
Therapeutic Touch for Pain 
By Dónal P. O’Mathúna, PhD

THERAPEUTIC TOUCH (TT) IS AN ALTERNATIVE HEALING THERAPY

generating widespread interest among nurses and, increasing-
ly, other health care professionals. Dolores Krieger, co-developer
of TT, claims to have personally taught the approach to tens of
thousands of professionals at hospitals and universities around the
world.1 Many hospitals now offer TT to patients in various clinical
settings.2 One use of TT is in pain management. This article will
examine whether research conducted on TT supports its use in
treating pain.

Cultural Background
Touch is an important sensory experience that impacts people

physically, socially, and emotionally.3 Ancient healing practices
incorporated touch, and TT claims to be a modern interpretation of
these practices.4 However, TT is one of several touch therapies that
must be clearly distinguished from physical touch, especially since
the benefits of physical touch are well documented.3 TT, healing
touch, and therapies like those of Barbara Brennan and W. Brugh
Joy, while sometimes incorporating physical contact, are signifi-
cantly different from ordinary touch.5 In these therapies, healing
occurs via nonphysical energy systems and the healer’s intention.
Thus, Krieger states that TT is “the conscious use of the hands to
direct or modulate, for therapeutic purposes, selected nonphysical
human energies that activate the physical body.”6

The existence of “life energy” (also called prana, qi, or chi) has
not been demonstrated by advocates of TT, thus making the therapy
controversial.7 The human energy field, or aura, has a long tradition
in Eastern and Wiccan religious systems, as well as in theosophy.
The latter is an eclectic mix of esoteric belief systems that laid the
foundation for many of the ideas of the New Age movement.4 Even
the nursing theoretical frameworks used to provide a rationale for
TT are regarded as “speculative and controversial” by some TT
researchers.7

Mechanism of Action
TT and similar touch therapies assume that health and healing

depend on the balanced flow of life energy between the environment
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and the body. TT is believed to correct imbalances and
remove blockages in these energy fields. Proponents
admit there is no scientific evidence for the existence of
life energy.7 They attribute this lack of evidence to the
limitations of science, and insist that life energy does
exist and that they can manipulate it. However, there is
no evidence to support such claims.

Technique
Practitioners must enter an altered state of conscious-

ness to develop sensitivity to life energy. According to
Krieger, imbalances then are detected as various cues,
such as “vague hunches, passing impressions, flights of
fancy, or, in precious moments, true insights, or intu-
itions.”6 Problems in the flow of life energy are correct-
ed by the practitioner’s intention to bring about healing.
TT sessions normally involve the following:
1. Centering, where practitioners quiet their thoughts,

enter a meditative state, and become attuned to the
energy field. Practitioners remain centered through-
out the therapy.

2. Assessment, where practitioners pass their hands
two to four inches above the patient’s body, gather-

ing information about the patient’s energy field.
3. Unruffling, where practitioners sweep their hands

along the length of the patient’s body. This removes
congestion from the energy field in preparation for
treatment.

4. Treatment, when practitioners direct life energy to
correct patients’ energy imbalances. For example,
practitioners may visualize warmth while sending
energy to areas assessed as cold.

5. Conclusion, where practitioners receive cues that
treatment should conclude, re-assess the energy
field, and then encourage the patient to relax before
ending the session.

Current Practice
TT usually is given for about 15-20 minutes. Many

nursing schools and continuing education programs
offer TT training. Certification and credentialing do not
exist and are opposed by the official TT organization
(Nurse Healers-Professional Associates International)
on the basis that life energy cannot be quantified and
responses are individualized. Healing touch incorporates
several different energy healing techniques, thus distin-
guishing it from TT.5 Healing touch certification is avail-
able from Healing Touch International.

Clinical Studies
The earliest TT pain study examined tension

headaches.8 Sixty patients were divided randomly
between TT and placebo groups. A statistically signifi-
cant greater reduction in pain occurred after TT. The
researchers noted that the improvement may have had to
do more with relief of anxiety, not pain. They cautioned
that their results should be replicated before assuming
that similar findings would apply with other conditions
or groups of patients. 

