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Summary
Objectives: To evaluate the effectiveness of homoeopathy versus conventional treat-
ment in routine care.
Design: Comparative cohort study.
Setting: Patients with selected chronic diagnoses were enrolled in medical practice.
Interventions: Conventional treatment or homeopathy.
Outcome measures: Severity of symptoms assessed by patients and physicians (visual
rating scale, 0—10) at baseline, 6 and 12 months and costs.
Results: The analyses of 493 patients (315 adults, 178 children) indicated greater
improvement in patients’ assessments after homoeopathic versus conventional
treatment (adults: homeopathy from 5.7 to 3.2; conventional, 5.9—4.4; p = 0.002;
children from 5.1 to 2.6 and from 4.5 to 3.2). Physician assessments were also more
favourable for children who had received homoeopathic treatment (4.6—2.0 and
3.9—2.7; p < 0.001). Overall costs showed no significant differences between both
treatment groups (adults, D 2155 versus D 2013, p = 0.856; children, D 1471 versus
D 786, p = 0.137).
Conclusion: Patients seeking homoeopathic treatment had a better outcome overall
compared with patients on conventional treatment, whereas total costs in both
groups were similar.
© 2005 Elsevier Ltd. All rights reserved.
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Homoeopathy, is one of the most widely used forms
of complementary medicine in Europe1 the United
States2 and in many developing countries.3,4 It is
based on the principle of curing like with like,5

and it is scientifically controversial in part because
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the agents purported to be active are highly
diluted.6

Randomised controlled trials of homoeopathic
treatment versus placebo have been conducted to
demonstrate that such treatment engenders more
than a mere placebo effect. A pioneering meta
analysis of 89 such studies, selected on the basis of
their quality, found a statistically significant overall
effect in favour of homoeopathy.7

An alternative approach is that of outcomes
research, which focuses on the results of homoeo-
pathic treatment in everyday medical practice.8

This type of research aims to answer, on the basis of
comparison with conventional medicine, questions
such as what type of patients seek homoeopathic
treatment, what benefit they experience, which
indications/diagnoses are associated with the
greatest benefit (or patient satisfaction), which
improvements in quality of life are experienced
by the patients and which costs are involved.
The results of such trials are of special interest
to insurers9 and medical service providers10,11

because of their economic implications. However,
to our knowledge, until now, no study has provided
a comprehensive analysis of both the outcome and

headache, lower back pain, depression, insomnia
or sinusitis, and children (aged 1—16 years) pre-
senting with bronchial asthma, atopic dermatitis
or allergic rhinitis. Patients who had been treated
previously by the study physician for the study
indication were not included. For each diagno-
sis, further specific entry criteria were defined,
so as to exclude patients with very mild or very
severe symptoms. Patients were recruited between
January 1998 and December 2000.

Homoeopathic doctors interested in participat-
ing were selected by reviewers who were members
of the central organisation of homoeopathic doc-
tors in Germany (DZVhÄ). Selections were made on
the basis of an evaluation questionnaire including
a blinded case assessment. Doctors practising con-
ventional medicine were selected from an address
list of general practitioners and relevant specialists
and informed about the study per mail. Only those
who expressed interest, sent back a questionnaire,
and were not offering complementary therapies
were selected and listed. Participating physi-
cians were recruited on a first come, first served
basis.
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the costs of treatment.
Thus, in our study we aimed to compare medical

outcome, including quality of life and the costs of
homoeopathic and conventional treatment, as part
of a broad programme in Germany (see Acknowl-
edgements) designed to assess the desirability of
offering complementary medicine to the insured.

Methods

Study design

In this prospective, multicentre, parallel group,
comparative cohort study, adult and child patients
received either conventional or homoeopathic
treatment. Patients were first approached at the
doctor’s practice and had thus already made their
own choice of therapy; accordingly, the study
was open and non-randomised. Patients were only
included after giving written informed consent; the
study was compliant with Good Epidemiological
Practice (GEP) and relevant data protection laws,
and it was approved by the Ethics Committee of our
institution.

