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The popularity of complementary and alternative medicine (CAM) raises a range of ethical issues for
practicing clinicians. Principles of biomedical ethics define obligations of health care professionals, but
applying principles in particular cases at the interface of CAM and biomedicine may be particularly challenging. “Recognition of medical pluralism” can help clinicians’ ethical deliberations related to CAM.
Here we outline a 3-point practical approach to applying basic principles of biomedical ethics in light of
medical pluralism: (1) inquiring about CAM use and the scientific evidence related to CAM, (2) acknowledging the health beliefs and practices of patients, and (3) accommodating diverse healing practices. Construed as such, recognition of medical pluralism encourages pragmatic willingness to examine
the personal and cultural meaning associated with CAM use, the biases and assumptions of biomedicine,
as well as the risk-benefit ratio of CAM practices. In this way, recognition of medical pluralism can help
clinicians enhance patient care in a manner consistent with basic ethical principles. (J Am Board Fam
Med 2007;20:489 – 494.)

Shared medical decision making offers a helpful
framework for applying the ethical obligations of
primary care clinicians articulated in the 4 principles of biomedical ethics (Table 1).1– 4 However,
when faced with decisions regarding complementary and alternative medicine (CAM), conventionally trained clinicians may face a range of questions
that challenge their interpretation of their ethical
obligations. For example, should a clinician accept
a patient’s request for a medical procedure based on
an alternative practitioner’s diagnosis? Should a
clinician continue to follow a patient who does not
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want established biomedical therapy but requests
continued monitoring? Is a clinician ever justiﬁed
in prescribing or referring patients to a CAM therapy that in clinical trials is demonstrated to be no
better than placebo?
Approximately 36% of adults in the United
States use CAM each year.5 When the deﬁnition
includes “prayer for health” and “megavitamins,”
use rates rise to 62%.5 Approximately half of all
CAM users in the United States seek out care
from CAM practitioners.6 Recognizing the prevalence of CAM practices and the potential for adverse effects (eg, herb-drug interactions, delays in
conventional care, and deceptive health claims),
clinicians cannot afford to ignore CAM use in their
patient populations.
In a 2005 report on CAM,7 the Institute of
Medicine proposed “recognition of medical pluralism” as a key value commitment to help guide
health care providers in ethical deliberations related to CAM. According to the Institute of Medicine, “recognition of medical pluralism” calls for
“a moral commitment to openness.”7 Although the
Institute of Medicine provided an initial formulation of this ethical concept, its relationship to accepted principles of biomedical ethics remains unclear. Here we outline a 3-point practical strategy
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ETHICS FEATURE

Principle
Respect for
Autonomy

Nonmaleﬁcence
Beneﬁcence
Justice

Clinician Obligation
Clinicians have an obligation to respect
the patient as a human being who has
the right to make decisions consistent
with the patient’s values.
Clinicians have an obligation to identify,
minimize or avoid harm to patients.
Clinicians have an obligation to seek the
patient’s good.
Clinicians should promote fair
distribution of services for patient
populations.

of inquiry, acknowledgment, and accommodation
(when warranted) for applying basic principles of
biomedical ethics in a manner consistent with medical pluralism.

Recognition of Medical Pluralism
Inquiry
In accordance with the basic principle of nonmaleﬁcence, clinicians should inquire about CAM
use by their patients to protect them from harm.
For instance, clinicians should especially inquire
about a patient’s use of herbal remedies such as St.
John Wort (Hypericum perforatum), a botanical
product used to treat mild depressive symptoms
that may interact with a range of conventional
medicines by induction of cytochrome P450 3A4.8
By expressing genuine interest, clinicians can elicit
more accurate information about their patients’
CAM use. Furthermore, consistent with the principles of nonmaleﬁcence and beneﬁcence, the responsibility of inquiry may call for clinicians to
examine the evidence for treatments outside of
their usual scope of training.
Acknowledgment
Secondly, recognition of medical pluralism encourages clinicians to acknowledge the cultural and personal meaning associated with diverse health beliefs
and practices of patients. As a starting point, the
health beliefs of patients deserve respectful consideration. Without necessarily endorsing all of the
health beliefs and practices of patients, clinicians
can recognize the legitimate role nonbiomedical
approaches play in the health of the patient. Acknowledging health diversity reﬂects the principle
of respect for patient autonomy. If patient beliefs
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are considered mistaken or maladaptive, patients
can be counseled over time about the implications
of those perspectives.9 Furthermore, such acknowledgment also may involve recognizing the limits of
the biomedical paradigm as a way of explaining
disease and health.10
Accommodation
Finally, in some circumstances clinicians may go
beyond merely acknowledging health beliefs to actually accommodating CAM practices. When evidence demonstrates a satisfactory risk-beneﬁt ratio
for a CAM treatment, clinicians could accept or
even recommend that therapy by treating it as a
legitimate alternative to an established treatment.
In addition, when standard treatments have failed
to offer adequate beneﬁt, medical pluralism suggests that clinicians should be prepared to assess
and refer patients for seemingly safe CAM treatment even in the absence of deﬁnitive evidence of
efﬁcacy.11 Whether and to what degree to accommodate a CAM practice in a particular circumstance will depend on factors related to the stakes of
the illness, the certainty of existing knowledge
about treatment alternatives, the manner in which
CAM will be used (as a complement versus an
alternative), and the opportunity costs of pursuing
CAM (eg, delays in conventional care).12
Does recognition of medical pluralism (via the
strategy of inquiry, acknowledgment, and accommodation) offer any new insight into the ethical
analysis of CAM in medical practice? Recognition
of medical pluralism does not impose new ethical
obligations. However, the approach we outline
here does help in specifying the concrete meaning
of ethical principles at the interface of conventional
and alternative health care. As the following case
analyses illustrate, the ﬁrst 2 elements (inquiry and
acknowledgment) specify ethical obligations relevant to every clinical interaction in which CAM
may be involved. Deciding whether accommodation of a CAM practice is warranted will depend on
a careful process of risk-beneﬁt determination.

