain - for 
transparency and accountability, and for correctly aligned and reinforcing incentives to bring 
about maximum performance improvement - be developed and applied to state health care 
purchasing as well. The state's success in rapidly addressing one of its largest, fastest growing 
budget areas to the benefit of all Minnesotans may ultimately be less a function of the way an 
HCPA is organized and structured, and more determined by: 

111 High expectations and goals; 
111 The degree to which there is faster adoption of innovations already proven to work in other 

agencies or sectors; 
11 Demands for transparency and accountability for the state's performance as a health care 

purchaser, with standard, comparable measurement and reporting of progress toward 
goals; and, 

111 Consequences for poor performance in reaching goals, such as budget and other 
implications. 

These are many of the same types of tools and incentives that are needed to help reduce health 
care costs and improve quality. Minnesota state government can most effectively position itself 
to help achieve these goals if it too takes some of the same strong medicine. 
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Executive Summary 

I. Introduction and Context 

The Problem 

Already high and rising health care costs are making health coverage unaffordable for many 
and eroding employer-based health insurance. Employers, especially smaller firms, may be 
dropping health insurance for employees, scaling back on the coverage available, and/or 
requiring that employees pay more. Increasing health care costs, reflected in higher monthly 
insurance premiums and out-of-pocket payments when services are provided, are also 
significant issues for the self-employed and others without access to employer-based coverage. 

The design of most traditional third party health insurance can be a factor in the costs and 
erosion of current health coverage. Despite a recent proliferation of new product offerings, most 
health insurance is still quite comprehensive,. often presenting employers and individuals with 
only an "all or nothing" choice: either to purchase expensive insurance products covering a 
wide array of medical services, often with relatively modest direct consumer payments, or to 
receive nothing - no health coverage. 

In response to concerns about rising health insurance costs, and to address the "all or nothing" 
conundrum of existing insurance options, a number of efforts are underway to develop and 
market lower cost health benefits and products. Major employers such as Wal-Mart, and a 
coalition of over 50 large employers known as the "HR (Human Resources) Policy Association," 
have attracted recent national attention with news that they will be offering new types of health 
packages for employees, specifically in attempts to provide lower cost alternatives to 
conventional employer-sponsored health coverage. Major insurers and health plans such as 
UnitedHealth Group and Aetna have announced new products with fower monthly premiums. 
Many states and other organizations are also examining new health coverage products and 
offerings. 

Purpose and scope of this report 
This report is a preliminary exploration of the concept of a "secure benefit set" to help address 
the issues above. It is being undertaken as part of requirements and authorizations of 
Minnesota Session Laws 2005, Chapter 156, Section 47, which require the Commissioner of the 
Minnesota Department of Employee Relations (DOER), in consultation with other state 
agencies, to report to the Minnesota Legislature on the creation of a "Health Care Purchasing 
Authority" (HCPA) responsible for "all state purchasing of health care." A report has been 
submitted under separate cover for review and consideration by the Legislature describing 
several options for the creation of an HCPA, and to contribute to additional dialog on the topic of 
a Health Care Purchasing Authority and related health care reform. 

The HCPA study legislation includes several provisions related- to the design and availability of a 
"secure benefit set", including: 
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Authorization for the DOER commissioner to make available a secure benefit set to public 
sector employers through an existing voluntary health insurance pooling arrangement 
administered by DOER, known as the Public Employees Insurance Program (PEIP)1

• 

Three other HCPA-specific provisions, including: · 
• That the HCPA "convene a panel of health care policy experts and health care 

providers, to establish a process to seiect evidence-based guidelines ... and 
implement an integrated approach using these guideline for purchasing decisions 
and coverage designs;" 

• That it define a "secure benefit set" providing coverage for preventive care, 
prescription drugs, and catastrophic coverage that also takes into account the needs 
of special populations, including persons who are elderly or disabled and persons 
with chronic conditions; and 

• That it prepare a report and plan for public employers, nursing homes and other long 
term care providers, and individuals to purchase the secure benefit set through the 
HCPA. 

DOER is exploring the secure benefit set concept for PEIP and is submitting this preliminary 
report as part of that exploration and planning process. It is hoped that this information will also 
facilitate discussion of the secure benefit concept as part of the broader legislative consideration 
of the Health Care Purchasing Authority. 

The secure benefit set is not further described in the HCPA legislation. However, the current 
context for this issue suggests interest in a benefit set that is "secure" both in the sense of being 
less costly, while at the same time providing access to needed care and financial protection. 
While such a benefit set could possibly take many forms, there are a variety of converging 
interests in the design and availability of: 

"Basic" health benefits that are less costly than most typical benefit designs currently 
being offered; 
Benefits that provide individuals with protection from financial catastrophe due to high 
medical expenses; and 
Benefits that provide access to needed medical services and health care proven to be 
effective to maintain and improve health. 

II. Study Methods 

As part of its planning to offer a secure benefit set through the Public Employees Insurance 
Program (PEIP), DOER: 

111 Reviewed other relevant reports, studies, and private and public sector examples of new 
and emerging health benefit designs; 

111 Met with state agency staff and the Health Care Guidelines Workgroup, an interdisciplinary 
workgroup of health policy experts and health care providers that advised the Minnesota 

1 The Public Employees Insurance Program (PEIP) is a voluntary statewide health-dental-life insurance pool 
authorized by Minnesota Statutes§ 43A.316 that has been in operation since the late 1980s. The program 
provides Minnesota's public employers, including counties, cities, townships, and school districts, with the option 
to purchase a package of benefits for their employees and retirees, and their dependents. Individually tailored 
health plans allow each employer group to choose the amount of deductibles and coverage levels paid. 
Employee eligibility and employer contributions are determined by each employer group, most often through 
collective bargaining. PEIP currently serves 102 total public employer groups and approximately 2,085 enrolled 
employees. 
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Department of Health in 2004 and 2005 on how best to encourage the use of evidence­
based guidelines by providers and consumers. The Health Care Guidelines Workgroup 
submitted a report on the topic, "Recommendations on Systems Improvements to Advance 
Evidence-Based Health Care" to the Legislature in January, 2005. 

11 Worked with DOER's consulting actuaries, Deloitte Consulting LLP, in reviewing the secure 
benefit set concept and examples of alternative benefits designs for PEIP, and in 
preliminary modeling and pricing of a continuum of example design options. 

Ill. Current Health Benefits Costs 

A useful starting point in discussions of a secure benefit set is current health care coverage and 
costs. Information on current average employer-based.health insurance premiums is provided 
in the table below, based on the results of an annual, large, national survey of employer health 
benefits by the Henry J. Kaiser Family Foundation/Health Research and Educational Trust 
(Kaiser/HRET).2 

2005 Kaiser/HRET Survey: 
Average employer-based health insurance premiums 

Type of Average 2005 Monthly Total Average 2005 Annual Total 
Coverage Health Insurance Premium Health Insurance Premium 

Rates* Rates* 
Single $314 to $346 per month $3,767 to $4, 150 per year 

(employee only) 

Family $833 to $924 per month, $9,979 to $11,090 per year 

(*average premium costs vary by type of plan: e.g., conventional, HMO,PPO, POS.) 

At these costs, medical benefits are generally comprehensive with coverage for at least most 
major categories of services such as preventive care, inpatient hospital and outpatient care, 
doctor's office visits, lab, radiology, and other services. Patients and families have out-of-pocket 
maximums that limit their out-of-pocket exposure, and unlimited or very high annual limits on the 
total benefits that will be provided. However, the average total annual premium costs cited 
above for employer-based family health coverage are now more than the annual earnings of 
individuals working full-time at minimum wage, and are more than many persons' mortgage, car, 
education, or other traditional major payments. 

Because employers typically contribute to premium costs, however, the employee portion of 
monthly premium costs is much lower than the total cost. According to the 2005 Kaiser/HRET 
survey, the average employee share of single monthly premiums is $51 per month, and $226 
per month for family coverage. Although the dollar amount contributed by employees has risen 
substantially in the last few years, employee contributions as a share of the total premium have 
been stable at 16% and 26% for single and family coverage, respectively. 

Employers typically offer health benefits designs that generally require some forms of cost 
sharing at the point services are delivered. The Kaiser/HRET survey report indicates that the 
average point-of-service cost share for employees in 2005 is $323 for annual first dollar 

. . 
2 A description of the survey and its results is available on line at http://www.kff.org/insurance/7315/index.cfm. 
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deductibles, with $15 to $20 copays per doctor office visit, and $10 to $35 copays for each 
prescription drug. · 

While the average out-of-pocket costs faced by covered individuals are typically much lower 
than the actual cost of services, or the portion paid by their employer, they can be significant for 
lower income individuals and/or persons with high or persistent medical expenses. In addition, 
the cost sharing requirements for some consumers may be much more than the average. 
However, the averages above also indicate the level at which individuals are generally required 
to pay directly out-of-pocket, which may be instructive in considerations of price points that 
individuals or employers may consider acceptable under alternative health insurance product 
designs and pricing. · 

IV. Benefit Design Issues 

While there are many efforts underway to develop and introduce health insurance options other 
than the current "all or nothing" standard of coverage, the solution is difficult, complex, and 
elusive. A combination of health benefits meeting broad, sometimes varying definitions of 
affordability, personal financial protection, health needs and value is strikingly difficult to 
achieve. In practice, there are many issues and trade-offs to consider, including: 

There are often no agreed-upon definitions of terms such as "catastrophic" or "affordable", 
which can also vary greatly depending on individual situations. In addition, "preventive" and 
"catastrophic" coverage represent important ends of the health care spectrum, but do not 
address important components in the middle of the spectrum that can result in significant 
costs and greatly affect health outcomes. 

The challenge of achieving more affordable, attractive health benefit designs is further 
confounded by the fact that a relatively small number of persons will have high medical 
expenses in a given period, while most will have few or possibly even none. This so-called 
"80-20" rule, in which roughly 20% of an insured population accounts for 80% of its costs, 
often makes it even more difficult to find a single insurance design that will meet the needs 
of all. Some persons will value preventive and primary care services intended to maintain 
generally healthy people in reasonable health, while others with serious illness or chronic 
conditions will value access to a wide array of state of the art services and care. Health 
status is also not static, and changes over time, as do employment and incomes, assets and 
accumulated wealth, and family status. 

Excluding or limiting coverage, or increasing the share of costs borne by consumers, can 
lower monthly premium costs but may come at a price to many individuals and payers, and 
the health care system. 

• Benefit costs and exclusions or limitations may result in needed care not being 
accessed when it is timely and most cost-effective, resulting in higher subsequent 
health care costs. Less comprehensive insurance packages may not provide 
desired levels of protection to avoid financial catastrophe due to severe illness or 
injury. 

• Health care costs that are not covered by insurance may contribute to higher 
uncompensated care costs paid for by other health care users, or higher public 
program costs if ultimately covered by public programs. 

• Concerns have been raised that a proliferation of lower cost insurance arrangements 
with limited coveraQe may "crowd out" other more coriprehensive insurance 
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arrangements, resulting in fewer, more expensive insurance options for persons with 
high health care needs. 

111 While benefit designs with coverage limitations can be problematic, they may offer more­
affordable insurance alternatives that meet important needs of many persons, especially 
those who cannot afford more traditional comprehensive coverage. They have the potential 
to provide better options for many than the current "all or nothing" choices which generally 
prevail, under which many are receiving nothing. 

• More limited coverage, while not as comprehensive as most insurance products 
currently marketed, can still provide not only individual financial protection and 
access to medical services, but may also help reduce uncompensated care and 
public program costs associated with uninsured persons. 

111 Determining health benefit levels may involve competing objectives and philosophies. For 
example, one approach to defining benefits is to identify the range of needed services to 
meet health needs, and then to determine the costs and prices of coverage to provide the 
services. This represents the traditional approach to health insurance. An alternative 
approach is to determine levels of insurance costs or prices that are considered feasible for 
broad groups of users, and then to determine what could be purchased or provided at a 
given price. 

11 Some promising alternatives and possible approaches to improving health care· quality and 
reducing health benefit costs may be difficult to implement directly at this time on a large · 
scale to result in near term savings. 

For example, in its 2005 report to the Legislature, the Health Care Guidelines Work Group 
noted: 

"While Minnesota and the United States have committed health care professionals who 
deliver excellent care under most circumstances, there is widespread evidence that 
there is substantial room for improvement in the delivery of health care services . 
. . .Physicians and researchers have been working over the course of the past several 
decades to objectively and scientifically examine which care delivery models and 
methods work best for certain types of conditions and for the average patient under 
normal circumstances. The more widespread use of "evidence-based medicine'' and the 
acceleration in the use of "best clinical practice" can improve patient care, provide better 
patient outcomes, and has the potential of lowering health care costs. "3 

In its report, the Work Group also recommended a number of steps to facilitate the 
d~velopment and use of evidence-based medicine and best clinical practices. Many of the 
recommended steps are being undertaken. Conceptually, a further step that could be 
considered is a version of a "secure benefit set" that covered only scientifically proven 
medical practice. Such a strategy would provide coverage for important forms of medical 
care and treatment, and promote continued development and application of evidence-based 
medicine. However, at present there is good scientific evidence for only relatively limited 
amounts of medical practice. While it is important to acknowledge and foster higher quality 
health care and evidence-based practice, developing a secure benefit set that covers only 
currently scientifically proven practice would also be limited, leaving potentially large gaps 
and questions about coverage. 

3 "Recommendations on Systems Improvements to Advance Evidence-Based Health Care," Report to the 
Legislature, Minnesota Department of Health, 2005 ' 
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111 However, even while some desired innovations or changes in benefit design are difficult to 
achieve at this time, there may be other alternatives and related strategies that could be 
considered. For example, an additional option to support development and use of 
scientifically-based health care guidelines is to explore ways to increasingly identify and 
reward "best in class providers" or limited "high value networks" of health care providers that 
deliver high quality care according to scientifically based guidelines. 

Provider rewards and incentives could take a variety of potential forms, including benefit 
designs with higher levels of benefit for accessing services through the designated networks 
or best in class providers. Another approach that could also be used in combination with 
those above, would be the use of "tiered" arrangements in which health care providers are 
placed into tiers based on their performance. Each tier is differentiated from the others 
through benefit differentials such as copays or deductibles that vary according to the tier of 
the provider that is selected for care. The current state employee health benefits program, 
Advantage, uses a tiered arrangement, which is briefly described in more detail later in this 
report. · 

111 Finally, an important new issue in alternative health benefit designs or insurance products is 
information and assistance to employers, consumers,. and others to help them make fully 
informed, wise choices. Because lower cost insurance arrangements may have limits or 
exclusions that are difficult to identify, understand or evaluate, it will be important to provide 
clear consumer disclosures of any coverage limits or exclusions. Clear scenarios should be 
provided to illustrate potential out-of-pocket costs and financial exposure. 

V. Examples of approaches being used to introduce lower cost coverage 
alternatives 

To date, a number of approaches and tools are being explored and or have recently been 
implemented as part of less expensive health insurance alternatives. Several common 
approaches, as well as some salient issues and trade-offs of the approaches, are briefly 
summarized below and help illustrate the issues described above. 

Reductions, exemptions from state benefit mandates 
This approach exempts some types of insurance from having to cover some or all benefits 
mandated in state statutes. In theory, elimination of mandates reduces the medical services 
and treatments that must be covered, resulting in lower premiums. However, in practice, 
researchers have found that mandated benefits are often in demand and would frequently be 
offered voluntarily, especially by larger employers, reducing the overall cost savings associated 
with mandate-free plans. For the most part, the mandate-free or limited mandate plans have 
not reduced costs to arrive at significantly lower price points and have not sold well in the 
market. 4 

4 Minnesota currently has 26 "benefit mandates" that insurers must cover. According to a recent study, mandated 
benefits account for approximately 13% of total private health insurance premiums in Minnesota. However, most 
of the cost is due to mandated maternity coverage, which accounts for 6% of premiums. In many instances the 
mandates are generally accepted and researchers estimate that most would be offered voluntarily. The greatest 
difference is in the small group market, where approximately only 8.5% of the nearly 13% of costs of current 
mandates would be covered on a voluntary basis. While the potential reduction in premium costs due to mandated 
benefits are estimated to be greatest in the small group market, at 4.3% , the small group market is currently only 
15% of the total Minnesota private health insurance market. As a result, elimination of mandated benefits was 
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Benefit caps, limits. exclusions 
Insurance exclusions or limits can make premiums more affordable and still provide important 
levels of insurance protection. However, they come at a price for individuals who rieed the 
services that are limited or not covered. Consumers may also not be fully aware of the 
implications of insurance limits, or prepared to pay for uncovered expenses. 

Examples: 
o Annual caps on total benefit that will be paid (e.g., $50,000 or $100,000 

maximum benefit) 
o Exclusions of types of services 

11 e.g., No coverage for certain types of services, such as prescription 
drugs, inpatient services, chemical dependency, chiropractic, others 

o · Limits - maximum daily, per visit, or annual limits 
11 e.g., maximum limits on amounts that will be paid per day of inpatient 

hospitalization; coverage of only up to a certain amount for doctor's office 
visits or preventive care or prescription drugs. 

Greater individual cost share 
Increasing the individual's share of monthly premium costs, and/or the individual's cost at the 
point of service help keep employers' costs lower in order to offer health coverage and make 
contributions to employee coverage. However, this approach raises costs to consumers, 
including costs when services are provided that consumers may not have anticipated or 
budgeted. 

Beyond the issue of who pays, there are also issues of the impact of greater consumer cost 
share on consumer behavior. Conventional, comprehensive health coverage with relatively low 
cost sharing for consumers is often believed to insulate them from the true costs of health care, 
leading to over-consumption of care, increasing demand for medical services, and contributing 
to health care cost escalation. Advocates of greater consumer cost sharing point out that if 
consumers were more directly aware of and engaged in paying health care costs, they will likely 
use fewer services and/or consider less expensive treatment alternatives when available. 
However, there are also concerns that it may be difficult for many consumers to shop effectively 
when they are ill or injured; that information needed for good decision making may be 
unavailable; and that consumers may be "penny wise" but "pound foolish" in not appropriately 
seeking care when needed, but then incurring even greater costs for more serious episodes of 
care later. 
111 Examples: 

o Increased monthly premium 
o Increased point of service costs such as deductibles, copays, and coinsurance 
o Variable pricing based on risk factors (e.g., charge smokers more, nonsmokers less) 

found to have relatively small impact in the overall Minnesota private insurance market, with an overall premium 
reduction averaging 1.3%. 

In 1999, Minnesota created a three-year pilot program allowing insurers with less than 3% of total state market 
share to market insurance policies exempt from state benefit mandates except maternity coverage. Two insurers 
filed plans to offer the mandate-free policies, but later rescinded the plans when cost differences were not viewed 
as significant. More recently, legislation passed in 2005 allows any health plan to offer products that do not 
conform to state benefit mandates, with the exception of maternity coverage. As of the end of 2005, no insurers 
had yet submitted filings to offer such plans. 
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Subsidies 

111 While controversial, some employers are factoring certain health risks and 
behaviors, such as smoking, into pricing of premium rates and out of pocket 
expenses, charging smokers more but nonsmokers less. 

A variety of direct and indirect subsidies have been made available to reduce health· care costs 
for individuals, especially low income persons. While subsidies reduce costs for their recipients, 
the subsidies must be paid for through some means, raising costs to others. At the same time, 
subsidies may only further obscure the true costs of health care and health insurance. 

Examples: 
Direct subsidies 

o There are many examples of direct means-tested subsidies to lower the costs of 
health insurance for individuals, including the state's MinnesotaCare program. 
(MinnesotaCare also includes benefit limits described above, especially on 
inpatient care, to reduce premium costs and to prevent "crowd out" of other forms 
of insurance that are already being paid for in the market.) 

Indirect subsidies 

Discounts 

o For example, the State of New York through the "Healthy New York" program, 
covers ninety percent of an individual's annual intermediate health costs greater 
than $5000 and less than $75,000. This form of state provided reinsurance 
represents an indirect subsidy intended to lower the cost of coverage for 
individuals and small employers. Minnesota has a similar reinsurance program 
for "purchasing alliances" (Minnesota Statutes § 256.956), but its impact has 
been very small due to low enrollment. 

Discounting arrangements are not insurance, but simply discounts off retail prices that 
consumers would otherwise pay for health care services. Initially often developed and 
promoted as tools to aid consumers without prescription drug coverage to obtain less expensive 
prescription drugs, discount arrangements are being widely marketed for many health care 
services. 

While much less expensive than conventional insurance, discount cards do not provide the 
financial protection or access to health care services of conventional insurance. However, it 
should be observed that discounts are an important component of health insurance plans. Even 
services which might not be covered by a limited benefit plan due to caps or limitations would 
still receive the benefit of the health plan's discount, providing some relief to the consumer. 

New approaches, models 
Employers, providers, government, and others are actively exploring new benefit designs and 
value-based purchasing arrangements to reduce health care costs and improve the quality and 
value of health care expenditures. Some examples include: 

Tiered benefit designs, in which health care providers are placed into tiers based on their 
performance. The tiers can be differentiated for consumers on the basis of premium 
differentials <;ind/or different costs at the point of service to encourage consumers to access 
less costly, higher quality providers. 

The State of Minnesota employee health benefit plan, known as Advantage, is one example 
of a tiered program in practice. Advantage serves the more than 115,000 employees and 
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family members of the State Employee Group Insurance Program (SEGIP). It places 
primary care clinics available to state employees into one of four cost levels, based on their 
risk-adjusted cost of delivering care and as negotiated in collective bargaining. Advantage 
members may then choose any primary care clinic that is available, but they pay higher 
copays, deductible, and coinsurance for more costly choices. In addition, during the recent 
annual open enrollment for employees, links were provided in open enrollment materials to 
the MN Community Measurement website, which provides information on how over 50 
different clinic systems, representing more than 700 clinics, compared on quality. 

Advantage gives consumers choices and information that they have never had before, whHe 
creating new market pressures and incentives for health care providers to deliver efficient, 
high value care. As a result, Advantage costs did not increase this year, and the program 
received a competitive "Innovation in State Government" award from the Council of State 
Governments. 

Pay for Performance, Centers of Excellence. A number of employers are exploring value­
based purchasing concepts to reward high performing health care providers, including 
special pay for performance initiatives such as the "Bridges to Excellence" program, and 
others. Others are examining and adopting Centers of Excellence programs to identify "best 
in class" care delivery and to reward it through special payment rewards and/or increased 
patient volume. 

High deductible, "Consumer Driven Health Plans" coupled with savings accounts. Under 
these arrangements, insurance products are offered with high deductibles but lower 
premiums, coupled with special savings accounts that can be used to pay for services for 
which the deductible applies, or for other services that may not be part of conventional 
health insurance offerings. In some cases, remaining balances in the savings accounts can 
be rolled over from one year to the next, creating incentives to access and use care carefully 
so as not to use up the value of the health care savings account. 

Many of these new approaches are being rapidly deployed and adopted in the health care 
market. For example, the recent Medicare Modernization Act, which established prescription 
drug coverage for Medicare, also created Health Care Savings Accounts (HSAs) used in 
conjunction with high deductible consumer driven health plans. Such consumer driven health 
plans are among the most rapidly growing types of new health coverage produ.cts. Tiered 
arrangements are in place for not only state employees., but have been recently announced by 
the state's major health plans for Minnesotans generally. Pay for performance models and 
initiatives are being adopted both nationally and locally. 

VI. Examples of relative pricing of various benefit design alternatives 

To provide further perspective on health care benefit options and tradeoffs, an illustrative 
"benefits space" with relative price ranges of different benefit alternatives·is provided below. For 
example, health care discount cards are often available in a range of prices, depending on the 
size of the discounts and the array of applicable products and services. Typically, discount 
cards are often priced in the range of $50 per month ($600 per year) or even much less, for 
single persons. At the other end of the spectrum are traditional employer based health plans, 
averaging over $300 per month for single coverage, or over $3600 per year. 
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Relative Pricing of Various Benefit Design Alternatives 

Annual costs (single) 

$500 $1000 $1500 $2000 $2500 $3000 $3500 $4000 

Dis­
count 
cards 

Lh11ite9 t>enefi~ pl(ins . . .· ·.·.· 
with benefi~ caps, ex:clusions) · 

DOER's consulting actuaries at Deloitte Consulting LLP further explored the range of costs and 
tradeoffs above by comparing several types of benefit designs recently introduced into the 
market. For the purpose of this comparison, prices of several types of recently available health 
insurance products were calculated using the experience of the state employee group as an 
initial proxy for possible PEIP experience. The pricing estimates were preliminary, and intended 
only for illustrative purposes. The pricing estimates were then compared across ranges of 
monthly premium levels for single (employee only) coverage, to illustrate what different premium 
amounts might buy. The relative levels of coverage and costs of the comparison are 
summarized below. 
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Monthly single Some Typical Features and Plan Design 
premium range . Little or no inpatient coverage 

• No prescription drug coverage 
$50 - $100 . Little or no office visit coverage . Annual caps and limits (e.g., maximum annual benefit payout 

of $100,000) . Limited inpatient coverage (capped payments per day, or 
subject to high coinsurance) 

$100 - $150 • No prescription drug coverage · . Deductibles and coinsurance 
• Some annual caps and limits (e.g., maximum annual benefit 

payout of $50,000) . Inpatient covered, subject to coinsurance . No prescription drug coverage 
$150- $200 . Deductibles, coinsurance . Some annual caps and limits (e.g., maximum annual benefit 

payout of $50,000 - $100,000) . Inpatient covered, subject to coinsurance . Some limited prescription drug coverage (at mid to high end 
$200 - $250 of range) . Deductibles, coinsurance . Some annual caps and limits (e.g., maximum annual benefit 

payout of $50,000 - $100,000) . More like traditional health benefit plans 
$250 - $300 . Coinsurance and deductibles . No annual caps or limits . Copays for prescription drugs in some cases 

As shown above, the lower the monthly premium cost, the fewer the covered services and the 
greater the consumer cost share at the time services are delivered. In particular, at monthly 
premium prices below $150-$200 per month, it is difficult to cover significant categories of 
services such as inpatient care and prescription drugs. Both these categories are often key to 
caring for persons with complex or chronic conditions, and important components of both 
preventive and catastrophic coverage called for in the HCPA study legislation regarding secure 
benefits. · 

Preliminary Conclusion/Observation 

In attempting to develop a secure benefit set, the more affordable the plan, the less secure the 
coverage for the individual. Defining "catastrophic coverage" in an acceptable manner is a key 
element in developing an affordable plan. If the definition could be limited to $50,000 per 
individual, the affordability index is significantly increased. In a typical population, this would 
meet the needs of a high percentage of participants. However, a small percentage would 
exceed the maximum limit placing a significant financial burden on the participant or ultimately, 
the health care providers. Setting the limit higher moves the projected cost of coverage into the 
cost range of traditional plans. A second key element is defining "preventive coverage." Left to 
the definition assigned by most traditional health plans, it would cover a relatively small number 
of services. Many would argue that in the context of a limited benefit plan scenario that it should 
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be expanded to include treatment for conditions, which left undertreated will lead to catastrophic 
cases (e.g., diabetes, asthma, heart conditions). Finally, balancing some minimal level of initial 
care to enable early diagnosis of conditions against limiting benefits to hold down cost becomes 
the third element to consider. These issues will need to be further explored, discussed, and 
debated as the secure benefit set is developed. 

VII. Next Steps and Opportunities 

Current levels of comprehensive health benefits and coverage have helped provide those with 
such coverage access to a wide range of medical services and financial security but at high and 
growing costs. In the absence of other alternatives, many employers and individuals are .faced 
with "all or nothing" health insurance coverage alternatives. Many are no longer ·able to afford 
current levels of coverage and costs. 

DOER will continue to build on this preliminary planning to explore options for lower cost 
insurance products to be available through PEIP. In particular, DOER plans to: 

11 Capitalize on the success of its tiered arrangement for state employees, known as 
Advantage, by exploring similar arrangements that could be available through PEIP. 

11 More fully develop and analyze the business case for a secure benefit set available through 
PEIP, especially in relation to: 

o Insurance choices and arrangements otherwise available to PEIP-eligible groups; 
o Intrinsic choices and trade-offs among benefit design alternatives; 
o Impacts on PEIP, including potential changes in the number and type of groups 

who may become part of PEIP, as well as related staffing, reserving, and other 
PEIP administrative and management issue~; 

o Overall costs and benefits of any changes. 

11 Meet with and discuss benefits design issues with PEIP-eligible public employers and 
stakeholders; 

1111 Continue to monitor the health care market and to identify other innovative health benefit 
designs and options. 
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Argument for Inclusion of Homeopathy in 
Avian Flu Pandemic Planning. 

A. The Disease 

• According to public health officials a "super-flu" pandemic is likely to 
occur at some point .. 

• All evidence indicates that it may be lethal, similar to the 1918 pandemic 

B. Conventional Treatment 

• Vaccine does not exist yet, and it may take many months to make enough 
to immunize the US population once it is initially produced. 

• There are no effective conventional drugs. 
• Our level of preparedness is not much better than it was in 1918-1919 

pandemic, when 500,000 Americans and over 50 million people world­
wide died of the flu. 

C. Homeopathy 

• Historical evidence suggests that Homeopathy is supremely effective in 
epidemic disease. 

• Available clinical research is supportive. 
• Practitioner and patient experience is overwhelmingly supportive. 
• Homeopathic medications are cheep and easily available. . 
• Minnesota Homeopathic Association is standing by to provide all possible 

assistance to public health officials, including first responder training and 
hospital based professional support. 

Conclusion: Homeopathy must be further investigated by public health 
officials for possible inclusion the pandemic We have very 
little to lose, and possibly a lot to gain. 

Historical data, research and other information regarding Homeopathy in influenza may 
be found at www .HomeopathyForFlu.com 
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"Open your heart with a jest, and let your heart laugh a little; then 
become serious. " 

Talmud 

o ... what is homeopathy? Here's how some people responded 
this question: 

• "It's that health freak medicine using vitamins and mineral 
supplements." 

• "It's organic herbs." 
• "Never heard of it." 

• "It's where they use some kind of strange machines." 
• "A form of treatment using suggesti_on and placebos." 

Though creative, none of these answers is correct. Actually, 
homeopathy is the best kept secret in medicine today. While 
conventional medicine definitely has its place, it can't match 
homeopathy in its effectiveness against human suffering. So 
why don't more doctors practice it? The answer is simple. _First 
of all, it makes no sense to a "rational" mind-that is, at first 
glance. Second, it's much more difficult to practice than 
conventional medicine; most doctors will only dabble in it a bit 
and therefore don't get good results. Finally, if you want to do 
'·t well, you have to take your time and see eight patients a day, 
_nstead of forty, and that's hard on the wallet. 

Since I began my practice, I've searched for a concise booklet 
that would explain homeopathy to new and prospective patients. 
Having never found it, I realized that I would have to write it. 
Here it is. It is directed at lay people just curious about the 
subject, as well as doctors and scientists. One thing I know from 
experience: when somebody tells me they know what 
homeopathy is, they are usually wrong. I hope you find my 
explanation helpful. 
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"You thought, as a boy, that a mage is one who can do 
anything. So I thought, once. So did we all. And the 
truth is that as a man's real power grows and his 
knowledge widens, ever the way he can follow grows 
narrower: until at last he chooses nothing, but does only 
and wholly what he must do ... " 

Ursula K. Le Guin 

MY CONVERSION: 
ACCEPTING 

When I began medical school at the University of Minnesota, I 
was convinced that the common medical practice of our time, 
allopathic medicine, was the only method of healing worth 
considering. Still, I attended the meetings spon~ored by the 
Humanistic Health Committee to introduce medical students to 
alternative therapies. That way, I would at least know what 
alternatives were available. The committee invited practitioners in 
acupuncture, applied kinesiology, chiropractors, rolfers, Trager 
therapists, psychic healers and others. Some · of these 
presentations seemed credible; others did not. But when a 
homeopath lectured, I was outraged! It made absolutely no 
sense! I was certain thaLanyone who practices something so 
ridiculous must be a complete idiot or a crook, though this 

- gentleman didn't appear to be either. The whole concept sounded 
so improbable, it fired up my curiosity. I knew I'd have to 
~nvestigate it further, if only to disprove it. 

I got a homeopathic first aid book and a few remedies and waited 
for a suitable trial case. I didn't have to wait long. My 
grandmother suffered from mild, but frequent, anxiety attacks. 
Since immigrating to the United States, she couldn't find the 
tincture of valerian she always used in Russia. When she had her 
next anxiety episode, I gave her Aconite 6X from my 
homeopathic kit and told her it was valerian. She gladly took it 
and calmed down immediately. Of course, I assumed the result 
was only a demonstration of the placebo effect (the power of 
suggestion). Just thinking she was getting valerian calmed her. 
So, I set out to prove this assumption by giving her a placebo 
next time she became anxious. It looked and tasted exactly the 
same, and I was surprised when it didn't produce the expected 
calming result. So once again I gave her Aconite and she calmed 
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down. Since then, she has used bottles and bottles of the stuff 
and it always helps. 

Since I was a child, I dreamed of doing magic. I wondered what 
it would be like to have special powers like my heroes in fairy 
tales, and later, in science fiction stories. Using this homeopathic 
remedy on my grandmother felt very close! I gave her something -"-

couldn't possibly work and yet it produced a significan­
reproducible effect. I was hooked; I just hadn't realized it yet. W 
My final and irrevocable conversion to homeopathy took place in 
1985, when my father developed what appeared to be a case of 
an autoimmune disease. He had severe muscle pains, sweats, a 
fever, weight loss and a very high sedimentation rate (130), 
indicating severe inflammation somewhere in the body. He was 
admitted to Mount Sinai Medical Center in Minneapolis after 
having been ill for about a month. He had a complete workup, 
but after ten days, the diagnosis was still uncertain. He was still 
getting worse and, by this time, was bedridden. Steroids were 
the suggested treatment. Instead, my father saw a doctor who 
treated him homeopathically, and he improved dramatically. He 
was almost pain free the next day. Within a month, all his other 
symptoms resolved, and his sedimentation rate came down to 10. 

My father's case convinced me to investigate this system of 
therapy more closely. I researched the literature and sat in with 
several homeopathic doctors. I became so impressed with 
homeopathy, I decided to study it myself. Once I finished my 
residency in Internal Medicine, I studied homeopathy as 
comprehensively as I could, which took me all over the world 
When I returned to the United States, I started my homeopathic 
practice while also working part time as a conventional internist. 
I soon realized that although conventional approaches can 
definitely be of some use, nothing can come close to the 
effectiveness of homeopathic medicine. I now only use 
allopathic medicine either as a palliative (that is, to help deal with 
symptoms temporarily, while homeopathy takes effect), or in the 
rare case when homeopathy would not be appropriate. 
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a scientist must ... be absolutely like a child. If he 
sees a thing, he must say that he sees it, whether it was 
what he thought he was going to see or not. See first, 
think later, then test. But always see first, otherwise you 
will only see what you are expecting. Most scientists 
forget that. " 

Douglas Adams 
So Long and Thanks for All the Fish 

HISTORY OF 
DOUBT BREEDS 

No discussion of homeopathy is complete without the story of its 
founder, Dr. Samuel Hahnemann (1755-1843). Hahnemann 
graduated from medical school in 1779-, started his practice, and 
soon became disillusioned with the prevailing beliefs and 
practices of his time. Hahnemann was taught, as were all doctors 
of his time, that disease was due to an overabundance of one of 
the body's fluids or "liquors" and that treatment consisted of 
draining these excesses. The most accessible "liquor" was blood 
and it was drained profusely. There were many variations 
technique, but the goal was -always the same-drain as much 
qlood as possible1

• Doctors advocated drawing blood until no 
more came from the vein. Children were supposed to be bled 
until four-fifths of their blood was drained. Other "liquors" were 

rained through a variety of purging methods including large 
'closes of laxatives and emetics. All sorts of poisons, such as 
arsenic and mercury, were also used. Mercury, for example, 
was thought to effectively treat syphilis and was administered 
until the patient experienced copious salivation (which we 
recognize now as a symptom of severe mercury poisoning). 
From our perspective, any compassionate physician should have 
rebelled against such outrageous treatment of patients, but 
Hahnemann' s colleagues followed what they were taught, not 
knowing any better. They did their job to the best of their ability 
and with the best methods known at the time. 

Is it so different now? Many contemporary doctors give children 
antibiotics for any minor cold, a practice that eventually destroys 
the immune system. These doctors, too, think this is the best 
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way to treat disease. They are honest, hardworking people who 
practice medicine as they were taught. You might be inclined to 
defend contemporary practices by pointing out that antibiotics do 
work and quickly. But bloodletting also often helped in the short 
run. Over time of course, frequent bloodletting and poisoning 
made people chronically ill, as antibiotics do when used without 
moderation. 

Hahnemann had a sharp and probing intelligence, and he refuseu---
to trust anyone or anything simply at face value. His writings 
indicate that, unlike his colleagues, Hahnemann was not blinded 
by unquestioning faith in his professors. He rebelled against 
prevailing practices and openly criticized those who followed 
them. His writings were so full of contempt for his 
contemporaries, that he was-soon regarded as the embodiment of 
the devil himself. Lacking trustworthy alternatives he could offer 
his patients, Hahnemann simply quit medicine altogether. He 
worked as a chemist, and to provide additional income for his 
growing family, he translated books. It was through this 
secondary occupation that Hahnemann eventually stumbled upon 
homeopathy. He translated a book written by a popular doctor of 
the time that discussed the use of cinchona bark (quinine) in the 
treatment of malaria. The author suggested that the bitterness of 
the substance produced the curative effect. This didn't satisfy 
Hahnemann' s skeptical mind. He added a critical commentary to 
the translation, stating that he could easily list several substances 
even more bitter in taste that did nothing to help a patient with 
malaria. . a" 
Apparently not satisfied with mere criticism, Hahneman.1

1 

experimented on himself by taking a large dose of cinchona. He -w 

developed a fever, sweats, body pains and other symptoms 
similar to those of malaria. These symptoms lasted some time 
before he recovered. 

Hahnemann formulated a hypothesis: cinchona appears to cure 
malaria because it produces malaria-like symptoms in healthy 
people. He proceeded to test other substances, taking them 
himself, giving them to his hapless family and anyone else brave 
enough to visit his house, and carefully recorded the symptoms 
produced. If malpractice suits were common then, Hahnemann 
might never have developed homeopathy. 

Hahnemann started seeing patients again. He administered 
substances that produced in healthy people the same symptoms 
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for which the patient sought treatment. These patients improved 
enough to remove any doubt about the validity of his hypothesis. 

The Latin phrase Similia similibus curentur defines the one and 
only principle of homeopathy: "Let likes be cured by 
likes." This is all homeopathy is. A homeopathic physician's 

oal is to find a substance that produces in a healthy person the 
me symptoms the patient suffers from. He or she gives the 
tient that substance and watches the "magic." And what magic 

it is! 

Homeopathy was brought to the United States by the students of 
Hahnemann in mid-18 century. It became an immediate success 
and by the end of the century there were thousands of practicing 
homeopaths in this country. The New School enjoyed its 
popularity until the beginning of 20th century. This is when the 
modem drug companies started coming out with new drugs 
which were quite effective and easily administered. · - It became 
easier to prescribe aspirin than to take a comprehensive case to 
find a good homeopathic remedy. Most homeopaths took the 
easy route, and the science of homeopathy declined to the point 
of virtual non-existence. 

A handful of faithful practitioners kept homeopathy going until it 
was again recognized for its virtues in the 1970s. Homeopathy is 
now enjoying a strong comeback. There are presently several 
colleges in this country training quality homeopathic 
practitioners. There are also a number of homeopathic clinics 

.• 

i

,··.··r- sprouting up all over the world. I must say, it's a great time to be 
l homeopath! 
I~ 

~ .. 
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"Never accept a drink from a urologist." 

Erma Bombeck' s Father 

PROVING: 
THE WELL TO HEAL THE SICK 

Hahnemann' s practice of testing substances on healthy people 
determine their specific symptom pictures is called "proving.­
Hahnemann proved around 100 substances during his career. 
His students and followers continued the process, and 
approximately two thousand substances have been proven in this 
fashion. Because homeopathic practitioners didn't always know 
what to prove, all kinds of unlikely substances found their way 
into our Materia Medica books, the collection of information on 
remedy pictures. Some of the most unlikely are our most 
valuable remedies today. Homeopathic remedies come from 
plant, animal and mineral sources. Some of them are strong 
poisons, some are inert substances in their crude form. When 
properly prepared a (process that will be discussed in the next 
chapter), they lose their toxic potential and acquire the ability to 
heal. 

An extreme example of an unlikely substance becoming a 
powerful homeopathic medicine is Pyrogenium. This substance 
is derived from raw meat that is left in the sun until it rots. If a 
healthy person ate this meat, he or she would develop severe 
symptoms: diarrhea, vomiting, fevers with foul smelling sweao .. · ... i\······ 
restlessness, body aches. In short, he or she would feel, . ) 
well, rotten. w( ,. 

A patient who has not ingested rotten meat, but has these 
symptoms for some other reason, will be helped by Pyrogenium. 
Of course, a homeopathic practitioner would not recommend 
eating rotten meat. Pyrogenium is prepared in the standard 
homeopathic way, which is discussed in the next chapter. 

We don't often see patients with typhoid or other intestinal 
conditions that cause such symptoms. Nevertheless, while 
working for a local HMO a few years ago, I saw a fifty-year-old 
man who had developed a "cold" that just wouldn't go away. He 
had constant fevers, foul smelling sweats, restlessness, terrible 
mouth odor and other symptoms associated with Pyrogenium. It 
had already been three weeks, and he was not getting better. I 
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even gave him a strong antibiotic but, as I feared, it didn't 
alleviate the symptoms. The man had influenza, a viral 
condition, so of course, antibiotics couldn't help. I tried them 
only out of desperation. I considered admitting him to the 
hospital and ran some blood tests in preparation. In the 
meantime, I asked him to go to the store that sells homeopathic 

••....... ·/·· .emedies and buy Pyrogenium 30c. I doubted it would help, but 
1 couldn't hurt! He was to take three granules every two hours 

"WI! nd report to me in two days. 

Two days passed and his blood test r~sults came back. One look 
at them made me shiver. It seemed the virus had affected his red 
blood cells. They were hemolyzing (decomposing), and 
hemoglobin, the normal constituent of red blood cells, was 
spilling into the blood and trying to come through his kidneys to 
be eliminated in his urine. In the process, the hemoglobin had 
plugged the kidney's delicate filtering mechanism anq early signs 
of kidney shutdown were already apparent in the results. The 
patient was definitely headed for close monitoring in an intensive 
care unit. He would have to get vigorous intravenous hydration 
and could end up on dialysis. 

A few hours after I read the results, the patient came in. Before I 
could say anything he told me, "Doc, I feel thirty percent better." 
He looked a little better too. I· didn't know what to say. He 
wasn't supposed to be improving; he should have felt worse and 
possibly stopped producing urine. He defied the rules, so I 
decided to defy mine and wait a bit longer. After all, I was 
treating a patient, not a statistic on some report. Still, I drew 

lood for more tests. 

Another two days passed, and the latest blood test results showed 
a slight improvement. The patient came in and said, "Doc, it's 
working. I'm seventy percent better now." He continued his 
steady improvement and the blood abnormalities resolved as 
well. He was completely well in a couple of weeks. 

A week later he came back for an urgent visit for an acute gout 
attack in one of his joints. This development made me even 
happier. He'd had these gout attacks previously and a temporary 
return of old symptoms in the face of overall improvement is the 
best sign we can see (a phenomenon I'll explain the Payment 
chapter). 

I advised him to take a pain reliever for pain and eventually, the 
gout attack resolved on its own. I saw him a few . months later 
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when he invited me to a car demolition derby where he was one 
of the drivers. Needless to say, at this time he was completely 
well. This case illustrates a classic response to a well-chosen 
homeopathic remedy. We don't always see such textbook cases, 
but they are by no means uncommon. 

t 

I e,_ 
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"Be wary of strong drink. It can make you shoot at tax 
collectors-and miss. " 

Robert A. Heinlein 
Time Enough for Love 

REMEDY PREPARATION: 
,9· .. ·.l."'

4

.-... HE LESS WHISTTT"1"GrT 
· RUNKER YOU GET 
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How can a homeopathic practitioner get away with giving 
patients a substance like rotten meat? Even in the days when 
bloodletting was common practice, Hahnemann recognized that 
giving poisonous substances in crude form caused side effects. 
Treating syphilis with mercury, even if it fitted the patient's case 
perfectly, still caused mercury poisoning. Hahnemann attempted 
to avoid side effects by decreasing the doses and discovered that 
not only did the side effects dirmnish as the doses decreased, 
the effectiveness of the remedy actually increased. 

After experimenting for years, Hahnemann finally arrived at the 
method of preparation used today. The effectiveness of this 
method cannot be accounted for by present day science, and this 
is the major stumbling block to widespread acceptance of 
homeopathy. However, once you are willing to set this apparent 
inconsistency aside, you see dramatic results. 

Preparing homeopathic remedies involves serial dilutions and 

•

haking of the product between dilutions. After several dilutions, 
~ he initial substance is essentially washed out and cannot be 

. chemically detected in the final product. For instance, one of the 
lower potencies, 30c, is a serial dilution of 1 to 100 made thirty 
times, which yields a final product diluted 1060 times from the 
initial substance (that's 10 with 60 zeros after it!). Of course, 
this is far beyond Avogadro's number of 6.0 x 1023

• Therefore, 
the chance of finding a single molecule of the initial substance in 
the final product is zero for all practical purposes. These 
preparations are referred to as submolecular. 

30c is a low potency and homeopaths commonly use dilutions 
such as lM (102

'
000

), lOM (1020
,
000

), or 50M (10160
,
000

). While it 
makes no sense whatsoever in light of present day science, in 
practice, the higher the dilution, the stronger and longer 
lasting the effect. 
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Now you can see why the rotten meat did not make my patient 
sicker. None of it was left in the medicine! It seems ridiculous, 
which is why I thought the homeopath who gave the presentation 
in medical school was either crazy or a crook. The idea that sub­
molecular preparations could have any effect insulted my rational 
mind. It still does, but what can I say . . . it works. I try to be 
pragmatic in these situations. I knew it would do no harm, so 
tried it. When I saw that it worked, I couldn't turn back. 

There have been attempts to explain this phenomenon. For 
example, Dr. W. A. Tiller of Stanford University approached 
this subject from the standpoint of theoretical physics. His article 
seems too complicated for my simple mind, but some readers 
might find it informative. This is the only in-depth scientific 
explanation of which I am aw are. Other available explanations 
are more metaphysical and are the topic of the next chapter. 
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PHILOSOPHY: 

"This is much too deep for me. " 
Leo Rosten 

An epitaph he wrote for his tombstone 

EXPLAINING THE UNEXPLAINABLE 

(~e concepts at the heart and soul of homeopathy are not -~unded in science, or, at least not the science we know. 
Nevertheless, effective practice of homeopathy is impossible 
without a thorough understanding of them. With the help of this 
philosophy, a practitioner can properly evaluate a case, find the 
remedy, and know how not to be distracted. It is the result of 
two hundred years of thought and combines elements of religious 
philosophy with practical observation. 

We start with the concept of Vital Force. It is probably that 
something whose edges we can photograph with the Kirlian 
process. It animates our physical body (hence, it is called animus 
in Latin). The Chinese call it Chi. It controls all of the body's 
natural processes and preserves balance. When it . becomes 
inactive, we die. 

homeopathic philosophy, the Vital Force is seen as elemental 
and indivisible, which means it reacts as a whole to any irritant. 
If an irritant is strong enough, it can produce a stable 
derangement of the Vital Force, which we call disease. Because 
the Vital Force is elemental, it can sustain only one kind of 
derangement (disease) at a time. Such a derangement may 
1somehow dull the ability of the Vital Force to recognize what's 
wrong and that, in turn, causes a chronic illness. Although the 
Vital Force may have the power to throw off such an illness, it 
may fail to do so because it lacks perception of the problem. 
Vital Force is essential to our being, so when it is not well, we 
feel the symptoms on all levels. 

Homeopathic remedies directly affect the Vital Force. Because 
the Vital Force perceives a homeopathic remedy as a disease­
producing irritant, and because the irritant is strong enough, it 
stirs the Vital Force into action to repel it. If the disease state 
produced by the remedy is similar to the disease we' re trying to 
treat, the Vital Force recognizes the similarity and, in repelling the 
remedy irritant, it also repels the disease. In effect, we give the 
Vital Force a glimpse of itself in a mirror. Because only one 
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disease can be active within the Vital Force at any given time, 
only one remedy is necessary to cure it. 

Even patients who appear to have several diseases such as 
asthma, gastritis, headaches, rash and depression need only one 
remedy. All of these "diseases" are but symptoms of one central 
disturbance existing within the Vital Force. 

The Spirit of Homeopathy, Dr. Rajan Sankaran explains thi1 

with a metaphor of a pole that has several vines growing anu -
wrapping around it. Even though we may not be able to see the 
pole itself, we know it is there because without it, the vines 
would fall to the ground. We can remove one vine, then another 
and yet another, until we think we've removed them all, but 
they'll grow right back and will continue to grow back as long as 
the pole remains in place to support them. 

Here the pole represents the central disturbance within the Vital 
Force, and the vines represent our "diseases." By observing the 
shape of the vines on the pole (the minute individual 
characteristics of the patient's symptoms), we can ascertain the 
shape of the pole itself (the general characteristics of the inner 
disturbance). We then find a remedy that causes a similar 
derangement in a healthy person. This remedy is administered 
homeopathic form and triggers the Vital Force into action. The 
Vital Force then removes the disturbance (the pole), and all the 
individual "diseases" get cured. 

For those of you who are scientifically minded, I like the analogy 
using Einsteinian physics. Einstein came up with a theo~-. 
explaining the time disturbances that would happen during ne \ 
light speed travel long before such travel could take place. Using '"' ,r 

this analogy, homeopathy is like near light speed travel, already 
happening. We can observe the effects but can't explain them. 
We now need another Einstein to come up with the explanation. 
Of course, if such an explanation were to materialize, it would 
radically change our understanding of the universe and the newly 
evolved science would be to present day science as Einsteinian 
physics was to Newtonian physics of yesteryear. 
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"Somewhere, something incredible is waiting to be known." 
Carl Sagan 

FROM THEORY TO PRACTICE: 
THE MAGIC IN ACTION 

he practice of homeopathic medicine is often a lengthy process. 
ost homeopaths spend an hour or two with a patient on the first 

visit. The initial evaluation involves mainly taking the patient's 
history and a minimal physical examination. Practitioners gather 
information to understand the patient as completely as possible. 
First we note all the symptoms of the presenting complaint in 
great detail. We ask what makes the complaint better or worse, 
what time of day (down to the hour) it is the worst, what seems 
to bring it on, and whether it is associated with any other 
symptoms, especially if the connection doesn't seem to make any 
sense. Then we want to understand the patient's general physical 
makeup: whether he is usually cold or hot, how he sweats, what 
foods he craves, and so on. A major portion of the interview is 
devoted to understanding the patienCs psyche. Since most 
physical disease is caused by inappropriate reaction to stress that 
builds tension and is therefore released in the form of symptoms, 
a homeopath must understand this aspect of the patient in depth. 
A keen understanding of what drives the patient, what partiCular 
things the patient finds stressful and how he or she reacts to these 
stresses, holds the key to finding that patient's cure. 

•

nee the data is collected, the essence of the remedy may be clear 
·~ nd the prescription is given. More commonly, however, we 

,_ must "repertorize." To repertorize, a practitioner refers to a 
repertory, a cross reference of all the symptoms in the Materia 
Medica. You may recall that the Materia Medica lists various 
remedies and their characteristic symptoms as seen in provings. 
There are several Materia Medica books written by different 
authors. Besides the proving symptoms, they also include those 
symptoms cured with these remedies in the author's practice. 

The homeopath uses the repertory to find those remedies that 
have in their picture all the symptoms that are significant in the 
patient's case. There are usually very few remedies that have all 
the significant symptoms. Then the practitioner refers back to the 
Materia Medica to determine which remedy will fit the patient 
best. This is a tedious process, although computer programs to 
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assist the practitioner have been developed in the last few years. 
Even with computer assistance, however, only a skilled 
practitioner can determine which symptoms are significant. 

Once a remedy is selected, it may be given in one dose or in a 
series of doses. Patients are always scheduled for a follow-up 
visit anywhere from two days to two months later. These 
follow-ups are very important. They allow the practitioner t1 

evaluate the response to the remedy administered. The patient is 
not in a position to make this judgment. A patient may feel better 
and decide he or she is cured, or the patient may feel worse and 
decide the remedy is not working. Either judgment may be 
completely inappropriate. An apparent improvement may not be 
moving in the right direction; an apparent worsening may be a 
therapeutic aggravation. Only the practitioner can evaluate the 
case objectively, always keeping Hering' s Law of Cure in mind 
(the explanation of Hering' s Law is in the next chapter). 

Typically, for chronic conditions, I see a patient for a follow-up 
in about a month. During that follow-up visit we decide if the 
remedy is correct. If it is, we continue with it and the next 
follow-up is usually in two to three months. If the remedy was 
wrong, we note the symptoms again, I select a new remedy and 
schedule another follow-up in a month. 

Some Illustrative Cases: By the time my son was three and a 
half, we had moved 6 times across 3 continents as I pursued my 
studies. When he turned three, we were staying in Bombay, _ 
India. All of this moving was starting to have a negative effec1'iit\ 
on him. He was fearful and clinging desperately to his mother91

' 

Whenever my wife would leave the room, he would scream at the ' 
top of his lungs. 

After takinij the case, I gave him Stramonium IM (Remember, 
this is I 020 0 dilution. There is definitely nothing of the original 
substance left in the preparation). Stramonium is a poisonous 
plant which, when given to healthy people, causes overwhelming 
feelings of fear, something like what a child would feel if left 
alone in the woods with wild beasts. It is not difficult to see why 
he would be so terrified when you consider his state of mind at 
the time of the prescription. The remedy produced a remarkable 
change. Within two days after the dose (he was given only one 
dose) he allowed my wife to leave him in the room alone. He 
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then began exploring the house, going up to the second floor, 
going outside, etc. He even began talking to strangers. 

Another intriguing case was a woman in Bombay. She was 
suffering from aches and pains diagnosed as fibromyalgia. Even 
before taking the case formally I was able to observe her at home. 
One incident struck me. Her refrigerator once broke and she 
sked me where to go to have it fixed. This was a bit unusual, as 
he was the native and I the foreigner. She just did not feel 

capable of taking care of it herself. Later, when I took her case 
she told me she was rather shy and didn't like to go to parties for 
fear of looking stupid and being laughed at. She received Baryta 
Carbonica IM. This is carbonate of barium, the stuff we drink 
when we have our stomachs x-rayed. When taken 
homeopathic form, this stuff produces a feeling of being stupid, 
incapable and dependent. These patients are usually very shy and 
fear they will be laughed at. Children requiring this_ ~emedy will 
often hide behind furniture while in the doctor's office. Within 
two weeks after the dose, this patient had no more pains. She 
has improved tremendously on all levels since 'then. 

both cases, the patients had feelings inappropriate. to their 
situations. My son was afraid when there was nothing to be 
afraid of; the woman felt stupid when she was actually quite 
smart. This is what we look for when taking homeopathic -cases: 
things that don't make sense or don't belong, reactions out of 
proportion to the situation, strange things. That's why the initial 
interview may seem so strange to some patients: it may appear 

•

--"-· that the doctor is not much interested in the patient's original 
-~ omplaint. On the contrary, we are very interested, but the 

"',,_ appropriate remedy may be determined by other seemingly 
unrelated symptoms. Sometimes the clue is provided by a 
mental-emotional symptom, as in the case above. Sometimes it's 
a strange physical symptom. Once I cured a case of abdominal 
pains and indigestion, guided by the patient's strange 
predisposition to get sneezing attacks when exposed to bright 
sun. You just never know what will tum out to be the most 
important clue in the case. 

Sometimes a clue is provided by a patient's dream. Dreams are 
where our feelings can often be seen most clearly, not clouded by 
the conscious mind. For example, I was treating a girl with 
asthma. When I could find no good clues in her case, I asked 
about dreams. She described quite a sad state of affairs. She 
was always alone in the dreams, there were no other people 
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there, neither her parents nor friends. She was very lonely there. 
She sounded quite sad when talking about it. This type of 
"orphan" feeling which is usually suppressed in the waking state 
but comes out clearly in dreams, is characteristic of Magnesia 
Carbonica (magnesium carbonate). One dose of lM cured the 
girl of asthma and she became more cheerful. 

Occasionally, knowledge of homeopathy may help a doctor de 
with patients who don't even need a homeopathic remedy. Eve 
doctor has seen numerous patients suffering from insomnia. 
Upon taking a more careful history, we discover that many of 
these patients drink a couple pots of coffee per day. To a 
homeopath, these patients are proving (see the chapter on 
proving) coffee and should cut its intake immediately. Of course, 
any reasonable physician will conclude that. Sometimes it is not 
so clear that a patient is experiencing a proving of some substance 
(you can also call it a side effect, or poisoning). One of my more 
interesting cases was a 95-year-old physician who was 
complaining of having very disturbing dreams. He would dream 
of finding himself in some strange place, unable to find his way 
home. This was the most peculiar symptom in his case. I looked 
it up in the repertory and found that Glonoinum (nitroglycerin) 
was one of the remedies listed. I reviewed the patient's 
medication list and saw that one of his daily medications was 
Nitrobid, a long acting nitrate preparation, similar to 
nitroglycerin. We replaced Nitrobid with another drug and the 
dream problem resolved. 

t 
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"Truth is stranger than fiction because life doesn't give a 
damn about being plausible. " 

Leo Rosten 

THERE IS NO FREE LUNCH 

isease is a disturbance in the Vital Force that interferes with its 
ability to deal adequately with stress. Tension builds, and the 
Vital Force is unable to discharge it effectively. This tension 
causes disease symptoms. The goal of treatment is to trigger a 
reaction in the Vital Force so that it recognizes its problem and 
acts to diffuse the tension. Since tension may have been building 
for some time, other symptoms might appear as it gets diffused. 
These are usually symptoms we've had before. Hering's Law of 
Cure, which establishes the criteria for evaluating a healthy 
response, states that symptoms should appear and then disappear 

the following order: 

from more to less important organs 
• from center to periphery 

• from top to bottom 

• in the reverse order of their appearance in life 

The main idea is that a disordered Vital Force spreads inner 
tension to the wrong places in the body. As the remedy brings 

.•......•... . more order, the pressure moves from more important organs to 
~... less important ones, and eventually leaves the body. 

"""· Another important concept is suppression. Homeopaths believe 
that if a symptom is suppressed by a treatment modality that is 
not directed at the center, more important organs may become 
affected. This happens, presumably, because an outlet for 
diffusion of tension is closed by the treatment and the Vital Force 
attempts to diffuse the tension elsewhere. 

For example, steroid ointment is often prescribed for children 
with eczema. It is usually used over a long period of time to 
"heal" the rash and, in most cases, it does the job and everybody 
is happy. But such children often develop asthma a few years 
down the road. A dermatologist once told me that children often 
"grow out" of eczema and "into" asthma. Such children are said 
to have "atopic" tendency, and their doctors usually don't make 
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the connection between the use of steroids and the development 
of asthma. 

But a homeopath looks at this case differently. The eczema is a 
result of a disturbance in the Vital Force. If it is suppressed by 
the steroids, we can expect some more serious disease to 
develop. So the asthma comes. When we treat a child 
homeopathically at this point, we expect the asthma to go aw~ 
and the eczema to reappear for some time. The symptoms move 
from within outward (lung to skin), from the more important 
organ to the less important ones, and in reverse order of their 
appearance. If the child is not treated homeopathically and the 
asthma is suppressed with allopathic drugs, then in a few years, 
perhaps when the patient is twenty or thirty years old, the disease 
will deteriorate into something more serious yet, such as 
depression or migraine headaches. If treated at this time, the 
patient can be expected to pass through the asthma stage before 
getting the eczema back. When old symptoms return, they must 
not be suppressed with local treatment. The Vital Force 

interfered with when it is attempting to bring 
disease out to the periphery; otherwise, the 

progress of the treatment is halted, and any gains 

made 

For example, a fifty-year-old man came to me for treatment of 
depression and insomnia. After the remedy, he started sleeping 
much better. At the same time he developed a rash in his groin. 
He'd had a similar rash in the past) and, as a matter of fact, still \ 
had some of the cream he'd used to treat it. Without a second.\ 
thought,' he used the cream. The rash promptly disappeared, and c' 

so did his improved sleep pattern. We were back to square one. 
I explained these concepts and gave him another dose of the 
remedy. Luckily for him, it worked again and both the sleep and 
the rash came back. This time he didn't suppress it and put up 
with the itching for a few months. He made quite remarkable 
improvements in his mental health and the rash eventually 
resolved as well. This case is not unusual. I've seen this kind of 
reaction many times. That's why we homeopaths watch so 
closely for suppression. 

The return of old symptoms can be seen as payment for getting 
better. When such a reaction happens, I usually ask the patient 
one question: "Is this worth the improvement or would you rather 
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have the original symptoms back?" Most patients find the 
improvement in their general well being so good, they' re willing 
to tolerate a minor aggravation. It would be easy enough to 
reverse the case by using allopathic drugs, but my patients 
usually choose to wait it out. 
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"Be carefal about reading health books. You· may die of a 
misprint. " 

Mark Twain 

SAFETY: 
DON'T FIRE 

A major misconception about homeopathy is that it is natur 
medicine that can never do any harm. It is true that homeopathy 
can heal gently and without side effects, but the treatment in most 
cases must be directed by a trained practitioner who knows how 
to avoid the pitfalls. I can't stress this enough. Homeopathy is a 
very powerful, deep-acting form of therapy. Its effects are more 
profound and longer lasting than those of any modem-day 
allopathic drugs. The longer I practice homeopathy, the more 
respect I gain for its power and the more cautious I become in its 
use. 

We often say that homeopathic remedies are perfectly adopted for 
home use. Homeopathic first aid kits are widely available. I 
would not disagree. However, because this method of healing is 
so powerful, it is a good idea to learn as much as you can before 
using it on your own. See the Further Reading chapter at the 
end of this booklet for the suggestions. 

Sometimes, when used inappropriately, homeopathic remedies 
may cause problems. These are rare but anybody planning to use 
homeopathic remedies at home must be aware of the possible 
complications and know how to avoid them. ,,,-... 

We know that homeopathic remedies may aggravate a pre-I 
existing condition. This is usually comparatively mild and brief. · 
Nevertheless, in some cases, even a mild aggravation can be very 
serious. This must be considered especially in people with week 
Vital Force, such as the elderly and patients with severe chronic 
diseases. 

For example, people with coronary artery disease have 
cholesterol deposits blocking the arteries that supply their heart 
muscle. In advanced cases they experience chest pains with even 
mild exertion. Coronary arteries have a tendency to spasm 
around obstructions and this can cause more pain and, if 
prolonged, a heart attack. An otherwise correct homeopathic 
remedy given in too of a potency for particular 
patient could produce an aggravation by causing spasm around 
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the obstruction. A point to remember here is that the choice of the 
potency is always individualized and what is low for one patient 
may be high for another. A qualified professional will know what 
is appropriate in a particular case. Somebody treating such a 
patient at home may not know the difference and cause more 
trouble than they are ready for. 

other way ·a homeopathic remedy could cause harm is by 
roducing a proving. This happens if a remedy is repeated too 

frequently and for too long, even in low potencies, especially if a 
patient is particularly sensitive to the remedy. The symptoms of 
the remedy may start appearing (as in a proving), and the patient 
may get quite ill. Many professional homeopaths do administer 
remedies in repeated doses, but they know what to watch out for. 
Any qualified professional homeopath should be able to 
recognize a proving immediately and adjust the treatment before 
any serious problems occur. This situation is sirp.ilar to when a 
conventional drug produces side effects and the doctor must 
make changes in the treatment. Home prescribers may not always 
recognize the problem if they are lulled into complacency by the 
commonly held mistaken belief that everything natural is always 
safe. 

Combination homeopathic remedies may cause harm in a 
different way. This approach creates confusion in the Vital· Force 
and, while occasionally helping in the short run, it may cause 
serious health consequences in the future. You will find 
practitioners that would disagree with this statement, but given 

•

my education and experience I believe it to be correct. Since the 
( ~ury is still out on this question, I suggest, if you are considering 
~ using over the counter combination remedies, to limit the use to 

no longer than a couple of days, just in case I am right. 
Personally, I would never use any of these preparations in my 
practice. This also goes for the "homeopathic weight loss 
patches" currently flooding the market. 

conclusion, if you are planning to use homeopathic remedies at 
home, first learn as much as you can; stick to lower potencies, 
especially in the beginning; treat only acute self limiting 
conditions like colds and flues; treat only generally healthy 
people; don't change remedies frequently; and above all, always 
remember your limitations and ask for proper professional help 
whenever you have any doubt. Then, by all means, go ahead 
and you too will make a miracle from time to time .. 
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"It is always ours to question why, and never to just do 
and die." 

This is a twisted version of a rather famous quote. It is unknown 
just who twisted it first. 

QUESTIONS ANSWERS 

Q. What kind of diseases can be treated 
homeopathy? 
A. As I have mentioned elsewhere in this booklet, Homeopathy 
treats the root cause of all symptoms, not specific diseases as 
described by conventional doctors. However, people suffering 
from constellations of symptoms defined as specific diseases by 
the allopaths, such as diabetes, asthma, duodenal ulcer and many 
others, may want to know if their particular problem is likely to 
resolve with homeopathic treatment. While everyone can benefit 
from homeopathic treatment regardless of their presenting 
complaint, some conditions are more likely to resolve then 
others. The conditions most likely to resolve are those in which 
there is no irreversible pathology. For example, asthma and 
emphysema are conditions involving the lungs, and while very 
different in their specific effect on the lungs, they present with 
very similar symptoms of wheezing and air hunger. Asthma is 
an active, inflammatory process and the lungs can heal from its 
effects once the patient's Vital Force is cured. Homeopathy can 
be very effective in getting rid of asthma. Emphysema, on thel;&. 
other hand, is a degenerative process that permanently destroy~ 
the lung tissue. Homeopathy can sometimes make an ~· 
emphysema patient feel a little better as far as their lungs are 
concerned, but in most cases it can't reverse the effects of 
emphysema. A good homeopath may be able to give you an 
opinion regarding whether your specific condition is likely to 
resolve with the treatment. However, please keep in mind that it 
is the whole person we are treating, not just the presenting 
complaint. 

Q. What interferes with homeopathic treatment? 
A. First and foremost on the list of things that can interfere with 
a homeopathic remedy's effectiveness are strong suppressive 
drugs like steroids and immunosuppressants. Since birth control 
pills suppress the natural cycle, they too can interfere with a 
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remedy. Camphor oil tends to antidote the action of the 
remedies, as can some types of dental work. Coffee (decaf or 
regular) may interfere in some cases. 

A strong shock, either emotional or physical, such as being 
injured in a motor vehicle accident or grieving the death of a close 
elative can interfere with the effectiveness of a homeopathic 
emedy. 

Q. 
remedies widely 
Headache", "PMS", etc.? 
A. First of all, they are not homeopathic because they are not 
individually prescribed. A patient with a headache may get one 
of about a thousand remedies, and it will be different for every 
headache sufferer. Yes, potentized drugs are used in these 
combinations, but it does not make them homeopathic. 

Next, when numerous potentized drugs are used at one time, 
Vital Force gets confused. Keep in mind that each remedy has a 
certain disease state associated with it. If one presents the Vital 
Force with several disease states all at the same time, the Vital 
Force gets mixed messages. If used for any length of time, these 
combination remedies may confuse the Vital Force to the point of 
no return. When I get these "confused" cases in my practice it is 
very hard to find a good remedy for them. Then, when the 

.. remedy is found, it takes ten fold more time for the remedy to 
~1,· work. In my opinion, its much healthier to take Tylenol for your < headaches, decongestant for your sinuses and antihistamine for 
· your insomnia (all in moderation of course), then to use 

homeopathic combination remedies. 

Q. Do homeopaths use electronic eauiument for 
diagnosis? 
A. Some practitioners who call themselves homeopaths do. But 
to a classical prescriber these practitioners are not, strictly 
speaking, homeopaths. They use homeopathic remedies in a 
non-homeopathic way. The same goes for those practitioners 
who inject the remedies. There may be value in these approaches, 
but they probably shouldn't be called homeopathy. In classical 
teaching, a patient should either ingest (eat) or inhale (sniff) the 
remedy. 
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homeopathy the same as herbal medicine? Is it a 
herbs, diets, vitamins and counseling? 

A. No, though this can be confusing, as some practitioners do 
get involved in both homeopathy and nutritional counseling. My 
personal philosophy is that as you improve in your health, your 
body will desire healthy food. When my patients reques 
assistance with their diets, I refer them to a nutritionist who i 
properly trained in that specialty. 

Regarding herbs, they are, strictly speaking, allopathic drugs. In 
homeopathy, drugs are chosen according to the principle of 
similarity (like cures like). In conventional or allopathic medicine, 
drugs are chosen on the principle of opposite (a drug must have 
action opposite to that of the disease). For example, a narcotic 
lessens a patient's sensitivity to pain, so it can be used if a person 
is experiencing pain. An expectorant makes one's respiratory 
tract secrete more mucus, so it can be used when cough is too 
dry. These effects can be achieved by either natural drugs, like 
herbs, or synthetic drugs, like most conventional medications. 
Conceptually, there is little difference between the two 
approaches. One must realize that no chronic condition could be 
cured by this method. The most one can hope for is palliation, or 
temporary improvement. However, sometimes this is all that is 
desired, and if one chooses to use an allopathic approach to treat 
a condition, a drug that is the most effective and has the least side 
effects should be chosen, whether herbal or synthetic. 

It is possible to use herbs in a homeopathic way as well, bu·· 
practitioners who do this well are very hard to find, and such / 
practice is very poorly standardized. Most herbalists are £'.: 
allopathic. 

remedy for hay fever, headache, 
depression, etc.? 

A. There is no such remedy. Homeopathic remedies are not 
chosen on such indications. 

remedy for 
rest ~ 
A. No, you will only be on a remedy until you achieve the 
desired state of health. 
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Are all homeopaths medical doctors? I 
a good homeopath? 

