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Abstract
Complementary and alternative medicine services in the United States are an approximately $9
billion market each year, equal to 3 percent of national ambulatory health care expenditures.
Unlike conventional allopathic health care, complementary and alternative medicine is primarily
paid for out of pocket, although some services are covered by most health insurance. Examining
trends in demand for complementary and alternative medicine services in the United States
reported in the Medical Expenditure Panel Survey during 2002–08, we found that use of and
spending on these services, previously on the rise, have largely plateaued. The higher proportion
of out-of-pocket responsibility for payment for services may explain the lack of growth. Our
findings suggest that any attempt to reduce national health care spending by eliminating coverage
for complementary and alternative medicine would have little impact at best. Should some forms
of complementary and alternative medicine—for example, chiropractic care for back pain—be
proven more efficient than allopathic and specialty medicine, the inclusion of complementary and
alternative medicine providers in new delivery systems such as accountable care organizations
could help slow growth in national health care spending.

Health care spending growth in the United States continues to be a national concern, despite
having slowed somewhat in recent years.1,2 Therefore, health care policy makers, payers,
and other stakeholders continue to consider strategies aimed at reducing, or at least
containing, health care spending. One approach to reducing health care spending is to
restructure benefits so as to reduce access to particular health care services. However, to
avoid potential unintended consequences, such a strategy must be informed by knowledge of
current health care spending.

Complementary and alternative medicine has been immensely popular in the United States
since the 1990s and is used regularly by more than one-third of adult Americans.3–5 Today,
complementary and alternative medicine comprises an eclectic mix of self-administered
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products and activities including herbal medicines, homeopathic remedies, dietary
supplements, and yoga, as well as provider-based services such as chiropractic care,
massage therapy, and acupuncture.

Largely because of their popularity among the public, some complementary and alternative
medicine services are now offered as benefits in state Medicaid programs, Medicare, and
private health insurance plans.6 For instance, chiropractic care—the most established
complementary and alternative medicine service in the United States, with more than a 100-
year history—is covered to some extent by most private health insurance plans, Medicare,
many state Medicaid programs, and military health insurance plans.6,7 In the current health
policy climate, eliminating complementary and alternative medicine services from health
insurance benefits might be considered as a way to help control national health care
spending.

However, very little is known about US spending patterns on complementary and alternative
medicine services. Recent efforts to estimate the extent to which these services are used
have focused on utilization, such as visits for such services, rather than on spending patterns
and have altogether neglected payments by third-party payers.8,9 It is generally believed that
the use of complementary and alternative medicine services has increased in recent years.10

However, a better understanding of national spending in this arena would inform health
policy makers’ decisions regarding future coverage.

A closer examination of spending patterns on complementary and alternative medicine
services may also provide insight into how a more “cash-based” health care market, in
which patients were responsible for higher out-of-pocket copayments, matures and might
fluctuate with changing economic conditions. In many ways the complementary and
alternative medicine market is an amalgam of the conventional health care sector and a free-
market economy—generally under less governmental influence and with a higher proportion
of costs paid out of pocket than is the case in the market for conventional allopathic
medicine.

Therefore, we sought to examine recent trends in expenditures on complementary and
alternative medicine, with two goals in mind. The first was to define the size of the
complementary and alternative medicine market, so that health policy makers could better
understand the potential effect of further limiting reimbursement for such services. The
second was to determine whether this more cash-based health care market is exhibiting signs
of market maturity—the point where demand for services, as indicated by the price
consumers are willing to spend—is balanced with the supply of services.11

Study Data And Methods
To obtain information on complementary and alternative medicine services use and
spending in the United States, we analyzed data from the Medical Expenditure Panel Survey
from 2002 to 2008.12 The Medical Expenditure Panel Survey is a survey of the
noninstitutionalized US population that is conducted annually by the Agency for Healthcare
Research and Quality. It is a validated source of nationally representative health care
information and is frequently used to make national estimates of health care use and
spending, health status, and visits to health care providers.13 It uses an overlapping panel
design consisting of household, medical care provider, and insurance provider components.

This study was determined to be exempt from Institutional Review Board review by
Dartmouth College’s Committee for the Protection of Human Subjects.
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SAMPLE
We analyzed data from all adult participants (age eighteen or older) in the Medical
Expenditure Panel Survey from 2002 to 2008. We chose this survey because it is the only
ongoing source of data on US complementary and alternative medicine expenditures, and we
chose this time period because the survey consistently collected information on such
services during those years.

Total survey sample sizes in our time frame ranged from a low of 29,370 subjects in 2007 to
a high of 37,418 in 2002. Response rates ranged from 57 percent in 2007 to 65 percent in
2002.

