
 

 

 

 Advice to the Profession:  
Complementary and Alternative Medicine  
Advice to the Profession companion documents are intended to provide physicians with 
additional information and general advice in order to support their understanding and 
implementation of the expectations set out in policies. They may also identify some 
additional best practices regarding specific practice issues.  
This document is intended to provide guidance for how the obligations set out in the 1 
Complementary and Alternative Medicine policy can be effectively discharged. This 2 
document also seeks to provide physicians with practical advice for addressing 3 common 

issues that arise in practice. 4  
5  
Much of this document is intended to assist physicians who provide complementary or 6 

alternative treatments to patients. However, even physicians who do not provide 7 

complementary or alternative medicine may be asked questions or have discussions 8 with 

patients regarding these kinds of treatments. For more information on what 9 physicians 

who do not provide complementary or alternative medicine need to know, 10 please see the 

final two questions in this document. 11  

12  

What is complementary and alternative medicine? 13  
14  

Complementary and alternative medicine can be roughly described as any treatment 15 that 

is not part of the conventional medicine that a physician would traditionally learn in 16 
medical school, and encompasses a range of therapeutic concepts, practices, and 17 

products. Generally, practices like naturopathy, chiropractic treatment, acupuncture, 18 
meditation, yoga, reiki, non-contact therapeutic touch, and homeopathy are associated 19 

with complementary and alternative medicine.1 20  
1 While many different concepts, practices and products fall within the term “complementary and alternative 
medicine” this does not mean that all these concepts, practices or products would be permissible under the 
Complementary and Alternative Medicine policy. Only those which comply with the provisions of the policy may be 
acceptable for physicians to provide.  
21  
However, as the policy states, also included in the definition of complementary and 22 
alternative medicine are both: 23  

• non-conventional uses of an existing conventional treatment, and 24  

• new treatments, practices, and products that are based on conventional medical 25 

understanding and scientific reasoning. 26  
 
27  
For example, the use of Botox to help with migraines, or the use of the birth control pill 28 to 

help treat acne, were once both considered non-conventional ways of using an 29  
existing medical procedure or drug. Platelet rich plasma (PRP) injections, which involve 30 

collecting a patient’s blood, concentrating the platelets, and reinjecting them for 31 

therapeutic purposes (for instance, for the treatment of osteoarthritis or 32 

rejuvenating/tightening skin cells), are an example of a new treatment, for which the 33 

evidence regarding efficacy is not yet settled. 34  

35  



 

 

What is or is not considered complementary and alternative medicine can change over 36 
time, as concepts, practices, and products that are proven to be effective are 37 
incorporated into conventional medicine. 38  
39  
Some new medical treatments may be subject to other regulatory limits. For example, 40 
Health Canada requires that some treatments or therapies be registered with them as 41 
part of a clinical trial. Physicians providing this kind of medicine will need to be aware 42 of 

any other regulatory limits that may apply and comply with them. 43  
44  
Why does the CPSO set out expectations for physicians who provide complementary 
or 45 alternative medicine? 46  
47  
As the medical regulator in the province of Ontario, the CPSO sets out expectations 48  
for physicians who provide care to patients, whether that care is conventional, 49 

complementary, or alternative. 50  
51  
In order to ensure the provision of quality care, the CPSO aims to strike a balance 52 

between protecting patients from harm, including exploitation, while respecting patient 53 
choice and autonomy, and not unnecessarily impeding innovation and professional 54 
judgment. 55  
56  

At their core, CPSO expectations aim to ensure that: 57  
58  

• physicians act with their patients’ best interests in mind (for instance, by not 59 exposing 

the patient to unnecessary risk, by being transparent with patients 60 about the risks and 

benefits of treatments, etc.); 61  

• physicians respect patient choice or autonomy regarding their health care goals 62 and 

treatment decisions (for instance, by conveying information to and 63 discussing treatments 

with patients in a non-judgemental way, providing 64 impartial information, etc.); and 65  

• physicians do not exploit their patients (for instance, by intentionally or 66 unintentionally 

exploiting a patient’s distress). 67  
 
68  
What are the health risks associated with complementary and alternative medicine? 
69  
70  

On the basis of the available evidence, some complementary or alternative treatments 71 
appear to pose little risk in themselves, however, some can present significant, even life-72 
threatening health risks. This may be, for example, because the treatment itself is 73  
inherently risky or harmful, or because it is interfering with or replacing the 74 administration 

of a more effective conventional medical treatment, especially for a 75 serious illness. Cases 

have been widely reported in the media where the administration 76 of a treatment as an 

alternative to a more effective medical treatment has contributed 77 to a patient’s death. 