A. No. In fact, I would not base my choice of a homeopath on 
the appearance of MD or DO after their name. My personal 
homeopath has initials RSHom (Registered with Society of 

omeopaths). These initials are certified by the North American 
ociety of Homeopaths exclusively for "non-licensed" 
ractitioners. This title carries a lot of weight. The best way to 

find a good practitioner is to get referred to one by a happy 
patient. If you don't know anybody seeing a good homeopath, 
call the practitioners in the area and inquire if they are classical 
and how much time they allow for the first visit. If they are 
combination prescribers (non-classical) or schedule less then one 
hour I would be skeptical. It is possible for a very advanced 
practitioner to spend less time on the first interview, but most of 
us require at least an hour to get a good case history.- Personally, 
I schedule two hours for my new patients. One way to find a 
good homeopath is by calling a homeopathic stµdy group in your 
area and asking them. They would be very happy to refer you. 
A study group in your area can be found in the referral list put out 
by the National Center for Homeopathy@ (703) 548-7790 

Q. What do all those letters mean? 
A. Many homeopaths have different initials after their names. 
These are usually titles awarded by different homeopathic boards 
and schools. Because homeopathic education and certification in 

.•.•. ·· the US have not been standardized yet there are several groups 
~. ertifying their members. Any certification, of course, speaks 
\ only of the particular homeopath' s ability to satisfy the particular 

board's minimum competency requirements and may not reflect 
the practitioner's true level of mastery. 
Here are some of the titles you may find: 
DHt (Diplomate of Homeotherapeutics): Given by the American 
Institute of Homeopathy to medical doctors passing their exam. 
The AIH is the oldest organization of physicians in the US, 
predating the AMA. In fact, the AMA was originally founded 
response to the threat perceived by the allopathic (conventional) 
doctors of the time, from homeopaths forming a national 
organization. 
D HANP (Diplomate of Homeopathic Academy of N aturopathic 
Physicians): As the name implies, this is a title similar to DHt 
given by the naturopathic board. 
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(Diplomate of National Board of Homeopathic 
Examiners): This one may sound a bit misleading. It is awarded 
by a group of chiropractic homeopathic educators to practitioners 
passing their exam. 
MFHom (Member of the Faculty of Homeopathy): Given by 
the Faculty of Homeopathy, the British equivalent of the AIH, to 
doctors passing their exam. This title is recognized by medic···: 
authorities throughout European Community and other countrie .~ 
having historical ties to the United Kingdom. The Faculty runs a .!; 
fairly intensive educational program attracting doctors from all 
over the world. 

(Fellow of the Faculty of Homeopathy): Awarded to 
doctors holding the title of MFHom and showing certain extra 
achievement, particularly in the area of homeopathic education. 
RSHom(NA) (Registered with Society of Homeopaths (North 
America)): Given by NASH (North American Society of 
Homeopaths). NASH accepts only non-licensed practitioners as 
members and this title signifies the practitioner's passing of 
membership requirements which include demonstrating 
proficiency in classical homeopathy. This title was originally 
modeled on RSHom of Great Britain. 

(Certified in Classical Homeopathy): Given by CHC 
(Council for Homeopathic Certification), a fairly new board 
trying to unite all these different groups under a common 
umbrella. This title certifies that the practitioner, regardless of 
their licensure status, passed a minimum competency exam 
classical homeopathy. The interesting new twist added by this 
board is a medical portion of the exam required for all non~·" :~\ .. 
medically licensed applicants. This is the first attempt in mode ) 
history of homeopathy in this country to make sure the $

1
' 

practitioner possesses a certain minimum of conventional medical 
knowledge in addition to proficiency in homeopathy. 

(Certified Trained Homeopath): This is a diploma given 
by ESSH School of Homeopathy in Flagstaff, AZ, to students 
demonstrating a certain degree of mastery in classical 
homeopathy. I have a heavy personal bias in favor of this title. 
I believe its bearers are some of the best homeopaths available. 
However, this should in no way diminish the importance of other 
titles mentioned above. There are other titles given by other 
groups, some probably very good, but having no personal 
familiarity with them I will not mention them here. 
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Q. Will my insurance pay for homeopathy? 
A. I have been told that some insurance companies are coming 
around. However, be sure to call regarding your specific policy 
before you get treatment to verify coverage. If your homeopath 
is an l\.1D or Po and your policy allows you to see that 

i./ doctor-you may be reimbursed according to plan rules. 
\ 
' ·!R Q. What are the different kinds of homeopathy? 

A. There are two major schools of homeopathy in the world 
today: classical homeopathy, which I've described here, and 
pluralist homeopathy. Classical homeopathy is also called 
Hahnemannian or unicist. Its main principle is to use one remedy 
at a time to address the whole person. The pluralist approach 
uses several remedies simultaneously. It is prevalent in France 
and is used by some practitioners in this country. Pluralist 
homeopathy is generally frowned upon by classical prescribers 
who believe that it is difficult enough to find the one right remedy 
and follow its effect on the patient. Therefore, giving several 
remedies at once makes it impossible to determine which of them 
is causing the change in the patient's condition. We are also 
concerned about the possible deleterious effect on the Vital Force 
that may be produced by such prescribing, but as I have 
mentioned elsewhere, the jury is still out on this one. 

Q. Has homeopathy been nut throu~h scientific 
testing? 
A. When I tell my doctor colleagues about homeopathy, they 
always want to see some "hard data." In the medical world this 
usually takes the form of studies. Such studies are carried out in 
a "double-blind, placebo-controlled" fashion. This means 
two groups of people take either an active drug or a sugar pill that 
looks the same. The pills are administered by a third party and 
neither the researcher nor the patient know what anybody is 
taking until the code is broken. The results of these studies really 
help address the issue of whether the drug is indeed effective or a 
placebo effect is occurring. The studies I quote in the appendix 
show that the submolecular dilutions used in homeopathy really 
do produce significant effect on living beings, both humans and 
animals. Science can't explain homeopathy yet, but it is really 
immaterial as long as we can demonstrate that it works. 
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Q. Are homeopathic remedies all natural? 
A. If you haven't read the entire book, this answer may not 
make sense to you. The point is, who cares what the remedies 
are, if the healing is natural. The remedies don't really have any 
effect on the body other than to trigger the Vital Force to react. 
Once it reacts, healing takes place from within, directed by the 
Vital Force. That is, we heal ourselves, and that is the mos 
natural kind of healing. 

you still insist on the answer-most are indeed, natural. 
Whether this should prompt you to use homeopathy is another 
question. You should decide to use it for completely different 
reasons. Here are some examples of homeopathic remedies: 
Mineral Source: 
Arsenicum Album (white oxide of arsenic) 
Silica (sand) 
Graphites (lead from "fine English pencil") 
Sulphur (elemental sulphur) 
Aurum (gold) 
Argentum nitricum (silver nitrate) 
Petroleum (petroleum) 
Hydrogen (hydrogen gas) 
Mercurius vivus (mercury) 

Plant Source: 
Rhus toxicodendron (poison ivy) 
Conium maculatum (poison hemlock) 
Chamomilla (daisy) 
Thuja occidentalis (arbor vitae) 
Carbo vegetabilis (vegetable charcoal) 
Phytolacca decandra (poke-root) 
Urtica urens (stinging nettle) 
Lilium tigrinum (tiger lily) 

Animal Source: 
Crotalus horridus (venom of rattle snake) 
Pyrogenium (rotten meat) 
Lac caninum (dog's milk) 
Lyssin (saliva of rabid dog) 
Tarentula Hispanica (tarantula, tincture of the living spider) 
Apis mellifica (honey-bee, tincture of the whole bee) 
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And then there are other things I don't care to mention as an 
unaware reader might have an inclination to vomit. Of course, all 
of these things are natural and therefore good for you, right? 
Right!, but only if well prescribed and given in the appropriate 
homeopathic form, and not because they are natural. 

9!. Is homeopathy safe in pregnancy? 
( . This is a hard one. It probably is, but as with all healing 

w:. modalities, one has to be very careful. One always has to weigh 
the risk of treatment vs. non-treatment. If the mother has a 

·~~·, ·~liliil!! 

certain clear state that definitely needs treatment, there is a strong 
chance that she will give this state to the baby if untreated, and it 
may be a good idea to treat them both at the same time and for the 
price of one-but very carefully, and only when the remedy is 
very clearly indicated. 
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"Get your facts first, and then you can distort them as much as 
you please. " 

APPENDIX 

Quadruple -
1989, p. 
Complete Text 

Mark Twain 

(Editorial), The Lancet, 22f' 
Can blind discussion remove bias from the reader? Take a trial in 
which 149 general practitioners entered 487 patients with an 
influenza-like syndrome into a randomized double-blind 
comparison of active treatment and matching placebo, both given 
sub lingually .1 The first dose was supervised, the other four 
doses were taken on the following mornings and evenings. 478 
of the entered patients (98 .2 % ) met the admission criteria ( 5 out 
of 242 patients in the active treatment group and 4 out of 245 
placebo patients were ineligible). At admission the groups were 
similar in age and proportion with severe illness. The patients 
recorded their rectal temperature morning and evening and 
whether they still had any or all of five cardinal symptoms within 
forty-eight hours of the start of treatment. The recovery rates 
were 39/228 (17 .1 % ) in the active treatment group and 24/234 
(10.3%) in the placebo group (P=0.03,X2

). The relative risk of 
recovery was 1.67 (95% confidence interval [CI] 1.1-2.7). The 
difference in the proportion of patients who recovered was 6. 8 % 
(95% CI 0.6-13.0% ). Logistic regression showed that several 
potential confounders did not substantially alter the effect o 
active treatment (odds ratio 1.9, 95% CI 1.1-3.4; P=0.02). Age· 
and severity at admission were significantly associated with 
recovery: younger patients and those with mild or moderate 
illness recovered better, as might be expected. All the patients 
were asked about the effectiveness of their therapy, and more 
expressed favourable judgments about the active treatment ( 61 % 
vs. 49%, P=0.02). Use of other symptom-relieving drugs for 
pain, fever, cough, or coryza and use of antibiotics were not 
confounders; in fact, more patients in the placebo group used 
compounds to relieve pain or fever. Can the trial be criticized 
more than the authors do already? There might have been 

1 Ferley JP, Zmirou D, D' Adhemar D, Balducci F. "A Controlled 
Evaluation of a Homeopathic Preparation in the Treatment of Influenza-like 
Syndromes." Br F Clin Pharmacol 1989;27:329-35. 
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imbalances between the general practitioners in their recruitment 
of patients: every participating doctor should have entered 4-6 
patients, to give a total of at least 596 cases. Also, data on 16 
eligible patients were not analyzed for efficacy. There were only 
four unsupervised doses, but compliance was not reported. 
Finally side-effects in both groups were not recorded or reported. 

•

e authors are restrained in their discussion "The effect was 
odest . . . but nevertheless is of interest". A 7% difference in 

~ efficacy as defined would be a respectable proportion in most 
drug trials2. Now let the code be broken-the active treatment 
was a homeopathic preparation. 

Ferley, J.P., A Controlled Evaluation of .ll...ILVU.lll;;Uruuuu" 

Preparation 
Syndromes, British Journal of Clinical Pharmacology, 
1989, 27, pp. 329-335. 
1. A controlled clinical trial was conducted to-- assess the 
effectiveness of a homeopathic preparation in the treatment of 
influenza-like syndromes. 
2. 237 cases received the test drug and 241 were assigned to 
placebo. Patients recorded their rectal temperature twice a day, 
and the presence or absence of five cardinal symptoms 
(headache, stiffness, lumbar in articular pain, shivers) along with 
cough, coryza and fatigue. 

3. Recovery was defined as a rectal temperature less than 37.5°C 
and complete resolution of the five cardinal symptoms. 

/ 4. The proportion of cases who recovered within 48 h of 
\{'······. . reatment was greater among the active drug group than among 
\. he placebo group (17.1%against10.3%, P=0.03). 
,. 5. The result cannot be explained given our present state of 

knowledge, but it calls for further rigorously designed clinical 
studies. 

Reilly, 
Controlled 

Hay Fever as a 
1986, pp. 881-886. 

a 
Potency, 

The Lancet, October 18, 

The hypothesis that homeopathic potencies are placebos was 
tested in a randomized, double-blind, placebo-controlled trial. 
The study model chosen compared the effects of a homeopathic 
preparation of mixed grass pollens with placebo in 144 patients 

2 My emphasis. 
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active hay fever. The homeopathically treated patients 
showed a significant reduction in patient and doctor assessed 
symptom scores. The significance of this response was 
increased when results were corrected for pollen count and the 
response was associated with a halving of the need for 
antihistamines. An initial aggravation of symptoms was noted 
more often in patients receiving the potency and was followed b 
an improvement in that group. No evidence emerged to suppo 
the idea that placebo action fully explains the clinical responses t 
homeopathic drugs. 

C.E.I., 
Homeopathy, 
Homeopathy, 
28. 

Control of Stillbirths Pigs Using 
International Journal for Veterinary 

2, October 1986, DD. 2 6-

The author tested Caulophyllum C30 for its effect against 
stillbirth in a herd of pigs. Ten sows received Caulophyllum C30 
prior to farrowing; ten sows received no treatment (control). 
Stillbirth rate was over 20, 8% in the control and 10, 3% in the 
treated group. These results are statistically significant. 

P ., Effect OI .uomeopatmc Treatment on 
rositis (Primary FibromvalQ:ia ).. British Medical 

urnal, 1989, 229, 
Fibrositis (primary Fibromyalgia) is a controversial condition but 
is becoming increasingly accepted. It is difficult to treat. We 
showed that the homeopathic medicine Rhus toxicondendron 6c 
was effective for a selected subgroup of patients with fibrositis 
The improvement in tenderness, which is the best discriminat1 

of fibrositis, was particularly distinct. The improvemen 
experienced by our patients while receiving active treatment was 
at least as great as that reported for any other treatment that has 
been assessed double blind. 

Kleijnen, Clinical Trials of Homeopathy, British 
Medical Journal, 302, 216-23. 
Objective-To establish whether there is evidence of the efficacy 
of homeopathy from controlled trials in humans. 
Design-Criteria based meta-analysis. Assessment of the 
methodological quality of 107 controlled trials in 96 published 
reports found after an extensive search. Trials were scored using 
a list of predefined criteria of good methodology, and the 
outcome of the trials was interpreted in relation to their quality. 
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Setting-Controlled trials published world wide. 
Main outcome measures-Results of the trials with the best 
methodological quality. Trials of classical homeopathy and 
several modem varieties were considered separately. 
Results-In trials some form of classical homeopathy was 
tested and in 58 trials the same single homeopathic treatment was 

· ven to patients with comparable conventional diagnoses. 
ombinations of several homeopathic treatments were tested in 
6 trials; isopathy was tested in nine trials. Most trials seemed to 

be of very low quality, but there were many exceptions. The 
results showed a positive trend regardless of the quality of the 
trial or the variety of homeopathy used. Overall, of the 105 trials 
with interpretable results, 81 trials indicated positive results 
whereas in 24 trials no positive effects of homeopathy were 
found. The results of the review may be complicated by 
publication bias, especially in such a controversial subject as 
homeopatby. 
Conclusions-At the moment, the evidence of clinical trials is 
positive but not sufficient to draw definitive conclusions because 
most trials are of low methodological quality and because of the 
unknown role of publication bias. This indicates that there is a 
legitimate case for future evaluation of homeopathy, but only by 
means of well performed trials. 

Gibson, R.G., 
Arthritis: Evaluation by 
Therapeutic Trial, British Journal of Clinical 

•

harmacology, 1980, 9, pp. 453-459. 
~. . Twenty-three patients with rheumatoid arthritis on orthodox 

. ~first-line anti-inflammatory treatment plus homeopathy were 
compared with a similar group of twenty-three patients on 
orthodox first-line treatment plus an inert preparation. 
2. There was a significant improvement in subjective pain, 
articular index, stiffness and grip strength in those patients 
receiving homeopathic remedies, whereas there was no 
significant change in the patients who received placebo. 
3. Two physicians were involved in prescribing for the patients 
and there were no significant differences in the results which they 
obtained. 
4. No side effects were observed with the homeopathic 
remedies. 
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Jacobs, et al, Treatment of Acute 
Diarrhea with Homeopathic Medicine: A Randomized 

Trial Nicaragua, Pediatrics, Vol. 93, No. 
5, May 1994, pp. 719-725. 
Objective-Acute diarrhea is the leading cause of pediatric 
morbidity and mortality world-wide. Oral rehydration treatment 
can prevent death from dehydration, but does not reduce th 
duration of individual episodes. Homeopathic treatment for acu 
diarrhea is used in many parts of the world. This study wa 
performed to determine whether homeopathy is useful in the 
treatment of acute childhood diarrhea. 
Methodology-A randomized double-blind clinical trial 
comparing homeopathic medicine with placebo in the treatment of 
acute childhood diarrhea was conducted in Leon, Nicaragua, in 
July 1991. Eighty-one children aged 6 months to 5 years of age 
were included in the study. An individualized homeopathic 
medicine was prescribed for each child and daily follow-up was 
performed for 5 days. Standard treatment with oral rehydration 
treatment was also given. 
Results-The treatment group had a statistically significant 
(P<.05) decrease in duration of diarrhea, defined as the number 
of days until there were less than three unformed stools daily for 
2 consecutive days. There was also a significant difference 
(P<.05) in the number of stools per day between the groups after 
72 hours of treatment. 
Conclusions-The statistically significant decrease in the duration 
of diarrhea in the treatment group suggests that homeopathic 
treatment might be useful in acute childhood diarrhea. Furthe.' ' 
study of this treatment deserves consideration. , ::) 

';';+' 

Reilly, D., et. al, Is Evidence for Homeopathy 
Reproducible?, The Lancet, 1994; 344: pp. 1601-06 
We tested under independent conditions, the reproducibility of 
evidence from two previous trials that homeopathy differs from 
placebo. The test model was again homeopathic immunotherapy. 

Twenty-eight patients with allergic asthma, most of them 
sensitive to house-dust mite, were randomly allocated to receive 
either oral homeopathic immunotherapy to their principal allergen 
or identical placebo. The test treatments were given as a 
complement to their unaltered conventional care. A daily visual 
analogue scale of overall symptom intensity was the outcome 
measure. A difference in visual analogue score in favour of 
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homeopathic immunotherapy appeared within one week of 
starting treatment and persisted for up to 8 weeks (P=0.003). 
There were similar trends in respiratory function and bronchial 
reactivity tests. 

A meta-analysis of all three trials strengthened the evidence that 
omeopathy does more than placebo (P=0.0004). Is the 
producibility of evidence in favour of homeopathy proof of its 

activity or proof of the clinical trial's capacity to produce false-
positive results? 

Linde, K., et all, Are the clinical effects of 
homeopathy placebo effects? A meta-analysis of 
placebo-controlled trials, The Lancet , 1997; 350: 
pp.834-43 

Background Homeopathy seems scientifically implausible, but 
has widespread use. We aimed to assess whether the clinical 
effect reported in randomized controlled trials of homeopathic 
remedies is equivalent to that reported for placebo. 

Methods We sought studies from computerized bibliographies 
and contacts with researchers, institutions, manufacturers, 
individual collectors, homeopathic conference proceedings, and 
books. We included all languages. Double-blind and/or 
randomized placebo-controlled trials of clinical conditions were 
considered. Our review of 186 trials identified 119 that met the 

•

·nclusion criteria. 89 had adequate data for meta-analysis, and 
~t wo sets of trials were used to assess reproducibility. Two 
' . reviewers assessed study quality with two scales and extracted 

data for information on clinical condition, homeopathy type, 
dilution, "remedy", population, and outcomes. 

Findings The combined odds ratio for the 89 studies entered into 
the main meta-analysis was 2.45 (95% CI 2.05, 2.93) in favor of 
homeopathy. The odds ratio for the good-quality studies was 
1.66 (l.33, 2.08), and that corrected for publication bias was 
1.78 (1.03, 3.10). Four studies on the effects of a single remedy 
on seasonal allergies has a pooled odds ratio for ocular symptoms 
at 4 weeks of 2.03 (1.51, 2.74). Five studies on postoperative 
ileus had a pooled mean effect-size-difference of -0 .22 standard 
deviations (95 % CI -0.36, -0.09) for flatus, and -0.18 SDs 
(-0.33, -0.03) for stool (both p<0.05). 
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Interpretation The results of our meta-analysis are not compatible 
with the hypothesis that the clinical effects of homeopathy are 
completely due to placebo. However, we found insufficient 
evidence from these studies that homeopathy is clearly efficacious 
for any single clinical condition. Further, research is warranted 
provided it is rigorous and systematic. • 

3(:) 

END NOTES 

1. Harris L. Coulter, Divided Legacy: The Conflict Between 
Homeopathy and the American Medical Association. (Berkeley, 
CA: North Atlantic Books, 1973). 

• 

William A Tiller, Ph.D., "Towards a Scientific Rationale of 
omeopathy," Journal of Holistic Medicine, Vol. 6, No. 2, Fall 

··· 1984, (Human Sciences Press), pp. 130-147. 

3. James Tyler Kent, Lectures on Homeopathic Materia Medica, 
(New Delhi: Homeopathic Publications, 1920), page number 3. 

Leo Rosten's, Carnival of Wit, (New York City, NY: Penguin 
Books). This is where many of the quotes come from. 

r1t./ {lit' •. 
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Reading 

Dooley, Timothy, MD, ND: 
Homeopathy: Beyond Flat Earth Medicine 
Timing Publishers, San Diego, CA, ISBN 1-886893-00-4 
This is a great book! It discusses essentially the same subjects a 
my book, but in a different way. Some people seem to relat1 

better to Tim's presentation than to mine. I highly recommend 
this book. 

Panos, Maesimund B., MD and Heimlich, Jane: Homeopathic 
Medicine at Home 
J.P. Tarcher, Inc., Los Angeles, CA, ISBN 0-87477-195-1 
This book is for those who would like to dabble in homeopathy a 
bit. It will give you the guidelines for prescribing for acute 
conditions, like injuries, flues, earaches, etc. This book is well 
written and easy to understand. But be careful! Stick to low 
potencies, prescribe only when indications are very clear, and 
don't change remedies often! 

Vithoulkas, George: The Science of Homeopathy 
Grove Press, Inc., New York, NY, ISBN 0-394-17560-3 
As the title implies, we are getting more serious here. This is a 
definitive work on homeopathic philosophy and practice. 

Hahnemann, Samuel: The Organon of Medicine 
Tarcher, Inc., Los Angeles, CA, ISBN 0-87477-223-0 

This is the source. This is where it starts and this is where w 
always come back to when in doubt. This is the homeopath's 
bible. It is not to be read lightly, but studied, preferably under 
direction of a good teacher. 

Coulter, Harris L.: Divided Legacy: The Conflict 
Between Homeopathy and the American Medical 
Association 
North Atlantic Books and Homeopathic Educational Services 
Berkeley, CA , ISBN 0-913028-96-7 
This is for history buffs. This book traces the complete history 
of homeopathy in the United States: from the beginning in the 
mid-1800s, through the height of popularity, and down through 
the decline at the tum of the 20th century. 
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CLINICAL MEDICINE 
By David B. Jewett, M. D., Department Editor 

HOMEOPATHY IN INFLUENZA-A CHORUS OF 
FIFTY IN HARMONY 

By W. A. Dewey, M. D., University of Michigan 

In a plant of 8,000 workers we had only one death. The 
patients were not drugged to death. Gelscmium was practically 
the only remedy used. We ased. no Aspirin and no vaccines. 
-Frank Wieland, M. D., Chicago. 

Absence of the customary drugging was also an element of 
the remarkable success in this plant.-Burton Haseltine, 11. D., 
Chicago. 

There is one drug which directly' or indirectly was the cause 
of the-loss of more lives than was influenza itself. You all 
know that drug. It claims to be Salicylic acid. Aspirin's history 
has been printed. Today you don't know what the sedative action 
of Salicylic acid is. It did harm in two ways. Its indirect action 
came through the fact that Aspirin was taken until prostration 
resulted and the patient deve?oped pncumonia.-Frank L. New­
ton, M. D., Somerville, Mass. 

I did not lose a single case of influenza; my death rate in 
the pneumonias was 2.1 %- The salycilates, including Aspirin 
and Quinine, were almost the sole standbys of the old school and 
it was a common thing to· hear them speaking of losing 60% of 
their pneumonias.-Dudley A. Williams, M. D., Providence R. I. 

Three hundred and fifty cas<!s and lost one, a neglected pneu­
monia that came to me after she had taken one hundred grains 
of Aspirin in twenty-four hours.-Cora Smith King, M. D., 
Washington, D. C. 

Dean W. A. Pearson of Philadelphia collected 26,795 cases of 
influenza treated by homeopathic physicians with a mortality of 
1.05%, while the average old school mortality is 30%. 

My low death rate at Camp Lee was due entirely to· the fact 
that l avoided the use of Aspirin absolutely. I was complimented 
by the chief medical officer as having the lowest death rate in 
tne hospital. After the medical chief had noted the effect of 
Aspirin on the blood and the ·results which I was having in using 
Homeopathy he discouraged the use of Aspirin and the death 
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I treated 455 case:; of influenza ancl 2(J l'ase:; of pneumonia 
with no deaths. Remedies: Celsemium, Bryonia. Epis, ctr. 
-T. G. Ramhill, ~.f. D., Findlay, Ohio. 

The importance of homeopathic remedies has been empha. 
sized i 24 out of 42 cases who usccl vaccines had inthwnza nnrf 
there were 8 cases of pneumonia-so vaccines as a prophylactic 
failed.-W. L. Love, l\L D., Brooklyn. 

Eleven met;i reported 3,600 cases with 6 deaths. l\f y records 
show 750 cases with one death. Gclscn1ium, Hryonia an<l Eupa­
torium were the remedies rhicfly.-F. A. Swartwout, ~\L D., 
Washington, D. C. 

The more Aspirin, Codi:'in, Dobell's ~olution and other extra. 
homeopathic remedies used the slower the rernvcry.-James \\'. 
Ward, M. D., San Francisco. 

The mortality rate in a camp was for pneumonia 25.8%. 
The lieutenant in charge was persuaded to discontinue Aspirin, 
Digitalis an<l Quinine an<l the mortality dropped speedily to 15';~. 
with no medicine whatever. This was in one ward. \\'here­
upon it was ordered in other wards an<l the mortality dropped to 
15% with no medicinc.-\V. A. Pearson, ~I. D., Philadelphia. 

I treated 618 cases amt had 5 deaths. Three of these had had 
allopathic treatmcnt.-R. S. Faris, 1\.1. D., Richmond, Va. 

One physician in a Pittsu·urgh hospital asked a nurs~ if ~he 
knew anything better than what he was doing, because he wa.-, 
losing many cases. "Yes, Doctor, stop Aspirin and go down to 
a homeopathic phammcy. and get 'homeopathic n·medies." The 

Doctor replied: "But that is Homeopathy." •·1 know it, hut the 
homeopathic doctors for whom I have nursed have not lost a 
single case."-W. F. Edmundson, 'M. D., Pittsburgh. 

Tt is a rare thing for pneumonia to <k-velop if a good home­
oimthic physician is calkd <luring the firl't 24 hours of an altark 
of influenza. An appalling death rate C'omcs from the haneful 
results of large doses of .Aspirin, salicylates am1 opium prcparn· 
tions.-A. H. Grimmer, .M. D .. Chicago. 

Murphy. of Lansing. :Michigan, treated 325 cases of intlucnz:t 
in a camp where the mortality had been 20%, ,white the mortality 
un<lcr his homeopathic treatment was less than 3%.-W. H. Wil-
son, M. D., Chicago. . 

I have treated 1,000 cases of influenza. I have the record:> 
to show my work. I have no losses. Please give all credit to 
Homeopathy and none to the Scotch-Irish-American t-T. A. :\fc­

Cann, l\f. D., Dayton, Ohio. 
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rate came down very rapidly after that ruling.-Carleton A. 
Harkness, M. D., Chicago. 

In Hahnemann Hospital of San Francisco, homeopathic 
remedies acted in a curative way while, with some other forms 
of treatment, the result was only palliative.-Laura A. Hur<l, 
M. D., San Francisco. 

Fifteen hundred cases were reported at the Homeopathic 
Medical Society of the District of Columbia with but fifteen 
deaths. Recoveries in the National Homeopathic Hospital were 
100%.-E. F. Sappington, M. D., Philadelphia. 

I attended over one hundred cases without any fatalities. I 
never deviated from the homeopathic remedy. I never gave 
Aspirin. One case that was loaded ·with Aspirin before I saw 
him, referred to me from an old school physician, died. This 
epidemic should encourage us to renewed faith in Homeopathy. 
-G. H. Wright,-M. D., Forest Glen, Md. 

The German Aspirin has killed more people than the German 
bullets killed.-C. J. Loizeaux, M. D., Des Moines, Iowa. 

I remember Acetanilid in the epidemic of 1889 and its fatal­
ities. In this epidemic I knew that Aspirin and the coal tar 
products would kill more people than the disease itself and it has 
so proved. One old school physician told me that he had gotten 
wise to the fact that Aspirin was killing his patients and that he 
had stopped using it and was relying on homeopathic and eclectic 
remedies.-E. B. Finney, M. D., Lincoln, Neb. 

Thirty physicians in Connecticut responded to my request for 
data. They reported 6,602 cases with 55 deaths, which is less 
than 1 %. In the transport service I had 81 cases on the way 
over. All recovered and were landed. Every man received 
homeopathic treatment. One ship lost 31 on the way.-H. A. 
Roberts, M. D., Derby, Conn. 

Homeopathy saved patients with influenza and pneumonia, 
ill luck always followed the coal tar derivatives, Aspirin espe .. 
cially.-W. H. Hanchett, M. D., Omaha, Neb. 

Through the International Hahncmannian Association I hav,. 
collected over 17,000 cases of influenza with a mortality of 4%. 
-G. B. Stearns, M. D., New York. 

I had 300 cases and one de~th ; one good homeopathic doctor 
had 275 cases and no deaths. I am health officer of my city. 
One old school man had 294 cases and reported 15 deaths. 
Aspirin and Iodized lime were the remedies used by the old 
school.-H. H. Crum, M. D., Ithaca, N. Y. 
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In the month of October, 1918, I treated, in round numbers, 
200 cases of influenza without a death.-W. R. Andrews, M. D., 
l\fannington, \V. Va. 

Dr. ~I. I. fioKer of Portsmouth, N. H., treated 331 cases 
with 2 deaths. Dr. G. G. Bascom of Lake Wilson, Minn., 300 
cases with no <leaths.-E. C. Pric:!, M. D., Baltimore. 

The word Homeopathy stands for so much that is good an<l 
true and usef ttl in the medicinal therapy of the year of our 
Loni 1919.-0. S. llaim~s, 1vl. D., Philadelphia. 

I haVl' trcateJ 26i cases of influenza. No <leaths.-A. B. 
JI awes, l\1. D., Bridgewater, S. D. 

ln one month treated 65 cases of influenza with one death 
and that in a tubercular cas<>.-F. C. Thornhill, M. D., Alma, 
Mich. 

One of the principal druggists of Montreal told Dr. T. A. 
McCann that they had lost 900 patients from influenza. Being 
asked what drug they used most he replied that Aspirin was 
used more than all other drugs combined. The directions were 
to take a 5-grain tablet every three hours, but more took ten 

,. grains every thn·e hours. Comment is unnecessary. 
Seventy-six cas(:s developed in the Children's Home without 

any complicating pneumonia or death. Most of the cases were 
on Bryonia and Gelsemium, which· seemed to be successful in 
carrying them through to complete recovery.-}. G. Dillon, M. D., 
Fargo, N. D. 

lt has been my experience that (~elsemium was most always 
the first n.·mc<ly and scn•cd the purpose well in early" conditions. 
-E. B. Hooker, l\f. D., HartforJ, Conn. 

I had a package han<lc<I to me containing 1,000 Aspirin tab­
lets, which was <)94 too many. I think I gave about a half dozen. 
l could find no plarc for it. My remedies were few. I almost 
invarinhly gave Celsemium and Rryonia. I hardly ever lost a 
case if I got there first, unless the patient had been sent to a 
drug store nnd bought Aspirin, in which event I was likely to 
have a case of pneumonia on my hands.-J. P. Huff, M. D., 
<Hive Brandi. Ky. 

Aspiri11 an<l thC' other coal tar pro<lurts arc con<lemned as 
1·nusing great m11nbcrs of tmnc~·essary deaths. Tlw omnipresent 
1\$pirin is the most pl'mkious dntg of all. IL hcguilcs by its 
11nick adio11 of rclid of pain, a relief whkh is hut meretricious. 
Jn several cast's ,\spirin weakenr<l the heart, depressed the vital 
forces, increased the mortality in mild cases and ma<lc conva-
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lescence slower. In all cases it masks the symptoms and renders 
immcasuraLly more difficult the selection of the curative remed\•. 
Apparently Aspirin bears no curative relation to any disease a~d 
it ought to be prohibitcd.-Guy Bcckly Stearns, M. D., New York. 

One thousand eclectic physicians were asked to name the 
remedies most useful in influenza and in pneumonia. Over 
75% named Aconite and Bryonia in pneumonin.-I Joyd Broth. 
crs, Cincinnati. 

Experimental research conducted in the Hygienic Laboratory, 
Washington, D. C., failed to show any evidence in favor of 
vaccine in pneumonia. ''Imagine such a confession relative to 
our own well-tried remedies, Gelscmium, Rhus tox., Eupatorium 
etc., whose iIJclications are fixed, definite, unchangeable and per~ 
manent."-Homcopathic Recorder, October, 1920. 

In the Public Health service in New Mexico among the 
Mexican population chiefly Veratrum viri<le, Gclsemium and 
Bryonia were introduced and excellent results followed their use 
in influenza. No cases died under homeopathic medication.-C. 
E. Fisher, M. D., Chicago. 

The reasons why children fa.red better than adults in the 
jnfiuenza epidemic were, first, they were seen earlier by the 
physician; second, they wer~ not drugged with "sure cures"; 
third, they were not filled up with Aspirin; fourth, they were 
put to bed; and fifth, they were given the proper remedy and 
had a fine chance.-Dr. J. P. Cobb, Chicago. 

All of the people under my care who died of influenza had 
of their own accord taken Aspirin before I saw them.-W. P. 
Best, M. D., Indianapolis. 

There may be some hearts that can withstand Aspirin; there 
may be some hearts that can withstand influenza; but there are 
no hearts that can withstand both Aspirin and infiuenza.-Dr. 
Taylor, Philadelphia. 

Gelsernium does not depress the heart and is superior to 
Aspirin and other coal tar derivatives in all particulars for 
La Grippe.-}. A. Munk, M. D., Los Angeles. 

Many patients had been advised to take Aspirin as a prophy­
lactic against influenza and influenza pneumonia. One lady had 
taken 240 grains in 48 hours. She was sent to the hospital 
diagnosed as scarlet fever because of the red spots on her body. 
Many cnses who came to the hospital (Haynes Memorial) were 
filled up with Aspirin, Codein, Morphine and Digitalis. Men in 
government work praised our hospital for its homeopathic treat-
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ment in influenza. They do not all agree,'however, but they have 
a feeling in Boston that we have a wonderful treatment for 
influenza.-Samucl Clement, M. D., Boston. · 

During the "flu" period almost every victim got his Aspirin. 
Almost cvcryoody oelieved in it because it relieved his distress 
and "couldn't do him any harm." The result was that thousands 
died who might have lived had they been willing to bear dis­
c-omfort for a little while. They died like flies around a plate-of 
poison although "science" did all that could be done to "save" 
them.-A. F. Stevens, M. D., St. Louis. 

We treated over 300 cases of influenza among the members 
of the Student Am1y Training Corps with no deaths. Gelsemium, 
Bryonia and Ferum phosphoricum were the leading remedies. 
Only in those cases having ha<l Aspirin was convalescence delayed 
and pneumonia pro<luced.-C. B. Stouffer, M. D., Ann Arbor. 

In some 150 cases treated in the first ''Flu" epidemic Gel­
semium and Bryonia were the chief remedies. Very few had 
pneumonia, none that I treated from the beginning. Only one 
died under my care, a man of sixty, having had asthma and 
brought into our Minnesota climate in the midst of a severe win­
ter, a truly septic pneumoni:i.-Wm. E. Leonard, M. D., Min­
neapolis. 

I treated approximately SO cases of influenza, had two pneu­
monias, one in a pregnant woman. All recovered. Remedi~s 

Gelsemium, Bryonia and Rhus, chiefly.-Wm. Boericke, M. D., 
San Francisco. 

I treate<l over 100 cases of influenza and pneumonia, lost two 
cases, one who had taken Aspirin for a week when pneumonia 
developed before I was called ; the other a very malignant case 
with very high temperature from the onset. Remedies: Gel­
semium, Eupatorium, Dryonia, etc.--C. P. Bryant, M. D., Seattle. 

I treated approximately 500 cases which included much pneu­
monia, lost two cases ; never used Aspirin nor permitted it to be 
used.·. Chief drugs used were Belladonna, Gelsemium, Sticta for 
the throat symptoms, Mcrcurius, Natrwn muriaticum and Kali 
muriaticum-A. TI. Palmer, M. D., Seattle. 

A penm.nent international association for the prevention of 
tuberculosis, composed of representatives of all nations signatory 
to the Le;-ig11e of Nations covenant and of the United States, was 
fom1c<l, Octooer 19th, at an international antitubcrculosis con­
ference in Paris. The first meeting will be hel<l in the fall of 
1921 at London. 
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When the flu strikes. Think Homeopathy! Its time has come 

by Sally Tamplin B.Ed (Hons.) DSH, MARH CMT 

It would seem that we are living in an age of increasing disaster and chaos. In the 
aftermath of hurricane Katrina and the earthquake in Asia we are now contemplating 
the possibility of a flu pandemic. Indeed it would appear that the latest avian flu threat 
is a hot topic; the newspapers, television and radio broadcasts are continuously 
informing us every day the about the increasing number of people who may succumb 
to this virus and there has been some discussion about the effectiveness and 
shortage of anti viral medicines. Health experts warn that the Bird Flu vaccine may 
come too late, it could take six months to manufacture adequate vaccine stocks and 
current stocks may be useless because the flu virus has mutated. Clearly some 
people are beginning to panic. In the light of this current situation I felt it necessary to 
update and rewrite this article which was originally published a few years ago. 

Over many centuries medical practitioners have always noted that in any epidemic 
there are always a number of people, who despite exposure, never seem to get sick. 
These people seem to have stronger constitutions and are less susceptible. 
Unfortunately, many of us have weaker constitutions, and we are asking ourselves 
what we can do to keep the flu at bay this year. For most of us if we do get sick it is 
not likely to be a life-threatening problem, there will simply be the inconvenience of a 
few days off work or school. However, there are growing numbers of people who are 
immune compromised and for them an encounter with the predicted avian flu may 
land them in hospital or prove to be life threatening. The current press is speculating 
that hospitals will be overwhelmed and that many people will die. 

During the 1918 influenza pandemic fifty million people died worldwide, much more 
than those struck down by bullets in the trenches of wartime France. Scientific 
evidence indicates this was an avian influenza that managed to mutate and infect the 
human population. It was young people, in the prime of their life, 25 -34 years of age, 
which were most severely affected; they appeared to have no immunity and 
succumbed to a pneumonia that would kill within days. It was not uncommon for 
someone physically strong and in good health to get up feeling well in the morning 
and by bedtime they would be dead. 

As a homeopath and Executive Director of The Minnesota Homeopathic Association, 
one of my main priorities is to inform the general public about this wonderfully 
effective system that can help the body to heal quickly and without the toxic side 
effects of conventional medications. However, few people understand the principles 
and practice of homeopathy. Most people that I encounter at my public speaking 
engagements confuse homeopathy with herbalism. Homeopathic remedies come 
from different sources and although many are derived from plants there are a number 
of remedies that come from the animal and mineral kingdoms. The FDA regulates the 
manufacture of all homeopathic remedies sold within the United States. 

The interesting point about these remedies is that they are made in a way that 
renders them so dilute that in most cases there is nothing of the original substance in 
the pill. As a result of this process there is no danger of toxic substances building up 
in the body and producing unwanted side effects. Homeopathy is probably the safest 
type of medicine that you will ever find. Many people say that homeopathy must work 
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because of the placebo effect. The truth is that no one has been able to explain 
exactly how the remedies work but for the past twenty years or so veterinary medicine 
has contributed to the development of homeopathy. It has shown that this system of 
healing works on animals that are unaware of what they are taking. There has been at 
least three large scale double - blind placebo -controlled trials to treat people with flu 
or influenza - like syndrome. Each of these large scale studies were conducted by 
independent researchers, and a treatment is considered proven when at least three 
independent studies verify positive results. 

I have a nine year-old dachshund that took a turn for the worse a few years ago. He 
developed a right-sided herniated disc and suddenly his back legs became paralyzed. 
The prognosis was extremely poor for him. I gave him a homeopathic remedy specific 
to this problem for over a period of three months. I am delighted to say that according 
to the vet he made a 98% recovery and now he always wants to play tag and go for a 
long walk when I get home from work. 

I know that homeopathy works and I get to witness its miraculous results every day in 
my professional practice. Only yesterday, the grandmother of a young boy who I have 
been helping with severe behavioral and ADD problems for the past year, looked me 
in the eye and announced that I have given her back her life and that of her grandson. 
It doesn't get any better than this! 

Homeopathic remedies are prescribed according to the Law of Similars.This law 
states, "That which makes sick shall heal." This means that the symptoms caused 
by an overdose of a substance are the symptoms that can also be cured by a small 
dose of that same substance. As an example, we know that when we cut up an onion 
most people experience an acrid runny nose, soreness in the throat and stinging 
runny eyes. A homeopath will prescribe Allium Cepa, this is the homeopathic remedy 
made from the onion for the individual who has a cold and a sore throat with these 
symptoms. Therefore, homeopathy uses remedies prepared from natural substances 
that are similar to the illness in contrast to conventional or allopathic medicine, which 
treats and often suppresses the patient's symptoms with large amounts of drugs, 
which then have the opposite effect. 

A well chosen remedy acts as a signal, which energizes or stimulates the body's self 
healing powers, mobilizing the defense systems and working on all aspects of the 
body - mental, emotional and physical. Homeopathic literature, both past and present, 
documents cases, sometimes of severe pathology, that have been cured or 
significantly helped by homeopathy. 

The Flu Pandemic of 1918 -1919: Homeopathy - the beacon of light 

Since its discovery two hundred years ago, homeopathy has provoked much 
controversy, criticism, acclaim and impassioned support. It is interesting to note that 
during the 1918 flu pandemic large numbers of people sought homeopathic care and 
were restored to good health; in numerous cases their lives were saved. This was a 
time when homeopathy truly won its laurels and was a beacon of light to so many. If 
an influenza victim was seen as soon as symptoms began to develop and a good 
homeopathic remedy was given their life was spared and they went on to make an 
excellent recovery. The only patients whom homeopathic doctors tended to lose were 
people who presented late into their illness, usually with pneumonia, and often 
drugged by large toxic doses of aspirin. 

The flu pandemic of 1918 -1919 was devastating and it was about as deadly as the 
Black Death. People who lived through it reported that someone who was up and well 
in the morning could be dead by the evening. 50 million people died world wide and 
548,000 in the USA alone. From information recorded and published by these doctors 
we know that homeopathy was highly successful and in most cases only one or two 
homeopathic remedies were needed. They were referred to as the "genus 
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epidemicus" and became known through careful observation of the flu cases that 
were brought to the attention of the homeopathic community. 

In an article published in the Journal of the American Institute of Homeopathy in 
1921 Dean WA.Pearson of Philadelphia collected 26,795 cases of influenza treated 
by homeopathic physicians with only a mortality rate of 1.05%, while the average 
conventional medical approach had a mortality rate of 30%. Dr Frank Wieland of 
Chicago says that in a plant of 8,000 workers there was only one death, the patients 
were not drugged with the conventional medicines of the time and no vaccines were 
used. Most workers were given just one homeopathic remedy, Ge/semium. Dr.T.A Mc 
Cann from Dayton. Ohio wrote: "/have treated 1,000 cases of influenza. I have the 
records to show my work. I have no losses. Please give all credit to 
homeopathy."Dr.W.F Edmundson of Pittsburg related how one physician in a 
Pittsburg hospital asked a nurse if she knew anything better than what he was doing, 
because he was losing so many cases. The nurse replied, "Yes, Doctor, stop 
aspirin and go down to the homeopathic pharmacy and get homeopathic 
remedies, as the homeopathic doctors for whom I have nursed have not Jost a 
single case. "1500 cases were reported to the Homeopathic Medical Society of the 
District of Colombia with only 15 deaths. Recoveries in the National Homoeopathic 
Hospital were 100%. * 

A homeopathic remedy is prescribed upon the totality of an individual's symptoms 
taken from the mental, emotional and the physical levels. The homeopathic Materia 
Medica has well over 3,500 remedies. There is no one remedy that is specific to the 
flu because individuals will manifest symptoms in different ways that are unique to 
them. The most important point to remember about homeopathy is that it treats the 
individual. 

I have selected a number of the more common homeopathic remedies that have 
proved to be useful in influenza outbreaks. Sadly, homeopathy is not well known and 
all of the homeopathic hospitals of this past era in The United States have closed their 
doors. However, we do have a thriving, passionate homeopathic community right here 
in The Twin Cities and in many other locations in The United States. The old wisdom 
and knowledge of this past age still lies in the hands of a few practitioners who are 
always able and willing to share with our community. In the event of an influenza 
pandemic this knowledge may mean the difference between your life and your 
death. 

Please read the remedy picture carefully and select the one, which seems to fit the 
picture of the individual whom you are caring for. The remedies can be purchased 
from local health food stores, Twin City Co - ops, Byerly's and Lund's stores, Mastels 
in St Paul, Present Moment Books and Herbs in Minneapolis and from mail order 
homeopathic pharmacies. Generally they are available to the public in low potencies. 

• I would recommend that you purchase either 12c or 30c potencies but 
whatever potency is available will suffice. 

• The remedy comes in the form of small sugar pills that are easily dissolved 
on the tongue. Do not eat or drink approximately 15 -30 minutes before and 
after the dose. 

• The doses can be repeated frequently in an acute illness but as soon 
as symptoms improve it is very_ imgortant to stop the remedy. 

• If you select a remedy and take several doses but there is no 
improvement, review the symptoms and select another remedy that seems to 
fit the current picture. 
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• Usually the most important symptoms are how the individual feels 
mentally and emotionally. Consider what things make the individual 
feel better or worse. Pay attention to the strong and unigue symptoms 
of the patient and match these up with the characteristic symptoms 
known for the homeopathic remedy. 

• It is important to only take one remedy at a time. 

• Children, adults and senior citizens can safely use homeopathic remedies, 
they are not intrinsically harmful but they are powerful and must be treated 
with care and respect. Store the remedies in a cool, dark place away from 
strong smells. 

• The remedies can be safely used in conjunction with conventional 
medication; there is no known interaction. 

• It is extremely important to work in conjunction with your licensed health 
care provider if symptoms are causing concern. When the patient's condition 
requires serious conventional treatment, homeopathy often helps to speed 
up the healing process and it can enable a reduction in the dosages of 
conventional drugs and decrease the unwanted side effects. 

Prevention is the best remedy. 

No one wants to be sick over the coming winter months; the obvious precautions are 
to look after ourselves which means good nutrition, regular exercise and an 
appropriate amount of sleep. Washing the hands regularly helps to reduce the spread 
of infection, and if sickness strikes it is better to stay at home and to use a 
handkerchief or tissues. The homeopathic remedy lnfluenzinum can be used as a 
preventative for the regular flu that comes around annually. It can be taken once a 
month during the flu season and more often if contact is made with someone suffering 
from the flu. Many homeopathic pharmacies make it fresh from that year's flu vaccine. 
Some homeopaths say that it is more effective than the conventional flu shot and 
without any side effects. Studies in England and India between 1968 and 1970 using 
homeopathic lnfluenzinum as a preventative showed that this remedy was highly 
effective at preventing the flu.However; please note that lnfluenzinum will not be 
effective at preventing an avian flu epidemic. Chicken Bird flu is an ever mobile and 
changing virus; there are over 20 different mutations. Boiron's Oscillococcinum or 
Dolisos' Dolivaxil can be taken at the very beginning of feeling ill before any 
symptoms have developed, before you even know that its flu. Take 2 or three doses, 
4 to 8 hours apart. 

If the flu does strike your household here are some useful remedies to have on hand: 

(:) Aconite: Flu with great restlessness and worry. 

This remedy is useful if the flu symptoms came on very suddenly, especially 
after exposure to a dry, cold wind, infection or from an emotional shock or fright. 
There is a high fever, sore throat and feeling of great worry and fear. The 
individual is very restless and they feel better in the fresh air. They are worse in a 
warm room, in the evening or at night, when exposed to tobacco smoke or 
hearing music. 

(:) Amica: Flu with a feeling of soreness, as if bruised internally and 
externally 

Amica is our main remedy that we think of in times of acute trauma, accident and 
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injury. People in an Amica state usually send onlookers and helpers away 
saying, "I'm fine, there's nothing wrong with me," when usually its quite evident 
to the observer that they are very sick or injured. They will probably complain that 
the bed feels too hard and fear someone approaching and touching their body 
because it is so sore. They may desire sour drinks and alcohol. 

Co) Arsenicum: Flu with great restlessness and anxiety 

This remedy is useful when an acute illness affects the nervous system. The 
patient will be extremely restless and anxious, they may express a fear of death 
and do not want to be left alone. They will be very chilly, their face is pale and 
will have an anxious expression and their pains are burning in nature, feeling 
like hot needles and are better with hot applications. They will be thirsty but only 
able to drink in small sips and are generally worse between 1 and 
2am . Vomiting and/or diarrhea are extremely common Arsenicum 
symptoms 

Co) Baptisia: Flu with high fever and a feeling of being bruised all over. 

This remedy is useful for flu that comes on suddenly and the individual feels 
bruised and sore all over, the body and limbs feel as if they are scattered and 
all in bits. There is profuse sweating with a high fever and an intense thirst. The 
face is dull red in color and people who need this remedy look dazed and 
sluggish as if they may fall asleep at any time. This remedy is also for gastric 
flus with vomiting and diarrhea. 

Co) Belladonna: Flu with a high fever, face is red and pupils dilated. 

This remedy is useful when a very high fever comes on suddenly usually as a 
result of exposure to infection or from the head getting cold, wet, or overheated. 
The face is flushed and bright red, the throat is sore, the eyes are wide and 
staring and the pupils dilated, there is possible confusion and delirium. The 
individual feels better when they stand or sit upright and in a warm room. They 
are worse from any noise or bright light or movement. They are worse from lying 
down and at night and symptoms tend to affect the right side of their body. 

Co) Bryonia: Flu with a severe, throbbing headache, wants to be left alone. 

This remedy is useful for a flu that comes on slowly, they ache all over and the 
remedy tends to be characterized by a violent headache that is made worse by 
coughing or by even slightly moving the eyes. The headache feels better if firm 
pressure is applied and they can sleep. There is dehydration and a need to drink 
lots of fluids at infrequent intervals. They feel very irritable, and want to be left 
alone and at home. They may be worrying about financial problems. They 
feel worse from any excitement, noise, touch, movement or bright light, from 
eating and coughing and at around 3am and 9pm. 

Co) Eupatorium Perfoliatum: Flu with a feeling that the bones are broken. 

This remedy is for the most terrible of all flus. The pains are so severe that it 
actually feels as if the bones are broken. The muscles ache and feel sore and 
bruised. The individual moans and groans and everything hurts. They feel worse for 
any kind of movement. They have a bursting headache and sore eyes. There is a lot 
of sneezing, the nose is runny, the chest is sore and coughing makes the head hurt. 
These people want ice-cold water although it brings on violent chills in the small of the 
back. They don't sweat much but when they do they feel better except for the head. 

f) Gelsemium: Flu with chills and paralytic weakness. 
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This tends to be the number 1 flu remedy. In contrast to Aconite, Baptisia and 
Belladonna the symptoms of Gelsemium come on slowly after exposure to 
infection or as a result of worrying about a forthcoming task or event such as 
a public speaking engagement. There is a sore throat and chills, which run up 
and down the spine. They may have a splitting headache, which is better after 
urinating. There is a general feeling of fatigue, the legs feel weak and shaky and 
they just want to lie in bed. The eyelids are droopy, the head feels heavy and they 
may have double vision. There is pain felt in the bones. Although they may have a 
fever they do not sweat and they are not thirsty. They feel better in the fresh air, 
when moving around and bending forward. They feel worse in the early morning 
and last thing at night, in the sun, and when exposed to tobacco smoke. 

(:) Mercurius solubilis: Flu with fever and copious offensive perspiration 
that brings no relief. 

People in this state will also have very bad breath, they have more salivation 
than normal and they are extremely thirsty. 

(:) Nux Vomica: Flu with great irritability and over sensitivity 

People in a Nux Vomica state are highly sensitive; they easily become irritable, 
impatient, angry and easily offended. They are very chilly and want to be warmly 
wrapped up, they are very sensitive to light, noise and odors and often they will 
be constipated with frequent ineffectual urging or a sense of incompletion. 

(:) Rhus Toxicodendron: Flu that comes on in damp cold weather with much 
stiffness and restlessness. 

People in a Rhus Tox state are extremely restless, they want to be on the move 
all of the time, there is a lot of aching and stiffness in the joints which is worse 
on first starting to move and after sitting or lying down for a while. The pains ease 
up a bit after movement and then return again and require them to go and rest. 
They may be anxious, weepy, worse at night and have a red triangular tip to their 
tongue. 

It is interesting to note that in the 1918 - 1919 flu pandemic homeopathic 
Gelsemium and Bryonia were the most commonly indicated remedies. 

Never well since the flu? 

Sometimes people get over a bout of the regular flu but never feel that they have 
completely recovered. If this is the case consider using the remedy lnfluenzinum. A 
single dose of the 30c potency is usually all that is required to rectify the situation. 
You may also consider consulting a professional homeopath. 

There are many remedies that can be self-prescribed for minor ailments and in a first 
aid situation; in acute cases a well-chosen homeopathic remedy acts quickly and well. 
Homeopathy also has an excellent track record of being able to help more chronic 
conditions from ADD, ADHD and chronic fatigue syndrome to asthma, excema, 
allergies and ear infections to name just a few. If you are impressed with the results of 
homeopathy consider seeing a professional homeopath. If you or a loved one is 
suffering from a chronic health problem it generally takes the considerable expertise 
of a professional homeopath to find a suitable remedy and to manage the case. There 
is a strong professional and well qualified homeopathic community right here in the 
Twin Cities as well as an excellent school of homeopathy, The North Western 
Academy. 

Please be aware that our best line of defense in any epidemic situation 
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is to have a healthy body that is well balanced and able to live in 
harmony with our surroundings. People in a balanced state of health don't get 
sick or if they do they are able to make a quick recovery and are easily able to 
throw off the invading bacteria or viral infection. In the twilight of his life Louis 
Pasteur declared that the germ is nothing, but the constitution of the person is 
everything. History has shown us that pandemics occur approximately every 30 
-40 years. 

Will you be ready? 

Sally Tamplin comes from the UK; she is a graduate of The School of Homeopathy in 
England and is a member of The Alliance of Registered Homeopaths (UK). She is 
Executive Director of the Minnesota Homeopathic Association. 

Sally's homeopathic consulting business, Alternative Horizons LLC, is based in 
Richfield and she shares an office with Jacob Mirman MD, a homeopathic physician. 
If you would like to find out more about Alternative Horizons or The Homeopathic 
Medical Clinic please call: 612 - 836 - 1424. 

(Copyright SL Tamplin 2005) 

*Extracts taken from, "The Faces of Homeopathy, an illustrated history of the first 200 
years" by Julian Winston. Great Auk publishing, Tawa, New Zealand. 
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Dedicated to Tom Stowell, N.D.,who showed me the light 

"Get your facts first, and then you can distort them as much as you please. " 
Mark Twain 

APPENDIX 

Quadruple - Blind (Editorial), The Lancet, April 22, 1989, p. 914.4 Complete Text 

Can blind discussion remove bias from the reader? Take a trial in which 149 general 
practitioners entered 487 patients with an influenza-like syndrome into a randomized 
double-blind comparison of active treatment and matching placebo, both given 
sublingually. The first dose was supervised, the other four doses were taken on the 
following mornings and evenings. 478 of the entered patients (98.2%) met the 
admission criteria (5 out of 242 patients in the active treatment group and 4 out of 245 
placebo patients were ineligible). At admission the groups were similar in age and 
proportion with severe illness. The patients recorded their rectal temperature morning 
and evening and whether they still had any or all of five cardinal symptoms within forty­
eight hours of the start of treatment. The recovery rates were 39/228 (17.1 %) in the 
active treatment group and 24/234 (10.3%) in the placebo group (P=0.03,X2). The 
relative risk of recovery was 1.67 (95% confidence interval [Cl] 1.1-2. 7). The difference 
in the proportion of patients who recovered was 6.8% (95% Cl 0.6-13.0%). Logistic 
regression showed that several potential confounders did not substantially alter the 
effect of active treatment (odds ratio 1.9, 95% Cl 1.1-3.4; P=0.02). Age and severity at 
admission were significantly associated with recovery: younger patients and those with 
mild or moderate illness recovered better, as might be expected. All the patients were 
asked about the effectiveness of their therapy, and more expressed favourable 
judgments about the active treatment (61 % vs 49%, P=0.02). Use of other symptom­
relieving drugs for pain, fever, cough, or coryza and use of antibiotics were not 
confounders; in fact, more patients in the placebo group used compounds to relieve 
pain or fever. Can the trial be criticized more than the authors do already? There might 
have been imbalances between the general practitioners in their recruitment of 
patients: every participating doctor should have entered 4-6 patients, to give a total of 
at least 596 cases. Also, data on 16 eligible patients were not analyzed for efficacy. 
There were only four unsupervised doses, but compliance was not reported. Finally 
side-effects in both groups were not recorded or reported. The authors are restrained 
in their discussion "The effect was modest .. . but nevertheless is of interest". A 7% 
difference in efficacy as defined would be a respectable proportion in most drug trials. 
Now let the code be broken-the active treatment was a homeopathic preparation. 

Ferley, J.P., A Controlled Evaluation of Homeopathic Preparation in the 
Treatment of Influenza-like Syndromes, British Journal of Clinical Pharmacology, 
1989, 27' pp. 329-335. 

1. A controlled clinical trial was conducted to assess the effectiveness of a 
homeopathic preparation in the treatment of influenza-like syndromes. 

2. 237 cases received the test drug and 241 were assigned to placebo. Patients 
recorded their rectal temperature twice a day, and the presence or absence of five 
cardinal symptoms (headache, stiffness, lumbar in articular pain, shivers) along with 
cough, coryza and fatigue. 
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3. Recovery was defined as a rectal temperature less than 37.5° C and complete 
resolution of the five cardinal symptoms. 

4. The proportion of cases who recovered within 48 h of treatment was greater among 
the active drug group than among the placebo group (17.1 % against 10.3%, P=0.03). 

5. The result cannot be explained given our present state of knowledge, but it calls for 
further rigorously designed clinical studies. 

Reilly, D.T., Is Homeopathy a Placebo Response? Controlled Trail of 
Homeopathic Potency, with Pollen in Hayfever as a Model, The Lancet, October 
18, 1986, pp. 881-886. 

The hypothesis that homeopathic potencies are placebos was tested in a randomized, 
double-blind, placebo-controlled trial. The study model chosen compared the effects of 
a homeopathic preparation of mixed grass pollens with placebo in 144 patients with 
active hayfever. The homeopathically treated patients showed a significant reduction in 
patient and doctor assessed symptom scores. The significance of this response was 
increased when results were corrected for pollen count and the response was 
associated with a halving of the need for antihistamines. An initial aggravation of 
symptoms was noted more often in patients receiving the potency and was followed by 
an improvement in that group. No evidence emerged to support the idea that placebo 
action fully explains the clinical responses to homeopathic drugs. 

Day, C.E.I., Control of Stillbirths in Pigs Using Homeopathy, International Journal 
for Veterinary Homeopathy, Vol. 1, No. 2, October 1986, pp. 26-28. 

The author tested Caulophyllum C30 for its effect against stillbirth in a herd of pigs. 
Ten sows received Caulophyllum C30 prior to farrowing; ten sows received no 
treatment (control). Stillbirth rate was over 20, 8% in the control and 10, 3% in the 
treated group. These results are statistically significant. 

Fisher, P ., Effect of Homeopathic Treatment on Fibrositis (Primary Fibromyalgia), 
British Medical Journal, 1989, 229, pp. 365-6. 

Fibrositis (primary Fibromyalgia) is a controversial condition but is becoming 
increasingly accepted. It is difficult to treat. We showed that the homeopathic medicine 
Rhus toxicondendron 6c was effective for a selected subgroup of patients with 
fibrositis. The improvement in tenderness, which is the best discriminator of fibositis, 
was particularly distinct. The improvement experienced by our patients while receiving 
active treatment was at least as great as that reported for any other treatment that has 
been assessed double blind. 

Kleijnen, J., Clinical Trials of Homeopathy, British Medical Journal, 1991, 302, 
216-23. 

Objective-To establish whether there is evidence of the efficacy of homeopathy from 
controlled trials in humans. 

Design-Criteria based meta-analysis. Assessment of the methodological quality of 107 
controlled trials in 96 published reports found after an extensive search. Trials were 
scored using a list of predefined criteria of good methodology, and the outcome of the 
trials was interpreted in relation to their quality. 

Setting-Controlled trials published world wide. 

Main outcome measures-Results of the trials with the best methodological quality. 
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Trials of classical homeopathy and several modern varieties were considered 
separately. 

Results-In 14 trials some form of classical homeopathy was tested and in 58 trials the 
same single homeopathic treatment was given to patients with comparable 
conventional diagnoses. Combinations of several homeopathic treatments were tested 
in 26 trials; isopathy was tested in nine trials. Most trials seemed to be of very low 
quality, but there were many exceptions. The results showed a positive trend 
regardless of the quality of the trial or the variety of homeopathy used. Overall, of the 
105 trials with interpretable results, 81 trials indicated positive results whereas in 24 
trials no positive effects of homeopathy were found. The results of the review may be 
complicated by publication bias, especially in such a controversial subject as 
homeopathy. 

Conclusions-At the moment, the evidence of clinical trials is positive but not sufficient 
to draw definitive conclusions because most trials are of low methodological quality 
and because of the unknown role of publication bias. This indicates that there is a 
legitimate case for future evaluation of homeopathy, but only by means of well 
performed trials. 

Gibson, R.G., Homeopathic Therapy in Rheumatoid Arthritis: Evaluation by 
Double-Blind Clinical Therapeutic Trial, British Journal of Clinical Pharmacology, 
1980, 9, pp. 453-459. 

1. Twenty-three patients with rheumatoid arthritis on orthodox first-line anti­
inflammatory treatment plus homeopathy were compared with a similar group of 
twenty-three patients on orthodox first-line treatment plus an inert preparation. 

2. There was a significant improvement in subjective pain, articular index, stiffness and 
grip strength in those patients receiving homeopathic remedies, whereas there was no 
significant change in the patients who received placebo. 

3. Two physicians were involved in prescribing for the patients and there were no 
significant differences in the results which they obtained. 

4. No side effects were observed with the homeopathic remedies. 

Jacobs, J. et al, Treatment of Acute Childhood Diarrhea with Homeopathic 
Medicine: A Randomized Clinical Trial in Nicaragua, Pediatrics, Vol. 93, No. 5, 
May 1994, pp. 719-725. 

Objective-Acute diarrhea is the leading cause of pediatric morbidity and mortality 
world-wide. Oral rehydration treatment can prevent death from dehydration, but does 
not reduce the duration of individual episodes. Homeopathic treatment for acute 
diarrhea is used in many parts of the world. This study was performed to determine 
whether homeopathy is useful in the treatment of acute childhood diarrhea. 

Methodology-A randomized double-blind clinical trial comparing homeopathic 
medicine with placebo in the treatment of acute childhood diarrhea was conducted in 
Leon, Nicaragua, in July 1991. Eighty-one children aged 6 months to 5 years of age 
were included in the study. An individualized homeopathic medicine was prescribed for 
each child and daily follow-up was performed for 5 days. Standard treatment with oral 
rehydration treatment was also given. 

Results-The treatment group had a statistically significant (P<.05) decrease in duration 
of diarrhea, defined as the number of days until there were less than three unformed 
stools daily for 2 consecutive days. There was also a significant difference (P<.05) in 
the number of stools per day between the groups after 72 hours of treatment. 
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Conclusions-The statistically significant decrease in the duration of diarrhea in the 
treatment group suggests that homeopathic treatment might be useful in acute 
childhood diarrhea. Further study of this treatment deserves consideration. 

Reilly, D., et. al, Is Evidence for Homeopathy Reproducible?, The Lancet, 1994; 
344: pp. 1601-06 

We tested under independent conditions, the reproducibility of evidence from two 
previous trials that homeopathy differs from placebo. The test model was again 
homeopathic immunotherapy. 

Twenty-eight patients with allergic asthma, most of them sensitive to house-dust mite, 
were randomly allocated to receive either oral homeopathic immunotherapy to their 
principal alergen or identical placebo. The test treatments were given as a 
complement to their unaltered conventional care. A daily visual analogue scale of 
overall symptom intensity was the outcome measure. A difference in visual analogue 
score in favour of homeopathic immunotherapy appeared within one week of starting 
treatment and persisted for up to 8 weeks (P=0.003). There were similar trends in 
respiratory function and bronchial reactivity tests. 

A meta-analysis of all three trials strengthened the evidence that homeopathy does 
more than placebo (P=0.0004). Is the reproducibility of evidence in favour of 
homeopathy proof of its activity or proof of the clinical trial's capacity to produce false­
positive results? 

Copyright© 1994 - 1999 by Jacob I. Mirman 
All rights reserved. 

--
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A controlled evaluation of a homoeopathic preparation in the 
treatment of influenza-like syndromes 

J. P FERLE .. =". D. Zl\!JROU, D. D'ADHEMAR & F. BALDUCCI 
Cc111rc Alpin 1.'.: R.:d1.:n:h.: Epidemiologicjuc et de Prel'ention Sani1airc, Grenoble Uni\'ersiry Hospira!. France 

A controlleJ clinical trial was conducted to assess the effectiveness of a homoeopathic 

preparation in the treatment of influenza-like syndromes. 

2 237 cases received the test drug and 241 were assigned to placebo. Patients recorded 

their rectal lcmpernture twice a day, and the presence or absence of five cardinal 
symptoms (hcadache, stiffness, lumbar and articular pain, shivers) along with cough, 

coryza :md fatigue. 

3 Rccovay was defined as a rectal temperature less than 37.5° C and complete resol­

ution of thc five C<trJi1wl symptoms. 

4 111<: proportion of cases who recovered within 48 h of treatment was greater among the 

active drug group than among the placebo group (17.1% against 10.3%, P = 0.03). 
S The result cannot he explained given our present state of knowledge, but it calls for 

further rigorously designed clinical studies. 

Keywords homoeopathy influenza clinical trial 

l11trocl11ction 

Few clinical rrials have been performed to evalu­
ate homoeopathic therapy (Aulas, 1985; Reilly 
er al., 1986). This situarion is largely due to the 
rationale of homoeopathic prescription by which 
the precise nature of the treatment is adapted to 
the specific symp1oms of a patient suffering from 
a giwn disease. The treatment is based on the 
'simillimum· principk, using infinitesimal con­
cemrntion~ of drug~ which have lhc ability to 
induce, in healthy inJividunls, symptoms similar 
to those p,rcsen1eJ by sick persons. Although a 
regular fc.!aturc of homoeopalhic treatment is 
that two p;iticnts who have the same diseas.: are 
liable not to b.:nefit from the same treatment, a 
school of thought soon developed (Finella, 
1877) that certain diseases, especially some 
acute disc:ises. could be treated with substances 
or drul! mixtures railored to the disease charac­
teris1ic5 alone. 

Homoeopathic physicians are far from reach­
ing agreement about such drugs, which would be 
prcscrih~·dwithout rnking account of the particu­
lur symptoms of cm:h patient. Nevertheless, 
these drugs :ire g11i11i11g popularity ;1mong large 

sections of the medical profession and among 
the public who buy them over-the-counter. 

These preparations provide the opportunity 
to design conventional trials in a way rhat has nor 
so far been possible with regular ·unirarian' 
drugs. 

The following experiment deals with a drug of 
1he former category. Its action on the trearment 
of influenza and influenza-like syndromes was 
evaluated. It is a homoeopathic preparation cur­
rent!\' on the market, made of a highl\' dilured 
autoiysate of animal organs. - · 

l\-lethods 

Swdy design 

The 1rial was implemented wirh the parricipation 
of general practitioners of the Rh6ne-Alpes 
region in France (regional capital: Lyon). Most 
of them were nol homoeopalhic clinicians. 
Pntients included in the study were chosen from 
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tho:.e who at1ended wirh influenza-like syn­
dromes and who agreed to panicipare in the 
experiment after a formal briefing. The treat­
ment allocation of active drug or placebo was 
maJe on a randomized double-blind basis. For 
the final evaluation a second visir to the phys­
ician's practice was planned for a week later. 

Admission crireria 

To be eligible patients had to ue 12 years old a11d 
over. to suffer from an influenza-like syndrome 
delln~d by the association of a rectal temper;i­
llire equal to or above 38° C, and at least two of 
the following symptoms: headache, stiffness, 
lumbar and anicular pain, shivers. The first 
manifestation had to have occurred less than 
2..J h before entry. 

Patients with immune deficiency or local in­
fection were not included. Also excluded were 
tho:.e who had had immunization against in­
fluenza or who were under tre;11ment either for 
deprcssilln or for :.rimulmion of immunity. 

Patients were lijskt:d not to take any drug for 
pain or fever during rhe 48 h following entry or, 
if they should do so, to record this use nlong with 
&iny use of <1mibiotics. 

Study p.:riotl 

'l11c ddinititm of innucn:t-<1-likc syndrome w;1s 
cntirdy dinical. and it was dc..:itf.:d to underrnke 
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the experiment during an influenza epidemic. 
Two sources of information on the occurrence of 
such an epidemic were used. One was the national 
computer network set up by the "lnstitut National 
de la Sante et de la Recherche Medicate' (Re­
search on Biomathematics and Biostatistics 
Unit) and the ·Direction Generale de la Sance' of 
the Health Ministry (Valleron et al., 1986; Direc­
tion Generale de la Sante, 1987b). This network 
then included about 300 sentinel practices scat­
tered across the country (of which 23 were in the 
study region). lt allows the weekly surveillance 
of the incidence of influenza-like syndromes at a 
national and regional level. ft also publishc:s the 
results of identification tc:sts on respiratory 
viruses made through the two National Refer­
ence Laboratories (South and North of France). 

The second information source was a local 
network of 12 sentinel practices monitored for 
the purpo~e of the study (Figure 1). 

111e A H l NI influenz:i virus was isolated in 
the study region 7 d:1ys afler the study managers 
issued the instruction to srart including patients 
in the experiment. Enrolment continued after 
the epidemic period, but 71% of all cases wen. 
entered during the peak of the epidemic. The\ 
study managers decided to include no further · 
patients when it became app;1rcnt llrnl the epi­
demic had cntlcd. The main concern was to 
restrict !he tri;1I to those ca:.cs that were most 
li~ely to be c:1scs of inlluenz.u. 
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Fii;ur., 1 lntluenza-lik.: syndromes no1iJi"d hy the sc:ntincl physicians bct.wc:en 198.J 11nd 1987 through the 
Na1!!lnul Cornputc:r Nc:twork un 1rnnsmit1c:d discasc::s: national data :ind trial admission period (Source; 
Di11.:1:1iun Gencralc <le la Sante, 1':187b). 
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The homoeopathic prepara1io11 

The drug is commercialized under the trade­
mark Oscillococcinum!R· bv Boiron Labora­
torie~. It is maJc of A11as Bt;rbt1riae Hepuril' anti 
Cordis Extracrum HPUS 200 C. 

It is presented ;is granules (200 granules per 
dose). The vd1ich: is made of lactose and saccha­
rnsc. The placehll. whose presentation was 
identic;,1. was made of lactose and snccharose 
alone. 

The standard rremment dispensed is one box 
containing five doses. The first dose was ad­
mini~kred subling.ually al the medical practice; 
the remaining four were taken on the follll\ving 
mornings and e\'enings. The doses were dis­
pensed with a code number which w<is identified 
only ufter analysis of the data. Allocntion of the 
active drug and placebo was balanced in every 
dgh1 boxes. Each physician had to enrol be­
tween four and ~ix patients. 

