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Speakers' Questions for Session III: 
Use of CAM Services for Selected Health Conditions 

3:00 p.m. - 4:30 p.m. on Monday, December 4. 

1. Provide a brief, one page summary of your treatment program. 

2. Describe how your program compares with conventional treatment of the same or similar 
health condition. Specifically, is your approach better than conventional care? If so, how 
and why? Please include outcomes, cost-effectiveness, and patient satisfaction data (if 
available). Please submit any other relevant program descriptions, documentation, or other 
materials to the Commission. 

3. What are the barriers to access to and delivery of your program and what policy 
recommendations can you suggest to eliminate those barriers? 

4. To whom should your type of program be accessible and where, how, and by whom should it 
be delivered? Should your type of program be a stand-alone program or should it be 
integrated with conventional care and why? 

5. What other policy recommendations would you like to make to translate your lessons learned 
into policy? 

Questions for patient panelist* 

1. Briefly describe why you choose to use unconventional approaches to treat your health 
condition and what health results you have experienced. 

2. What were the barriers and obstacles you faced or still face in trying to obtain this care? 

3. What recommendations would you make to make it easier for you to receive this care? 

*These questions apply only to those practitioners who have been requested to bring patient to 
testify. 



Speakers' Questions for Session III: 
Use of CAM Services for Selected Health Conditions (Hospice Care) 

3:00 - 4:30 p.m. on Monday, December 4. 

1. Briefly (no more than one page) describe your program and how it differs ft"om 
conventional hospice care. Include some description of the health conditions most usually 
presented by your patient population. 

2. Briefly describe the operational process involved in delivering CAM approaches in a 
hospice setting. Specifically, which CAM products and practices should be available, 
how should they be selected, and who should deliver them? 

3. What is the rationale for using such approaches rather than more conventional 
approaches? 

4. Describe any data, even anecdotal, to illustrate the clinical or cost-effectiveness of such 
approaches in a hospice setting, especially as compared with more conventional 
approaches. Provide patient satisfaction data if available. 

5. What barriers have you encountered and how have you overcome them? 

6. What policy recommendations do you have for the Commission? 
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PROJECT ARRIVE 

AIDS RISK REDUCTION AMONG IV DRUG USERS ON PAROLE 

FINAL EVALUATION REPORT 

EXECUTIVE SUMMARY 

July 1991 

prepared by: 

«;Sih7n ^ ^^' ' ' '^^ /J i ^' ' P'-incipal Investigator 
E? „ ^ ^ l ^ ^ ' • Principal Investigator 
Mark M. Beardsley, Rh.D. - Project Director 

Howard Josepher, CSW - Program Director 

V : ^ ^ T r K " l ^ o X l ^ ^ l U ' T ^ ' ^ l ^ i , ^ ^ ' ^^^^"3> '° Drug Research. 



EXECUTIVE SUMMARY 

Project ARRIVE (AIDS Risk Reduction for IV Drug Users on Parole) was funded by 

ihe National Institute on Drug Abuse from September 1, 1987 through August 31.1990. 

The primary objectives of the project were to design, implemcni, and evaluaie an innovative — 

AIDS prevention model appropriate for parolees with histories of intravenous (IV) drug use 

who were recently released firom prison. Parolees who completed the ARRIVE Training 

Program were compared wiih a control group consisting of penons who never attended on 

a range of risk reduction outcome measures (knowledge, attitudinal, and behavioral). 

Since treatmeni (ARRIVE training) and no-trcatmcni (no ARRIVE training) groups were 

formed by voluntary self-selection, the rwo groups were equated by controlling stadstically 

for background differences. The research design also permined an assessment of the extent 

to which prior, prison-based residenual drug treatment contributed to more positive risk 

reduction outcomes. 

The ARRIVE Training Program was designed in response to the critical need for 

effective AIDS risk reduction approaches relevant to the target population. Thus, the 

Training Program utilized a social learning approach to prevention (emphasizing behavioral 

skill (raining and learned resistance techniques); a self-help orientation (which placed 

responsibility for problem-solving with the individual); and therapeutic community 

principles (such as credible role models, clear behavioral consequences and a strong sense 

of community). These elements were combined into a structured 8-week« 24-session 

program thai included didactic information on: AIDS transmission, prevention, and risk 

reduction; AIDS, condom use, and drug*related paraphernalia; clinical symptoms of AIDS; 

pharmacological treatment of AIDS; and HTV testing. The ARRIVE Training Program also 

offered participants job readiness preparation for entry-level employment in the AIDS 

prevention/outreach field. 



CREATING NETWORKS OF CARE 

WIIH RIGOROUS PROGRAM MANAGEMENT 

MtWCVL VAfp UlLXLTII 

ei- \i:\v YwKii Ciix INC. 

In 1988, Howard Joscpher launched one 

of the first programs ixi the nation to 

provide HIV cducadon and prevencion 

services to drug users and their families. 

Ax thai time, the prcvailiog wisdom was 

that substance users mosr first get sober 

to benefit from rehabilitation services. 

Joscpher proved otherwise. Teaciiing 

recoverjr readiness through skills build­

ing and stress management, his program 

helped participants reduce risky behav-

iors aad Boake the tnmsition to healthier 

living. 
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In the decade since then. Exponents, 

Inc., the community-based organization 

founded by Joscpher and his wife. 

Marie, has expanded to include 31 

fiill-timc staff members and hundreds of 

volunteers providing.subsiajQce users 

and cs-offfendcrs with AIDS serv­

ices from jbb-ceadiness to leadership 

oaiaing. A,former heroin addict,. 

Howanl Joscpher stresses peer partic-

ipaiion and individual responsibility in 

aa Espooents programs and fosters a 

powcrfiil sense: of community among 

participaius and staff The agency's city-

wide programs have been acclaimed by 

everyone from participants to policy 

tnakers.and are used as models by AIDS 

service providers across the country. 

The story of the Joscphers' work is 

temaxtabie, but no longer unusual in the 

city. AIDS has done its worst in New 

York—nearly one out of every six 

Americans infeacd with HTV lives in 

New York Qty.But New Yorkers have 

responded with some of the nation's 

best, most creative and effective initia­

tives to help cope with tihe conse­

quences of the Illness. Many of these 

programs are operated by small. 
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Patient's Testimony 
Presidents Committee on Alternative Medicine 

Denise Drayton, 
Exponents Inc. 

1. Briefly describe why you choose to use unconventional approaches to 
treat your health condition and what health results you have experienced. 

Alternative therapy has been especially beneficial to me in dealing with dual disease 

I was first introduced to holistic medicine when I was admitted into a detoxification center 
for heroin addiction. The method that was used for inpatient treatment was conventional 
but included acupuncture for stress and pain. I continued with my acupuncture treatment in 
an oû Datient program. My next encounter with altemative tfierapy was as a swdent in the 
ARRIVE program. We were taught visualization and deep breathing meditation. I 
incorporate several methods in maintaining my .sobriety. I have been clean for 10 years as a 
result of holistic treatment and self help program.s. 

I choose to use a holistic jqpproach to dealing with HIV in the form of massage, meditation, 
visualization, acupuncture and deep breathing. I surround at my<;elf at work and home 
with a stress less environment. I have a crystal fountain at work, a stone fountain at home 
and a sound/aroma therapy diffuser. I also attend meditation workshops that help me deal 
with the stress and burnout pertaining to being positive and in the workforce. 

1 believe this has had a positive effect on my health. HIV sometimes affects my memory J 
feel by playing meditative music in combination with aromatherapy I have experienced 
being more centered and focused on the job. 

After testing positive, I wanted to quit smoking to try to clear up my lungs. I knew that 
pneumonia was a possible opportunistic infection that is a reality for HIV+ people. J quit 
smoking with acupuncture. I had sessions over the course of approximate 3 weeks and 
wore press beads on weekends. I have been smoke free for 8 years now. 

Although I take western medicine, I feel that the therapies are compUmentary. Sometimes 
the side effects of the HIV medications cause body aches, massage is essential in relaxing 
the body and meditation helps me focus on something else other than the pain. 

2, What were the barriers and obstacles you faced or still face in trying to 
obtain this care? 

1 am fortunate to have a work place that incorporates and promotes heahng through 
altemative methods employee activities, stres.s reducing devices, conducting free alternative 
medicine workshops and encouraging wellness care. However in my community this type 
of therapy is not readily available. The clinics don't offer other methods and if they do it is 
not well promoted. There is a natural distmst of anything that is not traditional. Spiritual 
healing means different things to different people in my community. If it is perceived as 
not in accord with religion it is not well accepted. Many people have never experienced 
some of the alternative treatments available. 



recdvê t̂hrs*̂  c?r"?"*^""**°^ " " ^ ^ '"^'^^ y**" 

I would like to see expanded health care insurance to provide for alternative therapies I 
r« r^H^Jh """^^^ u ^^"P^^^ties of color that provide infomiaUon and education 
c^. S 1^ ^^"^Pf^ how they can work with your HIV medications. Doctors 
should mtroduce and mtegrate these methods into the contmuum of care for positive 
patients, ^ 
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''SUSHEO ^ 

Barrie R. Cassileth, PhD, 
Chief, Integrative Medicine Ser\'ice 

Responses to Questions from the White House Commission 
on Complementary and Alternative Medicine Policy 

Summary of Treatment Program 

We provide a broad range of complementary therapies to both inpatients and outpatients 
at MSKCC. All therapies used are rational and backed by data indicating their value and 
utility. 

Therapies include many mind-body interventions such as relaxation therapies, hypnosis 
and self hypnosis, meditation, and so on. Several different kinds of massage therapies are 
available, including foot massage or very light touch massage for patients who are frail or 
who recently completed surgery. The most commonly requested therapies by inpatients 
are massage and music therapy. 

Our outpatient facility is located approximately two city blocks from the main MSKCC 
campus. In this spa-like environment, free of all biomedical paraphernalia, we provide a 
full array of services such as various types of massage, mind-body interventions, 
acupuncture, and several classes. Classes include t'ai chi, yoga, special exercise 
regimens such as chair aerobics and pilates, and other programs developed specifically 
for patients with cancer and their families. Nutritional and herbal counseling is also 
available to both inpatients and outpatients. 

Our interventions are geared to enhance body, mind and spirit, and we remain open to 
developing new programs and to providing additional therapies on the basis of patients' 
and family members' suggestions. Patients and others may self-refer, or they may be 
referred by their oncologists or other health professionals. Outpatient services are 
available to any cancer patient and family member, regardless of hospital affiliation. 

Each intervention is evaluated pre and post by the client using a 0-10 point linear analog 
scale. Services to inpatients are delivered at no fee; outpatient therapies are appointment-
and fee-schedule based. Our service program exists in the context of major research and 
educational activities, consistent with other MSKCC Services. 

Memorial Sloan-Kettering Cancer Center 
1275 York Avenue-HI315 -New York, New York 10021 

Telephone (212) 639-8629-Fax (212) 794-5851 
E-mail: cassdeth@mskcc.org 

NCI-designated Comprehensive Cancer Center 



How program compares with conventional treatment of same or similar health conditions 

Our complementary therapies do not compare with conventional treatment, because they 
are given as adjuncts or additions to conventional treatment for cancer. There are no 
viable "alternatives" to mainstream cancer care. Consequently, we are speaking of 
augmenting rather than replacing mainstream cancer care; we represent the quality of life 
arm of mainstream cancer treatment. 

We have little doubt that our approach (combining mainstream and complementary 
therapies) is substantively superior to conventional care alone. Of course the most urgent 
and important aspect of cancer medicine is to destroy the tumor and bring about cure or 
prolong remission. At the same time, patients experience distressful symptoms that 
require intervention. Our emphasis is on managing pain, nausea and other symptoms 
during and after cancer treatment. 

We are a new program; our clinical services have been available for almost one year. 
During that time, we have provided over 6,000 client visits. We routinely collect data 
before and after each intervention to determine the extent to which the complementary 
services ameliorated the patient's problem. 

Summary Data for 11 Months 
Total number of outpatient visits = 3,439; Total number of inpatient visits = 3,049 

Client Evaluation of Therapies on a 0-10 Linear Analog Scale 
Reduction in Symptoms Immediately After Therapy for 1,412 MSK inpatients and 
outpatients*: (includes regular and light-touch massage, foot massage, music therapy, 
and meditation/relaxation therapies). 0= no problem; 10=most severe problem. 

Symptom Average scores for patients with pre-treatment scores >5 
Before treatment After treatment Percent Decrease 

Pain (n=368) 6.9 3.4 51% 

Fatigue (n=577) 7.0 3.9 44% 

Anxiety (n=577) 7.2 2.9 59% 

Nausea (n=148) 6.8 3.8 52% 

Depression (n=282) 7.0 3.7 47% 

* Approximately the same number of inpatients and outpatients reported high 
pretreatmcnt scores for pain and depression. For anxiety, nausea and fatigue, however, 
twice as many inpatients as outpatients reported high pretreatmcnt scores. 



Acupuncture: Reduction in Symptoms Immediately After Therapy 

Symptom Average scores for patients with pre-treatment scores >5 
Before treatment After treatment Percent Decrease 

Pain (n=28) 7.4 5.5 26% 

Fatigue (n=22) 7.5 6.5 14% 

Anxiety (n=23) 6.9 4.5 35% 

Nausea (n=12) 6.8 6.7 1% 

Depression (n=l 1) 6.7 6.6 1% 

The numbers for acupuncture reflect the view of many acupuncturists that a decrease in 
symptoms is rarely seen immediately following treatment. We are encouraged by the 
agreement of our numbers with this idea because these data demonstrate accurate 
symptom reporting by our patients. 

Barriers to access and delivery of complementary therapies and policy recommendations 
to eliminate them 

Several major barriers limit patient access to complementary therapies. A central issue 
concems the need for additional data that fully document the efficacy of complementary 
modalities, including the clinical circumstances under which particular modalities are 
most effectively applied. Another problem arises from the conduct of poor quality 
research and the promotion of therapies that lack substantive information that they work. 
This generates skepticism among healthcare professionals, institutions, potential insurers 
and potential donors. 

To eliminate at least some of the existing barriers, it is essential for govemment policy to 
support, guide, and encourage high quality CAM research. It is also essential for 
govemment policy to require rational supportive evidence prior to promoting particular 
CAM therapies. 

Further, CAM should not be viewed as competition to mainstream medicine. Rather, 
complementary therapies should be an integral aspect of mainstream care, especially for 
seriously ill patients. Healthcare policy should strive to validate the importance of 
complementary therapies before promoting their use. 



To whom should program be accessible? Stand alone or integrated with conventional 
care? 

Complementary therapies in the cancer treatment setting represent an extension of 
supportive care, which has been a long tradition in cancer medicine. In my view, all 
cancer patients and family members should have access to complementary therapies that 
address their quality of life needs while they are going through treatments and thereafter. 
Cancer medicine represents a unique component of health care in that we are not facing a 
decision of whether to use mainstream treatments or to use some unproven altemative. 
Rather, we strive to ensure patients' comfort, to relieve stress, and to decrease or 
eliminate symptoms. 

