
PROTECTING PATIENTS AND THE 
PUBLIC FROM HARM THROUGH 
STRONGER REGULATION OF THE 

NATUROPATHY PROFESSION

DRAFT FOR CONSULTATION NOVEMBER 2022

Submission to government seeking inclusion 
of the naturopathy profession in the National 
Registration and Accreditation Scheme for 

the health professions

space for logos



2



3

Table of Contents
EXECUTIVE SUMMARY 

1. INTRODUCTION 

2. DEFINING NATUROPATHY – ITS PRACTITIONERS, ITS PATIENTS & ITS PRACTICE

3. BACKGROUND TO THE AHMAC REGULATORY ASSESSMENT CRITERIA AND PROCESS 

4. COMMON MYTHS ABOUT NATUROPATHS AND NATUROPATHIC PRACTICE 

5. ASSESSMENT AGAINST THE AHMAC CRITERIA

6. CONCLUSIONS

ATTACHMENTS 

REFERENCES

Criterion 1: Is it appropriate for Health Ministers to exercise responsibility for reg-
ulating the occupation in question, or does the occupation fall more appropriately 
within the domain of another Ministry?
 
Criterion 2: Do the activities of the occupation pose a significant risk of harm to 
the health and safety of the public?

Criterion 3: Do existing regulatory or other mechanisms fail to address health and 
safety issues?

Criterion 4: Is regulation possible to implement for the occupation in question?

Criterion 5: Is regulation practical to implement for the occupation in question?

Criterion 6: Do the benefits to the public of regulation clearly outweigh the 
potential negative impact of such regulation?

4

7

14

17

19

28

28

29

43

55

56

57

60

61

77



4

The purpose of this submission is to present an assessment of the profes-
sion of naturopathy against the AHMAC criteria for statutory registration1 
and to seek the support of state, territory and Commonwealth Health Minis-
ters for the urgent and critical addition of naturopathy as a regulated profes-
sion under the National Registration and Accreditation Scheme (NRAS).

Naturopathic practice is complex and multi-modal, incorporating core natu-
ropathic therapies and practices that may include applied nutrition, clinical 
nutrition, herbal medicine, and lifestyle modification among other therapies 
(Lloyd et al., 2021: viii). Naturopathic practice is underpinned by a strong 
philosophy and principles – at its core is a focus on health promotion and 
disease, patient centred care and promotion of wellness and wellbeing. 
There are an estimated 15,000 naturopaths and Western herbalists in 
Australia providing primary care to 6-8% Australians with acute and chronic 
conditions through approximately four million visits each year. This often 
occurs in parallel with other conventional medical and health services, 
including pharmaceutical medical use.

This submission details the evidence and rationale for the statutory regis-
tration of naturopathic practitioners in Australia – the objective is to protect 
the health, safety and well-being of the millions of Australians who consult 
naturopaths each year. 

We detail the scale and scope of naturopathic practice in Australia. We 
present a profile of patients who consult naturopaths and a profile of the na-
turopathic workforce. We present evidence of the scope and seriousness of 
the risks associated with naturopathic practice and naturopathic products. 
We detail the many, ultimately ineffective, attempts made over the de-
cades to mitigate these risks, through profession-led voluntary certification 
schemes. 

While most naturopaths practise in a safe, competent and ethical manner, 
we detail many cases of egregious harm caused to patients by naturopaths, 
or more often, those professing to be a naturopath with minimal or no natu-
ropathic qualifications. 

For several decades there have been calls from most naturopathy profes-
sional bodies for governments to intervene to strengthen regulation of the 
profession. This is because:

1. See Australian Health Ministers’ Advisory Council. (2018). AHMAC Information on regulatory assess-
ment criteria and process for adding new professions to the National Registration and Accreditation 
Scheme for the health professions. https://agedcare.royalcommission.gov.au/system/files/2020-10/
AHP.0002.0001.0001.pdf

EXECUTIVE SUMMARY

 ȏ without statutory registration, there is no effective means to 
prevent untrained or undertrained persons from assuming the 
title ‘naturopath’ and holding themselves out to the public as 
qualified to practise the profession.

 ȏ without statutory registration, there is no effective means to 
enforce the standards of practice that set the minimum expec-
tations of naturopathic diagnosis and treatment to ensure safe 
and competent patient care.
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Without government leadership and support, the profession has been 
unable to enforce across the entire profession minimum entry to practice 
qualifications, probity checks and practice standards, professional indem-
nity insurance or ongoing professional development – all the requirements 
needed to assure the safety and quality of naturopathic services.

In highlighting the significant risk of harm to the public from the unregulated 
practice of naturopathy, this submission assesses the suitability of various 
alternative models for regulation of the profession, including why continu-
ing the status quo (no change in regulation) is not a satisfactory option for 
protecting the public. 

This submission is informed by a solid evidence base. It encourages gov-
ernments to take a systems approach – to understand the institutional con-
text within which naturopathic services are delivered, to better understand 
the risk profile of the profession – why the unregulated practice of naturop-
athy carries greater risks to the public than other regulated and unregulated 
health professions, and why these risks have proven to be so resistant to 
mitigation efforts on the part of the profession.

The submission concludes with a recommendation directed at AHMAC 
and all Australian state, territory and Commonwealth Health Ministers – 
that statutory registration of the naturopathy profession under the NRAS 
is urgent and necessary, to assure the Australian community of the quality 
and safety of naturopathic practice and practitioners, and to prevent harm 
to patients. 

This recommendation accords with policy recommendations from the World 
Health Organization (WHO) concerning the need to regulate traditional 
and complementary medicine (T&CM) practitioners, products and practice 
to achieve better integration of the health system (WHO, 2013: 7; WHO, 
2019). The preferred model is a Naturopathy Board of Australia, structured 
and operating according to the same legislative template as the other Na-
tional Boards under the NRAS.
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The purpose of this submission is to present an assessment of the profes-
sion of naturopathy against the AHMAC criteria for statutory registration2 
and to seek the support of state, territory and Commonwealth Health Minis-
ters for the urgent and critical addition of naturopathy as a regulated profes-
sion under the National Registration and Accreditation Scheme (NRAS).

This submission details the evidence and rationale for the statutory regis-
tration of naturopathic practitioners in Australia – the objective is to protect 
the health, safety and well-being of the millions of Australians consulting 
with naturopaths each year.

We detail the scale and scope of naturopathic practice in Australia. We 
present a profile of patients who consult naturopaths and a profile of the na-
turopathic workforce. We present evidence of the scope and seriousness of 
the risks associated with naturopathic practice and naturopathic products. 
We detail the many, ultimately ineffective, attempts made over the de-
cades to mitigate these risks, through profession-led voluntary certification 
schemes. 

While most naturopaths practise in a safe, competent and ethical manner, 
we detail many cases of egregious harm caused to patients by naturopaths, 
or more often, those professing to be a naturopath with minimal or no natu-
ropathic qualifications. 

Without government leadership and support, the profession has been un-
able to enforce minimum entry-to-practice qualifications, probity checks and 
practice standards, professional indemnity insurance or ongoing profes-
sional development – all the requirements needed to assure the safety and 
quality of naturopathic services.

2. See Australian Health Ministers' Advisory Council. (2018). AHMAC Information on regulatory assess-
ment criteria and process for adding new professions to the National Registration and Accreditation 
Scheme for the health professions. https://agedcare.royalcommission.gov.au/system/files/2020-10/
AHP.0002.0001.0001.pdf

3 The objectives of the ANC are to; foster understanding and communication, and where appropriate, 
the sharing of information amongst the naturopathic stakeholders in Australia regarding successes, 
challenges and new initiatives within each organisation; identify areas of common interest and, where 
appropriate, opportunities for cooperative and/or complementary action; facilitate communication 
amongst Australian naturopathic stakeholders in support of the quality, viability and sustainability of the 
naturopathic profession in Australia; improve efficiencies amongst Australian naturopathic stakeholders 
by communicating openly and sharing resources where appropriate to decrease workload and duplica-
tion. See https://www.naturopathiccouncil.org.au/

In 2019, the ANC was established with a platform to provide broad-based 
representation for the naturopathy profession, and with the intention to 
press for an expansion of the NRAS to provide national registration for the 
naturopathy profession3. 

Purpose of this submission

About the Australian Naturopathic Council (ANC)

1. INTRODUCTION
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When making health care decisions, Australians are entitled to reason-
able assurance that the naturopath they choose to consult is appropriately 
trained and regulated to the same standard generally expected of any 
primary care practitioner with a similarly broad scope of practice.4 Unlike 
the USA and Canada, where naturopathic medicine is a licensed profession in 
more than half the States and Provinces,5 there is no such assurance for the 
Australian public.

While the vast majority of naturopaths are well trained and practise safely 
and competently, the health and safety of Australians is at risk because of 
an unknown number who flout professional norms and breach professional 
codes of conduct.

Without effective controls over entry-to-practice, anyone is at liberty to 
set up a practice and offer their services as a naturopath, with little or no 
naturopathic training. And they do. We know that some individuals who 
have been practising as a naturopath with no qualifications whatsoever, 
some having been deregistered from NRAS, have eventually come to the 
attention of regulators, but often only after multiple patients have suffered 
serious harm (Wardle, 2014: 354; Carlton et al., forthcoming).

What consumers expect

World Health Organization policy

The World Health Organization (WHO) has long called for Member States 
to better regulate traditional and complementary medicine (T&CM) practi-
tioners and practice. The WHO Global Traditional Medicine Strategy titled 
WHO Traditional Medicine Strategy 2014-2023 identifies a range of chal-
lenges facing Member States in regulating the T&CM workforce (WHO 
2014: 40); the Strategy encourages Member States to strengthen quality 
assurance, safety, proper use and effectiveness of T&CM by regulating 
products, practices and practitioners (WHO 2013: 45).

 ȏ Australian Register of Naturopaths and Herbalists (ARONAH)
 ȏ Complementary Medicine Association (CMA)
 ȏ Endeavour College of Natural Health (ECNH)
 ȏ Naturopaths and Herbalists Association of Australia (NHAA)
 ȏ Torrens University (incorporating the former Southern School of 

Natural Therapies).

In 2020, the ANC commissioned research to investigate the risks of naturo-
pathic care in Australia and the options for strengthening regulation of the 
naturopathic profession (ANC, 2020). The report of this research is sched-
uled for public release in the new year and is drawn upon throughout this 
submission (Carlton et al., forthcoming).

The ANC is the only peak body in Australia that represents organisations 
that are recognised by the World Naturopathic Federation (WNF) as a 
naturopathic professional association, educational institution or registration 
body. Founding members of the ANC are:

4. The scope of practice of naturopaths includes the use of ingestive therapies or treatments, including 
oral medications such as herbal medicines, or nutritional supplements such as vitamins (CMA, 2021).
5. Naturopathic medicine is a licensed profession in at least 25 US States and 5 Canadian provinces 
(Lloyd et al., 2021: 37-39).
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T&CM is used by at least 80% of the Member States across all 
WHO regions, with more than 90% of Member States in the East-
ern Mediterranean, South-East Asia and Western Pacific regions 
reporting use of T&CM. This uniformly high use of T&CM across 
all regions reinforces the need for policy development, appropriate 
laws and regulations, safety and monitoring systems, and inte-
gration of T&CM products, practices and practitioners into health 
systems (WHO, 2019: 45).

Calls from the profession for governments to strengthen regulation

For several decades there have been calls from sections of the naturopathy 
profession for governments to intervene to strengthen regulation of the pro-
fession (Lin et al., 2005; NHAA, 2006; Naturopaths for Registration, 2008; 
Wardle, 2008a; Wardle et al., 2012; 2013; Weir, 2016).

While the representative arrangements for the naturopathy profession are 
relatively fragmented, with multiple peak professional associations, each 
with its own policy on the question of registration for naturopaths, some as-
sociations see statutory registration as a vehicle to lift standards and better 
protect the public. The arguments run along the following lines:

 ȏ without statutory registration, there is no effective means to 
control entry to practise, to prevent untrained or undertrained 
persons from assuming the title ‘naturopath’ and holding them-
selves out to the public as qualified to practise the profession

 ȏ without statutory registration, there is no effective means to en-
force the standards of practice that set the minimum expecta-
tions of naturopathic diagnosis and treatment that ensure safe 
and competent patient care

 ȏ naturopaths are primary care practitioners with a very broad 
scope of practice – other primary care health professions with 
a similar risk profile (and similarly broad scope of practice that 
includes the use of ingestive therapies) are already regulated 
under the NRAS6

 ȏ this lack of effective regulation is contrary to what patients gen-
erally expect – they expect practitioners to be properly trained 
and regulated (Lin et al., 2005: 247).

Over the last two decades, news coverage and media releases have 
highlighted cases of harm to the public and called for stronger regulation 
of unqualified persons who assume the title and trappings of the profes-
sion – see Table 1 for a selection of media releases and news coverage.

The WHO Global Report on Traditional and Complementary Medicine 2019 states:

6. Regulated health professions with the authority to prescribe medicines are: medical practitioners, 
nurses and midwives, optometrists, paramedics, podiatrists and Chinese medicine practitioners.
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TABLE 1: Selection of media releases and news coverage of cases of harm and calls for stronger regulation of 
the naturopathy profession
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What has happened to date

Naturopaths were previously registered by statute for seven years in the 
Northern Territory under the Health Practitioners and Allied Health Profes-
sions Registration Act 1985 (NT). However this legislation was repealed in 
1992 following national agreement on which professions should be subject 
to statutory registration in every Australian state and territory and imple-
mentation of the associated Mutual Recognition (NT) Act 1992.

Attachment 1 sets out key events in the history of regulatory policy making 
with respect to the profession of naturopathy.

An important milestone in 2004 saw the Victorian Government Department 
of Human Services commission a consortium of researchers led by La 
Trobe University to conduct independent research on the risks, benefits 
and regulatory requirements for the profession of naturopathy and West-
ern herbal medicine. The resulting report (the Lin Report) was published in 
2005 and included an assessment of the naturopathy profession against 
the AHMAC Criteria for statutory registration. The report, and its principal 
recommendation – that governments legislate to provide a statutory reg-
istration scheme for the profession – was brought forward by Victoria to 
AHMAC for consideration soon after.

However, by the end of 2005, following publication of the Productivity Com-
mission’s report Australia’s Health Workforce, the national reform process 
to establish the NRAS was underway and the prime focus of governments 
and Health Ministers during the subsequent decade was on dismantling the 
multiple state-based registration schemes and setting up (and then bedding 
down) the NRAS.

During this period, representations were made to government from time to 
time concerning the need for statutory registration of naturopaths, however 
associations were informed they must wait until work to update the AHMAC 
criteria and processes for regulatory assessment was completed and new 
guidelines issued. This took governments 10 years from the date the Inter-
governmental Agreement to proceed with the NRAS was signed (COAG, 
2008; AHMAC, 2018).

In 2016 the Australian Natural Therapists Association (ANTA) made a 
formal submission to the Health Workforce Principal Committee of AHMAC 
seeking statutory registration for naturopaths (Weir, 2016).7 However, it is 
not clear whether the submission was progressed to AHMAC or the Minis-
terial Council for consideration and it seems no formal response was ever 
received.

ln 2018, AHMAC finally published an updated regulatory policy (the AHMAC 
Guidance), providing greater clarity concerning the criteria and process for 
regulatory assessment of professions for inclusion in the NRAS.

