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Complementary medicine is increasing in popu- 
larity. In most countries its pradice is in the 
hands of non-medically trained practitioners, 
professions which are often not properly regu- 
lated. When discussing solutions to this problem 
the German "Heilpraktiker" is often mentioned. 
The history and present situation of this pro- 
fession are briefly outlined. The reasons why the 
'Weilpraktiker concept" is not an optimal solu- 
tion are discussed. It is concluded that the best 
way forward consists of regolation and filling the 
considerable gaps in knowledge relating to 
complementary medicine. Copyright 0 1996 
Elsevier Science Ltd. 
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INTRODUCTION 

Complementary (or "alternative" as it is still 
sometimes termed) medicine is becoming 
increasingly popular. This raises a number of 
complex issues. When regulatory problems in 
this area are discussed, the German "Heilprak- 
tiker" is often cited as a viable model. This 
article details the German example with the aim 
of identifying a way of increasing quality of 
service in complementary health care. 

DEFINITION 

Most experts define complementary medi- 
cine (CM) by what it is not rather than by what it 
is, e.g. it is not "a system of health care which 
lies for the most part in the mainstream of 
conventional medicine" [I]. A positive defi- 
nition is difficult because of the heterogeneity of 
the field; it encompasses techniques that have 
little in common and often even contradict each 
other. Our group has recently defined CM as 
"diagnosis, treatment andlor prevention which 
complements mainstream medicine by con- 
tributing to a common whole, by satisfying a 
demand not met by orthodoxy or by diversifying 
the conceptual framework of medicinen [2]. 

PREVALENCE 

In the US, about one-third of the population 
has used some form of CM [3], and in Europe 
this figure varies between 24% in Denmark and 
49% in France [4]. Two different reports [4,5] 
suggest that, in the UK, one in every four 
individuals has used CM within the last year. 

The motivation for turning towards CM is 
complex and may differ from population to 
population [6]. Reasons that rank prominently 
are the need to use all options of health care--in 
most cases CM is employed in addition to con- 
ventional care [3], with the hope of being cured 
without side-effects, and as a result of disen- 
chantment with mainstream medicine. 

On the basis of the increasing popularity of 
CM, mainstream medicine is changing dramati- 
cally. Recent surveys indicate that 65% of gen- 
eral medical practitioners believe that comp- 
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lementary therapies have a place in mainstream 
medicine [7] and that 67% of all health authori- 
ties are purchasing one or  more such treatment 
options [S]. 

PRACTITIONERS 

Non-medically trained practitioners 
(NMTPs) are the main providers of comp- 
lementary health care in Britain [4]. This situ- 
ation is similar in other (but not all) European 
countries, and in the US, it varies according to 
state legislation. Today NMTPs practice largely 
without compulsory regulation or control. In 
many countries, there are no formal licensing 
procedures and no formal continuous education 
programmes. It is therefore often impossible to 
judge the medical competence of NMTPs. In 
Britain only about half of them have been 
subjected to formal training [9]. Many doctors 
therefore fear that the safety of their patients 
may be jeopardized [lo]. The BMA's call for 
registration, control and good clinical practice is 
thus understandable and timely [ l l ] .  In the UK, 
some complementary disciplines have made de- 
cisive steps in this direction [12], and others are 
likely to follow. 
h the discussions surrounding these complex 

issues, comparisons are often made with the 
situation in Germany which, for many years, 
has had a system allowing the practice of offici- 
ally registered, non-medically trained "Heil- 
praktiker" (literally translated meaning "health 
practitioner") alongside medical doctors. In a 
climate of change within CM [13], and the 
prospect of harmonization within Europe, a 
closer look at the German "Heilpraktiker" 
might provide valuable insights to guide our 
way to quality in complementary health care. 

THE HISTORY OF THE 
"HEILPRAKTIKER" 

Influenced by the Romantic philosophy of 
the 19th century, a division within medicine 
occurred around the turn of this century. On the 
one hand, the achievements of science set the 
stage for modem medicine. O n  the other hand, 
allencompassing, naturopathic or holistic ideas 
experienced a revival, most extensively in lay 
circles. The German "Volksheilbewegung" 
(movement for health in the population) in- 

cluded millions of people and resulted in thou- 
sands taking up the practice of hydrotherapy, 
naturopathy, homeopathy and other popular 
remedies postulated to be true "alternatives" to 
orthodoxy [14]. No law prevented NMTPs from 
treating patients in this way, and in the 1930s, 
the number of "Heilpraktiker" was equal to that 
of medical doctors [15]. This historical situation 
therefore bears similarities to that of Britain 
and other European countries as well as to the 
US today. 

The Nazi government "unified" all lay organ- 
izations under their leadership in order to gen- 
erate the "Neue Deutsche Heilkundem-the 
"New German Medicine" [14,15]. After long 
disagreements, the ''Heilpraktikergesetz" (the 
law regulating health practitioners) brought 
official recognition of this profession in 1935 
[14]. This law was a most unusual compromise 
offering recognition to the existing "Heilprak- 
tiker" while at the same time forbidding their & 
novo generation. It was therefore programmed 
to render the "Heilpraktiker" profession ex- 
tinct. Goebbels himself callectit the "cradle and 
the tomb of a professionn [15]. After the war, a 
ruling of the German High Court effectively 
legalized the training of the "Heilpraktiker". 
Since then this profession has practised medi- 
cine in West Germany, and since unification in 
the entire country. 