Study 1/iuries mu/ monitoring 

For 1 week puticnts noted morning and evening 
their tcmpera1ur1: mill the presence or ahsence 
of the live canlim1I symptoms. Cough, coryz:i 
and fatigue were also rcconled along with any 
use of medicmions or any side effects. Finally 
they were asked lo nmke their own record nf 
how effc:ctive they found the tre;itmc:nt lo he. 

F.va/11mio11 criteria 

Recoycry was defined as n rectal ternpernrnre 
less than 37.5° C mid complete resolution of the 
five cardinal symptoms. Persistence of cough, 
cory.r.a or foti!!ue was acccptctl. The m;iin evalu­
<llion cri1eri;1 st.:l prior 10 tlma nnalysis were the 
rcclwcry rntc within .o.18 h vf treatment (i.e . 
proportion of patients who had recovered within 
48 h), anti the time tren<l of this rnte, as this gives 

insight into the consistency of the observed . 
effect. Additional criteria were also exumined 
e.g. the patients' judgement on the effectiveness 
of the treatment and whether any additional 
<lrug was taken. 

Sraris1ic<1/ analysis 

Comp<trison of :percemages were performed 
using Pearson's)(. Adjustment for some identi­
fied or potential confounders was done by a 
Mantd-Haenszcl procedure (Mantel, 1963) or 
,by a multivariate logistic regression analysis. 
Crude data analysis was performed with a hand 
calculator using Rothman'sprograms (Rothman 
& Boice, 1984). Confidence interval estimation 
followed Miellinen's method (1976). The time 
trend analysis of the recovery rate (acrunrial 
method) was performed with a logrank test 
(Mantel, 1966). if necessary adjusted for some co­
fiictors (Dash package from the Dana Farber 
ln~Litute, Hurv4lrd University. Boston, run on 
VAX-VMS). 

Results 

Comparability of the tll'O groups and general 
fnuures of illness 

Of -187 c:i~es cnten:d 478 mct the ;1dmission 
criteria. Table 1 shows that the two group~ were 
rcusonablysimilar. Nine cases were not included 
in the analysis because they were not eligible 
(temperature lower than 38° C, delay before 
entry of greater than 24 h, or the presence ofless 
than two cardinal symptoms). Five ha<l been 
a~sig.ncd 10 the active drug group and four to the 
plucebo g.roup. 

43•7;, of the cases had fairly severe illnesses at 
the initial visit, with temperature ;;.,39° C and 
the presence of at least three out of the five 

Tobie I Initial comparison between treannent groups 

Number digibk cases 
Sex-ratio fl.'1/F 
Age• (ye~rs) 
Inclusion during the 

epidemic peak (%) 
Dd:iyh• < 12 h (%) 
Temperature at 

inclusim1* {"C) 
Seven.: illnes~es ('7:.) 0 

* mean (me:m d.:viate) 

Actfrc tlrug 

237 
93/127 (0.73) 
33.7 (1.7} 

73.6 
~S.2 

38.9 (CUl7) 
-13.i; 

Plur,•bo 

2-H 
97/129 (0. 75) 
35.1 (1.9) 

69.2 
52.0 

38.8 (0.07) 
42.l 

... at lease tlm:c of the cardinal symptoms present and tempcrmurc 
;;.,39°C 
•u ddny before inclusion 
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T:ihlc 2 Rc:co\'cry rate within 48 h of 
m:011mc:n1 

Recovered 11 
o· 
,0 

Actfre drug Placebo 
n = 218 n =23./ 

39 
17.l 

24 
10.3 

)(~• = -1.bO: p = 0.03 

can.Jina! symptoms. If the whole observation 
ptr;od i!. con~itlt:red, 58% of the patient~ had all 
fiw cardinal symptoms. 

The most common symptoms at indusion 
we:.:: fe,·er (100% l!reatcr than 38" C), fatil!.ue 
(9:%). muscle pain-(92%), shivers (91'!'(,), ind 
he: dache tS':I% ). Three other symptoms were 
les1; frequent: lumbar pain (70% ), coryza (59%), 
anJ cough (58% ). The last two symptoms often 
oc~urred secondarily and were found at some 
tin·c during. the week of observation among 84% 
and 81 % of case~. 

Re~·o,.ery rate within -1.S Ir 

Re.:overv rate within 48 h of treatmem was 
greater fn the group which received the active 
drug than in the placebo group (Table 2). The 
relative efficacy of the drug can be estima1ed by 
1h.: n11io oi the recovery rates in the two groups. 
TI1;~ rdutive risk (RR) of recovery was 1.67 

(95% Cl Ll-2.7, P = CL03). The ·anributable 
fraction\ which is the difference in the pro­
portions of cases who recovered within 48 h, was 
6.8% (95% CI 0.6-13%). The proportion of 
recoveries related to the active drug was greatest 
36 h after treatment at 39.6% (95 Cl 4-62% ). 

Some parameters which were potential con­
founders of the association between the drug 
effect and r.::covery were included as covariates 
in a multivariate logistic regrc:ssion model, as 
binary variables: age (< 30 years; ~ 30), period 
of entry (during the epidemic, after the epi· 
demic), delay before treatmem administration 
( < 12 h or 12-24 h after onset of symptoms), 
severity of the syndrome {moderate: < 39° C, 
two symptoms; intense: ~ 39° C, three + symp­
tom!>), use of symptomatic drugs (against fe\'er, 
pain, inflammation, cough or coryza) during the 
first 48 h (yes, no), antibiotic therapy (yes, no). 
Controlling for these covariates did not alter 
substantially the effect of the drug, which re­
mained significant {OR = 1.9, 95% CJ l.l-3.4; 
P = 0.02). (In this ::.etting, the Odds-Ratio (OR) 
is a reasonably good approximation of the 
relative risk). Interaction terms were tested <.nd . 
dropped from the model. In addition to the drug \ 
two other parameters showed significant associ- " 
ation with recovery, namely age and severity of 
the syndrome at admission. Table~ 3 and 4 give 
in5.ight into these effects, showing that d1ug 
efficacy seems greacer among younger patiems 
(67.6% of recoveries within 48 h were related to 

T:ihlc 3 R••cnvcry within 4~ h ;1ccMliing 1,1 ;1gc ;md 1remmen1 group 

Agt•(ycun) Rccol'IH)' A<'tfrtt drug J>laccbu Efficacy (IW• u11cl I' 1•t1/11d 

12-29 Ye~ 21 (25.0%) 6(!U%) 3.1 
No 63 68 P<0.01 

.?oll + Yes 13(11l.b%) ll(!!.-1%) 1.3 
No )JO 120 p = 0.56 

f\lanlcl·lia.:n>zd )(~• = 5.82: I'= IUll; RR~m = 2Jl6 (!.1 - 3.4) Hc1crngcnci1y )(~•; 
2...16: I'= ll.12 

Table 4 Recovery within 48 h, accun.ling 10 scv.:rity of ~yntlromc anti tr.:mmi.:nl group 

S~·1«•ri1r"' 

uf ).rnclrome 
Rccu1·ay .·krii'etlrug Pliw!bo £ffi,·t1cy (Rll ll1u/ l' 1·11/uc) 

Scwr~ Yes 7 (7.1%) 8(8.2%) 0.9 
No 91 90 p = 0.80 

f\liltl 10 Ye~ 31 (24.6%) 16(11.9%) 2.1 ! 
m0Jera1e No 95 119 P<0.01 ' 

f\l;uncl-l lacn~zi.:t x~• = -Uw, P =II.Cl:?; RR~111 c J.72 (LJ - 2.SJ; He1erogcnci1y x2
• 

=22'1;/'=0.13 
" S.:..: ddini1i11n in 1.:x1. 
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the drug [95% Cl 29-85% ]), and when the 
syndrome was mild or moderate (the proportion 
of recovery related to the active drug was then 
51.6% {95% CI 20-70% ]). 

Time trend of cl1e reco1•cry rMe 

Figure 2 (upper part) illustrates the. actuarial 
analysis of the recovery trend between the treat­
ment groups. A log-rank test with stratification 
on age confirmed the preceding result, showing 
nearly-significant efficacy of the drug over the 
whole 1 week observation period (RR = 1.2 
[95% CI LO-IA]. P = 0.07). Most cases re­
covered before the end of the week after entry. 
It is no surprise, thaefore, that the recovery 
curves get closer by the end of the observation 
period, thus lessening the difference between 
the two treatment groups. · 

100 

Compieme11wry eval11acio11 criceria 

More patients in the placebo group did use ad­
juvant drugs for pain or fever (50.2% against 
40.7%, P = 0.04) during the first 48 h. Other 
symptomacic drugs against cough or coryza were 
equally used in both groups (39.4% among 
placebo cases against 37 .7%; the same held true 
for antibiocics (8.6% and 7.6%). It was not 
possible Lo compare the amount of analgesic and 
antipyretic drugs used in each group. 

Finally, the number of patients who made 
favourable judgements on the efficacy of the 
treatment was greater among the active drug 
group (61.2% against 49.3%; P = 0.0~)-

Discussion 

Patients with an influenza-like svndrome who 
received the homoeopathic prcpa~a1i11n showed 
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;, g.n.:;11t:r eitrly recovery rntc than 1ho~e whu 
rc<ci\l·.I plac·1.:ho. This study shl'ds no Jig.ht on 
the JJhldc of a.:ti;>n of I his drug.. Dcspi1c 1hc usc 
of krm-; such as ·a11rihutable fractil)n' which 
l1:l\'I; ~pccifa: meaning in dinicul cpidcmiolugy 
parJam:c. it wuukl be unwise w claim that the 
~tmh· has dcmonstra1cd 11 cause and cllc.:1 
11.·!;11;,1~~~~~~,·,·n the drug and the r1·covcTics. 
The )l<l~i1ivc cifi.:ct ,1r the h11llll>•·opa1hj,· prc.:p­
<1r:1ti1>n cannot he expl;iin.:d in our prc~.:111 sll1k 
11f l.nowlc.:dl!c. ;111d thus calb lor furtl1~r in\'.:sti­
g.ati1.>rl. ·111i.=- c!TL!ct w~ modest (thl· incrc:1sc in 
prnp;lflilln of n!C1.l\'.:rics within 4$ h was less 
than 7'io), bu1 nc.:vcrihc.:less b of interest. 

Th.: pmicms wcre the mciin sourci.: of infor-
111:t1ion in that they th..:mselves recorded tht: 
clinic~1l data twice a day. II might he Sll!!l.!ested 
tliat physici:111s wm1ld have bc~n n11.1re ;;liable 
uhscrYers. I lowc,·er Jue h.> 1he rd:11ive mildness 
of thc 1.faca~e ~tudicd, such an experiment cuul<l 
not be comluctc<l in an institutiomtl sc11ing. 
Ther.:fllre. nwniwring by physicians would h:1ve 
bc•cn i11 .. -.1mpktc ;ind l:u:king in Cllntinuity. One 
con!>eyucnce of this sdf-survcillrn1cc i.ystcrn is 
1ha1 th.: ri.:spomc rnte might have bc.:cn pDor fur 
~rnne items. The prnpiirtion of unanswt:n:d 
l.jltel>lions was 11.mcr than -L8% for the key ques­
tions which were used 10 assess rccovcry. but did 
rcach 12% for some items of secondary import­
ance. Howe,·er, missing daia were balanced be­
tween the two groups. -

Another weakness stems from th..: cl1oicc of 
niteria for the inftucn:w-likc syndrome. The 
definition was purely clinical and probably 
h1.::ked spi!.:ificity. However the clinical pk1ure 
w:is quite complete, with 58'){, of cases having ;111 
five ~ymptom criteria during their illness, in 
nddition tv fever, and 81 % lrnving nt lcust four of 
1h1.•m. ~ 1tlrC1.)Ver ;i)must 1hn.:c mil of fuur cases 
occurred during 1hc pc;ik of lhc infl11i:n1n cp1-
de111ic of lht: 1986-1 Y87 wintcr. The conclusions 
do 1101 differ whether the cases were collec1ctl 
during 1he epidemic period or aflcrwanls, as 
demonstrnled by the multivariate analysb. 

Thc influcn:.rn virus A HlNI was idcntilictl 
during this cpidcmic, which was of mild i111t.:nsity. 
h w;is ;1 ,·:1rian1 of a strain th:lt appeared in 1977 
and whidi wus analogous to an epidemic ugent 
encountered between 1947 and 1957 (Direction 
r..:nernle de la Sante, 1987a). Hence this virus 
mn~tly !>p1cml lllllOfl~ people burn aflcr 1957 
(i.L!. kss 1han 30 wars old) (I lannoun & I .hillier, 

JlJ87). In consequt:ncc i1 i~ po~~iblc 1ha1 many 
older p:iticnts indmkd in the study :-.ut'fc.:red 
from syndromes lh:rt were caused by nth.:r vint:.L!S 
th;111 thc intluc11za virus. Rcspirah>ry syn.:itial 
virus was very active during the 19X6-l'J87 
winter in France (llannoun & Lhilli.:r. 1987). 
TI1e partitioning nf the daw sci imo ·n1.i· and 
'\'•Hiil!!.. c;1si:s. with JO vc·ars as 1h,• thr<":-lh1ld, w:r~ 
1.ie.:id~d during .Ire daia <111alysi~ with tlie :1i111 of 
lc~ting <igc effect in rca~o1wbly !>imil;1r sampli: 
~izcs. II was 1w1 conditioni:d by ;my prior hy­
pothl!sis as ttl th..: immune "l:i1L.1s of older pa1ic111s. 
I lo11·cv.:r as !he dnrl!. was 111<irc l'ffectivc a11101H! 

pntients ;1gc<l ks!> th;111 311 yc.:ars, one mighi 
~peculate !hat the actilln of o~cillocuccin11m'~· 
w:1s more specilically active :ig.aimt the i11lh1r.:11za 
virus. Clearly further s1udii.:s :m: rcquired to 
examine this p1>ssihility. 

One earlier study wus C<>nduc1eu wi1h a :.mall 
sample size and with 11 rati1cr wide dclinition of 
inttuenza infcc1io11 (Gassinger d 11(., 1981 ). It 
showed 110 evitlcncc of an dfcct of a h11111nco­
p:nhic substance a" compared with aci.:1ylsali1.·ylic 
11dd. Another trial used a definition or i111luc11za­
likc synurnmc which wus :.imilar It> thL! prese11.1 
study hul did not rt!ve:il m1y prcvc.:n1ivt: effect of\ 
a homocopaihic c1.1mplex (rcrlcy .:1 al., 191'7). '. 
Our swdy did not aim to evaluate thc homoeo­
pathic approach as a whole, hut to test~• sped!ic 
preparation. 

While pharmacological studies have been 
published recently (C11zin r?t al., 1987; D•n·cnas 
i:t al., 1987, 1988), conventional clinic;1) trials 
published in the non-homocnpilthic liti:rnture 
are exceptional (Reilly "' 111 •• 1986). Reviews 
!Aul:is l!t ul., 1985: Sc\>licld, 19il4) stn.:ss the 
weakness of mosl hn111ncopa1hy lrials und 
undt:rlinc the mc1hollological diflicultics nf M1d1 
;111 l'nlerprise. This tend" In c·nhance 1hc sus­
picinn of those who 11re di.:1rnct11rs of this Ihcrn­
p.:utic approach. Ah hough it may he cnjt1yi11g :1 

revival ;1mongst:ctions ofthi.: pt1p111:11ion :n largc 
:111d among pan of the medical profl!s,inn, only 
rigorous clinical experiments will allow vindi­
cation of 1his approach. 

The authnrs arc indd1tcd tu rhc 1-1'1 gc·naal pr;ic­
tition.:r> who C•lll;ihorntcJ in thi> swJy. Th.:y ~annt>t 
:ill he nmncJ. A. Bilkllc anJ N. Poutignat C<llllrihulcJ 
to thc trial organization ilni.1 >UrvciJl:111c·c. F. F:1ris mul 
E. Zoghdh rypctl the nrnnu,,cripb. They arc "•ry 
gr:iteful to Gl·nild lvluore fur itli111m1tit· revisillll uf :1 
lirst paper. 

A homoeopathic preparation for influenza 335 

llcf<:rcnces 

A11l:1~. J. J. ( l'J85). L'evaluatiun dini4ue C<llltcinpur­
:1inc tic J"h,i111.:opathie. Lt1 ri•1·11l' l'rc>crir,•. 5. 3-1-
37. 

Auh1>. J. J .. B:mklay. G., Royer, J. F. & Gauthier, 
J. Y. ( flJ8:5). l."lh1m~opathk. Approchc hi>torique 
l·t c.:rillt.1uc cl 0\·;iluatiun :-.i:kntihl(Ut.:: t.k ~t.-:-. fomh.:· 
uh:uh -.:mpi1 il(U~-~ ~' dt.: :-.on ~fhi:.u:i12 thCrn­
pi:nriquc. J:',/i1io11~ Al<1rfinilc•s Rol.mtl lkm·x. Paris. 

Cazin. J. C.. C;1zi11. M .• Gah<>ri1. 1. L. Chaoui. 
A .• lhiiron. J .• Belon, I'., Chcrru;iul!, Y. & 
Papanayo111u. C. (l'J87). A srndy •>i the effect of 
Ji:dmal ;111d l'<:lllc>imal Jilut i•HIS nf arsi:nk un 1h.:. 
rcto:nti,111 anJ rmlhili:wtion nf arscnii: in th.: rat. 
1/11111:/11 Tor .. 6. 315-3211. 

Daven;i,. E.. Bi.:;111\'ai~. F .. Amara. J., Oherhaum, 
f\I.. Rohviwn. B., Mia.Jonna, A .• T.:Jcschi, A., 
Pomeranz. B .• Fo11ncr. P .. Belon. P .• Saintc-Lautlv, 
1 .• Poi1..:vin. ll. & lknvcni~1.:, J. (1988). Hum:;n 
b;isophil Jc);!r;mulation triggered hy \'Cry tlilu1e 
;1111berum againM IgE. Nat1tl"<'. 333. 816-818. 

Da,·cn:1s. E., Poitevin. B. & Bcnvcnb1.: J. (1987). 
Effoi:t <Hl nu•u·><~ peritonc:al macrophage, of orally 
;1dmi11i,,1.:n:t1 very high dilutinn" of >ilica. Eur. 1. 
J>lt11mu1<· .• 135. 313-319. 

Direction Gcn.:rntc tic la S:111t~ ( 198711). Sun·i:ilf;ince 
de la !!rippi:. /J11/leti11 cpith'111iologiq11c I frb1lrm111cl-
11irc 1w 6. 

Dir.:ction Gencrnlc de la Sante. (J987b). L"epidemie 
de grippe Je l'hivcr 1986-1987 en France. B11/lc1ii1 
Epiih'111iulogii/1tl.' lfrbcl1miadaire 110 16. 

F.:rley. J.P .• Pou1ign:11, N., Azzopardi, Y .. Charrel, 
M. & Zmirou. D. (1987). Evalu:uion en m.!Jccine 
i1mhula1oirc de r:ictivitc d"un compkxc hom.!o­
p:11hit1u..: tlans Ill pro!\'<!lllion de la grippe cl d.:s 
>yni.lwlll<:> g1ipp:1ux. /11111111110/ogie /111•1/ic.1/t:, 20, 
22-2!t 

Fincll<1. F. ( 1877). In No111"t•//('S 111i1hodi:s basifes s111· 
l""t'f'lin11iim ,fr;· n·mt'di:s <'<>t11plcxes "" 1rnir1•111,·111 
d,· 10111,·x /,., 111a/11dit•;, Etl. Baillii!n.: P:1ri>. 

Ga;>inl!cr. C. A., Wilns1el, G. & Nc:u.:r P. (1981 ). 
Kli~isch.:: Priifung zum Nachw.:b d.:r 1I11:ra­
peu1bd1..:n Wirksamkc1i1 des homiiopathbch.::n 
An:ncimiueb Eupawrium p.::rfolia111m D2 (Wa>­
serhauf composite} bd dcr Diu;pio>c ·Grippakr 
lnf.:kt". Ar:.tJt:i111.-Forsd1 .• 31. 7:·2-737. 

llanuoun. C. & Lhillicr, f\I. ( llJX71. L-.:piuemk de 
grippe Jc l'l1iv.:r 198C>-1%i _,_.~ Frnn.:.:. /l11/fr1ir1 
Epiilemiolvgi1111e lll'bdw:1,:d.iin· tDin:.:ti1m 
Go!nerak de la S;in1.!), numhi.:r 16. 

?-fantd. N. (19o3). Chi->quarc test> with one degree oi 
frc.:tlnm: extension of th.: f\l:imd-lfacns:.:d pro­
cei.lurc. 1 . ...Im. S1<11 . .-lss., .58. o!Jti-700. 

Mantel. N. ( 1960). Evaluation of Sur\'ival data anti 
two n..:w Rank Orucr Sw1b1k; urisin~ in ib cun­
!>idcrarion. Cancer Chemotlru. Ritp .. SO, 163-170. 

Mic1tincn, O.S. (1976). Estimabilityand c>tim:1tion in 
c:1s.:-rcfcrcnt s1udi.:s. Am. 1. Epidt'miolog,\'. 103. 
225-235. 

Reilly. D. T., Taylm. M. A .• llkSharry, C. & 
Aitchison. T. ( 1986 ). Is homoeopal hy a placebo re­
sponse? Con1rollt.:tl I rial of homoeopathic potency, 
with polkn in hayfc,•cr a> model. Lt111ce1. ii. 88l-
88h. 

Rotlumm. K. J. & Boicc. J. D. ( 198-1). Epidemiologic 
wwlysis 1ri1/i " program11wbli! m/c11/1111>r. floston: 
Epidemiology Re~ourc.:s. -

Scofield. A. M. (198-1). faperiment:il research in 
homoeopa1hy-a critical rc\'iew. Br. Hom. J .• 73. 
161-180. 211-226. 

\!aileron, A. J., Bou\'et. E .• Garncrin, P .• f\len:ir.:s. 
1., Heurd, E .• Letrait, S. & Ldaucheux. J. (l'l8n). 
A computer JH!IWork for the sun·cillancc of rnm­
municahlc disease: 1he French c:xpcrim.:nt . .-lm. 1. 
Public J/ci,/1'1. 76, 128\1-12\12. 

(Recefred 15 A11g11s1 1988, 
aCL"t:flt<'.I 13 October /9SSJ 

~ 
::?! 
u? 
0 
0 
N 

0 
N 

(D 
..0 
.8 
() 

0 
>. co 

-0 
(/) 

:; 
.!:: 
r 





Minnesota Natural Health Legal Reform Project 
www.minnesotanaturalhealth.org 651 322 4542 

. Jerri Johnson 

Access to Holistic Health Services in Minnesota 

Access to complementary and alternative healers not licensed in the health care system 
has opened up. In 2000, the Minne.sota legislature passed Statute 146A, creating the Office 
of Unlicensed Complementary and Alternative Health Care in the Department of Health. This 
was a ground-breaking, positive piece of legislation that has assured Minnesotans maximum 
options in health care. 

Before MN 146A existed, many holistic healing services were being provided. However they 
were being provided under the chilling effect of potentially being in technical violation of the 
medical practices act. Statute 146A gives practitioners who comply an exemption to criminal 
charges of practice of medicine. It created an office in the Department of Health to have 
jurisdiction over unlicensed practitioners and to receive complaints and take action if 
necessary, including cease and desist and injunctive relief It required unlicensed 
practitioners to give disclosure to their clients of their education and training. 

Consumers and practitioners are enjoying the benefits of this statute because there is open 
communication between client and practitioner about the nature of the services, and there is 
an innovative and respectful environment surrounding these practices. The Client Bill of 
Rights has enhanced consumer education and is a wonderful asset to Minnesotans who use 
these services. 

With this innovative solution, Minnesota now leads the c.ountry in providing consumers 
with the options they are seeking. According to National Health Freedom Action, there are 
now six states with laws that allow unlicensed natural health care practitioners to practice: 
Minnesota, Rhode Island, California, Oklahoma, Louisiana, and Idaho. Many more 
states have introduced legislation similar to Minnesota's and are going forward in 2006. 
National Health Freedom Action is working with many more states to educate state leaders on 
how to create environments in their states that maximize consumer options in these kinds of 
health care practices. 

There is still a need for legislative change to allow licensed practitioners who wish to 
utilize alternative methods the flexibility to do so. Currently in Minnesota, licensed health 
care practitioners can not freely prescribe alternative treatments because their practice statutes 
require them to practice within the acceptable and prevailing minimum standards of care for 
their profession. If they use different approaches, they could lose their license. 

But consumers are asking for holistic therapies, and many health professionals wish 
they had more latitude to administer them. Consumers are eager to access not only the 
unlicensed healers, but also those licensed practitioners who can offer their expertise in 
natural health methods. Legislation is needed to assure that practitioners need not fear the 
loss of their license if they do so. 
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i\li;I 
Chiropractors the third largest grouIJI lJW 
practitioners in the United States (> 6(t 

• An estimated 25 million Americans receive chiropractic 
care yearly · 

• Four years of professional education preceded by 
bachelor of science degree 

• Chiropractors licensed in all states by state law 
• Chiropractors used more often than any other alternative 

care providers in the US 
• 95% of the care delivered is for musculoskeletal 

problems such is low back pain, neck pain, sane forms 
of headache and peripheral joint problems 
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Evidence-based 
Recommendations 

regarding 

Cost Savings in Minnesota 

The Cochrane Collaboration 
www.cochrane.org 

International non­
profit organisation 
that prepares, 
maintains, and 
disseminates the 
highest quality 
systematic up-to­
dlate reviews of. 
health care 
interventions. 

The Scientific Evidence 
. 1111rll 

1 1 ·1 · H;;;J"q· ·:·r 1:·q:c;T:::r m:n::;:;tt:l·:]r~u1l:· 
. I 1 \1/ If I 

Using a systematic approach: 