7. The ANTA submission encompassed nutritionists as well as naturopaths and Western herbal medi-
cine practitioners.
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Our approach to preparing this submission

This submission updates and extends the regulatory assessment under-
taken in 2005 as part of the study commissioned by the Victorian Depart-
ment of Human Services (the Lin Report). It also draws on recent evidence 
reported in several commissioned research studies including from the WNF 
health technology assessment (Lloyd et al., 2021) and the forthcoming 
research report commissioned by the ANC (Carlton et al., forthcoming). Key 
data sources are set out in Table 2.

TABLE 2: Key data sources drawn upon to prepare this submission

The submission highlights the significant risk of harm to the public from 
the unregulated practice of naturopathy. It assesses the suitability of var-
ious alternative models for regulation of the profession, including wheth-
er continuing the status quo (no change in regulation) is a satisfactory 
option.

This submission is informed by a solid evidence base. It encourages 
governments to take a systems approach – to understand the institu-
tional context within which naturopathic services are delivered, to better 
understand the risk profile of the profession – why the unregulated prac-
tice of naturopathy carries greater risks to the public than other regulated 
and unregulated health professions, and why these risks have proven to 
be so resistant to mitigation efforts on the part of the profession.
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Section 2 of this submission provides an overview of the naturopathic 
profession, its practice and its patients.

Section 3 provides a summary of the AHMAC Guidance and the criteria 
and process for regulatory assessment.

Sections 4-10 set out the assessment of the naturopathy profession 
against each of the threshold criteria for statutory registration set out in 
the AHMAC Guidance.

The submission concludes with a recommendation directed at AHMAC 
and all Australian state, territory and Commonwealth Health Ministers – 
that statutory registration of the naturopathy profession under the 
NRAS is urgent and necessary, to assure the Australian community of 
the quality and safety of naturopathic practice and practitioners, and to 
prevent harm to patients.

This recommendation accords with policy recommendations from the 
WHO concerning the need to regulate the T&CM professions to achieve 
better health system integration (WHO, 2013: 7; WHO, 2019).

Our preferred model is a Naturopathy Board of Australia, structured and 
operating according to the same legislative template as the other Nation-
al Boards under the NRAS.
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DEFINING NATUROPATHY: ITS PRACTI-
TIONERS, ITS PATIENTS & ITS PRACTICE

Every culture has its own traditional system of medicine, with most tradi-
tions dating back many centuries. Naturopathy is the traditional system of 
medicine that originated in Europe, was formalised as a distinct system of 
medicine during the 19th century and is now practised around the world 
(Lloyd et al., 2021: viii).

The WNF describes naturopathic practice as complex and multi-modal, 
incorporating core naturopathic therapies and practices that may include 
applied nutrition, clinical nutrition, herbal medicine, lifestyle modification, 
mind-body medicine, counselling, naturopathic physical medicine, hyp-
notherapy and other practices (Lloyd et al., 2021: viii). Naturopathic prac-
titioners, products and practices are generally included under the World 
Health Organization (WHO) definition of traditional and complementary 
medicine (T&CM) (WHO, 2019: 8).8

Naturopathic practice is underpinned by a strong philosophy and princi-
ples – at its core is a focus on health promotion and disease prevention, 
patient-centred care and promotion of wellness and wellbeing. Attachment 2 
provides further details on definitions and the scope of naturopathic practice.

The earliest records of the practice of naturopathy and Western herbal 
medicine (WHM) in Australia date back to the early 20th century (Jacka, 
1998: 12). Today, Australian naturopaths are autonomous primary care 
practitioners who treat patients with a broad range of acute and chronic 
conditions throughout the lifespan. The core therapeutic modalities prac-
tised by Australian naturopaths are:

→ dietary advice
→ lifestyle prescription
→ nutritional medicine, and
→ herbal medicine (McIntyre et al., 2019).

A common component of naturopathic practice is the extemporaneous 
compounding of herbs, generally in aqueous alcohol extracts, to individ-
ual patients for therapeutic purposes (Lin et al., 2005: 2). For the purpos-
es of this submission, the terms ‘naturopath’ and ‘naturopathy’ include 
those who practise all four therapeutic modalities, as well as those who 
identify as a ‘herbalist’ and practise the single therapeutic modality of 
Western herbal medicine.

8. The WHO Global Report on Traditional and Complementary Medicine 2019 includes the following definitions: Tradition-
al medicine Traditional medicine has a long history. It is the sum total of the knowledge, skill and practices based on the 
theories, beliefs and experiences indigenous to different cultures, whether explicable or not, used in the maintenance of 
health as well as in the prevention, diagnosis, improvement or treatment of physical and mental illness; Complementary 
medicine The terms “complementary medicine” and “alternative medicine” refer to a broad set of health care practices that 
are not part of that country’s own traditional or conventional medicine and are not fully integrated into the dominant health 
care system. They are used interchangeably with traditional medicine in some countries; Traditional and complementary 
medicine T&CM merges the terms TM and CM, encompassing products, practices and practitioners (WHO, 2019: 8).

What is naturopathy

2. 
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The naturopathic workforce

We cannot be certain how many naturopaths are practising in Australia 
since, unlike the registered health professions, there is no routine collec-
tion of annual workforce data. However, we do know that naturopathy is 
the largest and most widely practised of the registered and non-registered 
T&CM professions in Australia.

Attachment 3 provides a summary of the findings from a systematic review 
of studies of the naturopathic workforce (Steel et al., 2022). Extrapolating 
from data published by Leach (2013) and data available from the Practi-
tioner Research and Collaboration Initiative (PRACI)9 operating out of the 
Australian Research Centre in Complementary and Integrative Medicine at 
the University of Technology Sydney, we estimate the size of the naturop-
athy workforce to be around 15,000 practitioners, of whom approximately 
14,000 identify as naturopaths (9,000 of these as a naturopath only) and 
6,000 as herbalists (1,000 of these as a herbalist only). Approximately one-
third (5,000) of the total naturopathy workforce identifies as both a naturo-
path and a herbalist.

Most naturopaths are in independent private practice (Steel et al., 2020). 
Naturopaths are found in city and country areas, in large and small towns, 
in rural and remote locations (Steel et al. 2017; Wardle et al., 2011), practis-
ing in solo, group and integrative medicine practices (Steel et al., 2020).

Naturopathic patients and their health conditions

Naturopaths treat patients with a wide range of health conditions both as 
primary care practitioners and in collaboration with other healthcare pro-
viders (Lloyd et al., 2021: 89). Attachment 4 provides a summary of key 
findings from a systematic review of studies of the patients who use the 
services of naturopaths (Steel et al., 2022).

While over 70% of naturopathic patients present with chronic conditions, 
naturopaths also treat patients with acute conditions and provide preventive 
and palliative care – see Table 3 for the proportion of patients with a nation-
ally-significant health condition who consult a naturopath for that condition 
(Steel et al., 2022).

A typical naturopathic consultation will generally involve the prescription, 
recommendation or use of an average of four different categories of naturo-
pathic treatments, therapies, or practices (Lloyd et al., 2021: 386).

9. Launched in 2015, PRACI is the largest known practice-based research network for complementary 
healthcare in the world. It is a multi-modality practice-based research network of more than 1000 mem-
bers representing fourteen complementary medicine professions across Australia, over one-quarter of 
whom identify as naturopaths and Western herbalists (Steel et al. 2017; Steel at al., 2020).
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Number and cost of naturopathic consultations

Various studies have estimated the number and cost of naturopathic 
consultations each year. More recent research indicates that there are 
4 million visits to naturopaths annually (ANC 2021: 6; McIntyre et al., 
2019). In 2007 it was estimated that Australians made around five million 
visits to naturopaths and three million visits to WHM practitioners every 
year (Xue et al., 2007). It was also estimated that around 11 per cent 
of 45-50 year old Australian women consult with a naturopath or herb-
alist (Adams, Sibbritt & Young, 2007), with this rising to around 16% for 
those with complex conditions such as cancer (Adams, Sibbritt & Young, 
2005). A strong focus of naturopathic treatment is on prevention of dis-
ease, promoting health and wellbeing through maintenance of a healthy 
lifestyle (Lloyd et al., 2021: viii) as well as active treatment prescriptions 
such as herbal medicine.

More recent survey data suggests that the demand for naturopathy 
services has remained steady in recent decades (McIntyre et al., 2019; 
MacLennan et al., 2006; MacLennan et al., 2002). Each year, it is esti-
mated that 6-8% of Australians make the choice to use the services of 
a naturopath to help manage their health (McIntyre et al., 2019), often in 
parallel with other conventional medical and health services (Adams et 
al., 2003; Lin et al., 2005: 236; Carlton et al., forthcoming).

Out-of-pocket expenses reportedly average between $50 and $100 per 
patient per annum (McIntyre et al., 2019). With a conservatively estimat-
ed 4 million naturopathic consultations annually (ANC 2021: 6; McIntyre 
et al., 2019), the out-of-pocket expenses for Australians may be as high 
as $400 million.

TABLE 3: Proportion of patients who consulted a naturopath or herbalist for 
management of a specific health condition, by health condition (n=2488)
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BACKGROUND TO THE AHMAC REGULATORY 
ASSESSMENT CRITERIA AND PROCESS

The policy framework governing government assessments of the need 
for statutory registration of the non-registered health professions is set 
out in three key documents.

First, the Intergovernmental Agreement for a National Registration and 
Accreditation Scheme for the health professions (the NRAS IGA), signed 
in 2008 by Australian state, territory and Commonwealth Governments 
committed all governments to the establishment of NRAS. The NRAS 
was established for 14 professions in 2010-12 and the scheme was ex-
panded in 2016 to include the profession of paramedicine and regulate 
midwifery as a separate profession (making 16 regulated health profes-
sions encompassing 24 health occupations, regulated by 15 National 
Boards).

Attachment B of the NRAS IGA sets out the arrangements for inclu-
sion of other health professions in the National Scheme and adopts the 
AHMAC criteria for regulatory assessment that were first agreed upon in 
1995 – see Textbox 1.

The NRAS IGA references two ‘guiding principles in developing these 
criteria’:

(a) the sole purpose of registration is to protect the public inter-
est; and
(b) the purpose of registration is not to protect the interests of 
health occupations.

Second, in 2018 AHMAC published a document titled AHMAC infor-
mation on regulatory assessment criteria and process for adding new 
professions to the National Registration and Accreditation Scheme for 
the health professions (the AHMAC Guidance).

The regulatory assessment policy framework

1. Is it appropriate for Health Ministers to exercise responsibility for regu-
lating the occupation in question, or does the occupation more appro-
priately fall within the domain of another Ministry?

2. Do the activities of the occupation pose a significant risk of harm to 
the health and safety of the public?

3. Do existing regulatory or other mechanisms fail to address health and 
safety issues?

4. Is regulation possible to implement for the occupation in question?
5. Is regulation practical to implement for the occupation in question?
6. Do the benefits to the public of regulation clearly outweigh the poten-

tial negative impact of such regulation?

Sources: AHMAC, 1995; COAG, 2008; AHMAC, 2018

TEXTBOX 1: The AHMAC criteria

3. 
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The AHMAC Guidance notes that statutory registration is one of a num-
ber of types of regulation governing health workers in Australia and can 
be restrictive and costly compared with other forms of regulation that may 
provide similar benefits at lower cost to the community (AHMAC, 2018: 5). 
These other forms of regulation include:

Attachment 5 provides a description of these types of occupational regulation.

Third, in 2021, an updated guidance on the Regulatory Impact Assessment 
(RIA) process was published on the website of the Australian Government 
Department of Prime Minister and Cabinet’s Office of Best Practice Reg-
ulation (OBPR) in a document titled Regulatory impact analysis guide for 
Ministers’ meetings and national standard setting bodies (2021).

The regulatory assessment process

The AHMAC criteria have not changed since they were first agreed upon 
in 1995 (AHMAC, 1995; COAG, 2008; AHMAC, 2018). The key change 
is in the assessment process, which has been revised to include a fur-
ther hurdle – that an RIA be done that complies with the requirements 
set out in the OBPR publication outlined above (OBPR, 2021).

We understand that while decisions to extend statutory registration to a 
non-registered health profession are subject to national agreement, there 
are circumstances where a state or territory government may choose to 
‘go it alone’ and regulate a health profession outside of the NRAS, with 
or without securing the prior agreement or blessing of the NRAS Ministe-
rial Council. An example has occurred recently with the passage through 
the South Australian Parliament of legislation to establish a registration 
scheme in that state for the profession of Social Work10.

10. See the Social Workers Registration Act 2021 (SA) at: https://www.legislation.sa.gov.au/__legisla-
tion/lz/v/a/2021/social%20workers%20registration%20act%202021_56/2021.56.un.pdf

The AHMAC Guidance outlines the process to be followed by the NRAS 
Ministerial Council (comprising all state, territory and Commonwealth 
Health Ministers) when deciding whether to extend the scope of the NRAS 
to include a non-registered health profession. The document sets out:

 ȏ how the NRAS Ministerial Council (formerly known as the 
COAG Health Council or CHC) considers submissions

 ȏ details of the six ‘threshold criteria’ from the NRAS IGA that a 
profession must meet in order to be considered for regulation 
under the NRAS, and

 ȏ a two-stage assessment process which includes assessment 
against the six AHMAC criteria as well as a regulatory impact 
assessment (RIA).

 ȏ self-regulation
 ȏ negative licensing
 ȏ protection of title
 ȏ credentialing
 ȏ various forms of co-regulation (AHMAC, 2018: 5)
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COMMON MYTHS ABOUT NATUROPATHS AND 
NATUROPATHIC PRACTICE
Before presenting this assessment of the naturopathic profession against 
the AHMAC criteria, we consider it important to articulate and challenge 
some of the myths that surround naturopathy and shape the experiences of 
the profession in its dealings with government, health service providers and 
the wider community. These myths are often reflected in deeply held beliefs 
of decision-makers, bureaucrats and many of our health service colleagues.

We are firmly of the view that these myths must be dispelled, to provide the best 
opportunity for regulatory policy decisions to be fair and evidence-informed.

Myth No.1: Naturopathy is a fringe health care practice that is not widely 
used by Australian consumers

Naturopathy is not a fringe health care practice. It has a long history of 
practice in Australia (Jacka, 1998) and is widely used by a sizeable seg-
ment of the Australian population.

We estimate that approximately 6-8% of the Australian population use 
naturopathy annually (MacLennan et al., 2002; Lin et al., 2005; MacLen-
nan et al., 2006; McIntyre et al., 2019). This means in any year, there are 
an estimated 4 million consultations with naturopaths and herbalists.

As outlined earlier, we estimate the size of the naturopathic profession to 
be approximately 15,000 practitioners. This is larger than six of the 16 
NRAS regulated health professions.11 It is more than twice the size of the 
optometry and podiatry professions and larger than the professions of Chi-
nese medicine, chiropractic and osteopathy combined.

Naturopaths are found practising across Australia, in urban and rural ar-
eas, and in solo, group and integrative practices (Steel et al., 2017; Steel et 
al. 2020; Wardle et al., 2011; Carlton et al., forthcoming)

Myth No.2: Naturopathic practice is low risk — naturopathic medicines 
are natural and therefore safe

Any healthcare discipline that uses ingestive therapies carries a heightened 
risk for patients. Herbal medicines and nutritional supplements are phar-
macologically active agents that have the capacity to change physiological 
function and therefore, can have adverse effects (Lin et al., 2005: 37). Like 
pharmaceutical drugs, herbal medicines can have both predictable and 
idiosyncratic adverse reactions. The potential for herb/herb, herb/pharma-
ceutical drug and herb/food interactions heighten these risks.