Case Analyses
Case 1
Anna, a 32-year-old woman, was told by an iridologist
that she has a predisposition to colon cancer. Her family
is from the Netherlands, where iridology has been practiced in her ancestor’s community for 100 years. Anna
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Table 1. Principles of Biomedical Ethics for Clinical
Practice3

doi: 10.3122/jabfm.2007.05.060205

colorectal cancer before a detailed discussion of
possible interventions. Then recommendations
could be formulated in an informed and sensitive
way that recognizes the scientiﬁc uncertainty, the
risks and beneﬁts of the proposed approach, and
the patient’s perception of the risks. This discussion of the risks and beneﬁts is a key step in applying nonmaleﬁcence and beneﬁcence in light of
medical pluralism.
In this case, the risk-beneﬁt ratio of pursuing a
colonoscopy seems decidedly unfavorable. A brief
search of PubMed reveals 1 study that reported a
sensitivity of 0.04 for iridology as a cancer screening tool.14 The risks of colonoscopy also include
possible perforation (1–2 per 1000).15
Furthermore, the costs of the procedure are substantial (ranging from $800-$1200 plus indirect
costs). Accordingly, the principle of justice also may
become relevant to ethical decision making. Is it
reasonable or fair for a clinician to recommend a
procedure to be paid by insurers when it is not
medically indicated? Empirical evidence suggests
that clinicians often include cost in decision making, especially when the potential beneﬁts are uncertain.16 As stewards of medical resources, clinicians’ concern for the justice of medical decisions is
appropriate. The clinician must weigh the doubtful
beneﬁts and respect for the patient’s autonomy
against the personal risks and societal costs of
colonoscopy. Given these considerations, the clinician should recommend against colonoscopy because the putative beneﬁts do not outweigh the
risks.
In most clinical interactions this may be the end
of the decision-making process. However, viewed
in light of medical pluralism, the clinician’s job may
not yet be done. In this case, the clinician might
take an open-minded, pragmatic approach to further decision making by seeking to constructively
reframe the patient’s concerns. Instead of dismissing fears about cancer risk, the clinician may be
warranted in recommending a less invasive cancer
screening test like fecal occult blood testing (the
risks and costs of which are considerably less than
colonoscopy), even though iridology is medically
implausible. He might also emphasize areas of colon cancer prevention where they can agree, such as
improving intake of dietary ﬁber, reducing saturated fat, and minimizing alcohol consumption.
The clinician might also educate the patient regarding warning signs that would indicate the need
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comes to her family physician requesting a referral for a
colonoscopy. She has researched her diagnosis, received a
second opinion from another iridologist, and believes she
would beneﬁt from this procedure. Anna has no family
history of colorectal cancer. A co-worker who gets regular
colonoscopies said that the procedure is “not that bad.”
The physician has never heard of iridology but is skeptical about it. After conducting a complete history and
physical examination, which was entirely normal, he is
reluctant to refer her for an invasive procedure that he
does not consider medically indicated.
Iridology is “the study of the iris, intended to
identify inherited dispositions, risks and future
health challenges.”13 Based on iridology, the patient believes she is at increased risk of colon cancer, and she seeks out colonoscopy to mitigate her
concern. Her friend’s experience makes the procedure’s risks seem reasonable. However, the clinician is skeptical of iridology as a diagnostic approach, thereby discounting the patient’s perceived
colon cancer risk. Medically speaking, the patient
has an average risk proﬁle, for which screening
colonoscopy would be indicated only after age 50.
These differences in perspective illustrate how beneﬁts and risks may be perceived and balanced differently between clinician and patient.
Recognition of medical pluralism in this case
would involve the following elements. First, the
clinician should refrain from prejudging the legitimacy of the patient’s use of iridology. This serves
2 purposes. First, it respects the patient’s autonomy. She chose to see the iridologist for some
personally meaningful reason. He should inquire
about the extent of her involvement, uncover the
health beliefs and experiences that relate to her
choice, acknowledge her right to seek out iridology, and explore her reasons for that choice. In
other words, he should avoid a dismissive, unexamined opposition toward iridology merely because it
is unfamiliar, implausible, or “unscientiﬁc” and instead gather complete information about her health
behavior.
Secondly, avoiding a judgmental attitude in the
spirit of medical pluralism will allow the clinician to
undertake a helpful conversation with the patient
about risks and beneﬁts of the proposed strategy.
The busy clinician might need to acknowledge his
own ignorance of iridology during an initial discussion of the patient’s concerns. Ideally, the clinician
would gather additional reliable information on the
characteristics of iridology as a screening test for