• Include all relevant evidence 

• Eval"LI:ate the quality of the evidence 

• Combine and summarize 

• Make recommendations based on the 
preponderance of the scientific evidence 

The Health Care Services Study 2005 

~~~e~~:~::1R1ec1:::::::~~l1~r arding 

Examples of overuse of diagnostic 
procedures and treatments 

• Coronary Angiography 
• Antibiotic use 
• Hysterectomy 
• Arthroscopic knee surgery for arthritis 
• MRI for back pain 
• Spinal manipulation for low back pain 
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The Health Care Services Study 2005 
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1 

CONCLUSIONS FROM A RECENT COtlmANE 
SYSTEMATIC REVIEW: There is no evidence that spinal 
manipulation is superior to other standard treatments for 

· patients with acute or chronic low back pain. 

• Neither is there any evidence that these therapies ~re 
superior to spinal manipulation. 

• The authors conclude that spinal manipulation is one 
of several effective treatment options. 

I,'' 'l""''f!!'!j""'l:""'""j'"'''"J'.11,t(/;.'Ji ...... ··.·.···· .... ······r,1/\'1%,1 

Scientific Evidence for the 
Clinical Effectiveness and 

Cost-Effectiveness of 
Chiropractic Care 

Spinal manipulative therapy for low-back pain 
Assendelft WJJ, et al 

111/11 

The Cochrarle"'Dtit&b&ste'iofl8ystf 
1

: 
1 

1
1
1 1

1 

™PU CATIONS: 
The findings from this review does not support the notion 1hat 
spinal manipulation for low back pain is an ineffective or 
inappropriately used treatment as suggested in the Minnesota 
Health Care Services Study. 

The finding from this review therefore should not form the 
basis for introducing policy and budget proposals which 
would deny/reduce access to or payment for spinal 
manipulation for low back pain. 

ClirJ,ical effectiveness of Spi.nal 
Manipulation 111 ( 1'1 P r 

I I I 
'
'"'"'""'"''"""!·'·' ·J•''"""·"'·'l"""l"'l''':j·::1"J),.l)l:,1 ' , ................. , ............................ y ....... ,, 

Based on the most updated syst~~ . 
of the literature and/or evidence-based 
clinical guidelines: 

• One of several effective treatment options for 
chronic and acute low back pain 

• Some evidence for chronic neck pain but 
inclusive evidence for acute neck pain 

• Effective for some patients in reducing 
chronic headache 
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Cost-effectiveness of Spinal 

~ani;~z~~!~:,~:"~':::1}! 
Based on randomized clinical trials I l 

claims data: 
• Good evidence of cost-effectiveness of spinal 

manipulation/mobilization for low back pain and 
neck pain based on prospective randomized clinical 
trials in Europe 

• Based on retrospective claims data in the US, there 
is evidence that access to managed chiropractic care 
alone or as part of integrated medical care reduces 
overall health care expenditures 

What is Evidence-based Health Care? 
1

1
1[1

1
1
11 

I I I I I l I l fl tlll+lll 
It's not "cookbook" care or rigid pr~14 

1 

guidelines designed by policy makers 
• The Evidence-based Health Care principle is a dynamic 

process that integrates 

Scientific Evidence 
+ Clinician Experience 
+ Patient Preferences 

Best Clinical Decisions 

• The purpose .is to promote quality patient-centered care 

I I 

Evidence-based 
Health Care 

Policy Recommendation 
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How to counteract inappropriate use of diagnostic 

and treatment ~e,~ice~, ~~d ~o~~~~flr 
I I ·l .J,,;,,J,,,,,:;L .. L ... J ..... L•LJ,J,,,J,J,,,,,l·'f·i'\' 

Not by: 1
1
1 11 11 

• General denial of access to or reducing/denying 
reimbursement of valid diagnostic procedures and effective 
treatments based on biased interpretation or selective reference 
to the scientific literature supporting inappropriate use. 

• ·Arbitrary limits on numbers of treatment 
But by: 
• Mandating the introduction of Evidence-based Health Care 
• Ensuring health care provider designed Best Practices (high 

quali1y care) 
• Require public documentatiori of the use high quality care 

· • Rewarding the use ofhigh quali1y cost-effective care 

Thank You 
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COMPLEMENTARY AND ALTERNATIVE MEDICINE SERIES 
Series Editors: David M. Eisenberg, MD, and Ted J. Kaptchuk, OMD !ACADEMIA AND CLINIC 

Chiropractic: A Profession at the Crossroads of Mainstream and 
Alternative Medicine 
William C. Meeker, DC, MPH, and Scott Haldeman, DC, PhD, MD, FRCP(C) 

Chiropractic is a large and well-established health care profession 
in the United States. In this overview, we briefly examine the 
development of chiropractic from humble and contentious begin­
nings to its current st.ate at the crossroads of alternative and 
mainstream medicine. Chiropractic has taken on many of the. 
attributes of an established profession, impmving its educational 
and licensing systems and substantially increasing its market 
share in the past two decades. The public increasingly uses chi­
ropractic largely for spinal pain syndromes and appears to be 
highly satisfied with the results. Of all the so-called alternative 
professions, chiropractic has made the largest inroads into private 
and public health care financing systems and is increasingly 
viewed as an effective specialty by many in the medical profes­
sion. Much of the positive evolution of chiropractic can be as-

hiropractk is the largest, most regulated, and best 
recognized of the professions that have traditionally 

functioned outside of mainstream medical institutions 
and, in the new lexicon, have fallen into the category of 
"complementary and alternative medicine." It is unique 
in the United States as the most widely disseminated. 
indigenous U.S. system ofhealing. Its steadily increasing 
acceptance and use by the public and payers indicate 
that chiropractic is no longer the "marginal» or "devi­
ant" profession it was once considered to be {l). Accord­
ing to surveys of patients seeking alternative care, chiro­
practors are used· more ofi:en than any other alternative 
provider group (2), and the satisfaction with chiroprac­
tic care is very high (3,. 4). The number of chiropractors 
is growing: The current number of 60 000 is expected to 
reach 100 000 by 2010 (5). 

Although some observers suggest that the profession 
may be entering the health care mainstream ( 6, 7), chi­
ropractic remains a young profession; in 1995, it cele­
brated its lOOth anniversary. Until the rnid-1970s, chi­
ropractic was considered to be outside mainstream 
medicine, often an outcast,. and most chiropractors 
viewed themselves as differing in philosophy and prac­
tice from other health care practitioners (8). During the 
past two decades, there has been a marked change in the 
manner in which chiropractic is viewed, not only by 
mainstream medical practitioners (9) and institutions 

2161 © 2002 American College of Physicians-American Society oflnrernal Medicine 

cribed to a quarter century-long research effort focused on the 
core chiropractic procedure of spinal manipulation. This effort has 
helped bring spinal manipulation out of the investigational cate­

gory to become one of the most studied fonns of conservative 
treatment for spinal pain. Chiropractic theory is still controversial, 
but recent expansion in federal support of chiropractic research 
bodes well for further scientific development The medical estab­
lishment has oot yet fully accepted chiropractic as a mainstream 
form of care. The next decade should determine whether chiro­
practic maintains the trappings of an alternative health care pro­
fession or becomes fully integrated into all health care systems. 

Ann fntemMed.2002;136:216-227. www..annafs.org 
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(10, 11) but also by members of the profession itself 
(12). Examining the factors that led to this change in 
attitude and the legitimization of chiropractic as a 
method of treatment and as a profession, as well as the 
conflicting emotional discussion that has accompanied 
these changes, is an interesting and informative exercise 
in health ca.re sociology (13). The changes in the chiro­
practi~ (and medical} profession are, however, still in the 
transitional phase, and the acceptance and even the fu­
ture role of chiropractic in the overall health care system 
remain controversial (14, 15). 

THE ORIGINS AND HISTORY OF CHIROPRACTIC 

Chiropractors have designated 18 September 1895, 
when Daniel David Palmer reportedly gave his first spi­
nal adjustment, as the origin of the chiropractic profes­
sion; however, spinal manipulation is one of the oldest 
and most widely practiced healing methods. References 
to spinal manipulation, and even the term subluxation, 
can be traced back as far as Hippocrates and Galen (16), 
and manual and manipulative procedures have been de­
picted in the art and writings of most ancient cultures. 
Although manipulation has been part of orthopedic 
medical practice for centuries, most nonmedical practi­
tioners of spinal manipulation in the 19th century were 



"bonesetters" who had learned their skills primarily by 
apprenticeship and observation (17). 

The early and middle years of chiropractic were 
dominated by charismatic and authoritarian figures who 
often disagreed with one another. Many of the early 
schisms around the theory and scope of practice from 
this period still exist in some form (9, 17). Daniel David 
Palmer, who originally practiced as a lay magnetic 
healer, is credited with professionalizing the practice of 
spinal manipulation. He integrated popular natural 
health and scientific models of the day to present a 
unique theory of chiropractic. He did this by incorpo­
rating the concept of an inherent healing ability of the 
body, which he named "innate intelligence,." into con­
cepts drawn from contemporary knowledge about anat­
omy and physiology. He eschewed the use of drugs and 
surgery as unnatural invasions to the body and focused 
on what he perceived as normalizing the function of the 
nervous system as the key to health (17). 

From the beginning, chiropractors understood that 
professional self-regulation and independent legal status 
were crucial to survival. This stormy history of the first 
century of chiropractic includes many milestones on the 
march to professionalization, some of which are listed in 
Table I. Although chiropractic originated in the United 
States (the primary training ground and theoretical in­
spirational source for chiropractors}, it took less than 10 
years for chiropractors to immigrate and begin practice 
in other countries. In 1923, the province of Alberta in 
Canada became the first jurisdiction to license chiro­
practic outside of the United States; in 1939, the canton 
of Ziirich in Switzerland was the first to license the pro­
fession outside of North America. Today, chiropractors 
are licensed and regulated in many countries throughout 
the world (18) and are permitted to practice in most 
countries, pursuant to general law. 

CHIROPRACTIC IN HEAL TH CARE 

One indicator of chiropractic mainstreaming is the 
steadily increasing use by patients in the United States, 
which has tripled in the past two decades from about 
3.6% according to a 1980 survey (19)to an estimated 11% 
according to a 1997 national random telephone survey 
(2). This translates to an estimated 190 million patient 
visits to chiropractors in a year, or about 30% of visits to 
all complementary and alternative practitioners (2). One 
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Table I. Events in the Hisf!:orical Development 
of Chiropractic 

Year Historical Milestones 

1905 Minnesota ls the first state to license chiropractic as an 
independent profession, 

1922 California recognizes and licenses chiropractors. 
1933 The U.S. Council of State Chiropractic Examiners is established 

with a mandate to provide unified standards for licensure, lt 
is now the Federation of Chiropractic Licensing Boards. 

1944 The Foundation for Chiropractic Education and Research is 
established and remains the profession's foremost agency 
fur funding postgraduate training and research. 

1963 The National Board of Chiropractic Examiners is established to 
create standardized examinations and promote consistency 
and reciprocity between state examining boards. 

1974 Louisiana is the last state to grant licensure to chiropractors, 
1974 The U.S. Council on Chiropractic Education is recognized by 

the U.S. Department of Education as the sole accrediting 
agency for schools of chiropractic:. 

1975 The U.S. National Institute of Neurological Diseases and Strol<e 
convenes a multidisciplinary conference to examine the 
research status of "spinal manipulative therapy." 

1976 Journal of Ma.nipulative and Physiological Therapeutics is 
founded as a scientific peer-reviewed chiropractic journal 
and is indexed by the National Library of Medicine. 

1987 The U.S. Supreme Court upholds a lower-court decision that 
finds the American Medical Association guilty of antitrust 
violations in its attempt to eliminate the chiropractic 
profession. 

1994 The U.S. Agency for Health Care Policy and Research 
convenes an evidence-based consensus panel that rates 
spinal manipulation as an effective treatment for back paln. 

1997 The Consortia! Center for Chiropractic Research is established 
by a grant from the U.S. National Institutes of Health. 

recent survey of family physicians and chiropractors in 
North Carolina (20) found that two thirds of the med­
ical physicians felt ""moderately" or "very" informed 
about chiropractic. Furthermore, 65% admitted refer­
ring patients to chiropractors, and 98% of chiropractors 
made routine referrals to physicians. 

Payments for chiropractic care historically came di­
rectly from patients' pockets until chiropractic services 
were included in Medicare in the 1970s. In the past few 
decades, chiropractic has been included in a substantial 
proportion of private and public insurance plans, all 
state workers-compensation systems, and all forms of 
managed care (including health maintenance organiza­
tions). More than 50% of health maintenance organiza­
tions and more th.an 75% of private health insurance 
plans now offer chiropractic services (21). Under order 
of the U.S. Congress, the military health care system has 
initiated a series of demonstration projects to investigate 
the feasibility of providing chiropractic care to military 
personnel. 

5 February 2002 IAnnals oflnternal Medicine, Volume 136 •Number 31217 
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CHJROPRACTIC TRAINING AND LKENSURE 

From many proprietary schools hastily established 
during the first part of the 20th century, a stable num­
ber of chiropractic training institutions have emerged in 
the United States. Unlike in the United States, where all 
but one college are privately funded, chiropractic educa­
tion in Australia, South Africa, Denmark, one college in 
Canada, and two in Great Britain is provided at estab­
lished government-sponsored universities and colleges. 
Most colleges in the United States are accredited. by the 
Council on Chiropractic Education, an agency certified 
by the U.S. Department of Education. Each college re­
quires at least 4 academic years of professional education 
before students can qualify for licensure examinations. A 
minimum of 60 units of prescribed college-level courses 
(increasing to 90 units by 2002), mostly in the sciences, 
is required before admission to chiropractic college. Ap­
proximately 50% of students enter chiropractic training 
with a baccalaureate degree. 

A recent study described U.S. chiropractic curricula 
as an average of 4820 classroom and clinical hours, with 
about 30% spent in the basic sciences and 70% in clin­
ical sciences and internship (22). Medical school curric­
ula average about 4670 hours with a similar breakdown. 
Compared with medical students, chiropractic students 
spend more hours in anatomy and physiology but fewer 
in public health. Both programs have similar hours in 
biochemistry, microbiology, and pathology. Chiroprac­
tic curricula provide relatively little instruction in phar­
macology, critical care, and surgery but emphasize bio­
mechanics, musculoskeletal function, and manual 
treatment methods. Medical education has more than 
twice as many hours in actual clinical experience but 
1000 fewer hours in didactic and workshop-like clinical 
courses. All chiropractic colleges maintain busy training 
clinics that deliver chiropractic care in settings similar to 
typical chiropractic practice. Specialty training is avail­
able in 2- to 3-year postgraduate residency programs in 
radiology, orthopedics, neurology, sports, rehabilitation, 
and pediatrics. Coursework leads to eligibility for ac­
credited specialty board competency examinations, which 
confer "diplomate" or "certified" status. 

Forty-six states either recognize or require passage of 
examinations administered by the National Board of 
Chiropractic Examiners in the areas of basic science, 
clinical science, and clinical competency before granting 
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a graduate a license to practice. Most states also require 
annual proof of continuing education credits for ongo­
ing license renewal. 

CHIROPRACTJC HEALTH CARE AND PRACTICE 

CHARACTERISTICS 

Chiropractic is an evolving health profession with 
functions, values, traditions, and training institutions 
similar to those of other professions. As envisioned by its 
founder, chiropractic was to be a revolutionary system of 
healing based on the premise that neurologic dysfunc­
tion caused by "impinged" nerves at the spinal level was 
the cause of most "dis-ease" and that spinal manipula­
tion (adjustment) removed the interference to a full and 
healthy expression of life. Modern chiropractic theory 
and practice have moved away from the original mono­
causal theory, and research is gradually redefining the 
narure of the discipline and its education. Many still 
think "chiropractic" is synonymous with "spinal manip­
ulation," but as described. below, this is only partially 
accurate. With the advent of the category "complemen­
tary and alternative medicine" (CAM), chiropractors 
themselves are divided about how to define the profes­
sion; many do not want to be termed CAM practitio­
ners (23). Chiropractors have many of the attributes of 
primary care providers and often describe themselves as 
such (24). Others point out that chiropractic has more 
of the attributes of a limited medical profession or spe­
cialty, akin to dentistry or podiatry (1). This is an on­
going internal and external debate affected by dynamic 
health industry forces. 

Spinal Manipulation: The Chiropractic Adjustment 
The core clinical action that all chiropractors agree 

upon is spinal manipulation. Chiropractors much prefer 
the term spinal «adjustment," reflecting their belief in 
the therapeutic and health-enhancing effect of correct­
ing spinal joint abnormalities. Dozens of adjusting 
"techniques" exist, and discussions about their relative 
merits make up much chiropractic academic discourse 
(25, 26). The procedure in its broadest definition de­
scribes application of a load (force) to specific body tis­
sues with therapeutic intent. This load, which has tradi­
tionally been delivered by hand, can vary in its velocity, 
amplitude, duration, and frequency, as well as anatomic 
location, choice of levers, and direction of force. 

Although "spinal manipulation" is traditionally as-
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sociated with ~'chiropractic'' (chiropractors deliver >90% 
of the manipulations in the United States [27]), chiro­
practors also provide many other treatments and coun­
selling services. Physical therapies such as heat, cold, 
electrical methods, and rehabilitation methods are com­
mon (28,. 29). Chiropractors usually suggest therapeutic 
exercises and general fitness recommendations to most 
patients, and give advice to many patients about nutri­
tion, vitamins, weight loss, smoking cessation, and re­
laxation techniques (30). Many chiropractors use other 
forms of CAM, with emphasis on massage,. acupressure, 
and mineral and herb supplements (23}. 

Chiropractic Case Mix 

Studies confirm that most patients go to chiroprac­
tors for musculoskeletal problems: about 60% with low­
back pain, and the remainder with head, neck, and ex­
tremity symptoms (28, 31). Approximately one third of 
all patients who seek professional care for low-back pain 
consult chiropractors in a primary health care role (32-
34). Furthermore, about half of the patients seeking chi­
ropractic care have chronic symptoms (3L 35). Only a 
small number, typically fewer than 2% to 5%, seek care 
for other conditions. Recent studies have also docu­
mented that a minor proportion of patients visit chiro­
practors for general health concerns, prevention, and a 
feeling of well-being; they often receive standard health 
advic~ most often with regard to physical fitness and 
nutrition (35-37). 

Diagnostic and Assessment Methods 

The approach used in chiropractic trammg and 
practice · for clinical diagnosis is similar to that of all 
health care disciplines: a history, physical examination,. 
and specialty-specific assessments (25, 38). The Council 
on Chiropractic Education specifies that these basic clin­
ical competencies must be taught in all accredited insti­
tutions,. and chiropractors are expected to differentiate 
mechanical musculoskeletal problems fiom visceral ab­
normalities that may present with a similar clinical pic­
ture (29). Chiropractic practice guidelines developed by 
the profession rate history taking, physical examination, 
and periodic reassessments of progress as "necessary" at­
tributes of good practice (39). 

By using job analysis concepts, the National Board 
of Chiropractic Examiners has provided the most thor­
ough description of chiropractic practice (28). Chiro-
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praetors rated {'extremely important" the knowledge 
needed to arrive at a diagnosis on the basis of informa­
tion gathered from a patient's history and physical, neu­
rologic, and orthopedic examinations. In most states, 
chiropractors have the statutory right and obligation to 
render a medical diagnosis, especially within their scope 
of customary and legal practice. Patients with diagnoses not 
amenable to chiropractic care are routinely referred (20). 

Chiropractors' use of advanced diagnostic tests is 
generally low, ref.leering the typical nature of the mus­
culoskeletal caseload (29). The main exception is plain­
film radiography, which has been traditional in chiro­
practic ever since its development at the beginning of 
the 20th century. Much training time is spent on the 
technique and interpretation of musculoskeletal radio­
graphs (22, 40, 41). In regard to radiographic examina­
tion, the job analysis survey indicated that chiropractors 
{'frequently" obtain radiographs for new patients to de­
termine abnormality; they "sometimes" obtain radio­
graphs to determine instability or joint dysfunction; 
they "frequently" determine the possible site and nature 
of a manipulable subluxation; they "frequently'' perform 
radiography on a patient whose condition is deteriorat­
ing or who is not responding to care; and they "rarely" 
obtain rad.iographs to monitor a patient's progress. Chi­
ropractors consider knowledge of normal radiographic 
anatomy and of radiographic interpretation and diagno­
sis to be "extremely important" (28). 

Indications for radiography are hotly debated in chi­
ropractic circles, but use appears to be declining over 
time (42). The use of radiography may also vary sub­
stantially by geographic region. A practice-based study 
comparing chiropractic and physician practices for pa­
tients with back pain in Oregon found that 26% of 
patients of both provider groups had radiography (43). 
Carey and colleagues ( 4} found higher rates of use in 
North Carolina: 67% for chiropractors and 72% for 
orthopedists. Of note, since the inception of Medicare 
30 years ago, chiropractors had been mandated to ob­
tain radiographs in order to be reimbursed for care. 
Only after persistent legislative activity has this provi­
sion finally been changed (44). 

The Chiropractic Crinical Encounter and Patient 
Perceptions 

Chiropractors use the information from the case 
history and examination to ascertain the patient's state 
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of health and to form a diagnostic impression, with ad­
ditional studies obtained as needed. Focal joint, muscle, 
and soft tissue examinations are usually performed to 
determine the potential utility of spinal manipulation 
and other interventions. These usually include palpa­
tion, assessing the range and quality of joint motion, 
and probing for tenderness and inflammation. On the 
basis of the findings, the chiropractor chooses a treat­
ment plan and estimates prognosis. Essentially, patients 
may receive a trial of chiropractic care~ be referred for 
co-management, or be referred to an appropriate spe­
cialist. The profession has developed detailed consensus 
guidelines for quality for most aspects of case manage­
ment (39), and these are didactically and clinically mod­
eled in accredited chiropractic institutions. 

The clinical encounter tends toward a high-touch, 
low-technology health model with more concern for the 
person than the disease. Chiropractors believe in the 
inherent healing ability of the body and communicate 
the hope of healing to patients. Spinal manipulation and 
other forms of touching care require that a level of trust 
develop between the patient and the chiropractor. Re­
peated visits allow a relationship to flourish that is often 
used to communicate on a social and psychological level 
as well as about biological implications of care (45). 

One recent essay opined that much of chiropractic's 
success and perhaps its most important contribution to 
health care might concern this patient-physician rela­
tionship (7). Analyses from anthropologic and sociologic 
perspectives have suggested that treatment by a chiro­
practor, especially for many patients with chronic pain,. 
can generate a sense of understanding and meaning, an 
experience of comfort, an expectation of change, and a 
feeling of empowerment (46, 47). The hands-on and 
compassionate a can do" clinical behavior of the typical 
chiropractor seems to be concrete, reassuring, and im­
mediately satisfying. Observational studies (3, 4) and 
randomized trials (48) leave little doubt that chi:roprac­
tic patients are very satisfied with their management. 

CHIROPRACTIC THEORY AND RESEARCH 

Throughout the short history of chiropractic, the 
profession has had the difficult task of justifying a treat­
ment partially rooted in quasi-mystical concepts to a 
skeptical mainstream medical and scientific community. 
Confounding this problem has been the fact that pain, 
especially chronic musculoskeletal pain, remains some-
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thing of a scientific enigma (49). A 1975 National In .. 
stitute of Neurological Diseases and Stroke conference, 
"Research Status of Spinal Manipulative Therapy," 
pointed out the lack of any substantial research to justify 
claims made by chiropractors or any other practitioner 
of manipulation (50); by doing .so the conference galva­
nized a quarter century-long research effort. 

Focus of Reseaurch 
Two broad categories of research have been pur­

sued: l) clinical outcomes in randomized clinical trials 
and observational studies and 2) basic science efforts 
attempting to understand the biological mechanisms of 
spinal manipulation. For this report, we supplemented 
our own exhaustive reference collections of randomized 
clinical trials of spinal manipulation with additional 
searches of MEDLINE, MANTIS, CHIROLARS, and 
the Cochrane Collaboration Library. We tracked cita­
tions and manually searched relevant journals to verify 
that the list was as complete as possible. We made no 
attempt to find finished unpublished clinical trials or 
review non-English-language reports. 

To date, at least 73 randomized clinical trials of a 
broadly defined spinal manipulation procedure can be 
found in the English-language literature. Most trials 
have been published in general medical and orthopedic 
journals (for example> British Medical Journal, journal of 
the American Medical Association, Spine). Nineteen pa­
-pers were published in the chiropractic peer-reviewed 
literature (for example, Journal of Manipulative and 
Physiological Therapeurics). Most first authors have med­
ical degrees, and 23 papers were written by chiroprac­
tors. Authors did not necessarily publish in the literature 
of their profession. While publication bias cannot be 
ruled out,. there is no evidence of it in this information. 

Most of these studies have been conducted on pa­
tients with low-back, neck, and head pain, and a few 
have examined other conditions. The clinical trials in­
clude placebo-controlled comparisons, comparisons with 
other treatments, and pragmatic comparisons of chiro­
practic management with common medical manage­
ment (Table 2). 

Forty-three randomized trials of spinal manipula­
tion for treatment of acute, subacute, and chronic low­
back pain have been published. Thirty favored manipu­
lation over the comparison treatments in at least a 
subgroup of patients, and the other 13 found no signif-
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Table 2. Results of Randomized, Controlled Trials of Spinal Manipulation 

Condition Randomized, Controlled Trials~ n Results References 

Acute back pain 10 
3 

Subacute and chronic back pain 9 
6 

Mixed acute and chronic back pain 10 
4 

Sciatica 
Migraine headache 2 

Muscle tension headache 4 
1 

Cervicogenic headache 1 
Acute, sub:arute, chronic neck pain 4 

7 
Elbow pain 
Dysmenorrhea 

1 
Infantile rolic 1 
Enuresis 1 
Asthma 2 
Premenstrual syndrome 1 
Carpal tunnel syndrome 
Hypertension 

icant differences. No trial to date has found manipula­
tion to be statistically or clinically less effective than the 
comparison treatment. Eleven of the low-back pain tri­
als included a placebo group; 8 of them showed an ad­
vantage to manipulation (125). Eleven randomized~ 
controlled trials of spinal manipulation for neck pain 
have been conducted; 4 had positive findings and 7 were 
equivocal. Seven of 9 randomized trials of manipulation 
for various forms of headache were positive. 

In most of the randomized, controlled trials of ma­
nipulation for musculoskeletal pain, the positive effect 
sizes appear to be clinically and statistically significant 
but not dramatic, leaving room for various interpreta­
tions. Systematic reviews and meta-analyses conducted 
in the early to mid-1990s made cautiously positive or 
equivocal statements about the effectiveness of manipu­
lation for low-back pain, neck pain, and headache, and 
called for higher-quality studies (27, 125-129). 

Using formal consensus processes, in 1995 the Que­
bec Task Force on Whiplash-Associated Disorders con­
cluded that spinal manipulation had at least "weak cu­
mulative evidence," and recommended that a short 
regimen of spinal manipulation may be used as a thera­
peutic trial for neck pain (130). In 1994, the U.S. 
Agency for Health Care Policy and Research similarly 
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Positive 51-63 
Equivocal 
Positive 64-79 
Equivocal 
Positive 48,80-94 
Equivocal 
Posittve 95 
Positive 96-98 
Equivocal 
Positive 99-103. 
Equivocal 
Positive 104 
Positive 72, 73,91,92,105-113 
Equivocal 
Positive 114 
Positive 115, 116 
Equivocal 
Positive 117 
Equivocal 118 
Equivocal 119,.120 
Positive 121 
Equivocal 122 
Positive 123,124 
Equivocal 

concluded that spinal manipulation was safe and effec­
tive for acute low-back pain, with a strength of evidence 
level of "B." This agency reviewed all clinical trials avail­
able at the time and found no other treatment to have 
stronger evidence, although nonsteroidal anti-inflamma­
tory drugs received the same "B" rating (131). 

A 1997 systematic review of manipulation for low­
back pain concluded (132), in contrast to previous opin­
ions (27, 128~ 131)} that evidence was sufficient to rec-

. ommend manipulation for chronic back pain but that 
the evidence for acute back pain was weak. The most 
recent systematic review (133) used a slightly different 
method of analysis, taking into account study design, 
quality, and strength of evidence; these authors con­
cluded that there was moderately strong evidence of a 
short-term benefit of manipulation for both acute and 
chronic back.pain. They found insufficient evidence for 
or against the effectiveness of manipulation for sciatica. 
However, a recent trial found that manipulation for pa­
tients with sciatica related to disc herniation was better 
than chemonucleolysis in the short term and equivalent 
to that therapy at 12 months (95). A recent quantitative 
review found only equivocal evidence for the benefit of 
traction, exercise, and drug therapies for sciatica (134). 

The heterogeneity of patients with spinal pain, the 
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Table 3. Proposed Mechanisms of Spinal Manipulation 

Action 

Mechantcallanatomrc 

Mechanical/anatomic 

Mechanical/anatomic 

Neurologlc/me<:hanical 

Neurologic/mechanical 

Mechanism (Reference) 

Afleviation of an entrapped facet joint inclusion 
or meniscoid that has been shown to be 
heavily innervated (138, 139) 

Repositioning of a fr<looment of posterior 
annular material from the intervertebral disc 
(139, 140) 

Alleviation of stiffness induced by fibrotic tissue 
from previous tnjury or degenerative 
changes that may indude adaptive 
shortening of fascia] tissue {141, 142) 

Inhibition of excessive reflex activity in the 
intrinsic spinal musculature or Hmbs and/or 
facilitation of inhibited muscle activity 

. (143-145) 

Reduction of compressive or irritative insults t-0 
neural tissues (146) 

lack of definitive diagnoses, and the indications in some 
trials that subgroups of patients appear to respond better 
to manipulation than others have further highlighted 
the need to understand the underlying physiologic and 
psychological mechanisms of pain and disability. The 
design of rigorous clinical experiments of treatment ef­
ficacy for approaches that include strong physician-­
patient interactions and ''hands-on" therapy has been 
challenging, posing the question of a strong psycho­
logical effect of chiropractic treatment. Surprisingly, 
spinal manipulation is one of the most studied treat­
ments for back pain (56, 132). All manipulation trials, 
however, have had to contend with design and execution 
weaknesses that need to be addressed in future studies. 

The treatment of disorders not directly related to 

the musculoskeletal system by manipulation has been 
supported mainly by clinical experience and case reports. 
In the past few years, randomized clinical trials for pri­
mary dysmenorrhea (ll5, 116), hypertension (123, 
124), chronic asthma (119, 120), enuresis (118), infan­
tile colic (117), and premenstrual syndrome (121) have 
been completed, with variable results. Two systematic 
reviews, one on extant trials at the time (13 5) and a 
recent one on asthma sponsored by the Cochrane Col­
laboration (136), concluded that the results do not ar­
gue convincingly for or against the utility of spinal 
manipulation for these kinds of conditions. 

Biological Rationale 
Chiropractors direct spinal manipulation to a dys­

functional joint ''lesion" known as a subluxation. This is 
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characterized as a form of joint strain or sprain with 
clinically associated hypomobility, malalignment, local 
and referred pain,. inflammation, and muscle tension 
(137). Subluxation in the chiropractic context primarily 
connotes a functional and not necessarily an anatomic 
entity. At least five mechanical and neurologic mecha­
nisms have been proposed (Table 3). 

Chiropractic theory has held that subluxation and 
manipulation can have important physiologic effects: in­
creased range of joint motion "(147, 148), changes in 
facet joint kinematics (149), increased pain tolerance 
(150), increased muscle strength (151), attenuation of 
a-motoneuron activity (152), enhanced proprioceptive 
behavior (153), and changes in J3-endorphins (154) and 
substance P (155). A biomechanical picture of manipu­
lation is beginning to emerge from studies on the forces 
involved and the resultant kinetics and kinematics 
(156, 157). 

Risks of Spinal Adjustments and Manipulations 
The topic of complications from spinal manipula­

tion has been controversial (126, 158, 159). Nonserious 
side effects of manipulation may consist of localized dis­
comfort, headache, or fatigue that resolves within 24 to 
48 hours (160). The more serious reported complica­
tions are the cauda equina syndrome from lumbar ma­
nipulation and cerebrovascular artery dissection from 
cervical manipulation. The apparent rarity of these acci­
dental events has made it difficult to assess the magni­
tude of the complication risk No serious complication 
has been noted in more than 73 controlled clinical trials 
or in any prospectively evaluated case series to date. 

Serious complications from lumbar spinal manipu­
lation are extremely rare, estimated to be 1 case per 100 
million manipulations (27). For cervical manipulation, 
the risk for a cerebrovascular accident has been calcu­
lated by various authors to range from 1 in 400 000 
(161) to between 3 and 6 per 10 million manipulations 
(126). The figures have been primarily based on retro­
spectively collected single case reports (126, 158) and 
unsubstantiated practitioner surveys (161, 162). One 
retrospective cohort study examined the incidence of ce­
rebrovascular accidents after manipulation (163). It cov­
ered the experience of 99% of the practicing chiroprac­
tors in Denmark from 1978 to 1988. During this 10-
year period, five cases and one death were identified) 
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representing approximately one serious complication for 
every 1 million cervical manipulations. Unfortunately, 
there do not appear to be any specific risk factors for 
verrebrobasilar artery dissection after manipulation, and 
the cases might represent idiosyncratic events or the ag­
gravation of arterial dissections in progress (159). 

THE FUTURE 

Significant challenges for conducting high-quality 
studies in the chiropractic profession continue to exist, 
but this is changing. The U.S. Health Resources and 
Services Administration's Chiropractic Demonstration 
Program was the first federal effort to facilitate collabo­
rative research betvveen chiropractic and medical institu­
tions in 1994, and it continues to sponsor annual con­
ferences designed to set research agenda (164). In 1997, 
the National Center for Complementary and Alternative 
Medicine initiated a research center, the Consortial 
Center for Chiropractic Research, at Palmer College of 
Chiropractic in Davenport, Iowa. It represents a collab­
oration of six chiropractic colleges and four state­
supported universities. 

Chiropractic has survived, and it has begun to em­
brace the values and behaviors of a mainstream health 
profession. In the past few decades, chiropractic has 
strengthened its educational system; initiated research 
that has validated spinal manipulation; increased its 
market share of satisfied patients; initiated collabora­
tions with other disciplines in practice, research, and 
professional settings; and effectively used political, legis­
lative, and legal measures to secure a role. Nevertheless, 
significant attitudinal and structural barriers to main­
stream status still hinder chiropractic, and the advances 
.of recent years may not be enough to ensure continuing 
progress in this direction. 

Chiropractic still maintains some vestiges of an al­
ternative health care professi~n in image, attitude, and 
practice. The profession has not resolved questions of 
professional and social identity, and it has not come to a 
consensus on the implications of integration into main­
stream health care delivery systems and processes. In 
today's dynamic health care milieu, chiropractic stands 
at the crossroads of mainstream and alternative medi­
cine. Its future role will probably be determined by 
its commitment to interdisciplinary cooperation and 
science-based practice. 
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Abstract BACKGROUND CONTEXT: Despite the many published randomized clinical trials (RCTs), a 
substantial number ofreviews and sever<1.l national clinical guidelines, much controversy stilI remains 
regarding the evidence for or against efficacy of spinal manipulation for low back pain and neck pain. 
PURPOSE: To reassess the efficacy of spinal manipulative therapy (SMT) and mobilization (MOB) 
for the management of low back pain (LBP) and neck pain (NP), with special attention to applying 
more stringent criteria for study admissibility into evidence and for isolating the effect of SMT 
and/or MOB. 
STUDY DESIGN: RCTs including 10 or more subjects per group receiving SMT or MOB and 
using patient-oriented primary outaome measures (eg, patient-rated pain, disability, global improve­
ment and recovery time). 
METHODS: Articles in English, Danish, Swedish, Norwegian and Dutch reporting on randomized 
trials were identified by a comprehensive search of computerized and bibliographic literature data­
bases up to the end of 2002. Two reviewers independently abstracted data and assessed study 
quality according to eight explicit criteria. A best evidence synthesis incorporating explicit, detailed 
information about outcome measures.and interventions was used to evaluate treatment efficacy. The 
strength of evidence was assessed by a classification system that incorporated study validity 
and statistical significance of study results. Sixty-nine RCTs met the study se]ection criteria and 
were reviewed and assigned validity scores varying from 6 to 81 on a sqile of 0 to 100. Forty­
three RCTs met the admissibility criteria for evidence. 
RESULTS: Acute LBP: There is moderate evidence that SMT provides more short-term pain relief 
than MOB and detuned diathermy, and limited evidence of faster recovery than a commonly used 
physical therapy treatment strategy. 
Chronic LBP: There is moderate evidence that SMT has an effect similar to an efficacious prescrip­
tion nonsteroidal anti-inflammatory drug, SMT/MOB is effective in the short term when compared 
with placebo and general practitioner care, and in the long term compared to physical therapy. 
There is limited to moderate evidence that SMT is better than physical therapy and home back 
exercise in both the short and long term. There is limited evirlence that SMT is superior to sham 
SMT in the short term and superior to chemonucleolysis for disc herniation in the short term. However, 
there is also limited evidence that MOB is inferior to back exercise after disc herniation surgery. 
Mix of acute and chronic LBP: SMT/MOB provides either similar or better pain outcomes in the 
short and long term when compared with placebo and with other treatments, such 
as McKenzie therapy, medical care, management by physical therapists, soft tissue treatment and 
back school. 
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Acute NP: There are few studies, and the evidence is currently inconclusive. 
Chronic NP: There is moderate evidence that SMT/MOB is superior to general practitioner manage­
ment for short-term pain reduction but that SMT offers at most similar pain relief to high-technology 
rehabilitative exercise in the short and long term. 
Mix of acute and chronic NP: The overall evidence is not clear. There is moderate evidence that 
MOB is superior to physical therapy and family physician care, and similar to SMT in both the 
short and long term. There is limited evidence that SMT, in both the short and long term, is inferior 
to physical therapy. 
CONCLUSIONS: Ou:r data synthesis suggests that recommendations can be made with some 
confiden.ce regarding the use of SMT and/or MOB as a yiable option for the treatment of both low 
back pain and NP. There have been few high-quality trials distinguishing between acute and chronic 
patients, and most are limited to shorter-term folJow-up. Future trials should examine well-defined 
subgroups of patients, further address the value of SMT and MOB for acute patients, establish 
optimal number of treatment visits and consider the cost-effectiveness of care. © 2004 Elsevier 
Inc. All rights reserved. 

Keywords: Low back pain; Cervical vertebrae; Manipulation/orthopedic; Randomized controlled trials; Comparative study; 
Review literature; Meta-analysis; Chiropractic; Osteopathy medicine; Manipulation/spinal 

Background context 

More than 50 mostly qualitative, nonsystematic reviews 
have been published since 1979 addressing tl}e role of spinal 
manipulation and mobilization in the treatment of back and 
neck pain (NP) [1]. A majority of these reviews, including 
most of the systematic reviews [2-7], have concluded that 
spinal manipulation is an efficacious treatment for low back 
pain (LBP) [I]. However, most reviews restricted their posi­
tive conclusions to patients with acute LBP [ 1]. 

A number of scales and checklists have been developed 
to assess the quality of randomized clinical trials (RCTs) 
[8]. In general, positive or negative trial outcomes have been 
accepted at face value without consideration of the magni­
tude of the differences among interventions. A shortcoming 
of this approach is exemplified by reevaluations of individual 
RCTs on the efficacy of spinal manipulation, where it was 
found that the data supported conclusions that were in con­
flict with those of the original publications [9]. 

Our reevaluation of the literature follows from a previ­
ous systematic review of reviews [l], in which the authors 
observed that the vast majority of the reviews of spinal 
manipulation for LBP were of inadequate methodological 
quality. Furthermore, the authors identified a need to develop 
standards of quality for systematic reviews in general, which 
was emphasized in an accompanying editorial by Moher 
and Olkin [10]. The methodology used in this review is 
intended as a step in that ·direction. Using a stringent best 
evidence synthesis method, we reviewed the literature and 
contrasted our findings with other recent systematic reviews 
on the efficacy of spinal manipulation and mobilization for 
back and neck pain [11, 12]. 

Purpose 

The purpose of this review is to reassess the efficacy of 
spinal manipulative therapy (SMT) and mobilization (MOB) 

for the management of LBP and NP, with special attention 
to applying more stringent criteria for study admissibility 
into evidence and for isolating the effect of SMT and/or 
MOB. 

Methods 

Data selection 

SMT is defined as the application of high-velocity, low­
amplitude manual thrusts to the spinal joints slightly beyond 
the passive range of joint motion [13]. MOB is defined as 
the application of manua1 force to the spinal joints within the 
passive range of joint motion that does not.involve a thrust. 
A literature search for all RCTs evaluating the therapeutic 
efficacy of SMT and/or MOB for LBP and NP was per­
formed accessing MEDLINE (1966 to end of2002), Embase 
(1974 to end of 2002), CINAHL and the chiropractic refer­
ence systems CRAC and MANTIS. Articles in English, 
Danish, Swedish, Norwegian and Dutch reporting on ran­
domized trials were iqentified by a comprehensive search 
of computerized and bibliographic literature databases. The 
search strategy was based on combinations of the main 
keywords: manipulation, spinal; low back pain; cervical 
vertebrae; manipulation/orthopedic, randomized contro11ed 
tiials, comparative study, review literature, chiropract 
and osteopathy. 

Study selection 

Each study had to have 10 or more subjects receiving 
SMT and/or MOB to be included in this review. The main 
outcome measures had to be explicitly patient oriented (eg, 
patient-rated pain, global improvement, low back or neck 
disability, recovery time, work loss, medication use and 
functional health status). Additionally, citation tracking of 
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Manipulation and mobilisation for 
mechanical neck disorders 
Gross AR, Hoving JL, Haines TA, Goldsmith CH, Kay T, Aker P, 
Bronfort G, Cervical overview group 

Plain language summary 

People with neck pain as well as people neck 
pain plus related headache that lasted at least one 
month, who received multimodal care that included 
exercises plus mobilisation [movement imposed 
onto joints and muscles] or manipulation 
[adjustments] reported greater pain reduction, 
improved ability to perform everyday activities and 
an increase in their perceived effects of treatment 
than those who received no treatment. 

This review of 33 trials did not favour manipulation or mobilisation 
done alone or in combination with various other physical medicine 
agents. It was unclear if manipulation and mobilisation performed 
in combination were beneficial, but when compared to one 
another, neither was superior. 

Abstract 

Background 

Neck disorders are common, disabling, and costly. The 
effectiveness of manipulation and mobilisation remains unclear. 

Objectives 

To assess whether manipulation and mobilisation, either alone or 
in combination with other treatments, relieye pain or improve 
function/disability, patient satisfaction, and global perceived effect 
in· adults with mechanical neck disorders (MND). 

http://www.cochrane.org/reviews/en/ab004249.html 

Page 1 of3 

112912006 



Manipulation and mobilisation for mechanical neck disorders 

Search strategy 

Computerised bibliographic databases including CENTRAL, 
MEDLINE, EMBASE, MANTIS, CINAHL, and ICL, were 
searched without language restrictions from their respective 
starting dates to March 2002. 

Selection criteria 

The studies had to be randomised (RCT) or quasi-randomised and 
investigate the use of manipulation or mobilisation as a treatment 
for mechanical neck disorders. 

Data collection and analysis 
Two independent authors conducted citation identification, study 
selection, data abstraction, and methodological quality assessment. 
Using a random effects model, relative risk and standardised mean 
differences were calculated. The reasonableness of combining 
studies was assessed on clinical and statistical grounds. In the 
absence of heterogeneity, pooled effect measures were calculated. 

Main results 

Of the 33 selected trials, 42% were high quality trials~ Single 
sessions of manipulation or multiple sessions (3 to 11 weeks) of 
manipulation or mobilisation, or manipulation and mobilisation 
showed a nonsignificant benefit in pain relief when assessed 
against placebo, control groups or other treatments for 
acute/subacute/chronic MNDs with or without headache. There 
was strong evidence of benefit favouring multimodal care over a 
waiting list control for pain reduction [pooled SMD -0.85 (95% 
CI: -1.20 to -0.50)], improvement in function [pooled SMD -0.57 
(95% CI: ""0'.94 to -0.21)] and global perceived effect [SMD -2.73 
(95% CI: -3.30 to -2.16)] for subacute/chronic MND with or 
without headache. The common elements in this care strategy were 
mobilisation and/or manipulation plus exercise. There was 
moderate evidence of no difference in effect when multimodal care 
was compared to various other treatments. 

Authors' conclusions 

Multimodal care has short-term and long-term maintained benefits 
for subacute/chronic MND with or without headache. The 
common elements in this care strategy were mobilisation and/or 
manipulation plus exercise. The evidence did not favour 
manipulation and/or mobilisation done alone or in combination 
with various other physical medicine agents; when compared to 
one another, neither was superior. There was insufficient evidence 
available to draw conclusions for neck disorder with radicular 
findings. 

The added benefit of exercise needs to be further explored. 
Factorial design would help determine the active treatment agent 
(s) within a treatment mix. Phase II trials would help identify the 
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most effective treatment characteristics and dosages. Greater 
attention to methodological quality is needed. 

This is an abstract and plain language summary of a regularly updated, 
s.ystematic review prepared and maintained by The Cochrane Collaboration. The 
full text of the review is available in The Cochrane Library (ISSN 1464-780X). 

http://www.cochrane.org/reviews/en/ab004249.html 
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This is an abstract and plain language summary of a regularly updated, 
systematic review prepared and maintained by The Cochrane Collaboration. The 
full text of the review is available in The Cochrane Library (ISSN 1464-780X). 

The Cochrane Database of Systematic Reviews 2006 Issue 1 
Copyright © 2006 The Cochrane Collaboration. Published by John 
Wiley & Sons, Ltd. 

Non-invasive physical treatments for 
chronic/recurrent headache 
Bronfort G, Nilsson N, Haas M, Evans R, Goldsmith CH, Assendelft 
WJJ, Bouter LM 

Plain language summary 

Some non-invasive physical treatments may help 
prevent chronic/recurrent headaches. 

Various physical treatments are often used instead of, or in 
addition to, medications to treat headaches. Evidence from 
controlled trials suggests that several non-invasive physical 
treatments may help prevent chronic/recurrent headaches. Spinal 
manipulation may be effective for migraine and chronic tension­
type headache. Both spinal manipulation and neck exercises may 
be effective for cervicogenic headache. Weaker evidence 
suggests that other treatments may also be effective: pulsating 
electromagnetic fields and transcutaneous electrical nerve 
stimulation (TENS) for migraine, and therapeutic touch, cranial 
electrotherapy, TENS, and a combination of self­
massage/TENS/stretching for tension-type headache. Although 
none of these treatments has conclusive evidence for 
effectiveness, all appear to be associated with little risk of serious 
adverse effects. 

Abstract 

Background 

Non-invasive physical treatments are often used to treat common 
types of chronic/recurrent headache. 

Objectives 

To quantify and compare the magnitude of short- and long-term 
effects of non-invasive physical treatments for chronic/recurrent 
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headaches. 

Search strategy 

We searched the following databases from their inception to 
November 2002: MEDLINE, EMBASE, BIOSIS, CINAHL, 
Science Citation Index, Dissertation Abstracts, CENTRAL, and 
the Specialised Register of the Cochrane Pain, Palliative Care and 
Supportive Care review group. Selected complementary medicine 
reference systems were searched as well. We also performed 
citation tracking and hand searching of potentially relevant 
journals. 

Selection criteria 

We included randomized and quasi-randomized controlled trials 
comparing non-invasive physical treatments for chronic/recurrent 
headaches to any type of control. 

Data collection and analysis 

Two independent reviewers abstracted trial information and scored 
trials for methodological quality. Outcomes data were standardized 
into percentage point and effect size scores wherever possible. The 
strength of the evidence of effectiveness was assessed using pre­
specified rules. 

Main results 

Twenty-two studies with a total of2628 patients (age 12 to 78 
years) met the inclusion criteria. Five types ofheadache were 
studied: migraine, tension-type, cervicogenic, a mix of migraine 
and tension-type, and post-traumatic headache. Ten studies had 
methodological quality scores of 50 or more (out of a possible 100 
points), but many limitations were identified. We were unable to 
pool data because of study heterogeneity. 

For the prophylactic treatment of migraine headache, there is 
evidence that spinal manipulation may be an effective treatment 
option with a short-term effect similar to that of a commonly used, 
effective drug ( amitriptyline ). Other possible treatment options 
with weaker evidence of effectiveness are pulsating 
electromagnetic fields and a combination of transcutaneous 
electrical nerve stimulation [TENS] and electrical neurotransmitter 
modulation. 

For the prophylactic treatment of chronic tension-type headache, 
amitriptyline is more effective than spinal manipulation during 
treatment. However, spinal manipulation is superior in the short 
term after cessation of both treatments. Other possible treatment 
options with weaker evidence of effectiveness are therapeutic 
touch; cranial electrotherapy; a combination of TENS and 
electrical neurotransmitter modulation; and a regimen of auto­
massage, TENS, and stretching. For episodic tension-type 
headache, there is evidence that adding spinal manipulation to 
massage is not effective. 

http://www.cochrane.org/reviews/en/abOOl 878.html 
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For the prophylactic treatment of cervicogenic headache, there is 
evidence that both neck exercise (low-intensity endurance training) 
and spinal manipulation are effective in the short and long term 
when compared to no treatment. There is also evidence that spinal 
manipulation is effective in the short term when compared to 
massage or placebo spinal manipulation, and weaker evidence 
when compared to spinal mobilization. 

There is weaker evidence that spinal mobilization is more effective 
in the short term than cold packs in the treatment of post-traumatic 
headache. 

Authors' conclusions 

A few non-invasive physical treatments may be effective as 
prophylactic treatments for chronic/recurrent headaches. Based on 
trial results, these treatments appear to be associated with little risk 
of serious adverse effects. The clinical effectiveness and cost­
effectiveness of non-invasive physical treatments require further 
research using scientifically rigorous methods~ The heterogeneity 
of the studies included in this review means that the results of a 
few additional high-quality trials in the future could easily change 
the conclusions of our review. 

This is an abstract and plain language summary of a regularly updated, 
s.ystematic review prepared and maintained by The Cochrane Collaboration. The 
full text of the review is available in The Cochrane Library (ISSN 1464-780X). 

http://www.cochrane.org/reviews/en/ab001878.html 
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This is an abstract and plain language summary of a regularly updated, 
systematic review prepared and maintained by The Cochrane Collaboration. The 
full text of the review is available in The Cochrane Libra7JL(ISSN 1464-780X). 

The Cochrane Database of Systematic Reviews 2006 Issue 1 
Copyright © 2006 The Cochrane Collaboration. Published by John 
'YViley & Sons, Ltd. 

Spinal manipulative therapy for low-back 
pain 
Assendelft WJJ, Morton SC, Yu Emily I, Suttorp MJ, Shekelle PG 

Plain language summary 

There was little or no difference in pain reduction or 
the ability to perform everyday activities between 
people with low-back pain who received spinal 
manipulation and those who received other 
advocated therapies. 

This review of 39 trials found that spinal manipulation was more 
effective in reducing pain and improving the ability to perform 
everyday activities than sham (fake) therapy and therapies already 
known to be unhelpful. However, it was no more or less effective 
than medication for pain, physical therapy, exercises, back school 
or the care given by a general practitioner. 

Abs.tract 

Background 

Low-back pain is a costly illness for which spinal manipulative 
therapy is commonly recommended. Previous systematic reviews 
and practice guidelines have reached discordant results on the 
effectiveness of this therapy for low-back pain. 

Objectives 

To resolve the discrepancies related to the use of spinal 
manipulative therapy and to update previous estimates of 
effectiveness, by comparing spinal manipulative therapy with 
other therapies and then incorporating data from recent high­
quality randomized, controlled trials (RCTs) into the analysis. 

http://www.cochrane.org/reviews/en/ab000447.html 

Page 1 of2 

112912006 



Spinal manipulative therapy for low-back pain 

Search strategy 

The Cochrane Central Register of Controlled Trials, MED LINE, 
EMBASE and CINAHL were electronically searched from their 
respective beginning to January 2000, using the Back Group 
search strategy; references from previous systematic reviews were 
also screened. 

Selection criteria 

Randomized, controlled trials (RCT) that evaluated spinal 
manipulative therapy for patients with low-back pain, with at least 
one day of follow-up, and at least one clinically-relevant outcome 
measure. 

Data collection and analysis 

Two authors, who served as the authors for all stages of the meta­
analysis, independently extracted data from unmasked articles. 
Comparison treatments were classified into the following seven 
categories: sham, conventional general practitioner care, 
analgesics, physical therapy, exercises, back school, or a collection 
of therapies judged to be ineffective or even harmful (traction, 
corset, bed rest, home care, topical gel, no treatment, diathermy, 
and minimal massage). 

Main results 

Thirty-nine RCTs were identified. Meta-regression models were 
developed for acute or chronic pain and short-term and long-term 
pain and function. For patients with acute low-back pain, spinal 
manipulative therapy was superior only to sham therapy (10-mm 
difference [95% CI, 2 to 17 mm] on a 100-mm visual analogue 
scale) or therapies judged to be ineffective or even harmful. Spinal 
manipulative therapy had no statistically or clinically significant 
advantage over general practitioner care, analgesics, physical 
therapy, exercises, or back school. Results for patients with 
chronic low-back pain were similar. Radiation of pain, study 
quality, profession of manipulator, and use of manipulation alone 
or in combination with other therapies did not affect these results. 

Authors' conclusions 

There is no evidence that spinal manipulative therapy is superior to 
other standard treatments for patients with acute or chronic low­
back pain. 

This is an abstract and plain language summary of a regularly updated, 
s.ystematic review prepared and maintained by The Cochrane Collaboration. The 
full text of the review is available in The Cochrane Library (ISSN 1464-780X). 
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Comparative analysis of individuals with and without chiropractic 
coverage: patient characteristics, utilization, and costs. 

Le.gQ_rr_e.ta_Ar.., l\1le.tz ... RD, N..e.ls..Qn. ... C.F., Ray_ .. S, C.h11r.n.k_o_ffJIQ., Di.nJtbi1e .. N_A. 

Department of Health Services, UCLA School of Public Health, Los Angeles, Calif, USA. 
alegorreta@healthbenchmarks.com 

BACKGROUND: Back pain accounts for more than $100 billion in annual US health care 
costs and is the second leading cause of physician visits and hospitalizations. This study 
ascertains the effect of systematic access to chiropractic care on the overall and 
neuromusculoskeletal-specific consumption of health care resources within a large 
managed-care system. METHODS: A 4-year retrospective claims data analysis comparing 
more than 700 000 health plan members with an additional chiropractic coverage benefit 
and 1 million members of the same health plan without the chiropractic benefit. RES UL TS: 
Members with chiropractic insurance coverage, compared with those without coverage, had 
lower annual total health care expenditures ($1463 vs $1671 per member per year, P<.001). 
Having chiropractic coverage was associated with a 1.6% decrease (P = .001) in total 
annual health care costs at the health plan leveL Back pain patients with chiropractic 
coverage, compared with those without coverage, had lower utilization (per 1000 episodes) 
of plain radiographs (17.5 vs 22.7, P<.001), low back surgery (3.3 vs 4.8, P<.001), 
hospitalizations (9.3 vs 15.6, P<.001), and magnetic resonance imaging (43.2 vs 68.9, 
P<.001). Patients with chiropractic coverage, compared with those without coverage, also 
had lower average back pain episode-related costs ($289 vs $399, P<.001). 
CONCLUSIONS: Access to managed chiropractic care may reduce overall health care 
expenditures through several effects, including (1) positive risk selection; (2) substitution 
of chiropractic for traditional medical care, particularly for spine conditions; (3) more 
conservative, less invasive treatment profiles; and ( 4) lower health service costs associated 
with managed chiropractic care. Systematic access to managed chiropractic care not only 
may prove to be. clinically beneficial but also may reduce overall health care costs. 

PMID: 15477432 [PubMed- indexed for MEDLINE] 
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Acupuncture decreases neuropeptide Y expression in the 
hypothalamus of rats with Streptozotocin-induced diabetes. 

Lee .JD, Jang MR, Kim .EH, Kirn CJ. 

Dept of Acupuncture and Moxibustion, College of Oriental Medicine, 
Kyung Hee University, Seoul, Korea. 

It has been known that acupuncture has various effects such as analgesia, 
promotion of homeostasis, improvements in brain circulation, and 
rectification of internal disorders. Neuropeptide Y (NPY), a 36-amino-acid 
peptide, is known to increase appetite. In the present study, the effect of 
acupuncture stimulation at Zusanli (St.36) on NPY expression in the 
Streptozotocin (STZ)-induced diabetic rats was investigated via 
immunohistochemistry. Increased NPY expression was detected in both the 
Arcuate nucleus (ARN) and the Paraventricular nucleus (PVN) of the 
Hypothalamus in rats with in STZ-induced diabetes. Needling on Zusanli 
resulted in decreased NPY levels in both the ARN and PVN of diabetic rats. 
The present study shows that acupuncture suppressed NPY expression in the 
ARN and PVN of the Hypothalamus in STZ-induced diabetic rats, 
suggesting the possibility that acupuncture treatment is effective in curbing . 
the hyperphagia of diabetes. 
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Complementary/alternative medicine for hypertension: a mini-review. 

Ernst E. 

Complementary Medicine, Peninsula Medical School, Exeter, United Kingdom. 
Edzard.Emst@pms.ac.uk 

Many hypertensive patients try complementary/alternative medicine for blood pressure 
control. Based on extensive electronic literature searches, the evidence from clinical trials is 
summarised. Numerous herbal remedies, non-herbal remedies and other approaches have 
been tested and some seem to have antihypertensive effects. The effect size is usually 
modest, and independent replications are frequently missing. The most encouraging data 
pertain to garlic, autogenic training, biofeedback and yoga. More research is required before 
firm recommendations can be offered. 
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ACUPUNCTURIST FACT SHEET 

HISTORY 

The Minnesota Legislature enacted a law in 1995 establishing a licensure system for 
acupuncturists~ The Board of Medical Practice enforces the requirements of the acupuncturist 
licensure system and provides information to consumers and other interested persons. 

ACUPUNCTURE ADVISORY COUNCIL 

The Acupuncture Advisory Council was appointed by the Board of Medical Practice to advise the 
Board on issues regarding acupuncturist licensure standards, enforcement of the practice act, 
and complaint review. The Council is composed of seven members: four acupuncture . 
practitioners, one physician who also practices acupuncture, one chiropractor who is certified by 
the National Certification Commission for Acupuncture and Oriental Medicine (NCCAOM), and 
one public member who has received acupuncture treatment as a primary therapy from a 
NCCAOM certified acupuncturist. 

UCENSURE REQUIRED 

It is unlawful for any person to engage in the practice of acupuncture without a valid license after 
June 30, 1997. Each licensed acupuncture practitioner shall conspicuously display the license fn 
the place of practice. A person licensed under the Acupuncture Practice Act shall use the title of 
licensed acupuncturist or L.Ac. A unlicensed person are prohibited from using the words or 
letters licensed acupuncturist, Minnesota licensed acupuncturists or any other words, letters, 
abbreviations, or insignia indicating or implying that the person is an acupuncturist without a 
license issued und~r the Acupuncture Practice Act. Unlicensed persons holding themselves out 
as an acupuncturist are guilty of a misdemeanor. A student attending an acupuncture training 
program must be identified as a student acupuncturist. · 

EXEMPTIONS 

The following persons are exempt from the acupuncture license requirement: 

1. Physicians licensed in Minnesota 
2. Osteopaths licensed in Minnesota 
3. Chiropractors licensed in Minnesota 
4. Persons studying in an acupuncture advisory council approved 

program providing their acupuncture practice is supervised by a 
licensed acupuncturist 

5. A visiting acupuncturist practicing and teaching acupuncture 
within an instructional setting registered with the· Minnesota 
higher education coordinating board. This .person may practice 
without a license for up to one year, with two one-year 
extensions permitted. 

6. A visiting acupuncturists whose sole purpose for visiting state if 
to provide a tutorial or workshop for 30 days or less per calendar 
year. 
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UC.ENSURE REQUIREMENTS 

A. General Ucensure. To establish eligibility for licensure, an applicant must be 
currently NCCAOM certified. 

B. Ucensure by Reciprocity. Applicant must have current and unrestricted license 
or certificate from another jurisdiction with requirements which meet or exceed 
Minnesota licensure requirements. 

SCOPE OF PRACTICE 

The scope of practice of acupuncturists includes, but is not limited to: 1) using. Oriental medical 
theory to assess and diagnose a patient and 2) using Oriental medical theory to develop a plan to 
treat.a patient. The acupuncturists must refer patients witt a potentially serious disorder to other 
health care practitioners. The acupuncturists .shall request a consultation or written diagnosis 
from a licensed physician for patients with potentially serious disorders. · 

.PRACTICE STANDARDS 

Prior to treatment of a patient, an acupuncture practitioner shall ask whether the patient has been 
examined by a health care professional- . 

. CONTINUING EDUCATION 

All licensed acupuncturists must provide evidence annually of one hour of continuing education in 
infection control, including blood borne pathogen diseases. ·Licensees issued an acupuncture 
license under the general requirements must provide documentation of current NCCAOM 
certification. Licensees issued an acupuncture license by reciprocity or .by equivalency during 
transitional period must meet one-half the current NCCAOM professional development activity 
requirements. 

RENEWAL CYCLE 

Licensure must be renewed annually on or before June 30 of each year. Renewal notices are 
sent approximately 45 days prior to expiration. It is the acupuncturist's responsibility to keep the 
Board advised of their current address. The Board is obligated to mail the renewal application to 
the address on file. Failure to receive the renewal documents does not relieve acupuncturists of 
their renewal obligation. 

INACTIVE UCENSURE STATUS 

A license may be placed in formal inactive status upon application to the Board and payment of 
$50 fee and may be reactivated by licensee upon application to the Board. 

The Board will cancel a license for nonrenewal if the license has not been renewed within two. 
annual renewal cycles. Acupuncturists wishing to practice in Minnesota again once a license has 
been canceled for nonrenewal must obtain a new license by reapplying and fulfilling all 
requirements in existence at time of reapplication. 

If any part of this Fact Sheet conflicts with the Minnesota rules or laws, the rules or laws 
take precedence. It is your responsibility to understand and comply with the regulations. 

_ Please call the Board offices if you have any questions. 

12-5-2005 
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. ··.. Supporting Documents 
IL NIH Consensus Development Statement~ Acupuncture - November s. 1997 

National Institutes of Health · 
Consensus Development Statement 

ACUPUNCTURE 

November 3-5, 1997 

Revised Dran 
11/5/97 

This statement will be published as: Acupuncture. NIH Consens Statement 1997 November 3-5;15(5): in 
press. For making bibliographic reference to consensus statement no. 107 in the electronic form displayed 
here, it is recommended that the following format be used: NIH Consens Statement Online 1997 November 
3-5 [cited year, month, day]; 15(5): in press. 

NIH Consensus Statements are prepared by a nonadvocate, non~Federal panel of experts, based on (1) 
presentations by investigators working in areas relevant to the consensus questions during a 2-day public 
session; (2) questions and statements from conference attendees during open discussion periods that are 
part of the public session; and (3) closed deliberations by the panel during the remainder of the second day 
and morning of the third. This statement is an independent report of the consensus panel and is not a policy 
statement of the NIH or the Federal Government. · 
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Introduction 

Acupuncture is a compOnent of the health care system of China that can be traced back 
for at least 2,500 years. The general theory of acupuncture is based on the premise that 
there are patterns of energy flow (Qi) through the body that are essential for health. 
Disruptions of this flow are believed to be responsible for disease. The acupuncturist can 
correct imbalances of flow at identifiable points close to the skin. The practice of 
acupuncture to treat identifiable pathophysiological conditions in American medicine was 
rare until the visit of President Nixon to China in 1972. Since that time, there has been an 
explosion of interest in the United States and Europe in the application of the technique 
of acupuncture to W estem medicine. 

Acupuncture describes a family of procedures involving stimulation of anatomical 
locations on the skin by a variety of techniques. The most studied mechanism of 
stimulation of acupuncture points employs penetration of the skin by thin, solid, metallic 
needles, which are manipulated manually or by electrical stimulation. The majority of 
comments in this report are based on data that came from such studies. Stimulation of 
these areas by moxibustion, pressure, heat, and lasers is used in acupuncture practice, but 
due to the paucity of studies, these techniques are more difficult to evaluate. Thus, there 
are a variety of approaches to diagnosis and treatment in American acupuncture that 
incorporate medical traditions from China, Japan, Korea, and other countries. 

Acupuncture has been used by millions of American patients and performed by thousands 
of physicians, dentists, acupuncturists, and other practitioners for relief or prevention of 
pain and for a variety of health conditions. After reviewing the existing body of 

1/30/2006, AOMAM- Presentation page #6 
Joint Senate Health and Family Security Comm. & House Health Care Cost Containment 



knowledge, the U.S. Food and DrngAdministration recently removed acupuncture. 
needles from the category of"experimentalmedical devices" and now regulates them just 
as it does other devices, such as surgical scalpels and hypodermic syringes, under good . 
manufacturing practices and single-use standards of ste1ility. 

Over the years, the National Institutes of Health (NIH) has funded a variety of research 
projects on acupuncture, including studies on the mechanisms by which acupuncture may· 
have its effects, as well as clinical trials and other studies. There is also a considerable. 
body of international literature on the risks and benefits of acupuncture, and the ·world 
Health Organization lists a variety of medical conditions that may benefit from the \lSe of 
acupuncture or moxibustion. Such applications include pre-vention and treatment of 
nausea and vomiting; treatment of pain and addictions to alcohol, tobacco, and other 
drngs; treatment of pulmonary problems ·such as asthma and bronchitis; and rehabilitation 
from neurological damage such.as that caused by stroke. 

To address importantissues regarding acupuncture, the NIH Office of Alternative 
Medicine and the NIH Office of Medical Applications of Research organized a 21/i-clay 
conference to evaluate the scientific and medical data on the uses, risks, and benefits of 
acupuncture procedures for a variety of conditions. Cosponsors of the conference were 
the National Cancer Institute, the National Heart, Lung, and Blood Institute, the National 
Institute of Allergy and Infectious Diseases, the National Institute of Arthritis and 
Musculoskeletal and Skin Diseases, the National Institute of Dental Research, the . 
National Institute on Drng Abuse, and the Office of Research on Women's Health of the 
NIH. The conference brought together national and international experts in the fields of 
acupuncture, pain, psychology, psychiatry, physical medicine and rehabilitation, drng 
abuse, family practice, internal medicine, health policy, epidemiology, statistics, · 
physiology, and biophysics, as well as representatives from the public. 

After 11 
/ 2 days of available presentations and audience discussion, an independent, non­

F ederal consensus panel weighed the scientific evidence and wrote a draft statement that 
was presented to the audience on the third day. The consensus statement addressed the 
following key questions: 

• What is the efficacy of acupuncture, compared with placebo or sham acupuncture, 
in the conditions for which sufficient data are available to evaluate? . · 

• What is the place of acupuncture in the treatment of various conditions for which 
sufficient data are available, in comparison with or in combination with other 
interventions (including no intervention)? 

• ·What is known about the biological effects of acupuncture that helps us. 
understand how it works? 

• What issues need to be addressed so that acupuncture may be appropriately 
incorporated into today's health care system? 

• . What are the directions for future research? 

The primary sponsors of this meeting were the National Human Genome Research 
Institute and the NIH Office of Medical Applications of Research. The confererice was 
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cosponsored by the National Institrite of Diabetes and Digestive and Kidney Dis'eases; the 
National Heart, Lung, and Blood Institute; the National Institute of Child Health and 
Human Development; the NIH Office of Rare Diseases; the National Institute of Mental· 
Health; the National Institute of Nursing Research; the NIH Office ofResearch on 
Women's Health; the Agency for Health Care Policy and Research; and the Centers for 
Disease Control and Prevention. · 

Back to Contents 

1. What is the efficacy of acupuncture, compared with placebo or sham 
acupuncture, in the conditions for· which sufficient data are available.to 
evaluate? 

Acupuncture is a complex intervention that' may vary for different patients with similar . 
chief complaints. The number and length of treatments and the specific points used may 
vary among individuals· and during the course of treatment. Given this reality, it is 
perhaps encouraging that there exist a number of studies of sufficient quality to assess the 
efficacy of acupuncture for certain conditioi:is. 

According to contemporary research standards, there is a paucity of high-quality research· 
assessing efficacy of acupuncture compared with placebo or sham acupuncture. The vast · 
majority of papers studying acupuncture in the biomedical literature consist of case 
reports, case series, or intervention studies with designs inadequate to assess efficacy~ 

This discussion of efficacy refers to needle acupuncture (manual or electro acupuncture) 
because the published research is primarily on needle acupuncture and often does not 
encompass the full breadth of acupuncture techniques and practices. The controlled trials 
usually have only involved adults and did not involve long-term (i.e., years) acupuncture 
treatment. 

Efficacy of a treatment assesses the differential effect of a treatment when· compared with 
placebo or another treatment modality using a double-blind controlled trial and a rigidly 
defined protocol. Papers should describe enrollment procedures, eligibility criteria, 
description of the clinical characteristics of the subjects, methods for diagnosis, and a 
description of the protocol (i.e., randomization method, specific definition of treatment, 
and control conditions, including length of treatment, and number of acupuncture 
sessions). Optimal tiials should al.so use standardized outcomes and appropriate· statistical 
analyses. This assessment of efficacy focuses on high-quality trials eomparing 
acupuncture with sham acupuncture or placebo. 

Response Rate. As with other interventions, some individuals are poor responders to 
specific· acupuncture protocols. Both animal and human laboratory and clinical 
experience suggest that the majority of subjects respond to acupuncture, with a minority 
not responding. Some of the clinical research outcomes, however, suggest that a larger 
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percentage may not respond. Thereason for this paradox is unclear and may reflect the 
current state of the research. . . · . 

Efficacy for Specific Disorders. There is clear evidence that needle acupuncture is 
efficacious for adult post-operative and chemotherapy nausea and vomiting and probably 
for the nausea of pregnancy. · 

. . 

Much of the research is on v~ous pain proble1µs. There is evidence 9f efficacy for 
postoperative dental pain. There are reasonable studies (although sometimes only single 
studies) showing relief of pain with acupuncture on diverse pain conditions such as 
menstrual cramps, tennis elbow, and fibromyalgia. This suggests that acupuncture may 
have a more general effect on pain. However, there are also studies that do not find 
efficacy for acupuncture in pain. 

There is evidence that acupuncture does not demonstrate efficacy for cessation of 
smoking and may not be effi.cacious for some other conditions~ 

\Y}rile many other conditions have received some attention in the literature and, in fact, 
the research suggests some exciting potential areas for the use of acupuncture, the quality 
or quantity of the research evidence is not sufficient to.provide firm evidence of efficacy 
at this time. · 

. . . 

Sham Acupuncture. A commonly used control group is sham acupuncture, using 
techniques that are not intended to stimulate known acupuncture points. However, there 
is disagreement on correct needle placement. Also, particularly in the studies on pain, 
sham acupuncture often seems to have either intermediate effects between the placebo 
and Oreal' acupuncture points or effects similar to those of the Oreal' acupuncture points. 
Placement of a needle in any position elicits a biological response that complicates the 
interpretation of studies involving sham acupuncture. Thus, there is substantial 
controversy over the use of sham acupuncture as control groups. This may be less of a 
problem in studies not involving pain. · 

Back to Contents 

2. What is· the place of acupuncture in the treatment of various conditions 
for which sufficient data are available, in comparison with or in 
combination with other interventions (including no intervention)? 

Assessing the usefulness of a medical intervention in practice differs from assessing 
formal efficacy. In conventional practice, clinicians make decisions based on the 
characteristics of the patient, clinical experience, potential for harm, and information 
from colleagues and the medical literature. In addition, when more than one treatment is 
possible, the clinician may make the choice taking into account the patient's preferences. 
While it is often thought that there is substantial research evidence to support 
conventional medical practices; this is frequently not that. case. This does not mean that 
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these treatments are ineffective. The data in support of acupuncture are as strong as those·· 
for many accepted W estem medical therapies. · 

One of the advantages of acupuncture is that the incidence of adverse effects is 
substantially lower than that of many drugs or other accepted medical .procedures used 
for the same conditions. As an example, musculoskeletal conditions,· such as 
fibromyalgia, myofascial pain, and "tennis elbow," or epicondylitis, are conditions for 
which acupuncture may be beneficial. These painful conditions are often treated with, · 
among other things, anti-inflammatory medications (aspiiin, ibuprofen, etc.) or with 
steroid injections. ·Both medical interventions have a potential for deleterious side effects, 
but are still widely used, and are considered acceptable treatment. The evidence 
supporting these therapies is no better than that for acupucture. 

In addition, ample clinical experience, supported by some research data, suggests that 
acupuncture may be a reasonable option for a number of clinical conditions. Examples 
are postoperative pain and myofascial and low back pain. Examples of disorders for 
which the research evidence is less convincing but for which there are some positive 
clinical reports include addiction, stroke rehabilitation, carpal tunnel syndrome, 
osteoarthritis, and headache. Acupuncture treatment for many conditions such as asthma, 
addiction, or smoking cessation should be part of a comprehensive management program. 

Many other conditions have been treated by acupuncture; the World Health Organization, 
for example, has listed more than 40 for which the technique may be indicated. 

Back to Contents 

3. What is known about the biological effects of acupuncture that helps us 
understand how it works? 

Many studies in animals and humans have demonstrated that acupuncture can cause 
multiple biological responses. These responses can occur locally, i.e., at or close to the 
site of application, or at a distance, mediated mainly by sensory neurons to many 
structures within the central nervous system. This can lead to activation ofpathways 
affecting various physiological systems in the brain as well as in the periphery. A focus 
of attention has· been the role of endogenous opioids in acupuncture analgesia. 
Considerable evidence supports the claim that opioid peptides are released during 
acupuncture and that the analgesic effects of acupuncture are at least partially explained 
by their actions. That opioid antagonists such as naloxone reverse the analgesic effects of 
acupuncture further strengthens this hypothesis. Stimulation by acupuncture may also 
activate the hypothalamus and the pituitary gland, resulting in a broad spectrum of 
systemic effects. Alteration in the secretion of neurotransmitters and neurohormones and 
changes in the regulation of blood flow, both centrally and peripherally, have been 
documented. There is also evidence that there are alterations in immune functions 
produced by acupuncture. Which of these and other physiological changes mediate 
clinical effects is at present unclear. · 
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Despite considerable efforts to understand the anatomy and physiology of the 
"acupuncture points," the definition and charact~rization of these points remains . 
controversial. Even more elusive is the scientific basis of some of the key traditional 
Eastern medical concepts such as the circulation of Qi, the meridian system, and the five . 
phases theory, which are difficult to reconcile with contemporary biomedical information 
but continue to play an important role in the evaluation of patients and the formulation of 
_treatment in acupuncture. 

Some of the biological effects of acupuncture have also been observed when "sham" 
acupuncture points are stimulated, highlighting the importance of defining appropriate . 
control groups in assessing biological changes purported to be due to acupuncture. Such 
findings raise questions regarding the specificity of these biological changes. In addition, 
similar biological alte~ations including the release ofendogenous opioids and changes in 
blood pressure have been observed after painful stimuli, vigorous exercise, and/or 
relaxation training; it is at present unclear to what extent acupuncture shares similar 
biological mechanisms. · · 

It-should be noted also that for any therapeutic intervention, including acupuncture, the 
so-called "non-specific" effects account for a substantial proportion of its effectiveness, ·· · 
and thus should not be casually discounted. Many factors mayprofoundlydetermine 
therapeutic outcome including the quality of the relationship.between the clinician and 
the patient, the degree of trust, the expectations of the patient, the compatibility of the 
backgrounds and belief systems of the clinician and the patient, as well as a myriad of 
factors that together define the therapeutic milieu~ 

Although much remains unknown regarding the mechanism( s) that might mediate the 
therapeutic effect of acupuncture, the panel is encouraged that a number of significant 
acupuncture-related biological changes can be identified and carefully delineated. Further 
research in this direction not only is important for elucidating the phenomena associated 
with acupuncture, but also has the potential for exploring new pathways in human 
physiology not previously examined in a syste1natic manner. · 