Some herbal medicines are considered to be sufficiently toxic to justify 
restricting their use only to suitably qualified practitioners. This is achieved 
when herbs are ‘scheduled’, that is, they are included in The Poisons Stan-
dard (the Standard for the Uniform Scheduling of Medicines and Poisons – 
the SUSMP), sometimes because of a substance the herb contains.

11. The Ahpra/National Boards Annual Report 2020-21 reported the following number of registrants Austra-
lia-wide: 829 ATSI health practitioners; 4,863 registered Chinese medicine practitioners; 5,968 registered 
chiropractors; 6,288 registered optometrists; 2,951 registered osteopaths and 5,783 registered podiatrists.

4. 



20

Some naturopathic medicines have been scheduled (see Attachment 6), an 
indicator of the risks associated with their use or misuse. 

To maximise the therapeutic benefits and mitigate the risks, medicines 
should be prescribed, compounded and dispensed to patients by properly 
qualified practitioners. This is the same for herbal and nutritional medicines.
Currently, Chinese herbalists are regulated by the Chinese Medicine Board 
of Australia under the NRAS, due to the potential harm associated with 
Chinese herbal medicine. Chinese herbal medicine generally relies on the 
preparation of herbs under aqueous extraction, with many boiled in water. 
Western herbal medicine generally relies on ethanolic extraction of herbal 
medicines which have significantly greater toxicity than aqueous extraction 
(Gafner et al., 2004; Parekh et al., 2005; Zdanowski et al., 2014), thereby 
increasing the risk profile of the naturopathic profession.

Myth No. 3: Naturopathic practice is not evidence based – there is no scientific 
evidence that naturopathy is effective, and any reported benefits of naturopathic 
medicine are most likely due to the placebo effect

In recent decades, there has been an exponential growth in research into 
naturopathic practices and products and the research base for naturopathic 
practice is extensive in scope and scale (Lloyd et al., 2021; Myers & Vigar, 
2019; Lin et al., 2005; Carlton et al., forthcoming).

To illustrate, the ANC research report includes a bibliometric analysis of 
research publications published over a 50-year period between 1971 and 
2021. We found that citations for ‘herbal medicine’ as a subject from a sin-
gle database (Ovid MEDLINE) increased by more than 15 times – from 738 
citations in 1971 to 11,535 in 2021 (see Figure 1).

During the same period, citations for dietary supplements increased nearly 
13 times – from 2,624 citations in 1971 to 33,387 in 2021. This published 
research covered a range of subject areas including anti-bacterial agents, 
anti-coagulants, antioxidants, anti-inflammatories, bone density, COVID-19, 
gastrointestinal microbiome, osteoporosis, and vitamin and mineral defi-
ciencies (Carlton et al., forthcoming) (see Figure 2).

FIGURE 1: Results of bibliometric analysis of ‘herbal medicine’ search term
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Not only have we witnessed exponential growth in the volume of research 
conducted on naturopathic practices and products, but the quality of re-
search has also changed in line with the maturing of the profession and 
the growth of its research capability. For example, we found not a single 
systematic review or meta-analysis citation related to ‘herbal medicine’ as 
a subject in PubMed prior to 1991. However, since 1991, this type of re-
search has steadily grown, with 496 systematic reviews published in the 
year 2021. Similar growth rates are also seen for randomised controlled 
trials for ‘herbal medicine’ and ‘dietary supplement’ and systematic reviews 
for ‘dietary supplement’ (Carlton et al., forthcoming) (see Figures 3 and 4).

FIGURE 2: Results of bibliometric analysis of ‘dietary supplement’ search term

FIGURE 3: Results of bibliometric analysis of systematic reviews and randomised controls 
trials using ‘herbal medicine’ search term.



22

Only one in ten publications explicitly mentioned the term ‘naturopathy’ and 
the researchers concluded that this may be contributing to the misbelief 
that naturopathic practice is not evidence-based (Lloyd et al., 2021: 137). 

Clinical naturopaths also have demonstrated a strong commitment to evi-
dence-based clinical practice, with more than 80% of surveyed naturopaths 
reporting they use research from scientific journals to guide practice ‘al-
ways’, ‘most of the time’ or ‘about half the time’ (Steel et al., 2021).

Myth No.4: Those who choose to see a naturopath or use naturopathic medicine 
are either ill-informed, misled or lacking in suitable alternatives

The WNF health technology assessment found that:

FIGURE 4: Results of bibliometric analysis of systematic reviews and randomised controls 
trials using ‘dietary supplement’ search term.

This is a common charge levelled at those who choose T&CM and under-
estimates the agency and health literacy of Australian health consumers. 
Successive research studies have found that consumers choose these 
therapies for a range of reasons, often because they have a chronic health 
condition that has failed to respond to conventional medicine (Foley et al., 
2020a; Foley et al., 2020b; Carlton et al., forthcoming).

Earlier studies found that the most common demographic using T&CM in-
cluding naturopathy were middle class, well-educated women (Bensoussan 
& Myers, 1995; Lin et al., 2005; MacLennan et al., 2006).

 ȏ since 1987, naturopathic researchers have published over 
2,200 peer-reviewed articles, 81% of these published since 
2008 (Lloyd et al., 2021: 131)

 ȏ many of these articles were published in highly ranked journals 
(Lloyd et al., 2021: 135-6)

 ȏ naturopathic researchers conducted clinical research in over 
80 different illness populations and overall showed a positive 
outcome in 81% of studies (Lloyd et al., 2021: 140)

 ȏ Australian naturopathic researchers punched well above their 
weight internationally, producing almost 30% of this research 
output (Lloyd et al., 2021: 132).
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More recently, Foley and colleagues found that the most prevalent users 
were those between 18 and 29 years of age (39.3%), in a relationship 
(51%), employed (70%), and held a bachelor’s degree or higher (40.5%) 
(2020a). Similarly, McIntyre & colleagues found that individuals who consult 
naturopaths are generally 18 to 29 years, more highly educated and are 
more likely to be employed than the general population (McIntyre et al., 
2019). Studies also suggest that patients are often more satisfied with the 
services they received from their naturopath than they are with services 
from their GP (Foley et al, 2020b).

It is not surprising that the naturopathic patient profile is skewed towards 
those from higher socio-economic groups – naturopathic services are 
currently not reimbursable under either public or private health insurance 
which disadvantages those on lower incomes.

Myth No. 5: Most naturopaths have little interaction with conventional healthcare 
professionals and there is little cross-referral of patients

While there is little recent research that quantifies the extent of cross-refer-
ral between naturopaths and other medical and allied health practitioners, 
data collected as part of the ANC study suggests cross-referral is occurring 
on a routine basis, both to and from naturopaths (Carlton et al., forthcoming).

A practitioner survey of naturopaths and Western herbalists (Casey et al., 
2008) found almost all respondents (99%) referred patients to other health 
care professionals, 93% reporting that they regularly referred patients to 
medical practitioners. Common reasons for referral were for pathology test-
ing, treatment or prescription, medical diagnosis and confirmation of med-
ical diagnosis, and treatment of acute infectious diseases. Approximately 
half the 649 respondents reported receiving referrals from medical practi-
tioners and almost 97% of practitioners indicated that they would like to see 
closer collaboration and cooperation with the medical community.

As naturopathy is not a regulated profession, referral from members of the 
medical community places an onus on the referring doctor to satisfy them-
selves that the naturopathic practitioner practises in a safe, competent, 
and ethical manner. This is perceived as a limiting factor on the extent of 
inter-professional communication. Researchers have found that GPs and 
other conventional health practitioners express reluctance to refer to naturo-
paths and other complementary therapy practitioners because of fear of lia-
bility if something goes wrong (Cohen et al., 2005). However, GPs are more 
likely to refer patients to a naturopath if they believe in the efficacy of or have 
seen positive results from naturopathy (Wardle, Sibbritt & Adams, 2014).

Anecdotally, we know of repeated efforts by naturopaths to engage col-
legially with their medical and allied health colleagues and the frustration 
they experience when they are declined entry or not invited to participate in 
service provider networks, association forums and other collegiate inter-dis-
ciplinary networks (Carlton et al., forthcoming).

Myth No.6: Naturopathic services are safe because naturopaths are regulated in the 
same way as other health professionals

Many consumers believe complementary medicines are safe and do not in-
terfere with conventional treatment (Foley et al., 2019). However, extensive 
studies of adverse events associated with the use of naturopathic medi-
cines contradict this view (Myers & Cheras 2004; WNF, 2021: 71-8).
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Myth No.7: Registration of naturopaths will afford undue recognition and status 
to practices that are unscientific and unproven

This type of objection was raised (and dismissed as immaterial) during the 
policy deliberations that preceded the decision of the Victorian Government 
to introduce statutory registration for the Chinese medicine profession in 
that state (Department of Human Services, 1998: 18).

The two guiding principles agreed by AHMAC in 1995 and reiterated by 
COAG in 2008 provide clear guidance for policy decision-making – that 
the sole purpose of registration is to protect the public interest and that the 
purpose of registration is not to protect the interests of health occupations 
(AHMAC, 1995: 1). Under the NRAS, the main guiding principle is that 
protection of the public and public confidence in the safety of services is 
paramount.12

Of central concern is not whether registration will or will not improve the 
status of the profession but rather, whether the risks (and costs) of unregu-
lated practice are of such magnitude that statutory registration is warranted.
The RIA process reinforces this policy principle – it requires careful problem 
definition, specification of government objectives, risk assessment, stake-
holder mapping and engagement, framing of feasible options and weigh-
ing of the costs and benefits of each option (including no change) and on 
whom these costs and benefits fall (OBPR, 2021).

There is nothing in the AHMAC criteria to suggest that the differential 
impacts of one or other type of occupational regulation, whether real or 
speculative (such as increasing the legitimacy or status of a profession) 
is or should be a determinative factor in decision-making. Rather, the key 
concern appears to be finding the best, most cost-effective way to safeguard 
members of the public who choose to use a particular type of practitioner or 
treatment modality.

12. See recent amendments to the Health Practitioner Regulation National Law at https://documents.
parliament.qld.gov.au/com/HEC-B5E1/HPRNLOLAB2-5F6C/submissions/00000037.pdf

Naturopaths also report that patients often express surprise when they 
learn that naturopathy is not a registered profession and naturopaths are 
not subject to the same quality controls and regulations as other regulated 
health professions (Carlton et al., forthcoming). This is consistent with the 
findings from a consumer survey of T&CM practices which found that re-
spondents believed such practices, including naturopathy, should be regu-
lated like pharmaceutical drugs, where a consultation with a qualified practi-
tioner is required before medicines are purchased (Evans et al., 2008).

Naturopaths are not regulated in the same way as other health professions 
that use ingestive therapies. One of the consequences is they are denied 
access to some important tools of their trade that are restricted under the 
Standard for Uniform Scheduling of Medicines and Poisons (SUSMP) (The 
Poisons List). It is a perverse outcome of our regulatory system that med-
ical practitioners, who have no training in the safe and competent use of 
herbal medicines, are legally authorised and able to prescribe scheduled 
herbal medicines while naturopaths who are properly trained in the safe 
use and contraindications of these herbal medicines are not.
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Myth No. 8: The naturopathy profession will not be ‘ready’ for registration until it has 
achieved national consensus on entry-to-practice qualifications and practice standards

The Australian Register of Naturopaths and Herbalists (ARONAH) has 
developed course accreditation, practice and continuing competency 
standards but has no effective means to enforce these (ARONAH, 2021). 
However, several forces combine to make it virtually impossible for the na-
turopathy profession to reach a consensus on and then implement degree 
level training for entry-to-practise as a naturopath.

These forces include: a deregulated education market with multiple pri-
vate providers; fragmented representative arrangements with multiple 
professional associations that compete for members, with some prepared 
to accept qualifications at less than degree level to attract members; and 
insufficient incentives for education providers to upgrade their courses.

A similar dynamic was evident when the Victorian Government took the 
decision to introduce statutory registration for the Chinese medicine profes-
sion (Department of Human Services, 1998: 10, 20):

Despite over 20 years of efforts, the TCM profession has been un-
able to establish a self-regulatory system that has the wide support 
of the majority of groups within the profession. There is no reason 
to believe that efforts at self-regulation will be any more successful 
in the future (Department of Human Services, 1998: 20).

This issue has a long and complex history.

In 2003 the Expert Committee on Complementary Medicines recommend-
ed strengthening of practitioner education and training and independent 
accreditation of courses (2003: 24).

In 2013, government education authorities took the decision to remove 
naturopathic and WHM diploma and advanced diploma qualifications from 
the Health Training Package and cease delivery of these programs within 
the Vocational Education and Training (VET) sector (Australian Govern-
ment, 2013).13 Teachout of non-degree level programs was expected to be 
completed by 2018. The policy rationale for this decision was that degree 
level was the appropriate standard for entry-to-practise in the naturopathy 
profession, given its scope of practice. However, in a deregulated educa-
tion market, and with the withdrawal of naturopathy from the Private Health 
Insurance Rules, there are few incentives to enforce this policy position.

As a consequence, not only is there no pressure on providers to upgrade 
their offerings to degree level, there is evidence that providers are enter-
ing or re-entering the market to offer diploma-level and short courses in 
naturopathy and WHM. Competing for members, some professional asso-
ciations have responded by continuing to recognise qualifications at less 
than degree level for membership purposes, qualifications that should have 
been phased out by 2018. Without the capacity to enforce degree level as 
the minimum qualification for entry-to-practice, we are now seeing further 
dilution of education standards (Carlton et al., forthcoming).

13 See https://training.gov.au/training/details/hlt07 for notice of naturopathy and WHM advanced diplo-
ma qualification deletion from the Health Training Package.
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Myth No.11: Naturopaths are operating on a level playing field.

There are significant structural, institutional, funding and attitudinal barriers to 
the full participation of naturopaths in the Australian healthcare system.

A systematic review of the global literature on health practitioner regulation 
undertaken in 2021-22 points to continuing interest in and use of T&CM by 
consumers around the world, including in Australia (Lin et al., 2022). How-
ever, studies suggest that government policy in many countries is lagging.

Researchers found that T&CM practitioners from established occupations 
such as naturopathy continue to struggle for institutional recognition of their 
practice and to engage collaboratively with other primary care practitioners 
(Lin et al., 2022). Much of the literature highlights the underlying power re-
lations and epistemic tensions between professional groups that adversely 
impact the position and role of T&CM practitioners in the health system (Lin 
et al., 2022). Despite approximately 4 million consultations annually, natu-
ropaths are not considered part of the Australian healthcare workforce and 
their contribution to health of the Australian community health goes largely 
unrecognised – for instance there is no mention of naturopaths in Australian 
Health 2018 (Australian Institute of Health and Welfare, 2018).

Myth No.10: Naturopathy and homeopathy are just different names for what is 
essentially the same practice.

Homoeopathy is a therapy that has its own history, philosophies, princi-
ples of practice and body of knowledge that are distinct from naturopathic 
practice. While there is some crossover, with some naturopaths also prac-
tising homoeopathy, this is not unique to the naturopathic profession. For 
instance, a 2022 study of health service use in Australia found that 3.9% of 
Australians use homeopathy, and of those more than half (51.2%) report being 
prescribed or recommended a homeopathic remedy by a medical doctor (i.e., 
general practitioner, specialist doctor or hospital doctor) (Steel et al., 2022).