There is a second reason for the importance of integrating complementary and 
mainstream cancer care: Cancer represents a massive biological event, and its treatments 
are often extremely difficult. Approximately 55% of cancer patients in the United States 
are cii'red today. This means, however, that many patients will experience progressive 
disease and require special assistance as terminal stages of illness approach. This also 
means that numerous patients will face difficult symptoms. 

In all stages of treatment and rehabilitation, it is absolutely essential that complementary 
therapists work along with oncologists to ensure that the particular therapies as well as 
their administration are consistent with patients' physiologic status. Cancer care requires 
not only the emphasis on decreased symptoms and enhanced quality of life enabled by 
complementary therapies, but also ensuring that these often fragile patients receive only 
care that will benefit them. In complementary as well as mainstream medicine, the 
guided principle is always " first do no harm." The treating oncologist must be involved 
to provide essential guidance. 

Barrie R. Cassileth, Ph.D. 
Chief, Integrative Medicine Service 
Memorial Sloan-Kettering Cancer Center 
November 29, 2000 
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fli Alegent Health 

DATE: November 30, 2000 

Alegent Health 
Imniaiiuel Medical Center 
6901 Norrti 72nd Street 
Omaha, Nebraska 68122-1799 
Phone |1[)2) 573-312) 

TO: 

FROM: 

RE: 

S e P o " ' " ^-Pl^-entary and Altemative 

Washington, DC 

Richard E. Collins, MD, FACC, FACCP 

CAM Services for Specific Conditions - Reply to Questions 

I. Provide a brief one page summary of your treatment program. 

Heart Disease remains the number one killer in America. While the death rate from 
ĉ dtovascu^ar disease has dropped due to technology, the absolute number continues t 
mcrease partly due to new onset of disease, heart attacks, high blood pressure etc It is 
America's most costly illness. pleasure, etc. it is 

The Dr. Dean Ornish Program for Heart Disease Reversal and Prevention strikes at the 

2 r ''"^^ ^^"^^"^ P̂ ^̂ -̂ > reducing SgTna by 2̂ ^̂ ^̂ ^ 
tfian 60%, reducmg costly readmssions to the hospital, improving quality of life^d well 
being The Reversal Program is a lifetime commimient, the progfa^ is a one-11^ 
Z r ^ T f ^ d T ^"""P^^- ~ - Sur Jmponen Lstyle 
d S f a t f e ' s ^ S r r " ^ r ^ ^ - - ^ ^̂ ^̂ P ̂ "PP°̂ - ^i't is a vegeSrian 
f̂ n̂  w ; "̂ "̂̂  than 10% of calories coming from fat It is a whok 
foods diet rich in plant proteins (15o/.), anti-oxidants, fiber, and controlled shnpre 

i t t t r t s T t ^ r ' ^ ' r - " ^ ' " ^ T of cardi^vascul fcoS^^ 

mTdit̂r ''s:!̂ZoZT:f̂^ ^̂-̂  --̂^̂ —̂̂  Refer to attached supporting documents. Exhibits AandB. 

2 Describe how your program compares with conventional treatment. 

The Lifestyle Residential Study, published in 1983, documented that heart disease can be 

Lfh U , i . T S . f"̂ '̂̂ ^ ^̂ """̂  '"P°^^^ ^̂ 95. The Demonstration Project 
with Mutual of Omaha on matched controls in comparsion to Ornish partidpants wa 
completed m 1998. AU studies confimied that alternative care was a J ^ ^ t Z T ^ c L n t 
technology m outcomes data regarding mortality and complications. In dl cLe? a 
greater reduction m angina was observed, the need for sm-gical interventil was deduced 
and a cost savings exceeding $29,000 was apparent (See Exhibit O T h ^ finH^n K 
recently been noted in High Mar. Blue Cros'^Iuf Sht̂ ofpelsy.v^^^^^^^^^ ' 



r r i A t<JL i i i i . o o u o U t A K l I M b X l l L l i t 1^003 

CAM Services for Specific Conditions - Reply to Questions 

r o L ~ S ^ ^ ~ ^ a cost savings of 

LT~dSo'̂ ^̂ ^̂ ^̂ ^̂ ^ 
andchronicdiseasemanagem~s—dT(^^^^^^^^^^^ 

The ftiture approach to heart disease should focus on lifestyle and behavior control 
Conventional therapy should be reserved for those who c^not or are û w l C t o take 
this choice or when the anatomy of the disease dictates traditional m e S e K e r ^ . n 

constraints, diet controversies, risky lifestyle behavior, unwilZ^ess to 

4. To whom should your type of program be accessible and where how andhv 

prZ^^^^^^ ''T'''''' le^'ZdZZ program or should tt be integrated with conventional care and why? 

Otiril^rtK^" '̂ ''̂ "^^ ^^"^^ prevention and heart disease reversal begins 
Our health care system m America is crisis control and fix-up medicine In foci T / 
preventative and wellness programs have been cut due to coTt r o n s S s A^^lvr 
shooting are own feet. We can't afford to treat disease on a crisTs b̂ ^̂ ^̂ ^̂ ^̂  

I b:re:e r ^ ^ ^ ^ • ^ weHnerneedl f o t ct^'d 
om^ JyTo tSal̂ v emb.̂ ^̂ ^ "^'''^ '^'^ ™ c e company to totally embrace heart disease management through lifestyle intervention. 



Service tor Specific Conditions - Reply to Questions 

Currently HCFA has started a Demonstration Project with The Ornish Prnar̂ rr, vju 
I t X T ^ ' \ ^ \ ^ T ^ ' y — the question of w h Z r ^ : f ^ S ^ v ^ e ^ " 
P — " ^ ^ ^ ^ ^ management to treat he Jt d s^e Future 
« n n f T ^ 1 , measurement just as if this were a new widget 

carefiilly structured programs. The Ornish program has already met those reauiiemem. 
with over twenty-plus years of experience and outcome reseaî h data!̂  ^̂ t̂iirements 



DR. DEAN ORNISH'S PROGRAM FOR REVERSING 
HEART DISEASE 

Published resear^ by Dean Omish. MD and collaborators have shown that intensive litestvle 
modification can dramatically improve the clinical status of patients with r ^ S H o severe 

nrnnieef " "^^"^^^^^" '̂"^^ stfBSs management techniques (including stretching 
progressive relaxation. Imagery, breathing techniques and meditation); moderate aerottc 
exercise; smoKmg cessation; and participating in-group support sessions. 

f^!^li!ri!l°f"°!!i"^ "^"^ *° ^^^^ ^^^^ cholesterol, reduced chest pain 
ncreased functional capacity, improved blood flow to the heart and elevated psychosociT^rta us 
In addition The Lifestyle Heart Trial provided evidence that comprehensive lifestŷ rchangê ^^^^^^ 
significantly retard or neverae the progression of coronary atherosclerotic lesions in selected heart 
patients when measured by computer-assisted quantitative angiography 

The Program delivered at the network sites is targeted primarily at three groups of heart patients; 

• Individuals eligible for bypass surgery or angioplasty who are seeking 
a ciinical altemative to these procedures 

• Individuals who have previously been through one or more 
revascularization procedures and are looKing to minimize the chances 
of repeating the process 

• People who have significant risk factors for coronary artery disease 
(CAD) 

Recognizing that most people cannot make substantial lifestyle changes on their own the 
Program sites provide a comprehensive team of health care professionals to help Program 
participants adopt these positive lifestyle changes into their lives. The teams consist of an 
exercise physiologist, registered dietician, stress management teacher, group support leader 
medical director, case manager and program director. 

^ a ^ ^ ? ^° patients' progress and to aid in the risic stratification process 
While t^ing procedures vary according to a patient's clinical status, they arc generally designed 
to track interval changes in functional status, blood lipids, and selected pyschosoclal measures. 

A growing number of health insurance and managed care organizations are now taking an active 
interest in supporting the Program as a cost effective treatment altemative for heart disease As 
of January 2000. more than forty regional payors were underwriting all or a portion of the cost of 
Program participation for qualified heart patients both on a contractual and a case-bv-case 
approval basis. ' 

Two health plans have been instrumental in leading the way towards full coverage of the Ornish 
Program. In 1993, Mutual of Omaha, a national health plan, agreed to undenwrite the cost of the 
Program for their subscribers who resided in areas near regional Program sites. In 1997 
HIghmark Blue Cross Blue Shield. PA. one of the nation's largest regional health plans became 
the first health plan to offer the Program directly to their subscribers at an on-site facility. 

While in the Program, patients remain under the care of their own physicians. Physicians receive 
ongoing progress reports. No changes are made in a participant's medication or other treatments 
without their refemng physicaan's approval. 



Exhibit B 

ALEGENT HEALTH 
MEDICARE ORNISH PROGRAM 

MODEL 
Stage I: 3 months 

Exercise stress Management 
Group Dinner 
1st &12th Week - 3 nights/week 
2nd thru 11th Week - 2 nights/week 

Stage II: 9 months 
Exercise 
Stress Management 
Group 
Dinner 

One-year participation foUowed by Alumni for unspecified period. 

ALEGENT HEALTH 
ORNISH PROGRAM MODEL 

Stage I: 3 months 
Exercise stress Management 
Group Dinner 
1st &12th Week - 3 nightsAveek 
2nd thru 11th Week - 2 nights/week 

Stage II: 3 months** 
(1 night/week) 
Exercise 
Stress Management 
Group 

**Option to pay for dinner 

Stage II: 6 months** 
(1 night /week) 
Stress Management 
Group 

One-year participation followed by Alumni for unspecified period. 



H C i A l \ 1 U N . 5 1 1 1 U i t . 

SCREENING CRITERIA 

Participants are asked to adopt a low-fat 
vegetarian diet, exercise on a daily basis, 
incorporate a series of stress management 
techniques into their daily routine, and be willing 
to explore their feelings and emotions. The key to 
adherence is a strong self-belief system. 

MULTICENTER LIFESTYLE 
DEMONSTRATION PROJECT* 

Study Goal; To determine i f comprehensive lifestyle changes 
can be a direct alternative to revascularization for selected 
patients without increasing cardiac events. 

- Total number of patients: 333 (194 research 
participants, 139 matched controls provided by Mutual 
of Omaha). 

- Number of Sites Participating: 8 

- Follow-up Period; Three years 
- "Am J Ciirdiol 1998;82:72T.76T 



H C / V I M l l > c 0 1 1 1 L i l t . 

INCLUSION CRITERIA 
• Coronary artery disease, being considered for 

revascularization OR, previous revascularization 

• Strong desire to make lifestyle changes 

• Initial time commitment of 15 hours/week (8 on site) 

• Supportive spouse (if married) 

EXCLUSION CRITERIA 
Bypass in last six weeks 

Cigarette smoker in last 3 months 

Left main disease > 50% 

Unstable angina or cardiomyopathy 

Alcohol/narcotic abuse 

Chronic CHF that is unresponsive to medications 
Non-ambulatory or with life-threatening co-morbidity 
Transmural MI less than one month prior 
Psychiatric disturbances 



n t - A K i i i N : 5 i H L i l b 1^009 

MULTICENTER LIFESTYLE 
PROJECT: GROUP 
DEMOGRAPHICS* 

• At baseline, there were no significant differences between 
experimental group and controls in regard to gender, marital 
status, employment, HTN, elevated cholesterol, diabetes 

, smoking, family history, or severity of CAD. Experimental 
group (Ornish) had a 55% history of prior MI vs. 28% in 
controls. The experimental group (Omish) had a longer 
history of CAD. These figures should bias towards higher 
mortality in the experimental group. 

•Am, 1 Cardiol 1998;82;7JT-76T 

OUTCOMES: 
R E L I E F FROM ANGINA* 

Percentage of patients with relief of angina: 

3 MONTHS lYEAR 2 YEARS 3 YEARS 

-•̂ Vo 65% 61% 61% 

•Am. J Crd ie l 19?8;7JT-76T 



I K/ V y j %i U O . - U M l i > O J . l i . L i i r , I4J U l U 
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OUTCOMES/ADHERENCE -
EXPERIMENTAL GROUP' 

Baseline 3 months J year 2 years 3 years 

Ex. Duration 1.6 hrs. 3.9 hrs 3.5 hrs 2.9 his 2.7 hrs 

% Dietary Fat 6.5% 6.8% 7.4% 8.3% 

Exercise (Mets) 9.5 11.1 11.7 10.9 11.0 

Stress RX/Week 0.19 hrs NA 4.5 hrs 2.6 hrs 2.0 hrs 

Dietary fat intake ~ 6.5% 6.8% 7.4% 8.3% 

Weight 187.3 178 177 176.6 179.9 

% Body Fat 25 7 22.9 21.3 22.4 23.4 
.iAnUCnrdiol 1998H7.77T-7(;T 

LIPID RESULTS -
EXPERIMENTAL GROUP* 

Baseline 

•Am. J Cardiol 199«;82;72T-7fiT 

3 months 1 year 2 years 3 years 

Cholesterol 202 184 183 187 183 

LDL 123 106 104 107 102 

HDL 36.7 32.8 36.1 40.1 42.2 

Triglycerides 229.8 235.7 228.8 213.0 200.8 
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OUTCOMES: CARDIAC EVENTS PER 
PATIENT YEAR OF FOLLOW-UP* 

Myocardial 
Infarction 

Stroke 

Non-Cardiac 
Death 

Experimental 

0.012 

0.014 

0.006 

Cardiac Death 0.014 
-Am. J Cardiol I99B;g2:72T-76T 

Control 

0.012 

0.006 

0.012 

0.012 

P Value 

NS 

NS 

NS 

NS 

REVASCULARIZATION COST 
SAVINGS* 

Average cost of Lifestyle Intervention at 1 year; $7,000 
From Mutual of Omaha Data: PTCA with oath $31,000 

CABG $46,000 

^ ^ ^ i f ' " " * ' ^^^^""^^ ^ ̂  ^ ^ ^ ' ^ (0 064 per patient year) 
and 26 CABG's (0.53 events per patient year) 
Total Cost Per Patient: 

~ ?fr,1r*"^^'^'°"''' (31x$31,000) + (26xS46.000) + 094x $7,000) = S18,119 perpauent ^ 

- Control Group: Initially: 66 PTCA/73 CABG. Redo; 23 PTCAyi 1 CABG 
(86 X $31,000) + (84 X $46,000) = $47,647 per patient ^ 

- 'Am. JCIKUOI i99g;g2;72T-76T 



AVERAGE SAVINGS PER 
PATIENT WITH LIFESTYLE 

CONTROL* 

$29,529 PER PATIENT 
•Am. S Cardiol 1998;82:72T-75T 

CONCLUSION OF MULTICENTER 
L I F E S T Y L E CONTROL PROJECT* 

At three-year follovi^-up, patients making lifestyle changes 
can avoid revascularization without increased risks for 

cardiac events. Angina reduction was comparable to what 
can be achieved with revascularization. Risk factors for 

future cardiac events were significantly improved in regard 
to weight, cholesterol, and LDL reductions. These values 

were maintained up to three years. 