Patients, physicians and diagnoses

Eligible patients included adults (aged >16 years)
presenting with the selected chronic disorders
tudy protocol

t baseline, patients provided socio-demographic
nformation, recorded the severity of their symp-
oms, and completed the quality of life instrument
OS SF-36 (only in adults). The physicians recorded
ach diagnosis and its severity, as well as each
atient’s medical history. Parents responded for
heir children where appropriate (no distinction is
ade hereinafter between parents’ and patients’
wn responses). After 6 and 12 months, the
atients received standardised questionnaires to
rovide information on current symptom sever-
ty, any perceived side effects of treatment,
nd quality of life. After 12 months, the study
hysicians also recorded the current severity of
he initial diagnosis using standardised question-
aires.
The principal outcome variables were (1) sever-

ty of symptoms, as assessed by the patient on a
umerical rating scale (NRS; from 0 to 10),12 (2)
everity of symptoms, as assessed by the physician
sing also the NRS, (3) quality of life, as assessed
y the MOS SF-36 questionnaire for adults.13,14

The variables were classified into ‘overall costs’
ncluding doctor visits, medication, physiotherapy,
ospital stay, sick pay, other remedies/devices and
medication costs’. For patients in the homoeo-
athic group, medication was further sub-classified
nto conventional and homoeopathic medication.
conomic analyses were performed only in patients
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whose insurance companies provided cost data.
Costs not reported by these insurers (e.g. over-the-
counter medication purchased privately) were not
taken into account.

Statistical methods

For adults, the statistical analysis was performed
in three steps. (A) The treatment cohorts were
tested for significant differences in age, sex,
education, and duration of symptoms, using t-tests
or chi-squared tests, as appropriate. Lost to
follow up rates were compared by chi-squared
tests. (B) Repeated measurement analysis of
variance (ANOVA) models were fitted to the
follow-up data. In an initially saturated model
with the factors ‘treatment’, ‘diagnosis’ and
‘time’, the following questions were asked: (i)
Are there diagnosis-specific differences in the
result between the treatment cohorts (significant
interaction term time× treatment×diagnosis)?
If not, then this interaction term was removed
from the model. (ii) Are there overall differ-
ences between the treatment cohorts (significant
interaction term time× treatment)? If so, the
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if the propensity score was used for adjustment;
details are, therefore, not reported here.

Results

Patients

Of those patients eligible to participate, 79% con-
sented and were recruited. A total of 493 patients
were enrolled by 101 homoeopathic and 59 conven-
tional study physicians; these are shown according
to age group, diagnosis and treatment strategy in
Table 1. Of all patients in the study, 90% provided
questionnaires after 6 months and 80% after 12
months. Health economic data were obtained for
a subgroup of 38% of the patients.

Basic socio-demographic variables and data on
previous use of medical resources are summarised
in Table 1. Adult patients seeking homoeopathic
treatment were more likely to have had 12 or more
years of education than those seeking conventional
treatment. In children, only the medical services
used in the previous 12 months differed significantly
between the groups.
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ifferences were displayed, with additional
ests as appropriate. (iii) Are there overall dif-
erences between the diagnoses (significant
nteraction term time×diagnosis)? If so, the
ifferences were displayed. (C) The initial model
f step B was extended to include the covari-
tes mentioned in step A (ANCOVA). A test was
erformed to see whether diagnosis-specific
djustment was necessary. Step B was repeated
or the resulting model. For each outcome vari-
ble, treatment group-specific marginal means
re reported, resulting from the last adjusted
odel.
For children, the same tests were performed,

ut with a preliminary examination of whether any
ignificant differences existed between the two
ge groups (1—7 and 8—16), and, if appropriate,
ith the inclusion of age group as an additional

actor.
For the analysis of costs during the study obser-

ation period, two sample t-tests (unadjusted
nalyses) and classical ANOVA models including
he same set of covariates as described above
adjusted analyses) were applied. In a second step,
he costs from the 12-month period before inclu-
ion were added, and cost increases were analysed
y applying repeated measurement ANOVA models
s described above.
Finally, a propensity score was calculated from

he baseline characteristics of each patient. The
esults of the analyses did not change qualitatively
atient assessment of symptom severity

he adults’ assessment of symptom severity at
tudy entry did not yield significant differences
etween the diagnosis groups. Nor did it show any
verall or diagnosis-specific differences between
he treatment cohorts. The two cohorts were,
herefore, regarded as equivalent in respect to
atient assessment of symptom severity at base-
ine.