Myth No. 9: Most naturopaths don’t see the benefits of registration and don’t 
want naturopathy to be a nationally registered health profession.

Successive surveys of the profession have found consistent results – that a 
majority of the naturopathy profession is supportive of statutory registration 
for the profession. For instance, member and practitioner surveys conducted 
in Australia over the past ten years indicate that between 61.7% and 85.0% 
of respondents are in favour of statutory registration, and between 3.3% and 
22.6% are not (Barnes 2021; Braun et al., 2013; Steel et al., 2020). This sug-
gests solid support from the profession for statutory registration of naturopaths.

Statutory registration guarantees uniform and enforceable minimum levels 
of entry-to-practice training (Bensoussan et al. 2004: 26; Baxter 2009: 27; 
Grace et al. 2007: 23; McCabe 2008: 174), something that has eluded the 
naturopathic profession for decades (Breakspear 2013: 170, 171; McCabe 
2008: 174; Wardle et al. 2012: 369).
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14. See for example, section 25.4 of British Columbia's Health Professions Act which states “The col-
lege must not act against a registrant or an applicant for registration solely on the basis that the person 
practises a therapy that departs from prevailing medical practice unless it can be demonstrated that the 
therapy poses a greater risk to patient health or safety than does prevailing medical practice.”

In some jurisdictions, registration laws are used to restrict T&CM practi-
tioner scopes of practice and prevent access to their tools of trade (herbal 
medicines) (Lin et al., 2022). However, many jurisdictions, licensing/registra-
tion schemes have been enacted and in a few jurisdictions, legislators have 
enacted provisions to protect registered practitioners from disciplinary action 
where they practise a therapy that departs from prevailing medical practice14.

Researchers point to the benefits of statutory registration for these estab-
lished T&CM professions, to prevent the untrained and unqualified from 
entering practice (Lin & Gillick, 2011; Lin et al., 2022).
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ASSESSMENT AGAINST THE 
AHMAC CRITERIA
Criterion 1: Is it appropriate for Health Ministers to exercise responsibility 
for regulating the occupation in question, or does the occupation fall more 
appropriately within the domain of another Ministry?

Naturopathy is a health profession – the services provided by naturopaths 
fall within the statutory definitions of a ‘health service’ that are contained 
in health complaints legislation in each state and territory; consumer com-
plaints about naturopaths are handled by health complaints commissioners 
in each state and territory.

Responsibility for policy decisions concerning occupational regulation of the 
profession of naturopathy properly sits under the health portfolio, with state, 
territory and Commonwealth Health Ministers. There are no other minis-
terial portfolios at either state/territory or Commonwealth level that have 
greater responsibility for regulation of naturopaths:

Conclusion regarding Criterion 1: 

It is appropriate for Health Ministers to exercise responsi-
bility for regulating naturopathic practitioners and naturopathic 
practice. Naturopathy is a health profession and falls clearly 
within the scope of the health portfolio. It does not more appro-
priately fall within the domain of another Ministry.

 ȏ Naturopaths deliver health care services to the Australian 
public. Consumers seek the services of naturopaths as prima-
ry contact practitioners, for health advice, both for therapeutic 
purposes and for the maintenance of health and well-being.

 ȏ Consumer use of naturopathic services in parallel with con-
ventional medicine is well established in all age groups. This 
dual usage can continue over a prolonged time because many 
users are treated for chronic illnesses or are using naturopathy 
products to deal with the effects of other medical treatments for 
serious health conditions (Lin et al., 2005: 290).

 ȏ Naturopathic medicines and other products are governed by a 
suite of laws that sit within the portfolios of state, territory and 
Commonwealth Health Ministers. These include therapeutic 
goods and medicines laws, health complaints laws and infec-
tion control standards under public health legislation.

 ȏ Although the advertising and sale of naturopathic medicines 
and products are covered under fair trading and trade practices 
legislation, this is the same for the products and services pro-
vided by other regulated health practitioners.

5. 
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Criterion 2: Do the activities of the occupation pose a significant risk of harm 
to the health and safety of the public?

Naturopaths are primary care practitioners who work autonomously, prin-
cipally in solo or group private practices (Steel et al., 2020). The practise 
of naturopathy is broad in scope and presents a range of risks of varying 
significance. These risks can be categorised as follows:

2.1 High-risk activities of naturopaths compared with NRAS regulated professions

There are various frameworks for assessing risk, including some developed 
specifically to assess the occupational regulation requirements for health 
professions (Professional Standards Authority 2016; AHMAC 2013; COAG 
Health Council 2015) One such framework has been applied in several 
AHMAC and COAG Health Council reports (AHMAC, 2013; COAG Health 
Council, 2015).

These reports include a risk assessment tool – a list of 13 ‘high-risk activi-
ties’ against which regulated and unregulated health professions are rated 
and compared. The tool identifies whether or not these high-risk activities 
are part of the usual scope of practice of each profession. Table 4 presents 
this risk assessment tool, modifying it to include a 14th ‘high risk activity’ 
(frequent treatment or care of patients from vulnerable groups). The profes-
sion of naturopathy is rated and compared with the 16 health professions 
that are already regulated under the NRAS.

Of the 14 high-risk activities listed in Table 4, the scope of practice for natu-
ropaths typically includes at least nine (9) of these activities. This is a high 
number, compared with most regulated health professions, which range be-
tween three (optometrists, pharmacists and psychologists) and 14 (medical 
practitioners). Only five regulated professions have a higher risk rating than 
naturopaths. They are medical practice (14), nursing and midwifery (11), 
paramedicine (10) and Chinese medicine (10).

Below is a description of the nine high-risk activities that are part of the 
usual scope of practice of the naturopathy profession.

High-risk activity No. 1: Putting an instrument, hand or finger into a body cavity

Naturopaths are trained to use an otoscope and tongue depressor to assist 
in physical examination of a patient and diagnosis of conditions involving 
infections, abscesses etc.

High-risk activity No. 4: Procedures below the dermis, mucous membrane, in or 
below surface of cornea or teeth

Naturopaths often employ diagnostic tests that require drawing blood from 
the patient using sub-dermal lancets (i.e. ‘skin pricks’). These are common-
ly undertaken on site during the clinical encounter. They require the natu-
ropath to have a sound and up to date understanding of infection prevention 
and control procedures to minimise the risk of spreading infectious diseases.

 ȏ risks associated with the treatments used by naturopaths
 ȏ risks associated with the scope of practice of naturopaths
 ȏ risks associated with the practice context.



30

High-risk activity No. 5: Prescribing a scheduled drug, supplying a scheduled drug (includes 
compounding), supervising that part of a pharmacy that dispenses scheduled drugs

High-risk activity No. 7: Supplying substances for ingestion

Naturopaths typically operate a dispensary from their clinic, supplying 
herbal medicines and nutritional medicines to patients. Between 69% and 
79% of naturopaths report often prescribing liquid herbal medicines (usually 
aqueous ethanolic extracts), nutritional supplements and/or herbal tablets 
in clinical practice (Steel et al., 2020). Researchers report that over 97% of 
naturopathy and Western herbal medicine practitioners operate a dispensa-
ry and over 96% of these practitioners compound individual and multi-herb-
al formulae for patients (Casey et al., 2007).

High-risk activity No. 8: Managing labour or delivering a baby

Under Australian drugs and poisons laws, naturopaths are not currently au-
thorised to prescribe scheduled medicines, even when these are in herbal 
form, appear in pharmacopoeias around the world and are part of the usual 
scope of practice of naturopaths in other countries.

However, naturopaths routinely prescribe orally administered herbs and 
nutrients (Casey et al., 2007). There are a wide range of products that are 
considered the ‘tools of the trade’ for the typical scope of practice of naturo-
paths. A good proportion of these are extemporaneously dispensed for an 
individual patient; that is, they are compounded onsite at the naturopathic 
clinic, for example herbal tinctures or powdered products that are mixed 
into a unique formula to address the health needs of an individual patient.

Also, many products prescribed by naturopaths are classed as ‘practitioner 
only products’, that is, products that are listed or registered on the Aus-
tralian Register of Therapeutic Goods. Labelling and supplying products 
as ‘practitioner only’ allows the product company to make stronger claims 
of health effects than those products supplied solely for retail purchase. 
Naturopaths supplying practitioner only products to patients can apply to 
certain professional associations that have been approved by the Australian 
Government Department of Health and Aged Care’s Therapeutic Goods 
Administration (TGA) for a TGA Advertising Certification of Exemption. This 
certificate is recognised by herbal medicine wholesalers and enables the 
naturopath to access to practitioner only products under the assumption 
that the clinician is appropriately qualified to make sense of the material 
and draw on their more advanced training to determine safe and appropri-
ate application of the product. It is important to note, however, that ‘prac-
titioner only’ products do not exist as a category under the Therapeutic 
Goods Act 1989 as amended and has no legal basis (Expert Committee on 
Complementary Medicines in the Health System, 2003).

While management of labour is not part of the usual naturopathy scope 
of practice, naturopaths, particularly those who practise WHM frequently 
consult with women who are seeking advice pre-conception, during preg-
nancy and to induce labour. There is also evidence that Australian pregnant 
women who report preparing for labour are twice as likely to consult a na-
turopath compared with women who do not prepare for labour (Steel et al., 
2014). Towards the end of pregnancy, naturopaths prescribe treatments to 
facilitate labour and childbirth and help prevent unnecessary interventions 
(Steel & Martin, 2019: 722). These treatments are typically administered as 
teas to prepare the woman for delivery and to facilitate labour, by modulat-
ing the frequency of uterine contractions.
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High-risk activity No. 12: Treatment commonly occurs without others present.

Naturopaths mainly operate from a private practice and most practise au-
tonomously. A survey of practitioners found that 72.5% of 280 naturopaths 
reportedly worked in solo clinical practice (Steel et al., 2020). For practi-
tioners who share a clinic location with other health practitioners, the vast 
majority would still conduct private consultations with patients.

High-risk activity No. 13: Patients commonly required to disrobe.

High-risk activity No. 14: Frequently treat or care for patients from vulnerable groups

Naturopathy is an eclectic therapeutic practice that incorporates many 
different treatment modalities. Some naturopaths include manual therapies 
such as massage, dry needling, Bowen Therapy, myotherapy, Tui Na and 
moxibustion in their range of offerings. When offering these treatment mo-
dalities, patients are required to disrobe to enable physical examination and 
the application of manual therapy techniques.

Naturopaths provide primary care consultations, with or without a referral 
from a medical practitioner or other registered health practitioner. They pro-
vide naturopathic care to around 6-8% of the Australian population (McIn-
tyre et al., 2019; Steel et al., 2018), representing around four million consul-
tations each year (McIntyre et al., 2019). An estimated 2 million Australians 
see a naturopath at least annually, of whom 60% consider their naturopath 
to be their primary health provider, and 22% consult a naturopath as their 
sole health care provider (Wardle et al., 2019).

The rate of use of naturopathic services in the Australian community ap-
pears to have remained relatively stable for the past 25 years (MacLennan 
et al., 2002; MacLennan et al., 2006; Steel et al., 2018). These findings 
confirm the enduring presence of naturopathy and naturopaths in the Aus-
tralian healthcare system as primary care clinicians.

High-risk activity No. 11: Primary care practitioners who see patients with or with-
out a referral from a registered practitioner

Naturopaths frequently treat patients from vulnerable groups, including 
pregnant and breastfeeding women, children, people with disabilities and 
chronic pain conditions, women with a history of sexual assault and or do-
mestic violence, First Nations people, people from NESB, LBTQI+, elderly, 
frail and terminally ill patients (Steel et al., 2020).
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i. Beyond the external ear canal, beyond the point in the nasal pas-
sages where they normally narrow, beyond the larynx, beyond the 
opening of the urethra, beyond the labia majora, beyond the anal 
verge, or into an artificial opening in the body.

ii. Moving the joints of the cervical spine beyond the individual’s usual 
physiological range of motion using a high velocity, low amplitude 
thrust.

iii. Electricity for aversive conditioning, cardiac pacemaker therapy, 
cardioversion, defibrillation, electrocoagulation, electroconvulsive 
shock therapy, electromyography, fulguration, nerve conduction 
studies or transcutaneous cardiac pacing, low frequency electro-
magnetic waves/fields for magnetic resonance imaging and high 
frequency soundwaves for diagnostic ultrasound or lithotripsy.

iv. Includes practitioners who practise solo or treat with no others 
present, such as medical specialists and practitioners who may be 
solely responsible for clinical care overnight or in a remote commu-
nity.

v. Paramedics included as per indicative assessment made in Final 
report: Options for regulation of paramedics (2016).

Notes on Table 4

Source: Modified from AHMAC, 2015: 110-1.
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This list of high-risk activities are part of the usual scope of practice of the 
naturopathic profession in Australia – with one exception. While prescribing 
a scheduled medicine is included here, there is currently no mechanism 
in Australian State or Territory drugs and poisons laws for naturopaths to 
be authorised to prescribe herbal medicines that have been scheduled in 
The Poisons Standard either as a whole herb or because of a substance 
the herb contains. Attachment 6 provides a list of herbs that are restricted 
and may only be prescribed by medical practitioners (Lin et al., 2005: 109). 
These herbs are listed in the British and US herbal pharmacopoeias and 
are typically used by naturopaths in countries where naturopathy is widely 
practised.

The literature provides extensive references on the risks associated with 
naturopathic practice (Lloyd et al., 2021; Weir, 2016; Lin et al., 2005; Carl-
ton et al., forthcoming). An overview of these risks is set out in Table 5.

These are not just theoretical risks. Attachment 7 provides case examples 
of where these risks have been realised in practice in Australia.

TABLE 5: Overview of the main risks to public health and safety associated with 
naturopathic practice
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2.2 Risks associated with treatment modalities used by naturopaths

Risks associated with the treatment modalities used by naturopaths fall into 
two categories:

FIGURE 5: Results of bibliometric analysis of adverse effects & ‘herb’/’supplement’ terms

Within the broader research community there is increasing focus on the 
adverse effects associated with herbal and nutritional products. The chart 
below shows the exponential growth in published research from a single 
database (Ovid MEDLINE) on adverse effects using general herb and sup-
plement terms (see Figure 5) (Carlton et al., forthcoming).

Source: Carlton et al., forthcoming.

 ȏ risks associated with the exercise of clinical judgement by 
the naturopath

 ȏ risks that arise from the consumption of nutritional and herb-
al medicines.
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The findings of the Lin Report (2005: 30-34) are confirmed with updated data 
from key sources (Lloyd et al., 2021: 71-78; Carlton et al., forthcoming):

The level of risk identified is likely to be an underestimate because:

Also, there is concern that the risk profile for naturopathy is increasing due 
to various factors such as:

 ȏ Cases of adverse events related to acts of commission (such 
as recommending cessation of medical treatment or failure to 
avoid known interactions with pharmaceuticals) and acts of 
omission (such as misdiagnosis and failure to refer on to an ap-
propriate practitioner) have been reported in the literature and 
in the media. Although these events do not appear to be wide-
spread, the COVID-19 pandemic has highlighted cases and the 
potentially serious consequences.

 ȏ Like conventional pharmaceutical medicines, herbal medicines 
can produce predictable and unpredictable effects. Examples 
of both have been identified in the literature. Predictable effects 
include direct toxicity, toxicity related to overdose of a prepa-
ration, and interaction with pharmaceutical medicines. Unpre-
dictable effects include allergic and anaphylactic reactions to 
herbal medicines, and idiosyncratic reactions (Colalto, 2012; 
WHO, 2004).