•Am. J Cardiol I!>9g;82:73T.76T 
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Df. Dean Ornish's 
Program for REVERSING Heart Disease 
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Sxhibti D 

PRELIMINARY CLINICAL DATA 

The following tables show changes in participants' mean values for a number of clinical measures at 
baseline, 12 weeks, one year and two years. The data is current through March 17,1998 

B. Baseline vs. 12 weeks 

Table S: Changes in Adherence 

N Baseline l2Wks. %ChanaB P-wahm 
Exercise (times r̂aek) 418 3.40 5.52 +62.4% ,000 
Exercise (min/lime) 416 28.25 4183 +48.1% ,000 
Stress Mng (limes/weekj 416 1,33 6.02 +352.6% ,000 
Stress Mng (min/lime) 417 8.72 52.10 +497.5% .000 

Table 6: Changes in Exercise Capacity 

N Baseline 12VVk&. % Change P-value 
Bruce (minutes) 315 9.19 10.57 +15.0 % ,000 
METS 388 9.59 11.40 +18.9% .000 
Angina 400 23% 15% -34.8% .001 

Table 7: Changes in Risk Factors 

N Baseline 12Wks. %Chanae P-valUB 
Weight (lbs.) 458 187.28 178.00 -5,0% .000 
Body fat (%) 441 26.61 22.86 -14.1% .000 
Total chdeaterol (mg/dl) 39B 202.03 183.83 -9 0% .000 
HDL (mg/dl) 366 36.70 32.78 -10,7% .000 
LDL (mg/dl) 377 122,77 105.85 -13,8% .000 
Triglycerides (mg/d) 393 230,01 235.83 +2,5% .502 

rable 8: Changes in SF 36 Scores 

N Baseline 12Wks, %Chanqe P-value 
Physical functioning 425 0.74 .84 +13.5% .000 
Role physkial 425 0,63 0.78 +23.8% ,000 
Body pain 423 0.69 0.75 >fi,7% .000 
General health 424 0.58 0.69 +19.0% .000 
\/itality 425 0.54 0,67 +24.1% .000 
Social functioning 425 0.78 0.86 +10.3% ,000 
Role emotional 422 073 0.83 +13.7% .000 
Mental health 425 0.70 0.79 +12.9% .000 
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C. Baseline vs. One Year 

Table 9; Changes In Adherence 

Exercise (Hmes/wBek) 

Exercise (min/tlme) 

Stress Mng (times/weett) 

Stress Mng (minAime) 

398 

396 

398 

397 

Baseline 

3.39 

28.33 

1.26 

6.36 

lYr. 

4.98 

41.24 

5.38 

46.25 

% Change P-value 

.000 +46,9% 

+45.6% 

+327,0% 

+453.2% 

.000 

.000 

,000 

Table 10: Changes in Exercise Capacity 

Bruce (minutes) 210 9.32 10.99 +17,9% .000 
METS 255 9.58 11.99 +25.2% .000 
Angina 261 22% 12% -45.5% .000 

Table 11: Changes In Risk Factors 

N Baseline lYr. %Chan£ie P-value 
Weight (lbs.) 307 187.21 181.50 -3.1% ,269 
Body fat (%) 271 24.87 21.21 -14.7% .000 
Total chotefiterol (mg/dl) 283 199.34 182.96 -8,2% .000 
HDL (mg/dl) 277 37.09 35.78 -3.5% ,017 
LDL (mg/dl) 269 121.99 104.59 -14.3% .000 
Triglycerides (mg/dl) 280 216,40' 223,86 +3.4% .384 

Table 12: Changes in SF 36 Scores 

N BaseHne 1 Yr %Chanae P-value 
Physical functioning 314 0.75 0.66 +14.7% .000 
Role physical 314 0.63 0.81 +28.6% .000 
Body pain 312 0.68 0.78 +14.7% .000 
General health 313 0.58 0.71 +22,4% .000 
Vitality 314 0.54 0.65 +20.4% .000 
Social functioning 312 0,78 0.87 +11.5% .000 
Role emotional 313 0.74 084 +135% .000 
Mental health 314 0.70 0.78 +11.4% .000 
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D Baseline vs. Two Year 

Table 13: Changes In Adherence 

Exercise (times/week) 

Exercise (min/time) 

Stress Mng (times/week) 

Stress Mng (min/time) 

268 

267 

268 

268 

Baseline 

3.45 

27.91 

1,28 

9,41 

2 Yre % Change P-value 

4.28 

37.66 

3.31 

3269 

+24.1% 

+34.9% 

+158.6% 

+249 5% 

.000 

.000 

.000 

.000 

Table 14: Changes In Exerdse Capacity 

N Baseline 2 Yre %r:hanr» o^u^ 
Bmce (minutes) 9( > 9.S ? lo . i : I *€.3S( • .005 
METS 10J 5 9.4: 1 10.85 ' +15.5?< > .000 
Angina 10£ i 20'X m > -30.0^ > 263 

Table 15: Changes in Risk Fadon 

N Baseline 2Yis. % Change P-value 
Weight (lbs.) 88 183.89 177,06 ^ .7% .000 
Bod/fat(%) 60 23.83 21.79 -8.6% ,000 
Total cholesterol (mg/dl) 102 20501 187,79 -8.4% .000 
HDL (mg/dl) 101 38.12 38.85 +1.9% .469 
LDL (mg/dl) 99 127.15 109.85 -13,6% .000 
Triglycerides (mg/tfi) 101 223.60 208.20 -6.9% .349 

Table 16: Changes In 5F 36 Scores 

N Baseline 2 Yre % Change P-value 
Physical functioning 123 0.76 0.84 +10.5% ,000 
Rote physrcal 123 0,66 0.82 +24.2% .000 
Body pain 123 0,70 0.77 +10.0% 000 
General health 123 0.60 0.69 +15.0% .000 
Vitality 123 0.56 0.63 +12.5% .000 
Social functioning 123 0.81 0.88 +8.6% .000 
Role emotional 123 0,79 0.84 +6.3% .000 
Mental health 123 0.70 0.80 +14.3% .000 



Responses from Walter Czapliewicz : Heart Patient 

1. ) After Heart surgery, 1 seemed to be doing fine for about 1 and V2 years, but started having 
chest pain again, and within a few months was using nitrostat daily for angina pain. By 
December of 1999,1 was using this medication sometimes 3 times a day for this pain. My 
cardiologist said 1 might be back in the hospital very soon for more surgery. 1 didn't want that at 
all, and started to look for other means of contolling my angina pain. 1 had read in the newspaper 
about the Omish Program the Highmark BlueCross/ Blueshield was offering, and asked my 
cardiologist about it. He agreed that this approach might be beneficial to me, and with that 1 
made the necessary phone calls and got into the program. For me more surgery wasn't an option 
because with the first bypass surgery they used my mammary artery which will last the rest of my 
life, but any future surgeries they would have to use an artery from my leg, and that only lasts 10 
or 12 years on average and being 44 years old, 1 could possibly be having this done 2, 3, or 4 
times in the course of my life, because of this, 1 started looking for another way to make myself 
healthy again. 

2. ) Luckily for me my hospitalization insurance is through Highmark BlueCross / Blueshield, 
which made Dr. Ornish's program available to it's subscribers who are at risk of Heart disease. 

3. ) 1 think all Insurance companies should make this program available to their members, and 
that medicare make it available to more people. 

Walt Czapliewicz 

P.S. in case anyone asks, my last name is pronounced ( zaplewits ) 
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1. Briefly cribe your program and how it differs from-^nventional hospice 
care. Include some description of the health conditions most usually 
presented by your patient population. 

The Center for Hospice & Palliative Care (CHPC) Is a tax-exempt organization 
that provides a continuum of services providing care to the terminally ill. 
Originally incorporated as Hospice Buffalo in 1978, CHPC now provides care 
to over 400 terminally ill individuals through a variety of advanced health 
care services. Home Care Buffalo is a pre-hospice home health agency 
clesigned to provide services for those unable to accept hospice care. Home 
pare Buffalo also houses three innovative programs: Essertt/a/ Care, our 
pediatric program currently caring for 31 children; Medicaring, a national 
demonstration on providing care for CORD and CHF patients and Support 
Blue, a case management end of life program for the pre-hospice subscribers 
of Blue Cross and Blue Shield of Western New York. The Kresge Residence 
is the only Hospice operated skilled nursing facility in the United States. 
Kresge specializes in providing skilled nursing home care to patients whose 
length of stay is less than 120 days. Life Transitions Center Is a mental 
health center focused on providing support for grief and bereavement related 
services. Recently the Center has purchased a national bereavement-training 
corporation called the American Academy of Bereavement. This new 
corporation will provide over 400 workshops nationally on grief and 
bereavement. 

2. 

All of these programs demonstrate the Innovative and unique care that is 
offered to patients no matter how far their disease progress has progressed. 
CHPC provides care to all diseases, the largest being cancer at 7 0 % . 

Briefly describe the operational process involved in delivering CAM 
approaches in a hospice setting. Specifically, which CAM products and 
practices should be available, how should they be selected and who should 
deliver them? 

3. 

Hospice care is provided through an interdisciplinary team comprised of 
physicians, nurses, social workers and allied therapies. Each patient Is 
reviewed on a weekly basis wi th any recommended changes implemented 
after that meeting. CAM products are available through the members of the 
interdisciplinary team. They include music therapy, acupuncture, 
chiropractic care, therapeutic touch and meditation/visualization. Upon the 
recommendation of the team, these services are implemented. They 
recommend largely on patient need and these services are provided by 
professional staff trained in these disciplines. 

What is the rationale for using such approaches rather than more 
conventional approaches? 

The rational for using such approach follows three pathways: 

• There are patients who request CAM as opposed to receiving or in 
conjunction wi th traditional therapies. 

• Those for whom traditional therapies do not work, e.g., a team member 
might recommend meditation and visualization rather than an anti-anxiety 
medication, 

• For those patients for whom CAM can be used in conjunction wi th a 
traditional therapy. 
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4. Describe any data, even anecdotal, to illustrate the clinical or cost-
effectiveness of such approaches in a hospice setting, especially as 
compared with more conventional approaches. Provide patient satisfaction 
data if available. 

Our data consists of patient/family questionnaires that demonstrate the 
effectiveness of our care. Specific to CAM, many family members report 
their satisfaction with a non-invasive, non-medicated, but supportive 
intervention. A recent example Includes a family member of a patient who 
died in Hospice from Alzheimer's Disease. While totally unable to 
communicate with her mother for several months, this patient's daughter 
reported a huge success that music therapy had with her mother at the end 
of her life. The music therapist played many songs that the patient had been 
familiar with earlier In her life. To the daughter and family's amazement, 
their mother who had not spoken intelligibly for several years, was able to 
sing along with songs that touched a part of her brain that had not been 
compromised by the disease. 

5. What barriers have you encountered and how have you overcome them? 

The largest barrier we have "encountered focuses in on the use of CAM 
therapies with the traditional medical community. Many physicians are 
uncomfortable with this approach to pain and symptom management and 
resist their utilization. It is often necessary for family members to override 
physician skepticism and encourage their inclusion in the plan of care. 

6. What policy recommendations do you have for the Commission? 

Recommendations for the Commission include: 

1. Increase research opportunities to demonstrate the effectiveness of CAM. 
2. Recommendations of the establishment of a demonstration project to 

look at these therapies in a variety of traditional settings. 
3. Establishment of an educational program that would work to inform 

physicians and other health care practitioners about the effectiveness of 
these therapies. 

Submitted by: J. Donald Schumacher, Psy.D., President & CEO, The Center for 
Hospice & Palliative Care,lncT7 225 Como Park Blvd., Cheektowaga, N.Y. 

F:\WPDATAVADMINTSTVCommisjion QucjUons.doe 
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Speakers' Questions for Session IV: 
Issues in Integrating CAM into Service Delivery 

4:00 - 6:00 p.m. on Monday, December 4. 

General Questions for Session IV speakers: 

1. Should CAM be integrated with conventional medicine and why or why not? 

2. What are the keys to successfiil integration of CAM with conventional medicine; how can 
they be translated into policy recommendations? 

3. What other policy recommendations would you like to make to the Commission? 

Additional questions for individual speakers: 

PAUL KURTZ 

4. Should there be access to and delivery of CAM products and practices? If so, why? If 
not, why not? 

5. If current CAM utilization trends continue, what consumer protections should be 
implemented? 

DONALD KENDALL 

4. Given the significant (often conflicting) philosophical diversity among the multiplicity of 
schools or forms of acupuncture, how has OPEIU/the Guild contributed to improved 
access to and delivery of not only acupuncture in particular, but also oriental medicine in 
general? 

5. What policy recommendations does OPEIU/the Guild have for the Commission to 
improve access to and delivery of acupuncture and the spectrum of oriental medicine for 
populations such as the under-insured, uninsured, poor, and medically underserved? 

CANDACE CAMPBELL 

4. Why should there be access to and delivery of CAM products and practices? 

5. What is the role of CAM products and practices in self-care? 

6. From your perspective, what are the barriers to access to and delivery of CAM products 
and practices and how have (or how should) they be overcome? 



MICHELE FORZLEY 

7. Briefly describe the purpose and methods of your pilot study of CAM integration (one 
paragraph), including how and why modalities and providers were selected; and the 
resuhs, particularly the common themes identified. 