Back to Contents 

4. What issues need to be addressed so that acupuncture may be 
appropriately incorporated into today's health care system? 

The.integration of acupuncture into today's health care system will be facilitated by a 
better understanding among providers of the language and practices of both the Eastern 
and W estem health care communities. Acupuncture focuses on a holistic, energy-based 
approach to the patient rather than a disease-oriented diagnostic and treatment model. 

An important factor for the integration of acupuncture into the health care system is the 
training and credentialing of acupunct:ure practitioners by the appropriate state agencies. 
This is 1_1ecessary to allow the public and other health practitioners to ide11tify qualified 
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acupuncture practitioners. The acupuncture educational community has made substantial 
progress in this area and is encouraged to continue along this path. Educational standards 
have been established for training of physician and non-physician acupuncturists. Many 
acupuncture educational programs are accredited by an agency that is recognized by the 
U.S. Department of Education~ A national credentialing agency exists that is recognized 
by some of the major professional acupuncture organizations and provides examinations. 
for entry-level competency in the field. · · 

A majority of States provide licensure or registration for acupunctur~ practitioners. 
Because some acupuncture practitioners have limited English proficiency, credentialing 
and licensing examinations should be provided in languages other than English where 
necessary. There is variation in the titles that are conferred through these processes, and 
the requirements to obtain licensure vary widely. The scope of practice allowed under 
these State requirements varies as well. While States have the individual prerogative to 
set standards for licensing professions, harmonization in these areas will provide greater 
confidence in the qualifications ofacupuncture practitioners. For example, not all States 
recognize the same credentialing examination, thus making reciprocity difficult. 

The occurrence of adverse events in the practice of acupuncture has been do_ cumented to . . 

be extremely low. However, these events have occurred in rare occasions, some of which 
are life threatening (e.g., pneumothorax). Therefore, appropriate safeguards for the 
protection of patients and consumers need to be in place. Patients should be fully 
informed of their treatment options, expected prognosis, relative risk, and safety practices 
to minimize these risks prior to their receipt of acupuncture. This information must be 
provided in a manner that is linguistically and culturally appropriate to the patient. Use of 
acupuncture needles should always follow FDA regulations, including use of sterile, 
single-use needles. It is noted that these practices are already being done by many 
acupuncture practitioners; however, these practices should be unifonn. Recourse for 
patient grievance and professional censure are provided through credentialing and 
licensing procedures and are available through appropriate State jurisdictions. 

It has been reported that more than 1 million Americans currently receive acupuncture . 
each year. Continued access to qualified acupuncture professionals for appropriate 
conditions should be ensured. Because many individuals seek health care treatment from 
both acupuncturists and physicians, communication between these providers should be 
strengthened and improved. If a patient is under the care of an acupuncturist and a 
physician, both practitioners should beinformed. Care should be taken so that important 
medical problems are not overlooked. Patients and providers have a responsibility to 
facilitate this communication. 

There is evidence that some patients have limited access to acupuncture services because 
of inability to pay. Insurance. companies can decrease or remove financial barriers to 
access depending on their willingness to provide coverage for appropriate acupuncture 
services. An increasing number of insurance companies are either considering this 
possibility or now provide coyerage for acupuncture services. Where there are State 
health insurance plans, and for populations served by Medicare or Medicaid; expansion 
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of coverage to include appropriate acupuncture ser.vices would also help remove financial 
baniers to access. 

As acupuncture is incorporated into today's health care·system, and further research 
clarifies the role of acupuncture for various health conditions, it is expected that 
dissemination of this information to health care practitioners, insurance providers, 
policyma~ers, and the general public will lead to more)nformed decisions in regard to 
the appropriate use of acupucture. 

Back to Contents · 

5. What· are the directions for future research? 

The incorporation of any new clinical intervention into accepted practice faces more 
scrutiny now than ever before. The deniands of evjdence-based medicine, outcomes · 
research, managed care systems of health care delivery, and a plethora of therapeutic 
choices makes the acceptance of new treatments an arduous process. The difficulties are 
accentuated when the treatment is based on theones unfamiliar to W estem medicine and 
its practitioners. It is important, therefore, that the evaluation ofacupuncture forthe 
treatment of specific conditions be carried out carefully, using designs which can 
withstand rigorous scrutiny. In order to further the evaluation of the role of acupuncture 
in the management ofvarious·conditions, the following general areas for future research 
are suggested. 

What are the demographics and patterns of use· of acupuncture in the U.S. and other 
countries? 

There is currently limited information on basic questions such as who uses acupuncture, 
for what indications is acupuncture most commonly sought, what variations in experience 
and techniques used exist among acupuncture practitioners, and whether there are 
differences in these patterns by geography or ethnic group. Descriptive epidemiologic 
studies can provide insight into these and other questions. This information can in tum be · 
used to guide future research and to identify areas of greatest public health concern. 

Can the efficacy of acupuncture for various conditions for which it is used or for which it 
shows promise be demonstrated? 

Relatively few high-quality, randomized, controlled trials have been published on the 
effects of acupuncture. Such studies should be designed in a rigorous manner to allow 
evaluation of the effectiveness of acupuncture. Such studies should include experienced 

. acupuncture practitioners· in order to design and deliver appropriate interventions. 
Emphasis should he placed on studies that examine acupuncture as used in clinical 
practice, and that respect the theoretical basis for acupuncture therapy. 
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Although randomized controlled trials provide a strong basis for infen'"ing causality, other 
study designs such as used in clinical epidemiology or outcomes research can also 
provide important insights regarding the usefulness of acupuncture for various 
conditions. There have been few such studies in the acupuncture literature. 

Do different theoretical bases for acupuncture result in different treatment outcomes? 

. . - . ' ' 

Competing theoreticalorientations (e.g., Chinese, Japanese, French) currently exist that 
might predict divergent therapeutic approaches (i.e., the use of different acupuncture 
points). Research projects should be designed to assess the relative merit of these 
divergent approaches, as well to compare these systems with treatment programs using· 
fixed acupuncture points. 

In order to fully assess the efficacy of acupuncture, studies should be designed to 
examine not only fixed acupuncture points, but also the Eastern medical systems that 
provide the foundation for acupuncture therapy, including the choice of points. In 
addition to assessing the effect of acupuncture in context, this would also provide the 
opportunity to determine if Eastern medical theories predict more effective acupuncture 
points, as well as to examine the relative utility of competing systems ( e;g., Chinese vs. 
Japanese. vs. French) for such purposes. · 

What areas of public policy research can provide guidance for the integration of 
acupuncture into today's health care system? . 

The incorporation of acupuncture as a treatment raises numerous questions of public 
policy. These include issues of access, cost-effectiveness, reimbursement by state, 
federal, and private payors, and training, licensure, and accreditation. These public policy 
issues must be founded on quality epidemiologic and demographic data and effectiveness 
research. 

Can further insight into the biological basis for acupuncture be gained? 

Mechanisms which provide a Western scientific explanation for some of the effects of · 
acupuncture are beginning to emerge. This is encouraging, and may provide novel 
insights into neural, endocrine and other physiological processes. Research should be 
supported to provide a better understanding of the mechanisms involved, and such 
research may lead to improvements in treatment. 

Does an organized energetic system exist in the human body that has clinical 
applications? 

Although biochemical and physiologic studies have provided insight into some of the 
biologic effects of acupuncture, acupuncture practice is based on a very different model 
of energy balance. This theory may provide new insights to medical research that may 
further ~lricidate the basis for acupuncture. 
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How do the approaches and answers to these questions differ among populations that 
have used acupuncture as a part of its healing tradition for centuries, compared to. 
populations that have.only recently begun to incorporate acupuncture into. healthcare? 

Back to Contents 

Conclusions and Recommendations 

Acupuncture as a therapeutic intervention is widely practiced in the United States. There 
have been many studies of its potential usefulness. However,· many of these studies . 
provide equivocal results because of design,. sample size, and other factors. The issue is 
furthe! complkated by inherent difficulties in the use of appropriate controls, such as 
placebo and sham acupuncture groups. · 

However, promising results have emerged, for example,· efficacy of acupuncture in adult 
post-operative and chemotherapy nausea and vomiting and in post-operative dental pain. 
There are other situations such· as addiction, stroke rehabilitation, headache, menstrual 
cramps, tennis elbow, fibromyalgia myofascial pain, osteoarthritis, low back pairi., carpal 
tunnel syndrome, and asthma where acupuncture may be useful as an adjunct treatment or 
an acceptable alternative or be included in a comprehensive management program. 
Further research is likely to uncover additional areas where acupuncture interventions 
will be useful. . . , · 

Findings from basic research have begun to elucidate the mechanisms of action of 
acupuncture, including the release of opioids and other peptides in the central nervous 
system and the periphery and changes in neuroendocrine function. Although much needs 
to be accomplished, the emergence of plausible mechanisms for the therapeutic effects of 
acupuncture is encouraging. 

The introduction of acupuncture into the choice of treatment modalities that are readily 
available to the public is in its earlystages. Issues of training, licensure, and 
reimbursement remain to be clarified. There is sufficient evidence, however, of 
acupuncture's value to expand its use into conventional medicine and to encourage 
further studies of its physiology and clinical value. 

Consensus Development Panel, Speakers, Planning Committee., Conference Sponsors and 
Conference Cosponsers names have been left off for space considerations. 
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Following the National Institutes of Health Consensu's Conference on 
Acupuncture in 1997, a favorable climate for clinical research has prevailed .. Although 
there is an impressive array of quality case studies regarding the clinical effects of 
acupuncture, there still remains a paucity of randomized controlled trials·which remain 
the gold standard for clinical research. 

From several disease conditions considered as part of the recent legislative 
analysis concerning best practices, we have restricted o'ur review ofresearch to 
hypertension, asthma and diabetes mellitus. We have focused on information presented 
in The Cochrane Database of Systematic Reviews for 2002 and 2003 for diabetes 
mellitus and asthma. Although no Cochrane Reviews are available for hypertension~ we 
present recent findings generated from animal studies and highlight an ongoing NIH 
sponsored study at the University of California, Irvine. 

Diabetes Mellitus 

The most favorable studies and recommendaticins emerged for trials testing 
Chlnese herbal medicines in the treatment of diabetes mellitus. Of the sixty-six 
randomized trials; involving 8,302 participants, sixty-nine different herbal medicines 
weretested to compare with placebo and hypoglycemic drugs, or tested to compare 
herbal medicines plus hypoglycemic drugs.(1) 

The conclusions demonstrate that some herbal medicines show hypoglycemic 
effect in type 2 diabetes. Compared with placebo, s~x of the herbal medicines showed 
significant hypoglycemic response. Compared with several hypoglycemic drugs, seven 
herbal medicines demonstrated a significantly better metabolic control. In 29 trials that 
evaluated herbal medicines combined with hypoglycemic drugs, 15 different herbal 
preparations showed better effects than hypoglycemic drugs monotherapy. When 
combined with diet and behavior change, two herbal therapies showed better 
hypoglycemic effects than diet and behavior change_ alone. Additionally, no serious 
adverse effects from the herbal medicines were reported. 
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Currently, type 2 diabetes is the fourth leading cause of death in developed ·· 
countries with a two fold excess mortality and two to four fold increased risk ofcotonary 
heart disease and stroke.(2) Because of the chronicity of diabetes, the quality of a · 
patient's life will be profoundly affected, resources of so_cial support systems will be · 

· strained, and large financial demands will be placed on the health care system.(3) Since 
the mechanism of action ofherbal medidnes involves regulating ·glycemic metabolism, 
decreasing cholesterol levels, increasing. secretion of insulin and improving . 
microcirculation, these medicines may provide another avenue of exploration in the. 
treatment of diabetic patients. 

Asthma 

Research literature from China is replete with studies showing the effective 
management of asthma with acupuncture and herbal medicine and many journals cite 

. . 

case studies showing encouraging and positive results in the treatment of asthma with 
acupuncture and herbs. However, The Cochrane Database of Systematic Reviews states 
that there is not enough evidence to make recommendations about the value of 
acupuncture in asthma treatment. The reviewers note that some studies do report 
significant positive changes in subjective parameters and medication use, suggesting that 
some patients with asthma may benefit fromacupuncture. However, due to fundamental 
differences between trials and inadequate data presentation, little of the data is suitable 
for meta-analysis. ( 4) 

The reviewers conclude that there is an urgent need for appropriately designed 
trials. The methodological inconsistencies and problems encountered in the reviewed 
trials indicate that more pilot data should be acquired before proceeding to large scale 
randomized trials. Their final recommendation is that further research is needed to 
consider the complexities and different types of acupuncture. 

Hypertension 

The Susan Samueli Center for Integrative Medicine at UC Irvine (UCI) has 
received a $2 million, NIH sponsored grant for a five-year study to determine how 

· acupuncture can help treat cardiovascular illnesses such as heart disease, hypertension 
and arrhythmias. This cunent research follows upon previous findings of animal 
research by practicing cardiologist, Dr. John Longhurst, c:urrent director of the UCI 
Medical Center. His studies have shown that acupuncture excites brain cells to release 
neurotransmitters that either inhibit or heighte11 cardiovascular activity. Release of opioid 
chemicals in t];l.e brain can reduce excitatory responses in. the cardiovascular system. This 
reduction, in turn, can help to decrease the heart's activity and its need for oxygen, 

. thereby lowering blood pressure and promoting healing for a number of cardiac ailments 
and an·hythmias. Longhurst states that: 

"[W]e're trying to show ... that acupuncture can be an excellent 
compl~ment to other medical treatments, especially for those treating the 
cardiac system. The W estem world is waiting for a clear scientific basis 
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for using acupuncture, and we hope that this research ultimately will lead 
. to the integration of ancient healing practices into modem medical · 

. . treatment." (5) 

Overview 

From a viewpoint of research and analysis, there is considerable workto be done 
in the future. Information from the Cochrane Reviews suggest, first, that it is important 
to develop more pilot studies before progressing to larger randomized trials; and second, 
that is necessary to create appropriately designed models that will incorporate the 
complexities of Chinese medical diagnosis and treatment. The authors of this summary 
also believe that future studies may want to consider the range and implications of non-
specific effects of treatment which may contribute to patient health and recovery> . . 

Chinese medicine has an extensive history in ~ther parts of the world. The 
Western public has become increasingly more interested in Chinese medicine in recent 
years, and utilization rates continue to grow. ( 6) While there is admittedly much research 
to be done regarding its effectiveness for a variety of ailments, it is a treatment approach 
that is worthy of serious consideration due to its minimal side effects and potential to 
benefit individuals with chronic, disabling and costly conditions. 
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(l) The Cochrane Database of Systematic Reviews 2002, Issue 3. Art. No.: 
CD003642.pub2.DOI: 10.1002/14651858.CD003642.pub2.) 
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(4) The Cochrane Database of Systematic ~eviews 2003, Issue 3. Art. No.: 
CD000008.pub2.DOI: 10.1002/14651858.CD000008.pub2.) 

(5) Press Release of the University of California, Irvine, February 4, 2004 · 
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Update to RESEARH SUMMARY 
Acupuncture as Treatment for Diabetes· Mellitus, Asthma and Hypertension 

January 2006 

A. Summary 

Prepared by 
Roni Evans, D.C., Dean of Research 

Northwestern Health Sciences University 

Mark S. McKenzie, L.Ac., Dean 
Minnesota College of Acupuncture and Oriental Medicine · 

Northwestern Health Sciences University 

While there is a vast body of Chinese literature addressing the effects of Chinese 
Medicine and acupuncture, there has been substantially less Western-based scientific 
research performed on these modes of care ... · This is. changing however, as evidenced by. · 
recent increases in funding for Chinese Medicine and acupuncture studies by the National . 
Center for Complementary and Alternative Medicine, and the attention being given to 
these therapies by the Cochrane Library. Much of the research in the areas of 
cardiovascular disease and diabetes are either only recently completed or underway; there 
is substantial work that needs to be completed before definitive results regarding efficacy 
of Chinese Medicine and acupuncture for these conditions are available. 

B .. Cochrane Library of Systematic Reviews 
Several systematic reviews are currently underway assessing the body of scientific 
evidence regarding Chinese Medicine for the treatment of cardiovascular disease and 
diabetes including: 

• ·Chinese medicinal herbs for acute ~nyocardial infarction 
• Traditional Chinese interventions for stable angina 
• Puerarin for unstable angina 
• Suxiao jiuxin wan for angina pectoris 
• .Huangqi preparations for unstable angina 
• Tongxinluo capsule for acute stroke 
• Shengmai (traditional Chinese herbal medicine) for heart.failure 
• Chinese herbal medicines for type 2 mellitus 
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Completed Reviews 
1. Cochrane systematic review of acupuncture for acute stroke identified ten studies. 

·Found that acupuncture appears safe, but larger, higher quality studies needed to assess 
benefit for the treatment of acute ischaemic or haemorrhagic stroke. 

REFERENCE:· 
Acupuncture for acute ·stroke· 
SH Zhang, M Liu, K Asplund, L Li 
The Cochrane Database of Systematic Reviews 2006 Issue 1 
Copyright © 2006 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd. 
DOI: 10.1002/14651858.CD003317.pub2 This version first published online: 20 April 
2005 in Issue 2, 2005 

2. Cochrane systematic review of Chineses herbal medicines for non-insulin dependent 
diabetes found thatsome herbal medicines show hypoglycaemic effects in type 2 
diabetes. However, these findings should be carefully interpreted due to the low 
methodological quality, small sample size, and limited number of trials. In the light of 

··· some positive findings, some herbal medicines deserve further examination in high-
quality trials. · · 
REFERENCE: 
Chinese herbal medicines for type 2 diabetes niellitus . 
JP Liu, M Zhang, WY Wang, S Grimsgaard · 
The Cochrane Database of Systematic Reviews 2006 Issue 1 
Copyright © 2006 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd. 
DOI: 10.1002/14651858.CD003642.pub2 This version first published online: 22 July 
2002 in Issue 3, 2002 . 

3. Cochrane systematic review of Ginkgo biloba extract (widely used in the treatment of 
acute ischaemic stroke in China) found no convincing evidence from trials of sufficient 
methodological quality to support the routine use of Ginkgo biloba extract to promote 
recovery after,stroke. High-quality and large-scale randomized trials are still needed to 
test its efficacy~ 
REFERENCE: 
Ginkgo biloba for acute ischaemic stroke 
X Zeng, M Liu,. Y Yang, Y Li, K Asplund 

·The Cochrane Database of Systematic Reviews 2006 Issue 1 
Copyright © 2006 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd. 
DOI: 10.1002/14651858.CD003691.pub2 This version first published online: 19 
October 2005 in Issue 4, 2005 

C.NCCAM 
The National Center for Complementary and Alternative Medicine of the National 
Institutes of Health has funded several clinical trials investigating acupuncture/Chinese 
medicine for a variety of conditions. These include two recently completed trials of 
acupuncture for hypertension and cardiovascular disease (results pending). 
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IV. Abstract- Stop Hvpertension with the Acupuncture Research Program 
(SHARP) Pilot Trial . . . 

. . 

Stop Hypertension with Acupuncture Research Program (SHARP) 

September 2001 - March 2005 

Project D~scription - This.pilot randomized controlled trial (RCT) (n=l92) was designed to gather preliminarydata 
regarding the efficacy of acupuncture for treating mild to moderate hypertension without the use of phannacologic 
therapy. The New England Research Institute (NERI) is the organizational center for the study. Patients were stratified 
by antihypertensive medication history and allocated randomly to one of three acupuncture treatment groups, each 
deli~ered twice weekly for 6 weeks: 1) Standardized Acupuncture, 2) Individualized Acupuncture, or 3) Sham · 
Acupuncture (Control group). All patients were diagnosed by non-treating acupuncturists using a TCM protocol, but 

·only those in the Individualized group were treated accordingly. The primary endpoint was change in systolic BP; 
adjusted for baseline level, from baselme to 4 months post-randomization. In addition, use of conventional medical 
treatments was monitored in: order to test whether acupuncture reduces the need to introduce or resume phannacologic 
treatment Changes in quality of life were_also assessed and compared across treatment groups. 

Current Status - Recruitment for this study is complete and data analysis is underway. A paper describing the design of · 
the study has been published (see below), preliminary results have been presented at various conferences and 

· manuscripts are currently undergoing peer-review at various journals. 

Results: Mean blood pressure decreased 4.8/4.8 1mn Hg from baseline; 42% of patients had blood pressures below 
140/90 at 10 weeks without use of anti-hypertensives. However, the meanbaseline-adjusted decrease in systolic blood 
pressure at 10 weeks did not differ between subjects randomized to active (Individualized and Standardized) versus 
sham (Control) acupuncture (-4.78 vs. -4.45 mm Hg, p=0.89). Individualized (Ind) acupuncture subjects experienced 
the largest decrease in diastolic blood pressure (-6.12 1mn Hg vs. -4. 72 for Control patients), but the differences among 
the treatment groups were not significant (p=0.46). A trend toward greater improvement in diastolic blood pressure 
from 2 weeks to 10 weeks was observed in the patients randomized to Individualized treatments, suggesting that a 
longer series of treatments might have revealed greater treatment differences; however, the observed difference in 
trends were not significant (p=0.23). Stratifying the subjects by ages, race, obesity, history of antihypertensive use, or 
primary TCM diagnosis did not reveal any sub-groups of subjects for whom the benefits of TCM acupuncture differed 
significantly from sham acupuncture. Future trials will be required to evaluate potential benefits of TCM acuplincture 
under different treatment schedules, among different patient populations, as a complement to western or herbal · 
treatment, or compared to alternative controls .. 

Publications: 

1. Kalish LA, Buczynski B, Connell P, Ge:rrimel A, Goertz C, Macklin E, Pian-SmithM, Stevens S, ThompsonJ, 
Valaskatgis P, Wayne P, Zusman, R. Stop Hypertension with the Acupuncture Research Program (SHARP): Clinical 
Trial Design and Screening Results. Conti·olled Clinicql Trials 2004 Feb; 25(1):76-103. 

2. Macklin EA, Buczyski B, Connell P, Pian-Smith M, Stevens S, Thompson J, Valaskatgis P, Wayne P, Zusman R. 
Results of the Stop Hypertension With Acupuncture Research Program (SHARP) Pilot Trial (Abstract). J Alt Comp! 
Med., 2004; 10(1): 214-215. 

3. Macklin EA, Wayne PM, Pian-Smith M, Stevens S, Thompson J, Valaskatgis P, Zusman R. Results of the Stop 
Hypertension with the Acupuncture Research Program (SHARP): a randomize9 controlled clinical trial. Submitted to 
Hypertension . 

Principle Investigator: Eric Macklin, PhD (New England Research Institute) 

Collaborating Institutions - New England Research Institute, Massachusetts General Hospital 

Funding Agency- NIH---Grant # UOlAT 000210-03 
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Supporting Documents 
' . . . 

V. Abstract - Practical Management of Patients with Painful diabetic 
Neuropathy · 

Cynthia F. Corbett, PhD, RN . 
Fromthe Intercollegiate College ofNursing, Washington State University, Spokane. 

Purpose 

Painful diabetic neuropathy (PDN) has a significant impact on patients' quality oflife, affecting sleep, 
niood, mobility, ability to work, interpersonal relationships, overall self-worth, and independence. The 
purpose of this article is to provide diabetes educators with current and essential tools for PDN assessment 
and management. . 

Methods 

Medline and CINAHL database searches identified publications on the assessment and treatment of PDN. 
Identified research was evaluated, and information pertinent to diabetes educators was summarized. . 

Results 

Recent advancements in assessment of neuropathic pain include identifying characteristics that distinguish 
between neuropathic and nonneuropathic pain. In the absence of treatment, research demonstrates that nerve 
damage may progress while pain diminishes. Many disease-modifying and symptom-management 
treatment options are available. 

Conclusion 

Good glycemic control is the first priority for both prevention and management of PDN. However, even 
with good glycemic control, up to 20% of patients will develop PDN. PDN recognition and assessment are 
critical to optimize management. Although several treatment modalities are available, few patients obtain 
complete pain relief Recent advances in understanding the mechanisms underlying neuropathic pain should 
lead to better treatment and patient outcomes. Combination therapy, including nonphaimacologic 
modalities, may be required. Research evaluating the efficacy of combination therapy is needed. (Note: the 
following information was abstracted from the article.) 

"Acupuncture has successfully relieved PDN symptoms. In a 10-week uncontrolled study, 46 partiCipants 
with PDN received up to 6 acupuncture treatment sessions(Ref 68). Improvement ip. pain was reported by 
77% ·of the 44 participants who completed the study, and 21 % reported symptom resolution. Many 
participants without resolution were able to reduce pain medication. Of the34 participants who had 
significant symptom relief; only 8 required further acupuncture for maintenance over the 52-week follow-up 
period. Walker (Ref 11) reported similar results among 40 PDN patients treated with acupuncture. 
Retrospective medical record evaluation showed that nearly 90% of those treated for 20 miputes once a week 
for 2 to 3 months reported improvements in pain, sleep, mobility, and mood. The first benefit reported by 
most participants was improved sleep. Walker also reported lasting benefits, with only "a few" patients 
requesting an .extra treatment for recurring pain; in those cases, 1 treatment was generally sufficient to reduce 
recurrent symptoms. " The Diabetes EDUCATOR 532V olume 31, Number 4, July/ August 2005 

11. Walker S. A nurse-led acupuncture service for painful diabetic neuropathy: 2. J Diabetes Nurs. 2001;5:59-62. 
68. Abuaisha BB, Costanzi JB, Boulton AJM. Acupuncture for thetreatment of chronic painful peripheral diabetic neuropathy: 
along-term study. Diabetes Res Clin Pract. 1998;39:115-121. 
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Supporting Docunients 
VI. Updated Research - Published Evidence-Based Research 2005-1994 

Listing of published Evidence-based Research for Acupuncture and Oriental 
Medicine dating from 2005, back to 1993. Where available, links to the· 
research or research abstracts are provided. 

Undated Research: 

Journal: Ultrasound in Medicare and Biology 

Date: 

Title: Tissue Displacements During Acupuncture Elastography Techniques 

Authors: Langevin,H.M., Ophir,J.; Konofagou,E.E., Garro,B.S.; Badger,Gj.; 

Churchill,D.L. 

Principal Investigator: Langevin, Helene M. · 

Grant number: R01-AT001121 

Pub Med ID: n/a 

2005 Research: 

Journal: Annals of Internal Medicine · 

Date:April.19, 2005 

Title: Acupuncture for the Treatment of Low Back Pain 

Authors: Eric Manheimer, MS; Adrian White, Mp, BM, BCh; Brian ~erman, MD; Kelly 

Forys, MA; and Edzard Ernst, MD, PhD 

Full Text 

Journal: Scandinavian Journal of Gastroenterology 

Date: 2005 

Title: Acupuncture Accelerates Delayes Gastrointestinal Transit after Abdominal 

Surgery in Conscious Rats 

Authors: Balestrini,J.L.; Tsuchida,D.; Fukuda,H.; Pappas,T. 

Principal Investigator: Takahashi, Toku 

Grant number: R21-AT001588 

Pub Med ID: n/a 
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2004 Research: 

.Journal: Critical Pulmonary Medicine 

Date: 2004 . 

Title: Massage Therapy and Acupuncture for Children with Chronic Pt.ilmoriary Disease 

Authors: Kemper,K.J.; Mclellan, M.C.; Highfield,E.S. 

Principal Investigator: Woolf, Alan D 

Grant number: R25-AT000538 

Pub Med ID: n@ 

.Journal: Journal of Alternative Therapies 

Date: 2004 

Title:. Patient characteristics for outpatient acupuncture in Beijing, China. 

Authors: Napadow; Kaptchuk, T.J. 

Principal Investigator: Rosen, Bruce R. 

Grant number: P01-AT002048 

Pub Med ID: n@ 

Journal: Pediatric Research 

Date: 2004 

Title: Predictors of Patient Referral to Acupuncture or Therapeutic Massage by Community Pediatric 

Practitioners 

Authors: Mclellan, M.; Highfield, E.; Kalish, L.; Woolf, A.D. 

Principal Investigator: Woolf, Alan D 

Grant number: R25-AT000538 

Pub Med ID: n.@ 

Journal: Pediatric Research 

Date: 2004 

Title: Influence of an Inpatient Therapeutic Massage and Acupuncture (TMA) Consultative Service on the 

Attitudes of Pediatric Pulmonry Staff. 

Authors: Mclellan, M.; Highfield, 'E.; Kalish, L.; Woolf, A.D. 

Principal Investigator: Woolf, Alan D 

Grant number: R25-AT000538 

Pub Med ID: n.@ 
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Journal: Ultrasound in Medicine and Biology 

Date: 2004 

. Title: Tissue Displacements During Acupuncture using Ultrasound Elastography Techniques 

Authors: Langevin,H.M., Ophir,].; Konofag~u,E.E., Garra,B.S.; Badger,G.J.; Churchill,D.L. 

Principal Investigator: Langevin, Helene M; 

Grant number: R21-AT000300 

Pub Med ID: .o.@ 

Journal: Controlled Clinical Trials 

Date: February 2004 

Title: Stop Hypertension with the Acupuncture Research Program (SHARP):Clinical Trial Design and 

Screening Results. 

Authors: Kalish., L.A., Buczynski, B.; Buczynski, B., Connell, P.; Gemmel, A., Goertz, C.; Macklin, E.A., 

Pian-Smith, M. 

Principal Investigator: Macklin, Eric A. 

Grant number: U01-AT000210 · 

Pub Med ID: 14980754 

Journal: Clinical Pediatrics 

Date: May 2004 

Title: Parental Perceptions of the Therapeutic Effect from Osteopathic Manipulation or Acupuncture in 

Children with Spastic Cereb_ral Palsy. 

Authors: Duncan B; Barton L; Edmonds D; Blashill BM. 

Principal Investigator: Ghishan, Fayez K. 

Grant number: P50-AT000008 

Pub Med ID: 15118778 

Journal: Evidence-based Complementary and Alternative 'Medicine 

Date: June 2004 

Title: Neurobiology of Acupuncture: Toward CAM. 

Authors: Ma, S.X. 

Principal Investigator: Ma, Sheng-Xing 

Grant number: R01-AT000450 

Pub Med ID: 15257325 

Journal: Pharmacology, Biochemistry, Behavior 

Date: August 2004 

Title: Electroacupuncture Combined with Indomethacin Enhances Antihyperalgesia in Inflammatory Rats. 

Authors: Zhang RX; Lao L,; Wang X; Ren K 

Principal Investigator: Berman, Brian M.Grant number: P50-AT000084 

Pub Med ID: 15301937 
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Journal: ~omplementary Therapies in Medicine 

Date: September 2004 

Title: Availability of acupuncture in the hospitals of a major academic m~dical center: a pi.lot study. 

Authors: Highfield, E.S.; Kaptchuk, T.J.; Ott, M.J.; Barnes, L. 

Principal In\festigator: Rosen, Bruce R. 

Grant riumber: P01-AT002048 

Pub Med ID: 14659382 

Journal: Brain Research 

Date: Sep 2004 
. . . 

Title: Involvement of Opioid Receptors in Electroacupuncture-Produced Anti-Hyperalgesia in Rats with 

Peripheral Inflammation. 

Authors: Zhang,R.X.; Lao,L; Wang,L.; Liu,B., Berman,B.M. 

Principal Investigator: Berman, Brian M. 

Grant number: P50-AT000084 

Pub Med ID: 15312782 

Journal: Annals of Internal Medicine 

Date: December 21 2004 

Title: Effectiveness of Acupuncture as Adjunctive Therapy in Osteoarthritis of the Knee 

Authors: Berman, B.M.; Lao, L; Langenberg, P.; Lee, W.L. . 

Principal Investigator: Berman, Brian M. 

Grant number: U01-AT000171 

Pub Med ID: 15611487 

Journal: Annals of Internal Medicine 

Date: December 21, 2004 

Title: Acupuncture for the Treatment of Chrnnic Neck Pall (Full Title: Acupuncture versus Placebo for the 

Treatment of Chronic Mechanical Neck Pain. A Randomized, Controlled Trial 

Authors: The authors are P. White, G. Lewith, P. Prescott, and J. Conway. 

Text 

113012006, AOMAM-Presentation page #26 
Joint Senate Health and Family Security Comm. & House Health Care Cost Containment 



2003 Research: 

Journal: Techniques in Orthopaedics . 

Date: 2003 

Title: Acupuncture for pain Management of Osteoarthritis of the Kne~ 

Authors: Markow,M.J.·; Secor, E~R. 

Principal Investigator: Secor, Eric 

Grant number: F32-AT001569 

Pub Med ID: n/a 

Journal: Medical Acupuncture . 

Date: 2003 

Title: The effect of acupuncture on the quality of life in chronic pain patients-A . · 

Prospective Outcome Measure. 

Authors: Leung, A.Y. 

Principal Investigator: Leung, Albert Y. 

Grant number: K08-AT001695 

Pub Med I:D: n/a 

Journal: l.ournal of Alte.rnative and Complementary Medicine 

Date: 2003 

Title: Enhanced Nitric Oxide Concentrations ar:id Expressions of Nitric Oxide Synthase 

in Acupuncture Points/Meridians 

Authors: Ma, S.X. 

Principal Investigator: Ma, Sheng-Xilig 

Grant number: R01-AT000450 

Pub Med ID: 12804074 

Journal: Neuroimage 

Date: 2003 

Title: The effect of acupuncture on peripheral neurosensory thermal threshold and 

the central nervous system. 

Authors: Leung, A.Y.; Duann, J.R.; Jung, T.P., Lam, V.; Liu, T., Buxton, R. 

Principal Investigator: Leung,.Albert-Y. 

Grant number: K08-AT0
0
0l695 

Pub Med ID: n/a 
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Journal: Digestive Diseases and Sdences· 

Date: Jan 2003 

Title: Neural Mechanism of Acupuncture-Induced Gastric Relaxations in Rats. 

Authors: Tada,H.; Fujita,M.; Harris,M.Takahashj T.; Tatewaki,M., Pappas TN 

Principal Investigator: Takahashi, Toku 

Grant number: R21-AT001588 

Pub Med ID: 12645791 

Journal: Alternative Therapies in Health and Medicine 

Date: Jan-Feb 2003 

Title: Is Acupuncture Safe? A Systematic Review of Case Reports 

Authors: Lao, L.; Hamilton, G.; Fu, J.; Berman, B. 

Principal Investigator: Berman, Brian M. 

Grant number: P50-AT000084 

Pub Med ID: 12564354 · 

Journal: Pharmacology Biochemistry and Behavior 

Date: February 2003 

Title: The Effect of Electroacupuncture as an Adjunct on Cyclosphosphamide-Induced 

Emesis in Ferrets 

Authors: Lao, L; Zhang, G.; Wong, R.; Carter, A. 

Principal.Investigator: Berman, Srian M~ 

Grant number: P50-AT000084 

Pub Med ID: 12543236 

Journal: Journal of Neurophysiology 

Date: August 2003 

Title: Nitric Oxide in the Gracile Nucleus Mediates Depressor Response to 

Acupuncture (ST36). 

Authors: Chen,S.; Ma,S.X .. 

Principal Investigator: Ma, Sheng-Xing 

Grant number: R01-AT000450 

Pub Med ID: 12672780 

Journal: Complementary Therapies in Medicine 

Date: September 2003 

Title: Availability of Acupuncture in the Hospitals of a Major Academic Medical 

Center: A Pilot Study. 

Authors: Highfield,E.S.; Kaptchuck,T.J.; Ott,M.J.; Barnes,L. 

Principal Investigator: Woolf, Alan D 

Grant number: R25-AT000538 Pub Med ID: 14659382 
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Journal: American Journal of Physiology. Regulatory, Integrative and 

Comparative Physiology 

Date: Oct 2003 

Title: Dual Effect_s of Acupuncture on Gastric Motility in Conscious Rats. 

Authors: Tatewaki M;. Harris M; Uemura,K. , Takahashi,T.; Ueno,T., Pappas,T.N. 

Principal Investigator: Takahashi, Toku 

Grant number: R21-AT001588 

Pub Med ID: 12959921 

2002 Research 

. ' . 

Journal: Ac~puncture and Electr.o-Therapeutics Research, International 

Journal 

Date: 2002 

Title: Increased Neuronal Nitric Oxide Synthase Expression in the Gracile Nucleus 

Following Electroacupuncture Stim·ulati_on of Cutaneaous Hindlimb Acupoints 

Authors: Ma, S.X.; Li, X.Y. 

Principal Investigator: Ma, Sheng-Xing 

Grant number: R01-AT000450 

Pub Med ID: 12638736 

Journal: Clinical Acupuncture and Oriental Medicine 

Date: 2002 

Title: Matching Acupuncture Cinical Study Designs to Research Questions 

Authors: Sherman, K.J.; Lao, L.; MacPherson, J.; Lewith, G. 

Principal Investigator: Berman, Brian M. 

Grant number: P50-AT000084 

Pub Med ID: n/a 

Journal: Clinical Acupuncture and Oriental Medicine 

Date: 2002 

Title: The Clinical Evaluation of Traditional East Asian Systems of Medicine 

Authors: MacPherson, H.; Sherman, K.; Hammerschlag, R.; Birch, s.· 
Principal Investigator: Berman, Brian M. 

Grant number: P50-AT000084 

Pub Med ID.: n/a 
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Journal: Clinical Acupuncture and Oriental Medicine 

Date: 2002 

Title: The Role ofAcupuncture Schools and Individual Practitioners in Acupuncture 

Research 

Authors·: Lao, L.; Sherman, K.; Bovey· 

Principal Investigator: Berman, Brian M. 

Grant number: P50-AT000084 

Pub Med ID: ii/a 

Journal: Clinical Acupuncture and Oriental Medicine 

Date: 2002 

Title: The Role of Acupuncture Schools and Individual Practitioners in Acupuncture 

Research 

Authors: Lao, L.; Sherman, K.; Bovey 

Principal Investigator: Berman, Brian M. 

Grant number: P50-AT000084 

Pub Med ID: n/a 

Journal: SFN Abstracts 

Date: 2002 

Title: Electroacupuncture and Brain Protection from Cerebral Ischemia :. The Role of 

Delta-Opiojd Receptor. 

Authors: Zhao, P.; Guo, J.C.; Xia, Y.; Hong, S.S. 

Principal Investigator: Xia, Ying 

Grant number: R21-AT001094 

Pub Med ID: n/a 

Journal:· Annals of Internal Medicine 

Date: March 5 2002 

Title: A_cupuncture: Theory, Efficacy, and Practice. 
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PERSPECTIVE: CAM 

Racing ward The Integration Of 
Complementary And Alternative edicine: 

arathon A Sprint? 

Integrating alternative medicine into the U.S. health care system will 
be achieved in many small, important steps. 

by Richard L. Nahin, Carol H. Pontzer, and Margaret A. Chesney 

ABSTRACT: Health care opinion leaders concur that integration of complementary and al­

ternative medicine (CAM) into the U.S. health care system must be based on strong sup­

porting evidence of safety and efficacy. As others have pointed out, integration is under 

way, despite the lack of reliable, rigorous science supporting the use of most CAM treat­

ments. We contend that optimal integration of CAM is a long-term endeavor.:.._a marathon 

rather than a sprint. The evidence base does not now support its wholesale assimilation; 

market forces, although compelling, should not be the primary consideration in integration. 

HAT rs INTEGRATIVE medicine, 
and why is it growing in accep­
tance? Mary Ruggie addresses 

these questions in this volume of Health Af 
fairs. 1 She presents evidence that integrative 
medicine is popular now for several reasons: 
growing use of complementary and alterna­
tive medicine (CAM) by the public, estab­
lishment of the National Center for Comple­
mentary and Alternative Medicine 
(NCCAM) at the National Institutes of 
Health (NIH), and scientific research on 
CAM's safety and efficacy. These may all con­
tribute to the conditional "integration" of 
some aspects of CAM by conventional health 
care providers. 

Ill Required evidence. Integrative medicine 
can be defined in many ways. Most definitions 
include, to some degree, the concept that the 
best of CAM is combined with the best of con-

ventional medicine, based on evidence. 2 They 
do not indude the type and level of evidence 
that should be required. Nonetheless, evidence 
hierarchies place data collected from multiple 
randomized controlled trials (RCTs) or sys­
tematic reviews of multiple RCTs as the high­
est standard of evidence.3 

II Use- versus evidence. An Institute of 
Medicine (IOM) analysis of all identified sys­
tematic reviews relating to CAM (N = 496) en­
compassed such widely used CAM therapies 
as chiropractic medicine, herbal medicine, and 
massage therapy, as well as lesser-used thera­
pies such as the Alexander technique, biofeed­
back, and therapeutic touch.4 TvvTo striking 
facts are apparent when this revie-vv is com­
pared with data on the prevalence of CAM. 
First, the attention given to a CAM p~actice by 
the scientific community does not correlate 
with its use by the public. For instance, the 
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IOM identified seventy;nine reviews of acu-
. puncture and thirty-eight reviews of homeop­

athy (placing them third and fourth among all 
CAM therapies), yet less than 1.5 percent of 
the U.S. public uses these therapies in a given 
year.5 In addition, only one-fourth of the 145 
Cochrane Collaboration reviews of CAM ex­
amined in the IOM report concluded that a 
given CAM therapy -vvorked; t\vo-thirds cited 
insufficient evidence to mak.e a definitive de­
termination. Interest:lngly, only 11 percent of 
the reviews supported the use of herbals and 
other nonvitamin/nomnineral dietary supple­
ments, which are the most prevalent types of 
CAM used, other than prayer for health rea­
sons. 6 This indicates a disconnect benveen 
what people use and where the evidence lies. 

The second striking fact is that CAM thera­
pies with relatively infrequent use by the pub­
lic (such as biofeedback, hypnotherapy, and 
acupuncture) are those \Vith the highest level 
of acceptance by physician groups, which typi­
fies the inadequate communication benveen 
patients and providers concerning CAM.7 

II Reasons for using CAM. In support of 
Ruggie's argument, surveys of health mainte­
nance organizations (HMOs) indicate that the 
most prominent reason such organizations in­
corporate CAM into their coverage is market 
demand. 8 This demand might derive partly 
from the public's desire to take charge of their 
own health care.9 Comparisons of national 
surveys about CAM in 1990-1997 and 2004 
suggest that visits to CAM practitioners have 
remained relatively stable on a percentage ba­
sis over time, \:vhile the use of dietary supple­
ments has greatly increased.w This increase, 
combined \Vith the large number of people 
\:vho practice one or more forms of mind-body 
n1edicme, suggests that the dmninant forms of 
CAM are those used by the individual as part 
of self-care. In fact, half of those who used 
CAM said that they did so because they 
thought it vmuld be interesting to try, not be­
cause of cost or efficacy.13 

The public's interest in CAlv1 also derives 
from a belief that CAtv1 approaches are more 
natural and safer than conventional mech­
cine. 12 On the contrary, some \viclely used· 
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herbal medicines can interact with certain 
pharmaceuticals and have life-'threatening 
consequences. A well-documented example of 
this is the effect of a widely used herbal sup­
plement, St. Johns wort, on the clearance of 
many prescription drugs by the liver.13 Ideally, 
everyone interested in using any form of CAM· 
would seek the advice of a learned practitio-· 
ner, but this is unrealistic given the way herbal 
supplements are advertised and sold in the 
United States. In fact, the IOM argues that 
U.S. regulation of dietary supplements needs 
substantial revision to increase public safety. 

II Clinical data. versus RCTs. Given that 
integration of CAM is under way, one ap­
proach would be to gather epidemiological 
data on safety and outcomes using practice­
based nenvorks, rather than to wait for con­
trolled trials. Recent medical literature, how­
ever, is marked with cases, such as hormone 
replacement therapy (HRT), where conclu­
sions based on extensive epidemiological data 
from practices in widespread use were over­
turned by clinical trials. An added complica­
tion is the \vide variation in the clinical appli­
cation of many types of CAM, especially those 
using physical interventions. For instance, it 
has been found that there is little agreement in 
the choice of acupuncture points that various 
acupuncturists might use to treat the same pa­
tient with chronic back pain.14 Similarly, there 
is considerable variability in how licensed na­
turopathic physicians would treat a person 
-vvith multiple sclerosis or breast cancer.15 Al­
though individualized treatments rnight even­
tually prove advantageous when addressing 
patient heterogeneity, outcomes research on 
CAM needs to account for this variability. This 
leaves us Vilith the follov,1ing question: How 
can \Ve integrate CAM when so many research 
questions remain unanswered? 

II Dissemination and translation. 
Through the support of rigorous science, the 
NCCAM and other NIH institutes are com­
nlitted to answering these and other questions 
concerning CAlvl's safety and efficacy. Results 
of this research, dissenlinated through the lit­
erature and the NCCAM's fact sheets, e-bulle­
tins, and Vi/eb site, \Vill help identify CAM 
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therapies that are ready for integration. 
Even when evidence of efficacy is available, 

issues associated with translation into prac­
tice will remain. An Agency for Healthcare Re­
search and Quality (AHRQ) report, Ciosing the 
~uality Gap, has detailed ·the difficulties of in­
corporating evidence-based recommendations 
into conventional clinical practice.16 These are 
likely to be magnified in the case of CAM, 
which has to overcome the skepticism of con­
ventional providers and concerns regarding 
safety and efficacy. Conventional providers, 
unfamiliar with CAM, might require educa­
tion as well as information dissemination. Op­
timal integration. of effective CAM therapies 
would also require patient education, since 
self-care appears to be a current driver of us­
age. Increased communication between pa­
tients, CAM practitioners, and conventional 
providers is vital to protect patient safety This 
is likely to necessitate some organizational 
change in the practice of both CAM and con­
ventional medicine and in the current system 
of third-party reimbursement for health care 
costs. 

Just as a marathon is made up of many small 
steps, so too would be the integration of CAM 
into the U.S. health care system. With each 
new piece of information, the scientific base 
on CAM will increase. It is critical that con­
ventional health care providers learn about 
CAM and begin conversations with their pa­
tients about its potential risks and benefits. 
Through continued awareness of the CAM sci­
entific literature and support for their pa­
tients, providers vvill help us win the race for 
maximizing health care quality. 

The authors are indebted to many members of the 
NCCAJ.\ti for thdr advice on earlier versions of this 
manuscript. 
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Prevention-Investing in the Health of Minnesota 

Mark W. Banks, M.D. 
CEO, Blue Cross and Blue Shield of Minnesota 

"What if Minnesotans were healthier?" 

We don't ask that question often enough, probably because we think of ourselves as the 
healthiest state in the nation. And there certainly are no shortages of news stories and 
political speeches to reinforce Minnesota's status as a health leader. But have you ever 
read the headline to a news story . . . then read the entire story and wondered how 
editors decided on THAT headline? 

· Buried in a news story I read last month were these facts: 

• Minnesota ranks 24th in the country in the rate of smoking. 
• The prevalence of obesity places Minnesota 21st among the states. 
• And in deaths from cancer ... we rank 15th. 

And in each of these rankings, we've actually lost ground over the past 15 years. Yet 
the headline on that news story was that Minnesota is the healthiest state in the nation. 

The fact is, in many areas of health we have done well. We rank first in the country in 
access to health insurance, with an uninsured rate of less than 7 percent. Compare that 
to Texas, where 25 percent of the population is uninsured. We are fifth in high school 
graduation rates. And we are sixth in per-capita public health spending. 

Over my three decades in health care I've witnessed many accomplishments. 

• In 1975, the Minnesota legislature passed the Minnesota Clean Indoor Air Act, 
leading the nation in protections against secondhand smoke. 

• As I was beginning my career at Blue Cross, public policy reforms made health . 
insurance more accessible and affordable for small businesses and individuals. 
Again, Minnesota was an innovator with the creation of MinnesotaCare. 

• And, finally, one accomplishment I am especially proud of is the landmark 1994 
lawsuit filed by Blue Cross and the State of Minnesota against the tobacco industry. 

Minnesota should celebrate these and other achievements that have contributed to our 
healthy status. But my 30 years in health care have taught me that it's important to 
keep probing to ask that next question. And some of the questions we need to ask 
aren't comfortable or easy: 
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For example - Why is the prevalence of obesity greater in ~innesota than it is in 40 
percent of the states? Part of the answer is in the Centers for Disease Control data that 
show that about half of all Minnesotans don't achieve recommended levels of physical 
activity. And more than three-quarters of Minnesota adults do not meet important 
nutritional standards. · 

And why do 23 states have· a lower rate of smoking than Minnesota? According to the 
Minnesota Adult Tobacco Survey, the rate of smoking among young adults ... those 
between 18 and 24 years old ... is twice that of older adults. 

And why does Minnesota have such great disparities in the health of our citizens? 
According to a 2003 report from the Minnesota Department of Health "populations of 
color and American Indians in Minnesota experience shorter life spans, higher rates of 
infant mortality and poorer general health." 

And why is it . . . despite all our accomplishments and our headline rating as the 
healthiest state ... why is it that business and health leaders ... probably many of you 
in this room ... would rank health care as the most urgent crisis facing Minnesota? 

Well, the common answer to all of those questions is this ... We will never 
manage health costs or improve our health status unless we tackle the 
underlying risk factors that are at the root of so many preventable diseases .. ·. If 
we want to reform health care, our commitment must be to become more fit, to 
smoke less and to eat healthier. 

Smoking, physical inactivity, and unhealthy eating ... these are the factors that underlie 
the leading causes of preventable death and disease in Minnesota. So even though 
Minnesota is ranked as the healthiest state in the nation, when you dig deeper ... when 
you ask more questions ... it's far more complex and far more challenging .. 

It's also far more personal ... behind all these numbers are people. Karen McFadzen is 
one of those people ... and a heart attack victim at age 36. When her doctor told. her 
that she had an inherited form of heart disease, her initial reaction was to throw in the 
towel and take it easy. 

It was a natural response for Karen . . . a person who by her own admission hated 
exercise. But, the combination. of a very effective public awareness campaign, and the 
support of family, friends, and her employer Medtronic ... all worked to change Karen's 
mind. 

Today, Karen is a walker ... she walks with co-workers ... with friends .... with family. 
For her, walking isn't exercise ... it's fun. But it's fun with a benefit. Walking is making 
her a healthier person. 
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We need to reach out to more people like Karen McFadzen. We can't afford not to ... 
. The cost of not tackling the issues of tobacco, physical inactivity and poor nutrition are 
just too great, both in dollars and in the impact on real people . 

••••• 
The exciting news is that today Blue Cross announces a bold commitment to make 
prevention a meaningful part of Minnesota's health care agenda. It's not that prevention 
is new. After all, Minnesota has an excellent public health system and a network of 
dedicated non-profits working in prevention. The news is that a private health plan is 
dedicating unprecedented resources and launching an· ambitious campaign for 
prevention. 

In 1994, Blue Cross had the courage to take on the tobacco industry, and filed the now 
landmark lawsuit wit.h the promise that the proceeds recovered would be invested in a 
healthier Minnesota. 

Today, it is my honor to follow through on the promise we made when we filed 
· that lawsuit. Today, I am proud to announce to you exactly how Blue Cross wili 
fulfill our obligation to all Minnesotans. 

Prevention Minnesota is our long-term, $241 million commitment to make Minnesota a 
healthier state in which to live and work. Our focus will be tobacco use, physical 
inactivity and unhealthy eating. These are the root causes ofpreventable heart disease 
and many cancers. 

Our goals are bold: 

• Reduce smoking by ?O percent, from today's rate of 18 to less than 10 percent. 
• Reduce exposure to secondhand smoke by 90 percent. If we succeed, less than 5 

percent of non-smoking Minnesotans will be exposed to secondhand smoke indoors. 
• Increase physical activity by 50 percent. 
• Increase healthy eating by 100 percent. 

Or, in simpler terms, our goals are to make Minnesota's smoking rate the lowest 
in the nation ... to make it possible for every person to breathe healthy air at 
work, at home and in their community ... and to become the fittest state in the 
nation. 

Although this is the formal announcement of Prevention Minnesota, some of our work is 
already underway. We've been planning, building partnerships and launching programs 
to help Minnesotans stop smoking, to exercise and to eat better. Maybe the most 
exciting of these efforts is the "do" campaign, the program that is making exercise fun 
for Karen McFadzen and others like her. This community-based initiative encourages 
people to see opportunities for activity in their everyday lives .. It is a common-sense 
approach to get more exercise ... 10 minutes of activity, three times a day. Build a 
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snowman. Take the stairs. Park in the back row of the parking lot and walk. It all adds 
up to make a tremendous difference in your fitness ... and your health . 

••••• 
We know some people will say we should spend these funds in a different way ... for 
other purposes ... or with other priorities. 

Some of the money we recovered from the tobacco lawsuit already has been invested 
in reducing health costs in a variety of ways . . . By sharing a portion of the proceeds 
with individuals and small businesses ... By providing grants to the community clinics 
that often are the only providers of health care to many of our state's most vulnerable 
populations ... and by reducing the deficit of the Minnesota Comprehensive Health 
Association, a financial burden that otherwise falls on many small businesses. 

But, we will probably never again have an opportunity like this to address the root 
problems that affect the health of Minnesotans today. To be successful, we need · 
to have a strategic and defined approach that benefits everyone. 

Later this week, we'll release our first community funding initiatives, asking qualified 
organizations to submit proposals to reduce tobacco use and promote physical activity. 
We expect these initiatives to not only prompt innovation, but also to be catalysts for 
community engagement ... to be part of making prevention an essential part of our 
day-to-day lives. 

We will also work to expand our partnerships with others on the front lines of making 
Minnesota healthier. Everyone has a role to play, not just the public health departments 
and health plans. We need more care givers to be prevention advocates with their 
patients . . . we need more employers to make workplaces healthier . . . and we need 
policy makers to commit to programs that make our communities healthier places in 
which to live. 

Through Prevention Minnesota, we at Blue Cross will work toward these ambitious 
goals by developing programs based in science and designed to benefit all 
Minnesotans. 

Some efforts will be obvious. For example ... community design. It makes sense that 
when communities are designed with safe, lighted and accessible sidewalks and trails, 
walking and biking become more frequent activities. 

And some actions may be controversial. For example, promoting policies to help all 
Minnesotans breathe healthy air. We saw recently in Hennepin County that secondhand 
smoke ordinances make for contentious politics. But we know from the action in St. Paul 
earlier this month that Minnesotans want clean indoor air and are demanding protection. 
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Our programs will be aggressive and innovative, and our goals are ambitious. But the 
stakes are too high to consider anything less. Because when we succeed, the benefits 
will be enormous. Many of the 5,600 Minnesotans who die annually from tobacco­
related diseases will live longer and healthier lives. We expect to see 30 percent fewer 
cases of heart disease, stroke, colon cancer and osteoporosis ... 18 percent fewer cases 
of Type 2 diabetes and high blood pressure ... and 5 percent fewer cases of breast 
cancer in those Minnesotans who are physically active. 

The fact is, in all these cases . . . and in everything Prevention Minnesota 
undertakes ... science tells us that these approaches work ... they will improve 
health and manage costs. • ••••• 
And rising health care costs are a top concern for all of us. 

Last year, Blue Cross commissioned an economic impact study of smoking. What we 
found was shocking. In 2002, smoking was responsible for $1.98 billion annually in 
excess medical care expenditures. That's nearly 9 percent of the $23 billion· spent on 
providing health care to Minnesotans. Or, put another way, one out of every 11 health 
care dollars spent in Minnesota is going to treat smoking-related diseases. 

As policy makers debate the balance between taxes and spending . . · . as Minnesota 
employers cite affordable health care as their number one issue ... as all of us worry 
about the future of our heath system . . . consider the return we get on every dollar 
invested in prevention: 

• Cutting the smoking rates in half would save Minnesota more than a billion dollars 
each year. That couid go a long way to funding access for those Minnesotans 
without health. care coverage. And as important, more than 3,000 people might still 
be alive. 

• And consider the link between physical inactivity, poor nutrition and the epidemic of 
Type 2 diabetes. This was chronicled recently by the New York Times and locally by 
the Star Tribune. If all Minnesotans were physically active, we would save nearly 
$500 million a year and spare many from the ravages of diabetes and other 
diseases. 

These are the very real stakes when it comes to prevention and to the investments we 
make. What we do or don't do has very real, bottom line consequences. 

To cite one current example, we know that higher cigarette prices reduce smoking. In 
the first two weeks after Minnesota's tobacco price increase went into effect last August, 
enrollment in our BluePrint for Health stop-smoking program, increased 65 percent. And 
we weren't alone. The Minnesota Partnership for Action Against Tobacco also saw 
requests for stop-smoking services more than double compared to the previous yea·r. 
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For many people, higher cigarette prices were the incentive they needed to quit 
smoking. 

The need for effective prevention programs is clear, the return on investment is 
compelling and the improvement in people's lives is dramatic. So why hasn't prevention 
become an more important part of health reform? Let me suggest three reasons: 

e First, the tobacco industry continues to be a powerful interest aligned against 
effective prevention efforts. Even today, the tobacco industry spends $290 million 
each year marketing smoking to Minnesotans. 

o The second reason is how we live. Many of us feel as if we just don't have enough 
time to be healthy. When we aren't working, it seems we are stuck in traffic. For 
many of us, aging parents take up time that is left over from our kids' busy days. 
Convenience food is an antidote to inconvenient schedules. Television is our tonic 
for stress. Simply put, time ... and our perception of time ... can be the worst 
enemy of prevention. 

• Third, prevention takes public commitment and political will. Too often, we look for 
easy solutions and quick fixes. Prevention takes time ... it takes commitment ... 
and it takes courage. It takes courage to focus on the largely invisible, but critically 
important role of prevention. 

If we do not rise above these and other challenges, if we do not make a 
commitment to prevention, we will never achieve the goals of a more affordable, 
more accessible health care system . 

••••• 
As we move forward, we will be accountable for all that we do. Our work will be 
transparent and our programs will focus on benefiting all Minnesotans. We will seek 
advice from diverse audiences. We will rigorously evaluate and share our progress and 
outcomes. And, we will seek partnerships with those who share a prevention agenda. 

In the long run, success will come down to one thing . . . the willingness of all 
Minnesotans to make prevention an individual commitment and a community priority. 

So, to answer ... "what if," let me leave you with one short story. 

Six years ago, Mr. Dennis Karp, a Blue Cross member, quit smoking after 30 years. He 
had tried to quit many times before, and he finally- succeeded . . . an enormous 
accomplishment. 

So ... what if someone had been there 1 O ... 15 ... 20 years ago to help him stop 
smoking then? What if higher cigarette prices had prevented him from starting to smoke 
in the first place? What if his favorite restaurant or bar had been smoke-free? 
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Mr. Karp died one year ago last week, at age 57, from cancer.· Maybe if the 
environment had been different, the policies more supportive, the· programs more 
accessible, he might have enjoyed more good years. 

So while ~e'll measure our success against the hard numbers, we'll be driven by the 
sweet success of people like Karen McFazdin and the bittersweet triumphs of people 
like Dennis Karp. We'll invest in prevention and we'll invest in Minnesota. 

Thank you for attending. I want you to know, we are asking you to be a partner in this 
journey, one I hope will continually improve the health of Minnesota. And then ... 
perhaps ... we won't have to ask "what if?" ... instead,. we can ask ... "what next?" 
Thank you. 
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fter a period of relative stability dur­
ing the 1990s, the rate of increase in 
healthcare spending has once again 
accelerated1

•
2 Annual increaseshave 

been between 10% and 15% for the 
last3 years (2001-1003). The cost of 
medical insurance premiums has 
matched these increases. During the 
period from 2002 through 2003, the 
annual rate of increase in insurance 
premiums averaged 13.90/o, and these 
rates of increase are only expected to 
increase in the foreseeable future. 3 In 
response to these increased costs, the 
employers who fund most private 
health insurance and the insurance 
industry are seeking mechanisms to 
reduce the financial burden of medi­
cal care insurance. For the past sev­
eral decades, the principal · mecha­
nism for limiting this · financial 
burden has been the various utiliza­
tion management tools associated 
with managed care. 

Most agree that although these 
tools have been relatively effective 
in controlling costs in the past, there 
are veiy few additional savings to be 
had from utilization management of 
existing healthcare benefits. This 
leaves managing the benefit itself: 
controlling what services are actually 
covered, and transferring greater :fi­
nancial responsibility to the employ­
ees as mechanisms for controlling 
costs. In this environment, the pros­
pect of providing additional benefits 
has veiy little appeal. As health poli­
cymakers, employee benefits manag­
ers, and insurance company manag­
ers decide to what extent chiropractic 
care should or should not be included 
in any healthca.re benefit package, 
those decision-makers will be exam-



ining the net effect of a chiropractic 
benefit on total premium and medi­
cal costs. 4 - 6 To the extent that the 
addition of a chiropractic benefit is 
perceived to add to healthcare costs, 
there is much less likelihood of add­
ing such a benefit. Similarly,e"Yisting 
chiropractic benefits will come under 
pressure if it is believed those bene­
fits add costs to the total premium or 
health plan medical expenses. 

In calculating the net cost of a 
chiropractic benefit, a number of :fac­
tors must be taken into account 
First, the relative unit cost of chiro­
practic care must be compared with 
unit cost of medical care. That is, 
givell' a comparable patient and se­
verity of condition, what is the cost 
per episode of chiropractic care ver­
sus an episode of medical care? A 
number of studies have addressed 
this question but do not arrive at a 
uniform answer.7- 13•

42
•43 A study by 

Carey found that the cost per episode 
of care under chiropractic care was 
greater than for primary care medical 
providers but less than for care by 
orthopedists. 13 Cherkin found the 
cost of chiropractic care and that by 
physical therapists to be nearly iden­
tical.42 

The second factor that will deter­
mine the net cost of chiropractic care 
is the extent to which patients are 
substituting chiropractic care for 
medical care versus whether patients 
are using chiropractic care in addi­
tion to medical care.16

•
17 Although 

chiropractors and physicians un­
doubtedly treat a similar patient pop­
ulation, their modes of treatment are 
dissimilar. Because the nature of a 
chiropractic and medical treatment 
encounter are different, it might be 
expected that some patients would 
use medical care under a certain set 
of circumstances and chiropractic 
care under a different set of circum:­
stances. 

Finally, to fi.tlly measure the eco­
nomic impact of chiropractic care, it 
is necessazy to evaluate whether chi­
ropractic patient management of· 
back pain, neck pain, and related 
conditions differs in any way :fiom 
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medical management of these same 
conditions that affects costs. Specif. 
ically, the question arises whether a 
patient under chiropractic care is 
more or less likely in the future to 
seek care for the same or similar 
health problem than patients treated 
.under medical care. Once again, 
even if a single episode of care is less 

· costly under chiropractic care, if chi­
ropractors manage patients in a fush­
ion that induces :future episodes of 
care, a chiropractic benefit could in­
crease costs. 

This study does not compare the 
costs of chiropractic versus medical 
episodes of care. Rather, it analyzes 
the effect of a chiropractic benefit on 
the rates of patient complaints for 
back pain, neck pain, and related 
conditions and on the number of 
episodes of care created by chiro­
practic and medical providers. The 
investigation takes advantage of a 
natural experiment in which a set of 
employers has independently chosen 
to include or not include a chiroprac~ 
tic benefit in their companies' medi­
cal plans. By comparing the rates of 
patient complaints for a common 
group of neuromusculoskedtal 
(NMS) pain diagnoses among those 
employer groups with and without a 
chiropractic benefit, it is possible to 
evaluate the degree to which a chiro­
practic benefit does or does not cre­
ate additional demand for medical 
care services and whether patients 
are substituting chiropractic care for 
medical care. The study also mea­
sures and compares the fiequency of 
actual episodes of care under chiro­
practic versus medical care. 

Meihcds 

Study Design 
Study Populationihis 4-year de­

scriptive study (April 1997 to March 
2001) used administrative claims 
data fiom a large regional managed 
care network in California. These 
data included inpatient and outpa­
tient claims data for members of the 
managed care network who were 
continuously enrolled during the 

study period. The dataset included 
demographic and enrollment infor­
mation in addition to diagnosis and 
procedure codes as classified under 
the Intemaional Classification of 
Diseases, 9th Revision (ICD-9) and 
the Current Procedural Te1minol­
ogy, 4th Edition (CPT). 

Within this managed care netwo!k,, 
individual employers had the option 
of selecting the health plan with or 
without a benefit for chiropractic 
care. This chiropractic benefit was 
separately administered by American 
Specialfy HealthPlans, a health plan 
that provides benefits riders for ser­
vices such as chiropractic, acupunc­
ture, and massage therapy. For those 
employers who selected the chiro­
practic benefit, the administrative 
claims data from the 2 networks 
were merged into 1 unique adminis­
trative file, therefore creating 2 main 
comparative cohorts fiom the same 
large health plan: one with access to 
chiropractic care and the other with­
out. The former group had benefits 
covering direct accessto a chiroprac­
tor without the need for a physician 
referral. Under this benefit plan, the 
patient copay for a chiropractic of: 
:fice visit was the same as it would be 
in a medical clinic. The benefit al­
lowed for a maximum of 40 office 
visits to a chiropractor per year. For 
the purposes of this study, the fol­
lowing 4 cohorts were evaluated: 

1. Cohort A: Patients in health plans 
that cover chiropractic care who 
received any treatment ( chiro­
practor or physician) fur NMS 
conditions. 

2. Cohort B: Patients in health plans 
that do not cover chiropractic care 
who received treatment for NMS 
conditions (by definition, medical 
care). 

3. Cohort C: Patients in health plans 
that cover chiropractic care who 
received chiropractic treatment 
for NMS conditions. 

4. Cohort D: Patientsin health plans 
that cover chiropractic care who 
received medical treatment for 
NMS conditions. 

.·.::::: .. :.::_·: 
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Patients Wilhot.lt 
OCCverage 

5,197,000 
Member Years 

CohortB: 
NMSPatients 

Without DC Coverage 
(Medical Patients) 

Fig. 1. Overview of study design. 

Figrn:e 1 provides an oveIView of 
the study design. 

There are 2 aspects of this design 
that need to be emphasized with 
respect to the study question. First, 
individual patients do not decide. 
whether they will have chiropractic 
coverage. That decision is made by 
benefits managers or others within 
the particular employer group. Sec­
ond, the medical physicia~ hospi­
tals, and clinics that are represented 
in cohorts B and D are the same 
group of physicians and institutions. 
These physicians have patients who 
both have and do not have chiroprac­
tic coverage, and they are unlikely to 
be systematically aware of this con­
dition. As a result of these 2 design 
elements, any differences seen be­
tween cohorts B and D are most 
probably the result of the difference 
in chiropractic coverage and not a 
confounding factor. 

Study Period. The study period 
covers April 1, 1997, through March 
31, 2001. 

Identificaion and Definition of 
Neuromusculoskeletal Episodes of 
Care. Identification of NMS pain 
episodes of care was made by the use 
of ICD-9 codes that are a part of all 
administrati'\e claimsdata.A total of 
657 ICD-9 codes were identified as 
representing this set of conditions. 
These codes were classified into 8 
different diagn0i>'iic categories: 1) 
low back pain, 2) low back pain 
(complicated), 3) heck pain, 4) neck 
pain (complicated), 5) thoracic spin 
pain, 6) headache, 7) myalgi.as and 

.··· ···: .· ··.···· 

arthralgias, and 8) other/miscella­
neous. The "complicated' designa­
tion in the low back and neck pain 
categories identify those diagnoses 
suggestive of disoopathy and/or ra­
diculopathy. This set of 657 diag­
noses represents %. 7% of all chiro­
practic claims in the health plan. The 
remaining 3.3% were claims for ex­
tremity complaints. Extremity com­
plaints represent a much higher pro­
portion of medical claims. As a 
result; chiropractic extremity care 
represented only a very small pro­
portion of total extremity complaints 
and negligible effects on the total 
utilization rates. Therefore, these 
complaints were excluded from the 
analysis. An expert panel of chiro­
practors and medical physicians 
evaluated this diagnostic classifica­
tion for appropriateness and com­
pleteness. 

Aggregation of claims into dis­
crete episodes of care was made on 
the basis of both a "clean period" of 
45 days with no claims as well as the 
diagnostic category that defines the 
type of episode. The clean period of 
45 days is consistent with previous 
studies using administrative data. 8•

9 

Each episode is initiated by 1 of the 
NMS pain codes in the diagnostic 
list. All services using 1 of these 
codes and witha maximum gap of 45 
days between claims were aggre­
gated into 1 episode of care. Thus, a 
new episode was created if a new 
diagnostic category is used or en­
counters are separated by more than 
45 days. A claim-free 45-day win.;. 
dow was applied to the start and end 
points of the 4-year study period to 
identify and include members with 
nontruncated episodes. For any epi­
sode that begins during this period 
but extends beyond March 31, 2001, 
all services related to that episode, 
within the 45-day limit, were treated 
as if they fell within the 4-year pe­
riod. Similarly, any episode that be­
gins within 45 days before April 1, 
1997, but extends into the 4-year 
period was considered to have oc­
curred totally outside of the study 

period and was not be used in the 
analysis. 

Data Preparation and Merging. 
Data preparation included transfer of 
all relevant claims data :fi:om the 2 
different data sources (see subse­
quently), loading of the data onto a 
common server, and filtering by 
health member continuous enroll­
ment to ready the data for a..nalysis. · 
Data relevant to patient enrollment 
(ie, insurance coverage information) 
and health service encounters (ie, 
dates of service, diagnoses, proce­
dures, and so on) were loaded onto 
the server. Analysis was conducted 
using SAS version 6. U. Before the 
analysis, the data were validated as 
follows: 

• Verification of the names, number 
of files, and number of recotds 
contained in each file with each 
respective data source. 

• Validation of the format of the 
data (character, numeric, and 
length). 

• Identification of key variables in 
the datasets (age, diagnosis codes, 
and so on), production of fre­
quency reports of the data, and 
validation of the variables' con­
tents, again woiking with each re­
spective data source .. 

• Running of algorithms (computer 
programs designed to detect im­
plausible data)to ensure the integ­
rity of key variables ( eg, ICD-9 
and CPT-4 codes). 

For patients with chiropractic cov­
erage, there is an entirely separate 
and distinct management and storage 
of claims data for their chiropractic 
care than for their medical care. For 
this study, a patient's chiropractic 
claims were merged with their med­
ical claims producing a single claims 
file for each covered patient. Merg­
ing of the datasets was accomplished 
using 1 ofthe follo\\ring methods: 1) 
Each health plan memberisassigned 
a mlique identification number that is 
used for both the medical and chiro­
practic claims. This number was 
used to link a patient's chiropractic 
claims with their medical claims; or 
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TAB.E 1 
Demographic and Comorbid Conditions of Patients With Neuromusculoske! eta~ 
Oaims, Both With and Without Chiropractic Benefits (01/2000 to 12/2000) 

Patielts With Patients Without 
Chiropractic Coverage Chiropractic Coverage 

Demographies 
N 
% Female* 
Mean aget 
Age groups 

0-17 
18-21* 
22-35'" 
36-55* 
56-65 
n65* 

Comorbid conditions 
Congestive heart failure* 
Cardiac arrhythmia* 
Hypertension* 
Oiabetes:t: 
Hypothyroidism* 
Nutritional/ melabolic disorder* 
Psychosis* 
Oep ression* 

* Pvalue n 0.001. 
t P value n 0.0001 . 
:j: P value n 0.05. 

2) In the event there was no com­
mon, unique member identifier (be.­
cause of data entry errors), the data 
were linked using both member so­
cial security number and date of 
birth. Once the data were linked, a 
tmique identifier was created and 
mme, address, and social security 
number were purged :from the dataset 
to assure patient confidentiality.Any 
data not linked by these 2 methods 
were eliminated :fiom the study. 

Data Analysis. The primacy study 
question, 'Tu chiropractic care substi­
tution care or add-on care T' was 
evaluaied by comparing the rates of 
patient complaints in the 9e diagnos­
tic categories ofNMS pain described 
previously. If patients are substitut­
ing chiropractic care for medical 
care, a reduction in the rates of epi­
sodes ofNMS pain should be seen in 
cohort D (medical patients in groups 
with chiropractic coverage) versus 
cohort B (medical patients in groups 
vvithout chiropractic coverage). Con­
versely> if little or no substitution is 
taking place, the rates in these 2 

707,690 1,001,995. 
51.6% 52.1% 
32.9 (SD n 20.9) 35.5 (SD n 21. 6) 

31.9"/o 26.2% 
5.1% 4.3% 

14.6"/o 18.4% 
33.7% 33.2% 

8.2% 82% 
6.5% 9.6% 

0.6% 0.9% 
1.6% 2.0% 
6.6% 7.3% 
2.8% 3.0% 
1.5% 1.5% 
1.6% 1.7% 
1.1% 0.9% 
1.9% 1.6"10 

cohorts should be roughly equiva­
lent. 

We also compared the total rates 
of complaints betweencohort A (chi­
ropractic and medical patients with 
NMS complaints in the groups with 
coverage) and cohort B (medical pa­
tients with NMS complaints in 
groups without chiropractic cover­
age). If substitution is occurrin& 
there should be little difference in 
these rates. If little substitution is 
occmring, the combined rates of chi­
ropractic and medical patients in co­
hort A will be higher than the rates in 
cohort B. Because many patients 
have multiple episodes of care, rates 
will be expressed both in terms of 
total number of episodes per thou­
sand health plan members and total 
:rrumber of unique NMS patients per 
tl1ousand health plan members. The 

. data reported are population param­
eters and as such are not subject to 
tests of statistical significance. 

There were some employer groups 
(and th~ some patients)who, dur­
ing the study period, either picked up 

or dropped chiropractic coverage. As 
these changes took place, the patients 
and their associated healthcare epi­
sodes were shifted into the appropri­
ate study cohort. Thus, in calculating 
the rates of diagnoses in the various 
cohorts, the total number of patients 
in each cohort (the denominator in 
the rate calculation) was expressed in 
terms of "insured memberyears." 

Results 

Data Preparation 
Of the chiropractic claims data 

files from April 1, 1987, through 
March 31, 2001, 98.3% were suc­
cessfully merged with the MCO 
claims :files. For the 4-year study 
period, there were 3,129,752 insured 
member years in the groups with 
chiropractic coverage and 5, 197, 686 
insured memberyears in the groups 
without chiropractic coverage. 

Study Population Characteristics 
An analysis was condocted on a 

subset of patients who did not 
change their chiropractic coverage 
status during calendar year 2000. 
(The 4-year data contains a slightly 
greater munber of total patients be­
cause it also includes those who did 
change their chiropractic coverage 
status at some point during the 
study.) There were small differences 
in demographic characteristics and 
rates of comorbid conditions in the 
study populations. The group with 
coverage was slightly younger and 
had fewer comorbid conditions in 
most of the categories studieq. A 
summary of the study populations is 
shown in Table L 

Comparison of Study Cohorts 
A total of 1,394,070 unique pa­

tients were identified with Nl\i1S 
complaints during the observation 
period. Of these, 174,209 were chi­
ropractic patients, 332,548 were 
medical patients with chiropractic 
coverage, and 887~313 were medical 
patients without chiropractic cover­
age. A breakdown of these patients 

: -: .. -~: -·. ·: 
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TAB...E 2 
Total Number of Unique Patients With NMS Pain Complaints in Study Cohorts 

Cohort A Cohort B 
Patients With Chiropractic Pat~ms V\lithoot Chiropractic Cohort C Cohort D 

Diagnostic Category Coverage (Total of Cn ll) Coverage Chiropractic Patients Medical Patients 

Low back pain (uncomplicated) 
Lo.iv back pain (complicated) 
LCl\N back pain (total) 
Neck pain (unccmplicated) 
Neck pain (complicated) 
Neck pain (total) 
Thoracic spine/rib pain 
Headache 
Nonspecific myalgias, arthralgias 
Other (misc. undifferentiaied 

pain diagnoses) 
Total 

Pa:fi~nt$ per 
1000 

member 
ye~rs 

112,420 198, 197 42,095 70,325 
12,307 22, 752 4,612 7,6ff5 

124,727 220.949 46.707 78,020 
80,276 117,703 40,144 40,132 

1,557 3,346 195 1,362 
81,833 121,049 40,339 41,494 
37,429 42,372 25,049 12,380 
56,459 122,496 9,313 47,146 
68, 155 124,920 22,264 45,891 

138,154 '255,527 30,537 107,617 

fiJS,751. 887,313 

re3v~iih _________ 1 
l C:·ver':'.::1ge : 
l ·~Witliou: l 
i ...... ~~~-j 

174,209 332,548 

the rates of patient complaints per 
1000 memberyears. The group with 
coverage includes both chiropractic 
and medical patients. 

Low :lad< Pain Nee~. Pain T!l!liaclc/Rib~ 

Treatmmt of these patients re­
sulted in 1,997,356 episodes of care 
for NMS complaints. Of these, chi­
ropractic care resulted in 357,ffJ7 
episodes; medical care to patients 
with a chiropractic benefit resulted in 
450,221 episodes; and medical care 
to patients without a chiropractic 
benefit resulted in 1,189,438 epi­
sodes. Table 3 shows a breakdown of 
these episodes by cohort and diag­
nostic categmy. 

fig. 2. Rares of patient compl.aims in groups with and wi1hout chiropractic coverage for low 
back pain, neck pain, and thoracic spine and no pain. 

Pa:tianfs. pe.i- 1·000 

meml!ur~ 

Condition 

Rg. 3. Rates of patient comp]aiim in groups with and wilhom chiropactic coverage for 
headache, oompecific myaJgias, and o1her complainls. Also shown is the 1oml rare of all 
coo.dmoos in the 2 study groups. 

by cohort and diagnostic category is 
shown in Table2. 

Converting these raw counts to 
rates per 1000 memberyears allows 
a direct comparison of the utilization 
of care in the cohorts with and with­
Olli chiropractic coverage. In 2 of the 
diagnostic categories, thoracic spine 
pain and neck pain, rates were 
slightly higher in the groups with 

coverage. In the other 4 categories, 
low back pain, headache,nonspeci:fic 
myalgias, and other rates were higher 
in the groups without coverage. In 
total, the groups with chiropractic 
coverage experienced a iate of 162. 0 
NMS complaints per 1000 member 
years compared with 171.3. NMS 
complaints in the groups without 
coverage. Figures 2 and 3 compare 

Expressing the care in tenns of 
e_pisodes per 1000 member years 
produces a different :finding than ex­
pressing it in terrns of patients per 
1000 member years. In 5 -0f the 6 
diagnostic categories, with the ex­
ception being headache, rates were 
higher in the group "With chiropractic 
coverage. They were markedly 
higher in the spine categories and 
only slightly higher in the nonspe­
cific and other categories. Including 
all diagnostic categories, the group 
with coverage experienced258.2 ep­
isodes perlOOO memberyears versus 
229.6 episodes in the group without 
coverage. Figures 4 and 5 compare 
the rates of episodes in per 1000 
member years. As st..ated previously, 
the group with coverage includes 
both chiropractic and medical pa­
tients. 

:.: ... ;;:.:-.::. 
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Total Number of Episodes of care for NMS Complaints in Study Cohorts 
Cohort A Cohort IB 

i$atients With Chiroprad:ic Patients Without Chiroprad:ic Cohort C CohortD 
Medical Patients Diagnostic Category Coverage (Total of en D) Coverage Chiropractic Patients 

Low back pain (uncomplicated) 
LON back pain (complicated} 
LCM/ back pain (total) 
Neck pain (uncomplicated) 
Neck pain (complicated) 
Neck pain (total) 
Thoracic spine/rib pain 
Headache 
Nonspecific mya!gias, arthralgias 
othar (misc. undifferentiated pain 

diagnoses) 
Total 

Episodes per 
1000 member . 

years 

183,356 154,960 87,958 
18,2....'J3 4,041 7,3r:JJ 

201,579 159,001 95,308 
137,989 268, 143 86,574 

1,884 31,391 281 
139,873 299,534 86,855 
62,044 52,061 47,973 
82,953 163,410 i7,669 

114,982 180, 193 47,923 
206,307 335,239 61,789 

ffJl,738 1,189,438 

r~~-
= GWilhout 

CQwrage 

357,517 

95,398 
10,873 

106,271 
51,415 

1,603 
53,018 
14,071 
65,284 
01,0fE 

144,518 

450,221 

fig. 4. Ra~ of episodes of care in groups "Wilh and wifuout chiropractic coverage for neck 
pain, low back pain, and 1horacic spine and nb pain. 

to increase the number of patients 
who seek care fur NMS pain com­
plaints. With some relatively minor 
exceptions, for instance, thoracic 
spine pai~ patients who seek chiro­
practic care for NMS conditions ap­
pear to substitute that care for medi­
cal care on a one-to-one basis for the 
particular region of complaint. In all 
of the diagnostic categories, the rates 
of Nl:vfS patient complaints in the 
cohort with chiropractic coverage 
(both medical and chiropractic pa­
tients) was very similar to the rates in 
the cohort without coverage. The 
overall rate of allNMS complaints in 
the 2 cohorts was within 5% of each 
other, with the lowerrate being in the 
group with chiropractic coverage. 

~ 

--Ag. 5. Rares of episodes of care in groups wilh and without chiropractic coverage for 
lieadacbe, nompecific myalgias, and oilier complams. Also shown is the total rate of episodes 
of care for all conditions m 1he 2 study groups. 

Discussion 
Table 1 shows thatthereare statis­

ticallysigni:ficantdifferencesin demo­