For adults, the change in severity of symptoms
iffered clearly between the two treatment cohorts
p = 0.002, Fig. 1); the difference was highly sig-
ificant during the first 6-month period (p = 0.004),
nd not significant in the second 6-month period
p = 0.558). For children, the outcome analysis
ielded results that were qualitatively similar to
he adult analysis (Fig. 1, p = 0.029).

hysician assessment of symptom severity

or adults, the change in symptom severity did
ot differ between the two treatment groups
p = 0.251), but there was a significant reduction
n the severity of symptoms for each group (both
< 0.001, Fig. 2). For children, the change in symp-
om severity was significantly different between
he two treatment cohorts (p < 0.001; Fig. 2).
here were no significant differences in ‘overall
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Table 1 Baseline characteristics.

Age group Parameter Homoeopathy Conventional p-Value, if <0.05

Adults (>16 years) Age (years; mean± S.D.) 41.8± 11.1 48.5± 13.9 <0.001
Sex (%)

Male 18 26
Female 82 74

School education > 12 years (%) 48 17 <0.001
Medical services used (12 months) (%)

Medicines 89 92
Visit to doctor 94 98
Stay in hospital 18 13
Operation(s) 14 11

Diagnosis (n (%))

Homoeopathy Conventional Total

All five indications 174 (100) 141 (100) 315
Headache 70 (40) 42 (30) 112
Low back pain 22 (13) 50 (36) 72
Depression 47 (27) 16 (11) 63
Insomnia 12 (7) 23 (16) 35
Sinusitis 23 (13) 10 (7) 33

Age group Parameter Homoeopathy Conventional p-Value, if <0.05

Children (1—16 years) Age (years; mean± S.D.) 6.5± 4.1 7.2± 4.1
Sex (%)

Male 63 58
Female 37 43

Medical services used (12 months) (%)
Medicines 81 89




<0.001
Visit to doctor 96 99
Stay in hospital 7 10
Operation(s) 3 8

Diagnosis (n (%))

Homoeopathy Conventional Total

All three indications 91 87 178
Atopic dermatitis 54 (59) 64 (74) 118
Allergic rhinitis 20 (22) 11 (12) 31
Asthma 17 (19) 12 (14) 29

assessment of therapeutic success’ or in ‘satis-
faction’ between the treatment groups (data not
shown).

Quality of life

There were major differences between the results
for the physical component scores (PCS) and the
mental component scores (MCS) of SF-36 (Table 2).
For PCS, there were both global (p = 0.026) and
diagnosis-specific (p < 0.001) differences between
the treatment groups at baseline. These differ-
ences were still present after adjustment, although
they were no longer statistically significant. Over-
all, the PCS for the homoeopathically treated

patients showed a marked increase, whereas that
for conventionally treated patients hardly changed
at all (Fig. 3). The change in the first 6-month
period differed significantly between the treat-
ment groups, but the change in the second 6-month
period did not (p = 0.016/0.649; Fig. 3).

For MCS, there were no global or diagnosis-
specific differences between the treatment groups
at baseline. In both 6-month periods, a greater
increase was seen for the homoeopathically treated
patients than for the conventionally treated ones
(Fig. 3), but the difference between the treatment
groups was not statistically significant (p = 0.273).
The results for the SF-36 subscales are displayed in
Table 2.
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Figure 1 Patients’ assessment of the severity of symptoms on a numerical rating scale (0—10). Means from repeated
measurement models adjusted for additional covariates and confidence interval (adjusted for: gender, age, educational
level, logarithm of symptom duration and interaction age× gender).

Health economics

Overall unadjusted costs during homoeopathic and
conventional therapy, respectively, were D 1764
and D 2696 (p = 0.157) for adults and D 1392 and
D 814 (p = 0.176) for children. After adjustment,
the corresponding overall costs for patients with
homoeopathic and conventional treatment showed
no significant differences for adults (D 2155 and
D 2013; p = 0.856) or children (D 1471 and D 786,
p = 0.137).

Overall unadjusted cost increases (as com-
pared to the 12 months before inclusion) during
homoeopathic and conventional therapy were
D 1226 and D 1067 for adults (p = 0.831) and D 1015
and D 371 for children (p = 0.128). After adjust-
ment, the corresponding overall cost increases
for patients with homoeopathic and conventional

showed no significant difference (adults: D 1446
and D 912; p = 0.573; children: D 1049 and D 366,
p = 0.129).