8. What are the international laws and treaties which have relevance to the integration of 
CAM by the US? 

9. Based on the above two questions, what policy recommendations can you suggest to the 
Commission? 
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Commentary for the White House Commission 

December 4, 2000 

Question 1, Should CAM be integrated with conventional medicine^ 

-^^^^^^^^^^ a st^ng p,bHc interest and g^wing 
medicine, which has historicallXc ioned '̂ ^̂ .f̂ ^̂ ^̂ ^̂ ^ outside the institutions of^nvent.onal 
which resists challenge and change. T C S co^vena°on^^ authoritative ideology 
practices as a negation of or an attack un^rrhv i 'P^^'^'"® sometimes sees these CAM 
"integrated" therffore r.lse:s7t:X:T,o^^^^ 

and needs of professionals and padent̂  And S o n o w i n c o n s i s t e n t with the interests 
expensive technology that assumes high cos?intmentZs ' ^""^^'^^^'y dependent upon 

Therefore, the word integrated could mean: 

o Included in this payment system 

world view which sees the human ! , r ™ ^ t Most of the CAM practices are based in a 
and s,,„pton,s l^he woA ,?fTe» p^^^^^ V j Z ^ ' f T ^ system, not jus, as a host for diseases 
balanced function of the organism K e c i s i S X « , m n " i">P«>ved and 
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White House Commission on CAM Policy 

1 • tducatjonal Drooram.! translated ! 

a. Greater professional understandinp nf r A \x 
•Perhaps a template of heSkh^lbW^/nH ̂  ^"^"^ they can provide 

h Cr ^'""'^l' how t^y c^Hork t o S t h e r " ^ ' r ' ^ Pracucer^ • 
b. Greater understanding of the hurn̂ n r̂o "̂ "̂ '̂ ^ » sequential prooram 

^ and how best toLpport o r T ^ Z f Z ' V ' "̂ ĝ̂ Jating, ̂ If-healKsTem 
c. Review of the science ofTivinrsysS an?h"^ f ^ ^ ^ " ^ ^ e r s . ^ 

living system and c l n n o f S S t ^ r n ^ 7 ' T ' ^ ^^^in a planetary 
. .̂h î̂ eyroleofenvironmL^U^^^^^^^ 

d. Trammg of care coordinators who haveTworCo^ '^'^"If disorders. 
medicine and CAM practices who ca^t^ knowledge of conventional 
during this transition^timfwhermosTiion^ "̂ "'"̂  ^'^ 8"'^" P̂ îents 
care decisions. ""̂ '̂  P̂ °P̂ ^ unprepared to make iJfonned 

2. Ivcgislative "relief 

""'"rffî 'ss;-̂ ^^ 
for practitioners to c o l l a w r i ; ^ ™ " V f I ! "?''™= ">« 1«> °"ly reason 
income potential. This is nrnecesslrifv r' P^"'̂ *^ another's 
Current legislation a!̂ o ^ t ^ U y 3:̂ :̂ ^̂ ^̂ ^̂  field, 
"unrecognized" professionals attempts to hmit access to 

• t̂'Jrirtiz-srrî ^̂ ^̂ ^̂  p-y pay-. 
containment n>ther thL pSentrtofce ° ' ''̂ "<' ™ 

'Tnll̂ tê TX:;!"'" ""'̂  ^̂ '̂'̂  
3. Benefit program re-design 

insuranc"'SS;!>^^^^^^^ T - t dollar coverage") with true 
home remedy lore.'Jb) miniSp^^ '̂n^al̂ sL^^^^^^ ^"j^"^^ '̂ at (a) diminishes 
builds an unnecessary dependency urWh oh t^u i-^- ^̂ '̂ -̂ r̂e and care decisions, and (c) 
^ n e n . . h a . „ „ e e . p 2 t e d C i X r : . a r a f a 1 ^ ^ ^ ^ ^ ^ ^ 

these ^ ^ o & t i ° ~ L ^ X i T ^ ^ ^ : ^ ^ ^ ^ ^ ^ ^ 7 T ' ' - P - « 
and mdtvidual the capacity foVm^ns chSceratontT "?^"^P^f • >"« '^"'n. to the family 
support for self-management and low c o S , r ^ ! ^ « ^ .Y' "^^ •' a""* off" Hi™ 
..ch interventions through . c 8 i r i S r , ; : f 7 p t S . ^ 1 S S r '""""''"^ "S"-

« - c W 8 . « i , „ « , . , « f „ „ « , „ 2 P , „ „ ^ „ , i , /„ , ,„ , .c^„^, , f»se2 
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mi,e Ho,m Commission on CAM Policy 

0 " « , i , „ 3. Wh. . ..Her p.,.ey .eco,„™e„dn..„„, ,h.u,d he ™nde, 

'•̂ commendation would be fhat rh»/-^ • - ^ 

P̂ Xr̂ ntst-f̂ ^̂ ^̂ ^̂ ^̂ ^̂  
•nst.lution's power. ^""'̂  ^'"'^ ^^^'"g ' solutions which would dimfnish their 

f j ^ r c e p t p ^ t i t ^ ^ ^ ^ ^ "collabo^Uon with." From the 
th.s sh.ft ,s at the core. We can nolonger ma1n?«fn h? - ''^'^ ^^^^""^ professional practices 
and disease. Healing is from the irJ'ro::^^^Z'^Z'Si:ZS:\r 
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Memo to J i m Gordon 26 Sept 00 
White House Commission on Complementary and Alternative 
Medicine Policy 

Jim: 

1 regret that 1 did not hear about your San Francisco hearing until far too late to become involved. 
In fact, when 1 did hear about it, the person said it was being convened by the NCCAM at NIH, 
which is something else altogether. I am keenly interested in health care policy and the trends and 
forces that shape it, so I'm sorry I missed the meeting. From the list of people from the Bay Area 
who did appear, the policy wonks were lightly represented. 

As we look at the tasks charged to the commission in the presidential order, we notice important 
factors of education of both the public and professionals, which has been a focus of my interests 
for some time. Especially in regard to task number (3) guidance for appropriate access to and 
delivery of CAM, some more complex issues arise. 

Looking at economic and political policy regards health care, some questions appear: 

1. Is there a trend toward complementary and/or integrative care? 
2. What factors propel this trend? 
3. What factors impede this trend? 

In the almost thirty years 1 have been involved in this process, the trend toward "acceptance" of 
unorthodox practices and new approaches to health has been persistent and steadily growing. In 
fact, the public is in some areas far ahead of the care "system" and devising ways to get around it 
through fee for service interactions. 

What propels this trend? 

a) Dissatisfaction with the mechanization and depersonalization of conventional medicine - -
"customer" dissatisfaction; b) The continuingly rising cost of technological medicine; c) The 
inability of conventional medicine to successfully address the major health problems many people 
face, i.e., chronic disorders, (which may be due to point (a); and d) The significandy changing 
social and sciendfic paradigm of Western thought from technological dominance of nature to 
realization of nature as a wise, self-regulating life system that supports its own integrity - - hence 
many of our interventions meant to "help" produce unwanted consequences. 

In my view, this last issue is the underlying impulse behind all the others, though not recognized 
as such. This makes it a significant policy question. 

What inhibits this trend? 

Lack of understanding of the complementary practices is certainly a pervasive question. However, 
we do not have a "health care system," we have a payment system. This payment system is the 
template against which almost all professional and public decisions are made. The question which 
might be "Will this help me?" is most frequendy converted into "Is this covered?" Thus, the 
pervasive bias of the entire system is toward "authorized" procedures. 

Health Frontiers 
29 Silverwood Drive 
Lafayette, CA 94549 

(925) %2-0282 fax (925) 962-0283 email RMilesHFPN@aol.coin Page 1 



Which raises the second major issue . . . that the payment system does not pay for health or for 
care, it pays for procedures. Thtis, all treatment plan and care decisions are biased in the favor of 
"doing something," especially if that something is authorized and paid for. Physicians and other 
care providers have not, until recently, been paid for simply seeing and counseling patients, but are 
more easily paid for procedures. Unfortunately, while capitation contracts might have shifted 
those priorities, most of these are arranged at a group or HMO level. This leaves the physician in 
the place of acting under "time and motion study" rules that preserve the cash flow of the HMO or 
PPO, but have htUe relationship to patient improvement and may actually inhibit patient interaction 
and support. 

Almost all discussions of "health care reform" which might involve inclusion of CAM, including 
that engaged in by the current administration, arc based in rearranging this payment system, not in 
reforming the structure of health care or discussing the factors which drive the demand for high­
tech health care services. These discussions continue to see health care as a "business system" 
delivering products to "consumers." The main question is "How will this expensive system be 
paid for?" A better question might be, "How can we design a system that supports and maintains 
individual and community health and diminishes demand for expensive services?" Until this issue 
is addressed at the policy level, the whole question of the introduction of complementary services 
will be cast in economic and profit-driven terms rather than patient improvement and health 
outcome terms. 

Until about 40 years ago, almost all hospitals and care organizations in the US were operated by 
churches, public agencies, or community organizations. They did not base their social worth on 
profit margins, gross revenues, and cost/benefit analysis of each type of service. The change that 
this shift to "corporatization" has wrought in the organization of emergency services alone has been 
profound, yet it is rarely brought into the discussion. We no longer live in a society, we live in an 
"economy," and every aspect of the society is now measured by its contribution, or lack of same, 
to the economy. This is not a productive yardstick for health care. In a sense, the most effective 
health care system would include hospitals that were almost empty, but ready to serve in a 
community emergency. They, like the fire department, would not be expected to make a profit. 

Another base for the current template is that the research system is primarily a "procedure 
validation" system rather than a study of how people improve their health. In other words, a 
certain procedure is proposed to "fix" a problem when it becomes critical. The success of that 
"fix" is then assessed, and the protocol of the research places all responsibility for that success in 
the procedure. This discounts or negates any role that professional or patient intention, or 
community support systems, might play in health improvement. Thus, the research system is 
primarily one of product development, again in the corporate mode. Since complementary 
practices are usually much more based in personal services rather than abstract procedures or 
products, and since these services may vary more widely by practitioner than the assumed 
"standard" in conventional medicine, which is usually monitored more by procedure rather than 
professional variations in skill, complementary practices become very difficult to research in the 
current model. 

Thus, in my view, the discussion of how CAM can most productively be integrated into any 
system of care must, of necessity, address the dynamics of the research and payment system that is 
assumed to be in place. 

1 recall attendance at an altemative and complementary care conference in Washington, D.C. about 
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five years ago. There were about 400 practitioners of various techniques in attendance. They 
could easily be divided into two "schools of thought": (1) Those who wanted to "get legal and get 
paid," and (2) Those who saw the principal issue as a review of the world view assumptions and 
social contexts in which care was offered and delivered. 

I was, needless to say, firmly in the second perspective. My sense is that unless we address the 
worid view issues about our societal fear of illness and death, our societal expectation for quick 
fixes from technology, and our societal dependence upon "entitlement systems' based in "benefits" 
rather than self-responsibility, the CAM movement will be relegated to a mistrusted adjunct to the 
current dysfunctional system that costs too much, hence will be seen as an added expense (which 
is how many insurers now view it). 

One of the major components of this dilemma is this liotion of "benefits." When health insurance 
was first introduced during and after WWII, it was called "insurance," but was marketed as "first 
dollar coverage." Hence, it was not just insurance, it was also "prepaid care." Much of the current 
political discussion about "coverage" centers in "access." What is frequently at issue is people's 
access to general community medicine, not necessarily to catastrophic coverage for major costs. 
These are two different animals that have been locked into the same cage, thought they normally 
wouldn't live together. 

In my view, what drives the fear about "coverage" is the issue of catastrophic loss of life savings, 
etc. in a major case. That is truly a question of insurance and can be addressed as such. However, 
access to general community care is a completely separate problem and can also be addressed as 
such. The emergence of the Medical Savings Account concept is a kind of side door 
acknowledgement of this idea, but perhaps with a hidden motive of avoiding "general pool" 
responsibility for community health. 

However, the separation of concepts about routine care and catastrophe insurance may be essential 
to resolve the problem of escalating costs. Primarily, "How can we return the capacity for 
decisions about routine care and the process of care to the receiver (not user) of care?" If we're 
talking about health care as a marketplace, how can the true buyer of services be the receiver rather 
than a third party payment system? If such a system were in place, and included provision for 
catastrophe "insurance," the inclusion of CAM would suddenly cease to be a political question. 
The public is already moving in that direction in spite of the current system. 

If the receiver of care became an operant force in the system, the changes in the organization of 
care would be profound. At first, there would no doubt be some confusion, which some would 
then use as a reason to revert to a more controlled system. Give this a bit of time, however, and 
some powerful and productive changes would occur in our society. These would include the return 
of much of a our self-care lore that was lost when one could go to an "expert" with no cost or 
responsibility attached to the decision. 

I'd enjoy the opportunity to discuss these ideas with people involved in the arena of discussion. 

Blessings 

Richard B. Miles 
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The boundaries of our life experience have undergone 

. a Charles Shultz "Peanuts" cartoon, 

Lucy, Linus, and Charlie Brown are lying 

on a hillside gazing at the clouds in a 

summer sky. Lucy: "Linus, what do you 

see in the clouds up there?" Linus: 

"That cloud on the left looks like a map 

of British Honduras. The cloud in the 

center reminds me of a bust of the 

famous artist Thomas Eakins. The cloud 

on the right shows the stoning of 

Stephen, you can see St Paul standing 

there." Lucy: "What do ^ou see _ in 

the clouds, Charhe 

Brown?" Charlie 

Lease 
^H^tili are 

B r o w n : " I was 

going to say that I 

saw a horsie and a 

duckie, but I've 

chjinged my mind." 

This insightful 

cartoon illustrates that when humans look 

at their world, they impart it with mean-

ng—meaning shaped and bounded by the 

jrldview of the perceiver. We seek what 

we can grasp and understand within the 

boundaries of our life experience. The 

boundaries of our life experience have 

undergone some profound changes in the 

last one hundred years . . . and our per­

ception of the meaning of health and i l l ­

ness has therefore shifted to grasp these 

changes. 

The Supernatural Model 
In the late nineteenth century there 

were essentially three explanations for 

disease and dysfunction. The Divine 

Theory proposed that illness resulted as a 

punishment for sin and misbehavior, still 

evident in the AIDS epidemic. The 

Demonic Theory proposed that people 

could become possessed by evil forces. 

The Miasmatic Theory suggested there 

were hidden entities lingering in the air, 

the soil, etc., ("noxious exhalations from 

•putrescent organic matter") that emerged 

en people "had the miasmas," that is, 

-re feeling poorly. 

The common theme of these explana­

tions is a potentially hostile supernatural 

mnizms elementw l̂ 
idominant won 

universe over which humans have little or 

no control. Fear of disease and death were 

(and still are) a major organizing element 

in the dominant worldview. A deep desire 

to understand and overcome this fear 

drove human exploration. 

The Warrior Model 
In the late nineteenth century and 

early twentieth century, a fundamental 

revolution occurred in this worldview. 

Two major aspects of this revolution are 

woven together: 

(1) The explo­

sion of industry 

and technolog\' 

which was "tak­

ing over" the 

wor ld — ships, 

railroads, steel, 

mechanized agriculture, manufactur­

ing—all illustrating human capacity to 

master and manage the forces of nature to 

create expanding wealth and comfort; (2) 

The emergence, of laboratory science 

which revealed the "miasmas" as identifi­

able bacteria and viruses, not supernatur­

al forces beyond our knowledge. 

It is valuable to remember that this 

second factor came about in the context 

of the first. Thus,\science and technology 

promised an answer to the fear of death 

and disease. They were no longer super-

natiu-al unknovwis over which we were 

helpless. We might actually learn to mas­

ter and overcome them in comparable 

fashion to the amazing feats we were 

wimessing in other areas of industry. 

We might aaually learn to master the world! 

Concurrent with this vision was the 

widening separation of science and reli­

gion and the growing dominance of the 

"outer rational" view of Ufe and diminu­

tion of the "inner subjective" view of 

meaning. Events, rather than being super-

naturally determined, became the result 

of random probability and bell curve sta­

tistics. The universe became indifferent 

with no inherent value agenda. Medical 

information was organized around agents 

of disease, vectors of attack, and strate­

gies to intervene and stem the,disease. 

Hence, science and medicine became 

warriors against disease and death in a 

quest to overcome nature, and we now 

participate in the "war on cancer," and the 

"war on AIDS." The language of medicine 

is still rife with military analogies. 