These risks are serious and need to be considered carefully in line 78 with the values and 

principles of medical professionalism and the expectations set out 79 in the policy. 80  
81  
What is the evidence for complementary and alternative medicine? 82  



 

 

83  
For both conventional and complementary or alternative medicine, clinical research can 84 
help to identify a treatment’s risks and benefits and confirm the extent to which a 85 
treatment is effective. 86  
87  
The range of evidence available on CAM therapies is extremely variable.  Some CAM 
therapies have substantial high quality evidence supporting their use, yet are still 
considered as complementary or alternative since their use has not yet been widely 
adopted by mainstream medicine.  In contrast, others have much less evidence available to 
support their use or have not yet have been subject to clinical trials, therefore Many 
complementary or alternative treatments have either not been the subject of 88 randomized 

controlled clinical trials, or the results of the available research do not 89 convincingly 

demonstrate any positive effect. There may be very little evidence to 90 support the use of 

some proposed complementary or alternative treatments. As a 91 result, the full risks and 

benefits of many such treatments are may not be well understood. 92  
93  

The policy requires physicians to only provide complementary or alternative treatments 94 
that are supported informed by evidence and scientific reasoning regarding the efficacy of 
the 95 treatment. Physicians will need to exercise careful judgment of the evidence to 

ensure 96 they meet this standard. 97  
98  
What should I consider in evaluating the strength of evidence? 99  
100  

The policy requires that complementary or alternative treatments be supported by 101 
evidence and scientific reasoning in order to mitigate the risks associated with 102 providing 

these treatments. 103  
104  

Recommending a treatment to patients without strong scientific evidence raises several 105 
risks, including that: 106  
107  

• it will not be effective, 108  

• it will be less effective than another available treatment (for example, a 109 conventional 

medical treatment), 110  
• it will have unexpected negative consequences (e.g., side-effects), and/or 111  

• the patient will be exploited. 112  
 
113  

Before providing such treatments, physicians must think carefully about the strength of 114 

evidence there is for a treatments efficacy and how providing a particular treatment 115 
could impact a patient and their health care decisions. For example, where the evidence 116 
for a treatment is modest, but the risk of harm to the patient is low and it would be 117  
undertaken alongside conventional treatment, it may be appropriate for a physician to 118 

provide such treatment. However, where the evidence for the treatment is modest, the 119 

risks to the patient are potentially high and it would be provided instead of a 120 

conventional treatment, the treatment may be inappropriate. Generally speaking, the 121 

higher the potential risk to the patient, the higher the level of evidence required. 122  

123  



 

 

The strength of evidence can be broadly assessed using the hierarchy of evidence 124 
below: 125  
126  
2 127  
2 Yetley, Elizabeth et al., (2016). Options for basing Dietary Reference Intakes (DRIs) on chronic disease endpoints: 
report from a joint US-/Canadian-sponsored working group. American Journal of Clinical Nutrition. 105. 
10.3945/ajcn.116.139097.  
128  
It will also be important to consider other factors that enhance the strength of evidence, 129 
such as: 130  
131  

• objectivity, and based on accepted principles of good research; 132  

• coming from reputable sources (for example, peer-reviewed journals); 133  

• clear demonstration of the therapeutic claims made; 134  

• findings that have been replicated and are consistent across multiple studies; 135 and 136  

• consistency with higher quality studies. 137  
 
138  

Evidence that would be considered less strong and may not be appropriate to rely on 139 
could include: 140  
141  
• studies involving no human subjects; 142  