At each interview, survey participants were asked if they had seen a health care provider in
the past six months and, if so, what type of provider they visited, how many visits were
made, and how much was spent on the service. Starting in 2002 the survey recorded if the
provider was an “acupuncturist,” “chiropractor,” “massage therapist,” or “other
complementary and alternative medicine care professional,” including “homeopathic,
naturopathic, or herbalist.” The number of adult study participants who reported having seen
any complementary and alternative medicine provider ranged from a low of 1,236 out of
23,183 in 2008 to a high of 1,597 out of 27,283 in 2002.

If the respondent reported having seen a health care provider, the data collectors proceeded
to contact the participant’s provider and health insurance plan to verify information
regarding utilization—that is, visit dates and details of office-based or outpatient visits—and
expenditures.

COMPLEMENTARY AND ALTERNATIVE MEDICINE SPENDING AND AMBULATORY VISITS
The Medical Expenditure Panel Survey designates ambulatory visits to health care providers
as either office-based or outpatient “events.” An out-patient event is an ambulatory visit to
an out-patient facility within a hospital; an office-based event is a visit to a health care
provider’s office. To acquire information on the total number of annual ambulatory visits
and expenditures on complementary and alternative medicine provider services, we
combined office-based and outpatient events.

To determine the relative amount spent on complementary and alternative medicine services
over time, we calculated the fraction of total national ambulatory health care expenditures
and total national health care expenditures accounted for by these services.

ANALYSES
We converted all health care spending data to 2008 dollars using the Consumer Price Index
for professional medical services.14 We used linear regression adjusted for study
participants’ age, sex, and health insurance status to test for trends from 2002 to 2008 in the
mean number of visits to complementary and alternative medicine providers and inflation-
adjusted mean expenditures per user. We examined the significance for the coefficient for
year as a categorical variable. For our linear regressions on inflation-adjusted expenditures
per user, we transformed complementary and alternative medicine expenditures into a
logarithmic scale.

We used complex survey design methods to generate all descriptive analyses of the data
sets, using Stata statistical software, version 11.1. Complex survey design methods
accounted for the Medical Expenditure Panel Survey’s sampling methodology and applied
weights to extrapolate data to national estimates of the US noninstitutionalized adult
population. We separately examined trends for acupuncture, chiropractic care, massage
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therapy, and other complementary and alternative medicine—which included health care
provided by homeopaths, naturopathic physicians, herbalists, and all other complementary
and alternative medicine professionals—for all analyses.

LIMITATIONS
This study had several limitations. First, it examined use and spending trends for only the
most common complementary and alternative medicine services in the adult, civilian,
noninstitutionalized US population. Trends may differ for other forms of complementary
and alternative medicine or in the population segments not included—that is, children,
institutionalized Americans such as nursing home residents, and members of the military.

Second, because our study used a serial cross-sectional design, any potential differences in
data collection by the Medical Expenditure Panel Survey during the period of time examined
could have affected our findings. However, we are unaware of any changes that occurred
during the period 2002–08 in regard to data on complementary and alternative medicine.

Third, the Medical Expenditure Panel Survey collects data on use and spending according to
the credentials of the provider. Therefore, our analyses were restricted to credentialed
complementary and alternative medicine professionals (such as chiropractors, who must
hold both a doctor of chiropractic degree and a state license) and excluded any
complementary and alternative medicine services offered by practitioners without
professional credentials. Noncredentialed complementary and alternative medicine
professionals include providers with informal training—that is, those who did not graduate
from an accredited training program or do not hold active state licensure—in such fields as
herbal medicine and homeopathy.15

Study Results
NATIONAL SPENDING ON COMPLEMENTARY AND ALTERNATIVE MEDICINE SERVICES

Estimates of total inflation-adjusted national expenditures on complementary and alternative
medicine services grew by 6 percent, from $8.1 billion in 2002 to $8.6 billion in 2008
(Exhibit 1). Among specific services, inflation-adjusted expenditures on chiropractic care
increased 11 percent, from $6.2 billion in 2002 to $6.9 billion in 2008. Inflation-adjusted
expenditures on acupuncture, massage therapy, and other complementary and alternative
medicine services were stable.

Expenditures on complementary and alternative medicine services constituted a small
fraction of national health care expenditures. National expenditures on these services
fluctuated between 2.7 percent and 3.1 percent of national health care expenditures on
ambulatory services and were less than 1.0 percent of national health care expenditures at all
measurement points between 2002 and 2008.