The Self-Regulating 
Systems Model 

Right at the beginning of the scientific 

"warrior" model, a profound dialog began 

between Louis Pasteur, the father of mod­

ern bacteriology, and Claude Bernard, the 

father of modern physiology. In effect, 

Bernard said, "If a large number of people 

are exposed to the tubercule bacillus, 

only a fraction of them become i l l , and 

only a fraction of those who become il l 

will die. I think it at least as important to 

study the factors in the Lives of those who 

did not become ill to determine how that 

came about as it is to study how to treat 

those who fall i l l . " Bernard saw disease as 

an indication of dysfunction in a coruiect-

ed, self-regulating, and self-healing life 

system. However, since the worldview of 

the time was based in mastery and 

domination of the natural process rather 

than understanding of its self-regulating 

framework, his comments were ignored, 

although some historians report that 

Pasteur acknowledged the wisdom of 

Bernard's view in later hfe. 

A factor to consider is that this 

new understanding of the origins of dis­

ease within the interconnected systems of,, 

nature generated massive public health 

measures in the early twentieth century. 

Refrigerated foods, cleaner water sys­

tems, improved sewage disposal, mosqui­

to abatement, antiseptic control in hospi­

tals, and electric indoor lighting (as com­

pared to gas and kerosene lamps) essen­

tially diminished the impact of the major 

infectious diseases such as tuberculosis, 

diphtheria, smallpox, malaria, by 1923. 

The effective clinical treatments for these 

diseases did not become available until the 



profound changes in t le ast one hundred years . . . 

.940s. Therefore, the pubhc belief that 

clinical medidne was the "conqueror" of 

infectious diseases is not validated by his­

tory. The current realization of the grow­

ing ineffectiveness of antibiotics as the 

natural system adapts in response to them 

is a clear illustration of the self-regulating 

systenis model. 

Concurrent with the wane of the 

infectious diseases in the 1920s was the 

rapid rise of chronic and degenerative dis­

orders—heart disease, cancer, diabetes, 

and arthritis. The inadequacy of medi­

cine's attempt to treat these conditions in 

the adversary (germ theory) model has 

become increasingly evident. Since these 

disorders are systemic functions in the 

whole organism, attempting to stem the 

discEise as a separate "entity" can prove dif­

ficult, if not counterproductive. 

In addition, the emergence of mind-

body medicine and psychoneuroim-

miinology, and the importance of subjec-

le. factors in illness and dysfunction, 

illustrate that viewing disease as "an adver­

sarial thing," that is, an enemy to be over­

come, may not be an appropriate view. 

A m a j o r p l u s 

emerging in the sys-

tems model is the 

realization of our 

interaction within 

our natural and man­

ufactured environ­

ment, and how our 

physiological systems 

respond. In just the past fifty years, we 

have introduced thousands of new materi­

als into our lives, homes, offices, and 

foods with little awareness of their cumu­

lative effect on our bodies. In the "disease 

as enemy, technology as victor" model, 

these effects tend to be denied. We are 

only now beginning to recognize the 

extent of the systemic effects they may be 

generating. 

In the systems model, rather than seek-

.g causes to be fixed or symptoms to be 

modified, the investigator seeks patterns 

that result in dysfunction. Once the pat­

terns are known, they can be changed and 

the potential consequences avoided. We 

have a grovring awareness of "Ufestyle" 

medicine and the importance of nutri­

tion, exerdse, smoking, and substance 

abuse, because of our increased knowl­

edge about how Ufe systems operate. 

Emerging Consciousness 
(Noetic) Model 

What is the role of human conscious­

ness and intentionaUty in our interactions 

within the system of natural Ufe? Is the 

universe a self-organizing, self-revealing 

intelUgent Ufe process seeking expression 

through human evolution? Joseph Chilton 

Pearce once questioned whether we can 

honestly believe that the evolutionary 

process that generated human intellect 

intended for us to become its adversary 

and try to outsmart it. And Einstein was 

reputed to ask, "Is the Universe friendly?" 

rather than hostile or indifferent. 

If we considered the life system to be 

self-regulating and self-revealing, how 

might we perceive disease and dysfunc­

tion? What function would they serve in 

such a system? 

If the universe 

is self-reveal­

ing, how can 

we exp lo re 

the answers to 

our deepest 

questions? 

T o d a y ' s 

practitioners of somatic psychology, 

"focusing," inner journal work, and other 

self-exploration techniques say that if we 

can clarify our inner questions, "the uni­

verse wiU answer them." Perhaps disease 

and dysfunction have encoded within 

them (in both a metaphoric and literal 

sense) the message available to us about 

how best to respond. This shifts the 

emphasis in healing from "doing to" to 

"being with." 

A potential pitfall in this view is the 

misdirection of "self-blame." People who 

explore the cause or meaning of disease 

should not look upon this process as "cre­

ating their own disease," but rather as an 

insight into the inner process of their Ufe. 

If the "aha" can be gained, new directions 

can emerge. This is quite different from 

"fixing" the problem or placing the blame. 

Healing becomes a matter of a shift of 

personal perspective rather than a rescue 

achieved. 

New Power and Responsibility in 
Our Lives—IntentionaUty 

Looking at the evolution of these ideas 

in just this century, we perceive a pro­

found shift in our sense of what disease is 

and how we can respond to Ufe drcum-

stances. Just a few generations ago, we 

felt helpless and victimized by supernat­

ural forces when illness appeared. We are 

now learning the deeper patterns of Uving 

systems, and how our hopes, fears, inten­

tions, and desires may be woven into our 

Uves and our bodies. In this new, more 

inclusive perspective, we have not only 

our inner awareness, but all of the knowl­

edge of history and sdence from which to 

choose to heal and improve our Uves. This 

is both a new responsibiUty for becoming 

more self-aware and intentional and a 

possibiUty of new levels of health, well-

being, and human achievement. CEB 

Richard B. Miles has been a pioneer in con­

sciousness and heahh exploration since the 

early '70s. He wrote IONS first membership 

brochure. Exploring New Perspectives of 

Humankind, in 1973, illustrating chat 

many of the pioneer scientists we revere also 

wrote as mystics. Richard was the founder of 

the graduate program in holistic health edu­

cation at John F. Kennedy 

University and now teaches 

in the Public Administration 

graduate program at 

Calfornia State University 

at Hayward. He is also con­

tacting heahh professionals 

through the Health Frontiers 

Professional Network to create a new para­

digm for the healthcare system. 
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Every age but ours had its model, its ideal. All 
these have been given us by our culture: The Saint, 
the hero, the gentleman, the knight, the mystic. 
About all we have left is the well-adjusted (normal) 
individual without problems, a very pale and doubtful 
substitute. Perhaps we shall soon be able to see as our 
guide and model the fully growing and self-fulfilling 
human being, the one whose inner nature expresses 
itself freely, rather than being warped, suppressed or 
denied. 

Abraham Maslow 

The real voyage of discovery consists not in seeking 
new landscapes, but in having new eyes; in seeing the 
universe with the eyes of another, or of a hundred 
others. And, in seeing the hundred universes each of 
them sees. 

Marcel Proust 
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Introduction 

The health care system in the United States is in the midst of a most profound and rapid 
change, seen to be caused by attempts to control excessive costs. However, this change involves 
much deeper and more significant questions about how we perceive health, healing, and the 
organization of professional services. 

In this current process of change, there are four interwoven factors. Some of these are 
acknowledged within the major institutions, others are frequently unseen. Thus, the core of this 
process of change is the issue of perspective, i.e., what is seen, who sees it, and why they deem 
their perceptions important This is fundamentally the question of human consciousness and our 
capacity to enlarge our perceptions through imagination and inquiry. 

Interwoven Factors 

1) The emergence and economic growth of unconventional therapies, most of which are 
based in world views seeking system balance and function within an integrated life process rather 
than technological dominance over nature. 

2) The widespread professional and public acceptance of "life-style" factors in health 
conditions, i.e., nutrition, substance use, environmental toxins, lack of exercise, emotional stress. 

3) A reevaluation of the objective professional stance as an "expert authority" who issues 
instructions to be "complied with." (doing to) This is moving toward a realization of the 
J^^J^ce of connection, trust, and relationship in the process of healing and recovery, (being 

^^^^ society has cast medicine as a warrior that can 
conquer" disease and dysfunction through the application of science and technology (doing to) to 

overcome nature. Replacing this is an emerging understanding of an integrated, self-healing life 
system and the role of intemal self-regulation, personal attitudes and beliefs, and the healing 
relationship (being with) in health problems, especially chronic disorders. A significant aspect of 
this emerging worid view is the role of human consciousness, both individual and interconnected 
m the events of life and nature. ' 

The basic premise of this essay offers that this fourth factor, the worid view shift exploring 
the basic nature of human consciousness, is the real driver of current change in health care . . . and 
m many other aspects of change in Western society. 
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Setting the Stage for Technological Dominance in Medicine 

Historical factors that built the foundations of our current high-tech 
''medical industry." 

Imagine yourself in the middle-late 19th Century. Western society had Httle insight into the 
causes and development of disease. Many thought it was a punishment by God for disobeying His 
rules of behavior. Others thought it was caused by evil spirits. The general functions of nature 
were poorly understood. Infections and transmission of disease by parasites and insects were 
unknown. Death and disease were deeply feared. 

Consider the times. Mechanization and industrialization were exploding on the scene. 
Dams were being built, railroads crossed America, farms were being mechanized bringing great 
leaps in productivity, cities and factories appeared, steam engines overtook sailing ships. The face 
(and pace) of the worid and the shape of people's lives were being changed by industrialization and 
technology. 

The underlying promise was that we could learn to master nature and 
greatly improve our lot in life through engineering and technology. There were 
numerous world fairs held in the late 1800s attended by millions who gazed in awe at the 
marvelous new machines. Nature was seen as a resource to be managed and exploited for human 
progress. 

Into this context place the growing use of the laboratory microscope and the discovery 
between 1850 and the early 1900s of tiny living organisms that were involved in the dread diseases 
of the day malaria, tuberculosis, cholera, smallpox, diphtheria, typhus fever, etc. 

In 1858 Rudolph Virchow began to systematize disease causes and stated that "disease is 
nothing but the reaction of the cells to the causative agent of the disease." Between 1850 and 1910: 

• Pasteur discovered that the organisms that caused putrefaction in wine and milk could be 
killed by heating - thus was bom "Pasteurization." 

• Pierre Roux and G.A.E. Yersin isolated the diphtheria bacillus, Yersin the bubonic plague 
bacillus. 

• Pasteur isolated the rabies vims and devised a rabies vaccine. 

• Robert Koch isolated the tubercle bacUlus. 

• Carlos Finlay identified the mosquito that carries yellow fever. 

• Charies Alphonse found the cause of malaria - a parasite carried by mosquitoes. 

• Charies NicoUe found the louse that transmits typhus fever. 

• Pasteur discovered the anthrax bacilli and devised an inoculation to prevent anthrax in 
farm animals. 
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Virchow, Pasteur, and colleagues became the heroes of the Century. The "cause" of 
disease had been found after lifetimes of mystery. Laboratory science, reducing life events to 
observation of tiny objects in test tubes, had opened the door to mastery of disease and death. The 
"germ theory" of disease became the dominant perspective. 

If we could but marshal] our forces, the "war" to master nature and disease 
could be won through science, technology, and the superior force of human 
ingenuity. Thus was born the "warrior" ethic in medicine, a battle for long life 
and survival based in objective, reductionist, laboratory science. 

Significant side note: 

As Pasteur rose to prominence a colleague, Qaude Bernard, took another perspective. 
Bernard, in effect, said: "]f a large number of people become exposed to tuberculosis, only a 
limited number become infected, and a smaller number die. I think it as important to study why 
some do not become infected, and how some of those infected manage to overcome the disease, as 
it is to study how to identify and treat the disease." 

Bernard is the father of modem physiology. He saw the human body as a complete system 
responding in a systemic way to the events in its environment. He developed the concept of 
homeostasis and the innate tendency of a living system to restore itself to optimal function if given 
the resources it requires. He saw living systems as inherently wise and self-managing. His view 
did not flourish in the reductionist "dominator of nature" view of the times. 

It is reported that Pasteur, after many years of debate with Bernard, agreed late in his life 
that a larger, more systemic approach was needed to fully understand health and disease. 

In line with the growing worid view that science and technology could provide answers to 
the many problems of mankind grew a parallel belief in the power of the scientifically trained 
physician. Other practices, such as homeopathy, osteopathy, chiropractic, or an array of folk 
practices began to be seen as "unscientific" because they could not verify their theories in the 
laboratory at the cellular level, which became the focal point of study. 

In addition, medical education and licensure became much more specifically codified and 
standardized throughout the U.S. Although European physicians were seen as competent (note 
that all die discoveries mentioned previously were accomplished in France and Germany) and 
admired professionals, the wide variation in quality and requirements in American medical 
education had left the public with doubts about the validity of a physician's advice. By 1918 the 
Federation of State Medical Boards had been established, and the American Medical Association's 
Council on Medical Education had gained acceptance of their requirements for more prerequisite 
studies and two years of university to obtain an M.D. 

In 1914, the Flexner Report's "Bulletin Number Four" recommended a drastic overhaul of 
medical education based on a model established at Johns Hopkins University. That 
recommendation and $91 million from the Rockefeller General Education Board launched the 
preeminence of the flagship medical schools in the U.S. and the rise of physician status and respect 
based in "scientific" medicine. 
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Of worthwhile note in the "worid view" context of this discussion is that this expansion of 
medical education and the subsequent growth of physician social status and power was supported 
by the extant worid view that through science and technology we could "conquer" disease and 
overcome the risks of life. The physician was destined to become an expert hero who knew all 
about disease and could rescue those in distress, who were deemed to be ignorant of their bodies. 
Self-care became "dangerous" as the doctor was cast as the authority and the patient as the 
compliant obeyer of technical instmctions. The disease was seen as a "thing" (which could be seen 
m the laboratory microscope) separate from the person's life to be identified, isolated, and 
removed. 

Interestingly enough, as we learned through science how nature worked, a dramatic shift 
occurred that has, in recent years, ahnost been forgotten. As we learned to understand 
nature, and operate within its inherent balance and order, rather than "conquer" 
it, the infectious diseases literally disappeared as the major causes of morbidity 
and mortality. 

The prevailing belief is that we "conquered" infectious diseases through clinical medicine 
and pharmaceuticals. However, as a result of key public health measures: Qeaner water 
systems, mosquito abatement, better sewage treatment management, refrigeration of foods, 
electrification of interior environments (consider that all interior lighting before electricity was 
provided by burning kerosene or candles in closed spaces), and greater cleanliness in food 
processing, the incidence of infectious diseases declined remarkably by the mid-
1920s. 

The first antibiotic (sulfanilamide) was not introduced by Gerhard Domagk until 1935. 
Fleming, Florey, and Chain introduced penicUlin in 1940. Streptomycin followed in 1944. The 
infection control value of these dmgs was widely illustrated in the military surgeries of WWII. 
Thus, the assumed power of the germ theory and of clinical medicine to overcome nature was 
further reinforced on a grand scale. The success of the polio vaccines in the 1950s added to the 
mystique. 