• before and after studies with little or no control or reference group (e.g. case 143 studies); 

144  

• self-assessment studies; 145  
 
 

• anecdotal evidence based on observations in practice; and 146  

• patient self reporting. 147  
 
148  

Less strong evidence may not support offering a treatment at all or may not support 149 
offering it to a particular patient after engaging in the risk benefit analysis as set out in 150 
the policy. Contrarily, less strong evidence does not invalidate the pursuit of a given therapy 
for a therapeutic trial in a patient provided it is known to be relatively safe or pose a low risk 
of harm.151  
152  
While these types of evidence may have value in helping to inform a physician’s 153 
decision-making, they are less reliable than the evidence produced by the kinds of 154 
research outlined in the pyramid above. 155  
156  
The evidence base for many areas of complementary and alternative medicine is 157 

constantly evolving so it is important that physicians keep current in terms of the 158 
evidence they rely on. 159  
160  
What will the College look at in determining whether it was appropriate for a 
physician to 161 provide complementary or alternative medicine to a patient? 162  



 

 

163  
When the College receives a complaint or has concerns about a physician providing 164 
complementary or alternative medicine, there are a number of factors that will 165 determine 

the appropriateness of the treatment being provided. 166  
167  
The policy requires physicians to only provide a complementary or alternative treatment 168 
to a patient where the benefits of providing the particular treatment outweigh the risks. 169 
Physicians need to determine this by weighing a number of factors, including: 170  

• the health status and needs of the patient; 171  

• the strength (e.g. quantity and quality) of evidence and scientific reasoning 172 regarding 

the effectiveness of the treatment provided for the patient’s symptoms, 173 complaints or 

condition; 174  

• the potential risk for harm to the patient; 175  

• any potential known interactions between the proposed treatment and any other 176 

treatments the patient is currently undertaking; and 177  
• whether the treatment was provided alongside conventional treatment or as an 178 

alternative to it. 179  
 
180  
These factors exist on a spectrum and need to be considered in relation to each other. 181 
As outlined above the strength of evidence required to justify providing a particular 182 

treatment to a patient will vary depending on the other factors, such as the potential 183 
risks to the patient. 184  
185  
Physicians need to be aware that gaining patient consent is not enough to negate the 186 
risk benefit analysis. While patients have autonomy to make personal healthcare 187 
decisions, there are limits to the kind of treatments it would be appropriate for 188 
physicians to provide, regardless of whether the patient consents. Patient consent does 189  
not absolve physicians of their responsibility to use professional judgement and only 190 
offer treatments that are in the patient’s best interest. 191  
192  

Even where a physician determines that the potential benefits of a treatment outweighs 193 
the risks, the policy requires physicians to consider a patient’s vulnerability and 194 potential 

for exploitation and to take steps to address this when providing a 195 complementary or 

alternative treatment to a patient. 196  
197  
What steps do I need to take to address patient vulnerability when providing 198 
complementary or alternative medicine? 199  
200  
Patient vulnerability can vary depending on a variety of factors including the patient’s 201 
individual circumstances (such as suffering from a life threatening or terminal illness), 202 or 

where the cost of treatment may cause financial hardship for the patient. 203  
204  
If your patient is particularly vulnerable or at heightened risk of vulnerability additional 205 

steps may be needed to avoid (inadvertently) exploiting themensure appropriate consent to 
therapy. This could include taking 206 extra care to ensure the patient understands the risks 



 

 

of treatment, providing them with 207 additional resources and information, or giving them 

additional time to consider their 208 options. 209  

210  
What are the limits for complementary or alternative treatments I as a physician can 
211 provide? 212  
213  
Physicians can only provide complementary or alternative treatments to address 214 

symptoms, complaints, or conditions that are within their conventional scope of 215 practice 

to treat, and that they have the knowledge, skills, and judgement to provide. 216 Physicians 

cannot offer treatments for conditions they would not be able to manage 217 within their 

conventional scope of practice. 218  

219  
For example,  
a. Aa physician practising orthopedics may use complementary or alternative 220 

treatments that could assist with musculoskeletal injuries but would not be able to 221 

provide complementary or alternative treatments relating to, for example, pancreatic 222 

cancer. Such cancer treatment would not be within that physician’s conventional scope 
223 of practice. 224  

b. General practitioners tend to manage, or co-manage with their specialist colleagues, 
nearly all medical conditions. A general practitioner may use complementary and 
alternative treatments that apply to a wide range of medical conditions provided they 
have the knowledge, skills, and judgement to safely offer and/or co-manage such 
therapies. 