graphic and comorbid characteristics 
between the 2 main study groups. 
However,it should be emphasizedthat 
the. statisticakigni:ficanceislargelythe 
result of the extremely huge sample 

size and not oflarge group differences. 
Overall, the study populations are 
quite com parable and the small popu­
lationdiiferencesa:re tmlikelyto have 
affectedthe study results. 

Two distinct patterns emerge from 
this study. First, the presence of a 
chiropractic benefit does not appear 

From the point of view of an 
insurer or an employer who is con­
sidering the impact of adding a chi­
ropractic benefit, these results sug­
gest that a chiropractic benefit is 
quite different tha~ fur example, a 
dental benefit. When an employer 
adds a dental benefi~ they are not 
replacing care fiom preexisting pro­
viders covered by a standard medical 
benefit. All services provided under 
a standalone dental benefit represent 
new costs. A more accurate charac­
terizatim of the addition of a chiro­
practic benefit would be that it is tbe 
equivalent of expanding the network 
of available providers for care of 
NMS conditions .. Patients vvith back 
pain, neck pai~ and related com-

···.··:::.:· .. :. 
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plaints can choose either chiropractic 
care or medical care~ and this ex­
panded choice does not seem to re­
.suit in more patients seeking care. 

The second pattern to emei:ge is 
that patients who come under chiro­
practic care experience more epi­
sodes of care than patients under 
medical care. In most diagnostic cat­
egories, chiropractic patients experi­
enced approximately 2 episodes of 
care, whereas medical patients expe­
rienced just over 1 episode. This 
pattern is most pronounced in the 3 
back pain categories. The overall rate 
of episodes per patient in the chiro­
practic cohort was 2.05 versus 1.35 
among medical patients in the group 
with coverage. 

There are 2 possible interpreta­
tions of this second :finding. It could 
be that the treatment effects of chi­
ropractic are not as longlasting as 
medical care and that chiropractic 
patients are returning for care as their 
symptoms retum However, this sup­
position is not supported in the clin­
ical literature. The evidence that does 
exist suggests that spinal manipula­
tion,, which is the primary treatment 
modality used by chiropractic pro­
viders, is at leastas robust as medical 
interventions relative to long-term 
effects. 18 - 23 

A more plausible explanation is 
that chiropractic management styles 
encourage patients to return for care. 
It is possible that the attitude toward 
back pain among chiropractors and 
medical physicians is quite different 
For chiropractors, the set of NMS 
complaints considered in this study 
comprisys virtually the whole of chi­
ropractic practice.24 -

27 Chiroprac­
tors' attitudes towani these com­
plaints undoubtedly reflect this fuct. 
By contrast, NMS pain complaints, 
at least for nonspecialist physicians, 
represent a small subset of their total 
patient population. Medical physi­
cians are known to regard back pain 
as a :fiustrating complaint to treat and 
could communicate this attitude to 
patients, which could discourage fu. 
ture care.28 - 30 Additionally, there is 
ample evidence that patient satisfac-

ti.on vvith chiropractic care for back 
pain is substantially higher than pa­
tient satisfaction '\\Tith medical care 
for backpain31- 37 Patierts who have 
had a generally more positive expe­
rience with chiropractic care could 
be more likely to return for subse­
quent care. 

A study by Stano also reported 
more episodes of care among chiro­
practic patients.38 It was hypothe­
sized that this could reflect a ten­
dency of patients with more chronic 
NMS conditions to migrate to chiro­
practic management. Most studies 
have found chiropractic and medical 
back pain patients to have a similar 
level of severity, but there are no 
data on the relative chronicity of 
these patients with which to evaluate 
this hypothesis. 

The net effect of this higher rate of 
episodes among chiropractic patients 
is relatively modest. The overall rate 
(all diagnostic categories) of epi­
sodes of care among the group with 
chiropractic coverage is only 12°/o 
higher than the group without cover­
age. 

This study demonstrates that in 
evaluating the relative cost of chiro­
practic care, it is necessary to evalu­
ate costs at both the episode level 
and at the patient level. Existing 
studies that have compared an epi­
sode of chiropractic care with an 
episode of medical care could have 
underestimat ed the chiropractic 
costs. 

Most of the data that describe the 
utilization of chiropractic care is de­
rived from surveys rather than from 
claims data or from other sources 
that directly measure care.39 - 41 In 
this study, the rate of utilization of 
chiropractic care by NMS patients. 
with a chiropractic benefit was quite 
high. Overall, patients with NMS 
complaints with chiropractic cover­
age used chiropractic care 34.4% of 
the time. It is of particular interestto 
note that among the patients in the 3 
back pain categories, chiropractors 
saw 45.90/o of all patients in the 
group with chiropractic coverage. 
This figure is considerably higher 

than is usually reported. These :find­
ings suggest that when patients are 
offered the choice of chiropractic 
care, through a chiropractic benefit, 
versus medical care for back pai~ 
nearly half the patients will choose 
chiropractic care. · 

Limitations 
There are no data available :from 

the national health plan to determine 
any potential differences in the types 
of employers with and without chi­
ropractic coverage. It is not known if 
the 2 sets of employers, those with 
and without a chiropractic benefit, 
examined in this study varied signif. 
icantly in the industry and job type 
represented by those employers. 
Thus, it might be possible that these 
results are skewed by differences in 
the makeup of employers in the com­
parative groups. However, our anal­
ysis of the demographic and comor­
bid status of the 2 groups 
demonstrated only ve:ry minor differ­
ences among the employee popula­
tions. It is very unlikely that the 
overall effects seen in this study are 
systematic artifacts of different pa­
tient populations. 

It might be aigued that the :finding 
of more episodes of care under chi­
ropractic management is simply an 
artifact of the arbitrary definition of. 
episodes of care and· is mostly a 
reflection of the different styles of 
chiropractic and medical practice. In 
this regard, the average duration of 
an episode of care for uncomplicated 
low back pain under chiropractic 
management was 35 days, compared 
with 10 days under medical care. 
Results :from this study and others 
indicate that it is clearly a chamcter.:. 
istic of chiropractors to provide more 
services per episode for back pain 
than medical physicians. If the de:fi .. 
nition of episode of care were 
changed to lengthen the "clean pe­
riod,,, the rates of chiropractic and 
medical episodes would be much 
more similar. In any case, it remains 
true that the most valid comparison 
of the cost of chiropractic versus 
medical management is on a per-



patient basis, thereby aggregating all 
episodes into 1. 

Results of this study might not be 
generalizable to other medical care 
settings and :financing arrangements. 
If a different set of economic incen­
tives and management procedures 
were in place, these could result in 
different rates of utilization of 
healthcare services. In this study, the 
medical providers were reimbursed 
under a capitated arrangement, 
which did not provide economic in­
centives to increase care. Under a 
more traditional fee-for-service :fi­
nancial arrangement, it might be pos­
sible that the medical providers 
would adjust their behavior to attract 
and retain more NMS pain patients 
and thus create provider-induced de­
mand. It should be noted, however, 
that the chiropractic providers in this 
study were operating in a :fee-for­
service environment and their ac­
tions did not seem to result in a net 
effect of increased demand. 

In calculating the cost of chiro­
practic care, it must be observed that 
chiropractors often manage patients 
outside of the context of treating a 
discrete episode of pain Chiroprac­
tors could dispense a variety of nu­
tritional or herbal supplements. Chi­
ropractors could also administer so­
called "maintenance care" to 
asymptomatic patients. These prac­
tices were not considered within the 
parameters of the covered chiroprac­
tic benefit that was analyzed in this 
study, but such practices could well 
be the nonn in other circmnstances. 

Conclusion 
Within a managed care setting, the 

inclusion of a chiropractic benefit 
does not increase the overall rates of 
patient complaints for low back pain, 
neck pain, and related NMS pain 
disorders. P?.tients appear to be di­
rectly substituting chiropractic care 
for medical care. At the same time, 
those patients who use chiropractic 
care experience more subsequent ep­
isocies of care than patients who use 
medical care. Thus, the economic 
effects of a chiropractic benefit in 
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this setting are best evaluated on the 
basis of a per-patient comparison 
~ther than on a per-episode compar­
ison. 

References 
1. McCarthy M. US health-care system 

faces cost and insurance crises. Rising 
costs., growing numbers ofuninsured, and 
qualify gaps trouble world's moo expen· 
sive health-care system. Lancet 2003; 
362:375. 

2 W ocibandl.er S, Campbell T, Himmel­
stein DU. Costs of health care adminis­
tration in the United States and Canada. 
N EngLJ Med1f.XH";349:16F- -775. 

3. EmployerHealth Benefits 2003Annua1 
Survey The Kaiser Family Foundation 
and Health Research and Educatiooal 
liust; 20ffi, publication #3369. 

4. Pelletier KR, Astin JA Inregration and 
reimbursement of complementary and al­
ternative medicine by managed care and 
insurance providers: 2000 update and 
cohort analysis. Altem TherHealthMed 
2002;8:38 -39. 

5. Cleary-Guida MB, Okvat HA, Oz MC, et 
l!l. A regiooal survey of health insurance 
coverage for complementary and alterna­
tive medicine: current status and furore 
rami:ficatiom. J Altern CompkmentMed 
2001;7:269 -273. 

6. Pelletier KR, Astin JA, Haskell WL 
Current trends in the integralion and re­
imbursement of complemenlacy and al­
ternative medicine by managed care or­
ganizatiom (MCOs) and imurance 
~rs: 1998 update and cohort anal­
ysis. AmJ HealthPromat1999;14:125 -
133. 

7. Weis GR. Chiropractic referrals reduce 
neuromusculoskeletal bea1Jh care costs. 
Journal Health Care Finance 1996;23: 
88-89. 

8. Stano M. Smith M Chiropractic and 
medical cosls of low back care. Med 
Care. 19%";34:191-204. 

9. Stano M Furiher <malysis of heabh care 
costs for chiropractic and medical pa­
tients. J Manipulative P hysiol Ther 
1994;17:442 -446. 

10. SmithM, Stmo MCosts and recurrences 
of chiropractic and mecical episodes of 
low-back care. J ManipulativePhysiol 
Ther. 1997;20:5 -12 

11. Skargren EI, Oberg BE, ~PG, et 
al. Coo and effecliveness analysis of 
chiropractic and pizysiolherapy treatment 

for lOW" back and neck pain. Six-moolh 
follow-up. Spine 1997;22:2167 -2177. 

12 Shekelle PG, Markovich M, Louie R 
Comparing 1he costs between provider 

types of episodes of back pain care. 
Spine 1995;2fr.221 -226; discussion zt7. 

13. Carey TS, Garrett J, Jackman A, et al. 
'The outcomes and costs of carefor acute 
low back pain among patients seen by 
tEmai:y care practitioners, chiroprac1Drs, 
and orthopedic sw:geons. The North 
Carolina Back Pain Prqject N Engl 
JM ed 1995;333913 -917. 

14. Shekelle PG, Markovich M, Louie R 
Comparing the cos1s between prCIVider 
types of episodes of back pain care. 
Spine 1995;20-.221 -226; discus.sion W. 

15. Jams KB, Phillips RB, Morris EK. Cost 
per case comparison of back injury 
claims of chiropraclic versus medical 
managementfor condilions with identical 
diagna>tic ~ J OccupMed 1991;33: 
847-852. 

16. Santa Ana CF. The adoplioo of comple­
mentuy and alternative medicine by hos­
pit.a]s: a :framework for decision making. 
J HealthcareManag1JXJ1;46"250 -260. 

17. MangaP. E.cooomic case for the integra-
1i.on of chiropractic services in1D the 
heallh care system. J Manipulative 
P hysol Ther 2000,23:118 -122. 

18. Nyiendo J, Haas M, Goldberg B, et al. 
Pain, disabili1y, and satisfaction out­
comes and predictors of outcomes: a 
practice-based study of chronic low back 
pain patients attending i:rimary care .and 
chiropractic physicians. J Manipulative 
Phy:iol Ther 2001;24:433-439. 

19. Evans R, Bronfort G, Nelson B, et al. 
Two-year follow-up of a randomiz.ed 
clinic al trial of spinal manipulalicn and 
two types of exercise for patienls with 
chronic neck pain Spine 2002;27:2383 -
2389. 

20. Bronfort G, Goldsmith GI; Nelson CF, 
et at Trunk exercise combined with 
spinal manipulative or NSAID fuerapy 
for chronic lOW" back pain: a random­
ized, ohlerver-liinded clinical 1rial. 
J Manipulative Physiol Ther 1996;19: 
570-582 

21. Meade TW; Dyer S, Browne W, et al 
Randomised comparison of chiropractic 
and hospittl oolpafu:nt management for 
low back pain: results :from extended 
follow up. BMJ.1995;311:349 -351. 

22. Hurwitz EL The relative impact of chi­
ropractic vs. medical management of low 
back pain on health statJJs in a muJlispe­
cialzy- group practice. J Manipulative 
Phy:iol Ther 1994;17:74 -82. 

23. S1ig LC, Nils.son 0, Leboeuf-Y de C. 
Recovery patiem of palfums treated with 
chiropractic spinal manipiative fuerapy 
for Jong-laslIDg or recurrem low back 
pain. J ManipulativePhysiolTher2001; 
24:288 -291. 

24. Hurwitz E4 Coulter ID, Adams AH, et 

: .. _:::::··:.:::: ::.::-.. ·'.·'.·.-·.-' 



JOEM • Volume 46, Number 8, August 20M 

al. Use of chiropractic sen.ic~ from 
1985 1hroogh 1991 in fhe United Stares 
and Canada.AmJ PublicHealih 199&; 
88:771-776. 

25. Coult.er ID, Hmwi.tz EL, Adams AH; et 
al Patiems using chiropractors in Norlh 
America: who are fuey, and why are 1bey 
in chiropractic care? Spine 2002;27:291 -
296. 

26. Nyiendo J, Haas l.\f, Goodwin P. Patient 
characteristics, prac1ice activilies, and 
ooe-momh outcomes for chronic, recur­
rent lmv-back pain treated by chirOprac­
tors and family medicine physicians: a 
prac1ice-basedfeas1.Dility study. J Manip­
ulatNe P hysiol Ther 2000;23:239 -245. 

Tl. ~ J, Bolding-Jensen 0, Hviid H; 
et al Danish chiropractic patiems fuen 
and now-a comparison between 1962 
and 1999. J ManipulattvePhysiol Ther 
2003;26:65 -69. 

28. Cherkin OC, Deyo RA, Wheeled(, et al 
Physician views abOu.t treating low- back 
pain. The results of a national survey. 
Spine 1995;20:1-9; <iscussion 9-10, 

'19. Bum T, Cherkin D, Barlow W. The 
impact af physician attitudes on patient 
satisfaction with care for low back pain. 
Arch Family Med 1993-;2-301 -305. 

30. Cherkin DC, MacComack FA, Berg AO. 
Managing law back pajn-a camparison 
af the beliefs and bebavims of fa~ 
piwsicians an.d chiropractors. providers: 

.. 
--· 

results of a naliooal smvey. Arch Intem 
Med 2002;162:281-W. 

31. Solomon DH; BaresDW, Pamm RS, et 
al Costs., outcomes, and patient satisfac­
tion by provider type for patienls with 
rbeuma1ic and muscu1oskeleta1 condi-
1i.ons: a cmical review af fue lirer.iture 
and proposed mefu.odologic stan.dairds. 
AnnlntemMed 1997;117:52-60. 

32 Hansen JP, Futch DB. Chiropractic ser­
. vices in a staff model HMO: utiliza1ion 

and sa1isfacticm. HMO Pract 1991;11: 
39-42 

33. Sawyer CE, Kassal( K Patient satisfac­
tion with chiropractic care.JM anipuh­
tNe P hysiol Ther. 1993;16:25 -32. 

34. Hertzma:n...Miller RP, Morgenstern H; 
Hmvvi1z EL, et at Comparing the sa1is­
fac1ion aflow back pain palienls random­
ized to receive medical or chiropractic 
care: results from the UCLA low-back 
pain sllldy. AmJ PublicHealth2002;<Jl:. 
1628-1633. 

35. Gemmell HA, Hayes BM. Patient sa1is­
fac1ion with chiroprac1i.c physicians in an 
independent physicians 'assoc Wion. 
J ManipulatNe Physiol Ther. 2001;24: 
556-559. 

36. Nyiendo J, Haas l.\f, Goldberg B, et al. 
Pain, disability, and samcJion out­
comes and predictms of outcomes: a 
practice-based sWdy of chronic low back 
pain patienls atrending primary care and 

chiropractic physicians. J Manipubttve 
Phy3ol Ther 2001;24:433 -439. 

37. Meade 1W. Pa1ierl1s were more satisfied 
with chiropractic than other treatments 
for low back pain. BM.I 1999-,319:57. 

38. Smith M, Stano M. Costs and recurrences 
af chiropractic and medical episodes of 
low-back care. J Manipuht:ivePhysiol 
Ther. 1997;20:5 -12. 

39. Kessler RC, Davis RB, Foster DF, et al. 
Long-term trends in 1he use af comple­
mentary and alrema1ive medical1herapies 
in 1he lJnited Stares. Ann lntem Med 
2001;135:262 ~268. 

40. Eisenberg DM, Davis RB, Ettner SI, et 
al Trends in alternative medicine use in 
1he United States, 1990-1997: results af 
a follow-ui> nati.onal survey. JAMA 
1998;280:1569 -1575. 

41. DeBar IL, Vuckov.i.c N; Schneider J, et 
al. Use of complementary and alterna­
tive medicine for temporomandibula r 
disorders. J Orofacial ]>ain 2003;17: 
224-236. 

42 Cherldn DC, Deyo RA, Batlie M, et al. 
Comparison of physical therapy, chiro­
praciic manipulation, and provision ·of an 
educational booklet for the 1rea1ment of 
patients with low back pain. N Engl 
JM ed 1998;339:1021 -1029. 

43. Cooper RA, McKee ID. Chiropractic in 
1he United States: trends and iss.ies. Mil.­
bankQ. 2003;81:107 -138 . 



Acubriefs Review Search Results 

AcuBriefs.com 
D1ATABASE SEARCH 

Title: The Journal of Chinese Medicine 
Author: Deadman,P.; (ed.) 
Type of Media: Journal (Full) 
J Chin Med 
Date Published: 
Reviewed by: James K. Rotchford MD ,MPH 
- January 2002 

URL for more information: film://www,icm.co.uk/ 

Published 3 times a year. 

Email this review to 
someone 

Find related references in 
Acubriefs Database 

Make comments about this 
review 

Read other comments about 
this review 

22 Cromwell Road, Hove, Sussex, BN3 3EB, United Kingdom 
Fax: UK(01273)748588 I Outside UK +44(1273)748588 
North American subscriptions available from: 
Eastland Press, 1240 Activity Drive, Suite D 
Vista, CA 92083 
Phone: (800) 453-3278 Fax: (800) 241-3329 
orde~_@eastland12ress.com 

Stated Aims and Scope: To provide informative articles on: acupuncture, Chinese herbal 
medicine, qigong, dietary medicine, world-wide Chinese medicine news, seminar bookings, 
on-line subscriptions and an on-line bookshop. The Journal of Chinese Medicine has been 
the foremost English language journal dedicated to professional and student level 
information on the entire field of Chinese medicine for over 20 years. 
The Journal specializes in: 

• in-depth articles on the treatment of diseases by acupuncture and Chinese herbal 
medicine 

• articles on different aspects of Chinese medicine theory and practice 
• abstracts of clinical articles taken from The Journal of Traditional Chinese 

Medicine, Beijing 
• in-depth case reports and analysis 
• news and information of Chinese medicine world-wide 
• reviews of all major new books 

Reviewer's Comments: The editor and editorial advisors are well known authorities in the 
field of Traditional Chinese Medicine. One of the Editorial advisors, Giovanni Maciocia, 
has written perhaps the most widely used textbook of Chinese Medicine in the West. The 
journal definitely taps into the rich roots of Traditional Chinese Medicine without over­
emphasizing herbal remedies. A recent edition, which I recently reviewed, is, in my opinion, 
representative of the value of this journal and the tradition from which it comes. Some very 
accomplished practitioriers wrote articles in memory of Dr. John Shen, who passed away in 
2001. Dr. Shen was a very influential teacher of Traditional Chinese Medicine and the depth 
of praise expressed by the authors represent the keen appreciation for the oral tradition and 
mentorship programs associated with Traditional Chinese Medicine. In the West, amongst 

Page 1of2 

http://www.acubriefs.com/wkstone/webkeystone.py?Profile= AB articles/ search_ who le _rev... 1 /24/2006 



Acubriefs Review Search Results 

the elite, if one was to learn pulse diagnosis, Dr. Shen's name inevitably came up. 
Many of the articles from the twenty-odd years of the journal reflect a high quality written 
mentorship for western practitioners of Traditional Chinese Medicine. The articles also read 
well because of the excellent editorial support. The style is not of a standard W estem 
medical journal, but how could it be ifthe articles are to help integrate and respect the 
tradition being shared? 

Website: It is well presented with quite a bit of both useful information and links. I've 
especially enjoyed being able to read some of the free representative articles from past 
editions. The journal is also most likely the best source for excellent reviews of books 
regarding Traditional Chinese Medicine. 

Audience: The journal is clearly oriented toward clinicians. Although I only integrate 
certain elements of Traditional Chinese Medicine in my practice of medical acupuncture, I 
find the journal worthwhile. Each edition often contains several articles that catch my 
attention. Clinicians who approach their patients only from a neuro-anatomical view or a 
"five-element" approach are less likely to appreciate this journal. 

Keywords: Oriental/anatomy physiology pathology; Traditional Chinese Medicine 

[Search for Reviews] 

Page 2 of2 

http://www.acubriefs.com/wkstone/webkeystone.py?Profile=ABarticles/search_whole_rev... 1124/2006 



NO. 7075 ?. 2 

Is Disease Management The New Face Of Managed Cate? 
By Thomas Spencer,. Corinne Abdou, RN, Kathy Kings RN, David Spencer, MD 

Disease management ;progr.atns are gaining tm.ction with many ofthe n.ation,,s t'All}lloyers 
as mployers struggle to control rising health care costs. In the emrent health care sys4~ 
m.edical provide.rs are compensated for treating acute mnesses in the short term. Di.sea...~ 
management prograins focus on chronieally ill patients in m attempt to both improve the 
qua.Jity of care enrollees receive and to oontnll tire gro\Wth ofheah:h care f;o.sts. Ois;ease 
mMagement incorporates a combination of tools including enhanced screening, patient 
ed~tion, symptoms monitoring, provider coordination and evidence based medical 
t.re11tmmt guidelines .. (~) Disease m.magemem program theory,. however,. runs counter to 
the cur.rent economics of health care delivery: in other words U.S. medical pro~iders are 
not pt.id for preventing disease. 

When managed care mri:ved on the scene in the early 801 s as a replacement to the fee-for­
service ''sickness care" system, it~ advmfaed by the insurance industry as a new 
wellness and prevention model for health care. en With hindsight it can be dmnonstrated 
that a1 least two~ popwwr managed care myths have b~'1vily influence.d t.he development 
of disease management mooel assumptions. 

Myth #1: Mu:mged Care Deliven W elli.?Jen A•d Plrevention 

Although the health insurance industry has touted wellness and p1evention as its main 
goal for decades,, i.ts Ir.min accomplishment has been in m-ea. of employer marketing with 
6~/c of all United States employers offering thls benefit by 2000~ (2){3) This has resulted 
in &n emp!oyer ... sp-Jnsored health insur:ance system so rich in benefits that neatly every 
predictable human condition from th.e common cold to sore muscles is covered by the 
e.m.pJoyer paid prroiiumv Since nearly aU routine and predictable conditions are lumped 
togimh.er "With majo:r d.ise~s for coverage under an employer contract, modem health 
care ins'l.UW!lce is no longer insurance against the unforeseen catastrophic disease but 
rather pre-p&d medical cart:. 

Employer-sponsored health. insurance works against disease maroagem.ent model theo1y in 
two important ways. First, pre-pa.id health care makes medicai services so accessible to 
empfoyee:s that there is no immediate incentive for the employee to participate in 
preventing bis ovvn mness. 

Second, physicians and other health care providers are contracted viith inslll1?1l'Rce 
companies to provide medical treatw.ents or the "processes of care", Health care 
process.est as captured by code~ like (CP1) currentproc...~utal tethnology and (DRG) 
diagnostic related gto'ilp, are :rewarded because they rue the easiest to mea;.sur.e antL. in 
theory, to conwL Disease .1na.mgement tools like e.ohzw.ced screenings and patient 
education, which may result in positive health and economic outcomes~ are not rewarded 
because they are harder to me~ure and their impact in terms of better health and lower 
costs may not be known for many years-
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Th~ lOCOnomic bias toward l1ealth care processes in the U.S. systan of health ca.re 
de.tivay has resulted in a structural misalignment of incentives between the two mcst 
critical parties in the h.ealth cm:e equation.1- the doctor and his patient This misalignment 
became per.manent because of the $eOOOO popular myth of the mart..uged ca.re era. 

Myth #l-: msunuace CGZJMTml~ Aire Mo:re Efficient Case M•nagen 

Case m.anagement was described as one oftlle four essential functions of managed r..are 
in a 1994 publication by United HealthCare titled The Tools of Managed Care~ Before 
2000, case management ,..vas di.rected toward patients 'With diagnosed, complex medical 
conditions 11lSually triggered by acu~ episodes of illness. Disea.Se management, in 
contrast was specifically concerned with the management of chronic illnesses like 
diabetes't emphyser-ma a;ud osteopotosis,(3) Increasingly the distinctions between the ·two 
approaches have diminimed, yet two cbaracteristic-s of each have remained the same: 
:first, the involvement of an ir!sum.nce company em.ployed nurse cue manager to 
roordi:nat.e the provision of care services; second the emphasis on patient education. 

Curiously, a. search of the medical literature generates almost no peer reviewed evidence 
to support the notion that insur&1ce company r.uirse case managerS do better in terms of 
health outcomes than fami!y physfoia.ns who directly supervise the care of their patients. 
Accor.ding to a Congressional Budget Office report "there js insufficient evidence to 
cc:mcl~de that disease management prograr.ns (;all generally reduce overall health 
speuding." 

Although patient education is cited i.n all disease management models as an essential 
disease :m.ans.gement eornponent, it gene.rates almost no reimbu:rsement for the primary 
care physician. By con~ case n'laltagement at the insurance company level employs 
about 16,000 nu.rse case man.a.gm according to the Case Mru:1egement Society of 
America.(4)(7) 

How Does Disea1e Managemll!D.t Work"! 

Disease management starts by identifying subpopufa.tions of employees who also have a 
diagnosed or undiagnosed chronic disease. In the case of diabetes, for example~ patients 
need to monitor and to control their blood sugar levels. They may use diet, exercise~ 
insulin and other medicaiions to help them control blood St~ga.r. Patients are largely 
responsible for their ovvn care and monitoring espoo1aUy in the home. 

Nex~ patients are enrolled in a disease management program tba:t offers a standardized 
set of evidence-based medical prooesses, In diabetic patients these intenwtior-..s include 
blood pressure screenings, atnlual foot and eye examslt an.nual Jab tests for kidney 
function and cholesterol and twice yearly checks for hemoglobi:o. 

If the interactions result in the prevention of C".omplications like elevated blood pressure, 
high cholesterol artd low .hemoglobin levels they are judged to be successful The long 
term benefits of positive diabetes man.agemer~t such as the prevention ofbHnd.nes~ 
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strokes, renal iailu.re and airo.putations are not typi¢al1y captured because they may not be 
kno\\'n for years. Soo Figwre 1 

4 __ 1 

------·-··-··'. -----
The Path by Whieh a Disease Management Program for Diabetes Could ltad 
to B~tter Htatth Outcomes and Lower Heialth Costs 
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Disease manageme.nt pt0gra.ms are not :free to implement. TypicaUy they are offered to 
mapfoym for an up-front in1restment. Thereafter they are continued through a per­
mexnoor ... per .. month charge to the empfoyer. 

Does Disease Muagement l.1ow¥flr Costs? 

In 2004 Blue Cross and Blue Shield of Minnesota began coUabora:ting vvith Arrierican 
Health~ys - a Nashville based HMO - tAJ provide 144,000 participating BJ.ue Cross 
members vvitb. a program that tmgets I 7 chronic health problems,. Uvder the program 
mJ.rSes coordinate care for each of the targeted diseases according to the American 
Health\vays form:ula. Early resr~ts from the progra.~ a&cording to Dr. :em Gold,. Blue 
Cmss' Chief Medical OfficeT and Vice Presidentl' show that the i."1Surer saved $4.23 foy 
every $1 invested in the program..(S) 

If an employer were to accept ~1le Blue Cross-Ame:ri.can Health:\lvays te}'!Ort at face 'vah.:;e, 
then the futU.re success of disea,.,o:ie management is not in doubt. According to the 
Corigressfonal Budget Office~ however$ there are a number of important metbodologir'..al 
issues in assessing the cost effectiveness claims of these companies. TI1ese issues stem 
from the folio-wring coot considerations: 

• Administrative costs - enroUment, education, inmrvention etc. 
• Disease cost capture - all physician, medication~ clinic, emergency room, 

hospital etc. 
~ Unintended costs - fa.I~ positives, invasive testing, new diagnosis etc. 
~ Selection bias - volunteer costs are lower than the reference group 
• Regression to the mean - participants volunteer or are selected oo the 

basis of high cost 

Given the tconomfo clout of the h~th insunm:ee mdusby~ there is a vridespread 
assumption that physicfams and providers will embrace disease mattagement program 
protocols .. VVhiJe there is some evidence in n~cent studies in the field of rheumatoiogy that 
suggest th.at better health and economic outcomes are attainable when physicians 
implement the fonnula as designed, important weight \\l'&S given in t.he:;e sw:ne studies to 
patient education that led ro timely patient access to the rhewnatologist. (6)(7) 

Peer reviewed studies, however, do not support this assumption. In fact in an October 13, 
2004 cover letter in1roducing the CBO'i disease management report Senator Don Nickles' 
concluded that 'The few studies that report cost savings do sa for contrGllttd settings and 
generally fail to account for all health care cosrs, including the cost of the mterven.tian 
itself.•# (2) 
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Is There A Presmption For Dbteil$e ManageJllJJ!lent $1J.u:cess? 

In a. 2004 study coru:lueied by me non-pa.rtisan Employee Benefit Rescm-ch Institute 
Wtlrkers rated health inswra..lllce as the moot :important benefit they receive by a margin of 
S ml (60 percent to l7 percent). The same study concluded that uemployers that do not 
offer health i-nsurance may have difficulty i.11. attn:.u;:ting and retaining skilled workers. w m 
New hea.lt.11 msWMce produci:s sncli as health savings atoounts :may be used by 
employers as a foundation from which to build a disease management program. After the 
empJoyee> the employer has the most to gain from taking an active role in the design of a 
disease management program. 

A cwrozy review of health care insurance industry pronouncements from 2003 until now 
would ~eem to indicate that the futi.ue of disea...~ mai.-iagement is now.(5) In import.ant 
ways its mival echoes many of the 1!5sumptions and the truth claims of the early 
managed. care era 25 years ago? What hasn't changed is that there is little more evidence 
today than there 'WaS in 1980 to prove that sophisticated management of health care 
processes, or insurance company led case management ar patient education as cllln'ent1y 
practiced vviU deliver better em.plo}"ee health cmd lower health care serrices costs. The 
lack of contemporary evidence for disease management programs is evidence itseff that 
employers should ask the following questions before embarking on a disease 
man.agement program: 

I) Does the progra..,lJ.l reward employees for c.ompliance and better health outcomes? 

2) Does the program support the physician/patient relationship att1d plan of care? 
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ALTERNATIVE MEDICINE 

Mainstreaming Complementary 
Therapies: New Directions In 
Health Care 
A true collaboration between conventional and alternative medicine 
promises patients the best of both worlds. 

by Mary Ruggie 

PROLOGUE: In its decades--long struggle for recognition and respectability, alter-­
native medicine-which covers a range of therapies, including acupuncture, mas-­
sage, herbal remedies, and chiropractic-has endured many insults and overcome 
unflattering, and possibly unfair, comparisons to organized medicine in America. 
As an example, charges that alternative therapies are not safe or effective have al-­
ways carried with them the implication that, in contrast, Western medicine rested 
on a firm foundation of evidence supporting its own claims to superiority. 

But one need not look beyond recent headlines to find chinks in the armor of 
Western medicine. For example, the recall of the popular prescription painkillers 
Vioxx and Bextra over safety concerns has revealed shortcomings in the U.S. drug 
approval process. On a broader scale, research continues to reveal marked varia-­
tions in practice patterns by practitioners of conventional medicine, which sug-­
gests that there is a lack of consensus on best practices. These observations, 
among others, have provided fodder for the evidence--based medicine movement, 
which has itself cast a harsh light on the practice of conventional medicine. 

At the same time that conventional medicine has been fighting threats to its 
credibility, alternative therapies have been enjoying unprecedented popularity, 
even among groups that have historically been its adversaries. This paper by Mary 
Ruggie recounts the story of alternative medicine, from its early struggles to its 
growing acceptance by physicians and other health care professionals as a legiti-­
mate and acceptable form of treatment for disease. 

Ruggie's interest in this topic is highly personal. She was a breast cancer patient 
in 1997. At that time, her exposure, in the clinic where she received care, to infor-­
mation on alternative therapies further fueled her incipient interest in the topic. 
Ruggie ( mary _ ruggie@harvard.edu) is an adjunct professor of public policy at the 
John F. Kennedy School of Government, Harvard University. She holds a doctorate 
in sociology 'arid a master's degree in education, both from the University of Cali..­
fornia, Berkeley. Her book on alternative medicine, Marginal to Mainstream: Alterna..­
tive Medicine in America, was published by Cambridge University Press in 2004. A 
Perspective by Richard Nahin, Carol Pontzer, and Margaret Chesney follows. 
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NEW DIRECTIONS 

ABSTRACT: Within the past decade, complementary and alternative medicine (CAM) has 

penetrated mainstream U.S. health care. Major medical journals are publishing research 

on the efficacy of specific CAM therapies, physicians are attending oversubscribed continu­

ing medical education courses on CAM, and hospitals are offering CAM services, some­

times throu-gh-outpatient: integrative medieine~elinics-;~"fhis paper 13resE?nts-faeters-behim:l­

the growth of CAM, analyzes its relationship with conventional medicine, and suggests how 

the integration of CAM and conventional medicine can be more effectively guided. 

LTERNATIVE MEDICINE IS THE TERM most commonly used in the latter 
decades of the twentieth century for therapies that ranged from such an­
cient modalities as acupuncture and herbs to such contemporary innova­

tions as biofeedback and guided imagery. However, during the 1990s both the term 
and the understanding of the therapies it envelopes underwent major transforma­
tion. After the American Medical Association (AMA) disbanded its Committee on 
Quackery, following a Supreme Court ruling in 1990 that its practices against chi­
ropractors violated antitrust laws, physicians gradually became more open to 
medical pluralism. The foremost influence on their changing attitudes was sur­
veys showing that increasing numbers of people were using chiropractic, acu­
puncture, herbs, massage, yoga, and mind-body relaxation techniques,. to name a 
few. It became clear that th.ese therapies were serving less as alternatives than as 
adjuncts to conventional medicine. Accordingly, the term complementary appeared, 
and a new acronym gained currency: CAM (complementary and alternative medi­
cine). By the end of the decade, major health care institutions were providing 
CAM services or setting up integrative medicine clinics, primarily for outpatients. 
These programs combine biomedicine with those CAM therapies for which there 
is evidence of safety and efficacy. 

The changes in name reflect a change in the status and legitimacy of CAM vis-a.­
vis conventional medicine-from outsider to partner. There are many reasons for 
the transformation. Four are briefly discussed below: (1) growing use, which led 
to (2) the establishment of the National Center for Complementary and Alterna­
tive Medicine (NCCAM) at the National Institutes of Health (NIH), which led to 
(3) scientific research on the safety and efficacy of CAM, all of which are ( 4) stim­
ulating physicians' interest in and acceptance of CAM, albeit conditional. Theim­
plications of these developments for the future of health care are. far reaching. 

The Social Transformation O.f CAM 
• Growing use. There is a popularized conception in the United States that 

traces the resurgence of CAM back to the activist (and pacifist) movements of the 
1960s and continues to associate CAM with the "New Age." Although partially cor­
rect, there is much more to the growth of CAM. By the early 1990s, surveys were 
identifying a wider population that, despite frustration with conventional medicine, 
had not turned against it and was using CAM together with standard medical care.1 

A major segment of CAM users were shown to be people in poor health or having 
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chronic conditions. And because these users had to pay for CAM out of pocket, they 
tended to have higher incomes and more education. Other isolated characteristics of 
typical users were white, female, ages 35-55, and living in the West. 

The first large-scale survey that included spending on CAM produced startling 
results.2 It found that in 1991, one-third of respondents spent about $14 billion­
$10.5 billion out of pocket-for these therapies. When the survey was repeated in 
1997, all of the numbers were much larger: 4 2 percent of respondents had spent 
$21 billion-$12 billion out of pocket. These expenditures exceeded the amount 
spent on all U.S. hospitalizations. And, as before, Americans were visiting CAM 
practitioners more frequently than primary care physicians. 

• Congress and the NIH. In 1991, before the bulk of surveys on CAM use were 
published, Iowa's Sen. Tom Harkin, a Democrat who had become interested in alter­
native medicine, held congressional hearings on what he discerned to be growing 
use and concern among the medical profession that these therapies were unproven 
and possibly unsafe. Senator Harkin chaired the Appropriations Subcommittee that 
determines NIH funding. After the hearings, a bipartisan majority of committee 
members decided that the NIH should investigate the safety and efficacy of alterna­
tive medicine and proposed new funding to set up an Office of Unconventional 
Medicine, as it was first called, at the NIH. 

NIH officials were not pleased with. this turn of events. 3 There were years of 
contention and many changes of directors at the Office of Alternative Medicine 
(OAM), as it was next called. But with the help of respected medical researchers 
and practitioners, as well as professional CAM organizations and practitioners, 
the various directors began to establish programs of scientific research. They 
stood up to politicians who wanted quick results and ready market access by in­
sisting that scientific proof of safety and efficacy superseded market availability. 
In response, Congress circumvented the lengthy process of Food and Drug Admin­
istration (FDA) approval for botanicals by passing the Dietary Supplement and 
Health Education Act (DSHEA) in 1994. Led by senators from states with strong 
dietary supplement industries, it gave herbs the status of food, not drugs. 

• Scientific research. The first task of the OAM was to identify and classify the 
therapies most commonly used in the United States. About 100 therapies were 
placed into the following categories: mind--body intervention; bioelectromagnetics; 
alternative systems of medical practice, such as traditional Chinese medicine; man­
ual healing methods; pharmacological and biological treatments; herbal medicine; 
and diet and nutrition. 4 The next step, setting out a plan for research, took several 
years. NIH officials felt that it was critical for CAM research to conform to the rigor- · 
ous standards of scientific medicine, which meant that the therapies had to be inves­
tigated in randomized controlled trials (RCTs). At the same time, the medical pro­
fession, voicirig its opinion in mainstream medical journals, conferences, and 
seminars, indicated that it would have nothing to do with these therapies unless and 
until they were proven to be safe and effective. The emphasis on proof implied that 
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RCTs, the gold standard of scientific medical research, were imperative. 
Accordingly, the OAM began to fund research on those more widely used thera..­

pies for which there was preliminary evidence of safety and efficacy. Some of the 
therapies were studied first in laboratories, others in clinical trials. Some readily 
lent themselves to double..-blind, placebo..-controlled investigation. For others, re.­
searchers had to develop creative modifications of standard RCT methods.5 Al.­
though definitive findings have not yet been established, there is accumulating ev..­
idence that a number of CAM therapies are safe and effective for specific medical 
conditions and that other therapies are questionable, if not unsafe and ineffective. 
Pleased with the progress, Congress repeatedly increased the budget of the OAM 
and in 1999 changed its status from an "office" to a "center." The second five..-year 
strategic plan of the National Center for Complementary and Alternative Medi.­
cine (NCCAM) expands the scope of its earlier initiatives and, thereby, the reach 
of CAM in U.S. medicine. 

II Physicians' growing interest. The years of litigation between the AMA and 
the U.S. chiropractic profession undoubtedly soured the attitude of many physicians 
toward CAM-or certain types of CAM. Nevertheless, one study conducted at the 
height of the lengthy litigation process found that even though 66 percent of the 
family physician respondents in Washington State indicated "discomfort with what 
chiropractors do while acknowledging their effectiveness for some patients," one.­
quarter viewed chiropractors as an "excellent source of care for some musculoskel..­
etal problems."6 By the mid..-1990s a national survey of family practice physicians and 
internists found "surprisingly high'' support, even encouragement, for patients' use 
of CAM and referrals to CAM practitioners.7 The growing number of people using 
CAM undoubtedly brought these therapies to the attention of physicians. But physi..­
cians also might have been motivated to pay more attention to CAM because surveys 
were finding that many patients were not disclosing their use of CAM to their physi..­
cians, and the majority of physicians were not asking. 8 The implications of this find ... 
ing were threefold. First, it suggested that health care problems could arise from the 
use of therapies that are unsafe or that have adverse interactions with drugs. Second, 
if and when patients did talk vvith their physicians about CAM, it was commonly to 
ask for advice. Physicians were not, however, sufficiently knowledgeable about 
CAM to respond. Third, the studies highlighted a more generalized problem in phy..­
sician..-patient communication, one that medical schools have become increasingly 
aware of and are attempting to correct. 9 In addition to the role of patients, the grow..­
ing involvement of the NIH in investigating CAM was gradually paving the way for 
specific therapies' acceptance in conventional clinical settings. 

Piecing together surveys conducted throughout the 1990s on physicians' opin..­
ions of CAM, one can detect increasingly more favorable attitudes and growing in..­
terest in learning about thes·e therapies. A recent survey of faculty at a medical 
school that emphasizes primary care found that more than 70 percent of respon..­
dents rated five therapies (nutrition and diet, counseling and psychotherapy, fit ... 
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ness and exercise, emotional support groups, and biofeedback) as legitimate medi­
cal practices, and more than 50 percent rated another six therapies (acupuncture, 
herbal medicine, massage, chiropractic, hypnotherapy, and meditation) as legiti­
mate.10 Furthermore, 85 percent of faculty reported that they had training in CAM 
therapies, and 83 percent had personal experience with CAM, most of it effective. 
Reflecting demand, a growing number of medical schools are offering courses on 
CAM, either in the regular curriculum, as electives, or in continuing medical edu­
cation (CME) programs.11 Unfortunately, these courses are not yet taught in a uni­
form manner. 

In addition, more physicians are conducting research on CAM. The authors of 
published articles on CAM, especially involving RCTs, are more likely to be doc­
tors of medicine rather than philosophy. To be sure, skepticism remains, and toler­
ance or acceptance is likely to be limited to a select few therapies. However, be­
cause the tide is turning, we can begin to think about the next stages in the social 
relations of CAM and conventional medicine. 

The Next Stages 
For the foreseeable future, research on CAM will likely increase the legitimacy 

of specific therapies. Research findings as well as expanding the use of CAM are 
driving demand for a new regulatory framework for certain CAM therapies, par­
ticularly botanicals. Some insurers are also expressing interest in CAM's economic 
implications. If the medical profession responds to these developments by inte­
grating CAM into health care, as we are beginning to see, health care will take a 
profoundly new direction. 

• The medical profession and research. The medical community's acceptance 
and incorporation of CAM rest in large measure on CAM's scientifically verifiable 
legitimacy, although it will be exceedingly difficult to sway some of the more hard­
core critics.12 However, staunchly negative attitudes are held by a minority within 
the medical profession. The research on CAM aims to satisfy the majority of medical 
professionals who are at least agnostic if not yet fully open-minded. 

The medical profession wants CAM researchers to detail their methods of in­
vestigation and tests for validity. Researchers are complying, for the most part. For 
instance, studies of acupuncture now specify the conditions of the experimental 
treatment (what kind of needle is used, to what depth the needles are inserted and 
with what force) as well as the nature of the control.13 Studies that limit the scope 
of the treatment to specific patient populations with specific medical conditions 
are also more likely to appeal to the medical community. 

Officials at the NCCAM firmly believe that CAM can be studied through scien­
tific methods of investigation. Although there are funding opportunities for vari­
ous kinds of research methodologies, clinical studies that provide evidence of 
safety and efficacy in large-scale RCTs are sought whenever possible. However, 
the agency recognizes that this format cannot be applied to all CAM therapies or 
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answer all questions about CAM. The NCCAM's new five-year strategic plan 
elaborates alternative methods and epistemological premises for investigating 
CAM; it also calls for more systematic study of the placebo effect.14 Since a grow­
ing number of projects (just under half at present) are jointly funded with other 
NIH institutes and centers, and more collaboration across disciplines is occur­
ring, this diversity will most likely increase our understanding of CAM. 

Because research on CAM is still in its early stages, researchers emphasize that 
the specificity of their investigations limits the generalizability of findings and, as 
a result, their clinical applicability, which is a problem with all RCT research. In 
some ways, one can say that there is never enough research, especially given the 
need for replication and the vast number of therapeutic modalities and applica­
tions. However, CAM practitioners may soon ask whether the research base is suf­
ficient to rest the case for safety and efficacy, for certain therapies at least, and to 
turn to a new endeavor: guiding the next stages of integrating CAM and conven­
tional medicine. Furthermore, insofar as providers are already offering integrative 
medicine, it appears that the time has come for the scientific and clinical commu­
nities to collaborate more effectively. 

• Regulation of CAM. Regulation of CAM practitioners varies by state and pro­
fessional organization.15 The FDA regulates certain devices that are used in CAM 
therapies, such as acupuncture needles. However, a more hotly contested domain of 
regulatory initiative is dietary supplements, including botanicals, which, after 
chiropractic, are the most widely used type of CAM in the United States. The lax 
rules (or lax enforcement) surrounding these products pose thorny issues and war­
rant concerns for both the medical profession and consumers of health care. 

Prior to 1994, various pieces of legislation allowed the FDA to regulate dietary 
supplements as food additives and to require premarket approval of their safety.16 

Under the 1994 DSHEA, dietary supplements reverted to the status of foods, not 
food additives. The FDA has only postmarketing powers. It is responsible for mon­
itoring the safety and accurate labeling of products on the market (through spot 
checks of items pulled from store shelves or collected during inspections of manu­
facturing firms) and for taking any necessary action against violators, such as 
withdrawing a hazardous product from the market. Manufacturers of dietary 
supplements are responsible for ensuring that their products are safe before mar­
keting, and they are required to ensure that information on the label is "not false or 
misleading."17 Furthermore, manufacturers can claim general health benefits (for 
example, that products help maintain normal functioning), but they cannot claim 
that products "diagnose, treat, cure or prevent any disease."18 Manufacturers must 
notify the FDA of their claim within thirty days of marketing a product, but they 
are not required "to disclose to FDA or consumers the information they have about 
the safety or purported benefits of their dietary supplement products."19 These 
regulations and the FDA's reach do not extend to Web sites or the mass media. The 
Federal Trade Commission (FTC) is responsible for overseeing advertising in 
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these venues. 
The fact that it took the FDA several years to act against manufacturers of 

ephedra highlights the impotence of this regulatory framework and the power the 
dietary supplement industry has acquired since passage of DSHEA. The agency 
began to issue warnings about this product to manufacturers and the public as 
early as 1997, after the accumulation of consumer complaints. But not until De-­
cember 2003, after a high--profile death, did it announce, in a joint statement with 
the U.S. Department of Health and Human Services, plans to prohibit sales of di-­
etary supplements containing ephedra. The rule became effective in April 2004.20 

However, in April 2005 a federal district court in Utah ruled that the DSHEA pro-­
hibits the FDA from banning dietary supplements. These must be treated like 
food, and the FDA must prove substantial or reasonable risk regardless of benefit. 

Meanwhile, the FDA has proposed strengthening its enforcement powers 
through new regulations requiring current Good Manufacturing Practices 
(cGMPs) that "establish standards to ensure" purity and accurate labeling and 
that require manufacturers "to evaluate the identity, purity, quality, strength, and 
composition of their dietary ingredients and dietary supplements."21 The FDA has 
completed the stage of receiving comments from the public, but the proposal has 
not yet been finalized. Although requiring cG MPs is a step in the right direction, 
the sum of FDA activities is far from meeting the growing demand from consumers 
and the medical community for better regulation of dietary supplements.22 

A number of independent agencies help fill the gaps in this regulatory frame-­
work through their quality assessment programs. The U.S. Pharmacopeial Con-­
vention (USP) has been setting standards for botanicals since 1820. In its Dietary 
Supplement Verification Program, manufacturers voluntarily submit documenta-­
tion, including compliance with the FDA's proposed cGMPs, for review in order to 
bear the USP certification seal. Manufacturers must also agree to audits, including 
random off--the--shelf testing. A recent article summarizes the certification proce-­
dures of four other agencies, which charge for their services: ConsumerLab.com, 
Good Housekeeping Institute, NSF International, and the National Nutritional 
Foods Association.23 

Manufacturers' participation in these programs indicates that they want to 
prove to the public that their products are safe. A few manufacturers are going one 
step further. Once sufficient preliminary evidence has accumulated on the efficacy 
of a botanical for a specific disorder, they are pursuing FDA approval of the botani-­
cal as an investigational new drug (IND), which would allow them to make a more 
focused health claim and study and market the botanical as a drug.24 

• The economics of CAM. Cost--e:ffcctivencss and savings. A few studies on the cost-­
effectiveness and cost--saving potential of CAM are promising. For instance, British 
researchers found that acupuncture for chronic headache gave patients in the inter-­
vention group twenty--two fewer days of headache per year and allowed them to 
make 25 percent fewer visits to general practitioners (GPs) and to take 15 percent 
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fewer sick days, compared with the control group. 25 Canadian researchers have 
found that teaching transcendental meditation (TM) to heart patients greatly re-­
duces health care costs by controlling levels of stress.26 U.S. research has confirmed 
the effectiveness of TM in lowering hypertension.27 If it can be shown that these in­
expensive CAM interventions reduce the need for surgery, the savings could be 
enormous. CAM therapies are also being used before, after, and during surgery to in­
duce relaxation.28 Studies have shown that providing guided-imagery tapes to heart 
patients prior to surgery decreases pain and reduces lengths of hospital stay. 29 More 
investigations are needed on whether CAM can help patients heal faster, use less 
medication, and leave the hospital sooner. 

It appears that many people use CAM for relief from the discomfort of chronic 
conditions. Even though cost savings may not occur, CAM therapy could still be 
cost-effective (offer good health value for the money spent) and improve the qual-­
ity of life. For instance, patients who use one of the three most popular CAM ther­
apies for pain-acupuncture, chiropractic, and massage-might find that they 
can reduce their consumption of pain medication or be more functional with work 
or day--to-day activities. These therapies may entail greater out--of-pocket ex-­
penses in the short term. However, that people are using them reflects either the 
adverse side effects of long--term intake of drugs or personal preferences for less in.-­
terventionist treatment. 

Coverage of CAM. Small but growing numbers of insurers and employers are in­
cluding CAM in their health care packages. The coverage remains low and varies 
considerably across plans. Both the benefit itself and the specific therapies cov­
ered are primarily driven by consumer demand. Insurers have imposed some lim­
its, however, on the number of visits, often to a pref erred provider, or on the total 
amount of coverage. Alternatively, CAM may be included in a defined contribu-­
tion plan (such as an annual flexible spending account). Some employers believe 
that offering CAM coverage is "a low--cost benefit with high payoff," in that it im-­
proves employee retention and morale, empowers employees with choices, and 
controls health care costs.30 However, research has found that insurance coverage 
increases use of CAM, which may dissuade midsize and small employers from of­
fering it.31 Once again, scholarly investigation of these issues is required, especially 
if policymakers are going to encourage insurers to extend coverage for CAM. In its 
2001 report, the White House Commission on Complementary and Alternative 
Medicine Policy urged third--party payers to "evaluate the possibility" of covering 
CAM.32 Thus far, only the state of Washington mandates coverage. 

• Integrative medicine. The term integrative medicine reflects a recent bottom--up 
development, emerging from educational and clinical pursuits across the country. A 
number of organizations have evolved to bring together multiple stakeholders from 
conventional medicine and CAM as well as from philanthropy and business. 33 These 
organizations engage in dialogue, education, and advocacy. Their Web sites offer 
links to wide--ranging information on CAM and integrative medicine, to documents 
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and reports, and to other organizations. 34 

One sign of their success is a recent recommendation by the Joint Commission 
on Accreditation of Healthcare Organizations QCAHO) that U.S. hospitals make 
nonpharmacological therapies for pain management available to patients. A 
monograph describes dozens of possible therapies along with examples of uses; it 
notes, however, that these "strategies should supplement, but not replace, the use 
of medications."35 Another sign is the growing integrative medicine industry. 
There are no data on the total number of integrative medicine clinics (IMCs) in 
the United States or on their various forms. But we do know that there are many 
scattered across the country and that their organizational forms are diverse. Other 
programs or service delivery models that are not clinic based, such as "service line" 
or "environment of care" models, also exist, but little is known about them. 

Research on IMCs. Current research on IMCs in university hospital settings re­
veals some interesting commonalities among differences in the meaning and prac­
tice of integration. 36 Good relations with hospital physicians are crucial to the suc­
cess of an IMC.37 Directors of IMCs, most of whom are medical doctors, are fully 
aware of the challenges of overcoming physicians' resistance to CAM. They have 
paved their paths toward acceptance by, for instance, conducting grand rounds to 
introduce physicians to the science and efficacy of CAM and explaining how par­
ticular therapies can be used to facilitate the care of patients with particular ill­
nesses or disorders. Practitioners at IMCs are careful to inform physicians about 
their treatments and to coordinate, even co-manage, patient care whenever possi­
ble. Interesting examples include cancer patients participating in mind-body re­
laxation techniques before, during, or after chemotherapy and massage therapists, 
acupuncturists, and oncologists discussing the feasibility of using these therapies 
on cancer patients. 

Obstacles to IMCs. The greatest obstacle now facing IMCs seems to be financial 
viability. Because CAM work is more labor-intensive and time-consuming, the 
volume of services is much lower than in conventional medicine. Moreover, insur­
ance reimbursement rarely exists, and when it does, it is too low to cover costs. 
Accordingly, most IM Cs require patients to pay up front in full. 

Financial success. The growing popularity of CAM led some academic hospital­
based administrators to presume that these "all-cash" services would bring in 
large sums of money. However, because of hospital regulations and red tape, these 
expectations have not been met. But many independent IMCs, including those 
that have separated, legally and financially, from university hospitals, are experi­
encing greater financial success. 

I
N JUST A LITTLE OVER A DECADE, CAM has made impressive inroads into 
U.S. health care. The NCCAM is laying a solid research base for CAM and col­
laborating with the FDA to build a tighter regulatory framework, all of which 

is easing physicians' acceptance of CAM. Also relevant for new developments in 
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health care dehvery, a number of clinics are offering integrative medicine. Clinical 
experience in integrative medicine is building examples of best practices, sugges­
tions for organizational adaptation, guidelines for regulating practitioners, busi­
ness models, and so on. As a result, models of care based on a true collaboration be­
tween conventional medicine and CAM are emergirig. 

Before full-scale mainstreaming can occur, however, studies must confirm, re­
fute, or modify preliminary findings about the cost-effectiveness of CAM. Sound 
evidence of cost savings might motivate more coverage and, thereby, wider access. 
It might also lead to more research on the clinical applications of CAM. All in all, 
these developments will help us sort the wheat from the chaff in CAM therapies. 
They also promise patients the best of both worlds. 

The author thanks the anonymous.reviewers of this manusai.pt for thcirvery helpful comments. 
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PREFACE 

On November 189 1985 5 members of the International Collaborative Effort (ICE) on 
Perinatal and Infant Mortality participated in an American Public Health 
.Association (APHA) session (at the request of the Nati ona1 Center for Heal th 
Statistics) for the purpose of presenting papers reflecting the status of their 
research. Subsequent to the APHA conference, the members convened a seminar to 
detail their various research perspectives and to discuss their current 
methodologies. 

The ICE is a continuing effort. Through these shared activities of the members, 
the ICE is providing knowledge and va 1uab1 e insight into peri nata 1 and . inf ant 
mortality.. Through this dialogue, it is ·possible to examine international 
comparisons, to follow trends, and to gain insight into successful 
interventions, as well as to recognize national gains that have been realized •. 
The goals of this effort are to identify . risk factors, to enhance know1 edge 
gained from experiences in intervention programs, and to disseminate data in 
order to reduce perinatal and infant mortality. In the United States·, special 
attention is directed to the differences in infant mortality rates among various 
ethnic, racial, and socioeconomic groups in the population. 

The ICE Planning Group is comprised of two eminent researchers ·from each of nine 
countries: Denmark, Engl ands the Federal Republic of Germany, Israel, Japan, 
Norway, Scotland, Sweden,. and Wales. This group also includes representatives 
from the National Center for Health Statistics and the Center for Environmental 
Health and Injury Control of the Centers for Disease Control; the· D1vision of 
Maternal and Child Health of the Health Resources and Services Admin1stration; 
the National Institute of Child Health and Human Development ·of the' National 
Institutes of Health; and the Association for Vital Records and Health 
Statistics. The participants in this effort represent a diversity of scientific 
disciplines: physicians, epidemiologists, medical researchers~ bio~~atisti­
cians, and health planners .. 

. - . 
The Planning Group 1s papers and discussions entailed a review of the complex and 
comprehensive issues in the health field which are critical with respect to 
perinatal and infant mortality.· The presentations are grouped into four _g~nera1 
categories: 

Risk Factor/Outcome Assessment 
Methodology 
Comparisons of Trends and Data on Perinatal and Infant Mortality 
Comparative Health Care Systems 

The presentations pub 1i shed in this volume demonstrate the continuing 
collaboration which was initiated when this group of individuals first met in 
August 1984. ·rhe material included in this publication may be viewed -as a 
mechanism for concentrating attention on certain methodo 1 ogi es~ mode 1 s i. and 
schemata, which may be of great value in terms of helping the group focus on 
future areas of interest and in facilitating the process of comparison from one 
country to another. Eventually, a number of mode 1 s may evo 1 ve from this 
process$ which will then be adopted with appropriate variation by a number of 
nations in an effort to reduce their perinatal and infant mortality rates. 
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This volume offers a number of insights and approaches for enhancing perinatal 
and infant heal th. The research, the methodologies, the risk assessment, and 
the prevention efforts suggest certain strategies that, if utilized, may reduce 
perinatal_ .and infant mortality. A number of the papers in this report offer 
evidence of successful interventions which certainly ho1 d promise for other 
nations to emulate. · 

The Japanese experience with respect to infant mortality is significant. The 
Japanese attribute their success in this area of health to a concerted national 
effort of providing both prevention and education programs, as well as maternal 
and infant health care services. The population appears to have historically 
embraced the government's goals, and it continues to support. these efforts by 
active participation in and by compliance with the required health practices .. 
The outcome assessment from the Japanese Government indicates that their 
innovative and far-reaching approach has achieved the goal of reducing maternal 
and infant mortality. 

The methodology undertaken in Sweden appears to have al so been successful in 
achieving a low perinatal and infant mortality rate. As with the Japanese 
concept~ the methodology employed in Swed.en is comprehensive and national in 
nature. Both nations have not only ensured that the population accepts the 

· critical i'mportanc_e of infant and maternal health care but have also succeeded 
in instilling fn the population the conviction that this type of health care is 
reasonable, necessary, and obligatory. These two nations with their diverse 
history, customs~ and lifestyle have managed to encourage a policy of reasonable 
and sound ma tern a 1 and inf ant hea 1th that has become inherent in· the cul tu re 
itself. 

Their programs suggest that thefr accomplishments can be applied to maternal and 
child health in other countries. In a similar manner, other papers included in 
this volume offer perspectives that can he1p guide$ foster an awareness, and 
establish a foundation for implementing various innovations and programs which 
meet the needs of the population in many different nations. 

These papers have been prepared and i nc1 uded in this volume as evidence of the 
progress of the continuous cooperation of the International Collaborative Effort 
on Perinatal and ~nfant Mortality. We look forward to further participation in 
this project and to the ensuing research rewards of this shared endeavor. 
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dispute the value of_ inducing labor in some, perhaps up to 10 percent of women 
having babies. But in the remainder, the indications are doubtful and can be 
contested. Attempts to prove a causal relationship between rising fnductfon 
rates and falling perinatal mortality rates have ~ailed • 

. All of these obstetrical interventions -have been increasing in a number of 
countries in Europe to an extent that the practices are causing concern. The 
great variation which has been demonstrated in the use of these interventions 
al so suggests reason for concern. The data from North America suggest that 
these obstetrical intervention rates are as high or higher than the highest 
intervention rates presented here for Europe. There is little or no evidence to 
support the notion that increasing these interventions to such high levels has a 
significant impact on the overall mortality rates. The European experience 1n 
this regard strongly supports the need both fn Europe and, especially, in North 
America to carefully reassess the use of all of these interventions. It is for 
this reason that a World Health Organization meeting in 1985 made the following 
recommendations for perinatal services worldwide: 

Countries with some of the lowest perinatal mortality rates in the 
world have cesarean section rates of less than 10$.. There is no 
justification for any Region to have a rate higher than 10% to 15i. 

The induction of labor should be reserved for· specific medical 
indications. No Region should have rates of induced labor higher than 
10% (lancet, 1984}. 

Midwifery 

In 17 of 21 survey ·countries in the European Region, the midwife is the primary 
birth attendant for uncomplicated births. The obstetrician is the birth 
attendant in the great majority of complicated births in the European countriesr 
Five countries indicated, however, that either the midwife or the general 
practftioner was the attendant for some complicated births. Furthermore, in the 
great majority of European countries, the midwife is also the principal 
caregiyer for prenatal and postnatal care. 

This European pattern of midwives providing the majority of prenatal and 
· postnatal care as wen as being -the principal birth attendant at uncomp1 icated 

births is fundamental to the entire· perinatal care system in the European 
Region. This divisfon of labor is important, since midwives and doctorsi. in 
general, have quite different styles of care during pregnancy and birth.. The 
midwife stays with the woman during all stages of labor and birth and sees her 
role as encouraging and assisting -the woman without taking over, while also 
serving as the woman's advocate when needed. This is a more social as well as 
noninterventionist clinical approach.,. The physician does not stay with the 
woman but rather comes when called by the midwife to diagnose and treat any 
undesirable deviation. The physician's ·role is more interventionist and medical 
in nature. These two styles have nicely complemented each other. In several 
countries, the midwife.'s presence, even at complicated births, is an essential 
reminder to a11 those present that most of what is going on is still normal. 

The implications of midwifery practice in Europe for the situation in North 
America are profound. The United States and Canada are the only two developed 
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countries in the world where midwifery is not widely practiced.. Every single 
country in the world with perinatal mortality rates lower than the United States 
and Canada uses midwives as the principal or only birth attendant for at least 
70 percent of all births. This fact alone shc;m1d dispel any notions that 
obstetricians are preferable to midwives as birth attendants at uncomplicated 
births. s As mentioned earlier, there is a1 so-. evidence that a strong independent 
midwifery profession is an important counterbalance to the obstetrical 
profession in preventing excessive interventions into the normal birth process. 
Consequently, it.is perhaps not surprising that in the United States and Canada, 
one finds the highest obstetrical intervention rates.as well as serious problems 
with malpractice suits. The European experience and our data strongly ~.support 
the urgent need for an introduction of widespread independent midwifery practi.ce 
in North America as a most important.counterbalance to the present situation. 

Perinatal Data Systems 

The past decade has seen the beginning of cross-national studies of perinatal 
services and their benefits, hazards, and outcomes. Mention has already been 
made of the work of the European Regional Office of the World Health 
Organization in gathering and analyzing such data. The European Per·inatal Study 
Group evaluated the systems for collecting routine perinatal data, and the 
results are available (Mugford, 1983). The Nordic countries have been involved 
now for a number of years in comparing their perinatal statistics and perinatal 
service systems and then actually carrying out various kinds of experimental 
programs. The Nordic experience in this regard appears to have been quite 
fruitful (Bergsj¢ and Bakketeig, 1984). The National Center for Health 
Sta ti sties in the United States has al so recently mounted an i nternati ona 1 
collaborative effort and has begun with an important cross-nation.al eva1 uation 
of perinatal data. All of these efforts appear to be important in further 
understanding the need for improvements in pe.rinatal services. The ·European 
experience with perinatal data systems suggests the need for increasing 
collaboration at the international level if we are all to learn from each other 
about ·~he best ways to have a baby. 
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Acupoint Stimulation Can Help Induce labor 

Acupuncture, Other Therapies Should be Presented as 
Treatment Options to Hypertel!'llsives 

Non-drug therapies are vital in preventing and treating hypertension. 
The successive reports of the Joint National Committee on Prevention, 
Detection, Evaluation and Treatment of Hypertension, WHO scientific 
report on primary prevention of essential hypertension and national 
High Blood Pressure Education Program's working groups report on 
primary prevention of hypertension have stressed on non-drug 
therapies. Today busy family physicians do not spend enough time 
explaining to the patient various dietary and lifestyle modifications but 
straightaway prescribes medication. 

Every patient of hypertension from the stage of pre-hypertension to 
grade 2 hypertension should follow non-drug therapy. If non-drug 
therapy is strictly adhered, one can prevent cases of pre-hypertension 
from progressing to hypertension stage and one can reduce or stop the 
medications in Grade I (mild) hypertension. We have discussed the role 
of low salt, high potassium diet, role of caffeine intake; calcium and 
magnesium supplements, fish oil intake, cigarette smoking, alcohol 
consumption, role of physical exercise, stress reduction and bio­
feedback, yoga, meditation and acupuncture. These recommendations 
regarding diet and lifestyle modifications should be targeted to 
population at large through public health authorities, non-government 
organizations and news media. 

Sainani, G.S. Non-drug therapy in prevention and control of 
hypertension. The Journal of the Association of Physicians of India 51: 
1001-6. 
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The authors assessed the efficacy of acupressure for treating nocturnal 
enuresis compared with oxybutinin. Parents of twelve patients 
administered acupressure at acupuncture points Gv4, Gv15, Gv20, 823, 
828, 832, H7, H9, St36, Sp4, Sp6, Sp12, Ren2, Ren3, Ren6, K3 and KS. 
Twelve control patients received 0.4 mg/kg oxybutinin. Parents were 
asked to record incidences of bed-wetting and patients and/or parents 
completed a questionnaire 15 days and one, three and six months after 
the start of treatment. 

Complete and partial responses after six months of treatment were 
seen in 83.3% and 16.7%, respectively, of patients treated with 
acupressure, and in 58.3% and 33.3%, respectively, of children who 

received oxybutinin. 

In conclusion, nocturnal enuresis can be partially treated by oxybutinin 
but acupressure could be an alternative non-drug therapy. Acupressure 
has the advantages of being non-invasive, painless and cost-effective. 

Yuksek, M.S. et al. Acupressure versus oxybutinin in the treatment of 
enuresis. The Journal of International Medical Research 31(6): 552-6. 

Small Study Shows Reduced Stiff Neck Pain 

The use of subjective end-points such as VAS pain scales in studies of 
acupuncture for chronic neck pain have resulted in equivocal results. 
This study introduces an objective parameter as the primary end-point 
for the assessment of acupuncture in patients with acute torticollis (stiff 
neck). 

Eighteen patients underwent a single 20-minute treatment session 
needling two acupuncture points -- Hou Xi (SI-3) and Zuo Zhen (M-UE-
24) -- on the side ipsilateral to the predominantly involved side of the 
neck. 

Measuring the angle of lateral head rotation using a simple compass 
and protractor revealed a mean improvement of 52.9%, more so 
among those presenting within less than 24 hours as opposed to more 
than 72 hours. 

The author concludes that objective parameters, as seen in 
acupuncture research of the gastrointestinal and respiratory tracts, 
should be incorporated into studies of acute and chronic neck pain. The 
use of sham needle points and placebo needles is problematic since 
both may elicit physiological responses. 

Samuels, N. Acupuncture for acute torticollis: a pilot study. The 
American Journal of Chinese Medicine 31(5): 803-7. 
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Acupuncture is being increasingly used in Western medical practice. 
The authors review the various applications of acupuncture during labor 
in this paper. This ancient therapeutic technique can be employed with 
a significant percentage of positive results to induce labor in post-term 
pregnancies, to strengthen uterine contractility and to favor cervical 
maturation. 

The electrostimulating acupoints LI 4 Hegu and SP 6 Sanyinjiao is the 
most frequently used treatment in labor induction and in increasing the 
frequency and duration of uterine contractions .. Moreover, the authors' 
experience indicates that the BL 67 Zhiyin can be helpful in accelerating 
the dilation of the cervix: the treatment is effective in about 75% of 
patients. 

The studies on the use of acupuncture to achieve pain relief and 
analgesia during labor are more controversial, mainly due to the great 
heterogeneity of applied treatments and some methodological biases. 
Nevertheless, the general evidence seems to be positive also for this 
application. 

Allais, G., et al. Acupuncture in labor management. Minerva 
ginecologica 55(6): 503-10. 

Western, Oriental medicine may have cooperative benefit for allergic 
rhinitis 

Although a number of methods for treating allergic rhinitis have been 
tried, many patients have not been satisfied with their treatment. The 
authors of this study evaluated the effect of a cooperative system of 
Oriental and Western medicine to develop a new diagnosis protocol for 
treating allergic rhinitis. 

The authors measured rmprovement rate and acoustic rhinometry after 
the allergen induction test and performed a filter paper test as a 
nonspecific hypersensitivity test with 60 patients who are allergic to 
dust mites. They divided the patients into two groups, one of which 
was treated with Western medicine only and the other, which received 
a combination of Western and Oriental herbal medicines. 

According to one of their measurements, the authors observed more 
symptomatic improvements among the patients who received a 
combination of Western and Oriental medicines. In the filter paper test 
there was no significant difference between the two groups. 

Jeong, Su-Hyeon, et al. The effect of a cooperative system of Oriental 
and Western medicine in the treatment of allergic rhinitis. Korean 

Journal of Oriental Medicine 24(4):64-70. 
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Acupuncture Found to Lower Elevations in 
Blood Pressure 

Procedure Combined with Electronic Stimulation Can Lower 
Rates by as Much as 50 Percent, According to UCI Study 

Irvine, Calif., March 28, 2005 - Acupuncture treatments 
using low levels of electrical stimulation can lower elevations 
in blood pressure by as much as 50 percent, researchers at 
the Susan Samueli Center for Integrative Medicine at UC 
Irvine have found. 

In tests on rats, the researchers found that 
electroacupuncture treatments provided temporary relief from 
the conditions that raise blood pressure during hypertensive 
states. Such treatments, they believe, potentially can 
become part of a therapeutic regimen for long-term care of 
hypertension and other cardiovascular ailments in people. 

"This study suggests that acupuncture can be an excellent 
complement to other medical treatments, especially for those 
treating the cardiac system," said Dr. John C. Longhurst, 
director of the Samueli Center and study leader. "The 
Western world is waiting for a clear scientific basis for using 
acupuncture, and we hope that this research ultimately will 
lead to the integration of ancient healing practices into 
modern medical treatment." 

The study appears in the March issue of the Journal of 
Applied Physiology. 

Acupuncture is a 3,000-year-old form of Chinese medicine 
that involves inserting needles at specific points on the body 
to help cure disease or relieve pain. ln previous studies, 
Longhurst and his UCI colleagues have identified at the 
cellular and molecular level how acupuncture excites brain 
cells to release neurotransmitters that either inhibit or 
heighten cardiovascular activity. 

They have found that when an acupuncture needle is 
inserted at specific sites on the wrist, inside of the forearm or 
leg, this triggers the release of opioid chemicals in the brain 
that reduce excitatory responses in the cardiovascular 
system. This decreases the heart's activity and its need for 
oxygen, which in turn can lower blood pressure, and 
promotes healing for a number of cardiac ailments, such as 
myocardial ischemia (insufficient blood flow to the heart) and 
hypertension. 

In this study, the Longhurst team applied acupuncture to 
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specific points on the forelimb of test rats with artificially 
elevated blood pressure rates; these same sites on humans 
are on the inside of the forearm slightly above the wrist. The 
researchers found that acupunqture alone had no effect on 
blood pressure. 

Next, they added electrical stimulation to the acupuncture 
treatment by running an electrical current through the 
needles. High frequencies of stimulation also had no effect, 
but low frequencies lowered increased blood pressure by as 
much as 40 to 50 percent. Overall, the researchers found 
that a 30-minute treatment reduced blood pressure rates in 
these test rats by 25 mmHg -with the effect lasting almost 
two hours. 

''This type of electroacupuncture is only effective on elevated 
blood pressure levels, such as those present in hypertension, 
and the treatment has no impact on standing blood pressure 
rates,,. said Longhurst, a cardiologist who is also the 
Lawrence K. Dodge Professor in Integrative Biology. 110ur 
goal is to help establish a standard of acupuncture treatment 
that can benefit everyone who has hypertension and other 
cardiac ailments." 

Longhurst and his colleagues currently are testing this 
electroacupuncture treatment method in an ongoing human 
study. · 

Ors. Wei Zhou, Liang-Wu Fu1 Stephanie C. Tjen-A-Looi and 
Peng Li of the UC! Department of Medicine participated in 
the study, which was funded by the National Heart, Lung and 
Blood Institute, and the Larry K. Dodge Endowed Chair. 

The Susan Samueli Center for Integrative Medicine in the 
UCI School of Medicine is focused on scientific research and 
education in the broad field of complementary and alternative 
medicine. The center, which was established in early 2000 
through a gift from Henry and Susan Samueli, is dedicated to 
public and professional education and scientific research on 
the use of complementary and integrative approaches in 
wellness and prevention as well as health care. For more 
information, see: www.ucihs.uci.edu/com/samueli. 

About the University of California, Irvine: The University of 
California, Irvine is a top-ranked public university dedicated 
to research, scholarship and community service. Founded in 
1965, UCI is among the fastest-growing University of 
California campuses, with more than 24,000 undergraduate 
and graduate students and about 1,400 faculty members. 
The second-largest employer in dynamic Orange County, 
UCI contributes an annual economic impact of $3 billion. 
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EDICINE IP 
OST UTCOMES OF AN INTEGRATIVE 

Richard L. Sarnat, MD.a and James Winterstein, DCb 

ABSTRACT 

Objective: We hypothesized that primary care physicians (PCPs) specializing in a nonpharmaceutical/nonsurgical 
approach as their primary modality and utilizing a variety of complementary/alternative medicine (CAM) techniques 
integrated with allopathic medicine would have superior clinical and cost outcomes compared with PCPs utilizing 
conventional medicine alone. 

Design: Incurred claims and stratified randomized patient surveys were analyzed for clinical outcomes, cost offsets, and 
member satisfaction compared with normative values. Comparative blinded data, using nonrandomized matched 
comparison groups, was analyzed for age/sex demographics and disease profiles to examine sample bias. 

Setting: An integrative medicine independent provider association (IPA) contracted with a National Committee for 
Quality Assurance (NCQA)-accredited health maintenance organization (HMO) in metropolitan Chicago. 

Subjects: All members enrolled with the integrative medicine IPA from January 1, 1999 through December 31~ 2002. 

Results: Analysis of clinical and cost outcomes on 21,743 member months over a 4-year period demonstrated decreases 
of 43.0% in hospital admissions per 1000, 58.4% hospital days per 1000, 43.2% outpatient surgeries and procedures 
per 1000, and 51.8% pharmaceutical cost reductions when compared with normative conventional medicine IPA 
performance for the same HMO product in the same geography over the same time frame. 

Conclusion: In the limited population studied, PCPs utilizing an integrative medical approach emphasizing a variety 
of CAM therapies had substantially improved clinical outcomes and cost offsets compared with PCPs utilizing 
conventional medicine alone. While certainly promising, these initial results may not be consistent on a larger and 
more diverse population. (J Manipulative Physiol Tuer 2004;27:336-47) 

Key Indexing Terms: CAM Therapy; Medicine; Outcomes; Primmy Care Physician; Managed Care 

INTRODUCTION 

••• he escalation of medical expenditures is an urgent 
problem. Although various types of managed care, 
once thought by some to be part of the solution 

to increasing medical expenditures, have been used for 
decades, little evidence exists that this or any other cost­
confainment strategy has significantly influenced a 50-year 
trend of increasing medical expenses on a long-term 
basis.1

-
5 Managed care rates are now posting double-digit 
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annual increases, 6 With pharmaceuticals estimated to ac­
count for 50% of the cost increases over the past 3 years. 7 

While the health care system excels in acute care and 
crisis disease state management, this accounts for only a 
small percentage of the total medical care in both cost and 
volume rendered daily. 8 The greater health care burden is 
the prevention and treatment of the multiple chronic dis­
orders in the general population that now account for the 
majority of health care expenditures.9 

Chronic diseases are a major public problem in the United 
States. Currently, about 40% of the US population (approx­
imately 100 million Americans) suffer from at least 1 
chronic disorder.9 This high level of prevalence within the 
United States raises concerns a9out the efficacy and limi­
tations of our conventional health care system. 10 Such 
concerns appear to contribute to public and professional 
interest in alternatives to .conventional modem medicine. 

Studies now suggest that 50% of the deaths11 and 70% of 
the diseases12 in the United States are caused by unhealthy 
lifestyle habits such as smoking, alcohol abuse, and im­
proper diet. Unlike the preantibiotic era when mortality was 
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primarily because of infectious diseases, our nation now 
faces a behavior-induced epidemic of chronic illness. Man­
aged care and government policy makers are faced with the 
dilemma of trying to decrease medical costs caused mainly 
by lifestyle choices while continuing to maintain personal 
freedom of choice. 

Iatrogenic illness (an adverse condition arising from the 
treatment of a physician) is estimated as the etiology of 15% 
of our hospital days, and pharmaceuticals are estimated to 
cause between I 00,000 to 250,000 deaths per year, 13

'
14 as 

well as nonquantifiable morbidity. Prescription drug addic­
tion, administering the wrong drug, and prescription over­
doses are a large percentage15

'
16 of reported deaths by 

medical mistake. The National Conference of State Legis­
latures, November/December 2000, estimates the cost of 
lost income, disability, and health care resulting from 