Perhaps the best-known and most frequently cited
TT pain research was conducted on postoperative pain.9

Meehan assigned 108 subjects to three groups that
received TT, mimic TT, or narcotic pain relievers.
Mimic TT is a placebo therapy that looks like TT, but
practitioners do not use the intention and energy ideas
central to TT. Meehan found that TT relieved pain no
better than placebo, and that pharmaceuticals were sig-
nificantly better. Meehan concluded that her study
“does not support the use of TT alone as an intervention
to decrease postoperative pain.”9 Meehan hypothesized
that TT might reduce the need for analgesia, but two
subsequent studies found no significant decrease in
pain when patients taking pain medication were given
either TT, mimic TT, or no additional therapy. Meehan
reviewed all her studies and concluded that “TT does
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not have a significant direct effect on postoperative pain
and does not potentiate the short-term effect of a narcot-
ic analgesic.”7

TT was compared with progressive muscle relaxation
(PMR) in 82 elderly patients with degenerative arthri-
tis.10 Subjects were randomly assigned to the two groups
and treated weekly for six weeks. Subjects in both
groups had significantly less pain and distress at the end
of the study. However, those receiving PMR had more
relief than those receiving TT. The differences were sta-
tistically significant for distress and almost so for pain.
Thus, PMR is more effective than TT, although it is not
known if either is any better than placebo because a no-
treatment group was not included. 

A similar study examined TT with 31 patients with
osteoarthritis of the knee.11 The subjects were randomly
divided into groups receiving TT, mimic TT, or no addi-
tional treatment. Four sets of assessment instruments
measured well-being and pain levels before and after the
six weekly treatments. Some assessments found signifi-
cant improvements in pain and function after TT, but
several others did not. The authors concluded that their
results were inconsistent. 

Another study examined the effect of TT on pain,
anxiety, and immune function in 99 patients with severe
burns.12 Patients received either TT or mimic TT daily
for five days. Six instruments were used to measure
patients’ pain perception. Four showed no significant
difference between the two groups, while two found TT
significantly better. The amount of pain medication used
did not differ significantly between the two groups. The
researchers claimed their study found significantly
greater pain relief from TT, although most measure-
ments did not support this. They also claimed their con-
clusion was consistent with Meehan’s 1985 study, which
differed from her 1993 report.9 However, Meehan’s two
documents report on exactly the same study: her 1985
PhD dissertation was summarized in her 1993 article.
Such inaccuracies are found throughout TT literature.13

Many articles claim Meehan’s research supports using
TT for pain relief, but it does not.10,12,14

A recent pilot study examined the impact of TT on 12
subjects with chronic pain.14 The subjects were random-
ly assigned to TT or control group, and both received
training in cognitive behavioral therapy. Statistically sig-
nificant improvements were not found for pain intensity,
distress, or disability. The small sample size was small
to begin with, and even smaller at the end: two of the
five control subjects and six of the seven TT subjects
completed the study. Neither patients nor investigators
were blinded, and those receiving TT were given more
individualized attention.

Adverse Effects
Anecdotal reports exist of TT causing pain, nausea,

or anxiety, and some practitioners caution that TT can
exacerbate fevers, inflammation, and burns.6 Practition-
ers urge giving very short treatments (if any) to chil-
dren, elderly patients, and debilitated patients. Howev-
er, controlled studies of adverse effects have not been
reported.15

Conclusion
Anecdotal reports of TT’s efficacy in relieving pain

abound. However, controlled studies reveal a very differ-
ent pattern. Most results are not favorable, with many
studies being inconsistent, at best. Patients should be
told that TT is experimental and that its efficacy has not
been demonstrated clearly. This is especially important
given TT’s controversial nature and the concern practi-
tioners have about its potential adverse effects. Anecdo-
tal reports about TT’s benefits point to the importance of
meaningful interactions between clinicians and patients,
and the value patients place on caring, interpersonal
relationships.   ❖
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Beware or Be Blue: Does 
St. John’s Wort Interfere 
with Oral Contraceptives?