Case 2
Ruth, aged 54, was recently diagnosed with stage I
breast cancer requiring lumpectomy and radiation therapy. She wishes to forego lumpectomy and radiation,
instead seeking treatment from an herbalist/energy
healer. She knows several women who “never felt the
same” after their surgeries but has heard reports of
“amazing results” from the herbalist/energy healer. Her
uncle died with radiation burns from lymphoma treatment. She reasons that if the lump is so early and small,
what can be the risk with “seeing how things go” with
“natural” remedies? She asks her primary care doctor to
follow her during her CAM treatments with periodic
mammography to ensure therapy is working.
Breast cancer is an important and potentially
fatal condition. Early detection and advances in
therapy for stage I breast cancer have dramatically
improved survival rates. CAM approaches may help
manage cancer symptoms, but cannot effectively
treat breast cancer. Because the stakes are high,
conventional treatment is effective, and delays are
potentially deadly, a clinician should have serious
reservations about the patient’s proposed plan on
the grounds of both nonmaleﬁcence and beneﬁcence. At ﬁrst glance, this case seems to pose a clear
conﬂict between the ethical obligation to respect
the patient’s autonomy and an ethical concern for
the patient’s welfare.
Recognition of medical pluralism can guide this
clinician’s approach to shared decision making.
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The pragmatic, open-minded orientation entailed
by recognition of medical pluralism encourages the
clinician to inquire about and acknowledge the patient’s propensity to seek out CAM therapies. In
adopting this approach, the clinician also might
admit that biomedicine does not hold the answers
for all health concerns (and at times it can expose
patients to toxicity with little prospect for meaningful beneﬁt). Respectful inquiry and acknowledgment helps to avoid conﬂict and animosity so that a
full discussion of the risks and beneﬁts of treatment
options can proceed.
Medical pluralism also encourages the clinician
to look for beneﬁts in CAM therapies as adjuncts to
standard medical treatment. In an informed and
nonjudgmental manner, the clinician could then
work through a range of potential treatment scenarios with both CAM and conventional treatment
components based on the current literature. The
clinician could propose accommodating safe CAM
practices as a complementary component within a
broader treatment plan that includes proven conventional care, making the patient’s self-deﬁned
well-being the goal of therapy. For instance, there
may be herbal strategies that would be safe adjuncts
to conventional care that may improve quality of
life after surgery. Observational studies of ginseng
use have suggested potential beneﬁts for breast
cancer survivors’ quality of life.17 In this case, the
clinician may support (or at least tolerate) the patient pursuing such treatment adjuncts, preferably
after healing from surgery (because there are at
least theoretical bleeding risks associated with the
use of ginseng).6 Such a strategy may allow the
clinician to minimize the harm of delaying proven
treatment (nonmaleﬁcence) while accommodating
the patient’s concerns (respect for autonomy). It
also would probably minimize potential for mistrust or disengagement from conventional care.
If, however, the patient persisted in opting for
CAM treatment instead of conventional therapy,
the clinician would be warranted in strongly voicing his objection to this course of action. In such a
case, shared decision making may break down and
the patient-centered orientation of the care may be
strained. Although the patient retains the right to
exercise her autonomy in pursuing an alternative
treatment strategy despite its risks, the clinician
would not be justiﬁed in endorsing such an approach. Under these kinds of circumstances, disengagement from the clinical relationship becomes a
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for colonoscopy for other reasons, including rectal
bleeding, change in stool caliber, symptoms of anemia, etc. By refocusing discussion to areas of common agreement (which would probably mitigate
her risk of colorectal cancer), the clinician can
avoid making ideological disagreement the focal
point of the relationship. In this manner, the principles of autonomy, nonmaleﬁcence, beneﬁcence,
and justice, understood and balanced in light of
medical pluralism, support a refusal to refer the
patient for colonoscopy while maintaining a caring,
proactive approach to the patient’s concerns and
the therapeutic relationship.
Despite sensitive conversation about the unfavorable risk-beneﬁt ratio for colonoscopy, the patient might still decide to seek out and pay for the
procedure on her own. If so, the strategy of respectful inquiry and acknowledgment, but not accommodation, would leave open the lines of communication for shared decision making in the future.