Half of the homoeopathically treated patients
(54%) used additional conventional treatments; in
this group, the homoeopathic costs accounted for
approximately 10% of the overall costs.

Unadjusted medication costs during homoeo-
pathic and conventional therapy were D 197 and
D 812, respectively, for adults (p = 0.001) and
D 299 and D 362 for children (p = 0.685). After
adjustment, the corresponding medication costs
for patients with homoeopathic and conven-
tional treatment showed no significant differences
(adults: D 270 and D 639; p = 0.117; children: D 334
and D 424, p = 0.637).

Unadjusted medication cost increases (as com-
pared to the 12 months before inclusion) dur-

F s on
m nd co
l

igure 2 Physicians’ assessment of severity of symptom
easurement models adjusted for additional covariates a

evel, symptom duration and interaction age× gender).
a numerical rating scale (0—10). Means from repeated
nfidence interval (adjusted for: gender, age, educational
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ing homoeopathic and conventional therapy were
D 39 and D 508 for adults (p < 0.001) and D 128 and
D 142 for children (p = 0.940). After adjustment, the
respective medication cost increases showed a sig-
nificant difference for adults but not for children
(adults: D 18 and D 478; p = 0.027; children: D 152
and D 206, p = 0.794).

Discussion

This study is, to our knowledge, the first prospec-
tive study to compare both the outcome and
the costs for patients seeking homoeopathic or
conventional treatment. In order to find a balance
between the representativeness and comparability
of the treatment groups, we decided to recruit
patients who presented for the first time with one
out of eight common chronic diagnoses that are
usually defined in a similar way by conventional
and homoeopathic physicians. However, because
patient self-selection or differences in recruitment
strategies resulted in differences in the baseline
characteristics of the patients, additional adjusted
a
b
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p
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nalyses were needed. While this reduced hidden
ias to a minimum, it cannot be excluded with the
ame certainty as is the case with the randomised
rials reviewed by Linde et al.7 On the other hand,
he design chosen closely reflects regular clinical
ractice, so that outcome and cost measurements
rovide a more realistic picture than can be
xpected in a randomised trial. Thus, the study
esign chosen can be regarded as supplementing,
ather than challenging, the perspectives offered
y randomised controlled trials.
An important feature of the present study can be

een in the fact that the reference therapy was not
lacebo (as would be the case in a trial intended to
nd out whether homoeopathic treatment has any
urative value at all). Instead, the reference ther-
py was the respective conventional treatment that
ould be prescribed under normal clinical condi-
ions by a conventional practitioner of the patient’s
hoice.

Because conventional therapy can be viewed as
n active control, there was the initial possibility
hat homoeopathic treatment might be found sig-
ificantly inferior to conventional therapy. Thus,
t is remarkable that homoeopathic treatment was
ever shown to be inferior in this study. Nonethe-
ess, it must be kept in mind that this study was not
esigned as an efficacy study to test a formal non-
nferiority hypothesis, but rather as an investigation
f different aspects of the real-world performance
f different therapeutic approaches.
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Figure 3 Quality-of-life scores for adults. Physical Component Summary Scale and Mental Component Summary Scale
compared to the German standard population (defined by the German version of the SF-36). Means from repeated
measurement models adjusted for additional covariates and confidence interval (adjusted for: gender, age, educational
level, symptom duration and interaction age× gender).

Significant differences between the treatment
groups were observed in respect to several key
factors. The study showed that the assessments
by both adult and child patients (evaluated sepa-
rately) were more favourable 6 or 12 months after
diagnosis and initiation of homoeopathic treat-
ment than for conventional treatment. A similar
apparent superiority of homoeopathic treatment
was also seen in the physicians’ assessments for
the children, although not for the adults. These
differences are not easily accounted for by sources
of bias (such as self-selection) alone, because
our statistical analyses allowed for self-selection
by adjustment for baseline characteristics. In
addition, the patients (or their parents) made
their own choice of physician and therapy before
knowing that they would participate in a trial.
This is expected both to eliminate any inducement
(such as may be expected, for example, when
additional free insurance cover is offered)15 and
to compensate for any ‘anticipation’ or ‘eagerness
to please’ that might otherwise have biased the
results towards a preferred therapy.