PATIENTS’ SPENDING ON SPECIFIC SERVICES
During the time period examined, the mean annual inflation-adjusted expenditure per user
decreased for acupuncture (from $360 to $325) and other complementary and alternative
medicine services (from $301 to $214), while it increased for chiropractic care (from $447
to $582) and massage therapy (from $259 to $305). After adjustment for age, sex, and health
insurance status, all changes in expenditures were insignificant except for the increase in
expenditures on chiropractic care (Exhibit 2 and Appendix Table 1).16
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NUMBER OF ADULTS WHO USED SERVICES
The number of adults who visited any complementary and alternative medicine provider at
least once during the year increased by 6 percent, from 15.2 million in 2002 to 16.1 million
in 2008. Looking at specific services, the number of users was relatively stable except in one
case: Users of acupuncture grew by 16 percent, from 950,000 in 2002 to 1.1 million in 2008
(Exhibit 3).

NUMBER OF AMBULATORY VISITS
Despite a slight increase in expenditures on complementary and alternative medicine
services between 2002 and 2008, the total number of ambulatory visits to complementary
and alternative medicine providers decreased by 3 percent, from 126 million to 122 million
(Exhibit 4). The highest number of ambulatory visits, 144 million, occurred in 2005. The
number of these visits declined by 15 percent between 2005 and 2008, with the largest
decrease from 2007 to 2008.

Chiropractic care was the predominant type of complementary and alternative medicine
service used by US adults (Exhibit 4). Chiropractic care accounted for 77–82 percent of total
ambulatory visits to complementary and alternative medicine providers from 2002 to 2008,
while massage therapy accounted for 10–14 percent; acupuncture, 4–6 percent; and other
services, 3–4 percent.

Among specific complementary and alternative medicine services, the number of national
visits for acupuncture decreased by 16 percent (from 6.4 million to 5.4 million), and
chiropractic care visits decreased by 3 percent (from 98.6 million to 96.1 million) during the
same time period (Exhibits 2 and 4). The number of visits for massage therapy was
relatively stable, and the number of visits increased slightly for other complementary and
alternative medicine services.

In linear regression models adjusted for age, sex, and health insurance status, there was a
significant decrease in the mean number of visits for acupuncture per user (Exhibit 2).

Discussion
We used data from the Medical Expenditure Panel Survey to examine trends in use of and
expenditures on complementary and alternative medicine services between 2002 and 2008 in
the United States. We found that the US market for these services represented only a small
part of national health care spending. We also found surprisingly little growth in spending
on complementary and alternative medicine services and a 15 percent decrease in the total
number of visits to complementary and alternative medicine providers between 2005 and
2008.

The relatively small size of this market suggests that even the complete exclusion of
complementary and alternative medicine services from benefit packages would have only
modest effects on controlling health care spending.

Because chiropractic care accounted for approximately three-quarters of the US
complementary and alternative medicine market, it might be considered the primary service
to contemplate excluding from public and private health insurance in cost reduction efforts.7

Such an elimination could be counted on to make a small dent in national health care
spending, assuming that there were no covered services that could replace the newly
excluded ones. However, health care policy makers need to consider the potential “offset
effects” of patients’ substituting for the excluded services with other covered services at
equal or even greater cost.
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For example, a substantial number of Americans seek care for back and neck conditions—
the primary ailments that chiropractors treat—and tend to get it from primary care
physicians, physical therapists, and medical specialists, in addition to chiropractors.17–19 We
recently compared the patient-level costs for managing back and neck conditions and found
the cost of chiropractic care for such services to be lower and less susceptible to inflation
than medical specialty care.20 Therefore, excluding the few complementary and alternative
medicine services currently funded through public and private health care insurances could
inadvertently trigger increased spending overall.

Our estimate of an approximately $9 billion annual market for complementary and
alternative medicine services is somewhat smaller than a previously reported estimate,
which placed the total national out-of-pocket expenditures on these services at $11.9 billion
in 2007 dollars.21 Our lower estimate probably results from the fact that the Medical
Expenditure Panel Survey identifies visits to providers based only on conditions treated. It
therefore excludes visits made by adults who use complementary and alternative medicine
for health maintenance and promotion.22,23

Our findings suggest that the US complementary and alternative medicine market—an
example of a largely cash-based health care economy—might be more self-regulating than
the market for mainstream medicine. The recent decline in use of specific services may
imply that the market for these services is more sensitive to consumer decision making and
may have reflected an early consumer response to the recent recession. Because a higher
proportion of complementary and alternative medicine services than of medical services are
paid for out of pocket, pricing for the former may better reflect what patients are willing to
pay than pricing for other medical services does.