medical mistakes is as much as $29 billion per year. 17 

Given these facts, it may be time to rethink this country's 
current medical model with its overall reliance on pharma­
ceuticals as a first line option. Complementary/alternative 
medicine is one viable approach that should be considered 
because it addresses the privacy, quality, and expense 
considerations facing health care delivery systems. 

Unlike conventional medical education and care, which 
relies heavily on high technology and pharmaceuticals, 
complementary/alternative medicine exists in a "low-tech 
arena." "Low-tech" therapeutic modalities such as chiro­
practic manipulation, homeopathy, stress management, mas­
. sage, and use of herbal medicines are perceived by the 
public as more gentle, less morbid, and less costly than 
conventional modern medicine. 18 

. 

Many previous studies on various complementary/alter­
native medicine (CAM) modalities have illustrated im­
proved clinical outcomes and substantially decreased 
costs compared with standard conventional medical prac­
tice protocols. 19

-44 However, while individual diagnostic 
categories have been analyzed, a study of the clinical 
outcomes and cost effectiveness of primary care physicians 
(PCPs) specializing in CAM, and more particularly chiro­
practic care, within the context of a classical gatekeeper 
health maintenance organization (HMO) has never previ­
ously been attempted. 

METHODS 

Data reported ~ this study were drawn from incurred 
claims data, originating from both the integrative medicine 
independent provider association (IPA) and the HMO. The 
IPA data included all inpatient and outpatient encounters 

for both cost and diagnosis, including the professional fees 
associated with patient referrals, outpatient diagnostics 
(encounters and costs), and outpatient laboratories ( encoun­
ters and costs). The HMO data included the encounters and 
costs of all pharmaceutical usage, inpatient admissions, and 
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outpatient surgery and procedures. This information was 
collected prospectively over a 4-year period. 

The HMO actuarial department prepared an annual finan­
cial projection for the IPA membership as an age/sex risk­
adjusted population. On a cost basis, the discrepancies 
between the projected costs versus the actual costs were 
analyzed annually. 

Standard managed care benchmarks, including hospital 
days per I 000, hospital admissions per 1000, outpatient 
surgeries and procedures per 1000, and pharmaceutical 
utilization were reported annually by the HMO (normative 
network values) and then compared with the actual utiliza­
tion of the integrative medicine IPA. 

Randomized patient surveys were conducted annually by 
the HMO to assess member satisfaction, quality of care 
benchmarks, and member behavior patterns ( eg, tobacco 
usage). 

Integrative Medicine IPA-Development and Implementation 
In 1996, a large HMO accredited by the National Com­

mittee for Quality Assurance (NCQA) servicing the metro­
politan Chicago area was initially contacted to test the 
feasibility of gathering data on a CAM-oriented health care 
delivery system. This HMO was a classical gatekeeper 
HMO with over 600,000 members enrolled in the greater 
Chicago area. 

The project's objective was to build an integrated medi­
cine system in the Chicago metropolitan area that would 
use primary care physicians who specialize in a nonphar­
maceutical/nonsurgical approach as their primary modality. 
These nonpharmaceutically oriented PCPs, notably chiro­
practic physicians, were organized into a well-defined 
structure along with their more conventional allopathic 
counterparts to create a truly integrated health care system 
encompassing both CAM therapies and conventional mod­
ern medicine within a single comprehensive insurance 
benefit structure. The project was designed for a gatekeeper 
HMO format because its structure simplified data collection 
and made mandatory reporting a contractual obligation. 

To test this new model, an "alternative medicine" IPA, 
legally incorporated in 1997 as Alternative Medicine, Inc. 
(AMI), was formed to function within the classical gate..,. 
keeper HMO format under the same rules and regulations as 
any other contracted conventional allopathic IP A. The data 
reported herein refer to the contractual relationship between 
AMI as an integrative medicine IPA and the specific HMO 
(unless otherwise noted). 

The formation of an IPA under contract with the HMO 
required specific contractual elements to be met according 

to the National Committee for Quality Assurance. The 
minimum requirements for PCP network support included: 

• Contracted availability of all allopathic specialists 
• Contractual relationships with regional hospitals to pro­

vide inpatient access 
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• A minimum roster of both pediatricians and obstetri­
cians/gynecologists exclusive to the IPA 

• HMO Peer Review Committee approval of the IPA's 
utilization management (UM) and utilization review 
(UR) plan policy and procedures 

As reported later in section N, "Medical Management," 
each of these prerequisites was successfully addressed prior 
to PCP impanelment. 

All primary care physicians had to pass credentialing by 
the Credentialing Peer Review Committee of the HMO, 
which was composed of medical doctors (l\1Ds) exclusively. 
For a new IP A to be impaneled, every PCP needed to 
successfully pass the credentialing criteria. A single failure 
would have prohibited the project from initiation. Initial 
analysis identified 4 separate and independent but related 
processes that needed to ·occur to provide the foundation for 
successful execution: 

1. Physician Recruitment: Targeting that subset of phy­
sicians who would be appropriate PCPs to function in 
a nonpharmaceutical/nonsurgical model. In this study, 
only chiropractic physicians agreed to participate 
as PCPs. 

2. Credentialing Process: Developing a credentialing pro­
cess exceeding the existing NCQA requirements for 
CAM providers, a standardized process to quantify the 
performance of this subset of prospective primary care 
physicians according to accepted industry standards. 

3. Member Recruitment: Addressing the ability to recruit 
potential members or patients to test the hypothesis that 
primary care chiropractic physicians specializing in 
nonpharmaceutical/nonsurgical approaches as their 
primary modality and using CAM techniques integrated 
with allopathic medicine would have supe1ior clinical 
and cost outcomes compared with PCPs utilizing 
conventional medicine alone. 4 

4. Medical Management: Formalizing the medical man­
agement to provide integrated care between the CAM 
therapies delivered by the chiropractic physicians and 
other conventional medical specialists throughout the 
inpatient/outpatient cycle. 

The following sections address the mechanics of how 
each element was defined and executed to successfully 
achieve the outcomes reported herein. 

Physician recruitment. Nonpharmaceutical/nonsurgical physi­
cians were defined to include those physicians who use as 
their primary diagnostic/treatment modalities such disci­
plines as chiropractic manipulation, osteopathic manipula­
tion, naturopathy, homeopathy, Traditional Chinese Medicine 
(TCM), acupuncture, Ayurvedic medicine, herbal medicine 
preference over pharmaceuticals, massage, and energy heal­
ing techniques. 

Under the Medical Practice Act and Managed Care Act, 
the State of Illinois only licenses medical doctors, Doctors 
of Osteopathy (DO), and Doctors of Chiropractic (DC) as 
primary care physicians. Therefore, Doctors of Naturopa-
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thy (ND) and Doctors of Oriental Medicine (OMD), al­
though licensed in other states, were automatically excluded 
from the IPA physician network. At the project's inception, 
personal interviews were conducted with all categories of 
physicians, including MDs/DOs and DCs whose style of 
medical practice qualified them as potential CAM-oriented 
PCPs. For a variety of professional, personal, political, and 
economic reasons, only the Doctors of Chiropractic were 
willing to undertake the project. 

All CAM-oriented MDs/DOs.interviewed rejected partic­
ipation for reasons including too restrictive a reimbursement 
model, philosophical or political issues with managed care 
in general, inability to meet credentialing requirements 
because oflack of board certification, or independent ("lone 
ranger") personality, not comfortable with third-party over­
sight and review. 

Credentialing process. Since, to our knowledge, Doctors of 
Chiropractic had previously never served as PCPs in a 
classical gatekeeper HMO model, this presented an imme­
diate credentialing challenge. A unique credentialing pro­
cess was developed to identify that subset of Doctors of 
Chiropractic who could successfully function as PCPs. 

Each prospective PCP underwent a personal interview to 
review his or her treatment modalities, criterion for refe1Tals, 
and comfort in dealing with a primary care role. Preference 
was given for such qualities as broad scope of practice 
patterns, history of appropriate interactions with other 
medical specialists, and demonstrated understanding of 
the pathophysiologic basis of disease as currently under­
stood by evidence-based Western medicine. This process 
has now been formalized into a standardized test and is 
currently offered as provisional credentialing to students at 
the National University of Health Sciences in Lombard, 
Illinois, as well as endorsed by the American Academy of 
Chiropractic Physicians (AACP). 

The credentialing process also involved an educational 
component, including seminars given by AMI MD medical 
directors to review conventional medicine diagnostic and 
referral decision trees. Register~d nurses provided the on­
site component where prospective physicians and their 
office staff received training in Health Employer Data and 
Information Set (HEDIS) compliance, Occupational Safety 
& Health Administration (OSHA) compliance, and instruc­
tion in proper charting requirements. Time spent in the 
onsite component varied between 4 hours and 20 hours to 
achieve successful ·completion. All primary care chiroprac­
tic physicians were held accountable to the same criteria as 
their MD/DO counterparts under NCQA regulations. 

It is important to note the educational training of the 
chiropractic physician. While similar in many regards to 
medical training, there is no training in surgical procedures 
or in the use of drugs in the management of human illness. 
The standard course of training is in excess of 4800 hours, 
with approximately one quarter spent in the clinical 
setting. Course work encompasses programs in standard 
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diagnosis (ie, cardiovascular diagnosis, neurological diag­
n~sis, gastrointestinal diagnosis, genitourinary diagnosis, 
etc.), as well as more . specifically chiropractic programs 
(ie, manipulation of the spine and extremities, physiother­
apeutic modalities) and other forms of CAM (ie, homeop­
athy, herbal therapy, botanical medicine, etc.).45

,
46 

The HMO Peer Review Committee formally approved 
all of AMI's primary care chiropractic physicians in the fall 
of 1998. AMI began patient encounters on Januaiy 1, 1999 
with 16 fully credentialed primaiy care chiropractic physi­
cians. As of December 31, 2002, AMI had 30 primary care 
chiropractic physicians in the HMO model. 

Member recruitment. The HMO under contract had an enroll­
ment of over 600,000 members and was available only to 
companies with a minimum employee base of 100 enrol­
lees. AMI's prospective members originated from open 
enrollment offered to the total population of the HMO. 
Most members obtained information about AMI from the 
HMO's standard primary care and specialist physician 
directories or their company's human resource (HR) per­
sonnel. The HMO used no marketing incentives to attract 
potential patient enrollees to the alternative medicine IPA. 
Like all classical HMOs, there was no exclusion of patients 
having preexisting illnesses. 

In the first month of operation, Januaiy 1, 1999, AMI's 
HMO had an enrollment of 37 members. Enrollment as of 
December 31, 2002 was 649 members. Because marketing 
had been by "word of mouth," growth in IPA enrollment 
was steady but slow. IP A enrollment measured in member 
months (mm) per calendar year grew from 1726 mm 
(calendar year 1999) to 4987 mm·(calendar year 2000), to 
6932 mm (calendar year 2001), and to 8098 mm (calendar 
year 2002). In total, 21,743 mm of data were analyzed. This 
standard managed care unit is calculated by multiplying 
each unique member by the number of months enrolled 
within the IPA during a calendar year. 

The HMO calculates the ratio of new member "transfer 
in" versus "transfer out" for each IPA on a monthly basis. 
AMI's range for "transfer in" lies between 3.43% and 
5.53%, and "transfer out" is between 2.83% and 3.50%. 
The higher ratio of transfer. in versus out correlates with the 
observed growth in member enrollment. 

Medical management. The intention was to provide members 
with the best treatment that both chiropractic, using a 
variety of CAM techniques, and conventional modem 
medicine had to offer. All of the AMI primary care 
chiropractic physicians focused primarily on the assess-:­
ment and evaluation of all risk factors whether they were 
related to diet/nutrition, exercise, postural/structural prob­
lem~, behavioral/emotional problems, physiological dis­
ease, or the need for improved stress management. 
Similar to the role allopathic PCPs assume in a conven­
tional medical IP A, all examinations, treatments, and 
procedures that occurred within the offices of the primaiy 
care chiropractic physicians were at the discretion of the 
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PCP. The number of recommended visits, the choice of 
appropriate treatments, and ancillaiy modalities utilized did 
not require approval from the IP A MD medical directors. 
All ancillaiy testing and treatment outside the personal 
office of the primary care chiropractic physician was 
subject to MD medical director ~pproval to benefit from 
the enhanced experience of allopathic physicians in dealing 
with more complex and varied disease states. 

One inpatient-oriented and 2 outpatient-oriented MD 
medical directors were available 24 hours a day, 7 days 
per week to provide consultation and comanagement by 
phone or facsimile, as required, according to the complex­
ity of the patient's presentation. Over 3000 medical special­
ists and 18 hospitals (including university based) were 
under contract by AMI as part of the IP A to provide 
integrated care as appropriate to medical necessity. Ongo­
ing telephonic and/or facsimile consultation and coman­
agement between the PCPs and the MD medical directors 
occurred daily. 

In general, primaiy cai:e chiropractic physicians practiced 
what they do best: nonpharmaceuticaVnonsurgical preven­
tion. When and if acute life threatening disease or advanced 
disease management required inpatient status or conven­
tional modem medicine, the PCP delegated his/her authority 
to the attending medical physician consulted A registered 
nurse specializing in utilization management and utili­
zation review coordinated continuity of care between the in­
patient and outpatient cycle. 

By design, AMI's PCPs had a . higher number of 
encounters initially to correct structural dysfunctions and 
provide re-education in lifestyle choices that left un­
changed may have manifested into more serious disease 
states. It was not atypical for new AMI members to have 
PCP encounters at an average of twice per month. This is 
in contrast to conventional medical IP As, wherein the 
majority of members have PCP encounters on a "crisis­
only" basis. 

AMI's "New Member Welcome" letter informed the 
patient that it was IPA policy to have a mandatory initial 
visit with their PCP within th~ first 3 months of enroll­
ment. These frequent education-oriented encounters com­
bined with hands-on healing were believed to forge a strong 
doctor/patient relationship. The PCP then became the 
"trusted guide'' and assisted the patient with the required 
lifestyle changes or gave professional advice on the many 
and varied uses of CAM. Many modalities of CAM remain 
unregulated and are most safely and effectively utilized 
when supervised by a licensed physician truly knowledge­
able from extended training in CAM. 

The chiropractic PCPs also utilized nonphysician 
(CAM) providers. These providers were licensed and/or 
credentialed in various CAM therapies, such as massage, 
acupuncture, cranial sacral therapy, and stress manage­
ment techniques, including meditation, yoga, and energy 
balancing, as well as more traditional cognitive therapy. It 
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Table I. Diagnostic profile of AMI's HMO population year 2000 

Diagnoses by Diagnoses by 
Diagnoses percentage members 

Wellness 28.5% 149 
Orthopedic 23.5% 123 
Other medical 11.7% 61 
Mental health* 8.1% 43 
Gynecological 6.7% 35 
Sinus/allergy 6.0% 31 
Cardiac/hypertension 4.6% 24 
Headaches (all variations) 2.7% 14 
Neoplastic 1.5% 8 
URl 1.5% 8 
Asthma 1.4% 7 
Gastrointestinal 1.3% 7 
Thyroid disease 1.2% 6 
Diabetes 1.2% 6 

100% 522 

522 members with diagnoses includes 31 severely ill patients (multiple 
ICD-9 comorbidities). 

AMI, Alternative Medicine, Inc; HMO, health maintenance organization; 
URI, upper respiratory infection. 
*Mental health defined as those patients requiring a referral to a mental 

health specialist 

is important to note that the chiropractic physicians 
included in this study utilized all the modalities noted 
above and not just the chiropractic adjustment as a sole 
therapeutic intervention. 

It was anticipated that this increased intensity in pre­
vention-oriented encounters and concomitant comanage­
ment with AMI's MD medical directors would reduce the 
utilization of high-cost, high-technology conventional 
medicine downstream. 

Member Populations: AMI Versus Nonrandomized Matched 
Comparison Groups 

In this section, Tables I through 3 compare various 
aspects of the AMI membership versus 2 nonrandomized 
matched comparison groups. Both comparison groups rep­
resent separate conventional IPA emollment within the 
same commercial HMO product, in the same geographic 
region, and during the same time frame as AMI's data. 

AMI patient population demographics versus comparisons. While the 
comparison groups' demographics have been matched as 
much as possible to remove any underlying bias, certain 
dissimilarities exist. "Children," defined as member emoll­
ment under the age of 20, represents a smaller population 
percentage in the AMI program compared with the com­
parison groups: 11.9% (AMI) versus 32.8% (comparison 
group I) and 19.0% (comparison group II). The smaller 
percentage of children enrolled is not accidental. Chiroprac­
tic physicians are unable to legally administer childhood 
immunizations because of limitations in the scope of prac-
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Table 2. Comparison of "well" members AMI versus comparison 
groups I and II · 

Members Percentage Percentage 
with no of members of members 

Members or non-ICD-9 coded as coded for 
IPA enrolled encounters "wellness" active disease 

AMI 522 149 28.5% 71.5% 
Control 7549 2618 34.7% 65.3% 

group I 
Control 7723 3206 42.0% 58.0% 

group II 

AMI, Alternative Medicine, Inc.; IPA, independent provider association. 

tice of their licensure. While AMI does not prohibit enroll­
ment for children under 10, it is not encouraged. 

Statistical analysis also reveals a slightly decreased 
average age of adult members in the AMI population 
(39.5 years) compared with comparison groups I (41.3 
years) and II (40.3 years). While this slight average age 
discrepancy certainly favors increased cost expenditures in 
the comparison groups, this may be offset by the fact that 

· AMI has a greater percentage enrollment of female mem­
bers compared with male members. The actuarial depart­
ment of the HMO predicts more than a 50% greater 
utilization within the IP A by female members versus male 
members. The sex distribution of AMI membership is 
61.6% female members and 38.4% male memers. By 
contrast, comparison group I had 58.9% female members 
and 41.1 % male members; comparison group II had 59.1 % 
female members and 40.9% male members. 

The HMO forwarded age/sex distribution data to AMI in 
the form of monthly eligibility lists. Comparison group data 
were forwarded to the authors from the conventional IPAs 
after receiving their individualized data from the HMO. 

AMI patient population disease profile. AMI's HMO member­
ship, as reported herein, represented a unique population 
dissimilar from previously published literature of disease 
states commonly seen by chiropractors.47 Chiropractors 
primarily care for patients with complaints of musculoskel­
etal origin or headaches. As AMI was the first managed 
care program to utilize chiropractors in a PCP role, it was 
not surprising that membership included a wide range of 
disease ·states not seen in the typical chiropractic office, as 
illustrated in Table 1. 

When analyzing IPA data, diagnostic classification was 
assigned to individual patients based on PCP encounter 
data, specialist encounter data, referral activity, and phar­
maceutical usage. When multiple International Classifica­
tion of Diseases, Ninth Revision (ICD-9) codes were listed 
on encounter data, the diagnosis requiring the higher ex­
penditure for workup or treatment was chosen as the 
primary classification. If the presence of prominent severe 
comorbidity such as hypertensive cardiac disease, diabetes 
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Table 3. Comparison of!CD-9 diagnostic profile by percentage of 
member enrollment AMI versus comparison group I 

Diagnosis AMI% Comparison group I 

Wellness 28.5% 34.7% 
Orthopedic 23.5% 8.0% 
Other medical 11.7% 17.0% 
Mental health 8.1% 1.3% 
Gyne (non-OB) 6.7% 9.4% 
Sinus/chronic allergy 6.0% 2.8% 
Cardiac/hypertensi.on 4.6% 9.4% 
Headache (all variants) 2.7% 0.7% 
Neoplastic (all) 1.5% 1.1% 
URI 1.5% 10.4% 
Asthma 1.4% 1.3% 
GI 1.3 0.9% 
Diabetes 1.2% 3.4% 
Thyroid disease (all) 1.2% I.4% 

AMI, Alternative Medicine, Inc.; GYN, gynecology; OB, obstetrics; URI, 
upper respiratory infection; GI, gastrointestinal. 

mellitus, and bipolar disorder were all prominent in a 
patient's encounter data, then the patient received 3 separate 
and distinct classifications. This explains why 491 unique 
patients in the year 2000 received 522 disease classifications 
(Table 1): 

The diagnostic category "wellness" referenced in Tables 1 
through 3 was defined as: (1) members having patient 
encounters but not receiving ICD-9 codes (these patients 
may have been symptomatic but received chiropractic codes 
for subluxation/dysfunction by their PCPs); (2) members 
having encounters for nonsymptomatic screening test only; 
or (3) members having no encounters within a given 
calendar year. 

The category "other medical" listed in Table 1 (11.7% 
of AMI's population) encompassed a wide range of dis­
eases affecting 61 patients. These diseases included (listed 
in order of frequency) but were not limited to the follow­
ing: neurologic disorders, abdominal pain, dermatologic 
disorders, prostate disease, adrenal cortical insufficiency, 
chronic fatigue syndrome, cystitis, esophageal reflux, mul­
tiple sclerosis, tinnitus, temporomandibular joint (TMJ), 
and human immunodeficiency virus (HIV). 

As Doctors of Chiropractic had not prevfously func­
tioned as PCPs, the congruence of their diagnoses when 
compared with conventional PCPs when reporting on a 
Health Care Financing Administration (HCFA) 1500 en­
counter fonn was unknown. When PCP diagnostic coding 
data were cross-correlated with b9th specialist referral data 
and pharmaceutical usage, agreement was found between 
the conventional medical specialist and the chiropractic 
PCP 93 .1 % of the time. When the diagnosis necessitated 
a treatment that required the use of pharmaceuticals or 
surgery, then an appropriate referral was made to a con­
ventional medical specialist. 
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Table 4. AMI outcomes comparison with HMO network data 
(1999-2002)* 

Hospital-based data 
Hospital admissions/1000 
Hospital days/I 000 
Average length of stay 

Outpatient-based data 
Outpatient surgical cases/I 000 
Pharmaceutical usage (cost) 

AMI percentage 
utilization 
vs HMO 

57.0% 
4I.6% 
76.2% 

56.8% 
48.2% 

AMI percentage 
reduction 
vs HMO 

43.0% 
58.4% 
23.8% 

43.2% 
51.8% 

AMI, Alternative Medicine, Inc.; HMO, health maintenance organiza­
tion. 

*Obstetrics admissions excluded from comparison percentages. 

ICD-9 Profile of Nonrandomized Matched Medical Comparison Groups 
I and II 

In this section, Tables 2 and 3 reflect membership 
breakdown by ICD-9 diagnostic coding percentage compar­
ing AMI's membership with the membership of comparison 
groups I and II. Both comparison groups represent conven­
tional IPA enrollment for the same commercial HMO 
product in the same geographic region during the same 
time frame as AMI's data. A blinded independent contractor 
with previous employment in the medical records depart­
ment of a local hospital analyzed ICD-9 coding data, 
compiling the disease profiles between AMI's membership 
and comparison group I membership. 

Previously published literature indicates that users of 
CAM modalities are not necessarily the "worried well" 
and may actually represent an adverse selection of patients 
who are "medical failures" in the traditional medical 
system. 48

,
49 The prevalence of active disease in the AMI 

population as shown in Tables 2 and 3 is consistent with 
earlier reports of this phenomena. 

The fact that potentially life-threatening disease states, 
such as cardiac disease, hypertension, and diabetes had 
higher enrollment in conventional medicine IPAs was not 
surprising. The similar percentage enrollment of patients 
with asthma and neoplastic disease between conventional 
and integrative medicine IP As was somewhat surprising .. 
The large enrollment disparity among patients with upper 
respiratory infections (URI), as previously mentioned, 
reflects the small percentage of AMI's enrollment under 
10 years of age. 

A comparison of smoker prevalence among the AMI 
population, the HMO population, and the general state 
population further demonstrates possible adverse selection 
in the AMI population. Member satisfaction surveys, ran­
domly distributed by stratified random selection to between 
35,000 and 45,000 HMO members, annually elicited a 
response rate that varied between 25% and 30%. These 
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Table 5. Calendar year 2000 hospital days incurred among major fllinois Managed Care Organizations (MCO) versus AMI 

Total hospital days 
Total member incurred per 1000 AMI percentage AMI percentage 

Managed care entity months member months utilization reductions 

HMO Illinois 7,537,362 344.85 33.3% 66.7% 
Personal Care Insurance 787,853 320.02 35.9% 64.1% 

Company of lliinois 
Prudential Health Care Plan 269,268 285.38 40.3% 59.7% 
United Healthcare of the Midwest 361,437 236.75 48.6% 51.4% 
CIGNA Healthcare of IL 143,236 201.00 57.2% 42.8% 
Aetna US Healthcare of IL 1,664,525 177.64 64.7% 35.3% 
Humana Health Plan, Inc. 3,536,085 170.94 67.3% 32.7% 
AMI 3-year cumulative 13,645 115.0 

AMI, Alternative Medicine, Inc; HMO, health maintenance organization. 

surveys revealed a variance in the AMI population when 
measuring for smoker prevalence rate. 

In calendar year 2001, the AMI membership showed its 
highest rate of smoker prevalence: 34.9% versus the HMO 
population rate of 18.0% versus the Illinois general popu­
lation of 22.3 %. 50 

In calendar year 2003, by contrast, AMI membership had 
its lowest smoker prevalence rate of 13.3% versus the HMO 
population rate of 16.3%. We assume the large variance 
from year to year was secondary to the relatively low 
membership response rates elicited by the survey. 

Data Analysis 
AMI's outcomes data are based on claims incurred. Data 

were collected in parallel by the HMO and Independent 
Health Resources (IHR), which functions as AMI's third­
party administrator (TPA). The HMO specifically analyzed 
all inpatient costs, outpatient facility costs, and pharma­
ceutical usage. AMI, via its TP A, analyzed all inpatient 
and outpatient professional encounters and utilization, as 
well as outpatient laboratory. The HMO reported all 
utilization back to AMI on a 6-month delay to allow for 
the reporting of all claims during the experience period. 
This reporting method produced actual claims, removing 
the potential inaccuracies of claims incurred but not 
reported (IBNR). 

Data Reporting 
The HMO prepared quarterly reports to AMI on such 

managed care benchmarks as: . 
Hospital admissions per 1000 members 
Total hospital days per 1000 members 
Outpatient surgical cases and procedures per 1000 
members 
Average length of stay 
Pharmaceutical utilization and cost per member/per 
month 

These statistical benchmarks were reported as a compar­
ison between the performance of AMI as an IPA and the 
HMO network as a whole. Because of the HMO's propri­
etary concerns regarding their network's unique data points, 
AMI's outcomes are reported as percentage comparisons 
with HMO outcomes. 

RESULTS 

Outcomes: Clinical 
These data points are based on the HMO's c01Toborated 

data for the 4 calendar years 1999, 2000, 2001, and 2002. 
AMI's encounter data represent 21,743 member months 
over this 4-year period. The traditional managed care bench­
marks depicted in Table 4 illustrate AMI's apparent superior 
clinical outcomes compared with conventional IPA per­
formance over the same time frame. 

AMI's outcomes are reported as "percentage utilization" 
and "percentage reduction" versus the HMO network as a 
whole. Percentage utilization is based on actual claims data 
after a 6-month runoff comparing AMI's utilization of key 
benchmarks versus the HMO network as a whole. Percent­
age reduction reflects the mathematical complement of 
AMI's utilization percentages using the HMO network out­
comes as the normative value of 100%. 

Traditional P values of statistical significance could not 
be reported. Insurance actuaries do not currently have data 
points for variance and mean on groups of similar size and 
demographics. Oniy aggregate data (the HMO normative 
netwmk performance) representing groups of all sizes and 
demographics were available. 

Calendar year 2000 data on hospital admission days 
(Table 5) obtained from the Illinois Department of Insurance 
similarly reflect improved AMI outcomes compared with all 
the major HMOs in the Chicago metropolitan area. 

The referral pattern of AMI's PCPs compares favorably 
with historical referral patterns generated by traditional 
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Table 6. Analysis of referral patterns on AMI HMO population, 
calendar year 2000 

1. Average number of members during 
2000 ( 4987 member months/12) 

2. Total number of referrals 
3. Total number of unique patients 

requiring a referral 
4. Percentage of population requiring 

referral to allopathic specialist (l 67 /416) 
5. Percentage of population managed 

by chiropractic primary care physicians 
(PCPs) without allopathic referral (100% - 4

) 

416 

330 
167 

40% 

60% 

AMI, Alternative Medicine, Inc; HMO, health maintenance organization. 

allopathic IPAs utilizing internists, pediatricians, or OBI 
GYN s as PCPs. As shown in Table 6, the strategy of 
comanagement resulted in only 40% of the AMI member­
ship requiring an allopathic specialist referral in the calen­
dar year 2000. In other words, during the year 2000, 60% 
of \the patients were managed solely by their primary care 
chiropractic physicians. 

Referral data analysis annualized for the year 200 I 
shows AMI primary care chiropractic physicians gener­
ated I refeiTal per 33 patient encounters (1 :33 ratio). 
This is in contrast to data generated from comparison 
group II illustrating that conventional medicine PCPs 
generate I referral per 3 patient encounters (1 :3 ratio). 
This referral pattern was consistent with our prediction 
that an increase in CAM-oriented PCP. encolinters initial­
ly would result in less utilization of conventional med­
icine downstream. 

In addition to the clinical outcomes referenced in 
Table 6, measures of Quality Care were benchmarked 
by randomized patient satisfaction . surveys and an annual 
audit of all UM/UR Committee documents by the HMO 
nursing administrators. Annually, the HMO independently 
surveyed by "stratified random selection" over 45,000 
patients. Response rates were between 25% and 30% 
annually. The HMO required a minimum score for patient 
satisfaction to be between 80% and 90%, depending on 
the calendar year. AMI member satisfaction scores for the 
first 4 years were I 00%, 89%, 91 %, and 90%, respec­
tively. Analysis of HMO member satisfaction surveys 
demonstrates the AMI members consistently rated their 
experience with AMI above the HMO network norma­
tive average. 

Annual audit scores measuring IP A ~ompliance with 
Utilization Management Adherence/Utilization Review 
Activity written policy and procedures conducted by 
HMO onsite nurse auditors also were above the HMO 
network normative values. AMI's annual audit scores for 
medical administration and medical management were 
between 97% and 100% in each category. The HMO 
minin~um required score for IP A performance is 90%. 

Outcomes: Cost 
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AMI also received an annual age/sex adjusted risk pool 
analysis of its members by the HM O's actuarial department. 
Derived from this risk pool analysis was a hypothetical 
budget of predicted expenditures excluding pharmaceuticals 
for AMI's actual membership defined as the utilization 
management fund (UM fund). This budget was calculated 
in "target usage units" that have an assigned dollar equiv­
alency. IP A actua~ performance was then calculated against 
IPA-predicted performance. AMI's utilization management 
fund cost savings (below .predicted budget) were 66. 7%, 
88.1 %, 57.1 %, and 69.3% for the calendar years 1999, 
2000, 2001, and 2002, respectively. 

It is believed that the improvement in cost effectiveness 
between year I (1999) and year 2 (2000) occurred 
primarily due to an innovative mental health initiative. 
In calendar year 1999 (AMI's first year), 33% of the 
hospital days were categorized as "mental health." Be­
ginning in calendar year 2000 (AMI's second year), a 
quality initiative targeting stress management techniques 
was introduced to impact the high percentage of mental 
health admissions. 

In the subsequent 3 years ·following this initiative, 
mental health admissions have accounted for less than 
2% of all hospital days utilized. This protocol relied 
heavily on "mind/body" techniques such as cranial sacral 
therapy and energy balancing, as well as more traditional 
cognitive therapy. 

DISCUSSION 

Certainly, we now appreciate the importance of lifestyle 
and environmental factors in the optimization of health 
and subsequent prevention of disease. Reliance on the 
conventional medical model, in which pharmaceuticals 
and surgical interventions represent first-line treatment, 
may not provide the best therapeutic index to our 
patients. The AMI model seems to demonstrate the 
potential superiority of an integrated health system in 
which chiropractic and CAM therapies play a significant 
primary care role. 

Traditional PCPs, be they MDs or DOs, have little formal 
training in the various evidence-based techniques within the 
CAM arena. Doctors of Chiropractic, however, receive 
extensive formal training in the arts of spinal manipulation, 
herbal medicine, and nutrition, as well as conventional 
modem physical diagnosis. Most of the AMI PCPs elec­
tively received additional postgraduate training in homeop­
athy, TCM, and other .CAM modalities. Students of 
chiropractic learn to auscultate heart and lungs, draw blood, 
and read electrocardiograms (EK Gs), as well as perform 
pelvic and rectai exams. However, the educational focus 
and scope of practice laws vary among chiropractic colleges 
and states, respectively. 



344 Sarnat and Wmterstein 
Integrated Medical IPA 

It is incumbent on the primary care physician, of 
whatever licensure, to look at all evidence-based risk 
factors and seek to coordinate their reduction. Most of 
the time this will involve the re-education of patients 
regarding lifestyle choices such as diet, exercise, nutrition, 
supplementation, correction of posture, and stress manage­
ment issues. Lifestyle re-education emphasizing prevention 
and wellness may be best addressed by PCPs with an 
unconventional medical orientation, as opposed to con­
ventional medical physicians who have been educated 
and focus primarily on disease management. The AMI 
experience seems to indicate that a nonpharmaceutical/ 
nonsurgical orientation can reduce overall health care costs 
significantly and yet deliver high-quality care. These re­
sults . have been achieved not by decreasing or denying 
access to care but, rather, by increasing the :frequency of 
PCP prevention-oriented encounters. 

The chiropractic profession is the largest stakeholder in 
the ongoing evolution of integrating CAM therapies into 
mainstream conventional medicine. Doctors of Chiropractic 
are licensed in all states, compared with Doctors of Natu­
ropathy licensed in 11 states and Doctors of Oriental 
Medicine licensed in only 5 states. Acupuncturists and 
massage therapists are licensed in 40 and 3 0 states, respec­
tively. Chiropractic is the most commonly utilized CAM 
therapy, as published in many previous surveys. Yet, para­
doxically, core coverage by insurance benefit design rarely 
includes unrestricted access to chiropractic. Instead, a myr­
iad of excuses both by the private insurance industry and 
by the federal government currently reduce one's perso­
nal freedom by restricting access to choose unconventional 
medicine, even when practiced by licensed physicians in 
good standing. Various authors believe the restrictions on 
covered benefits for CAM therapies and unconventional 
physicians are indefensible, given the growing evidence 
base on these therapies. 51 

"Discount affinity programs" promoted as a "value 
added" service are currently the most common insurance 
format by which CAM therapies are available. In reality, 
these programs are not covered insurance benefits at all. 
They do not place the mainstream insurance underwriter at 
financial risk. Rather, they provide the insured with a 
discount off market fee-for-service rates for severely re­
stricted pseudo benefits. 52 The American Chiropractic As­
sociation (ACA), the largest professional association 
representing the largest stakeholder to the delivery of 
CAM therapies, has f01mally rejected discount affinity 
programs as an insurance sham. 53 

While the availability of discount affinity programs gives 
the public the illusion that CAM therapies are a covered 
service on par with conventional medicine, that is not the 
case. The AMI Wellness Model, by contrast, has been 
formally recognized by both the ACA and the American 
Academy of Chiropractic Physicians as a future template of 
an integrated medical model, which is "front-end loaded" 
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to address prevention and wellness. An increase in initial 
PCP services is required by the patient to re-educate and 
emphasize the modification of inappropriate lifestyle 
choices, thereby re-empowering the patient toward im­
proved self-determination. The good news is that within a 
3- to 4-month time period, much of the behavior responsible 
for the etiology of new or chronic disease has been modi­
fied. The initial investment of time, energy, and financial 
resources for CAM therapies has been successful, apparent­
ly much more successful than a quick pharmaceutical . · 
prescription and a hasty visit with a conventional PCP 
(typical of the way managed care is practiced today). 

Recently published literature also suggests patient prefer­
ence and increased satisfaction with integrative therapies for 
chronic disease states. In the articles by Eisenberg et al5

4-
56 

comparing patients' subjective perceptions as to the relative 
value of conventional care versus CAM therapies, in only 3 
of 10 therapies was conventional medicine perceived as 
superior to CAM therapies. The 3 disease states scoring 
higher for conventional medicine were high blood pressure, 
lung conditions, and digestive conditions. By contrast, back 
conditions, allergies, fatigue, arthritis, headaches, neck con­
ditions, and strains and sprains were perceived better treated 
by CAM therapies. 54

-
56 AMI's higher percentage of mem­

bers with ICD-9 codes for orthopedics, mental health, 
chronic sinus, allergy, gastrointestinal problems, and head­
aches versus the comparison group enrollment is consistent 
with this pattern. 

limitations 
This article's methodology is a nonrandomized longitu­

dinal population study comparing and contrasting both 
clinical and cost outcomes among similar populations en­
rolled in the same insurance product for the same time frame 
and geography. 

The strengths of this article's methodology are numer­
ous: (1) study length of approximately 4 years; (2) cost 
and clinical data reported "at arms length" by the actuarial 
department of the HMO to the IPA; (3) availability of 
matched comparison groups for blinded analysis of mem­
bership population for ICD-9 comparisons; (4) availability 
of randomized patient surveys generated by the HMO to 
analyze both membership satisfaction with ongoing treat­
ment and preexisting risk factors, such as lifestyle behav­
iors (tobacco usage); (5) availability of corroborating data, 
such as pharmaceutical usage and specialist consultations, 
to cross-check the accuracy of membership ICD-9 popu­
lation profiles; and ( 6) patient-oriented medical manage­
ment, whereby a variety of CAM therapies were 
individualized for each patient in the "real life" setting 
of a metropolitan-wide IPA doing business as a "clinic 
without walls." 

Of course, this article's methodology also suffers from 
inherent weaknesses: (1) the relatively limited enrollment 
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of AMI's membership population versus the matched 
comparison groups; (2) the inability to determine the exact 
effect of membership transfer in and transfer out on the 
cost and clinical outcomes; (3) lack of uniformity in. 
disease-specific treatment protocols ·utilized among all 
AMI's physicians; (4) no randomization of comparative 
IPA memberships; and (5) inability to perform standard­
ized statistical probability analysis due to industry non­
availability of required actuarial data. 

So, at the end of the day, where does this leave us? 
Have we derived valid and credible knowledge that is 
useful? At the very least, this article, for the first time, has 
demonstrated that a select group of chiropractic physicians 
successfully functioned in both a safe and effective manner 
as PCPs in a classical gatekeeper HMO model. Second, it 
has demonstrated that these same chiropractic physicians 
were capable of initiating and coordinating care for 
patients with a broad spectrum of disease states, represent­
ing a wider variety of diagnostic presentations than is 
commonly seen in most chiropractic offices. Third, the 
magnitude of improvement in both clinical and cost out­
comes compared with normative values is so large that it is 
difficult to dismiss as purely coincidental to population 
bias and nothing more. 

While admittedly the data are not definitive because of 
all of the methodological concerns enumerated, this article 
seems to demonstrate, for the first time, the potential 
superiority of integrating a nonpharmaceutical/nonsurgi­
cal-oriented gatekeeper or entry point with our already 
existing conventional health care system. Why should this 
change in PCP orientation make seemingly such a pro­
found impact on outcomes? 

CONCLUSION 

AMI's integrative medfoine IPA represents a new model 
in the delivery of managed care. This unique model has 
demonstrated promising. clinical and cost outcomes by the 
integration of complementary alternative medicine with 
conventional medicine in a defined program encompassing 
physician selection, medical management, and ·scientific 
accountability. AMI believes this model to be replicable 
on a much larger scale and is currently implementing 
different programs, such as preferred provider organization 
(PPO), point-of-service (POS), and Workers' Compensa­
tion to new geographies. AMI's HMO outcomes reported 
herein were the results of an initial prototype still in 
evolution. The performance of physicians with other 
licensures, such as Doctors of Naturopathy and Doctors 
of Oriental Medicine, as well as MDs and DOs who are 
nonpharmaceutically oriented needs to be studied in this 
context as well. 

The traditional argument against coverage for prevention­
oriented medicine is that it will not reap immediate financial 

Sarnat and Wmterstein 345 
Integrated Medical IPA 

benefits and that employee or insurance turnover is too high 
to wait for an extended turnaround time. The AMI experi­
ence suggests that cost savings may occur in the first 
calendar year of operations. 

The magnitude of improvement in both clinical outcomes 
and cost savings documented herein may not remain con­
stant when the AMI model is utilized on larger and more 
diverse populations. However, even a small percentage of 
the AMI outcomes would still have significant implications, 
given a $1.3 trillion national health care budget. At such a 
high price, AMI's initial results should warrant additional 
funding for a larger and better controlled replication of 
these findings. 
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Bad1:grcu1111id: B&ck pain a::oounts for more than $100 
billion in annual UShealth care costs and isthe second 
I ea:f! ng ca.ise of physi d awisi tsand hospital i z.a!:i ans. This 
study as::aia ns the effe:t of sysl:emati c acoass to chi ro­
pradi c care on the overall and nairomusculoske! e.ta!­
specific oonsumption of l"leEith ccre resources within a 
la-ge maraged-ca-e system. 

those without coverage, had IO"Ner uf:iliza!:ion (per 1000 
episodes) of plan radiographs (17.5vs22.7, Ftl.001), 
I0\1\1 back surgery (3.3 vs4.8, .AJ .001), hospitalizations 
(9.3vs15.6, PD .001), a'd magnetic resonance imaging 
(43.2 vs 68.9, .RJ .001). Patients with chiropradic oov­
erage, oompa-ed with those without coverage, also had 
lower arerage bad< pan episode-raa!:ed ~s ($289 vs 
$399, PD.001). 

lli'iethod!s: A 4-year rarospedive dams data eriaysis 
oompa"ing morethan 700000 health plan memberswith 
an additional dliroprad:ic coverage bEnefit and 1 mil­
lion members of the some health plan without the chi­
ropractic beri<fit. 

ReSll.llts: Members with chiropractic insurance oova-­
age, comparoo with those without ooverage, Im lower 
aim.a total health care ecpenditures ($1463 vs $1671 
per member pa-yfEfl, .RJ .001). Having chiropractic rov­
erC'(!ewas associated with a 1.S°hidecrease (P= .001) in 
total annual health carecostsai:thehaalth plan level.Back 
pain p<ti enl:s with chi roprad:i c coverage, compa-ed with 

Com:lusioD'lls: Aocessto managed chiroprad:ic care may­
reduoe overal I haalth ca-e ecpenditures through several 
effects, including (1) positive risksEfed:ion; (2) subsl:i­
tuti on of chiropractic for tra::li ti onal medical car~ pa--
ticularly for spineconditions; (3) moreoonsavctive, less 
invasivetreetmat profiles; end (4) Iowa- health sa-vioe 
oosts associci:ed with managad chiropra.ctic ca-e. ~s­
tematic aooess to managed chiropra::tic03Ie not only maf 
proveto be dinicallybensfida! but also may reduce ova-­
al I he3!th ca-e costs. 
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NTHEUNITEDSrATEq 81\Q( Atl!N 
is the re:::ond I eedi ng a:use of 
physician visits aid is second 
only to chi i dbi rth for hospital­
izal:i ons. 1 it i sa so the most pre.ra-

1011: dlronic medical problem, the num­
ber one caJSe of I ong-term di sabl I ity, and 
the second most common caJSe of re­
stri ctedadivityand useof prescriptionand 
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nonprescription drugs.Z3 Ten years ago 
health ecpmditures for chronic back pain 
were estimated to be$50 billion to $100 
bill ionannual ly ,4 and studi es1•3 sugge:i ex­
penditures hate ri sgi ecponenl:i al I y si nee 
tta time. Epidemiologic studies aso in­
dicate ai llp'Na-d trend for ba::k pain in 
both JTia'l and women, 5 atrend thai: islikely 
to continue as the arera,;ie age of the US 
population continues to increase. 

EFFICACY ti.ND SAFETY 
OF CHIROPRACTIC CARE 

FOR BACK PAIN 

There isevidl3109 supportirg the efficacy 
of chiropra:fic care for back pain. A 
compreha'lsive re.ti eN6 of the I iteraure 
eval uati ngtheeffi racy of chi roprad:i ctrs:t­
mail:s for I ow ba:k pain and other condi­
tions reported thai: raidomized control 
trials"show spinal manipulation to bebet­
ter, and no trial finds itto besignifie31i:ly 
worse, than oonverd:ional treatment." 6 

(p2220) Despite a nurnba'" of methodologic 
limi taions in some of the investiga­
tions, 6 an overvietv of the literature, in­
duding dinica trials, case-oonl:rol stud­
ies, a1d mel:a-analysss, ref!ed:s farorably 
on the efficacy of chiropractic care rela­
tivetoconventiona medical traal:ment for 
bad< pain.1,3,S.7-14 

Althoughseriouscomplia:tionsfrom 
spinal manipulation therapy !"ale been re-

(RB"RINTED) PRCH INTERN MED/VOL 164,0CT11,2004 WWW.JIRCHINTERNMED.COM 
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ported in a small proportion of chiropractic patients, 15 

for fi'\.ost of the population, chiropractic treetmait isas­
sociate::I witharaativay low risk level, on pa withcon-­
vemional medical treetments. 5•

1601 theoths- hald, com­
pr6lalsive overvieN of the literaure re1eals that it is 
€SS611:i ally unaii mous in reporting thal: chiropractic ccre 
isassodated with significantly higher patient satisfa:r 
tion compared with patients who receive conventional 
treatments. 11-20 

COST EFFECTIVENESS 
OF CHIROPRACTIC CARE 

Setera! studi es5hate produce:! pr el i mi nayevi dence dan­
onsl:rati ng cost-effectiveness of chiropractic compa-e::I 
with medical ~emait. A seiiesof studies by S:ano 
and CD! I eegues 21-24 and one study by Daar1 and Schmi ds25 
report oost barei'its of chiropractic care compared with 
conventional medical treatment for nairomuscu!a- con­
ditions in a review of current literature (mostly work­
ascompaiS:ion studies). Forinstance, a1996rost com­
parison study, 23 which a::!juS:ed for demographic, 
insuraice, and condition va-iables, revealed higher total 
(30°.kto217% higher) and outpatient (27°kto94%higher) 
mean payments of medical treatmat refativeto chiro­
pra:::tictreal:ment. These later studies support the appli­
cability of findings to managed health ccre settings by 
including lc:rgesamplesizesand ecamining edsting fee­
for-servicehes!th damsdata 

In contrast, a study by Carey a al 26 found signifi­
cantly higher heelth care oosts for patients with chiro­
pra:::ti c or orthopedic a::Te for ba::k pain ( SEO.'.>rr~y to a 
grS:er number of visits) then for paients who re:eived 
thar ba::k pain 03re from a primary care physic::iai at a 
health maintenance organization. Patients were inta-­
vi ewed over the telephone for up to 24 vveeks to asseJS 

use of 1"'!€ath care services and outcomes of care. Pa­
tientswho received care from dodorsof chiroprad:iccare 
(DCs) paid more per episode than patients who re­
ceived carefromprimarycarephysiciais (6'9°.kinurban 
s::tting and 3% in rural setting). HoWeJer, in this study 
the analyses were Ii mited to outpatient oosts rather than 
iota! costs; the costs vvere estimated using ave-age state­
wide cha'ges for a la-ge insuraice carrier; and, al­
though the analyses adjuste:f for sciaica, baseline funo­
ti onal staus, and dural:i on of pai n, 20 the study did not 
EPEcifically adjust forthevariablesoomorbidities, sever­
ity, and type of diegnosis. 

.A.nother &udy6
·
27 tra cornpa-ed oost of care for epi­

sodes of ba::k pai n ba:wesn vcri ouski nds of medi cai pracr 
ti ti 011Ers ( orthopecli sts and chiropractors) found di ff a--
ential costs for care compared with care provided by a 
gena-a! medical practitioner. Thisstudy, howeler, based 
myses on dcta col I ed:ed up to 25 years ago and thus 
~ not be applicable to todc:.v's he::.!th care 111a"ket. In 
addition, these studieswerecharacterized bysmal I s:mple 
sizes, incresing the probability of type II errors(falure 
to find a real di ffera"ICe between groups). Given the di& 
aeprt coot-effectivene ssfi ndi ngsand signi ft ca1f: mS:h­
odol ogic di fferenoes that limit study comparisons, the is­
sue of the benefit of diiropra:::tic care in todetif's heefth 
03re system r61Ycins uiresolve::I. 

ACCESS TO CHIROm.ACTIC CARE 

Chiropractors 00# represent the third la-ges!: segment 
of health care practitioners in the Unitai StaJ:es, 1 with 
50000 praci:itioners in 2000 aocording to the B.Jra;u of 
Labor S:a!:istics. 28 Acx;ordi ng to the American Chi ropracr 
tic Associaion, an estimated 21 million to 28 million 
prople now receive chiropractic ssrvicem::h year, with 
approximate! y 192 million amual visitsto DCs: be­
twen 1990 and 1997, ch1ropra::tic use increased from 
iOOk to 11%29 With growing public demand, 3) the pro­
fessi on isalsoecpe:ted to incresse 21%to 35% by2008. 16 

A reo:nl: study 31 of employers in large compaiies 
shows that chi ropraci:i c insurance coverage is 00# being 
offered to most American workS""s who are oove-ed by 
hEslth insuraioe and isincrEBSingly being offered in all 
health plan types. Ttls and other studies32 note tha: al­
though health insurance for chiroprad:ic servia:s isec­
panding, insurersoften resl:rid: ooverageto manage risk. 

Chi roprad:i c cove-age is often Ii mite:! in tarns of 
referral restrictions, conditions oovered, number of vis­
its, maximum annual doilarbe1efit, requirement forphy­
si d an referral, and amount paid per visit. Some pl ans do 
not provide covera:I benefits but instead offa- ane!:work 
program intheformof diocounted services. He::lth plai 
designs may impa:le cppropriate ao::ess to chiropractic 
clinical ca-e and mc:v diminish the strength DCshave in 
tfesting neuromusculoskel eta (NMS) disorders. 

The di soonned: bdweer'l eri dence reJardi ngthe effl­
rz.:./ aid s:lety of chi ropracti cc.are, consumer danand, and 
the limitedresesrch on cost ofchiropracl:icccre inapplied 
sstti ngshasservedto hinder i ntegrati onof dli roprad:i et:JJV­
erage in tra:!itional healthcareservices.To help bridgalis 
divide, improvea:oass to cpproprial:e chiropractic ser­
vices, aid promotebest practi ceof chi ropra:±i ccare, there 
is a need for community-based reseerch to ae::ertain the 
effect a1d bale'itsof chiroprad:iccarea'ld theassocial:ed 
uti I izati on of health care resources. 

The dal:aaia!yzed in thisstudy were obtained from 
a na:ural ecperiment setting. A natural ecpe-lment isa"I 
expe-iment conducted in real-Hfesetting raher than the 
aontrolla:l environmait, \l\lhere researchers "relyontruly 
natKally occurring e1ents in which pe::iple hale differ­
ent ecposures tha: resenblean a:tual S(perimenl:." 33(p

150J 
in this case, the data were c:olled:ed and analyzaj from 
a raura!istic setting rather than a laboratory setting. 
Although thisisnot atruee<periment, such an approach 
is common in health seivice research because of the 
high edernal validity and Q6"1Calizibility of the results 
obtained from S:udi es tlrct use:! natl.Kai e<peri merit 
methods. 

This study was conducted to i denl:ifya-id descri bethe 
demographics, disa::e; and utilization patterns of indi­
vidual swi th a::oess to chi ropra::ti c ca-ecompared with in­
di vi dua! s without such ooverage. Towcrd this end, this 
study compa-ed members of the same he::.!th plan, both 
withand without an additiona chiroprad:icbenefitsrider. 
This natural 6{pe'i ment offersa particula-ly rich oppor­
tunity to unde-stand the effe:::i:s of supplemental chiro­
practic cove-age on utilization of medical carebsca.Jse it 
employs members of the same health plan csa compari­
son group. Ebth groups&udi a:! were membersofthe same 
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largerranaga:!-care 51Jsl:emwith access tothe samephy­
siciai n::twork; with the same or similar oovS"ed ben­
dits;with the samerul es on ref erra to specialty care, hi gll­
ooa: oliegnostic tests, and hospita aid surgery approval 
guideli11$; and withthe sanee<dusions and limitations. 

STUDY POPULATION 

This 4-yeantudy (April 1, 1997,to March 31,2001)us:rl ad­
ministrative claims datafrom alarge regional managed-carenet­
work in California The.:e daaincluded inpatient and outpa­
tient data for more than 1.7 million continuously enrolled 
members containing demographic and enroHmsnt informa­
tion in addition to di~oss and procedure oodesas das:ified 
under the I rtemational Claffific;:tion cl DiS3Br:EJS, Nirth R:M­
son (I CD-9) and the Cl.U1e7t Pra;edra/ Temirdcgy, Fauth 
Edtion. Administrative claims datafromthelargei chiroprao­
tic health plan in Cafifomia, American ~ecialty H€a!th Ran~ 
vee used to SJbsequently identify approxim:tely 700000of 
the 1.7 million patientse.nroUed in the large rrmaged-care or­
ganization vvtlo alS> received additional chiropractic covera;ge 
througi anAmaican ~alty Health Plansbenefitsrider. There 
7000 OOma-nberswho were enrolled in both plans and had ao­
OS$f oa msdical andchiropracticnelworkofpractitionersVVEre 
co~ared with the 1 million membersll\iho wae enrolled in 
therranag.ed Cl:i"e netvvork only. For those members enrolled 
in both pla'ls, theadministrative claims da!:afrom the2 net­
workswere merged into one uniqueadminisraive file, thereby 
cra:.ting2main comparctivecohortsfromthesamelarge heelth 
plan: onewith access to chiropractic care and iheotherwith­
out. Theformer group had benefitscovering direct access to a 
DC without theneai ofaphy:;ician referral. Under thisbai­
ait planthepa!ient COpa,(forachiroprad:ic officevist was the 
same as it \NOuld be in a medical clinic. The benefit allowed 
foramaKimum of40 offioeviSts to a DC pa- yeer. 

Si"UDY DESIGN 

This study applied a relro::pecl:ive, longitudinal, qua:i­
ecpaiment ci, participant-nonparticipant de9gt. The cave­
out feature ofthechiropractic insurance coven:;ge offered by 
themanaged-caretieatth plan ascn optionto il:semployer~oups 
was used to create retro::pective control oohortsat 3 differ€11t 
le1els. At the fira le.tel, managed care members with chiro­
pradic inrurance coverage wa-e co~ared with the members 
in thes:me health plan without chiropractic coverage_ At the 
S300nd level, we compared members with and without chiro­
practic coverage but only if they had had l\MS claims a any 
time during theS:udy paiod. At the third le.-e!, we compared 
epis:>des of care for manbers with f\IVIS conditions receiving 
care only from DCsa.gainst manbers wil:h N\llS claims reoav­
ing care only from medical doctors(M~. 

The effect of adding a chiropractic benefit on the heaith 
plan's overall re:ource conrumption was aa:esee::I over a typi­
cal horizonforemployer-<ponS>ISd health ins.iranoe. Toad1i61e 
thi~ theob9va!:ion period and analysas wereannualized to a 
sudy period from .Bnuary 1 to December 31, 2000, wh61 as­
res:ing g-oup differencesin de-nog-aphi~ comorbidities, and 
total plan daim e<penditures. 

Howsver, tocompreh61Svely comparetheeffed:softreat­
ment for NVIS conditions between DCs and MDs, a longer ob-
53\lation period waseppropriate, becaure NNIS conditionsare 
typically time limited but recurrent and can manifeS: over mul­
tiple episodes spanning a longer period. Therefore, wee<­
panded our ana!y:;is period a:roS> 4 years from April 1, 1997, 

to March 31, 2001, to&udy theros!sand utilization patterns 
~ ed with NMS episode-~scific care. 

To enable meaningful comparisonsofutilization andco9:s 
of msdical and chiropractic care for categories of NViS dis:>r­
dersbasa:I on anatomicand clinical smi!arity, aclas;ification 
Sf&emgrnuping individual I CD-9codesforNll!Sconditionsinto 
more aggregative di~oss groupswasdevelopa::I forthisS:udy. 
The classification aim tookinto acrounttheseverity of~ecific 
conditionss.ich asneckand lower b;:;ck diagnoses. Atota! of654 
I CD-9 codes, identified by separate panels of DCs and MDs as 
NMS conditionsmoS: comrronlytreatedandeligible forinrur­
ancecover<?f19, were sorted into the following categories; neck, 
lower back, thoracic~ine and rib dimrda-~ headrohe, upper 
ectremity, lower edremity, myalgias or arthra!gia:j latent ef­
fect& and other.Additionally, SS11erity disindions\l\l\3fe made 
for neck and fol.Na'" back dia!:;loses by rort ing into complicated 
and uncomplicated condition~ thusedendingthediagno9ic 
groupsto 11. The /CD-Srodesforthe:ediagno~ic groups."1€fe 
comprehenwefy reviet\/erl for pos::ible indu9ons, e<cluson~ 
and croo:over by a pane! of DCs and medical NMS 61Cperts. 

To rracimize comparability betll'.ean medical and chiro­
prad:icooding, arubanalySswaspaformedtoexamineasmall 
group of codesthat would be equally applicable to chiropractic 
md medical practice. This ffit of codeswass3!ecl:ed for its hi~ 
frequency of oocurrenoe in both medical and chiropradic co­
horts. To level theplayingfie!d betweenchiropradicand medi­
cal caref ortheselow back pain-l:J)ecificaial~ ca:iesthat V1,iere 

asIDciaed with any daimsforback surgery were ecdudedfrom 
theruban<iysls, becaus::such caresa-elike!y tohaveco~lica­
tions forwhich chiropradic care would not be appropriate. 

In addition to encounter-~ecffic comparisons, entire episodes 
of care wa-eof intere:t in the study. For each member with at 
1ea9: 11\MS claim or a sequenceof NMS claims, an epis:ideof 
NMS care W2!S determined by the diagnosis group of there­
quenceof claims aid an a!lowahlegap bE.tween ffiY 2 consecu­
tive claimsofles:;than 45days aaimsseparcted by 45daysor 
morewereconsde.redseparateepirodes.The45-dayintervalwas 
derived fromapreJiousstudy20.22 tha1£ usadthe9 mos common 
!CD-9codsorlowbackpaintoevaluatethepercentagaoftreat­
rnait encountersthat ViSecaptured usng different inteiva!sto 
terminate an epirode. The study foundthatforthemoS: com­
mon I CD-9code(724.2) an interval of 6 wselcs(42 day~ cap­
tured 86o/<0f all encount~a-idt heremaining8di~osesyielded 
values rangngf rom 42to 49 days A sensitivity analygs ofthese 
values demonstrntedthat therewas little change in the overall 
study res.lits if thesavalues were moved upwcid or downward. 
Based on theeererults and on the clinical consanrus of an ec­
pert panel of both DCs and MDs, avalue of 45 daJSINaS judged 
to besppmpriate. For ned<-and back-relcted epis:x:les, which 
\'\leie stratified into complicated and nonoo~lical:eddiagnoos 
g-oupings, any SNitch in di~ossbaween unoomplicated and 
complicated ned<-relatEld conditionsduring the4-year sample 
period triggered theentire s::;quenoeof clams to be identified 
within theoomplicated neck diagnossgrouping. 

OVERAU. EXPENDITURES 
AND UTILIZATION 

The primary health careexpendituresconsderedforthissl:udy 
were total health careclaim expenditures, individual compo­
nerits of total health care daim coS:ssuch as thorea:mciated 
with inpatient andoutpatientrervkies, andcoS:sas:ocia!:ed with 
NMS careattheepis:>de level. Uiilization metrics included the 
fol!ovving: out pa!: ientsavices, plain radiographs, magnetic reso­
nance (M~ i~ lumbar ~ine SJrgical procedures, and in-
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patient S:ays. Health riS< chara:teri&i~ based on demograph­
icsandcomorbidityra!~ wereusedtocomparetheriS< profiles 
for different groups The health plan e<pendituresfrominpa­
tient,outpaient,anddliropracticoutpal:ientpaidamountswere 
used in the calculation of health careoossand reflect thedol­
lar value ofthepaya-S resouroe conSJmption in providing ao­
cesstomsdical atddliropradic caretoits members Prerrip­
tion claimsand phy.:ical therapydaims were not induded during 
this phase of the ongoing gudy, and tha-efore pharmacy and 
phyScal therapy c:OOs were not induded in health care coss 

ST ATISTICALANAL VSIS 

Descriptive saMi~ including meai value& standard devia­
tions, aid ci>lumn peroentages, were computed and av~ dif­
ferences bet~ goupswereevauate.d. We used 2 te:isto 
evaluate differences between categorical variables. This in­
dude.d variables with proportional value& ruch a;sax:, pro­
portion of patients in theoomorbidity and diagioos groups, 
and proportion of complicated epis:ides. To te:i thediffa-ence 
in mean vaiuesforcontinuousvariabl~ such asegaand costs, 
and toaccountfortheS<ElVl.a::I diS:ribution ofvariabl~ we ap­
plied nonparanetric analyss of variance instead of conven­
tional par.:mel:ric te:is ruch as t te:is We applied the Wl­
coxonte:i when comparing 2 cohortsand the KruS<al-Wallis 
109: when oomparing 3 cohorts 

A remilog::u-ithrric regeseon mode 1Nas also used to es­
timatetheeffeci of chiropractic ins.irancecoverage ontotal ai­

nuai health caw-eec penditures. Thetotai ha:?Ath care c:OOsof plan 
members with poStive utilization during ca1endar year 2000 
wErn regressed on their chiropractic coverage satus, art er ad­
juS:ing fortheir danogaphic, ~ and comorbid character~ 
iS:ics using thefollowing ~ecification: 

Log [(Total Health Qre Cbsls) / (Tota Heth G:re Cbsls );I OJ = 
I +I 1 (Chiropra:tic Coverc:ge) +I 2 (Female);+ I 2 (Age1 
+I 4 (Corroradity S:ore l + 1 5 (NeJro m.JSJJloskelea ); + • ;. 

The logarithmic transorm of the total ha:?Ath care coss 
was used a;the dependent variable to correct for non normal­
ity and heierosoeda:;tici ty in the cos disribution. The comor­
bidity snre,computed asthenumberofcomorbid conditions 
that a member was id61tified with during theamual period, 
was us:ld as a riS< adjuS:er in addition to age, sac, and pres­
aice of a NMS condition. The primary independent variable 
of intereS: was the dummy variable, which was equal to 1 if 
the member ha::I chiropractic coverage during the period and 
equal too if otherwise. The antilog ofthee:iimaled regeseon 
mefficient, after acoountingfor its vaiance, was used to eS:i­
matetheeffedof chiropradiccoverageontheannualtotalhealth 
care coS:sof the health plan as follo~4: 

-_ 1 - GJ 
g=exp_ 1 2Var() 1 

where Vat(·) is the~uared standard error of thee:timated re­
ges8mt coefficient 1-

COMPARISON OF MEMBER COHORTS 

Yer 2000daimsfor 707690 he:llth plan memberswith 
.chi roprad:icroverageaid 1001995 manberswithout chi-

ropra::tic roverage were compared. Demographic cha'­
aderistics aid comorbid oonditions for memba-s with 
and without chiropradic insurance coverage are dis­
played intheirable. 

Members with d1i roprad:i c coverage were younger 
(mean cge, 33 yesrs) tha1 memba-s without chi ropra:r 
tic ooverage (mecn age, 36; Po .001). The cohort with­
out chiropradic ooverageoontained a slightly higher pa"­
oentage of ferlal ememba-s( 52.1 %female) than theoohort 
with chiropradic ooverage (51.6% .. fema!e, Po .001). 

Members with chiropradic coverage al so were less 
Ii kelytha1 menbers without chi roprad:i ccoverageto hare 
oomorbid medical oonditions. The proportionsof mem­
berswho had specificcomorbid conditions, including hy­
paiaision, diabees, cardiacaThythmias,heartfail ure,and 
nutritional di sorders,rangedfromO.S°Ato 6.5%i nthepopu­
iati on with dliroprad:ic oovercge and 0.9°kto 7.3% in 
the population without ooverage (P=. 001 for ea::h 
comparison). In particular, heart failure(O.&'kvs0.9°Ai), 
cc:rdi aca-rhythmia:( 1. 6%.rs2.0%) ,and hypsiensi on( 6.5% 
vs7.3%) werelowerin re!ativeoocurrence in the mernba" 
population with chi ropradi cooverage. Annual total health 
cc:redaim oosl:softhemember populal:ionswithand with­
out dli ropradi c ooverage for yesr 2000 are presanted in 
Figure 1. The per-member-per-)ES" (PMPY) costofmem­
berswithchi ropradiccovercge.ivas$1463,whi d1 was$208 
lovver (FD .001) than the Rl!IPf cost of memberswithout 
the coverage($1671). ThistrcrlSlal:es toa 12%rErlud:ion 
in ainual costs incurred by the managed care orgaiiza­
tion on mSTJberswith chiroprad:icoova-age. 

COMPMI SON OF NMS PATIENT COHORTS 

The 141616 patients with NMSoonditionswho ha::I chi­
ropra:tic coverage were also oompa-ed to 189923 NMS 
patients without chiropractic ooverage. As with man­
bers with and without chiropra::tic cove-age, NMS pa­
tientswith chi roprad:i coova-agewereyounger ( me:n age, 
41 years) then NMS patients without dliropractic cov­
erage (meen age, 44 years; Po .001). Similarly to mern-
00-s with and without chiropra::tic cove-age, NMS pa­
tientswithchiropra:ticcoveragewe-elesslikelythan NMS 
patiems without chiropractic oovercge to hare oomor­
bid medical oonditions (FD .001 for ea::h of the oomor­
bid conditions preJiously mentioned). 

The overal I medical ecpenditures ofthe patiatswith 
N MS corlditi ons during the year 2000, including the ma­
j or oomponail:s of the e<penditures, are presented in 
figure 2. The AV!Pf cost of NMSpatients with dliro­
pradic ooverage w-as $2345, which W&S $361 lovver 
(Po .001) tha1 the Al/IP( cost of NMS patients without 
the oovercge ($2706). This traislctes to a 13% re:!uo­
ti on in ainua costs incurred by the hell th plai on NMS 
patients with chiropractic coverage. 

Annual per capita hospital cost for NMSpal:ientswith 
chiropradic cova-age ($1224) wa;:, $210 lower or 15% 
(Po .001) thal that for NMS pal:iaits without chiroprac­
tic ooveraga The annual per capita anbulatory oost for 
NMSpatientswith chiropradiccoverage($1121) wa:, 12°,.b 
Iowa- (P=. 01) than the corresponding ex>& for NMS pa­
tients without dliroprad:ic coverage ($1272). The ar­
nual per capita cost of providing chiropra::tic cc:rewas 
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.Att:re.1at1cn ~ /:\rrerican Specialty Health Rans 
*!Verrbers with clirqra;tic ~were yrurger, a.ierell ml inthe65-ys and o!cer gaip, and h!ld la.ver canat:idties fa 2'J of the 25 ooncmcns. 
tS:a1stJcallysgiificart et Pl.001. 

2000 

1671 

..,.1500 
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~ 1000 
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Fii;µe 1. Pmual tdal ccst redldim Menms with ctirq:radic ~ 
were assoo ate::! with $2J6 I ONer per-m:rrtier-per-y ea- (Pl\IP() tdal health 
we eipendttreS fer the yes- 2000 (Pl .001) ASl-P mdcaces Pmaicen 
Specialty ~th AlilS 

$31, whch anounted to only 1%ofthetotal dollcrvalue 
of resoura:s consumed ($2376) by NMS patients be­
tw001 the 2 cohorts. 

To a::iju& for age, sec, presence of an NMS condi­
tioh, and comorbiditydifferenoesbctw001 cohorts, assni-

- O"iropractic Cbst l!lll3SI "°11:1.Jlaicry Cbst (P=.Cl1) 
E:ZJ1 Hospta!Cbst(P<oot) lllilll T<telOJst (P<.001) 

3000 

2500 

31 

WthASl-f>~ \Mtho..t~ 
(IMh ~ailoske! eta!Claimi:) (IMh Nsurarusailoske! eta! ClaUrs) 

Figue Z CM:rall m:rlcal eq:errltl.res. Pa!1erts with narcrruscltaskel etel 
coicitlcns who had chirq:ract1c roterage were asscdae::I with $330 lcwer 
pa--rrember- per-J'?€1' (PllJP() tda! heB!th aw expm:ih.res fa the year 
2000 lhe I ONE!' ca;t Is daived fran bdh IOHer tia;:::ite! cost l:lj $210 and 
IONer errb.lrtay ccst bf $151. Pvaues WS"e dE!errrired USlng the 
Wlco:cn test. FUrthEr regesscn myss will be o::ndded H::sµta! costs 
irdudl o.Jlp8:1ert hosPtal ~ces. emrgercy departrne:t Visits, ard 
irpet1ert Se1V1ces. Tctal costs incftde has!:ital ccsts ard arl:JlJatay ccsts. 
ASH=' indcates Pmaicen Specialty Health Ams. 
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fi9Jli' 3. Ej:isore d cire L.tiliz2l:i01 enslysis fer bedl: p3n patiets. Presence 
d ctirq:ractic ro.-erage was asscdst6:i with a$110 redlcti01 inca;t per 
~sale ar.d a $45 red..tctim in cost per paliert fa all expcndtures relct6:i to 
nar01'U.!5Cld05k ae:a care d.Jring the 4-yea- period (flpril 1, 1997. to March 
31, :a:JOI) (Pl .001). ASW indcates Pmsican Spe:ialty 1-ei!th Rans. 

so 

filJlJll 4. BreOO:b.vn by flg,..oo& items. Pccess to ctirq:ractic care was 
associated v.~th IONer rates d hi!tJ resourc&Utilizi ng o:nµnerts d 
na.rO'T'IJSO.l05k eeta care (Pl .001). ASHP indclltes />mericai specially 
~th Plms: IVIR, ~ic re;aimce. 

log regressionanalysiswas also usa::f to esl:imatetheim­
pad: of chiropracticcareasaoovered benefit on total ha3lth 
care oosts of the health plan for yeElf 2000. The esti­
rnaed ooeffident for chiropractic coverage indiCEtor (01) 
was0.0162. Theregressionresultsindiatethal:the pres­
ence of dli ropracti c insurance cove-age was syS:em3:i­
cal ly associated with an approximately 1.S°Ai lower 
(P=. 001) ate-age total health care oost of ITl611ba"s, at-

. ta- controlling for differences in age, sec, and the num­
ba" of comorbidities. The 1.S°Medud:ion in tota health 
care costs per rnernbEr i sequi val en!: to approximate! y 13% 
of the $208 PlViPY observed oost difference reported in 
Flgure1. This translates to an approximately $27 All!Pf 
potenl:ia cost sa.iing that can beattribute:i to the pres­
ence of chiropractic insurance coverage in the plan, ct­
ter accounting for di ff erenozs i n demographic a-id oo­
morbidity risksof the members. 

BACK PAIN-SPECIFIC TREATMENT 

Figure 3 presaits data related to the cost of providing 
c;Eife for ba;;k pain, at en episode i etel, for the 4-year pe­
riod (April 1, 1997, to March 31,2001). TheatEragecosl: 

ll1l.i'll MDQire(Patients Wlhcut DCCbverege) 
30 lz::J MDQre(Rltimts\.l\l!IJDCOM!rage 

but OriyM D\hds) 

Fig.re 5. l\/ls:ical care Sl.bstitlti01. Pr€5€nCe cf c!irq:ractic COl6"2fle was 
asscdated with a stift in the case dstrib.Jti en eNey fran med cal cb:tas 
(M:s) to dld:as cf cflrq:ractic care (O:::S) fa neck a1d tack p-ciJl€mS, 
indcat ing astbstitlti01 cf ctirq:rsctic fa J:hjsidm care. Ali;:rq:aticnal 
differences ere staiisticallystg:ificirt at the Pl .001 16/EI. 

per back pain episode for patieras with chiropractic cov­
eragewas$289, whim was$110or28%1ower (.F0.001) 
than for ba::k pain pc;tie-ts without chiroprafic oovEr­
age. Aggregating episodes for ead1 patient during the 
4-yer period, theava-agecosl: of back pain tra3:ment for 
patients with dli ropra:::ti c coverage was$522, whi d1 was 
$45 or 8%lo>il'\l'a'than theoorresponding bad< pain treet­
mert oost for patients without chiropra::tic oova-age. 

Furtha'rnor~ theproportionofoomplicae::tback pain 
episodeswasonlymarginallyhigher (10".kvs8%, PO .001) 
for patients who received care only from MDscompare:i 
with the pati ent:s who reoeive:i care only from DCs. 

Utilization rates for bad< pain episodes presail:ed 
in Fig1ne 4 indicaesignificanl:ly lower utilization of re­
souroes across all mcjor high-cost areas for NMS pa­
tients withchi roprad:ic i nsuranceoova-ageoompare:i with 
those without. Bad< pain patients with chiropractic oov­
e"age had fetM inpatient: &atsthan did those without 
chiropractic ooverage (9.3 vs 15.6 stats per 1000 pa­
tients, RJ .001). The MR im:ge ratewas also IC>Wa" for 
back pain patients with chiropractic ooverage oom­
pa-ed withthose without chiropractic cove-age (43.2vs 
68.9 MR images per 1000 pal:i a-ts, RJ .001). The rate of 
lovver back surgeryamong patienl:swithchiroprad:ic oov­
erage was lower as well (3.3 vs4.8 surgical procedures 
per 1000 pal:i ents, PD . 001) . 8aci< pan pal:i enl:s with chi­
roprad:i c oova-age also re:.eived fewa- radiographs(17.5 
vs22..7 per 1000 patients, RJ .001) than did back pain 
pa!:i ents without chiropractic cova"age. 

SUBSTITUTION EFFECTS 

Figure s presents the distribution of NMS daims re­
ported for neck aid back pain episodes during the 4-yeer 
period. This tabl ecompares2 groupsof pati enl:s, both who 
sought care for NMS complaints from MDsonly. How­
eter, manba"sof one of the groupswerel i mite:i by the ab­
saioe of a::icesstochi ropraforswithln thep! an due to lack 
of chiropra::fici nsurancecoverage. Theproportionof neck 
comp! ai ntssea1 by MDsfor pal:i aitswith chiropracti coov­
erage was8.3% 4 peroentage points I ower (FD .001) than 
for theoorresponding proporti onfor patients without chi-
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ropradic coverage Simila-lyfor back pain, the propor­
tion of oomplaintsSEe11 by MDs for p<tieits with chiro­
pra::tic coverage was 16.4%, 6 peroaitage points lower 
(ftl .001) compared with patients without cove-age Cor­
respondingly, a very high rate (approximately SO°Ai) was 
al so observed for the proportion of neck and back oom­
p4 ai nts seen by the network DCsduring the same period. 
Thissuggest~ substitul:i onof DCca-efor MDca-efor neck 
and ba::!< complaints. 

Thehigll prevalence end ra:urrail: incidence of back pain, 
aswell as the heavy eronomic and disability burden tha: 
itimposesonsociayasdocumaited intheliterature,point 
to a mc:jor area of public health cono.::rn. Simulta­
neously, there isgrowing evideice for the low riskses­
socicted with chiroprad:ic spinal manipulation in most 
cases and fatorablee.Jidence for itseffediveness in treat­
ing low back pain. In addition, patients treated for back 
p3 n by DCstend to bemoresctisfie:lthan patiail:streal:e.1 
by MDs. HoweJa-, despite this e.ridence for S?Jfay, ef­
fe::iivmess, and growing public demand, health instJ'"­
a'"lce ooverage for chi roprad:ic care continues to rernai n 
restrid:ed, relal:jve to otha"' health servicm, partia.Jlarly 
in the rnancge::f care sector. 

Thisrestrid:ionof access to health insura'"lce for chi­
roprad:icca-e isnot duetoalack of DCs,however. Rather, 
d1iropracticca-eis beroming increasingly pre.ialail: in 
theAmericai health caresystem. The increasing a:x:ep­
tance of chiropractic care as a source of comprehen$ive 
complementary ra-efor NMSproblemsisrefled:e::f in that 
the chi roprad:i c field is the fastest growi nganong al I doc­
toral-I eve! health professions.17 

To date, there has been littlereseerch linking chi­
ropractic and merlical ul:iliz<:i:ion data at a patient level. 
Thus, a powaful opportunity to oompa-e the effects of 
chiropractic aid ma::lical maiagemait of costly NMSoon­
ditions, such asba::k: pan, in areal-world maiage::f care 
SEiting has bEal underusa::I. This study integrated and 
analyzed comprehensive actministratlvedata from alarge 
managed medical ca-e organizaion and the chiroprao­
ticcareplc:n that provided an additional chiropractic 001-
efitto morethan 4QO;f,of itsmanbers. ~oompcring rnan­
bers within the s:me me::fical maiagecl ca-e plan both 
with and without direct access to chiropra::l:ic care, this 
study providesadditi ona! i nformai on on the effed of chi­
ropractic insurance bmsfits on the resource utilization 
within a manaJe::f ca-e nawork. 

For the maiaged careplc.n studied, the presence of 
aS1...pplenentary chiropra:::tic insurchoe option was es­
rociatedwith favorablemember saectionbytheplan. This 
isevident in that memberswith oovere::J chiropractic 001-
efits wernsignificantly younger and had lessoomorbid­
ity burden. This favorablesaedion could have been an 
aiifad: of 2fad:ors that refle:i employer aid employee 
prefere;ices. The larger companies in paticula-, in the 
intS"est of maintaining alargeprodud:iveworkforce, may 
hare bs::n likay to offer additional benefits, such as 
supplementary insurance, to a:tracl: younger and healthier 
individuals. f.i.J: the same time, potential employees, pcr­
tiru!arlythosewho maintain a healthier I ifestylemay have 

been morelikelytoseek employment in oompanies tha: 
offer benaits oove-ing complementary ccre (eg, chiro­
pra:tic or acupuncture) that can beperoeive::l aslessag­
gressivetree!:mert modalities. 

Thisstudyfoundthat memberswithchiropracticoov­
erage had a 12°k I rmer amua! medical care cost, not ad­
j usi:i ng for member risk cha"ad:eri sti cs. After oontrol Ii ng 
for thecost-savi ng effectsassociate::f with ravorabledemo­
graphic and medical risk factors, the regression aialysis 
found astatisticall}Slgnificait1 .6'%ra:!ud:ioni ntotal medi­
cal carecoststhat can beisolaedtothe presaic:eof chiro­
practi c coverage Most of this 1. S°Me::Jud:i on in the plai's 
total medical costs islikayderivedfrornthe 13%roouo­
tion in the total medical costs obsave::f for the subset of 
members with NMS oorrditionswho al so had chiropractic 
roverc:ge. In ou- study population ofO. 7millionmembers 
who had chiropra::ticooven;geintheme::fical plan, we es­
timated an annua re:luction of approximaely $16 mil­
lion asare3Ult oflower utilizaionof high-cost items. This 
is a oonserval:i ve estimate of the cost sari ngs for the pl an 
ttrct can be associated with members in the medical plan 
usi rg their suppl emeitarybenefi tstossek chi roprad:ictreal:­
mert oftoor NMSprob!ans. Theesl:imal:edoost savingap­
pea-s to morethal offset the amount spa1 to oover the 
associc:ted oosts ofthechiroprad:ic balefit. 

The analyses reate::J to NMS episodes elucidate 
sourass of these cost savi ngsrel al:i ngto chi roprad:i c treal:­
mert of common NMSoomplaini:s, ad1 asna::k aid back 
pain FOOJSi ng on I ow bad< pain di <?f1!10SES that wa-e se-
1 eded spa:i fi cal I y for oomparability betv.Jeen medical and 
chi roprad:ic practi ~ our analysisfound tra pati enl:swith 
chi roprad:ic coverage ha:i si gni fi artly I ower ra!:es of use 
of resource-i ni:ensi ve technologies, such as x-ray 6{ami­
nations, MR image, and surgery, and IONEr use of more 
ecpsisivepal:ient caresettings,suchasinpatienl: care. This 
isreflede::J intliesignificanl:lylower cost, a both theepi­
sodelevel and the patient level 1 of providingcareforback 
pan. Thediffa-enoein episode-spe'.:ificand pal:ierrt:-letel 
resource utilization did not seem to beduesoleyto adif­
ference in severity of cases S96'"l by DCsand physiciais, 
si nae theesti mated 2%di fferenoe i n sareri ty between di­
roprad:i c and medical patients of bad< pan did not con­
stituteadinically meaiingful difference. In addition, the 
subS:itul:ionof chiropra:ticfor physciarica-eevidenl: from 
the shift in the case distribution bEtweai physidaris and 
Des wh€l1 chiroprad:ic ooverage was preseit aso oon­
tri buted to the oonsa-vai on of heel th care resources. 

Althoughtheresultsfromthestudymaycarrypolicy 
i mpl ia:ti ons in the managed care industry, the Ii mital:i ons 
of this study are worth noting, especially since they also 
open up at61U€S forfutureresearch. This study only aia­

lyzeseffectsof chiroprad:icoover~einalargebut specific 
man;:.ge::f care population. Fl..'i:ure research oovering geo­
graphically diverse populations across sareral plans is 
needed to ascertain and validal:etheeffed of achiropra> 
tic benefit on utilizationpal:ternsand costeffe:is, ctteroon­
trolling for differences arisingfrom fa:tors, including lo­
cai on, pl ai-epeci fi cbendit design, i ndustrytype, and other 
undete::ied biases, such a; patient burden of diseeee. Co­
morbidity sooreaid demographic charad:eristicssuch cs 
~ewereconl:roliedforintheregressionmodel. However, 
the significantlymorefavorableprofileofthe plc.n men-
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ba-swho 99 ed:e::f chi roprad:ic oova-age poses some oon­
oem regardingthega16"al izabi I ityoftheresultsto asicka-, 
ol de-population.Especial lyasthea.ta-ageageoftheAmeri­
can population oon!:inues to increase in the nect deca:fe, 
the safety end appropri aeness of chi ropraci:i c care for el­
da"ly patienl:swill need to be morethoroughly eralu:te:f. 
Further re:se;;rch isalso necessary to quantify utilization 
and costsassociate:f with DC vs MD care for otha" NMS 
oondi ti ons, and to ascertain di ni cal outoomes for sped fi c 
NMS conditions. 

Thesubstitution ofchiropractic utilization for medi­
cal care i soenf:ral tot he i ssueof provi di ngcost-effed:ivecare 
for NMSconditions in arrrcnage::f careenvi ronmenl:, si nee 
the provision of chi roprad:i c benaits as suppl ementc:ry 
i ns..nn:erai SESthe possi bi I it)Of i nduce:i demand for medi­
cal lyunneosssary care. Thisstudyfounderidenoethatasub­
startial porti onofthechi ropracticcaresoughi: by the man­
berswi th i nsuranre ooverage wati3 more often substitute::f 
for medical care rather than add-on care. Further resecrch 
isneeded toquail:ifythissubS:itutioneffed:. Theeffed:sof · 
substitutionofchiroprad:iccareutilizctionformedical care 
ooul d befurther pursued byaialyzi ngdctaon patiaiswith 
episodesofNMScarecornaicged byDCsand MDs, which 
was beyond the scope of this study. Although most back 
pai n patients hare nonspecific syndromes, a fav bad< pai n 
cases areca.JSOO bysata-eunda-lyi ngoonditi ans. Aocurate 
dicgnosisan:t appropriatere!fena areesseitial forthissub-
56: of I ON ba::k pain cases and demaid an integrative ap­
proach. Thi spoi nt i sespa::i al I y i mportaiti n Ii ghi: ofthesub­
stituti on betw631 DCsand internists found bythisstudy. 
Finally ,quesl:i ons continue to rernai n regardi ngthe effec­
tiveness of chi roprad:icca-e relativeto theoosl: ofcareand 
qua.I ity of the ha:d th ca-e reca ved. Future research usi ng 
pati en!: surv~s( qua! ity-of-l i fe:nd pai enl: sal:i sfad:i onmea­
sures) inconjundion with medical record re1i61\/arewar­
ranted to further e.raluatethecost-effectivenessof chiro­
practic ca-e in managed care settings. 

Thisstudy provides additional information regard­
ing thea:onomic benefits and utilization patterns asso­
ciated with systernatic acress to chiropractic care Ft.r­
thermore; it offa-s ai integraed ba:leline (combining 
chi ropracii cand medical uti I izati on dai msdata for a com­
mon rohort of memba"s) for future research e.ra! uati ng 
the effect of alternatived i ni cal management ap­
proaches to ma::!ical conditions (ie, ba::k pan spedfi­
caly)with high di red: and indired: consumption of medi­
cal rE.SOurces and a high derivativesocietal oost given the 
cbsalteeism and burden of diseaaeassociaed with than. 
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:fter a period of relative stability dur­
ing the 1990s, the rate of increase in 
healthcare spending has once again 
accelerated1

•
2 Annual increaseshave 

been between 10% and 15% for the 
last 3 years (2001-1003). The cost of 
medical insurance premiums has 
matched these increases. During the 
period fiom 2002 through 2003, the 
annual rate of increase in insurance 
premiums averaged 13.9<'/o, and these 
rates of increase are only expected to 
increase in the foreseeable future. 3 In 
response to these increased costs, the 
employers who fund most private 
health insurance and the insurance 
industry are seeking mechanisms to 
reduce the financial burden of rnedi~ 
cal care insurance. For the past sev­
eral decades, the principal mecha­
nism for limiting this · :financial 
burden has been the various utiliza­
tion management tools associated 
vvith managed care. 

Most agree that although these 
tools have been relatively effective 
in controlling costs in the past, there 
are very few additional savings to be 
had fiom utilization management of 
existing healthcare benefits. This 
leaves managing the benefit itself: 
controlling what services are actually 
covered, and transferring greater :fi­
nancial responsibility to the employ­
ees as mechanisms for controlling 
costs. In this environment, the pros­
pect of providing additional benefits 
has very little appeal. As health poli­
cymakers, employee benefits manag­
ers, and insurance company manag­
ers decide to what extent chiropractic 
care should or should not be included 
in any healthca..re benefit package, 
those decision-makers will be exam-



ining the net effect of a chiropractic 
benefit on total premium and medi­
cal costs.4- 6 To the extent that the 
addition of a chiropractic benefit is 
perceived to add to healthcare costs, 
there is much less likelihood of add­
ing such a benefit. Similarly, existing 
chiropractic benefits willcome under 
pressure if it is believed those bene­
fits add costs to the total premium or 
health plan medical expenses. 

In calculating the net cost of a 
chiropractic benefit, a number of :fuc­
tors must be taken into account 
First, the relative unit cost of chiro-­
practic care must be compared with 
unit cost of medical care. That is, 
given- a comparable patient and se­
verity of condition, what is the cost 
per episode of chiropractic care ver­
sus an episode of medical care? A 
number of studies have addressed 
this question but do not anive at a 
uniform answer.7

- 13•
42·43 A study by 

Carey found that the cost per episode 
of care under chiropractic care was 
greaterthanfor primary care medical 
providers but less than for care by 
orthopedists. 13 Cherkin found the 
cost of chiropractic care and that by 
physical therapists to be nearly iden­
tical.42 

The second :fuctor that will deter­
mine the net cost of chiropractic care 
is the extent to which patients are 
substituting chiropractic care for 
medical care versus whether patients 
are using chiropractic care in addi­
tion to medical care.16

•
17 Although 

chiropractors and physicians un­
doubtedly treat a similar patient pop­
ulation, their modes of treatment are 
dissimilar. Because the nature of a 
chiropractic and medical treatment 
encounter are different, it might be 
expected that some patients would 
use medical care under a certain set 
of circumstances and chiropractic 
care under a different set of circmn­
stances. 

Finally, to fully measure the eco­
nomic impact of chiropractic care, it 
is necessary to evaluate whether chi­
ropractic patient management of· 
back pain, neck pain, and related 
conditions differs in any way from 
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medical management of these same 
conditions that affects costs. Specif:. 
ically, the question arises whether a 
patient under chiropractic care is 
more or less likely in the future to 
seek care for the same or similar 
health problem than patients treated 
under medical care. Once again, 
even if a single episode of care is less 

· costly under chiropractic care, if chi­
ropractors manage patients in a fash­
ion that induces :future episodes of 
care, a chiropractic benefit could i& 
crease costs. 