 ȏ A number of herbs and supplements are known to cause toxic 
reactions and while severely toxic substances are restricted by 
current drugs and poisons legislation, several potentially toxic 
substances continue to be available to naturopaths for use in 
prescriptions (Asif, 2012; Brown, 2017; Brown, 2018; Posadzki 
et al., 2013).

 ȏ Herbal medicines have potential to interact with pharmaceutical 
drugs (Gurley et al., 2012), and numerous cases of such herb-
drug interactions have been reported (Myers & Cheras 2004; 
Izzo & Ernst, 2009).

 ȏ there appears to be significant under-reporting to government 
agencies of adverse events associated with nutritional and 
herbal medicines, due in part to the lack of awareness of the 
appropriate avenues for such reporting

 ȏ some practitioners are likely to be fearful that reporting adverse 
events may result in withdrawal of access to medicines

 ȏ the ADRS database administered by the TGA is limited in its 
usefulness with respect to complementary medicines

 ȏ complaints data held by professional associations are large-
ly about professional issues rather than adverse reactions to 
medicines (Lin et al., 2005: 292).

 ȏ the loss of government incentives, for naturopaths to partici-
pate in voluntary certification (loss of private health insurance 
rebates or naturopathic treatments; removal of naturopathic 
education programs from the Health Training Package)

 ȏ concurrent use of pharmaceutical medicines along with herbal 
medicines and nutritional supplements (Morgan et al., 2012)

 ȏ the development of manufacturing techniques that alter the 
potency of products

 ȏ the application of naturopathic and herbal medicines to a wider 
range of illnesses.
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TABLE 6: Adverse events reported to GPs extrapolated to annualised data and to 
total GP population in Australia

2.3 Risks associated with scope of practice

Naturopaths are primary care practitioners who provide diagnostic and 
treatment services under a paradigm that differs from that of conventional 
biomedicine.

Naturopaths have a very broad scope of practice – they see patients from 
every demographic and treat a wide range of health conditions, including 
patients with potentially life-threatening illnesses (Carlton et al., forthcom-
ing). They do this without the need for a referral from a medical practitioner.

Every naturopath has a professional obligation to recognise the limits of 
their practice and to refer on to other practitioners, including medical prac-
titioners, when the needs of the patient dictate. This is an important part of 
the ethical and clinical training of naturopaths.

15 Source: Cohen et al., 2005.
16 Assumptions:
• 38,388 GPs in Australia in 2020-21 (Australian Government Department of Health and Aged Care, 
https://hwd.health.gov.au/resources/data/gp-primarycare.html
• 171 million GP consultations in 2020-21 (AIHW, https://www.aihw.gov.au/reports/health-care-quali-
ty-performance/general-practice-allied-health-and-other-primary-c)

There is some evidence to suggest that practitioners occasionally use 
scheduled herbs which they are not authorised to use. This suggests either 
a lack of awareness of the legal restrictions that apply to herbal medicines 
or wilful lawbreaking (Lin et al., 2005: 108; Carlton et al., forthcoming).

Researchers have found GPs report that patients presenting with adverse 
events associated with complementary medicine practices in 1 out of ev-
ery 125 consultations and have estimated the proportions due to specific 
practices such as naturopathy and herbal medicine. Extrapolated over the 
38,388 GPs in 2020-21 there are an estimated 394,000 adverse events 
every year that may be attributed to naturopathic practices and of these 
over 100,000 are considered serious by GPs. This may be greater than the 
adverse events attributed by GPs to Chinese herbal medicine and chiro-
practic – see Table 6.

 ȏ the accessibility of products from overseas suppliers with un-
known manufacturing standards and product authentication pro-
cesses (Lin et al., 2005: 46-7, 292; Carlton et al., forthcoming).
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When compared with other regulated health professions, there are four 
main contextual factors that increase the comparative risks associated with 
naturopathic practice:

First, as outlined earlier, with the lack of effective controls over en-
try-to-practise as a naturopath, any person can set up practice without 
qualifications or probity checking. There is no enforced minimum entry 
level qualification, no minimum standard of education necessary for clinical 
practise as a naturopath and no checking to ensure the person is of good 
character prior to their commencing practice.

This heightens the risk to service users because, as outlined above, natu-
ropaths have a very broad scope of practice, treating patients with a wide 
range of health conditions, using treatment modalities that carry inherent 
risks. Also:

2.4 Risks associated with the practice context

 ȏ the absence of effective controls over entry to practise as a naturo-
path

 ȏ the difficulties for patients in identifying who is properly qualified 
and in good standing as a naturopath

 ȏ the challenges for patients of navigating two systems of medi-
cine, particularly for those who use naturopathy in conjunction 
with conventional biomedicine

 ȏ the absence of quality controls exercised through employers, 
public sector work settings and third-party payment systems 
(health insurers).

Harm can occur when a naturopath fails in their exercise of clinical judge-
ment, either through acts of commission or omission. These risks relate 
to incorrect, inadequate, or delayed diagnosis, or failure to make timely 
referrals to practitioners who are best placed to treat the patient. These 
risks increase when the naturopath has received insufficient clinical and 
ethical training to recognise the limits of their practice and make appropri-
ate referrals.

The Lin Report presented data from a survey of GPs which suggested that 
while GPs expressed concerns about specific herbal products and interac-
tions, they were more concerned about the scope of practice of naturopaths 
than the specific risks of the therapies used (2005: 226, 227). Since that 
survey, there is an increasing body of evidence of serious harm and deaths 
that have been linked to naturopaths who have failed in their professional 
duty – to make appropriate and timely referrals.

Attachment 7 includes a selection of high-profile cases where naturopaths 
have been prosecuted for offences ranging from sexual assault to making 
dubious treatment claims and misrepresenting their qualifications to advis-
ing their patients to cease conventional medical treatments. Many of these 
individuals have had insufficient training and would not be eligible to prac-
tise naturopathy if minimum entry level qualification and probity standards 
were enforced.
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This data shows a pattern of harm associated with those who seize the 
opportunity to ‘make a quick buck’, choosing to flout professional norms 
by establishing themselves in practice without industry recognised qualifi-
cations. Anecdotal evidence suggests such practitioners are predisposed 
to disregard other ethical norms and standards of professional practice. 
Recent cases demonstrate this problem – unqualified persons who pretend 
to be qualified have used the opportunities presented by their practise a 
naturopath to breach the trust of their patients by committing sexual assault 
(see Attachment 7).

The media coverage of these cases reports these people as ‘naturopaths’, 
because that is the title they have assumed for themselves. However, the 
reality is that most are not qualified naturopaths – they may have done 
short courses, may have no qualifications at all, or have been deregistered 
from a health profession regulated under the NRAS. They have traded on 
the reputation of and trust in the naturopathic profession to exploit vulnera-
ble patients.

Second, compounding these problems, there is no single trusted source of 
information for prospective patients about who is qualified as a naturopath 
and in good standing in the profession. Instead, there are multiple and com-
peting professional associations, all of which claim to represent qualified 
naturopaths but set different qualification standards for membership and 
provide different levels of service to members and to the public. This adds 
to the confusion for prospective patients.

This multitude of professional bodies with their varying standards exacer-
bates the information asymmetry so that the average consumer is likely to 
struggle to know who is properly qualified as a naturopath and who is not.

Third, since most naturopaths work autonomously, in independent private 
practice rather than as an employee or in a public or funded sector agency, 
the quality controls that usually apply in such settings (employment con-
tracts, clinical governance systems, risk audit, performance appraisal etc) 
are absent.

With the removal of naturopathic services from the eligibility for rebates 
under the Commonwealth Private Health Insurance Rules, there are no 
institutional quality control measures applied by third party payers to natu-
ropaths, that is, no public and private health insurers who scrutinize claims 
data and may alert regulators to professional practice or clinical gover-
nance failures.

 ȏ naturopaths do not have access to the range of diagnostic tools 
that are available to practitioners of conventional medicine

 ȏ untrained or undertrained persons are less likely to recognise 
the limits of their skills and knowledge and to refer on appropri-
ately

 ȏ misdiagnosis is more likely if clinical training hours are inad-
equate or there is inadequate exposure during training to a 
range of patients and health conditions

 ȏ training and guidelines on the clinical management of patients 
who use naturopathic medicines in conjunction with pharmaceu-
tical drugs
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One study of consumers of naturopathy services found:

More recent data suggests these risks remain and are being compounded 
by the variability in education and training of naturopaths (Carlton et al., 
forthcoming). Those who enter practice with inadequate or no qualifications 
and clinical training are less likely to have the capacity or motivation to 
keep up-to-date with the exponential growth in naturopathic research, they 
are less likely to be engaged with their peers in scholarly collaboration or to 
adopt evidence based naturopathic practice.

Conclusion regarding Criterion 2: 

The treatment modalities, scope of practice, and practice context 
of naturopaths all contribute to a risk profile for an unregulat-
ed naturopathy profession that is unacceptably high and on 
par with or greater than many of the health professions that are 
subject to statutory registration. These risks are not just theoret-
ical – the data shows there is a pattern of harm, with repeated 
cases over three decades.

 ȏ the majority of patients self-refer following recommendation 
from another person

 ȏ treatment is sought for a wide range of physical and psycho-
logical problems, and management is multifaceted (including 
lifestyle advice, nutritional supplements, herbal medicines and 
exercise)

 ȏ those seeking naturopathic care frequently do so for chronic 
conditions, which means they are likely to be frequent and 
routine users

 ȏ approximately half of the profiled patients had previously 
consulted a medical practitioner (general or specialist) for their 
complaints before visiting a naturopath, but communication 
between practitioners occurred in only a minority of cases

 ȏ among the profiled patients receiving naturopathic treatment, 
over one third were also taking pharmaceutical drugs

 ȏ poor communication between medical and complementary 
medicine practitioners can have dangerous consequences in 
terms of drug interactions and delayed diagnosis (2005: 294).

Participants in the focus group reported that they didn’t not do so 
because the doctor might reject the therapy or because they felt 
that they should be in charge of their health (Lin et al., 2005: 295).

Fourth, for those who use both naturopathy and conventional medical prac-
titioners, there are heightened risks associated with herb/drug interactions. 
These risks are exacerbated by a general lack of communication among 
the various providers and the lack of training and guidance for practitioners 
on the clinical management of patients who use naturopathic medicines in 
conjunction with pharmaceutical drugs. As more people with chronic health 
conditions choose naturopathic treatment, the potential for herb/drug inter-
actions increases. Compounding this problem, there is evidence that many 
patients do not tell their treating medical practitioners of their use of naturo-
pathic medicines:
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Criterion 3: Do existing regulatory or other mechanisms fail to address health and safety issues?

→ Failures of self-regulation
→ Failures of co-regulation
→ Limitations of code regulation (negative licensing)
→ Lack of access for naturopaths to some of their tools of trade.

Self-regulation of a health profession (also referred to as ‘voluntary certifi-
cation’) generally comprises the following elements:

Given the risk profile of naturopathic profession (see Criterion 2), relying on 
self-regulation to protect the public from harm have proved to be woefully 
inadequate (Carlton et al., forthcoming).

Successive attempts at profession-led self-regulation, over almost three 
decades, have largely been ineffective. Efforts have been hampered by 
the fragmented representative arrangements, the ongoing disagreements 
amongst professional associations about the entry level qualifications re-
quired for safe and competent practice and lack of government leadership 
and support.

The naturopathic profession is subject to a range of laws and regulations 
at federal, state and local government levels (See Attachment 8). Taken 
together, these laws present a complex and confusing array of mechanisms 
for assuring the quality of naturopathic services and protecting public health 
and safety. While responsibilities are shared across a range of regulators, 
there are significant gaps and deficiencies. Unlike the NRAS for the reg-
istered health professions, there is no single regulator that has sufficient 
powers to effectively mitigate these risks. The failures are in four areas:

Failures of self-regulation

International evidence

The WNF health technology assessment investigated occupational regula-
tion regimes across 108 countries. Researchers make the point that reli-
ance on voluntary certification is problematic when the practices of a health 
profession present potentially serious risks to public health and safety:

 ȏ a professional association with a constitution and/or bylaws 
that set out the rules of the association

 ȏ a board of directors constituted with persons elected by 
members of the association

 ȏ published membership requirements that include: 
  a recognized minimum qualification for practising mem-
bership 
  agreement to comply with a Code of Conduct 
      and standards of practice set by the association

 ȏ a process for assessing and approving qualifying education 
programs for membership eligibility purposes

 ȏ operation of a publicly accessible web-based searchable 
register enabling the public to locate qualified practising 
members who are in good standing with the association

 ȏ policies and processes for receiving and investigating com-
plaints about members and dealing with any misconduct

 ȏ by-laws that enable removal of membership from those who 
breach the Code of Conduct.
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Without strong and consistent institutional support from professional associ-
ations, education institutions, employer bodies, insurers and governments, 
voluntary certification schemes generally lack sufficient incentives for prac-
titioners to comply with qualification and practice standards and efforts to 
deal with non-compliance are generally ineffective (Lloyd et al., 2022: 50).
Successive studies of complaints management systems of Australian natu-
ropathic professional associations further support the WNF findings:

Why is self-regulation failing?

Many of the most egregious cases described in Attachment 7 appear as 
isolated individual failures. However, they reflect a broader institutional fail-
ure that has been confronting the naturopathic profession for some time.

In response, the profession has made every effort to get its house in order. 
Some of the better resourced professional associations have made con-
siderable efforts to develop a uniform and effective model of regulation, 
however these efforts have been largely unsuccessful (Lin et al., 2005: 296; 
Carlton et al., forthcoming).

It is fair to say that for almost three decades, successive efforts to unite and 
better regulate the profession have largely failed.

 ȏ Where there are no statutory powers to restrict entry to a 
profession, those with minimal or no qualifications can set up 
practice and use the titles of the profession without meeting 
acceptable minimum standards of training and practice. This 
has led to widely varying standards of practice and levels of 
qualifications, substantial fragmentation of these professions, 
and no widely recognised and accepted peak bodies (Lloyd et 
al., 2021: 50).

 ȏ Most professional associations rely on volunteers drawn from 
the profession and may lack access to the necessary skills, re-
sources and capacity to handle the complexity associated with 
effective regulation (Lloyd et al., 2021: 50).

 ȏ There are conflicts of interest in the operation of voluntary cer-
tification which can compromise public protection, for example 
where the professional association is responsible for represent-
ing its members interests and at the same time accrediting pro-
grams that are tied to membership and dealing with complaints 
about members.

 ȏ Schemes that operate at arms-length from professional asso-
ciations (such as the model adopted in Australia by ARONAH) 
are often constrained by poor resourcing and policy capacity 
and as with all voluntary certification, the standards apply only to 
those practitioners who choose to opt in (Lloyd et al., 2021: 50).

 ȏ Unlike complaints and disciplinary systems operated by stat-
utory bodies, there is little transparency or accountability and 
little published information about the procedures followed or the 
outcomes achieved (Carlton et al., forthcoming).

 ȏ In many cases, those managing the disciplinary processes lack 
experience in matters of procedural fairness (Lin et al., 2005).

 ȏ Most complaints management systems have limited or no av-
enues of appeal and, most importantly lack teeth - naturopaths 
who are the subject of investigation have been known to let their 
membership lapse to avoid disciplinary action (Carlton et al., 
forthcoming).