Source: Hall SD, et al. The interaction between St. John’s wort and
an oral contraceptive. Clin Pharmacol Ther 2003;74:525-535.

Abstract: The popular herbal remedy St. John’s wort is an
inducer of cytochrome P450 (CYP) 3A enzymes and may
reduce the efficacy of oral contraceptives. The researchers
evaluated the effect of St. John’s wort on the disposition and
efficacy of Ortho-Novum 1/35 (Ortho-McNeil Pharmaceuti-
cal, Inc, Raritan, NJ), a popular combination oral contraceptive
pill containing ethinyl estradiol (INN, ethinylestradiol) and
norethindrone (INN, norethisterone). Twelve healthy pre-
menopausal women who had been using oral contraception for
more than three months received a combination oral contra-
ceptive pill (Ortho-Novum 1/35) for three consecutive 28-day
menstrual cycles. During the second and third cycles, the par-
ticipants received 300 mg St. John’s wort tid. The serum con-
centrations of ethinyl estradiol (day 7), norethindrone (day 7),
follicle-stimulating hormone (days 12-16), luteinizing hor-
mone (days 12-16), progesterone (day 21), and intravenous
and oral midazolam (days 22 and 23) were determined in serial
blood samples. The incidence of breakthrough bleeding was
quantified during the first and third cycles. The researchers
found concomitant use of St. John’s wort was associated with a
significant increase in the oral clearance of norethindrone  and
a significant reduction in the half-life of ethinyl estradiol. The
oral clearance of midazolam was significantly increased dur-
ing St. John’s wort administration, but the systemic clearance
of midazolam was unchanged. Serum concentrations of folli-
cle-stimulating hormone, luteinizing hormone, and proges-
terone were not significantly affected by St. John’s wort dos-
ing. Two of the 12 women experienced breakthrough bleeding

in the control phase compared with seven of 12 women in the
St. John’s wort phase. The oral clearance of midazolam after
St. John’s wort dosing was greater in women who had break-
through bleeding than in those who did not. The authors con-
cluded that St. John’s wort causes an induction of ethinyl estra-
diol-norethindrone metabolism consistent with increased
CYP3A activity. They recommend women taking oral contra-
ceptive pills to be counseled to expect breakthrough bleeding
and to consider adding a barrier method of contraception when
consuming St. Johns wort.

Source: Pfrunder A, et al. Interaction of St. John’s wort with low-
dose oral contraceptive therapy: A randomized controlled trial. Br J
Clin Pharmacol 2003;56:683-690. 

Abstract: Breakthrough bleeding or even unwanted pregnan-
cies have been reported in women during concomitant therapy
with oral contraceptives and St. John’s wort extract. The aim
of the study was to investigate the effects of St. John’s wort
extract on oral contraceptive therapy with respect to ovarian
activity, breakthrough bleeding episodes, and the pharmacoki-
netics of ethinyloestradiol and 3-ketodesogestrel. Eighteen
healthy females were treated with a low-dose oral contracep-
tive (0.02 mg ethinyloestradiol, 0.150 mg desogestrel) alone
(control cycle) or combined with 300 mg St. John’s wort
extract given twice daily (cycle A) or three times daily (cycle
B). Ovarian activity was assessed by measuring follicle matu-
ration and serum oestradiol and progesterone concentrations.
The number of breakthrough bleeding episodes and the phar-
macokinetics of ethinyloestradiol and 3-ketodesogestrel were
assessed under steady-state conditions. The researchers found
that during concomitant administration of low-dose oral con-
traceptive and St. John’s wort, there was no significant change
in follicle maturation, serum oestradiol, or progesterone con-
centrations when compared with oral contraceptive treatment
alone. However, significantly more subjects reported intra-
cyclic bleeding during cycles A (13/17 [77%], P < 0.015) and
cycle B (15/17 [88%], P < 0.001) than with oral contraceptives
alone (6/17 [35%]). The authors concluded there was no evi-
dence of ovulation during low-dose oral contraceptive and St.
John’s wort extract combination therapy, but intracyclic bleed-
ing episodes increased. Bleeding irregularities may adversely
effect compliance to oral contraceptives and together with St.
John’s wort-induced decreases in serum 3-ketodesogestrel
concentrations, enhance the risk of unintended pregnancies.