A look at the chart below illustrates that while this mystique was growing, another 
phenomenon was not adequately noted. The infectious diseases upon which the cellular germ 
theory model was based were rapidly declining. The chronic degenerative conditions which were 
replacing them as the primary concerns of medicine did not fit this reductionist, cellular, single-
cause, single treatment model. They are essentially disorders of system regulation and function 
rather than "attacks" by outside disease entities. For decades, however, because of the dominant 
belief in the cellular model, we continued to treat chronic disorders with pharmaceuticals and 
surgery as though they were similar to infectious diseases. The treatments modified the 
symptoms, but rarely improved the basic disorder. 
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Figure 2.1: COMPARISON OF DEATHS 
PER 100,000 POPULATION, 1900-1970 

Infectious diseases — solid line 
Chronic diseases — dotted line 
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Comparison of Deaths per 100,000 population, 1900-1970 
From "The Task of Medicine," William Glazier, Scientific American, April, 1973 

Priming the Pump 

Scientiflc, economic, and social factors that developed the current 
"medical-industrial complex." 

In the context of the growing acceptance of the heroic model of scientific medicine, a 
number of factors combined to set the U.S. on a course for the massive growth of the medical 
system: 

Scientific 

• A large skill base, and a vast expansion of technical expertise and equipment, grew out of 
nuUtary surgery in WWU, the Korean War (ala MASH), and the Vietnam War. Medicine gained 
invaluable knowledge and practical expertise regarding treatment of trauma, bums, restorative 
surgery, and rehabilitation. These advances were seen as miracles, and they were, considering the 
significant reduction in disabilities and dysfunctions compared to previous wars. This progress 
added to the medical mystique. It continues today in the "911" rescue programs on television that 
imply that high-tech medicine can save someone in almost any circumstance, (people rarely die or 
are permanently crippled by the events on those programs, not necessarily the reality of life) 

• The pharmaceutical industry launched an ever expanding research process to develop 
treatments for all major health concems. The expectation was this effort would eventually match 
the success of the polio campaign and science would "conquer" disease. As mentioned eariier, the 
pharmaceutical approach to the current problems, systemic disorders, has not been effective. 
However, as noted below, massive economic support of the "warrior" paradigm lacked adequate 
feedback on outcomes, hence continued to grow exponentially though it was not producing the 
desired results. This was partly due to the professional resistance to the necessary change of 
tlie dominant world view of science as manager of nature ... and the resultant change this 
would require in the authoritative role of the physician. 
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Economic 

, ^ A ^ l notion of providing financial support for medical and hospital services for employees 
started m the 19th Century among companies with operations remote from urban centers- Mining 
lumber, and raih-oads. It grew quite slowly until two major factors came into play The 
government limitation of wage and price increases during WWII, and the rising power of labor 
umons during and after that war. Health care "benefits" became rapidly accepted. 

. . . . Between 1942 and die end of WWII, as employers sought ways around wage increase 
limitations by offenng benefits, enrollment in group health plans grew from less than 7 million to 
more than 26 miUion, mostly management and "white collar" workers. By 1954, after unions had 
gamed the right to bargain for health benefits, "blue collar" enrollment in health plans grew bevond 
29 million covered lives." By 1954, over 60 percent of the U.S. population had some type of 
health care insurance. ^ 

In July, 1965, the federal govemment added to this growing trend toward financing of 
health care with the Medicare / Medicaid programs for seniors and those in need. 

Between 1950 and 1970, national health care expenditures rose from $12.7 billion to $71 6 
billion. By 1997, they had reached $1.1 trillion, widi $5853 billion covered by private insurance 
and most of the rest covered by govemment programs. 

This massive injecUon of financial support for scientific medicine produced some societv-
cnanging econonuc effects: ^ 

-Economic stability and substantial growth in size, status, and prestige for hospitals 
diagnostic ceriters, extended care facilities, and the like. In 1920, after the first major expansion of 
hospitals due to new kiiowledge of infection and antiseptics, there were about 300,000 hospital 
beds m the U.S. By 1980, there were almost a million. 

Anthropologists frequently examine the core values of a society based on the 
monuments it builds. Since WWII, America has built freeways, shopping malls, sports arenas 
and hospitals. As a friend once said as we walked through Grace Cathedral in San Francisco ' 

Ihings are a bit slow in the cathedral business these days." 

• Explosive growth of medical technology, diagnostic devices, and pharmaceuticals. The 
guarantee of available funds fed this "growth industry." 

• SigmTicant expansion of medical education and the number of available physicians Our 
emphasis ori die warrior model and the dominance of technology and large medical centers biased 
this growth in the favor of highly paid specialists rather than generalist family practitioners. 

• The coming to prominence of die economic and political power of health insur^ce 
companies, and more recenUy, Health Maintenance Organizations (HMOs), as they sought to 
obtain and retain access to the immense fiow of dollars through the system. 

• Eventually, a concerted effort by govenunent and private industry to contain health care 
costs which were perceived to be "out of control." 
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Social 

The inexpensive or "free" availability of health care services to a growing percentage of the 
American public generated some fundamental changes in public attimdes and expectations:" 

• Use of "home remedies," family, and folklore approaches to self care quickly receded as 
people realized they could consult an expert physician at little or no cost. Many minor health issues 
became "medicalized" and expectations were raised that scientific medicine could offer a "quick 
fix" for almost every condition. Antibiotics were seen as the wonders of modem medicine and 
became widely utilized. 

• The self-correcting "customer satisfaction" processes of the usual 
marketplace were lost, since the user of the service (the patient) had little to do 
with the payment of the bill (the insuror). Criteria for bill payment were based on 
accepted standards, of practice rather than feedback by the patient. This loss of 
internal quality control opened the door for substantial system abuse and patient 
dissatisfaction. 

• More became seen as "better." Because of the dominant worid view of science as warrior 
and technology as the key tool of science, every time a new technology was developed, it had to be 
widely applied. The professionals and the public began to measure competency and effectiveness 
not by outcomes or practitioner skill, but by the extent and elaboration of technical intervention. 
Even in case of death, the by-word became, "We did everything we could do." 

• This expectation became the standard of defense in disputes between patients and doctors, 
patients and hospitals. The lack of patient satisfaction criteria in the system left die patient with one 
principal route for complaint - - the malpractice suit. Thus physicians began to practice what 
became known as "defensive medicine," conducting tests and engaging procedures simply because 
they feared reprisal if they did not. 

Side note: 

This fundamental shift of professional and public expectations is illustrated by a direct 
experience in my medical history. Just before age 12 in 1941, as a resident of Rochester, Minn, 
the home of the Mayo Clinic, I was seriously injured - - - falling off my bicycle and mn over by a 
tmck. I was attended by the orthopedic, urology, pulmonary, pediatric, intemal medicine, and 
surgery departments of the Mayo Qinic. The extent of their intervention was catheterization to 
relieve pressure on a burst bladder, and insertion of a needle to remove liquids from my right lung 
This limited intervention was not "diminished care" or the like, but was the consensus judgment of 
the attending physicians that my "vital signs were stable and improving and this young, healthv 
body would heal itself." r e / &. j -

We find it hard to imagine that a badly injured boy in Rochester today would not become a 
major intervention, high-cost case within hours. Not necessarily because it might be the "best" 
medicine, but because it is "expected" in the current situation and it will be paid for. 

There is no way for anyone to predict, including highly trained 
professionals, whether "doing very little" or "doing everything that can be done" 
will produce the most desired outcome. The current public and professional 
expectation is that "more is better." I call this the INTERVENTION 
IMPERATIVE. What can be done must be done. 
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Cost Containment 

The combination of the intervention imperative, the public expectation that this high-tech 
rescue system was inexpensive or free, and the growth of the health care "industry " led to the 
explosive growth in health care costs mentioned earlier. 

As eariy as 1966, Congress passed the Comprehensive Health Planning and Services Act 
to estabhsh oversight of plans for hospitals and expensive diagnostic devices. The hope was to 
limit excessive expansion of the system. Hundreds of local and state planning groups sprung up 
financed by federal funds. However, they had no direct authority over the many private and 
govemment organizations making capital decisions, and had little effect on the continuing growth. 

The 1974 Comprehensive Health Planning Act took the further step of requiring 
certificates of need" from local and state planning groups before major capital expansions could be 

approved. Hospitals and institutions subverted the plan by having major equipment purchases 
shifted to private physician groups. By the time the Reagan theme of "defederalization" became the 
donunant theme of the early 80s, comprehensive health planning died a quiet death as a federal 
program. 

The 70s saw the growth of Health Maintenance Organizations. Their initial intended 
purpose was to reorgamze care around concepts of prevention and self-management to reduce 
utilization. However, when the immense cash fiow they could generate was discovered by their 
managers, the emphasis of the entire system shifted from care management to financial 
management and health care emerged as a profit-making enterprise. 

In September 1985, in the Harvard Business Review, Regina Herzlinger suggested that 
the primary cause of health care costs is the mismatch between demand and supply, caused by a 

reimbursement system that motivates health care organizations to overproduce and health care 
consumers to over consume." The discussion began to shift from regulatory control to the 
emerging theme of the Reagan years, "market dynamics." 

Strangely enough, the ideas which grew out of that discussion were almost entirely devoid 
ot the most fwidamental market dynamic issue Herzlinger had mentioned: Supply and demand 
Ihe managed care ethic which has come to dominate the current scene is primarily based in the 
nohoii that coiporate management styles to reorganize the delivei7 system will make it more 
etticient and hence less cosUy. This has been accomplished to a degree by a system of 
capitation meant to shift the responsibility for cost control onto the providers of care. In effect 

they make more money by providing less care rather than more. Thus, the person who answered 
ttie phone to make appointments became known as the "gatekeeper." The draconian effect of this 
massive effort to turn the practice of medicine into a "time and motion study" has not been 
unnoticed by the public. Nationwide, the media noted that audiences at die Jack Nicholson movie 
As Good As It Gets, broke into cheering applause when an HMO was criticized for denying care ' 
to a mother with a child who needed care. 

î̂ ®A°°̂ °° °^ exploring the factors Uiat drove die continuing demand for care were not 
addressed. And, the prevailing concept was that all that was needed were ways to reduce costs in 
an exceptionally effective system. 
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Different Voices 

"The primary culprits behind the health care crisis: Declining trust between doctors and 
patients, die thmst toward specialization, reliance on "magic bullets" to ti-eat life-style 
diseases,unnecessary surgery, lack of social support services for patients . . ." 

Melvin Konner, M.D. 
Medicine at the Crossroads; The Crisis in Health Care 
1993, Pantheon Books, and PBS documentary series. 

"There is a kind of vims in discussions of health care, and certainly in politics. This 
infection produces confident assertions that: 

• We can cut waste, 
• We can afford whatever we need, 
• We are turning the comer on cost containment, 
• More research money will cure the expensive diseases, 
• Reorganization of die payment system will solve the problem. 

I see no reason to believe in these magic fixes, whether scientific, bureaucratic, or 
financial. All futiu-e cost projections for high-tech crisis medicine tell me we are going to have to 
change . . . not just the mechanics of our (medical and benefit) system, but our complete way of 
thinking about, and understanding of, illness, health and death. 

TTie health care problem is not quite what it appears to be on the surface. It is a crisis about 
the meamng and nature of healdi and about die place that die pursuit of healdi should have in our 
lives." 

Daniel Callahan, Ph.D. 
What Kind of Life ?; The Limits of Medical Progress 
1990, Simon & Schuster 

'Three theories have been proposed to explain Uie use of altemative medicine: 

}• Dissatisfaction: Patients are dissatisfied with conventional treatinent because it has been 
ineffective, has produced adverse effects, or is seen as too impersonal, too technologically 
onented, and/or too costly. 

2. Need for personal conti-ol: Patients seek altemative tiierapies because diey see them as 
less authoritarian and more empowering and as offering them more personal autonomy and contiol 
over Uieir health care decisions. 

3. Philosophical congruence: Altemative therapies are attiactive because they are seen 
as more compatible with patient's values, world views, spiritual/religious 
philosophy, or beliefs regarding the meaning of health and illness." 

John A. Astin, Ph.D., Stanford University 
"Why Patients Use Altemative Medicine." 
Journal of the American Medical Association 
May 20, 1998, Vol. 279, p. 1548 
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The Changing Scene - The Threshold of Discovery 

This brief historical review illustrates how the perspective of the problem of ever-rising 
health care costs has changed as the problem continued to grow: 

• 1970s, attempts to limit hospital expansion and excessive expenditures for diagnostic 
equipment (witiiin a presumed to be successful system); 

• 1980s, attempts to control payments to physicians and hospitals (cost containment and 
"utilization review"); 

• 1990s, a realization that the payment system itself gave incentives to both providers 
and patients to ovemse the (presumed to be successful) system (managed care); 

• Now, the emerging realization that die fundamental world view assumptions upon 
which the system was based are not successful in addressing the primary 
causes of cost - the chronic, degenerative disorders. 

Thus, diere is a growing discussion of du-ee aspects of healdi mentioned in the inti-oduction 
to this report: 

• The rapid growth of interest in "altemative and complementary" therapies; 

• The acknowledgement of "life-style" factors in chronic disorders, i.e., nutrition, 
substance use, environmental toxins, lack of exercise, emotional stress, etc. 

// can be noted from the "world view" perspective that until very recently, 
conventional medicine denied the role of nutrition, smoking, and alcohol in 
the prevalence of illness. 

It can also be noted that the public shift about the "acceptability" of cigarettes 
is a remarkable example of a growth in self-awareness based on public information 
provided by science but not yet "adopted" by providers of care. 

• Study of die role of the practitioner / patient relationship and its effect on patient 
attitudes, recovery potential, and case outcomes. 

The classic "double-blind" clinical study is designed specifically to eliminate 
any effects the practitioner's views or the patient's views might have on the 
process of the study. It is interesting that these potential effects were considered 
significant enough to design an entire system to "corurolfor them," but not 
important enough to themselves be studied. 

The double blind protocol places all the responsibility for outcome in the 
technology applied. It is essentially a system to verify technologies as they 
are applied to a specific "diagnosis," not one which explores how people's 
health can be improved. The reductionist view it rests upon is inadequate for 
the evaluation of living systems. 
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Reactions and Responses - Emerging Trends 

An article by Eisenberg and colleagues in the New England Journal of Medicine in 1993 
became a comerstone upon which programs for innovation and change have been built. The 
realization by the financially concemed medical establishment that major sums of money were 
being spent out of pocket in an insurance-based system awakened their interest. 

In addition, in December of 1994, the National Institutes of Health published an extensive 
report. Alternative Medicine: Expanding Medical Horizons. Senator Harkin of Iowa, as a 
result of his own experience widi unconventional h-eatments, was instmmental in forming the 
Office of Complementary and Altemative Medicine in 1992 within the NIH that compiled tiiis 
report. The OCAM budget has grown from $2 million in 1972 to $50 million in fiscal 1999. 

As this wave of interest has grown, there has been a spectmm of responses from resistance 
and protection of conventional perspectives on one end to complete reevaluation of die system of 
care and Uioughtful innovation at die other. 

The Clinton Administration's 1994 attempt to redesign die payment system, and 
subsequent state initiatives to promote "single-payer" insurance systems have shaken up die 
insurance / HMO worid. "Managed care" has attempted to shift die financial risk in die system to 
physicians and hospitals while retaining fiscal control and dictating clinical protocols. Anyone 
who has attended professional events in die past few years becomes immediately aware of die 
upnsing of fear, anger, and resentment on the part of physicians, nurses, and other professionals 
as a result of diis ti-end. The Healthcare Forum Journal has already published a series of articles 
The Beginning of the End for HMOs. 