45

Textbox 2 lists some of these initiatives – each initiative has come from the 
profession, with little or no support from government. While there has been 
a significant reduction in the number of professional associations that rep-
resent naturopaths since 2005, this consolidation has failed so far to achieve 
the unified voice on professional standards, education and practice that is 
needed for effective profession-led self-regulation (Carlton et al., forthcoming).

A significant contributing factor in the failure of these initiatives is the lack 
of consensus that degree level (rather than diploma or advanced diploma) 
should be the minimum standard of training accepted for entry to practice 
as a naturopath and eligibility for association membership (Carlton et al., 
forthcoming). This lack of agreement on entry to practice qualifications 
underpins and contributes to the fragmentation of representative arrange-
ments within the profession.

If it were simply a matter of the profession redoubling its efforts, then it 
would be reasonable for governments to expect more from the profession. 
However, it is wrong to assume that these failures result from of lack of ca-
pability or effort on the part of the profession. Instead, they reflect broader 
institutional failures associated with the power dynamics at play within and 
beyond the profession – a lack of authoritative guidance, support and recogni-
tion from governments and other institutions such as insurers and employers.

Effective certification schemes are operating for many unregistered allied 
health professions – see for example Speech Pathology Australia, the Dieti-
tians Australia and the Australian Association of Social Workers (AASW)). 
However, the politics at play mean the naturopathy profession is ultimately 
incapable of achieving the unified institutional representation that is needed 
to achieve effective self-regulation, to the detriment of patients. See Text-
box 3 on the ARONAH experience.

TEXTBOX 2: Profession-led self-regulation initiatives – 1991-2022

 ȏ 1991 – the Federation of Natural and Traditional Therapists (FNTT) 
is established as an umbrella body comprising multiple professional 
associations.

 ȏ 2003 – the NHAA proposes the establishment of a single national 
Complementary Medicine Registration Board to advise each state and 
territory government and implement harmonised legislation across 
Australia for naturopaths and Western herbalists (NHAA, 2003).

 ȏ 2003 – the Complementary Medicine Practitioner Associations Coun-
cil (CMPAC) was established by ANTA and ATMS) in response to an 
ATO requirement for practitioner membership of a national “register” to 
qualify for GST exemption for naturopathic consultations.

 ȏ In 2010 the Australian Register of Naturopaths and Herbalists (ARO-
NAH) was established as an independent voluntary regulatory body 
to ensure minimum standards for naturopathy and Western herbal 
medicine in Australia that mirrors government requirements for the 
regulation of health practitioners.

 ȏ In 2019 the Australian Naturopathic Council (ANC) was established 
as a coordinating council representing naturopathic organisations 
with a shared vision for the advancement of naturopathy in Australia. 
The ANC is one united body that represents Australian naturopathic 
practitioners with relation to lobbying, statutory registration, and policy 
formation and interpretation.
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Similar challenges were faced by the Chinese medicine profession in the 
1990s – an increasing risk profile, fragmented professional representation, 
inability to achieve broad consensus within the profession on minimum 
standards of training for entry to practise (despite successive efforts), and 
lack of broader institutional reinforcement of self-regulation (Victorian Gov-
ernment, Department of Human Services, 1998). In that case the Victorian 
Government recognised the need to intervene in the public interest, leg-
islating to establish the first registration scheme for the Chinese medicine 
profession in Australia (Carlton, 2017: 186-202).

TEXTBOX 3: The Australian Register of Naturopaths and Herbalists – efforts to estab-
lish a self-regulatory scheme and voluntary register for naturopaths and herbalists

Failures of co-regulation

Governments play an important role in reinforcing and supporting profes-
sional association led practitioner certification schemes – principally by pro-
viding incentives that encourage practitioners to participate in and comply 
with certification requirements.

For instance, by tying access to recognised provider status under various 
government health insurance schemes (Medicare, Veterans Health, traffic 
accident and workers compensation) with participation in a professional 
association led certification scheme, governments have established powerful 
incentives for allied health practitioners to join such certification schemes and 
comply with the standards set. Other examples of co-regulation include:

 ȏ In July 2013, the Australian Register of Naturopaths and Herbalists 
was officially opened for registration.

 ȏ Since then practitioners have been encouraged to join the voluntary 
register through articles published in practitioner journals and social 
media.

 ȏ ARONAH has struggled to build a solid registrant base over the last 
10 years and while there have been new registrants each year, just as 
many do not re-register.

 ȏ Reasons given by practitioners not re-registering include: 
  Unwilling to increase insurance cover to levels required for regis-
tration 
  Change in views regarding registration since COVID-19 pan-
demic 
  No perceived benefit from registration 
  Not happy with ARONAH 
  Non-payment 
  Financial reasons 
  Retired from practice or no longer practising 
Source: ARONAH, 2022
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However, unlike in the UK18 where a strong co-regulatory scheme operates 
for the unregulated health professions, the Australian governments have 
missed several important opportunities to use the levers of co-regulation to 
require or reinforce unified national qualification and practice standards for 
the naturopathy profession.

Australian governments provide few incentives for naturopaths to submit to 
voluntary certification with a peak professional association and when they 
do, the standards of multiple associations are recognised, thereby under-
mining any efforts to achieve uniform national standards. It is important to 
distinguish the contextual factors that shape naturopathic practice:

Since publication of the Lin Report, several important opportunities have 
been missed for government to implement a common minimum qualifica-
tion standard for entry to practise. In fact, standards have deteriorated with 
the Federal Government’s withdrawal of two important mechanisms previ-
ously relied upon to set minimum standards for naturopathic practice:

17. See https://www.health.gov.au/health-topics/private-health-insurance/about-private-health-insurance/
private-health-insurance-laws
18. The United Kingdom Government operates a co-regulatory scheme in the form of its Voluntary Regis-
ters Program – see (https://www.professionalstandards.org.uk/what-we-do/accredited-registers).
19. See https://www.health.gov.au/health-topics/private-health-insurance/private-health-insurance-re-
forms/natural-therapies-review-2019-20
20 Withdrawn after December 2015 with teach out till the end of 2018. See https://ianbreakspear.com.
au/2014/11/24/confirmed-advanced-diplomas-to-be-deleted-december-2015/

 ȏ the Federal Government’s Private Health Insurance Rules17 
which determine what types of health services are eligible for 
patient rebates paid by private health insurers

 ȏ the Commonwealth Department of Immigration’s recognition 
of some allied health professional associations as assessing 
authorities for the purpose of assessing the qualifications of 
applicants for skilled migration (SPA, undated).

 ȏ Unlike many allied health professions, most naturopaths are 
self-employed and work in independent private practice rather 
than for large employers (Steel et al., 2020).

 ȏ Unlike many allied health professions, naturopaths are not gen-
erally employed in the publicly funded health services where 
governments have a role in setting standards, via funding 
arrangements and/or policy directions.

 ȏ Unlike many allied health professions, the services provided by 
naturopaths are not reimbursable under Australia’s universal 
health insurance scheme or other third-party payers such as for 
veterans health services, workers compensation, traffic acci-
dent schemes.

 ȏ Unlike many allied health professions, the services provided 
by naturopaths have not been reimbursable by private health 
insurance funds since this entitlement was removed in 2019.19

 ȏ the removal in 2019 of eligibility of naturopaths for provider 
rebate status with private health funds (see Textbox 4), and

 ȏ the withdrawal in 2016 of the VET sector accreditation of na-
turopathic qualifications and training providers20 (see Textbox 
5).
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In 2018, the Commonwealth Government decided to change the Private 
Health Insurance Rules to prevent private health insurers from providing 
rebates for consultations provided by recognised providers of naturopathic 
medicine. From 1 April 2019, 16 natural therapies were excluded from private 
health insurance cover, including the profession of naturopathy. 

This decision by the Australian Government means that private health funds 
cannot currently offer cover for any services provided by a naturopath. The 
decision was made following a 2015 review of the Australian Government 
Rebate on Private Health Insurance. On 7 April 2019, a further review was 
announced by the Federal Minister for Health (the 2019-20 Review) and is 
still underway.

The effect of this decision has been to remove the most significant incentive 
that encouraged those entering practise as a naturopath to put the effort into 
obtain an acceptable education qualification. It also removed the incentive for 
practitioners to join a professional association, thereby reducing the effective-
ness of the voluntary certification schemes operated by these associations 
and the degree of accountability and oversight exercised by the associations 
for maintaining professional standards, such as enforcing mandatory continu-
ing professional development and professional indemnity insurance.

July 2014 Update: Advanced Diplomas of Homeopathy, Naturopathy, Nu-
tritional Medicine and Western Herbal Medicine to be aligned at Bachelor 
degree level.

All Complementary & Alternative Health (CAH) qualifications in the Health 
Training Package (HLT07) are currently under review. As part of the re-
view, content is being updated and improved, both to better meet industry 
needs and to comply with the new national Standards for Training Pack-
ages. An Industry Reference Group (IRG) comprising representatives 
from all CAH modalities oversees this work, and there is also a smaller 
Subject Matter Expert Group (SMEG) for each modality.

In March 2014, Subject Matter Expert Groups recommended that the Ad-
vanced Diplomas of Homeopathy, Naturopathy, Nutritional Medicine and 
Western Herbal Medicine should be aligned at Bachelor degree level, and 
therefore be removed from the Training Package. The Complementary & 
Alternative Health Industry Reference Group agreed to accept these rec-
ommendations in May 2014. It also confirmed and agreed to the historical 
and future process surrounding this re-alignment of qualifications. See 
the two process diagrams below. The current timeframe for removal of the 
qualifications from the Training Package is December 2015, and students 
enrolled before that time will not be affected by the change. CS&HISC is 
not involved in professional association recognition of qualifications, and 
those associations would manage any transition arrangements.

Source:https://anpa.asn.au/files/CSHISC_COMMUNICATION_CAH_AD-
VANCED_DIPLOMAS_July_2014.pdf

TEXTBOX 4: Changes to the Commonwealth Private Health Insurance Rules affect-
ing the naturopathic profession

TEXTBOX 5: Changes to remove naturopathic qualifications from the 
Health Training Package
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The Lin Report was critical of the ATO for recognising, for GST purposes, 
multiple sets of standards for multiple professional associations. Recognition 
of multiple professional associations means that a practitioner found to have 
breached the standards of one association can join another association that 
has national standards and maintain their GST-free status as a ‘recognised 
professional’ (2005: 257). The effect of these changes has been to under-
mine efforts by professional associations to set and enforce minimum qualifi-
cation and practice standards. See Textbox 6 (GST Tax arrangements)

The marginalised position of naturopaths in the healthcare system

These institutional failures (the absence or removal of government in-
centives for naturopaths to participate in profession-led voluntary certi-
fication) reflect the broader power relations embedded within the Aus-
tralian healthcare system – the marginalised position of the naturopathy 
profession, its exclusion from many mainstream healthcare settings and 
the difficulties faced by the profession in influencing or shaping health-
care and regulatory policy (Carlton et al., forthcoming).

TEXTBOX 6: Goods and Services Tax (GST) law

21. Four professional associations – ANTA, ATMS, CMA and NHAA – indicate on their websites that 
members are eligible to provide GST-free services.

Under the Commonwealth’s GST legislation, A New Tax System (Goods 
and Services Tax) Act 1999 (Cth) (the GST Act), a person may obtain 
GST-free status for the provision of naturopathy and herbal medicine 
services.
Under section 38.10(1) of the GST Act, the supply of a health service is 
GST-free if:

 ȏ the service is of a kind specified in the Table in that section
 ȏ the supplier is a ‘recognised professional’ in relation to the supply of 

that service, and
 ȏ the supply would be generally accepted, in the profession associated 

with supplying services of that kind, as being necessary for the appro-
priate treatment of the recipient of the service.

Naturopathy and herbal medicine are specified as health services in the 
table in section 38.10(1). Under section 38.10(4), the supply of goods (such 
as herbal medicines) is also GST-free if it is made to a person by the na-
turopath in the course of supplying the GST-free service and it is supplied, 
used or consumed at the premises at which the service is supplied.

Because no Australian state or territory currently requires naturopaths to 
be registered (or approved or have permission) to provide their profes-
sional services, a naturopath who wishes to be classed as a ‘recognised 
professional’ for the purpose of providing GST-free services must be a 
member of a professional association that has ‘uniform national registra-
tion requirements’ for naturopaths.

The website of the Australian Taxation Office (ATO) states that a profes-
sional association that has uniform national registration requirements is 
not defined in the GST Act and that if a particular association wants confir-
mation of its status, a specific ruling may be sought from the ATO. A num-
ber of national associations with naturopath members have done this.21
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The limitations of code regulation (negative licensing)

There is evidence that increasing numbers of consumers are lodging com-
plaints with state and territory health complaints commissioners and that in 
some instances, Commissioners have taken action against so-called ‘natu-
ropaths’, including by issuing prohibition orders (Carlton et al., forthcoming).

A negative licensing or ‘code regulation’ scheme is in operation in four Aus-
tralian states (New South Wales, Queensland, South Australia and Victo-
ria). A national agreement signed by all state, territory and Commonwealth 
governments in 2015 committed every state and territory to implement the 
scheme in accordance with a nationally agreed policy framework.22

Tasmania legislated amendments to its health complaints legislation, but 
the powers are yet to be commenced.23 In Western Australia, legislation has 
been introduced to the Parliament but not yet enacted or commenced.24 
There is no publicly available information to indicate whether the ACT and 
Northern Territory have progressed the development of legislative amend-
ments to give effect to the Ministerial Council agreement of 2015.25

In 2020 amendments to the NSW scheme extended the powers of the 
NSW Health Care Complaints Commission to cover health organisations, 
as well as individual practitioners,26 and in September 2022, the NSW Pub-
lic Health Regulation 2022 was amended to introduce a Code of Conduct 
for health organisations.27

Apart from these extended powers in NSW, the four schemes operate in 
broadly the same way – see Textbox 7.

It is not surprising this lack of institutional recognition compromises the 
efforts of the profession to effectively self-regulate. The end result of the 
removal of government incentives is that consumers are even more ex-
posed and vulnerable to fly-by-night opportunists who lack proper natu-
ropathic qualifications and are predisposed to flout professional norms to 
exploit the trust of their patients for their own gain.

22. Victorian Department of Health on behalf of the Australian Health Ministers’ Advisory Council, Final 
Report A National Code of Conduct for health care workers. 2015.
23.Tasmania has enacted legislation but it has not yet commenced. See the Health Complaints Amend-
ment (Code of Conduct) Act 2018 (Tas): https://www.healthcomplaints.tas.gov.au/national-code-of-con-
duct#:~:text=The%20Code%20of%20Conduct%20outlines,to%20protect%20you%20from%20infection
24. See the Health and Disability Services (Complaints) Amendment Bill 2021: https://www.hadsco.
wa.gov.au/News/2022/09/20/National-Code---update-September-2022
25. In 2017, the NT Department of Health published an Information Paper on proposed changes to give 
effect to the National Code of Conduct and prohibition order powers, but there is no indication of any 
progress in framing the necessary legislative changes. See: http://www.hcscc.nt.gov.au/wp-content/up-
loads/2017/11/National_Code_of_Conduct_NT_Information_Paper.pdf
In the ACT, no information was identified on the public record to indicate progress with legislative chang-
es.
26. See Health Legislation (Miscellaneous Amendments) Act 2020 (NSW)
27. See https://www.hccc.nsw.gov.au/about-us/about-the-commission/legislation
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Under these schemes, while there is no legal barrier to entry to an unregis-
tered profession – anyone can set out their shingle and practise, no matter 
what their level of training or skill – the law provides a mechanism for a 
regulator (usually a health complaints commissioner or health ombudsman) 
to receive and investigate complaints about a practitioner. The regulator 
may then issue a prohibition or banning order to remove a practitioner from 
practice if it finds that the practitioner has committed a serious offence or 
a breach of minimum standards of practice AND their continued practice 
presents a serious risk to the public.