■■ COMMENTS BY MARY L. HARDY, MD

DEPRESSION IN YOUNG WOMEN IS A COMMON AND

unfortunately under-recognized condition. Women
are three times more likely than men to suffer from clin-
ical depression and one in eight women will have at least
one episode of depression in her lifetime. Five percent of
menstruating women suffer from Premenstrual Dys-
phoric Disorder (PMDD) and 12 million women annual-
ly qualify as depressed in any given year. Despite the 

20 March 2004



relatively high prevalence of this disorder, more than
half of the affected women do not seek medical care for
this condition. Since there are many reasons women are
reluctant to enter the medical care system for depression
treatment, this leaves a significant number of reproduc-
tive age women looking for treatment options outside
conventional medicine.1

St. John’s wort (SJW) is one of the most popular
herbal treatments for mild-to-moderate depression, with
a large number of clinical trials demonstrating efficacy.2

Although no specific figures exist to estimate the num-
ber of young women trying SJW, it is likely to be signif-
icant. In February 2000, early reports noted a potential
herb-drug interaction between SJW and oral contracep-
tive pills (OCPs).3 Subsequent pharmacologic studies
confirmed that SJW does affect key subtypes of the
cytochrome P450 (CYP450) enzyme system, including
CYP1A2, 2C9, and 3A4.4 Induction of these key
isozymes potentially can affect the metabolism of many
drugs, including OCPs. Interactions have been con-
firmed for indinavir, cyclosporin, and theophyllin. How-
ever, these interactions do not uniformly predict actual
drug levels as significant variations in individual
response exist. Two recent clinical trials have been per-
formed to clarify the effects of SJW on OCPs. These tri-
als represent an attempt to validate anecdotal observa-
tions in larger, more clinically relevant settings and,
thus, are important for the validation of suspected herb-
drug interactions.

In the first trial, 12 healthy women taking a popular
combination OCP (Ortho-Novum 1/35) containing
ethinyl estradiol (EE) and norethindrone (NE) for three
cycles (28 days on medication with one week off med-
ication) were given SJW 300 mg tid during the second
and third months of treatment.5 Effects on the pharmaco-
kinetics of both EE and NE were modest and not gener-
ally statistically significant. The only statistically signifi-
cant results seen were a decrease in the oral clearance of
NE (P = 0.042) and in the half-life of EE (P = 0.023).
Effects of the SJW preparation on the activity of the
CYP450 enzyme system were confirmed by the use of a
“probe medication,” midazolam. By using medications
with a known pattern of metabolism in the CYP450 sys-
tem, the effect of the test material, SJW in this case, can
be confirmed. Based on the pattern of levels of midazo-
lam, this SJW preparation caused induction of mainly
the intestinal rather than the hepatic CYP450 isozyme
CYP3A. Clinically, there was an increase in break-
through bleeding reported during the SJW phase of the
trial, but no change in the blood levels of follicle stimu-
lating hormone (FSH), luteinizing hormone (LH), or
progesterone were noted. Interestingly, there was a

strongly statistically significant association between
higher midazolam clearance and increased incidence of
breakthrough bleeding, suggesting (but not establishing)
that the rise in breakthrough bleeding was the result of
the changes in metabolism at the CYP450 system. 

The SJW product used in the trial, identified by brand
name, was reported by the authors to contain amounts of
hypericin and hyperforin comparable with other stan-
dardized SJW preparations. The hyperforin levels also
were measured in blood after the second month of SJW
use. These levels showed up to a threefold variation
among individuals. Although hyperforin is the con-
stituent thought to be responsible for the induction of the
CYP3A isozyme, no significant association was estab-
lished between the levels of hyperforin and progesterone
serum concentration, breakthrough bleeding rate, or oral
clearance of midazolam. This study was too small and
interpersonal variability was too great to demonstrate
statistically significant effects on pharmacokinetics of
the constituents of a common oral contraceptive medica-
tion.  However, breakthrough bleeding, a major cause of
discontinuation of OCPs, was much more common with
SJW use. Even though statistically significant results
could not be demonstrated for the group as a whole,
based on the broad variation in personal response, there
are subgroups of patients who may react more strongly
to CYP3A inducers and thus may be at greater risk for
contraceptive failure due to SJW use.