To prevent a potential bias by selecting conven-
tional physicians who might be favourably inclined
t
n
a
i
e
a
c
w

s
a

However, this was seen for the PCS component only.
To our knowledge, there have been no comparable
studies to include a conventional control group.
Prospective observational studies on homeopathy
have shown improvements in quality of life. For
example, a health insurance company project
including 900 patients treated with homeopathy in
routine care as part of a prospective observational
study showed improvements in quality of life and in
physician assessment.9 Anelli et al.16 and Muscari-
Tomaioli et al.,17 also using SF-36, demonstrated a
beneficial outcome of homoeopathic treatment.

In the present study, there were no significant
differences between the overall costs incurred
by patients according to the homoeopathic or
conventional treatment strategies. Due to small
sample sizes and a high variability in the cost
data, differences between both treatment groups,
which seem large at first glance, remained non-
significant. However, in adults, medication costs in
particular were significantly higher with conven-
tional treatment even after adjusting for baseline
differences. The cost analyses were performed
only for a subgroup of patients due to the fact
that cost data could be obtained from only two
i

p
c
p
c
b
t
h
a
i

o homeopathy, we only selected doctors who did
ot offer complementary or alternative treatments
s part of their services. To ensure that physicians
n both groups used the same inclusion criteria for
ach diagnosis, we also established formal inclusion
nd exclusion criteria for each diagnosis. All physi-
ians received training prior to study initiation and
ere monitored during the study period.
The quality of life analysis of the component

cales revealed statistically significant differences,
gain in favour of the homoeopathic approach.
nsurance companies.
Being inevitably open and non-randomised, the

resent study does not provide firm data on the
omparative efficacy of conventional and homoeo-
athic treatments. Rather, it provides an ‘as is’
omparison of the outcome and costs of treatment
y conventional and homoeopathic methods. While
he study demonstrates differences in favour of
omoeopathic therapy, it cannot explain what
ctually ‘drives’ these results. Homeopathy may
nherently be more effective for the diagnoses
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under investigation compared to conventional
treatment. It may also be that compliance in
homeopathically treated patients is better than in
conventionally treated ones. Finally, a methodical
limitation of our study is the unblinded severity
rating that might contribute to the observed
results. To our knowledge, the present study is the
first comparative study to compare homeopathy
and conventional therapy in general medical
practice while including patients with several
different diagnoses. For future studies, it would be
advantageous to concentrate on a single diagnosis,
to use a more specific measurement instrument and
to provide a blinded reading. Another interesting
option for future research would be a pragmatic
randomised study design comparing a conventional
treatment including homeopathy versus a treat-
ment without homeopathy, as it has recently been
done correspondingly in two different acupuncture
studies.18,19 From a community perspective, the
differences observed in the present study appear to
support the use of homoeopathic treatment. Thus,
the global trends seen here could, if confirmed
by further studies, influence the reimbursement
policies of medical insurers towards the coverage

4. Vallance AK. Can biological activity be maintained at
ultra-high dilution? An overview of homeopathy, evi-
dence, and Bayesian philosophy. J Altern Complement Med
1998;4(1):49—76.

5. Jonas W, Jacobs J. Healing with homeopathy. New York:
Warner Books; 1996.

6. Ernst E. A systematic review of systematic reviews of home-
opathy. Br J Clin Pharmacol 2002;54(6):577—82.

7. Linde K, Clausius N, Ramirez G, Melchart D, Eitel F,
Hedges LV, et al. Are the clinical effects of homeopathy
placebo effects? A meta-analysis of placebo-controlled tri-
als. Lancet 1997;350(9081):834—43.

8. Heger M, Riley D, Haidvogel M. International integra-
tive primary care outcomes study (IIPCOS-2): an interna-
tional research project of homeopathy in primary care. Br
Homoeopathic J 2000;2000(89):10—3.

9. Güthlin C, Lange O, Walach H. Measuring the effects of
acupuncture and homoeopathy in general practice: an
uncontrolled prospective documentation approach. BMC
Public Health 2004;4(6), www.biomedcentral.com/1471-
2458/4/6.

10. Neville-Smith R. Community hospital homeopathy clinic:
audit of the first 12 months activity. Br Homeopath J
1999;88(1):20—3.

11. Clover A. Patient benefit survey: Turnbridge Wells Home-
opathic Hospital 1997. Br Homoeopath J 2000;89(1):
45.
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