The public has responded to these cost control strategies on die part of HMOs and 
insurance companies with law suits and hostility. 

That's the "bad news." The "good news" is diat Uiis major upset in the field has created 
considerable confusion and a resulting motivation for innovation. There are literally hundreds of 
innovative centers and practitioner groups springing up across the country, an abundance of 
conferences and seminars on altemative and complementary medicine, and a widening public 
discussion of dissatisfaction widi conventional medical practice. At the vanguard of diis wave are 
those groups exploring a complete redesign of die care system based in a continuum of patient-
centered (radier dian diagnosis centered) care centered in die healing process, widi die realization 
that die human body is a wise, self-regulating, and self-healing system. There have been hints of 
these ideas m employee assistance programs, hospice centers, and community based public healdi 
cimics and services. 

In odier words, rather dian exclusively and technologically "fixing disease," how can die 
healdi care system support community healdi, recognize and support people's needs, and guide the 
patient dirough his/her joumey to vitality? Is diere a deeper self-organizing principle built into 
living systems which can be evoked and supported? 
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The Spectrum of Responses 

The entire healdi care field is involved in some way in this pervasive change. The response 
moves across a spectiiim from resistance and attempts to co-opt the change back into the current 
reductionist disease centered paradigm to emerging realizations of the deeper world view change 
that the entire society is exploring. 

The Journal of the American Medical Association, November 11, 1998 

'There is no altemative medicine. There is only scientifically proven, evidence-based 
medicine supported by solid data or unproven medicine, for which scientific evidence is lacking. 

. . . . We must focus on fundamental issues - - namely, the patient, the target disease or 
condition, die proposed or practiced technique and the need for convincing data on safety and 
dierapeutic efficacy. . . . The lack of property designed and conducted randomized dials is a major 
deficiency." 

George D. Lundberg, M.D. 
JAMA Editor 
Phil B. Fontanarosa, M.D. 
Senior Editor 

This is a fairly concise statement of the current warrior paradigm in medicine. Note the 
term "target disease or condition" illustrating the disease "attacking" perspective. As mentioned 
earlier, the required random double-blind studies assume that there should be no intentional forces 
at work in healing, only applied technologies, which are deemed completely responsible for 
outcomes. The physician is essentially cast as a manager of these technologies. There is litde or no 
recognition of die human body as a living system with its own individuality, integrity and 
intentions, or of the patient as an intentional person. 

Correspondence with Bob Raws, a Chinese Medicine practitioner who reluctanUy 
participated in the design of the "randomized controlled trial" described in the article Acupuncture 
and Amitriptyline for Pain Due to HIV-Related Peripheral Neuropathy in Uiis issue of JAMA 
revealed that:: The acupuncture treatment consisted of application of needles at points 
"standardized" for the purposes of the experiment, i.e. die same for each patient without a work-up 
by a practitioner. 

Those familiar with Chinese Medicine would quickly note that the process of treatment is 
designed to shift energies within a functioning system, not to "attack" symptoms. Hence, each 
patient might receive a very different treatment pattem, even though s/he presented similar 
symptoms. Hence, standardizing the treatment according to a predetermined formula is, by 
definition, not Chinese Medicine. However, die conclusion was diat it "didn't work." The problem 
is essentially a worid view and perception problem, not a research problem. 

"Whenever I mention systems theory (to physicians)... or die benefits of outcomes based 
research . . .1 usually get a blank stare. They typically never heard of diese tilings, 
never thought of diese things, and don't care about these things MDs talk about inter­
disciplinary approaches, but as soon as you try to explain your system to them as you 
actually understand and use it, they immediately want to fit it into dieir system, validate 
it in their system, or they stop listening and change the subject," 

Bob Flaws 
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Centers in Medical Schools 

The impact of die changes emerging in die healdi care system is significant at leadina 
medical schools Perhaps the most visible is die graduate fellowship program in Integrative" 
Medicine at die Umversity of Arizona founded by Andrew Weil, M.D. Dr. WeU's approach is to 
o ter study in unconventional medicine to post-graduate physicians. This fairiy small program 
plans to develop a practitioner capable of grasping several approaches and selecting diose most 
appropnate for die presented situation. This is a most adventurous and pioneering program. 

Several medical universities have opened departments or centers devoted to altemative and 
complementary approaches. The University of Califomia at San Francisco has received a $10 
million grant from die Bemard Osher Foundation. Columbia Presbyterian in New York has 
received a $5 million grant from a private donor. Odier similar projects are appearing nationwide. 

Not surprisingly, diese projects are most frequendy organized around research and 
prolessional education. It is a bit early to tell how open die research agenda will be If die 
unconventional approaches are evaluated in the warrior paradigm by standardized, reductionist 
protocols designed to treat systems and show fairiy quick results, diey will most likely fail die test 

. However, there is a rapidly growing interest in research based on outcomes radier than 
technique validation. Spearheaded in die United Kingdom, where the data is reported dirough die 
HeaUh Outcomes Qeanng House, this research includes a number of factors not included in the 
standardized technique validation research: Healdi related behaviors, measures of service 
utilization, community health, multidimensional healdi status profiles, etc. The US Agency for 
Healdi Care Policy and Research (AHCPR) has developed a CONQUEST program ( L metaphor 
of die name can harcjy be left unnoticed) - - Computerized Needs Oriented Quality Measurement 
Evaluation Systeni. This emerging ti-end is a beginning acknowledgement by die overall system 
that a new i-esearch paradigm is needed in order to focus on results and patient experience radier 
dian just validation of technologies. ^ 

Self-Standing Medically Based Centers 

Almost all of die major hospital systems in Northem Califomia are planning, or have 
opened, altemative and complementary care" centers or programs. There are many odiers 
springing up around die country. 

x>u • ? f""̂ ^ prominent was sponsored by Mercy Healdicare Arizona in 
f r S ^ T V u'^^H note include die Healing Arts Center by die Ri ver in Mishawaka, IN, and die 
Institute for Healdi and Healing at die Califomia Pacific Medical Center in San Francisco. 

Though diese centers are not all operating on die same concepts, diey tend to see 
diemselves as ancillary to, and in support of, conventional medical practice. Like die university 
centere, Oiey offer professional education programs to acquaint physicians and other professionals 
with the emerging practices. 

Clinical services offered, interestingly, are usually those most obviously left out of die 
conventional paradigm: Social support services and groups, relaxation and meditation exercises 
and heahng touch or massage services. These are also diose least direatening to die direct practice 
ot disease treatment medicine. Acupunchire for pain management is die most frequent step into a 

alternative practice. However, as in die research projects, Chinese Medicine practitioners 
may find diemselves consti-ained by "managed care" clinical protocols inappropriate to dieir most 
effective means of practice. r r f 
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Self-standing "Entrepreneurial" Centers 

WellSPACE of Boston, American WholeHealdi of Chicago, and Complete Wellness 
Centers of Washington, D.C, are examples of die recent development of corporate ventures 
bringing together altemative and complementary services. 

Ranging from attractive office buildings to mergerAjuyout arrangements widi chiropractic 
practices, health clubs, and spas, these enterprises have appeared within the past five years in 
response to the "self-pay" dollars available in die market for unconventional healdi care services. 

There is not yet a common pattem of integration or practice exemplified by such centers. 
Some of them have a number of complementary practitioners available in a "one-stop shopping" 
facility. Others specialize in selected services, such as weight management and sports medicine. 
These centers appear to be market opportunity driven rather than "new paradigm" driven, hence 
reflect a variety of styles of service depending upon the interests of the entrepreneurs. 

The question of patient process and choice, and how best to design a healing pathway for 
patients in their choices of practitioners does not seem to be as direcdy addressed in these centers 
as it is in collaborative practitioner groups. Generally, these centers are physician coordinated, 
with physicians experienced in several disciplines managing the intake process and referring 
patients to selected practitioners. 

The most comprehensive reporter of activity iii this arena, and in the hospital/university 
related arena, is John Weeks, publisher of The Integrator, a thoughtfully prepared newsletter for 
tracking field developments. (3345 59di Avenue, Seattle, WA 98116 - pihcp@aol.com) 

Real Estate Model 

In this process, some backer or group will rent a building, then seek practitioners to sublet 
practice space. In die late 70s, I served on die boards of die eariiest examples of diis model: The 
San Andreas Healdi Council in Palo Alto and die Berkeley Holistic Healdi Center. 

An inherent difficulty developed in diese efforts. In order to assure continued rent 
payment, practitioners were sought who had established, successful practices. Once they were in 
the building, discussion began about how they might work together. The fact diat each already had 
a successful practice as a solo practitioner inhibited change. The collaborative process was 
frequendy perceived as a threat to the individual's economic security, and therefore to the center's 
security. The public and the conventional professionals were just beginning to leam about these 
options. No one felt well established enough to risk major change. 

This model continues to emerge as the desire to have an identifiable space in which to 
gadier is sti-ong. Without substantial initial funding to support development of the joint effort, die 
inherent difficulty described above will likely arise. All of the procedural questions listed later 
under collaborative practitioner groups will also always apply if a joint effort is to develop. 
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Physician (or key practitioner) sponsored center 

This can also be, in effect, a real estate model depending on die interests and intentions of 
die sponsoring practitioner. The inter-professional activities can range among: 

• Being co-housed in the same facility with litde inter-disciplinary sharing of clients. 
• Informal or formal referral systems based on the experience of practitioners and 

die types of clients diey attract 
• Specific inter-disciplinary programs diat arise from client needs, i.e, pain management, 

weight management, chronic fatigue, etc. 

The level of attention to client process may also vary from (a) simply gathering a group 
of technologies or practices to address diagnoses (doing to) to (b) addressing die interests, self-
management capability, and personal joumey of the client (being with). 

It would appear that most of these centers have not yet significandy addressed die issues of 
joint record keeping, data management and development of outcome information. 

Non-Physician Groups 

There are a large and growing number of groups and centers involving body work, yoga, 
nutrition classes, tai chi, energy healing, meditation and relaxation programs, and the like. They' 
are essentially "outside" the medical and insurance systems and involve only "self-pay" activities. 

There is a wide range of offerings at such centers, but diey are primarily education based 
and do not dunk of their participants as "patients," widi some exceptions in intensive body work. 

Physicians or other primary care practitioners are rarely involved in diese centers except as 
teachers of classes or leaders of group activities. 

The growdi of interest in such centers is an indication of die larger societal shift away from 
the passive patient toward die learning participant 

Collaborative Practitioner Groups 

Perhaps die most innovative programs cognizant of die shift in die professional / patient 
inter-action are die hundreds of groups of practitioners springing up around die country addressing 
the issue of "patient-centered" care. Generally, diese groups will gadier outside the major 
instihitions widi some recognition of die technology bias die institutions and die insurance system 
use in evaluation of care. Frequendy, diey are physicians, complementary practitioners, nurses, 
physical therapists, body workers, and psychologists who seek a major shift in the context of 
health care. Also, each participant has usually had some direct experience of success widi 
unconventional care. 

They start out addressing: 

• Client process, self-responsibility, and the role of empowerment and choice in outcomes. 
• The inadequacy of conventional medicine's approaches to chronic disorders. 
• The need for collaboration and open inquiry rather dian hirf protection and fear 

of liability. 
• A greater tiust in the innate capacity of self-healing in die human organism. 
• An acknowledgement of "holism," i.e., that die human organism is a system 

and can not be separated into distinct parts. 
Richard B. Miles Health Frontiers 6876 Pinehaven Road Oakland, CA 94611 Page 18 



• The need for trust and relationship in the interaction between professional and client. 
The notion of die objective scientist applying a fixed technology is questioned. 

• That disease and dysfunction can be an important message in the person's life, and 
that inner growdi and self-awareness are involved in one's health. 

These are all aspects of human consciousness and how diat manifests in health and disease 
1 hese groups are seeking a comprehensive revision of how we approach the whole issue of healdi' 
care - - and what constitutes "quality care." 

They usually begin when a group meets in die community or at professional gadierings and 
each discovers diat s/he "has always wanted to be part of a collaborative center." Informal meetings 
be^n to explore how that might work. Some lead to die establishment of centers, some continue 
to be dialog groups supporting participants in die difficult process of change, odiers reform 
themselves into subsequent groups or associations. 

Since these groups usually arise fairiy spontaneously, most likely spearheaded by one or a 
tew keenly interested professionals, diey initially lack any established organizational stmctiire 
1 hey therefore face similar issues and challenges: 

• Stiiicture - profit or non-profit? Corporation? How govemed? 
• Why are diey gadiered? What types of services do people envision? 
• How will practitioners communicate with one anodier? What kinds of clinical 

records should be developed and who will maintain diem? 
• What process will the patient / client follow? How will decisions be made about 

appropnate care? Who will make diem? 
• Since many of the proposed services are "outside" die existing HMO / insurance system 

how will practitioners be paid? Will attempts be made to interact with die 
msurance system? 

• How will practitioners be selected for participation? How would an "unsatisfactory" 
practitioner be removed and by whom? 

• How will the billing be handled, and who will handle it? Will each practitioner bill 
on his/her own or will diere be central billing? 

• How will appointments be arranged, by a central system, or individually by each 
practitioner? 

• How will outcome and "research" data be accumulated? What type of computer 
system might be required? 

This is not to assume diat die more established institutions do not also face diese questions 
but diese spontaneous groups usuaUy address diem more inquiringly and directly as they are 
lorming. In view of die fact that most professionals involved in diis process have litde or no 
busmess organization experience, dieir devotion to purpose and resolve to have die organizational 
fomi be consistent with dieir clinical philosophy should be acknowledged. Many meet for more 
than a year wresding widi diese organizational questions before actually offering services. 

A procedural idea diat has been proposed for some time is emerging in some of diese 
centers: The notion of a healdi guide / advocate / counselor who becomes die care coordinator 
1 his person is not a practitioner or diagnostician who "manages care" or serves as a "gatekeeper " 
KaUier is a individual program designer, tracker of progress, provider of resources and 
support. The guide / counselor coordinates die efforts of whatever practitioners are involved keeps 
jomt records, keeps client activities on track, and guides die client toward useful community' 
resources, classes, etc. This guide supports care decisions in conventional medicine as well as 
complementary care and provides advocacy and guidance in the "mix." 
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A parallel idea has emerged in conjunction with the guide - - die intake practitioner panel. In 
diis model, still in the exploratory stages in several centers and groups, the client's initial interview 
would be with a guide / counselor who would provide an orientation to the several approaches 
available, Based on die cHent's interests, practitioners of several disciplines that might meet die 
need are chosen to meet with the client in an initial program evaluation. Discussion among the 
client, the guide, and die several practitioners in a one hour to hour and a half session can produce 
some exceptional insights and motivations for die client, and valuable inter-disciplinary 
connections for the practitioners. 