A second study performed by a European group,
looked at the effects of a SJW preparation at two dosage
levels on the pharmacokinetics of a low-dose, fixed
combination OCP similar to the material tested in the
previous trial.6 Eighteen women were enrolled and first
were observed for one control cycle. Next, they were
given either a low dose (300 mg bid) or a high dose (300
mg tid) of a SJW product standardized to 0.3% hyper-
icin concentration. The amount of hyperforin in the
preparation was not reported. After completion of the
first study cycle, subjects were crossed over to the alter-
nate dosage. No washout period was observed. Lack of a
washout phase is not the ideal trial design. Not allowing
time for the first treatment effect to dissipate may influ-
ence the second study period and mean that the two
episodes of treatment are not equivalent.  

Blood levels of FSH, LH, estrogen, and progesterone
were measured both before and after exposure to SJW. In
addition, ultrasounds were done to document the pres-
ence or absence of ovulation by measuring follicles in the
ovary and the thickness of the endometrial wall. After
treatment, almost all of the subjects reported episodes of
breakthrough bleeding. There were no significant num-
bers of follicle-like structures reported in the treated
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patients at either dosage level of SJW. No changes in
progesterone or endometrial thickness were noted. Thus,
SJW use did not lead to increased rates of ovulation in
these test subjects at either dosage level. There were no
changes in the estrogenic component of this pill, but
there was a highly significant decrease in the amount of
3-ketodesogestrel present after SJW use.

The results of these two trials taken together are very
interesting. Both clearly demonstrate that SJW induces
CYP3A4 with variable effects on levels of steroid hor-
mones used in two common OCPs. These changes do
not seem to lead to ovulation in the small study popula-
tions examined here, but they clearly increase the rate of
breakthrough bleeding. Also, individual responses to
SJW vary significantly enough that certain individuals
may be at greater risk of contraceptive failure than the
average response of these study patients would predict.
Based on these data, it seems prudent to discourage con-
comitant use of OCPs and SJW, even without proof of
increased ovulation.   ❖
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NAMS Recommends 
Some CAM Therapies 
for Treating Mild Hot Flashes
By Mary L. Hardy, MD

RECENTLY, THE NORTH AMERICAN MENOPAUSE SOCIETY

(NAMS) published a position statement of its recom-
mendations for the treatment of menopause-associated
vasomotor symptoms. The recommendations are based

on the assessment of clinical evidence for efficacy and
risk as evaluated by an expert editorial board assembled
for this purpose. 

The context of the treatment review was established
by recapping evidence for prevalence and causality of
hot flashes. The epidemiology of hot flashes, the most
common and bothersome symptom of peri-menopause,
was reviewed and it was noted that in 31% of cases, hot
flashes actually precede any alteration in menstrual
function. Factors associated with an increased risk of
developing significant hot flashes include existence of
prior history of moderate-to-severe premenstrual symp-
toms, warmer ambient temperatures, increased body
mass index, smoking, decreased physical activity, and
lower socioeconomic status. Etiological considerations
such as hormonal and thermoregulatory abnormalities
were discussed. 

Treatments ranging from lifestyle adjustments through
prescription medication were addressed. Evidence for
efficacy was balanced against known or perceived risk in
considering whether to recommend a given modality.
Both the level of evidence (controlled trial, cohort study,
anecdotal, etc.) and the consistency of the evidence were
considered for each modality evaluated. Short descrip-
tions of the trials considered were given and all material
was thoroughly referenced, thus allowing interested read-
ers to peruse the basic literature themselves. 