An online register of prohibition orders informs the public of the identity of 
prohibited or banned workers and provides details of the misconduct. See 
for example the register of prohibition orders published by the NSW Health 
Care Complaints Commissioner in Australia.29

There are, however, some deficiencies in these arrangements which, when 
considered in light of the risk profile of the naturopathy profession, raise 
concerns about the adequacy of the protections afforded consumers and 
the effectiveness of this mechanism in the absence of other controls over 
professional practice.

TEXTBOX 7: Key features of code regulation (negative licensing) schemes in four states

 ȏ A health complaints law is enacted (or amended) that contains defi-
nitions of ‘health service’ and ‘health care worker’ (or equivalent term 
such as ‘non-registered health practitioner’). These definitions deter-
mine the scope of the negative licensing powers and to whom these 
powers apply.

 ȏ A statutory code of conduct is made by regulation. The Code of Con-
duct sets minimum standards of practice for all non-registered health 
care workers who provide a health service, regardless of their disci-
pline or occupation, the nature of their practice, the titles they use, or 
how they badge, describe or advertise the services they provide. See 
for example, the regime in Queensland, Australia.28

 ȏ The regulator (a complaints commissioner supported by an admin-
istrative office) has statutory powers to receive and investigate com-
plaints from health service users or other interested parties and has 
the power, if warranted, to issue a ‘prohibition order’, to attach condi-
tions to a worker that limit their scope of practice, or to ban them from 
practice altogether.

 ȏ If a health care worker who is subject to a prohibition order breaches 
the order, they may be prosecuted through the courts. Offenses are 
punishable by fines or up to two years imprisonment.

 ȏ Health complaints commissioner websites provide online searchable 
public registers of prohibition orders provide information to the public 
on the prohibition orders issued and other warning statements and 
press releases. There are links to and mutual recognition of the orders 
published in other states, to prevent those subject to a prohibition 
order from skipping across the border to continue practising.

28. Queensland Health. The National Code of Conduct for Health Care Workers (Queensland). 
2015; Available from: https://www.health.qld.gov.au/system-governance/policies-standards/nation-
al-code-of-conduct.
29. NSW Health Care Complaints Commission. Prohibition Orders. 2021; Available from: https://www.
hccc.nsw.gov.au/Decisions-Orders/Register-of-Prohibition-Orders-in-Force
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First, the National Code of Conduct has been implemented in only four 
out of eight states and territories (NSW, South Australia, Queensland and 
Victoria), and Western Australia recently pass legislation for implementation 
of the code. The Health Complaints Commissioners in four jurisdictions 
(ACT, Northern Territory, Tasmania and Western Australia) have no Code of 
Conduct, no strengthened complaints investigation powers, and no powers 
to issue prohibition orders even in the most egregious cases such as the 
Cabrera brothers – See Attachment 7).

Second, given the harms that have been reported, complaints mechanisms 
appear to be underutilized, in some cases lacking in transparency and are 
not standardized across jurisdictions. The level of information available to 
the public concerning prohibition orders issued under the four schemes 
is highly variable. For example, in Victoria, virtually no information is pub-
lished on the website of the Health Complaints Commissioner when a 
prohibition order or interim prohibition order is published. We question how 
members of the public are supposed to know and understand the serious-
ness of the matters dealt with by the Commissioner and take necessary 
steps to protect themselves from practitioners who are unfit to practise if 
the most basic information about the nature of the misconduct that led to 
the prohibition order remains confidential.

A recent study of the operation of these negative licensing schemes has 
found a range of other anomalies, inconsistencies and gaps in the way the 
schemes operate:

 ȏ In NSW prohibition orders may be removed once they have 
expired whereas in Queensland (‘Qld’) prohibition orders 
may be removed if the Health Ombudsman (‘HO’) or the 
Queensland Civil and Administrative Tribunal (‘QCAT’) 
revokes the prohibition order. This means the numbers of 
prohibition orders reported in the NSW Health Care Com-
plaints Commission (‘HCCC’) and Qld Office of the HO 
(OHO) Annual Reports do not accord with those available on 
their websites.

 ȏ Unlike the NRAS, there is no link or permanent record of 
disciplinary decisions provided to the public for unregistered 
health practitioners.

 ȏ Unlike at the NRAS, there is no national register of prohibi-
tion orders available for the public to easily search to check 
unregistered practitioner qualifications or details.

 ȏ Information available on the type of practitioner issued with 
prohibition orders is variable, with lack of adequate descrip-
tion on the Queensland and Victorian websites and some of 
the details or reasons for issuing a prohibition order are not 
provided.

 ȏ Many of the prohibition orders in Queensland provide no 
detail or reasons for why a prohibition order was made.

 ȏ There is no standardisation in the reporting of complaints 
data across the jurisdictions so it is difficult to compare the 
schemes against the most basic of performance indicators. 
For example, while NSW provides an annual breakdown of 
complaints against types of unregistered health practitioners, 
Queensland does not. (Doolan, forthcoming).
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Third, the threshold for regulatory action by a complaints commissioner is 
generally ‘serious risk to public health or safety’ or commission of a serious 
criminal offence, that is, an offence punishable by imprisonment. This is a 
very high threshold for regulatory action. As a consequence, only the most 
egregious cases result in regulatory action and a prohibition order (Lloyd et 
al., 2021: 51). Presumably if the complaints are not suitable for conciliation, 
they are closed without further action.

Fourth, the use of the prohibition order powers is largely reactive, with 
regulatory action triggered usually once harm has already occurred (Lloyd 
et al., 2021: 51). Such schemes do not provide the infrastructure to enable 
proactive and non-punitive quality assurance measures to be applied. Min-
imum levels of practitioner training and probity checks are not enforceable, 
nor are education programs to assist practitioners to identify and prevent 
inappropriate practice behaviours – measures that would be expected to 
prevent recidivism and reduce the risk of breaches by other practitioners 
(Lloyd et al., 2021: 51). 
 
At least one Health Complaints Commissioner has reported on some of the 
deficiencies:

Lack of access for naturopaths to their tools of the trade

As outlined earlier, the current system of limiting access to toxic herbs via 
the Standard for Uniform Scheduling of Medicines and Poisons (SUSMP) 
means competent naturopaths are denied access to some important herbs 
used in naturopathic treatment. The effect of these scheduling arrange-
ments places a range of herbal medicine products out of reach of those 
practitioners who are trained to use them. It is a perverse outcome of the 
scheduling arrangements that only registered medical practitioners (for 
schedule 4 medicines) and pharmacists (for schedule 2 and 3 medicines) 
are authorised to prescribe these herbal medicines, but without the neces-
sary training to do so safely and competently.

Finally, a recent study found the proportion of complaints that result in a 
prohibition order removing the practitioner from practice appears to be high-
er for unregistered practitioners under code regulation in NSW compared 
with removals (cancellation or suspension of registration) for practitioners 
under the NRAS (Doolan, forthcoming). The NSW HCCC statement on 
unregistered practitioners states ‘these investigations tend to raise serious 
concerns of public health and safety and generate intensive and complex in-
vestigations.’ (NSW HCCC 2020, 55). This finding suggest that while the pro-
hibition order powers may be serving an important public protection function, 
the data shows that stronger regulation with a preventive focus is warranted.

In the absence of the ability to identify all classes of unregistered 
practitioners or to know how many are in each class, communicat-
ing clearly to consumers and providers about who is regulated and 
who is not is difficult. Planning and effective regulation is also a 
significant challenge… defined and consistent treatment standards 
or protocols are often not in place… evidence gathering throughout 
investigations may be more difficult and resource intensive (NSW 
HCCC 2019, 33).
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Conclusion regarding Criterion 3: 

The risk profile of the naturopathy profession is substantial 
and there is a pattern of harm to consumers that is not being 
adequately addressed under current regulations.

The existing mix of self-regulatory, co-regulatory, negative li-
censing and other mechanisms are failing to adequately address 
the risks of harm associated with unregulated naturopathic prac-
tice. Without enforceable controls over entry to practise in the 
profession, there are no effective mechanisms to enforce mini-
mum practise standards and no effective methods of preventing 
unqualified individuals from continuing to practice.

Without enforceable qualification and probity requirements, 
people who have no qualifications whatsoever, those who been 
expelled from associations for misconduct and those deregis-
tered from other regulated professions, cannot be prevented 
from continuing to offer naturopathy services to the public.

Without enforceable qualification and probity requirements and 
an effective mechanism to monitor practitioners for compliance 
with practice standards, the profession is targeted by those who 
are disposed to exploit the vulnerabilities of their patients for 
personal gain. Existing regulatory mechanisms are failing to 
deal with this fundamental problem.
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Criterion 4: Is regulation possible to implement for the occupation in question?

The Australian and New Zealand Classification of Occupations (ANZCO) 
designates naturopathy as occupational Skill level 1, Bachelor’s degree 
or higher.30 This is equivalent to other health occupations such as den-
tists, general practitioners, nurses, optometrists, pharmacists,

“252213 NATUROPATH
Treats internal health problems, metabolic disorders and im-
balances through treatment of the whole person using natural 
therapies. Registration or licensing may be required.
Skill Level: 1”

Naturopathy has an established body of knowledge and, up until 2018, the 
boundaries of its practice were defined via the VET sector Health Training 
Package. In 2022, ARONAH issued Competency Standards for Naturopath-
ic Practitioners following an extended consultation with the profession and 
key stakeholders.31

The WHO has issued benchmarks for training in naturopathy to ensure 
practice meet minimum levels of adequate knowledge, skills and aware-
ness of indications and contraindications (WHO, 2010: viii). The WHO 
Western Pacific Region has issued guidance on how Member States may 
strengthen occupational regulation of the health workforce, including the 
T&CM professions (WHO WPR, 2016; 2019).

The WNF has issued a Naturopathic Educational Program Guide to pro-
mote accreditation of naturopathic educational programs and the highest 
educational standards for the naturopathic profession globally (WNF, 2022).
Education for naturopaths has been offered at tertiary level for over five de-
cades in Australia. When training of naturopaths was included in the Health 
Training Package and courses were accredited in the VET sector, there 
was broad agreement on core competencies and curriculum requirements. 
Naturopathy curriculum have been developed at bachelor’s degree level 
and offered by several universities.

It is therefore possible to define the profession and its body of knowledge 
sufficiently for the purposes of regulation.

Conclusion regarding Criterion 4: 

Regulation is possible to implement for the naturopathy pro-
fession – it is a well-defined and well-established health pro-
fession in Australia. It has an established body of knowledge, 
modalities, principles and philosophies and established education 
and practice standards. The profession is supportive of registration 
and able to support a self-funded National Board. It is possible to 
implement regulation.

30. See
https://www.abs.gov.au/ausstats/abs@.nsf/Product+Lookup/61E502FFBABDD327CA2575DF-
002DA5B2?opendocument
31. See http://www.aronah.org/course-accreditation/
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Criterion 5: Is regulation practical to implement for the occupation in question?

Practitioners of naturopathy are recognised and regulated in many other 
jurisdictions, including the USA and Canada. The WNF report documents 
numerous examples of occupational licensing regimes, particularly in the 
USA and Canada.

There is a clear precedent for regulation of T&CM professions in Australia. 
Chinese medicine has been successfully regulated under a protection of ti-
tle model, first in Victoria from 2000 and then nationally since 2012. The Lin 
Report documented some of the practical challenges faced by the Chinese 
Medicine Registration Board of Victoria when establishing the registration 
scheme, including with respect to the following:

While similar practical issues are likely with registration of naturopaths, the 
problems are not insurmountable and the number of potential registrants 
would be expected to be considerably higher than for Chinese medicine 
(Lin et al., 2005: 300).

These examples demonstrate the practicality of implementing occupational 
regulation for the naturopathy profession.

Conclusion regarding Criterion 5: 

Regulation is practical to implement for the naturopathy pro-
fession. Introduction of statutory registration is not without some 
practical challenges. However, experiences in other jurisdictions 
and with the implementation of registration of the Chinese med-
icine profession shows that these challenges are solvable and 
this experience can be drawn upon in implementing appropriate 
arrangements for the naturopathy profession.

 ȏ setting the registration fee – given the actual number of 
practitioners and the number likely to be granted registration 
were unknown

 ȏ conducting the ‘grandparenting’ process – particularly as-
sessing the competence of existing practitioners who had 
low level qualifications but who had undertaken multiple ad-
ditional short courses and whose clinical training was limited

 ȏ setting appropriate standards for education – by defining 
learning outcomes (rather than specifying curricula design) 
and by allowing institutions time to upgrade their courses

 ȏ educating the profession, private health funds and the public 
about the role of the regulator and distinguishing this from 
the role of professional associations

 ȏ aligning standards for practice with other registration boards 
(Lin et al., 2005: 300).
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Criterion 6: Do the benefits to the public of regulation clearly outweigh the 
potential negative impact of such regulation?

The range of feasible options that may be assessed under a Regulation 
Impact Statement (RIS) process are the same range of options assessed 
in the RIS on the National Code of Conduct for health care workers and the 
COAG Health Council RIS on paramedics. They are:

TABLE 7: Types of occupational regulation and key features/capabilities

Table 7 compares each main type of occupational regulation against a list 
of key features and capabilities.

 ȏ The status quo (no change)
 ȏ Strengthened self-regulation – a quality assured voluntary 

registers scheme
 ȏ Code regulation (negative licensing)
 ȏ Statutory registration
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FOLLOWING COMPLETION OF CONSULTATIONS, INSERT HERE TABLE WITH 
NARRATIVE ASSESSMENT OF THE COSTS AND BENEFITS OF EACH OPTION 
AS IT WOULD APPLY TO THE PROFESSION OF NATUROPATHY

The preferred option - statutory registration of the naturopathy profession 
under the NRAS

Cost of registration

Registration fees vary with the size of the profession – smaller professions 
have higher fees because there are less economies of scale.

Assuming a registrant base of approximately 15,000 naturopaths, we 
estimate that the fee for general registration would be in the order of $300-
$350 per annum per registrant, although this figure would be expected 
to reduce after the first few years, once the financial reserves of the new 
National Board were established.

This figure has been arrived at based on the following assumptions:

Some naturopathy practices pose a significant risk of harm, and these risks 
are compounded by the primary healthcare context and the broad scope 
of practice of naturopaths. Existing regulatory mechanisms are inadequate 
for safeguarding and protecting consumers. There are definable modalities 
within naturopathy for which it is possible to implement regulation. There 
are some practical challenges, but implementation lessons can be drawn 
from the experience of introducing statutory registration for the Chinese 
medicine profession in 2012 and more recently the paramedicine profession 
in 2018. The benefits of protecting public health and safety through statutory 
registration are considered to outweigh the potential adverse effects.

 ȏ naturopathy is a medium sized profession, much larger than the 
registered professions of chiropractic, osteopathy and Chinese 
medicine but smaller than medical radiation and paramedics.