This finding has implications for the future design of health care payment. The higher
proportion of out-of-pocket responsibility for payment for services may explain the lack of
growth that we saw in total spending on complementary and alternative medicine services.
Our findings support the suggestion that health care systems in which patients make
educated choices based on a budget may be beneficial in helping control health care
spending.24

It is possible that the recent recession may explain some of the observed contraction in use
of complementary and alternative medicine services in 2008. In fact, there is some evidence
that consumers may view these services as luxuries,25 which may make the services more
vulnerable to economic conditions.

Recent reports have found that the recession from December 2007 to June 2009 slowed
growth in spending on medical care and had an even larger impact on other health services
such as dental care (particularly those services more dependent on out-of-pocket payment).1

Nevertheless, our findings—that a slight contraction in the market for US complementary
and alternative medicine services began in 2005 and that there was little fluctuation in
potentially more price-sensitive services such as massage therapy—suggest that additional
market factors may have influenced national spending for complementary and alternative
medicine.

Complementary and alternative medicine services in the United States are delivered by an
eclectic mix of provider types, which vary greatly with respect to their level of professional
organization. Moreover, certain complementary and alternative medicine professions have a
longer history and a larger presence than others. For these reasons, providers of some forms
of complementary and alternative medicine—such as chiropractic care and, in more recent
years, naturopathy and acupuncture or Oriental medicine—have been more successful than
others in integrating their services into conventional health care delivery systems.
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The Affordable Care Act includes provisions that potentially allow complementary and
alternative medicine providers to participate in health care delivery teams. This fact has
important implications for health reform efforts such as accountable care organizations.26,27

Considering that complementary and alternative medicine appears to be relatively
inexpensive when compared to allopathic medicine, if medical care providers are willing to
collaborate with local complementary and alternative medicine service providers, offering at
least some complementary and alternative medicine services could help accountable care
organizations achieve their objectives.28

As shown by the numerous studies that have demonstrated relatively high patient
satisfaction with complementary and alternative medicine services, many patients prefer
these services.29–31 However, historically, there has been limited communication between
complementary and alternative medicine providers and providers of other medical
services.32 If complementary and alternative medicine providers joined new payment and
delivery system arrangements such as accountable care organizations, care coordination—
and the reduced costs associated with it—might be improved.

The inclusion of complementary and alternative medicine providers in traditional health care
delivery teams has the potential to improve integration of care, ensure that all of the
patient’s needs are met, and reduce dependency on more costly medical specialists.
However, this inclusion must be done carefully to ensure a collaborative approach to patient
care across disciplines and avoid adding to health care costs.

Conclusion
US spending on complementary and alternative medicine services represents a small fraction
of national health care spending. As health care policy makers, payers, and other
stakeholders attempt to reduce waste in health care systems, they should recognize that
excluding currently covered complementary and alternative medicine services would, at
best, produce only meager cost savings. Operating under more free-market conditions, the
pricing of complementary and alternative medicine services appears to be more self-
regulating than that of the conventional health care sector. This difference suggests that
payment systems that encourage consumers to make educated decisions under the constraint
of a budget may help constrain health care spending growth.

Examination of the US complementary and alternative medicine market is useful in
understanding consumer response to a more cash-based health care economy, which can
inform future benefit design. If certain types of complementary and alternative medicine
services are proven to be efficient in managing health conditions, those who provide the
services may find opportunities to participate in new delivery system models such as
accountable care organizations, resulting in a more collaborative approach to health care
delivery.

Supplementary Material
Refer to Web version on PubMed Central for supplementary material.
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EXHIBIT 1. National Expenditures On Complementary And Alternative Medicine Services,
2002–08
SOURCE Authors’ analyses of data from the Medical Expenditure Survey (Note 12 in text).
NOTES Expenditures are billions of 2008 dollars, adjusted for inflation. Other
complementary and alternative medicine (CAM) includes homeopathy, naturopathy, and
herbal medicine.
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EXHIBIT 3. Adult Users Of Complementary And Alternative Medicine Services, 2002–08
SOURCE Authors’ analyses of data from the Medical Expenditure Survey (Note 12 in text).
NOTE Other complementary and alternative medicine (CAM) includes homeopathy,
naturopathy, and herbal medicine.

Davis et al. Page 13

Health Aff (Millwood). Author manuscript; available in PMC 2014 January 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



EXHIBIT 4. Adult Ambulatory Visits To Complementary And Alternative Medicine Providers,
2002–08
SOURCE Authors’ analyses of data from the Medical Expenditure Survey (Note 12 in text).
NOTE Other complementary and alternative medicine (CAM) includes homeopathy,
naturopathy, and herbal medicine.
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