In general, it was recommended to begin with
lifestyle adjustments such as lowering external or core
body temperature, engaging in regular exercise, losing
weight, stopping smoking, or practicing a relaxation
technique like diaphragmatic breathing and other inter-
ventions of this type. The evidence for non-prescription
dietary supplement remedies was thought to be incon-
clusive for isoflavones from both soy and red clover as
well as for herbs such as black cohosh, evening primrose
oil, dong quai, licorice, and ginseng. Consideration of
the additional detail of the specific trials reviewed gives
a more nuanced appreciation for positive trends in the
evidence for soy foods and black cohosh as opposed to
single negative trials for herbs such as dong quai or gin-
seng. The final consensus reflects the perception that
these products are of low enough risk that use by women
who find them helpful should be encouraged. Evidence
for vitamin E was not believed to be particularly in favor
of treatment, nor did the few identified trials that used
acupuncture, a Chinese herbal mixture, or magnet thera-
py demonstrate utility as they were tested. It is important
to note for traditional medicines with very highly indi-
vidualized treatments using an alternative diagnostic
system, most conventional methodology is inadequate
unless adapted for this use. 
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Finally, pharmacologic—both hormonal and non-
hormonal—therapies that have shown benefit were
reviewed. Non-hormonal therapies that have some
demonstrated benefit include particular antidepressants,
antihypertensives, anticonvulsants, and an older sedative
combination product. No benefit was ascribed to cus-
tomized hormonal preparations (e.g., compounded
estrogens or progesterones).

In summary, this is a very useful review of the preva-
lence, etiology, and current treatment options for a com-
mon menopausal symptom, which may be quite bother-
some for some women. 

The review is well worth reading. A copy can be
found on the NAMS web site (www.menopause.org/
hotflashes.pdf) or in the January 2004 Menopause (Vol
11, pp. 11-33).   ❖
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CE Objectives
After reading Alternative Therapies in Women’s

Health, the health care professional will be able to:

1. evaluate alternative medicine and complemen-
tary therapies for women’s health concerns; 

2. identify risks and interactions associated with
alternative therapies; 

3. discuss alternative medicine options with
patients; and 

4. offer guidance to patients based on the latest
science and clinical studies regarding alternative and
complementary therapies.

CE/CME Instructions
Physicians and nurses participate in this continu-

ing medical education/continuing education pro-
gram by reading the article, using the provided refer-
ences for further research, and studying the ques-
tions at the end of the article. Participants should
select what they believe to be the correct answers,
then refer to the list of correct answers to test their
knowledge. To clarify confusion surrounding any
questions answered incorrectly, please consult the
source material. After completing this activity, you
must complete the evaluation form provided and
return it in the reply envelope provided at the end of
the semester to receive a certificate of completion.
When your evaluation is received, a certificate will
be mailed to you. Answers:9. a, 10. d, 11. a, 12. a.

News Briefs
Director Argues for Rigorous CAM Research

The first director of the National Center for Compli-
mentary and Alternative Medicine (NCCAM) in Bethes-
da, MD, has publicly called for rigorous research to
evaluate complementary and alternative medicine
(CAM) therapies. 

Stephen E. Straus, MD, and his National Institutes of
Health colleagues wrote an article in the Feb. 4 Journal
of the American Medical Association addressing ethical
issues relating to CAM research.

In recent years, CAM use, as well as research on the
safety and efficacy of CAM treatments, has increased

CE/CME Questions
9. Therapeutic touch is based on the premise that health

and healing depend on the balanced flow of life ener-
gy between the environment and the body. Clinical
data do not support the existence of life energy.
a. True
b. False

10. The most frequently cited research on therapeutic
touch for pain found that:
a. it was no better at relieving pain than placebo.
b. pharmaceuticals relieved pain significantly better than

therapeutic touch.
c. it should not be used alone to decrease postoperative

pain.
d. All of the above.