 ȏ The fee charged for general registration in 2022 for other simi-
lar sized professions:32

32. For general registration fees for 2022-23 for each regulated health profession see: https://www.
ahpra.gov.au/About-Ahpra/What-We-Do/Who-we-work-with/Cost-Allocation-Implementation-State-
ment-NSW.aspx
For registrant numbers see the Ahpra/National Boards Annual Report for 2020-21 at: https://www.ahpra.
gov.au/Publications/Annual-reports/Annual-Report-2021.aspx

Source: Ahpra/National Boards Annual Report 2020/21 and Ahpra 
website
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Benefits of statutory registration

Statutory registration is warranted given the risk profile of the naturopathy 
profession and the range of harms to the public from uncontrolled entry to 
the profession and the scope of practice of naturopaths. There are risks 
associated with use of ingestive medicines which are exacerbated if practi-
tioners are not properly trained about indications, contraindications, and the 
interactions between naturopathic medicines and pharmaceutical drugs.
Existing regulatory arrangements are insufficient to protect the public from 
unqualified or under-qualified practitioners.

The code of conduct and prohibition order powers of health complaints 
commissioners in four states (negative licensing) provide insufficient public 
protection because commissioners are generally alerted only after a patient 
has been harmed. These powers do not prevent unethical persons from 
setting up practice where they see an opportunity to make money by ex-
ploiting vulnerable patients. The cases presented in this submission show 
a pattern of harm that will only continue without stronger controls over entry 
to the profession.

Under statutory registration, the regulation and representative functions of 
professional associations would be separated, thereby reducing the pos-
sibility of conflicts of interest. Professional associations would be able to 
focus their resources on support of their members and professional de-
velopment. Statutory registration would provide more robust and effective 
complaints and disciplinary processes.

Conclusion regarding Criterion 6: 

This assessment provides prima facie evidence of the need 
for statutory registration of the naturopathy profession and that 
the substantial benefits of regulation are expected to outweigh 
the costs. This assessment demonstrates that existing mecha-
nisms for protecting the public are inadequate and that statutory 
registration is the only option that will provide sufficient protec-
tion from harm, given the risk profile of the profession. Gov-
ernments are urged to allocate the resources required to 
undertake a RIS.

 ȏ While there are some complexities with regulating the natu-
ropathy profession due principally to the use of ingestive med-
icines, it is expected the profession would be less costly to 
regulate than the Chinese medicine profession or Chiropractic. 
This is because of the greater economies of scale (naturopathy 
is approximately three times the size of these two professions), 
most naturopaths are trained in Australia and there would 
unlikely be the translation costs that are faced by the Chinese 
Medicine Board.
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6. CONCLUSIONS
Insert this section following completion of the consultations.
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ATTACHMENT 1: KEY EVENTS AND ACTIONS IN THE HISTORY OF AUSTRALIAN REGU-
LATORY POLICY ON REGULATION OF THE NATUROPATHIC PROFESSION
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ATTACHMENT 2: DEFINITIONS AND THE SCOPE OF NATUROPATHIC PRACTICE

Naturopathy is a distinct traditional and complementary system of medicine 
practiced around the world with strong historical and cultural roots in Eu-
rope. Naturopathy is defined by two core philosophies and seven principles, 
guided by distinct naturopathic theories.

The core philosophies of naturopathy are vitalism (the innate intelligence of 
living organisms) and holism (the body as a complex adaptive system that 
exists as a unified whole).

These philosophies are underpinned by seven naturopathic principles that 
guide practice:

I. First, Do No Harm (primum non nocere)
II. Healing Power of Nature (vis medicatrix naturae)
III. Treat the Cause (tolle causam)
IV. Treat the Whole Person (tolle totum)
V. Doctor as Teacher (docere)
VI. Health Promotion and Disease Prevention
VII. Wellness and Wellbeing.

Naturopathic clinical assessment is person-centred with the goal of de-
termining the factors contributing to a patient’s state of health and their 
symptoms and conditions. It involves investigation into lifestyle, social, en-
vironmental, external and genetic factors. Practitioners employ a range of 
assessment tools including a thorough case history, standard conventional 
physical examinations and laboratory testing along with traditional naturo-
pathic assessment techniques such as nail, tongue and pulse diagnosis. 
The three main goals of a naturopathic assessment and diagnosis are to:

Naturopathic practice embodies theoretical and conceptual frameworks that 
inform practitioner clinical reasoning and decision making. These concepts 
include:

(1) determine the factors contributing to a patient’s state of 
health, their symptoms and/or diseases, and identify the under-
lying causes of the disease state
(2) collect the proper information to inform a naturopathic di-
agnosis to accurately categorize the symptoms, condition and/
or disease-state using biomedical terminology and diagnostic 
criteria along with traditional naturopathic diagnostic concepts
(3) assess the patient’s vitality and state of wellbeing to guide 
treatment and healing ability. (Lloyd et al., 2021: 1-2)

→ The Naturopathic Therapeutic Order - a systematic approach 
to treatment that moves from minimally invasive to more forceful 
treatments as necessary
→ The Theory of Complex Systems reflected in naturopathic 
practice - that the body is a complex and self-sustaining dynamic 
and evolving system functioning within an environment of multiple 
nested systems which are interconnected.
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ATTACHMENT 3: SUMMARY OF FINDINGS FROM A SYSTEMATIC REVIEW OF THE 
LITERATURE ON THE CHARACTERISTICS OF THE NATUROPATHY WORKFORCE

A 2020 systematic review was conducted to identify the characteristics and 
experiences of the Australian naturopathic workforce. The review identified 
fifteen relevant studies conducted at national and regional levels and em-
ployed survey research, secondary analyses, semi-structured interview and 
focus groups.

Overall, the review found that the research published since the Lin Report 
(2005) indicates some features of the naturopathic workforce and naturopa-
thy practice have changed while others have remained consistent. The key 
areas covered by the research were practitioner and practice characteris-
tics and behaviours, patient profiles and professional and interprofessional 
issues.

The review confirmed that Australian naturopaths operate as primary care 
clinicians, providing care to diverse populations with varied health con-
ditions, including vulnerable or marginalised communities. In some rural 
areas, the evidence suggests naturopaths may represent up to one third of 
primary care practitioners, with a similar number of naturopaths as general 
practitioners. Naturopaths engage with patients on a range of important 
health issues including diet and nutrition, mental health, substance use 
and, in some instances, vaccination. This important role in primary care 
means that provision of inaccurate or misleading information can under-
mine important public health messaging and present significant risks to the 
community.

Although bachelor’s degree qualifications in naturopathy and Western herb-
al medicine have been available in Australia for more than 20 years and 
is considered the minimum qualification required for safe and competent 
practice of the profession, the review data suggests that between 2011 and 
2020, the proportion of naturopaths with Advanced Diploma qualifications 
increased from one third to almost half of the profession.

The review confirmed that while naturopathy is a multi-modality practice 
employing an eclectic range of practices, Western herbal medicine is a core 
part of naturopathic practice with almost all naturopaths prescribing herbal 
medicine products ‘sometimes’ or ‘often’, naturopaths spending a greater 
proportion of their clinic prescribing time on herbal medicine that another 
other type of therapy surveyed, and over one third of naturopaths holding 
separate herbal medicine qualifications. The review also confirmed that 
naturopaths frequently employ ingestive medicines in their practice, most 
commonly herbal medicines and nutritional supplements, increasing the 
risk profile of the profession.

The principal operating model adopted by naturopaths is solo practice with 
implications for the risk profile of the profession and public safety, where 
quality assurance mechanisms, such as clinical governance systems and 
credentialling are likely to be limited or absent.
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Naturopaths access and use published research literature to inform their 
clinical practice and are well-represented among the allied health pro-
fessions undertaking federal government funded research in Australia. 
Internationally, the naturopathic research community has produced more 
than 2000 research articles across a broad range of health condition and 
treatment topics. The challenges naturopaths face in applying research 
evidence to clinical decisions, as reported in this review, are shared by 
other health professions, and has led to extensive research attention 
being directed towards improving the translation and implementation of 
new research into clinical practice more generally. Naturopaths also use 
other information sources, but there are differences in where they seek 
knowledge from, and limitations they perceive for, each type of information 
source. This suggests that the naturopathic profession requires support in 
accessing and applying knowledge from various sources, but this support 
should be relevant to the specifics of naturopathic professional culture and 
practice rather than simply employing mechanisms used for other health 
professions.

Division and fragmentation of the naturopathic profession along with com-
mercialisation and co-option of the naturopathic title by unqualified persons 
were considered current professional challenges by naturopaths, who also 
believed regulation was the core solution to these challenges (Wardle et al, 
2013). This supports the review finding that the profession continues to be 
largely supportive of registration. Despite this support, the voluntary inde-
pendent register that was established for naturopaths and Western herbal-
ists in Australia remains under-subscribed and the profession continues to 
fact the effects of unregulated entry to practice for naturopathy.
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ATTACHMENT 4: FINDINGS FROM STUDIES ON THE PROFILES OF PATIENTS 
WHO USE NATUROPATHIC SERVICES

 ȏ In 2005 the Lin report found that women consulted with natu-
ropathy and herbal medicine practitioners at almost three times 
the rate of men (Lin et al, 2005: 236, 239), with 68% of naturop-
athy and WHM patients being women (p. 239). The age range 
of women consulting with practitioners ranged from infants to 
86 years of age , with women aged 45-50 years (28% of users) 
(2005: 236), and 41-60 years (43.1%) (2005: 239) making up 
the greatest proportion.

 ȏ In 2020 three studies presented data on the profiles of patients 
and populations treated by naturopaths (Malhotra et al, 2020; 
Steel et al, 2020b; Wardle et al, 2010) [7, 10, 11]. Malhotra & 
colleagues (2010) addressed patient drivers for seeking naturo-
pathic care for sleep disorders [10], Steel & colleagues (2020a) 
reported on populations and conditions treated by naturopaths 
[7] and Wardle & colleagues (2010) examined naturopathy in 
rural health [11].

 ȏ Malhotra & colleagues (2020) found that patients have an 
inherent belief in the benefits of complementary treatment 
approaches and often use conventional medicines concurrently 
[10].

 ȏ Steel & colleagues (2020b) identified the populations most 
frequently reported as “often” treated by naturopaths included 
middle age (88.5%), adolescents (45.2%) and older people 
(34.4%) [7]. Naturopaths also report treating children “some-
times” (52.6%) and pregnant women “sometimes” (45.9%) or 
“often” (24.2%) [7].

 ȏ Steel & colleagues (2020b) found the conditions most frequent-
ly reported as “often” treated by naturopaths included fatigue 
(95%), digestive disorders (83.7%), anxiety and depression 
(77.4%), irritable bowel syndrome (IBS) (66.9%), menstrual dis-
orders (61%) and sleep disorders (60.5%) [7]. Other conditions 
reported to be treated “often” by naturopaths included thyroid 
complaints (46.7%), chronic pain (38.8.%), headache/migraine 
(38.7%), recurrent infections (37.5%) and arthritis (31.2%) [7].

 ȏ Wardle & colleagues (2010) found rural patients and popula-
tions have an affinity with naturopathy – they prefer a preventa-
tive approach to health, favouring self-care, and they appreci-
ate the time commitment and support provided by naturopaths 
[11].
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ATTACHMENT 5: TYPES OF OCCUPATIONAL REGULATION

Four main types of occupational regulation are outlined below. These have 
been adapted from various sources (AHMAC 2018; Carlton 2017; WHO 
WPR 2016). They are:

Under voluntary certification there is no underpinning statute enacted by 
government that confers powers on a regulator to license members of the 
profession or occupation. Rather, professionals join and establish an as-
sociation with a constitution, Bylaws and rules for its members. The asso-
ciation may be registered as a body corporate under the relevant law of a 
country.

On joining the association, professional members agree to abide by the 
rules of the association and its code of ethics. The association may operate 
a consumer complaints mechanism and the rules may provide for members 
to be expelled for serious breaches of the code of ethics. However, the 
system is entirely voluntary – practitioners can choose not to join an as-
sociation and still practise and can continue to practise if expelled from an 
association for misconduct.

A variation on this type of occupational regulation is where a legal entity 
is established specifically to carry out regulatory functions on behalf of a 
profession separately from the professional association/s. While there is 
organizational separation of the regulatory functions from the membership 
representation and advocacy functions, the system continues to be entirely 
voluntary. While consumers, insurers and health service providers may rely 
on the professional association for trusted advice about who is qualified to 
practise the profession, there is no direct involvement or recognition from 
government.

Voluntary certification (also known as self-regulation)

→ Voluntary certification
→ Co-regulation
→ Negative licensing
→ Occupational licensing or statutory registration

Co-regulation is similar to voluntary certification. The key difference is that 
some of the functions of the self-regulating professional association may 
be either delegated from or recognized by government. This government 
recognition or delegation may be conditional on the certification body 
meeting specified standards in relation to governance and its certification 
standards and processes. This recognition process establishes, in effect, a 
partnership between government and the certifying body, and the benefits 
that flow to practitioners from certification create incentives for practitioners 
to comply with the professional association’s standards.

Co-regulation
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Code regulation (also known as negative licensing)

Occupational licensing (also known as statutory registration)

Under a negative licensing system, there is no legal barrier to entry to an 
unregistered profession – anyone can set out their shingle and practice, 
no matter what their level of training or skill. However, a law is enacted that 
provides a mechanism for a statutory regulator to receive and investigate 
complaints about a practitioner. The regulator may issue a prohibition or 
banning order to remove a practitioner from practice when the regulator 
finds that a practitioner have committed an offence or a breach of minimum 
standards of practice and their continued practice presents a serious risk to 
the public. There may be offences for breach of a prohibition order and an 
online searchable public register of prohibition orders.

Under an occupational licensing system, the purpose and functions of 
the system are not determined by the profession alone (as in the case 
of voluntary certification) but are generally set out in legislation or other 
instrument of authority and are subject to public scrutiny (through the re-
sponsible parliament and minister). The legislation establishes a regulatory 
body with powers to register/license and regulate practitioners. Entry to a 
regulated profession is limited only to those the regulatory body considers 
to be properly qualified and of good character. This gate-keeping role is 
underpinned by statute, with powers for the regulatory body to prosecute 
unregistered persons who ‘hold themselves out’ as qualified to practice the 
profession when they are not. The statute provides an effective mechanism 
for restricting entry to the profession, and disciplinary powers to deal with 
practitioners whose practice falls below an acceptable standard.

There are two distinct models of occupational licensing: reservation of 
title and reservation of practice. While registration/licensing laws generally 
prohibit unregistered/unlicensed persons from using restricted professional 
titles or pretending to be qualified and registered when they are not (reser-
vation of title), some laws go further, prohibiting unregistered persons from 
providing certain types of clinical services (reservation of practice). Such 
laws create an exclusive scope of practice, in effect a monopoly, for the 
profession or occupation concerned.
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ATTACHMENT 6: SELECTED SCHEDULED (RESTRICTED) HERBS THAT NATUROPATHS IN 
AUSTRALIA ARE UNABLE TO USE DUE TO MEDICINES SCHEDULING ARRANGEMENTS

33 Effective 1 Feb 2020. Sch 10 Bloodroot. https://www.tga.gov.au/resources/publication/scheduling-de-
cisions-final/notice-final-decisions-amend-or-not-amend-current-poisons-standard-november-2019/13-fi-
nal-decision-relation-sanguinarine

Source: Lin et al., 2005: 109.
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ATTACHMENT 7: CASES OF MISCONDUCT BY INDIVIDUALS IDENTIFYING AS NATUROPATHS
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