THE G E M  SITUATION TODAY 

At present, the ratio of practising "Heilprak- 
tiker" to physicians is thought to be 1:4 [16]. 
"Heilpraktiker" are not obliged to undertake 
medical teaching or training. A "test" is con- 
ducted by the local health authorities to "ex- 
clude danger to the health of the nation" [17]. If 
someone fails, (s)he can repeat the examination 
ad libitum. The failure rates at different loca- 
tions vary from 0 to 100% with an average 
around 60% [IS]. Thus, a thriving "examination 
tourism" has developed to those authorities 
with high average pass rates [IS]. The "test", 
mainly covers legal issues. Medical knowledge 
is rarely included; when tested it was judged to 
be "acceptable" in the areas of anatomy and 
physiology, but "almost non-existent" in path- 
ology, pathophysiology, differential diagnosis 
and general sciences [17]. 

The therapeutic repertoire of "Heilpraktiker" 
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is similar to that of British NMTPs, yet it puts 
more emphasis on "alternative" (non- 
validated) diagnostic procedures. While 
NMTPs of other countries usually specialize in 
one or  two therapies, the German "Heilprak- 
tiker" would employ many at the same time. 
Since the "Heilpraktiker" may also perform 
injections, for instance of homoeopathic rem- 
edies and other invasive procedures, compli- 
cations are predictable, and fatalities are 
reported with depressing regularity [1%21]. 

In addition to these characteristics, the Ger- 
man health care system is hallmarked by other 
important peculiarities. Ninety-five per cent of 
German physicians practise some form of CM, 
and many of these have acquired an "MD for 
naturopathy" through courses approved by the 
state medical associations [22]. Ln Britain, by 
contrast, this figure is merely 20% [23]. The 
German health care system offers patients the 
choice of whom they want to consult. Many 
insurance schemes reimburse for consultations 
and treatments by Heilpraktiker. The country 
also has a long history of spa-medicine which 
was traditionally heavily based on naturopathy. 

THE WAY FORWARD 

The German example shows, amongst 
others, that registration without proper training 
and back-up through scientific rigour will not 
necessarily lead to acceptable results. Even an 
intrinsically "safe" remedy will inevitably be- 
come hazardous if it is administered inappro- 
priately [24]. The long-term solution is 
therefore to scrutinize scientifically all thera- 
peutic and diagnostic approaches used in comp- 
lementary (and mainstream) medicine [25,26]. 
Subsequently, consumer demand may direct 
the choice between valrdated options of health 
care. 

At the same time, one needs to question the 
competence of some NMTPs. If a therapist 
(mainstream or complementary) takes over full 
responsibility for patients (s)he should be 
demonstrably competent. If this precondition 
is not fulfilled, a professional who (through 
proper training and experience) can be seen to 
be competent must assume the ultimate respon- 
sibility [27]. Not surprisingly therefore, British 
medical students feel strongly that practitioners 

of CM should, in fact, be medically qualified 
[B].  An initiative to harmonize the nationally 
different situations on an EU level proposes 
that all practitioners of CM receive formal train- 
ing which, in length and thoroughness, is similar 
to that of medical schools; such practitioners 
would subsequently be of.equal legal standing 
as doctors [29]. 

How can one choose a NMTP while the 
present, unregulated situation persists? The 
British National Association of Health Authori- 
ties and Trusts (NAHAT) has recently pub- 
lished guidelines on this matter [30] stating that 
one should select NMTPs who hold member- 
ship of professional bodies with codes of con- 
duct, ethics and discipline, and who have 
indemnity cover, adequate qualifications and 
experience. Again this seems to be a step in the 
right direction, yet critics will stress that proper 
training and a qualification in nonsense must 
still amount to (at the very best, harmless) 
nonsense. Thus, regulatory mechanisms will be 
virtually meaningless without rigorous research 
of the effectiveness and safety of the therapy in 
question [25, 311. 

CONCLUSION 

The German "Heilpraktiker" is a concept 
specific to Germany, where the profession is 
embedded in history and has a defined legal 
status. In this respect, it differs from NMTPs of 
other countries. In other respects, the two are 
similar. Neither "Heilpraktiker" nor NMTPs 
need be medically qualified, both are essentially 
unregulated and have a range of training and 
competence which must, to some extent, make 
the buyer beware. 

One of the most pressing issues is the regu- 
lation and control of competence of NMTPs. 
Going too far in one direction might put 
patients at risk, while going too far in the other 
direction would threaten a sector of health care 
that has become of considerable socio- 
economic importance [3,4], that attracts an in- 
creasing number of individuals, that is per- 
ceived as moderately effective, even by critical 
GPs [32], and has (for what it is worth) "stood 
the test of time". The best way forward, it 
seems, it to keep an open, yet critical, mind and 
to research the area systematically. 
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