11. Two recent trials on the effects of St. John’s wort in
women taking oral contraceptives found that St.
John’s wort induces cytochrome p450 3A4 enzymes,
potentially affecting metabolism of oral contracep-
tives, and increases the rate of breakthrough bleeding.
a. True
b. False

12. A recent North American Menopause Society report
includes relaxation as one recommended lifestyle
adjustment for relief of menopause-associated vaso-
motor symptoms. 
a. True
b. False



dramatically, the researchers say. However, minimal
attention has been devoted to the ethical issues relating
to CAM research. “We argue that public health and safe-
ty demand rigorous research evaluating CAM therapies,
research on CAM should adhere to the same ethical
requirements for all clinical research, and randomized,
placebo-controlled clinical trials should be used for
assessing the efficacy of CAM treatments whenever fea-
sible and ethically justifiable. In addition, we explore the
legitimacy of providing CAM and conventional thera-
pies that have been demonstrated to be effective only by
virtue of the placebo effect.”

WHO Issues Guidelines About Medicinal 
Plant Production and Collection

The World Health Organization (WHO) knows the
medicinal plant industry is booming. Now the WHO
wants to make sure the products are safe. 

The Geneva, Switzerland, organization released
guidelines last month for good agricultural and collec-
tion practices (GACP) for medicinal plants. The guide-
lines are intended for national governments to ensure
production of herbal medicines is of good quality, safe,
sustainable, and poses no threat to either people or the
environment.

Some patients are reporting adverse effects caused by
the use of herbal medicines, the WHO says. One major
cause of adverse events is linked directly to poor quality
herbal medicines, including raw medicinal plant materi-
als, and to the wrong identification of plant species. For
example, 14 cases of Podophyllum poisoning have been
reported from Hong Kong Special Administrative
Region of China following the inadvertent use of the
roots Podophyllum hexandrum instead of the Gentiana
and Clematis species for their antiviral qualities. It is
reported that this accidental substitution arose because
of the apparent similarity in the morphology of the roots.

Over-harvesting of the raw materials for herbal medi-
cines and other natural health care products also may
lead to the extinction of endangered species and the
destruction of natural habitats and resources. One exam-
ple is the wild types of the popular medicinal plant gin-
seng (Panax ginseng) used to address digestive condi-
tions resulting from nervous disorders. The types current-
ly are reported to be declining rapidly due to increasing

demand and collection. Wild American ginseng, gold-
enseal, echinacea, black cohosh, slippery elm, and kava
kava top the “at-risk list” of endangered species of
medicinal plants.

The WHO’s guidelines cover many cultivation and
collection activities, including site selection, climate and
soil considerations, and identification of seeds and
plants. Guidance also is given on the main post-harvest
operations and includes legal components such as
national and regional laws on quality standards, patent
status, and benefits sharing. 

For a copy of the guidelines, go to www.who.int/
medicines/library/trm/medicinalplants/agricultural.shtml.

One-third of CAM Centers Have 
No Physician Involvement

Twenty-nine percent of complementary and alterna-
tive medicine (CAM) programs or centers have a med-
ical director on staff, while 33% have no direct physi-
cian involvement, according to the American Hospital
Association’s Annual Survey of Hospitals for 2002.
Nineteen percent have physicians on staff. Most CAM
centers have an average of two full-time employees. 

Startup costs for 75% of hospital CAM programs
were reported as less than $200,000, while budgeted
revenues were under $150,000 for 49% of respondents.
Forty percent stated their programs were losing money,
while 32% said they were breaking even. Of those pro-
grams losing money, 15% indicated that they never
expected to break even. 

Patient self-pay is the predominant form of payment,
survey results found. Nutritional counseling (56%),
biofeedback (54%), and chiropractic (49%) were most
likely to be covered by third-party reimbursement. Pas-
toral counseling (52%), music/art therapy (50%), and
therapeutic touch (35%) were most often provided at no
cost or through philanthropy. 

The most popular reasons for offering CAM services
were patient demand (83%), reflection of organizational
mission (69%), clinical effectiveness (61%), and attract-
ing new patients (58%). Of those hospitals not offering
CAM services, 24% (approximately 171 hospitals) stat-
ed that they planned to do so in the future, with 27% of
those hospitals planning on offering some CAM servic-
es within six months to a year.   ❖
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In Future Issues:
Feverfew for Migraine

St. John’s Wort for Depression

Glucosamine for Arthritis