Case 3
Hal suffers from chronic low back pain. Initial screening
tests and subsequent blood, urine, and imaging (magnetic resonance) are all normal. Conservative measures
and physical therapy have provided no relief. The clinician has heard about acupuncture as a treatment for low
back pain, but is not sure whether it works. The clinician
searches the literature and locates 1 reasonable study
testing acupuncture in low back pain: a randomized,
controlled trial comparing acupuncture, sham acupuncture (ie, placebo control), and an educational bulletin.
The study found that acupuncture and sham acupuncture signiﬁcantly improved symptoms with no apparent
side effects, but acupuncture was no better than sham
acupuncture.
Because of the relative lack of conclusive studies
establishing scientiﬁc beneﬁt of many CAM practices over placebo, clinicians may be reluctant to
make recommendations and referrals for CAM
treatments because of an seemingly unfavorable
risk-beneﬁt ratio. Speciﬁcally, clinicians may be
reluctant to refer patients for treatments that seem
equivalent to placebo interventions, believing that
they offer no “real” beneﬁt. Would the clinician be
ethically justiﬁed in referring the patient for acupuncture, which is equivalent to placebo treatment
based on the principle of beneﬁcence? This case
raises the complex question of how determinations
of beneﬁt are made in medicine and what role the
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presence of medical pluralism plays in those determinations.
In modern biomedicine, therapeutic beneﬁt is
determined formally using methods of evidencebased medicine to ascertain efﬁcacy. Typically, the
standard for efﬁcacy is superiority to a placebo
control in a double-blind, randomized trial. Treatments that are no better than placebo are considered therapeutically worthless. However, recognition of medical pluralism would allow for
stretching the biomedical interpretation of efﬁcacy
to include objective treatment improvements from
placebo interventions themselves without violating
the spirit of evidence-based medicine. Patients may
derive beneﬁt from treatments that work by virtue
of a placebo effect, as evidenced by clinically meaningful superiority to a (no treatment) control group
in randomized trials.18 If such superiority is demonstrated for either CAM or conventional therapies, prescribing such a therapy could be warranted
provided that full disclosure is offered to the patient, there are no signiﬁcant safety concerns, and
no other treatment options are available.19 Such an
expanded understanding of treatment beneﬁt may
support an ethically justiﬁed referral for a broader
range of CAM treatments.
However, treatments that have been demonstrated to be no better than a no-treatment comparison in randomized trials would have little or no
warrant for a clinician’s therapeutic recommendation from an evidence-based perspective. Recognition of medical pluralism would prompt the clinician to remain both open to an expanded
interpretation of efﬁcacy and pragmatic in agreeing
to reasonable and consistent evidence standards for
therapeutic decisions. In the case described above,
acupuncture might be a legitimate option for low
back pain despite the lack of superiority to a sham
acupuncture intervention.

Conclusion
Recognition of medical pluralism, as examined and
applied here, helps inform the approach to challenging ethical situations in the clinician-patient
relationship at the intersection of biomedicine and
CAM in a manner consistent with ethical principles. It encourages clinicians to inquire about patients’ use of CAM treatments, to acknowledge
their diverse health concerns and beliefs, to accommodate their choice of CAM treatments when they
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real possibility, either initiated by the patient or the
clinician. The harms of getting no care at all from
the clinician (eg, mammography and blood work)
combined with the longitudinal value of their therapeutic relationship together must be balanced
against the clinician’s sense of professional integrity
and concern about complicity with a worrisome
decision. In these circumstances harm reduction
assessment will be key: given that the patient has
decided on this course of action, what would minimize her possibility of experiencing a bad outcome? In most circumstances, we suspect this
would favor continued clinician involvement in
care, just as in cases where a clinician counsels a
patient engaged in other high-risk behaviors (like
teens engaged in unprotected sex). Because of the
beneﬁts of some monitoring and the longitudinal
value of a therapeutic relationship, respecting the
differences in a single decision may be the lesser of
two evils.

The authors are grateful to Don Rosenstein, MD; Marion
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do not pose undue risks, and to be willing to make
referrals for CAM interventions when evidence
supports a reasonable risk-beneﬁt ratio.