225  
Complementary or alternative medicine is not a scope of practice for physicians. The 226 

College’s focus is on the practice of medicine, and the role complementary or 227 alternative 

medicine can play within a physician’s conventional scope of practice. 228 Physicians 

wishing to practice with added competency within specific domain of complementary or 
alternative medicine may declare this within their scope of clinical activities in their CPSO 
physician profile. more broadly 229 and across traditionally defined scopes of practice, will 

need to train and credential as a 230 complementary or alternative medicine practitioner. 231  

232  
233  
I am a physician who doesn’t provide complementary or alternative medicine but 
have 234 patients who use it – what do I need to know? 235  
236  
Complementary and alternative medicine is continually developing. Many physicians 237 
may have patients exploring its use and patients are entitled to make treatment 238 

decisions and set health care goals in accordance with their own wishes, values, and 239 
beliefs. This includes the decision to pursue complementary or alternative medicine. 240  
241  
Some awareness of complementary and alternative medicine would be beneficial and 242 

help physicians answer questions patients may have. However, physicians are not 243 

required to know about treatment options that are not part of conventional medicine. 244 

Physicians will need to determine what information they feel they are able to provide to 245 

a patient based on their knowledge of, and experience with, complementary or 246 

alternative medicine. 247  



 

 

248  
It is important that physicians inquire about their patients use of complementary or 249 

alternative medicine when assessing a patient in order to understand how these 250 

treatments may interact with any course of action the physician is recommending. It 251 will 

also be important for physicians to consider whether they need more information 252 about 

any treatments a patient says they are undertaking before recommending 253 conventional 

treatment that may interact with those complementary or alternative 254 treatments. 255  

256  
As stated in the policy, physicians must respect a patient’s choice to pursue 257 
complementary or alternative medicine. Patients have the right to make their own 258 
healthcare decisions and to pursue treatments outside of those provided by their 259 

physician. 260  
Physicians who lack the knowledge and/or skills to advise patients on CAM therapies or 
who are philosophically opposed to the use of specific CAM therapies must make 
reasonable efforts to accommodate their patients’ requests for information or access to 
CAM therapies, for example by referring patients to other practitioners to discuss their 
health care needs, such as physician colleagues who are competent, knowledgeable and 
skilled in the provision of CAM therapies or integrative health approaches.  
 
261  
What should I do if a patient asks me to refer them to another health care provider 
based 262 on advice they have received from a complementary or alternative 

medicine 263 practitioner? Or if I’m asked to order a test for a patient that a 

complementary or 264 alternative medicine practitioner has told them they need? 265  
266  

Physicians are sometimes approached by patients seeking a referral either on the basis 267 
of advice the patient has received from a complementary or alternative medicine 268 

practitioner, or to investigate questions or concerns related to complementary or 269 
alternative medicine. 270  
271  
Physicians may also be approached by patients seeking diagnostic tests or other 272 clinical 

investigations related to complementary or alternative medicine. Sometimes a 273 

complementary or alternative medicine practitioner may recommend some tests which 274 

only a physician can order, or where they would be covered by insurance if ordered by a 275 

physician. 276  

277  
It is important that physicians always attend to the concerns brought forth by another health 
care practitioner and consider whether such a referral or the ordering of 278 a test or 

investigation would be in the patient’s best interest, and whether there is a 279 clinical basis 

for it. However, it is not required appropriate for physicians to provide referrals, or 280 order 

tests or investigations that are not clinically indicated. Physicians who make a 281 referral or 

order a specific test or investigation are responsible for them and any follow-282 up that is 

required (see the Managing Tests policy for more information).  