This study does not compare the 
costs of chiropractic versus medical 
episodes of care. Rather, it analyzes 
the effect of a chiropractic benefit on 
the rates of patient complaints for 
back pain, neck pain, and related 
conditions and on the number of 
episodes of care created by chiro­
practic and medical providers. The 
investigation takes advantage of a 
natural experiment in which a set of 
employers has independently chosen 
to include or not include a chiroprac­
tic benefit in their companies' medi­
cal plans. By comparing the rates of 
patient complaints for a common 
group of neuromusculoskedtal 
(NMS) pain diagnoses among those 
employer groups with and without a 
chiropractic benefit, it is possible to 
evaluate the degree to which a chiro­
practic benefit does or does not cre­
ate additional demand for medical 
care selVices and whether patients 
are substituting chiropractic care for 
medical care. The study also mea­
sures and compares the fiequency of 
actual episodes of care under chiro­
practic versus medical care. 

Methods 

Study Design 
Study P opulationTbis 4-year de­

scriptive study (April 1997 to March 
2001) used administrative claims 
data from a large regional managed 
care network in California. These 
data included inpatient and outpa­
tient claims data for members of the 
managed care network who were 
continuously enrolled during the 

study period. The dataset included 
demographic and enrollment infor­
mation in addition to diagnosis and 
procedure codes as classified under 
the Intemaional Classification of 
Diseases, 9th Revision (ICD-9) and 
the Current Procedural Te1minol­
ogy, 4th Edition (CPT). 

Within this managed care network, 
individual employers had the option 
of selecting the health plan with or 
without a benefit for chiropractic 
care. This chiropractic benefit was 
separately administered by American 
Specialfy HealthPians, a health plan 
that provides benefits riders for ser­
vices such as chiropractic, acupunc­
ture, and massage therapy. For those 
employers who selected the chiro­
pra.ctic benefit, the administrative 
claims data from the 2 networks 
were merged into 1 unique adminis­
trative file, therefore creating 2 main 
comparative cohorts from the same 
large health plan: one with access to 
chiropractic care and the other with­
out. The former group had benefits 
covering direct accessto a chiroprac­
tor without the need for a physician 
referral. Under this benefit plan, the 
patient copay for a chiropractic of:. 
:fice visit was the same as it would be 
in a medical clinic. The benefit al­
lowed for a maximum of 40 office 
visits to a chiropractor per year. For 
the purposes of this study, the fol­
lowing 4 cohorts were evaluated: 

1. Cohort A: Patients in health plans 
that cover chiropractic care who 
received any treatment (chiro­
practor or peysician) fur NMS 
conditions. 

2. Cohort B: Patients in health plans 
that do not cover chiropractic care 
who received treatment for NMS 
conditions (by definition, medical 
care). 

3. Cohort C: Patients in lhealth plans 
that cover chiropractic care who 
received chiropractic treatment 
for NMS conditions. 

4. Cohort D: Patientsin health plans 
that cover chiropractic care who 
received medical treatment for 
NMS conditions. 

:··.:::::··:.::·'. 
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West Coast Health Plan 

PatientsWrih 
DC Coverage 

3.129,000 
Member Years 

Patients Without 
OCCverage 

5.197,000 
Member Years 

Cohorts: 
NMSPatienls 

Without DC Coverage 
(Medical Patients} 

Fig. 1. Overview of study design 

Figure 1 provides an ovemew of 
the study design. · 

There are 2 aspects of this design 
tbat need to be emphasized with 
respect to the study question. First, 
individual patients do not decide 
whether they will have chiropractic 
coverage. That decision is made by 
benefits managers or others vvithin 
the particular employer group. Sec­
ond, the medical physician, hospi­
tals, and clinics that are represented 
in cohorts B and D are the same 
group of physicians and institutions. 
These physicians have patients who 
both have and do not have chiroprac­
tic coverage, and they are unlikely to 
be systematically aware of this con­
dition. As a result of these 2 design 
elements, any differences seen be­
tween cohorts B and D are most 
probably the result of the difference 
in chiropractic coverage and not a 
confounding factor. 

Study Period. The study period 
covers April 1, 1997, through March 
31, 2001. 

Identificaion and Definition of 
Neuromusculoskeletal Episodes of 
Care. Identification of NMS pain 
episodes of care was made by the use 
of ICD-9 codes that are a part of all 
administrati\e claimsdata.A total of 
657 ICD--9 codes were identified as 
representing this set of conditions. 
These codes were classified into 8 
different diagnostic categories: 1) 
low back pain, 2) low back pain 
(complicated), 3) heck pain, 4) neck 
pain (complicated), 5) thoracic spin 
pain, 6) headache, 7) myalgias and 

:····· -.·.-.--... :::: ......... . 

arthralgi.as, and 8) othetimiscella­
neous. The "complicated' designa­
tion in the low back and neck pain 
categories identify those diagnoses 
suggestive of discopathy and/or ra­
diculopatby. This set of 657 diag­
noses represents 96. 7% of all chiro­
practic claims in the health plan. The 
remaining 3.3% were claims for ex­
tremity complaints. Extremity com­
plaints represent a much higher pro­
portion of medical claims. As a 
result; chiropractic extremity care 
:represented only a very small pro­
portion of total extremity complaints 
and negligible effects on the total 
utilization rates. Therefore, these 
complaints were excluded from the 
analysis. An expert panel of chiro­
practors and medical physicians 
evaluated this diagnostic classifica­
tion for appropriateness and com­
pleteness. 

Aggregation of claims into dis­
crete episodes of care was made on 
the basis of both a "clean period" of 
45 days with no claimsaswell as the 
diagnostic category that defines the 
type of episode. The clean period of 
45 days is consistent with previous 
studies using administrative data. 8 •

9 

Each episode is initiated by I of the 
NMS pain codes in the diagnostic 
list. All services using 1 of these 
codes and with a maximmngap of 45 
days between claims were aggre­
gated into 1 episode of care. Thus, a 
new episode was created if a new 
diagnostic categozy is used or en­
counters are separated by more than 
45 days. A claim-free 45-day win­
dow was applied to the start and end 
points of the 4-year study period to 
identify and include members with 
nontruncated episodes. For any epi­
sode tmt~ginsdoongthisperiod 
but extends beyond March 31, 2001, 
all services related to that episode, 
within the 45-day limit, were treated 
as if they fell within the 4-year pe­
riod. Similarly, any episode that be­
gins within 45 days before April 1, 
1997, but extends into the 4-year 
period was considered to have oc­
curred totally outside of the study 

period and was not be used in the 
analysis. 

Data Preparation and Merging. 
Data preparation included transfer of 
all relevant claims data fiom the 2 
different data sources (see subse­
quently), loading of the data onto a 
common server, and filtering by 
health member continuous enroll­
ment to ready the data for analysis.· 
Data relevant to patient enrollment 
(ie, insurance coverage information) 
and health service encounters (ie, 
dates of service, diagnoses, proce­
dures, and so on) were loaded onto 
the server. Analysis was conducted 
using SAS version 6.12. Before the 
analysis, the data were validated as 
follows: 

• Verification ofthe names, number 
of files, and m.rrnber of records 
contained in each file with each 
respective data source. 

0 Validation of the fonnat of the 
data (character, numeric~ and 
length). 

• Identification of key variables in 
the datasets (age, diagnosis codes, 
and so on), production of :fre­
quency reports of the data, and 
validation of the variables' con­
tents, again woOO.ng with each re­
spective data source .. 

• Running of algorithms (computer 
programs designed to detect im­
plausible data)to ensure the integ­
rity of key variables (eg, ICD-9 
and CPT 4 codes). 

For patients with chiropractic cov­
erage, there is an entirely separate 
and distinct management and storage 
of claims data for their chiropractic 
care than for their medical care. For 
this study, a patient's chiropractic 
claims were merged with their med­
ical claims producing a single claims 
file for each covered patient. Merg­
ing of the datasets was accomplished 
using 1 of the following methods: 1) 
Each health plan member is assigned 
a unique identi:ficationnmnberthatis 
used for both the medical and chiro­
practic claims. This number was 
used to link a patient's chiropractic 
claims with their medicai claims; or 
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TAB.E 1 
Demographic and Comorbid Conditions of Patients With Neurom1USCuloskel eta~ 
aa.ims, Both With and Without Chiropractic Benefits (01/2000 to 12/2000) 

Patients With Patients Without 
Chiropractic Cowrage Chiropractic Coverage 

Damograp hies 
N 
% Female* 
Mean aget 
Age groups 

0-17 
18-21* 
22-35* 
36-55* 
56-65 
n65* 

Comorbid conditions 
Congestive heart failure* 
Cardiac arrhythmia* 
Hypertension * 
Diabetes:!: 
Hypothyroidism* 
Nutritional/ metabolic disorder* 
Psychosis* 
Oep ression* 

*Pvalue n 0.001. 
t P vatue n 0.0001 . 
:j: P value n 0.05. 

2) In the event there was no com­
mon, unique member identifier (be-< 
cause of data entry errors), the data 
were linked using both member so­
cial secUrity number and date of 
birth. Once the data were linked, a 
unique identifier was created and 
mme, address, and social security 
number were purged fiom the dataset 
to assure patient confidentiality. Any 
data not linked. by these 2 methods 
were eliminated fium the study. 

Data Analysis. The primruy study 
question, "Is chiropractic care substi­
tution care or add-on care?" was 
evaluaied by comparing the rates of 
patient complaints in the 9e diagnos­
tic categories ofNMS pain described 
previously. If patients are substitut­
ing chiropractic care for medical 
care, a reduction in the rates of epi­
sodes ofNMS pain should be seen in 
cohort D (medical patients in groups 
with chiropractic coverage) versus 
cohort B (medical patients in groups 
without chiropractic coverage). Con­
versely> if little or no substitution is 
taking place> the rates in these 2 

707,690 1,001,995 
51.6% 52.1% 
32.9 (SD n 20.9) 35.5 (SD n 21. 6) 

31.9% 26.2% 
5.1% 4.3% 

14.6% 18.4% 
33.7"/o 33.2% 

8.2% 8.2% 
6.5% 9.6% 

0.6% 0.9% 
1.6% 2.0% 
6.6% 7.3% 
28% 3.0% 
1.5% 1.5% 
1.6% 1.7% 
1.1% 0.9% 
1.9% 1.6o/o 

cohorts should be roughly equiva­
lent. 

We also compared the total rates 
of complaints betweencohort A (chi­
ropractic and medical patients with 
NMS complaints in the groups with 
coverage) and cohort B (medical pa­
tients with NMS complaints in 
groups without chiropractic cover­
age). If substitution is occurring, 
there should be little difference in 
these rates. If little substitution is 
occurring, the combined rates of chi­
ropractic and medical patients in co-­
hort A will be higher than the rates in 
cohort B. Because many patients 
have multiple episodes of care, rates 
will be expressed both in terms of 
total number of episodes per thou­
sand health plan members and total 
mnnber of unique NMS patients per 
thousand health plan members. The 

. data reJXJrted are population param­
eters and as such are not subject to 
tests of s'"i.atistical significance. 

There were some employer groups 
(and thus, some patients) who, dur­
ing the study period, either picked up 

or dropped chiropractic coverage. As 
these changes took place, the patients 
and their associated healthcare epi­
sodes were shifted into the appropri­
ate study cohort. Thus, in calculating 
the rates of diagnoses in the various 
cohorts, the total number of patients 
in each cohort (the denominator in 
the rate calculation) was expressed in 
terms of "insured member years." 

Results 

Data Preparation 
Of the chiropractic claims data 

files from April 1, 1987, through 
Maroh 31, 2001, 98.3% were suc­
cessfully merged with the MCO 
claims :files. For the 4-year study 
period, there were 3,129,752 insured 
member years in the groups with 
chiropractic coverage and 5,197, 686 
insured memberyears in the groups 
without chiropractic coverage. 

Study Population Characteristics 
An analysis was conducted on a 

subset of patients who did not 
change their chiropractic coverage 
status during calendar year 2000. 
(The 4-year data contains a slightly 
greater number of total patients be­
cause it also includes those who did 
change their chiropractic coverage 
status at some point during the 
study.) There were smalldifferences 
in demographic characteristics and 
rates of coffiorbid conditions in the 
study populations. The group with 
coverage was slightly younger and 
had fewer comorbid conditions in 
moot of the categories studie4. A 
summaiy of the study populations is 
shown in Table 1. 

Comparison of Study Cohorts 
A total of 1,394,070 unique pa­

tients were identified with NM:S 
complaints during the observation 
period. Of these, 174,209 were chi­
ropractic patients, 332>548 were 
medical patients with chiropractic 
coverage, and 887,313 were medical 
patients without chiropractic cover­
age. A breakdown of these patients 
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TAB.E 2 
Tota.I Number of Unique Patients With NMS Pain Complaints in Study Cohorts 

Cohort A Cohort B 
P.rtienl:s 1Mth Chiropractic Patialrts Without Chiropractic Cohort C Cohort D 

Diagnostic Category Coverage (Total of Cn D) Coverage Chiropractic Patisnts Medical Patients 

Low back pain (uncomplicated) 
LON back pain (complicated) 
Low back pain (tolal) 
Neck pain (uncomplicated) 
Neck pain (complicated) 
Neck pain (total) 
Thcracic spine/rib pain 
Headache 
Nonspecific myalgias, arthralgias 
other (misc. undifferentia1Jad 

pain diagnoses) 
Total 

Pa~~ill't$ pe:r 
1000 

member 
ye~rs 

112,420 198, 197 42,095 70,325 
12,307 22, 702. 4,612 7,f§J5 

124,727 220,949 46,707 78,020 
80,276 117,7CX3 40, 144 40, 132 

1,557 3,346 195 1,362 
81,833 121,049 40,339 41,494 
37,429 42,372 25,049 12,380 
~.459 122,496 9,313 47,146 
68,155 124,920 22,264 45,891 

138,154 '255,fI2.7 30,537 107,617 

506,751 887,313 

~-l:;iV~ii~;w·-------1 

l O.:·vel".'c19e : 
] ·~ WithO'.st i 
i.__ __ ~9?:~1.J 

174,209 332,548 

the rates of patient complaints per 
1000 memberyears. The group with 
coverage includes both chiropractic 
and medical patients. 

Low :Sack Pain Nee~. ?aJn T:iciac:c/fW:i~ 

Treatmmt of these patients re­
sulted in 1,997,356 episodes of care 
forNMS complaints. Ofthese, chi­
ropractic care resulted in 357,697 
episodes; medical care to patients 
with a chiropractic benefit re&ul.ted in 
450,221 episodes; and medical care 
to patients without a chiropractic 
b;enefit resulted in 1,189,438 epi­
sodes. Table 3 shows a breakdown of 
these episodes by cohort and diag­
nostic category_ 

Rg, 2. Rares of pa1ient complainls in groups with and without chiropractic coverage for low 
back pain, neck pain, and lhoracic spine and nb pain 

Pa:tiants. pe.r 1·000 
meml!er:yGatl!i 

by cohort and diagnostic categOl)' is 
shovvn in Table 2. 

Converting these raw counts to 
rates per 1000 memberyears allows 
a direct comparison of the utilization 
of care in the cohorts with and vvith­
out chiropractic coverage. In 2 of the 
diagnostic categories, thoracic spine 
pain and neck pain, rates were 
slightly higher in the groups with 

Condition 

coverage. In the other 4 categories, 
low back pain, headache, nonspecific 
myalgias,and otherrateswere higher 
in the groups without coverage. In 
total, the groups with chiropractic 
coverage experienced a rate ofl62. 0 
NMS complaints per 1000 member 
years compared with 171.3. NMS 
complaints in the groups without 
coverage. Figures 2 and 3 compare 

Expressing the care in terms of 
eJ)isodes per 1000 member yeats 
produces a different finding than ex­
pressing it in terms of patients per 
1000 member years. In 5 of the 6 
diagnostic categories, with the ex­
ception being headache, rates were 
higher in the group with chiropractic 
cove rage. They were markedly 
higher in the spine categories and 
only slightly higher in the nonspe­
cific and other categories. Including 
all diagnostic categories, the group 
with coverage experienced258.2 ep­
isodes perlOOO memberyears versus 
229.6 episodes in the group without 
coverage. Figures 4 and 5 compare 
the rates of episodes in per 1000 
memberyeara. As stated previously, 
the group .. with coverage includes 
both chiropractic and medical pa­
tients. 

···.·-···· . . ···:····:····-· 
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1ABl..E 3 
Totaf Number of Episodes of Care for NMS Complaints in Study Cohorts 

Cohort A Cohort B 
Patients With Chiropractic Patients Without Chiropractic Cohort C Cohort D 

Diagnostic Category Coverage (Total of en D) Coverage Chiropractic Patients Medical Patients 

Low back pain (uncomplicated) 
LoN back pain (complicated} 
Low back pain (total) 
Neck pain (uncomplicated) 
Neck pain (complicated) 
Neck pain ~otal) 
Thoracic spine/rib pain 
Headache 
Nonspecific m)la1lgias, arihralgias 
Other (misc. undifferentiated pain 

diagnoses) 
Total 

!Episodes per 
1000 member . 

years 

183,356 154,960 87,958 95,398 
18,:L.'J3 4,041 7,3fJJ 10,873 

201,579 159,001 95,308 106,271 
137,989 268, 143 86,574 51,415 

1,884 31,391 281 1,603 
139,873 299,534 86,855 53,018 
62,044 52,061 47,973 14,071 
82,953 163,410 i7,669 65,284 

114,982 180.193 47,923 01,0f:fJ 
206,307 335,239 61,789 144,518 

807,738 1,189,438 357,517 450,221 

,-~e 
: l!l!Wilhout 
' CQwrage 

Fig. 4. Ra~ of episodes of care in groups wifu and wifuout chiropractic coverage for neck 
pain, low back pain, and thoracic spine and n'b pain. 

to increase the number of patients 
who seek care for NMS pain com­
plaints. With some relatively minor 
exceptions, for instance, thoracic 
spine pain, patients who seek chiro­
practic care for NMS conditions ap­
pear to substitute that care for medi­
cal care on a one-t0-0ne basis fur the 
particular region of complaint. In all 
of the diagnostic categories, the rates 
of Nl'>A:S patient complaints in the 
cohort with chiropractic coverage 
(OOth medical and chiropractic pa­
tients) was vezy similar to the rates in 
the cohort vvithout coverage. The 
overall rate of allNMS complaints in 
the 2 cohorts was within 5% of each 
other, with the lower rate being in the 
group with chiropractic coverage. 

RQ. 5. Rares of episodes of care in groups wilh. and wifuout chiropractic coverage for 
headache, nompecific myalgias, and other compbms. A1so shown is the total ram of episodes 
of care for all ccndilloos in 1he 2 study groups. 

Discussion 
Table I shows ¢atthereare statis­

ticallysigni:ficantdifferencesin demo­
graphic and comorbid characteristics 
between the 2 main study groups. 
However,it should be emphasizedthat 
the statisticasignifi.canceislargelythe 
result of the extremely huge sample 

size and not oflarge group differences. 
Overall, the study populations are 
quite comparableand the small popu­
lation differencesare tmlikelyto have 
affectedthe study results. 

Two distinct patterns emerge from 
this study. First, the presence of a 
chiropractic benefit does not appear 

From the point of view of an 
insurer or an employer who is con­
sidering the impact of adding a chi­
ropractic benefit, these results sug­
gest that a chiropractic benefit is 
quite different than, for example, a 
dental benefit. When an employer 
adds a dental benefi~ they are not 
replacing care :from preexisting pro­
viders covered by a standard medical 
benefit. All services provided under 
a standalone dental benefit represent 
new costs. A more accurate charac­
terization of the addition of a chiro­
practic benefit would be that it is the 
equivalent of expanding the netwruk 
of available providers for care of 
NMS conditions .. Patients with back 
pa.in, neck pai~ and related com-
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plaints can choose either chiropractic 
care or medical care~ and this ex­
panded choice does not seem to re­
sult in more patients seeking care. 

The second pattern to emerge is 
that patients who come under chiro­
practic care experience more epi­
sodes of care than patients under 
medicalcare.In mostdiagnostic cat­
egories, chiropractic patients experi­
enced approximately 2 episodes of 
care, whereas medical patients expe­
rienced just over 1 episode. This 
pattern is most pronounced in the 3 
back pain categories. The overall rate 
of episodes per patient in the chiro­
practic cohort was 2.05 versus 1.35 
among medical patients in the group 
-with coverage. 

There are 2 possible inte1preta­
tions of this second finding. It could 
be that the treatment effects of chi­
ropractic are not as longlasting as 
medical care and that chiropractic 
patients are returning for care as their 
symptoms return. However, this sup­
position is not supported in the clin­
ical literature. The evidence that does 
exist suggests that spinal manipula­
tion, which is the primary treatment 
modali1y used by chiropractic pro­
viders, is at leastas robust as medical 
interventions relative to long-term 
effects. 18 - 23 

A more plausible explanation is 
that chiropractic management styles 
encourage patients to retmn for care. 
It is possible that the attitude toward 
back pain among chiropractors and 
medical physicians is quite different. 
For chiropractors, the set of NMS 
complaints considered in this study 
comprisys virtually the whole of chi­
ropractic practice.24 - 27 Chiroprac­
torn' attitudes towaro these com­
plaints undoubtedly reflect this fact 
By contrast, NMS pain complaints; 
at least for nonspecialist physicians, 
represent a small subset of their total 
patient population. Medical physi­
cians are known to regard back pain 
as a :frustrating complaint to treat and 
could communicate this attitude to 
patients, which could discourage fu­
ture care.28 - 30 Additionally, there is 
ample evidence that patient satisfuc-

tion -with chiropractic care for back 
pain is substantially higher than pa­
tient satisfaction with medical care 
for back pain 31- 37 Patierts who have 
had a generally more positive expe­
rience with chiropractic care could 
be more likely to return for subse­
quent care. 

A study by Stano also reported 
more episodes of care among chiro­
practic patients.38 It was hypothe­
sized that this could reflect a ten­
dency of patients with more chronic 
NMS conditions to migrate to chiro­
practic management. Most studies 
have found chiropractic and medical 
back pain patients to have a similar 
level of severity, but there are no 
data on the relative chronicity of 
these patients with which to evaluate 
this hypothesis. 

The net effect of this higher rate of 
episodes among chiropractic patients 
is relatively modest. The overall rate 
(all diagnostic categories) of epi­
sodes of care among the group with 
chiropractic coverage is only 12°/o 
higher than the group without cover­
age. 

This study demonstrates that in 
evaluating the relative cost of chiro­
practic care, it is necessary to eval~ 
ate costs at both the episode level 
and at the patient level. Existing 
studies that have com.pared an epi­
sode of chiropractic care with an 
episode of medical care could have 
underestimat ed the chiropractic 
costs. 

Most of the data that describe the 
utilization of chiropractic care is de­
rived from surveys rather than fium 
claims data or from other sources 
that directly measure care.39 - 41 In 
this study, the rate of utilization of 
chiropractic care by NMS patients . 
vvith a chiropractic benefit was quite 
high. Overall, patients with NMS 
complaints -with chiropractic cover.;. 
age used chiropractic care 34.4% of 
the time.It is ofparticularinterestto 
note that among the patients in the 3 
back pain categories, chiropractors 
saw 45.90/o of all patients in the 
group with chiropractic coverage. 
This figure is considerably higher 

than is usually reported. These find­
ings suggest that when patients are 
offered the choice of chiropractic 
care, through a chiropractic benefit, 
versus medical care for back pai~ 
nearly half the patients -will choose 
chiropractic care. 

Limitations 
There are no data available from 

the national health plan to determine 
any potential differences in the types 
of employers with and without chi­
ropractic coverage. It is not known if 
the 2 sets of etnployers, those with 
and without a chiropractic benefit, 
examined in this study varied signif 
icantly in the industry and job type 
represented by those employers. 
Thus, it might be possible that these 
results are skewed by differences in 
the makeup of employers in the com­
parative groups. However, our anal­
ysis of the demographic and comor­
bid status of the 2 groups 
demonstrated only very minor differ­
ences among the employee popula­
tions. It is vezy unlikely that the 
overall effects seen in this study are 
systematic artifacts of different pa­
tient populations. 

It might be argued that the :finding 
of more episodes of care under chi­
ropractic management is simply an 
artifact of the arbitrary definition of. 
episodes of care and is mostly a 
reflection of the different styles of 
chiropractic and medical practice. In 
this regard, the average duration of 
an episode of care for uncomplicated 
low back pain under chiropractic 
management was 35 days, compared 
with 10 days under medical care. 
Results fium this study and others 
indicate that it is clearly a character.;. 
istic of chiropractors to provide more 
services per episode for back pain 
than medical physicians. ff the de:fi~ 
nition of episode of care were 
changed to lengthen the "clean pe­
riod,)> the rates of chiropractic and 
medical episodes would be much 
more similar. Jn any case, it remains 
true that the most valid comparison 
of the cost of chiropractic versus 
medical management is on a per-



patient basis, thereby aggregating all 
episodes into 1. 

Results of this study might mt be 
generalizable to other medical care 
settings and :financing ammgements. 
If a different set of economic incen­
tives and management procedures 
were in place, these could result in 
different rates of utilization of 
healthcare services. In this study, the 
medical providers were reimbursed 
under a capitated arrangement, 
which did not provide economic in­
centives to increase care. Under a 
more traditional fee-for-service :fi­
nancial arrangement, it might be pos­
sible that the medical providers 
would adjust their behavior to attract 
and retain more NMS pain patients 
and thus create provider-induced de­
mand. It should be noted, however, 
that the chiropractic providers in this 
study were operating in a fee-for­
service environment and their ac­
tions did not seem to result in a net 
effect of increased demand 

In calculating the cost of chiro­
practic care, it must be observed that 
chiropractors often manage patients 
outside of the context of treating a 
discrete episode of pain Chiroprac­
tors could dispense a variety of nu­
tritional or herbal supplements. Chi­
ropractors could also administer so­
called "maintmance care" to 
asymptomatic patients. These prac­
tices were not considered within the 
parameters of the covered chiroprac­
tic benefit that was analyzed in this 
study, but such practices ·could well 
be the oonn in other cirol.llilstances. 

Conclusion 
Within a managed care setting, the 

inclusion of a chiropractic benefit 
does not increase the overall rates of 
patient complaints for low back pain, 
neck pain, and related NMS pain 
disorders. Patients appear to be di­
rectly substituting chiropractic care 
for medical care. At the same time, 
those patients who use chiropractic 
care experience more subsequent ep­
isodes of care than patients who use 
medical care. Thus, the economic 
effects of a chiropractic benefit in 

Chiropractic as Substitution Care • Metz et al 

this setting are best evaluated on the 
basis of a per-patient comparison 
~ther than on a per-episode compar­
ison 
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Clinical Observation on the Treatment of Hypertension by Combination 
of Western Medicine and TCM 

Objective: To observe the clinical effect in the treatment of hypertension by 
integrate TCM with western medicine on basis of differentiation, 
classification and individuation. 

Method: 492 cases were from inpatients, outpatients and coordinate area. 
They were randomly divided into two groups, control group and observation 
group. The patients in the observation group were classified into six types by 
way of combining TCM with western medicine on the vases of 
differentiation, classification and individuation. 

The administrated the series of Jiangyabao No. 00 to No.04 respectively. (the 
series of Jiangyabao consists of 5 kinds of products: Jiangyabao No. 00 for 
administering laxatives and resolving phlegm, invigoration the spleen and 
dispelling dampness; Jiangyabao No. 01 for replenishing qi and nourishing 
Yin, regulating and tonifying the liver and kidney; Jiangyabao No. 02 for 
tonifying Yin and checking exuberance of Yang, subduing Yang and 
endogenous wind; Jiangyabao No. 03 for subduing the liver and removing the 
fire, dispelling the heart and removing dysphasia; Jiangyabao No. 04 for 
replenishing qi and invigorating blood circulation, dispelling wind and 
administeringf the vessels. The drugs mentioned above are manufactured by 
the drug-manufacture center of the academy according to the relevant 
coordinate prescriptions to O.Sg capsule. The patient control group 
administrated nimodipine or compound Jiangya tablets. The criteria for 
diagnosis and evaluation of curative effect rate were based on Criteria 
Established by the Symposium on Epidemiology, Prevention and Treatment of 
Cardiovascular Disease. 

Result: the overall effective rate and remarkable effective rate for the · 
observation group were 98.3% and 88.3% respectively, 86.7% and 50.0% for 
the control group (P<0.05 and P,0.01) respectively. One to five years follow­
up for the observation group showed the control rate of diastolic pressure 
lower than 90mmHg (12pa) was 87% and the series drugs of Jiangyabao, 
didn't induced the disturbance of metabolism of potassium, lipoid and sugars. 

Conclusion: The curative rate of the observation group was better than that of 
the control group and the control rate was improved. Moreover, there was no 
reverse effect on the metabolism of organism. 

(By Deng Qihua & Fu Wenzeng, from Henan Academy ofTCM, Zhengzhou, 
Hennan, China) 

http://www.ontcm.com/ dise/hyper/hyper-4 .htm 1/18/2006 
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Abstract 
Background: Out-of-pocket expenditures of over $34 billion per year in the US are an apparent 
testament to a widely held belief that complementary and alternative medicine (CAM) therapies 
have benefits that outweigh their costs. However, regardless of public opinion, there is often little 
more than anecdotal evidence on the health and economic implications of CAM therapies. The 
objec:tives of this study are to present an overview of economic evaluation and to expand upon a 
previous review to examine the current scope and quality of CAM economic evaluations. 

Methods: The data sources used were Medline, AMED, Alt-HealthWatch, and the 
Complementary and Alternative Medicine Citation Index; January 1999 to October 2004. Papers 
that reported original data on specific CAM therapies fr:om any form of standard economic analysis 
were included. Full economic evaluations were subjected to two types of quality review. The first 
was a 35-item checklist for reporting quality, and the second was a set of four criteria for study 
quality (randomization, prospective collection of economic data, comparison to usual care, and no 
blinding). 

Results: A total of 56 economic evaluations (39 full evaluations) of CAM were found covering a 
range of therapies applied to a variety of conditions. The reporting quality of the full evaluations 
was poor for certain items, but was comparable to the quality found by systematic reviews of 
economic evaluations in conventional medicine. Regarding study quality, 14 (36%) studies were 
found to meet all four criteria. These exemplary studies indicate CAM therapies that may be 
considered cost-effective compared to usual care for various conditions: acupuncture for migraine, 
manual therapy for neck pain, spa therapy for Parkinson's, self-administered stress management for 
cancer patients undergoing chemotherapy, pre- and post-operative oral nutritional 
supplementation for lower gastrointestinal tract surgery, biofeedback for patients with "functional" 
disorders (eg, irritable bowel syndrome), and guided imagery, relaxation therapy, and potassium­
rich diet for cardiac patients. 

Conclusion: Whereas the number and quality of economic evaluations of CAM have increased in 
recent years and more CAM therapies have been shown to be of good value, the majority of CAM 
therapies still remain to be evaluated. 

Page 1 of 15 
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Background 
Complementary and alternative medicine (CAM) has a 
reputation for good value among health conscious con­
sumers [ 1]. In the United States consumers spend over 
$34 billion per year on CAM therapies [2 ], dollars ~pent 
outside the conventional health care financing system. 
Such evidence on out-of-pocket expenditures is a testa­
ment to the widely held belief that CAM therapies have 
benefits that outweigh their costs. Regardless of public 
opinion, there is often little more than anecdotal evidence 
on the health and economic implications of CAM 
therapies. 

The pautj.ty of outcomes research in CAM has likely 
depressed access to CAM therapies by impeding their inte­
gration into financial mechanisms commonly found in 
conventional health care. Most US consumers who have 
health insurance coverage, either through public or pri­
vate institutions, bear the entire cost of CAM therapies 
out-of-pocket [3]. Theoretically, CAM therapies seem 
effective and a good candidate for cost savings because 
they avoid high technology, offer inexpensive remedies, 
and harness the power of vis medicatrix naturae (the body's 
natural ability to heal itself). As such, a thorough and 
external review of economic and health outcomes of CAM 
is necessary for evidence-based consideration of CAM 
therapies as a covered expense. That being said, it is also 
known that affirmative evidence on economic and health 
outcomes is a necessary, but not sufficient step toward 
CAM coverage, and not the decision itself. Other factors 
such as historical demand, political expediency, consumer 
demand, and practitioner enthusiasm may also be consid­
ered in the decision to incorporate CAM into a health 
insurance policy [1,4,5]. 

The need for economic evaluations is also growing in con­
ventional healthcare. An increasing number of health 
plans and hospitals have moved from a simple budgetary 
focus in formulary decisions to requiring detailed evi­
dence on the economic value of considered therapies rel­
ative to alternatives [ 6, 7]. Beyond their use in decisions 
concerning health insurance coverage, economic out­
comes of both CAM and conventional therapies also 
influence health policy, justify licensure of practitioners, 
inform industry investment decisions, provide general 
evidence to consumers about potential economic bene­
fits, and can guide future research efforts through identify­
ing decision-critical parameters for additional research 
[8,9]. 

In their systematic review of CAM economic evaluations, 
White and Ernst [ 4] identified 34 economic evaluations of 
CAM conducted between 1987 and 1999; only eleven of 
which were full economic evaluations (ie, compared both 
economic and health outcomes between two or more 

http://www.biomedcentral.com/14 72-688.2/5/11 

alternatives) [10]. Quality was evaluated by noting 
whether cost data were collected prospectively and 
whether comparison groups were comparable - ie, 
assigned randomly. Unfortunately, their search strategy 
included the term 11 alternative medicine 11 but not 11 com­
plementary medicine. 11 Therefore, all single therapy stud­
ies in their review are of CAM therapies that are usually 
used as substitutes (alternatives) to conventional care ( eg, 
acupuncture, homeopathy, and spinal manipulation). No 
studies of complementary therapies (those used in con­
junction with conventional care) were included, despite 
the use of the term "complementary" in their conclusion 
that spinal manipulative therapy may have benefits for 
back pain, but "there was a paucity of rigorous studies that 
could provide conclusive evidence of differences in costs 
and outcomes between other complementary therapies 
and orthodox medicine [ 4]. n 

The objectives of this paper are: 1) to introduce concepts 
commonly applied in economic evaluations of health 
technologies (often called technology assessment) so that 
practitioners and CAM users can translate and benefit 
from published evidence; and 2) present a systematic 
review of the current scope and quality of economic eval­
uations of CAM. We begin with an overview of economic 

. evaluation, including didactic examples from the CAM 
economic literature to help clarify.the concepts presented. 
Readers familiar with this type of analysis can skip this 
section and proceed directly to the methods section. 

In our systematic review we expand upon and update the 
initial review by White and Ernst. We evaluate study qual­
ity in more detail, using both additional study design cri­
teria and quality of reporting criteria, and present a 
summary of the results from exemplary studies. While 
their review was the first of its kind, economic evaluations 
in the CAM literature have improved greatly in the last five 
years. We end the paper with a description of the 
attributes of CAM that make economic evaluation chal­
lenging and how these issues may be addressed. We hope 
that practitioners' interest in economic evaluation will 
continue to grow, leading to greater incorporation of this 
research into CAM trials. 

What is an economic evaluation? 
· An economic evaluation is a comparison of outcomes 
among alternative ways of achieving common objectives. 
These analyses are conducted according to explicit, sys­
tematic, and consistent criteria, and take into account 
both the positive and negative consequences of each alter­
native. Consequences may include economic, clinical, 
and humanistic outcomes, known as the ECHO model 
[ 11]. Economic outcomes represent the consumption and 
production of resources and their monetary value from 
the perspective of a decision maker. Clinical outcomes are 
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Table I: Three forms of full economic evaluations 

Number of Health Outcomes 
Unit of Health Outcomes 

Results 

Cost-benefit Analysis (CBA) 

Multiple outcomes 
Summary measure in monetary 

units (eg, US dollars) 

Net benefits 
(B 1 + B2 - C 1- C2) 

http://www.biomedcentral.com/14 72-6882/5/11 

Cost-effectiveness Analysis (CEA) 

One outcome 
Natural units ( eg, reduction in 

number of hot flashes) 

Cost-effectiveness ratio* 
(C 1 - C2) /(E1 - Ei) 

Cost-utility Analysis (CUA) 

Multiple outcomes 
Summary measure in quality of life 

units ( eg, quality-adjusted life­
years, QAL Y) 

Cost-utility ratio* 
(C 1 - Ci) /(QALY 1 - QALY2) 

*Results are calculated when both the costs and the effects (health outcomes) of one therapy are higher than those of another. When the costs are 
lower and the effects are higher for one therapy, it is said to dominate the alternative (and the alternative is said to be dominated) and no ratio is 
presented. C 1 = total costs of alternative I; C2 =total costs of alternative 2; B 1 = monetary value of health outcomes of alternative I ; B2 = monetary 
value of health outcomes of alternative 2; E1 = health effects of alternative I; E2 = health effects of alternative 2; QALY 1 = quality-adjusted life-years 
of alternative I ; QAL Y 2 = quality-adjusted life-years of alternative 2. 

medical events that are professionally meaningful. 
Humanistic outcomes are a broad category of intangible 
personal attributes, typically collected through self-report. 
Humanistic outcomes include quality of life characteris­
tics such as sense of safety, physical comfort, enjoyment, 
meaningful activity, relationships, functional compe­
tence, dignity, privacy, individuality, autonomy, and spir­
itual well-being. Conventionally, clinical and humanistic 
outcomes are considered health outcomes, and we follow 
this convention for the remainder of the article. 

There are several forms of economic evaluations that can 
be performed (cost-effectiveness analysis being only one 
of these) and each differs based on the selection and 
measurement of health outcomes. The perspective (or 
point of view) taken for the analysis also influences the 
selection and measurement of consequences, because not 
all outcomes are important to all decision makers. Gener­
ally, there are three perspectives for economic analysis: 
individual ( eg, patient), institutional ( eg, health mainte­
nance organization), or societal. The societal perspective 
accumulates all outcomes, while individual and institu­
tional analyses are more selective. Regardless of perspec­
tive, the objective of an economic evaluation is to provide 
information on consequences relating to alternatives 
faced by a decision maker. 

The most basic form of economic evaluation is a table that 
lists the individual economic and health outcomes of 
alternative interventions. This table is known as a cost­
consequence study. Cost-identification studies and cost­
minimization analyses only address economic outcomes 
and are discussed below in that section. The remaining 
forms of economic evaluations summarize economic and 
health outcomes into a single result (Table 1). 

The advantages of performing cost-benefit and cost-utility 
analyses are that multiple outcomes are summarized into 
a single unit, either monetary units such as dollars (CBA) 

or QALYs (CUA) and that therapies with different sets of 
health outcomes can be compared bas·ed on the differ­
ences in the summary measures. Cost-benefit analysis has 
the additional benefit of directly indicating whether the 
therapy pays for itself. 

The disadvantages of CBA and CUA come from the tech­
niques required to produce a summary measure. Cost­
benefit analysis requires putting a monetary value on all 
health outcomes (and ultimately on life), and cost-utility 
analysis assigns value to health outcomes based on their 
contribution to quality of life under the presumption of 
population-based preferences. An extensive literature 
addresses the methodological and theoretical issues 
involved in the construction of these summary measures. 
The process usually occurs in two steps. In the first step, 
health outcomes of the intervention are measured, and in 
the second the outcomes are valued in summary units and 
aggregated. Cost-benefit analyses often assess the mone­
taryvalue of health outcomes based on willingness-to-pay 
using a technique called conjoint analysis [12-14]. Will­
ingness-to-pay inherently places a lower values of life on 
individuals with low income, because they can not pay 
what they do not have. Cost-utility analyses have multiple 
methods to place quality of life values on health out­
comes, also known as social tariffs. Summary measures of 
quality of life may not be sensitive enough to pick up 
short-term changes such as for acute conditions and will 
not pick up specific clinical outcomes like blood pressure 
control [15]. Examples of instruments used to capture 
these general health states include the EuroQoL (EQ-SD) 
[ 16] and the Health Utilities Index [ 17]. 

Cost-effectiveness analysis (CEA) is the current standard 
in the literature, and has the most straight forward inter­
pretation. Under CEA, therapies useful for a specific dis­
ease or condition can be directly compared using a metric 
of effectiveness relevant to that condition, such as blood 
pressure control. Although these types of analyses do not 
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Table 2: Economic outcomes to include in economic evaluation 

Type of Cost 

Direct costs: Medical 

Examples 

Intervention costs: 
Practitioner fees 
Diagnostic costs 
Therapy costs 
Service costs: 
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. Perspectives in Which This Cost is Included 

Portion paid by health plan included in institutional 
perspective 
Portion paid by patient included in individual perspective 
All included in societal perspective 

Facilities and equipment, including hospitalization or 
clinic/office costs Ancillary staff 

Direct costs: Non-medical Transportation costs Usually all paid by the patient, so often included in 
Time off work for appointments/hospitalization individual perspective · 

Indirect costs 

Intangible costs 

Lost work productivity during recuperation 
Lost leisure time 
Child care costs 
Costs to care givers 
Pain 
Suffering 
Grief 

Summarized from similar tables in other references [I, 20, 22]. 

allow a summary of multiple outcomes they tend to 
respond well to the most urgent questions, such as how · 
much would it cost to reduce the number of gestational 
diabetes cases by 10%? Clearly, a reduction in gestational 
diabetes cases has measurable implications in quality of 
life and economic units, but the creation of a summary 
measure is not necessary to address the decision maker's 
question. 

No matter the approach taken, it is recommended that the 
estimated outcomes (economic, clinical and humanistic) 
of health care alternatives used in economic evaluation 
are best estimated in pragmatic clinical trials that directly 
and realistically compare the therapies of interest [10]. 
Rarely are the results of placebo-controlled trials appro­
priate [1,4,18-20]. Also, since many CAM therapies target 
chronic disease, it is important that the study period be 
long enough to capture the full benefits and costs of each 
therapy, and that future costs and benefits be discounted 
to the present for comparison. Finally, all economic eval­
uations should include some type of sensitivity analysis to 
test the robustness of results to the various assumptions 
made [l,20,21]. 

What are economic outcomes? 
Economic outcomes are the net bundle of resources for­
gone due to an intervention valued at the opportunity cost 
of those resources (the value of their next best use or 
"opportunity"). Since the cost of a therapy differs depend­
ing on whether you are a patient, a health plan, or a health 
care provider, the economic outcomes (ie, costs) of each 
therapy depend on the perspective of the study. Studies 
that only measure the economic outcomes of interven-

All included in societal perspective 
Usually all paid by the patient, so often included in 
individual perspective 
All included in societal perspective 

Not usually included as costs; instead, may be included in 
humanistic outcomes in cost-utility analysis 

tions are known as cost-identification studies. A study that 
describes the economic and health outcomes of a single 
therapy can also be called a cost-identification study. 
These studies inform full economic evaluations. That is, 
they provide the data needed to better design future stud­
ies that consider both the economic and health outcomes 
of two or more alternative therapies. A cost-minimization 
analysis (CMA) explicitly as~umes equivalence in health 
outcome among alternative therapies, and examines only 
economic outcomes. In practice, it appears the same as a 
cost-identification study, but under the assumption of 
equivalence, a CMA is a full economic evaluation. 

Table 2 has been summarized from other references 
[1,20,22] and gives a list of the types of economic out­
comes and the perspective of analysis where each is con­
sidered. Note that these types of economic outcomes 
should be inclusive of both the full costs of the therapy 
and of any treatment for adverse effects, which can be 
expensive. In economic evaluations, the safety of a ther­
apy is addressed through accounting for the cost of treat­
ing these adverse events as well as through their impact on 
clinical and quality of life outcomes. 

It is recommended that economic outcome data are best 
collected prospectively as part of a pragmatic clinical trial 
[1,4,19,20]. Inclusion and exclusion criteria for cost data 
should be established in the protocol, as for clinical 
outcome measurements, but provision must be made to 
add extra categories of costs which only become apparent 
after the trial has commenced [1,20]. Many studies try to 
collect cost data retrospectively, often after a therapy has 
shown clinical effectiveness. However, retrospective data 
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collection is seldom fertile, adapted, or exhaustive, and it 
is subject to bias [18,20]. 

Examples of the different forms of economic evaluations 
of CAM 
Our systematic review· of the CAM economic evaluation 
literature (presented below) revealed no cost-conse­
quence studies and no cost-benefit analyses. However, we 
did find examples of a cost-identification study, cost-min­
imization analysis, cost-effectiveness analysis, and cost­
utility analysis. These examples are presented below. 

Cost-identification study 
Frenkel and Hermoni, 2002 [23], performed a retrospec­
tive comparison of medication consumption costs from 
computerized medication charts three months before and 
three months after a homeopathic intervention for atopic 
and allergic disorders. The review was performed on 48 
consecutive self-referred patients in one clinic over one 
year with a diagnosis of an atopic condition who agreed 
to a classical homeopathic treatment in addition to usual 
conventional care. Of the 31 medication users (prescrip­
tion and non-prescription allergy-related medications) 
before the intervention, 27 reduced their use, two 
increased their use, and two had their medication level 
unchanged after the intervention. Of the 1 7 who had not 
used medication before the intervention, 4 began medica­
tion after the intervention. There was an average drop in 
3-month medication costs after homeopathy of $14 
(1998 US$) or 54% per person. 

Cost-minimization analysis 
Herron and Hillis, 2000 [24], retrospectively compared 
government payments to physicians for 1418 Quebec 
health insurance enrollees who practiced the Transcen­
dental Meditation (TM) to payments for 1418 randomly 
selected and matched enrollees who did not. Long term 
health outcomes were assumed to be equal for both 
groups. Before starting meditation, the groups were simi­
lar in the yearly rate of increase in payments. After starting 
TM, annual physician payments for the meditation group 
declined 1 to 2% per year, while those for the non-TM 
group increased annually over the six year period. The dif­
ference in the annual change in payments was statistically 
significant at a rate between 5 arid 13% per year. 

Cost-effectiveness analysis 
Franzosi et al, 2001 [25], prospectively gathered health 
and economic outcomes during the 3 .5 year follow-up 
period of a large randomized open-label study (n = 5664) 
of omega-3 polyunsaturated fatty acids (n-3 PUFA) as sec­
ondary prevention for patients with recent myocardial inf­
arction. The perspective was that of a third-party payer; 
accordingly only direct health care costs (hospital admis­
sions, laboratory and diagnostic tests, and medications) 
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were considered. The incremental number of life-years 
saved by n-3 PUFA treatment over the 3.5 years (dis­
counted at 5%) was 0.0332 per patient. The incremental 
cost discounted over the same period was 817€ per 
patient. Therefore, the incremental cost-effectiveness ratio 
is 24,603€ (approximately $25, 415 in 1999 US$ [26]) 

·per life-year saved. 

Cost-utility analysis 
Korthals-de Bos et al, 2003 [27], performed an economic 
evaluation alongside a randomized controlled trial to 
compare manual therapy, physiotherapy, and care by a 
general practitioner for neck pain. The study used the soci­
etal perspective and collected direct and indirect costs 
(including hours of help from family and friends, and 
hours of absenteeism from work or other activities) 
through the use of cost diaries kept by patients over one 
year. Data on each patient's overall health state were gath­
ered at baseline and at one year using a survey instrument 
called the EuroQoL [ 16]. The utility of these health states 
were then calculated by using "society's" preferences for 
each of those health states. Society's preferences were esti­
mated from a sample of the general population by the 
developers of the EuroQoL instrument. Using the com­
parison of manual therapy to general practitioner care, 
manual therapy had a lower one-year cost ($402, US$) 
than general practitioner care ($1241). The QALYs were 
0.82 for manual therapy and 0.77 for general practitioner 
care. Since the costs were lower and the QALYs higher for 
manual therapy as compared to usual care, manual ther­
apy is said to dominate general practitioner care and no 
cost-utility ratio is calculated. 

Methods 
The National Center for Complementary and Alternative 
Medicine (NCCAM) defines CAM as "a group of diverse 
medical and health care systems, practices, and products 
that are not presently considered to be part of conven­
tional medicine [28]." We further defined CAM as includ­
ing only those therapies that could be prescribed (or 
recommended) and/or performed by a CAM practitioner 
who does not also have a conventional medical license 
( eg, doctor of medicine - MD, or do'ctor of osteopathy -
DO). Therefore, we did not include therapies such as 
chemotherapy regimens nor therapies requiring surgical 
implantation (such as neuroreflexotherapy [29]) as CAM 
therapies even though these therapies do appear in 
searches using the keywords complementary and/or alter­
native medicine. We also did not include well-accepted 
vitamin and mineral supplementation therapies such as 
calcium and vitamin D for osteoporosis, niacin for dysli­
pidemia, and vitamin B12 and folic add for homocysteine 
reduction. 
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Search strategy 
We searched the following electronic databases from Jan­
uary 1999 to October 2004: Medline, AMED, Alt-Health­
Watch, and the Complementary and Alternative Medicine 
Citation Index via NCCAM and the National Library of 
Medicine (NLM). Searching was restricted to English lan­
guage journals and human studies with the keywords: 
complementary medicine or alternative medicine, and 
costs or cost analysis or cost-benefit or cost-effective or 
economic analysis or economic evaluation. 

We removed duplicates from the search results and 
selected papers that reported original data on specific 

· CAM therapies from any form of standard economic anal­
ysis, analysis of costs, or economic modeling. Studies were 
then excluded if they were cited in the White and Ernst 
review [ 4 ], or if they were case studies or case series of five 
or fewer subjects. 

Data analysis 
The following data were extracted from each of the 
included studies: full citation information (author( s ), 
date, title, journal, etc), form of economic evaluation 
(stated or inferred), the therapies being compared and 
whether the CAM therapies were being used in addition to 
usual care (complementary) or instead of usual care 
(alternative), the perspective of analysis (stated or 
inferred), the study design, the sample size, and summary 
results. 

The studies were categorized as either full economic eval­
uations (defined as a comparison between two or more 
alternatives and considering both costs and consequences 
[ 10]) or partial economic evaluations (those studies that 
did not contain a comparison, or only addressed costs). 
Studies that estimated resource utilization were included 
as full economic evaluations even if resources were not 
valued. 

We captured data on quality of the full economic evalua­
tions using two approaches. The first approach was to 
gather from each study the data needed to assess quality 
according to a 35-item checklist developed by the BM] 
Economic Evaluation Working Party [30]. This checklist 
was developed to improve the quality of published eco­
nomic evaluations, and was chosen because it is thor­
ough, and entails an objective assessment of whether 
essential components .of an economic evaluation are 
reported in the article. Therefore, the checklist is mainly a 
measure of reporting quality and not necessarily of study 
quality. We also report available results from several other 
general reviews of economic evaluations of conventional 
therapies that use this checklist for comparison. 
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As the purpose of economic evaluations is to inform clin­
ical practice and health policy decisions, the best evalua­
tions are timely and use the best data available at the time 
[10]. On the other hand, an evaluation is only as good as 
the data upon which it is based. It has been suggested that 
the ideal situation for data collection is to collect eco­
nomic data along side health outcomes in a randomized 
pragmatic trial [10]. Pragmatic trials offer a compromise 
between the goals of internal and external validity. To 
assess study quality, we went beyond White and Ernst's [ 4 J 
criteria of randomization (to reduce bias by creating com­
parable groups) and prospective collection of economic 
outcome data (to ensure all costs are captured) to include 
two additional indicators of whether a pragmatic ( effec­
tiveness or "real world") rather than efficacy trial was con­
ducted. The first is that the comparison group was usual 
care, and the second was that the study was not blinded 
and not mandatory - ie, that physicians and patients 
could react realistically to the therapy [ 10]. These criteria 
relate to the external validity or generalizability of the 
study. Other indicators of a study's generalizability, such 
as the determination of whether study participants could 
be assumed to represent a normal case load, were not used 
as they required detailed knowledge as to the appropriate­
ness of the inclusion and exclusion criteria for each condi­
tion studied - a level of expertise not held by the study's 
authors. 

Based on the study quality criteria, we report summarized 
results of the exemplary studies - ie, those meeting all four 
study quality criteria. If the health outcomes for one ther­
apy are better than that of its alternative and the economic 
outcomes are better or equal (lower or equal costs), that 
therapy is said to dominate (be clearly better than) its 
alternative. This is also the case if both therapies have 
equal health outcomes and one has lower costs. In all 
other cases, the decision maker must elect whether the 
increase (loss) in health benefits is worth the increase 
(savings) in cost. 

Results 
The database search rendered 1765 potential studies to 
screen. Application of inclusion and exclusion criteria 
reduced the list to 56 economic evaluations [23-25,27,31-
82]. The therapies compared, study design employed, 
sample size used, and a summary of study results are pro­
vided for each study in an appendix [see Additional file 1]. 
The list contains 39 full evaluations and 17 partial evalu­
ations. The evaluations cover a range of CAM therapies 
applied to a variety of conditions (Table 3). Some thera­
pies, such as acupuncture, homeopathy, and manual ther­
apy, were studied mainly as alternative therapies (ie, as 
substitutes or alternatives for conventional care). Other 
therapies, such as guided imagery, were studied as com-
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Table 3: Types of complementary and alternative medicine (CAM) therapies studied for various conditions (full/partial economic 
evaluations) 

Acupuncture Homeopathy Manual Spa Mind-body Hypnosis Botanical Nutritional Diet Biofeedback Hyperbaric Miscellaneous* TOTALSt 
therapy therapy therapy medicine supplements oxygen 

therapy 

Populations with 
mixed conditions:j: 

3/2 2/1 011 0/1 ·10 

Back, neck, and/or 110 510 1/0 110 8 
leg pain 

Surgery 2/1 2/0 5 

Cardiac patients 2/0 110 110 4 
Rheumatic disorders 011 1/0 110 
Epilepsy 0/3 
General costs 0/1 0/2 
Allergy 0/1 110 2 

Cancer 2/0 2 
chemotherapy 
Diabetic ulcers 2/0 2 

Dyspepsia 110 1/0 2 

EENT in children Ill 2 
Headache/migraine 2/0 2 
Midwifery/obstetrics 1/0 0/1 2 

Miscellaneous§ 1/0 '2/0 110 110 1/2 2/0 10 

TOTALSt II 7 2 7 2 2 4 60 

EENT =Eye, ear, nose, and throat conditions 
* Miscellaneous CAM therapies include: multivitamins, shoe orthoses, electrodermal screening, and aromatherapy. 
t Some studies compared more than one CAM therapy. Therefore, totals exceed the number of studies found. 
:j: Populations with mixed conditions include: patients with chronic disease, patients at one general practice (4 studies), long-term care workers, 
persons in Quebec health system, inner city children, and older adults (2 studies). 
§Miscellaneous conditions include: anxiety, Parkinson's, psoriasis, uterine fibroids, urinary tract infection, macular degeneration, severe burn, AIDS, 
obesity, and hypertension. 

plementary therapies (k used in addition to conven­
tional care). 

Reporting quality checklist 
Table 4 shows the results of the application of the BMJ 35-
item quality checklist [30] to the 39 full economic 
evaluations. For comparison, Table 4 also contains 
comparable results from systematic reviews in conven­
tional medicine [6,83,84]. 

Study design 
These checklist items indicate whether essential compo­
nents of the study design were reported. About half the 
studies stated the form of the economic evaluation, how­
ever, several were stated incorrectly and only one justified 
the form chosen. The bulk of the studies. presented cost­
effectiveness analyses (36 or 92% ), five presented cost­
utility analyses, and one was a cost-minimization study 
[24]. Only one-third of studies stated the perspective of 
the analysis, however, it could be determined from the 
costs included for all studies. Ten used a societal perspec­
tive, and the majority (33 or 85%) used some sort of insti­
tutional perspective ( eg, health insurance company or 
hospital). Note that the totals by form and perspective 
add to more than 39. This is because individual studies 
can include analyses using more than one form of eco-

nomic evaluation and can report costs from more than 
one perspective. 

Data collection 
These checklist items relate to the presence of information 
essential to the generalizability of study resul~s. All studies 
that included health outcomes (ie, all except the one cost 
minimization study [24]) reported the source of their 
effectiveness estimates. In 36 of the 38 cases the source 
was a single study, often the economic evaluation itself. 
The two other studies were modeling studies [49,78] 
where reviews were used as the source of effectiveness esti­
mates. Items 12 and 13 are appropriate for cost-utility 
analyses (where health states are valued in terms of util­
ity) and there were four such studies [27,35,51,78), only 
one of which gave details on the subjects from whom the 
valuations were obtained [35]. Productivity changes 
(items 14 and 15) are appropriate for studies using the 
societal perspective. Eight studies included the costs of 
changes in productivity from improvement in back or leg 
pain [47,82], neck pain [27], migraine [32], anxiety [44], 
ankylosing spondilitis [51], psoriasis [49], and children's 
rhinopharyngitis [ 41]. All but one [ 49] reported these 
amounts separate from total costs. However, few dis­
cussed the relevance to the study of productivity changes. 
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Table 4: Reporting quality of complementary and alternative medicine (CAM) economic evaluations and comparable results of similar 
reviews in conventional medicine 

Items from the BM] Checklist [30] (Indented items apply only to a subset of studies) Review of CAM 
Studies N (%) 

Reviews of 
Conventional 

Medicine Studies N 
(%) 

Study design 
(I ) The research question is stated 
(2) The economic importance of the research question is stated 
(3) The perspective of the analysis is stated 
(4) The rationale for choosing the alternatives is stated 
(5) The alternatives being compared are clearly described 
(6) The form of economic evaluation used is stated 
(7) The choice of form of economic evaluation is justified 
Data collection 
(8) The source(s) of effectiveness estimates are stated 

(9) Details of the effectiveness study are given 
or (I 0) Details of the review or meta-analysis are given 
(I I) Primary outcome measures are clearly stated 

( 12} Methods to value health states are stated 

( 13) Details of the subjects from which values were obtained are given 

( 14) Productivity changes are reported separately 
( 15) The relevance of productivity changes is discussed 

(I 6) Quantities of resources are reported separately from unit costs 
( 17) Methods for the estimation of quantities and unit costs are described 
( 18) Currency and year are recorded 
( 19) Details of adjustments for inflation or currency conversion are given 

(20) Details of any model used are given 
(21) The choice of the model and its key parameters are justified 

Analysis and interpretation of results 
(22) Time horizon of costs and benefits is stated 

(23) The discount rate is stated 
(24) The choice of discount rate is justified 

(25} An explanation is given if costs and benefits not discounted 

39 (74) 
39 (51) 
39 (33) 
39 (69) 
39 (74) 
39 (49) 
39 (3) 

38 (100) 
36 (94) 
2 (50) 
39 (95) 
4 (100) 

4 (25) 

8 (88) 
8 (25) 

39 (67) 
39 (67) 
39(41) 
39 (21) 
3 (I 00) 
3 (I 00) 

39(100) 
4 (50) 
4 (25) 

43 (16)* 

228 (52)t 

228 (83)t 

43 (7)* 

228 (7S)t 
43 (79):j: 

228 (76)t 
43 (46):j: 

43 (I 9):j: 

228 (68)t 
43(21)* 

228 (65)t 
43 (16)* 
34 (2 l):j: 
8 (12):j: 

(26) Details of statistical tests and confidence intervals are given for stochastic data 
(27) The approach to sensitivity analysis is given 

4 (50) 
38 (87) 
5 (I 00) 
5 (40) 
5 (I 00) 

43 (2)* 
39 (79):j: 

228 (57)t 
38 (66):j: 

228 (57)t 
228 (46)t 

(28) The choice of variables for sensitivity analysis is justified 
(29) The ranges over which variables are varied are stated 

(30) Relevant alternatives are compared 
(3 I) Incremental analysis is reported 

(32) Major outcomes are presented disaggregated and aggregated 
(33) The answer to the study question is given 
(34) Conclusions follow from the data reported 
(35) Conclusions are accompanied by the appropriate caveats 

* Comparable estimates available from Jefferson et al, 1998 [83). 

39 (36) 
13 (54) 
39 (85) 
39 (69) 
39 (100) 
39 (67) 228 (84)t 

t Comparable estimates available from Neumann, 2004 [6], a systematic review of cost-utility analyses. 
:j: Comparable estimates available from Gerard et al, 2000 [84], a systematic review of cost-utility analyses. 

About two-thirds of studies reported resource use quanti­
ties separate from unit costs, or described the methods 
used to estimate both quantities and unit costs. Whereas, 
almost all reported the currency used, only a minority ( 16 
or 41 % ) reported the currency year. A smaller number 
reported the details of adjustments for inflation or cur-

rency conversion, but this was not often required in stud­
ies collecting and reporting data in the same year and 
currency. Models (one decision tree model [78] and two 
multiplicative-type or impact [49,57] models) were used 
in three studies and in all cases the details of the model 
were given and justified. 
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Analysis and interpretation of results 
All studies stated the time horizon for costs and benefits 
and most ( 3 5 or 9 0%) reported a time horizon of one year 
or less. Items 23 through 25 apply only to the four 
remaining studies with time horizons longer than one 
year. The discount rate is reported in two of these studies 
(one with a time horizon of 42 months [25] and the other 
that included a 12-year projection [78]), but only one jus­
tified the choice of discount rate [ 7 8]. Two studies gave an 
explanation for why they did not discount costs and ben­
efits, however, neither needed to - one had a one-year 
time horizon [35] and the other stated its time horizon as 
one course of chemotherapy [55]. Five studies performed 
sensitivity analyses [25,27,35,51, 78]. In all cases the 
approach and the range of variables tested were stated, but 
the choice of variables to test was only justified in two 
cases [35,51]. 

In about one-third of studies there was some comparison 
of study results to that of other studies. In most cases this 
was done as a simple statement noting that the results 
were either similar, or that they were dissimilar and that 
this might be because of differences in study design. Incre­
mental cost-effectiveness or cost-utility ratios are usually 
only required when one therapy offers clearly better 
health outcomes than the other, but at a higher cost. In 
the 13 studies where this was the case over one-half 
reported incremental analyses. In most cases the major 
outcomes of the studies were shown disaggregated, and 
the study question was answered. We did require that a 
proper research question be stated (see the answers to 
item 1) for it to be answered. In all cases, we felt that the 
conclusions followed the data, but in about one-third of 
cases the conclusions were nofpresented with the appro­
priate caveats. For example, if a study did not explicitly 
discuss its limitations, it was not included as meeting the 
last item. 

Measures of study quality 
Twenty-seven studies ( 69%) gathered cost data prospec­
tively and 21 (54%) used randomly assigned comparison 
groups. In 32 studies (82%) the physicians and patients 
were not blinded to the treatment received and participa­
tion was not mandatory (a worksite intervention [57]), 
and therapies were compared to usual care in 34 ( 8 7%) of 
studies. Fourteen studies [25,27,32,34,35,50,51,53-
55,68, 74, 76,82] met all study quality criteria, and a sum­
mary of their results is shown in Table 5. 

Discussion 
The number of economic evaluations of CAM has 
increased in recent years, even if we only count full evalu­
ations of alternative therapies. Study quality has also 
increased, and although reporting quality can use 
improvement, it is on the whole similar to that seen in 
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economic evaluations of conventional medicine. Never­
theless, there are still too few good quality evaluations to 
draw many conclusions about the cost-effectiveness of 
specific CAM therapies for particular conditions. 

Potential reasons for paucity 
A possible explanation for the paucity of studies is that 
there may be less of an incentive to perform economic 
evaluations of CAM. Consumers are already spending a 
large amount of their disposable income on CAM without 
formal proof of effectiveness or cost effectiveness. Eco­
nomic evaluations are typically required for the incorpo­
ration of therapies under traditional financing 
mechanisms and for adjustment ·of coverage under these 
mechanisms. Therefore, the market for economic evalua­
tion in CAM may be small due to reduced involvement of 
third-party payers in CAM financing. 

Some CAM practitioners do not see the need for economic 
evaluations. An interesting study by Kelner et al [ 8 5] asked 
chiropractors, homeopaths, and Reiki practitioners about 
the need to demonstrate the effectiveness, safety and cost 
effectiveness of their therapies. The chiropractors agreed 
that high quality economic evaluations are essential to 
their practice, but Reiki practitioners could see no reason 
for this research, and the homeopaths were divided on 
these issues. There may be good reason why some practi­
tioners resist economic evaluation. If studies are per­
formed that show economic benefit of CAM therapies, 
third party reimbursement may follow which could 
reduce practitioner autonomy. Coverage may also be 
restricted to the standardized forms of botanical 
medicines, nutritional supplements, or protocols used in 
the studies [86]. This could dramatically change how 
CAM is practiced by decreasing the use of multidimen­
sional multicomponent interventions, by institutionaliz­
ing care into conventional health care systems, and by 
limiting the indiVidualization of care. 

Relative quality of evaluations 
The reporting quality was poor for certain items, but was 
comparable to the quality found by systematic reviews of 
economic evaluations in conventional medicine 
[6,83,84]. Although the BMJ checklist was mostly objec­
tive (ie, required the least amount of judgment compared 
to the other checklists available), a fair amount of inter­
pretation was still required for many items. For example, 
in our review we interpreted Item 1 as whether the study 
stated either a specific research question or study objec­
tives in terms of economic and health outcomes. Three­
quarters of the full economic evaluations of CAM met this 
criterion. However, in Jefferson et al, 1998 [83], only 16% 
of the 43 economic evaluations of conventional medicine 
reviewed where identified as fulfilling Item 1. It is likely 
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Table 5: Summary of the results of complementary and alternative medicine (CAM) economic evaluations with exemplary study 
quality 

CAM Therapy Compared to Patient Population Form of 
Usual Care* Economic 

Evaluation 

Liguori et al, 2000 [32] Acupuncture Patients with migraine CEA 
Wonderling et al, 2004 [35] Acupuncture Patients with chronic CUA 

headache 
Paterson et al, 2003 [34] Acupuncture Patients with dyspepsia CEA 

Homeopathy CEA 
Korthals-de Bos et al, 2003 Manual therapy Patients with neck pain CEA CUA 
[27] 
Brefel-Courbon et al, 2003 Spa therapy Patients with Parkinson's CEA 
[50] disease 
Van Tubergen et al, 2002 Combined spa-exercise Patients with ankylosing CEA CUA 
[51] therapy spondylitis 
Tusek et al, 1999 [53] Complementary guided Cardiac surgery patients CEA 

imagery 
van Dixhoorn and Complementary relaxation Patients with previous CEA 
Duivenvoorden, 1999 [54] therapy myocardial infarction 
Jacobsen et al, 2002 [55] Complementary Cancer patients undergoing CEA 

professionally-administered chemotherapy 
stress management training 
Complementary self- CEA 
administered stress 
management training 

Franzosi et al, 200 I [25] Complementary omega-3 Patients with recent CEA 
polyunsaturated fatty acids myocardial infarction 

Smedley et al, 2004 [68] Complementary Patients undergoing lower CEA 
preoperative and post gastrointestinal tract surgery 
operative oral nutritional 
supplementation 

Norris et al, 2004 [56] Potassium-rich diet Postoperative cardiac CEA 
patients 

Ryan and Gevirtz, 2004 [76] Biofeedback-based Patients with "functional" CEA 
psychophysiological disorders (e.g., irritable 
treatment bowel s~ndrome) 

Larsen et al, 2002 [82] Complementary custom- Recent military conscripts CEA 
made biomechanical shoe 
orthoses 

Bold entries indicate that the CAM therapy was shown to be clearly superior to (dominate) usual care. 
CEA = cost-effectiveness analysis; CUA = cost-utility analysis 
*The use of the term "complementary" in this column indicates CAM therapies used in addition to usual care. 

Health Effects of Cost of CAM 
CAM Compared to Compared to 

Usual Caret Usual Caret 

Better Lower:j: 
Better Higher:j: 

Similar Similar 
Similar Similar 
Better Lower1( 
Similar 
Similar Lower 

Better Higher1f 
Better 
Better Lower 

Better Lower 

Similar Higher:j: 

Better Lower:j: 

Better Higher 

Better Similar 

Similar Lower 

Better Lower 

Better Higher 

t If tests of statistical significance were performed, costs must be significantly higher or lower (and health effects significantly better or worse), or 
they were considered "similar." 
:j: This study used both a societal and an institutional perspective, and the results were in the same direction. 
iJThis study used a societal perspective only. All other studies used an institutional perspective only. 

that Jefferson et al took a more restrictive interpretation of 
this quality criterion. 

Several studies have shown that at least some aspects of 
quality in economic evaluations improve over time 
[6,87}. Our findings suggest a trend of quality improve­
ment in these studies in CAM. We found that 69% (27 of 
39) of the cohort of full economic evaluations collected 
cost data prospectively as compared to 45% (5 of 11) in 
White and Ernst's review. Similarly, we found that 54% 
(21 of 39) of our studies used randomization to create the 

comparison groups as compared to 45% (5 of 11) in 
White and Ernst's review. 

We found that 14 (36%) of full economic evaluations met 
all four study quality criteria and were identified as exem­
plars. However, the evidence from these criteria must be 
interpreted cautiously; meeting all study quality criteria 
does not guarantee an adequate study design. Some 
aspects of what makes a good pragmatic trial could not be 
judged by what was reported. For example, pragmatic tri­
als enroll patients typical of normal caseload in typical 
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settings with average physicians following them under 
routine conditions [10]. Judgments as to whether these 
criteria were met were not possible because of vague 
reporting. It is also not generally agreed across all health 
economists that a pragmatic trial, even a well-designed 
one, can fully represent the real world of health care. 
These economists advocate for the collection of cost data 
using an observational study design. 

A study may also be of "poor" ·quality because it applied 
the CAM therapy inappropriately. This can happen when 
a study is designed by researchers not familiar with a ther­
apy. In response to this problem researchers and practi­
tioners of several CAM therapies have begun development 
of standards for research and reporting. Reporting stand­
ards do not guarantee that the therapy was used appropri­
ately, but they at least allow determination of what was 
done. One such set of reporting standards are the 
STRICTA recommendations for acupuncture [88]. Of the 
four full evaluations of acupuncture, two (one of which 
was included in Table 5[32]) met STRICTA reporting 
standards. As these types of guidelines are not yet availa­
ble for all CAM therapies, we did not assess whether CAM 
therapies were applied appropriately in the studies 
reviewed. 

Cost-effectiveness of CAM 
The exemplary studies summarized in Table 5 indicate 
that a number of CAM therapies may be considered cost­
effective compared to usual care for a number of condi­
tions: acupuncture for migraine, manual therapy for neck 
pain, spa therapy for Parkinson's, complementary guided 
imagery for cardiac surgery patients, complementary 
relaxation therapy for patients with previous myocardial 
infarction, complementary self-administered stress man­
agement for cancer patients undergoing chemotherapy, 
complementary pre- and post-operative oral nutritional 
supplementation for lower gastrointestinal tract surgery, 
potassium-rich diet (rather than potassium supplements) 
for postoperative cardiac patients, and biofeedback for 
patients with "functional" disorders such as irritable 
bowel syndrome. Acupuncture and homeopathy were 
both found to be equivalent in terms of effects and costs 
to usual care for dyspepsia. The attractiveness of the other 
CAM therapies shown in Table 5 depends on whether the 
increased health benefits are worth the additional cost, or 
whether other aspects of the therapy make them attractive, 
such as patient preference. Only one of the studies sum­
marized in Table 5 reported results of a CAM therapy 
being dominated by (clearly inferior to) usual care. The 
use of professionally-administered stress management for 
cancer patients undergoing chemotherapy was shown to 
have higher costs, but no additional health benefits over 
usual care. It is important for CAM that this contradictory 
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evidence is also known for best clinical practice and .the 
efficient use of CAM resources. 

On the surface one might expect that therapies that substi­
tute for usual care (alternative medicine) would be much 
more likely to be cost effective. In this sample of exemplar 
studies, of the nine study comparisons where CAM thera­
pies were shown to be superior to usual care (better effects 
and lower costs, similar effects and lower costs, or better 
effects and similar costs), four were studies of 
complementary therapies. Therefore, there is evidence 
that even -though complementary therapies are given in 
addition to usual care, they can improve clinical outcomes 
without increasing costs. 

Issues specific to the economic evaluation of CAM 
In many ways the economic evaluation of CAM therapies 
is similar to that of conventional medicine. However, 
there are a number of issues specific to CAM that must be 
considered. These issues can roughly be divided into three 
groups: those involved with the impact of economic eval­
uation on CAM in general, those involving the estimation 
of health outcomes (ie, issues involved with estimating 
the efficacy or effectiveness of CAM), and those specific to 
CAM's economic and humanistic outcomes. The first 
group of issues has already been addressed above under 
the potential reasons for paucity. 

The methodological challenges involved in determining 
the clinical effectiveness of CAM have been discussed at 
length in a number of papers. These include the appropri­
ateness of population-based studies when individualized 
treatments are used and individualized outcomes are 
expected [89-91], reductionist focus on one therapy for 
one outcome when that therapy comes from a holistic 
healing system [92-94], the difficulties with blinding 
when no appropriate placebo is available [94,95], and the 
requirement for randomization when most CAM users 
have strong preferences for their therapy of choice and 
will often either refuse to be randomized, or will bypass 
the randomization if it is not to their liking [94]. These 
challenges are relevant to economic evaluations since they 
are dependent on effectiveness studies for health out­
comes. Also since humanistic and economic outcomes are 
ideally measured alongside health outcomes in the same 
trials [1,4,19,20], the challenges above are also relevant to 
their measurement. 

However, there are several additional issues specific to 
CAM humanistic and economic outcome measurement 
which must be considered. First, although CAM therapies 
can be used to treat acute conditions, they are more com­
monly used to treat chronic disease, to prevent future dis­
ease (risk reduction), and to optimize health and well­
being. Using CAM for those indications requires that long 
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term studies be performed [96]. However, there are a 
number of challenges inherent in long term studies in 
addition to the increase in cost ( eg, increased loss to fol­
low-up through patient attrition) [97]. In our systematic 
review we found only two clinical trials that followed 
patients prospectively longer than one year: a five-year 
study of relaxation therapy for patients with a previous 
myocardial infarction [54], and a 3.5-year study of n-3 
PUFA as secondary prevention for patients with previous 
myocardial infarction [25}. 

Economic evaluations in CAM must recognize that the 
process of healthcare itself can be effective for patients. 
Attributes of the process of using CAM that may have 
value include patient empowerment, the operationaliza­
tion of patient preference for a particular type of interven­
tion, the length and process of the consultation, and still 
having treatment options . open when other medical 
approaches have failed [4,98}. Therefore, economic evalu­
ation of CAM needs to measure and include this value 
where appropriate. 

Optimizing health, maximizing wellness, and enhancing 
well-being are patient-centered outcomes - ones that by 
definition require subjective measurement [99]. Eco­
nomic evaluation of CAM must include appropriate meas­
urement of these humanistic outcomes to account for the 
full value of CAM therapies. Our systematic review found 
five studies where humanistic outcomes were captured. 
The more well-known instruments used to measure 
health status in these studies included the SF-6D [35} and 
the EuroQoL (EQ-5D), and health status was translated 
into quality of life units using population-based prefer­
ences [27,51]. Sensitivity of these instruments to the 
changes in quality of life is an important concern for the 
evaluation of CAM therapies. Although the use of the 
EuroQoL for manual therapy for neck pain [27] resulted 
in a statistically insignificant change in quality of life, two 
other studies demonstrated small, but statistically signifi­
cant differences in quality of life using the SF-6D for acu­
puncture for chronic headache [35], and using the 
EuroQoL for spa therapy for ankylosing spondylitis [51]. 
Therefore, it is possible to measure a change in humanistic 
outcomes for CAM therapies with these instruments. 

The collection of economic outcome data is complicated 
by that fact that in the United States and other countries 
many CAM therapies are available over the counter and/ 
or are often paid for out-of-pocket. The lack of administra­
tive claims data on CAM therapies in countries where 
these costs are not covered or reimbursed means that cost 
studies require primary data collection ( eg, patient self­
report instruments) [100]. In their study on manual ther­
apy for neck pain, Korthals-de Bos and colleagues used 
weekly cost diaries to obtain economic outcomes [27]. 
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The second, related challenge is that many over-the-coun­
ter products, such as certain botanical medicines and 
nutritional supplements, are not standardized and of 
inconsistent quality. Standardization and quality will 
affect both the costs of the therapy and its outcomes. 
Finally, since there is often no provider "gatekeeper" con­
trolling access to CAM therapies, monitoring of patient 
use can be complicated and labor intensive. 

Recommendations for future research 
Despite the challenges described for economic evalua­
tions of CAM therapies, these studies ought to be done. 
Every planned trial of CAM therapies should at least con­
sider the feasibility of including an evaluation of eco­
nomic impacts. Observational studies should also include 
these data, and as information accumulates regarding eco­
nomic impacts, these costs and cost savings can be esti­
mated more accurately. Although in the ideal every cost 
category shown in Table 2 should be measured and out­
comes should include a measure of quality-adjusted life­
years, the estimation of direct medical costs and savings 
associated with the therapy ( eg, practitioner fees, lab fees, 
and the cost of herbs or other supplements prescribed) 
will be fairly straightforward for most studies, and the 
planned primary outcome of the study can serve as the 
measure of effects to determine cost effectiveness. Even if 
the clinical outcomes of a CAM therapy are similar or 
slightly less beneficial than those of usual care, a lower 
cost of care can still make these therapies attractive to deci­
sion makers. However, if no cost data are available, even 
highly effective therapies can be easily overlooked. 

Limitations 
The limitations of this study are similar to those of the 
other reviews. First, the reader was not blinded to journals 
and article authors, which may have influenced results. 
Second, our measures of study quality depend on the 
information reported in an article, and no attempt was 
made to judge the merits of clinical or modeling assump­
tions made in the analyses. Third, only one reader read all 
the papers and extracted all the data. This may have lead 
to inaccurate reporting of results, and/ or a biased interpre­
tation of study quality. To maximize accuracy, data extrac­
tion was performed at least twice for each paper with 
several months break between extractions. Also, the 
approach and assumptions used to determine study qual­
ity w,ere discussed at length with the other authors. These 
discussions led to a homogeneous approach being taken 
to both the application of the reporting quality criteria 
and the definition as to what constitutes an economic 
evaluation. 

Conclusion 
As health care costs continue to rise, decision makers must 
allocate their increasingly scarce resources toward thera-
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pies which offer the most benefit per unit of cost. Eco­
nomic evaluations inform evidence-based clinical practice 
and health policy. To be considered by these decision 
makers, CAM therapies and their outcomes must be 
known and compared to conventional approaches. How­
ever, CAM practit,ioners must themselves decide whether 
the cost of perfor!ning these studies is worth the potential 
impacts to their profession of being considered in man­
aged care. Nevertheless, these evaluations will be done 
and they will be better done with practitioner involve­
ment. Whereas the number and quality of these studies 
has increased in recent years and more CAM therapies 
have been shown to be good value, there are still not 
enough studies to measure the cost effectiveness of the 
majority of CAM. If CAM providers wish to increase the 
provision of therapies to improve population health, they 
must report the potential outcomes of CAM therapies 
widely and well. 
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