The Health Medicine Fomm in Walnut Creek, CA, is convening such panels each week to 
gain experience and develop protocols for their effective use. They frequendy consist of a 
conventional physician, chiropractor, nutrition counselor, Chinese Medicine practitioner, 
psychologist biofeedback practitioner, and the like. The Mayacamas Healing Network in 
Calistoga has also begun to explore this approach. 

Many ask, "Isn't that quite labor intensive and cosdy to bring all diose people together?" In 
comparison to many high-tech tests, and in light of the major insights and motivation the process 
provides for the client, this is actually not an excessive cost to design a productive course of action 
in a difficult case. Current examples of this exploration usually involve patients who have already 
undergone extensive diagnostic and treatment procedures with litde success. The panel experience 
can "tum their world around" and provide options and hope. Of course, it doesn't fit too well into 
the current insurance billing system. 

The care guide and the panel interview concepts are direct examples of die shift from "die 
application of technology to a defined problem" toward the design of an empowered "learning 
joumey" for die client. This is a comprehensive shift of paradigm from a base diat mistmsts the 
self-healing capacity of a living system (hence depends on technology to "rescue") to one that 
acknowledges and supports that self-healing capacity and conscious intention. 

The Comprehensive Program Model 

As long ago as the 60s and eariy 70s, "holistic" pioneers such as Evarts Loomis, M.D. of 
the Meadowlark Center in Hemet, CA, and Arthur Kaslow, M.D. of the Kaslow Self-Care Center 
in Santa Barbara, CA, proposed the "self-regulation capacity" model for chronic disorders. 

Kaslow stated diat the several issues he addressed at his clinic, primarily multiple sclerosis, 
arthritis, diabetes, and heart disease, were "all the same problem." His perspective was that diese 
disorders were excessive distortions of die body's inherent capacity to maintain its integrity, and 
die "disease" was evidence of the weakest link in the system. Hence, the appropriate approach 
was not to "ti-eat die disease," but radier to evaluate die picture of die person's life and (a) reduce 
excessive demands on die system, and (b) provide support (nutiitional, emotional, inspirational) 
for areas of deficiency. The assumption was that offering balance and support to the person and 
the physiological system would create the potential for self-healing. Kaslow was also an early 
pioneer regarding issues of allergies, food sensitivities, and emotional responses that resulted in 
auto-immune responses. 

Hence, programs of this kind offer a designed "life reevaluation" looking at many aspects 
of the patient's situation. 

More recent examples include the Wtikin Program and the Omish Program for heart 
rehabilitation based in exercise, nutrition, and social support. Omish has recendy expanded into 
cancer care as die realization arises that these kinds of programs are systemic rather than disease 
specific. 
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These programs are not universally successful, primarily because they require a major 
change of life patterns and personal responsibility for the improvements to persist. However, their 
remarkable success in many cases validates the principle of self-healing and the self-regulatory 
concept and, in a way, places the choices for potential improvement in die hands of the client. 

The Emerging Paradigm 

The conventional medical paradigm until recenUy has been based, as described earlier, in 
faith in science and technology to predict, control, and manage the processes of nature. It assumes 
that events in living systems occur at random according to statistical probabilities. This perspective 
leads to fear and mistmst of natural processes and the need to use human intelligence to "outwit 
death and entropy" in order to supposedly improve life. 

Through this perspective, we have learned a great deal about stmctural function in the 
body. Through miraculous advances in surgery and trauma care, we have given new life and new 
options to many. However, in regard to understanding basic physiological function and chronic 
processes in the body, this highly specialized and fragmented paradigm is fundamentally 
inadequate and literally blocks perception of the function of living systems. 

The several responses to change described in this report represent a spectrum from minor 
adjustment of the current paradigm to complete reevaluation. The comprehensive program model 
which has emerged from a number of sources represents the most "holistic" approach so far in that 
it is based in a belief in self-regulation and self-healing rather than the application of technologies to 
fix the problem. 

A frequendy asked question is how Eastern perspectives of medicine and Westem 
perspectives may somehow merge and become collaborative. What is needed for this to happen is 
a Westem paradigm based in physiology and biomediced terms that can be seen as parallel to 
Eastem perspectives. A barrier is the esoteric and metaphysical language used by Eastem 
perspectives - - chi, chakras, energy systems, etc. - - to describe phenomena in the organism. The 
emerging paradigm desribed here is based on a self-regulating system similar in all ways to Eastem 
systems, but using Western language to describe the phenomena. The basic notion is to look at 
two facets of the organism: 1) What factors in the person's life are overwhelming its self-regulating 
capacity (In Eastem language need sedation), and 2) What factors need support and nurturance (in 
Eastem language need tonification). As described here, these are expressed in terms of beliefs, 
attittudes, personal habits, etc., rather than in energetic terms. However, the principle is the same: 
Recover balance and function in the system rather than "attack disease." 

An important factor to note is that in the comprehensive "life change" model, any and all of 
the available technologies can be used, according to the needs of the individual situation. The 
difference is that less interventive, "low tech" approaches would most likely be used f i r s t , in 
order to assess the person's capacity to respond. Only then, would high-tech, intensive 
interventions be used as a later resort. This is the opposite of what tends to happen now, as 
patients tend to arrive at the low-tech life-change approaches only after the conventional treatments 
have failed. Such a change could dramatically reduce total health care costs. 

If we adopt the perspective that the human organism is a self-healing, self-regulating, and 
intentionally directed process, (A noetics point of view), then we ask a different set of questions 
about health and disease. Instead of "what's wrong and how can we fix it?" we would ask, "What 
are the factors in this person's (family's, community's) life that (a) Support well being, self-
expression, and personal fulfillment, and (b) Diminish the capacity of this person (family, 
community) to function optimally?" 
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C. Norman Shealy, M.D., a pioneer in die field and a founder of the American Holistic 
Medical Association, likens diis process of self-regulation to a "container of system potential for 
self-management" When cumulative factors (from the list below) fill die container, die container 
begins to overflow. The system diem proceeds into considerable dysfunction, incapable of 
maintaining regular operations. We identify diis as a chronic disorder. 

Factors that Effect Optimal Self-function 

1. Attitudes and Beliefs 

Ranging from helplessness and victimhood at one end of a spectrum over to connection, 
a sense of purpose and destiny, and inner motivation at the other. 

Suzanne Kobasa's work in "psychological hardiness" illustiated that elders with (a) A 
positive attitude about die future (hope), (b) Involvement in activities which brought a sense of 
meaning and purpose (connection and service), and (c) A sense of control over die events of each 
day (competence and self-esteem), rarely become ill, and when diey become ill , quickly recovered 
unless these traits were compromised. 

Edwin J. Kepler, M.D., of the endocrinology department of the Mayo Clinic, published in 
1943 that 200 patients with known chronic conditions improved when they undertook a simple 
exercise diat brought to mind the sources (or lack of same) of inspiration and motivation in dieir 
lives: W»ophip, Service, Relationship, and Creative Play. 

In the current rhetoric, diis is die aspect of "spirit," i.e., what are the sources of motivation 
and inspiration diat bring a sense of purpose and meaning to one's life. Widiout diese, or widiout 
exploration of these aspects of a person's life, a major potential for positive life change is over­
looked. " 

Rachel Naomi Remen's work illusti^ting the power of listening to people's stories and how 
important diey are m motivating self-awareness and change is anodier example of diis aspect of 
mner self-management. 

Anodier important factor in our attitudes and beliefs is die connection (or lack of connec­
tion) to nature and community. Our culttiral beliefs in materialism and individualism have left 
many isolated and disconnected from basic sources of emotional and spiritual nurturance which 
may be essential to optimal function. 

Emotional Conflict and Indecision 

All of Hans Selye's work on die effects of sti-ess on die autonomic nervous system and the 
more recent work on psychoneuroimmunology, teU us how built up emotional conflict in the 
person's life diminishes die capacity of die system to maintain integrity. 

Richard Rahe's woric on die effects cumulative stress events (The Holmes-Rahe Sti-ess 
Scale), whedier considered positive or negative, points out the limits of die system to endure 
excessive arousal widiout appropriate awareness and relaxation. 

Nutritional Imbalance 

There is a literal and virtual flood of data and research about die relationship between 
nutrition habits and chronic disorders. UnfoBUmately, much of diis information is presented in die 
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reductionist paradigm, suggesting direct links between certain nutrients and specific symptoms and 
diseases, therefore suggesting "avoiding certain foods, or taking supplements like dmgs." The 
fearful confusion and self-doubt this can cause at the individual and community level may 
contribute more to the emotional conflict and indecision factor than is relieved at the nutritional 
level. 

A major aspect of the new paradigm is biological individuality rather than statistical or 
formulary prescriptions. Therefore, what is emerging is the need for understanding basic 
nutritional support of vitamins, minerals, and trace elements through good foods, perhaps 
supplemented by elements which may be lacking. If this balanced approach can be found by the 
individual, within the context of balance in the other factors explored here, then extensive 
"prescriptions" of supplements, herbs, etc. may not be needed, except as an initial remediation. 

We are Unked to the natural living systems of the planet and we operate within the limits of 
the high-tech agricultural system which is as far off base as the medical paradigm. So, balancing 
one's nutritional resources does require considerable self-awareness and attention in order to 
discover "what's best for me." 

Food Allergies, Sensitivities 

There is also a considerable flood of articles and suggestions about food sensitivities and 
auto-immune responses. A simple thing to remember, regardless of complex testing procedures, is 
that any food causing major reactions will almost certainly be among foods eaten habitually. 
The simplest test is to change habits, remove habituedly eaten foods, and monitor changes. 

There are thousands of edible substances on the planet. A well-stocked supermarket may 
offer a few hundred, usually those most easily processed and packaged, not necessarily those that 
offer the best nutrition. Many people habitually eat fewer than fifteen. If there are foods among 
that fifteen that this person's system does not like, reactions will occur. 

Designing a well balanced nutrition regime, with rotation of foods to avoid habitual 
exposure, especially with exclusion of those known to cause reactions, is not necessarily a 
complicated process, and may be as effective as information gained from any "diagnosis." 

Environmental Contamination 

This is the factor perhaps most difficult for people to manage. In the past fifty years or so, 
we have introduced many chemical products into our living environment. A significant number of 
them have been especially designed to effect living systems, i.e. pesticides and herbicides. Others 
may have unintended effects. In the reductionist paradigm, each of these events and products are 
evaluated separately, with litde recognition of their cumulative effects, especially on water and soil 
systems. 

In addition, the technology approach to medicine has relied heavily on antibiotics (consider 
the meaning - against Hfe), steroids, and analgesics. Only recendy are we becoming aware of how 
extensively the natural systems adapt to these interventions, eventually rendering them counter­
productive or useless. 

Hence, cleaning up our water supplies, agricultural practices, and overall relationship to the 
planet may become a comerstone in our growing understanding of living systems. In addition, 
finding life supporting medical interventions rather than life manipulating interventions may prove 
to be the research horizon of the future. 

Richard B. Miles Health Frontiers 6876 Pinehaven Road Oakland, CA 94611 Page 23 



The rise in chronic disorders is on a curve direcdy matching the rise in environmental 
contamination. This issue is very controversial simply because it challenges the very basis of 
technology, science, and die free market system as the designer of the "better" future. 

This factor also includes smoking and substance abuse. 

Oxygen Capacity 

We can exist for some time without solid food, for a shorter time widiout water (unless we 
are in an arid, hot environment), but oidy a few minutes without oxygen. Sedentary lifestyles and 
lack of exercise reduce the total capacity of the body to absorb oxygen. It is no coincidence that the 
test of lung capacity is called a test of "vital capacity." 

The upsurgence of interest in exercise and aerobics is an example of the rising awareness of 
this source of vitality. And, we discover that recovery through exercise of a larger capacity to 
absorb oxygen is readily available, even in the elderly. The system is "regenerative" rather than 
degenerative if given the resources it needs. And, recovery of that capacity is something only the 
person can do for her/himself. 

Marginal Dehydration 

The majority of our culture exists on coffee and soft drinks. Very few drink much clean 
water. We live on the "water planet." Water is die basic building block of almost every living 
system on the planet 

In our bodies, water plays two key roles: Cooling and waste disposal. Cooling can not be 
postponed, waste disposal can . Hence, if one is not driiiking adequate amounts of water, 
unwanted materials may accumulate in the system. When this factor is combined with the 
environmental contamination factor, serious distortion of the self-regulating capacity of the body 
can result The significant increase in the utilization of bottled water is an acknowledgement of 
awareness of this factor, and a recognition diat our public water systems are becoming overioaded. 

Postural and Structural Alignment 

Growing out of die perspectives of Wilhelm Reich regarding "emotional memory" stored in 
the tissues of the body, a number of body work practices have spmng up centered on emotional 
release and realignment of body posture. Especially in cases involving major physical or emotional 
traumatizing life events, remarkable improvements have been achieved through this work. 

Pioneers Feldenkreis, Rolf, Alexander, Trager, Hanna, Keleman, and others have 
furthered this perspective. As these practices developed over the past three decades, they have 
become more aware of the importance of linking release of "body memories" to counseling and 
other supportive processes to avoid the tendency for regression back to stored patterns of 
emotional fear and self-protection. 

Infection 

This, of course, was the foundation of the current "attack" paradigm in medicine. And, 
conventional medicine can be exceptionally effective in addressing major infection. In the 
emerging paradigm , this process would be undertaken in the context of the larger objective of 
supporting the vital processes rather than just "conquering the disease." 
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Traumatic Injury 

Bum therapy and reconstmctive surgery are the most effective achievements of 
conventional medicine. In the new paradigm, they would continue to be honored and used 
effectively. 

Summary 

The emerging paradigm, in ways similar to historic Eastern perspectives, recognizes the 
interwoven function of all aspects of the person, family, and community. Reductionist focus only 
on the symptoms presented in each individual becomes an inadequate view for bringing about real 
improvement and healing. 

If the whole spirit, mind, body perspective is realized, dien we would look at the factors 
that (a) Provide the spirit, mind, and body with the resources they need, and (b) the factors which 
distort the capacity of the spirit, mind, and body to self-manage and optimally function. 

The spirit needs: 
• Purpose and meaning. 
• Cormection to others and community. 
• Relationship to nature. 
• Expression of joy and intention. 

In other words - Inspiration and Motivation 

The mind needs: 
• Definition and direction. 
• A sense of self-esteem and self-capacity. 
• Understanding. 
• Inner peace and quiet 

In other words - Competency 

The body needs: 
• TOUCH and connection 
• Oxygen. 
• Water. 
• Nutrients. 
• Qear action instmctions (lack of intemal conflict). 
• Movement and flexibility (freedom of action). 
• Rest and relaxation. 

In other words - Support and resources 

The new paradigm of health care assumes that given the resources they need, the spirit, 
mind, and body will act as an intentional expression of that person's inherent gifts and potential, 
the defiiution of the "new ideal" expressed by Maslow at the beginning of this report. 

Disease, rather than an enemy to be conquered, is seen as part of the natural self-regulating 
process of the system, requiring attention and support for self-healing. 

Research will focus on systemic function in addition to biocellular events. Human health 
will be seen in relation to the living system of the planet 
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Assumptions of conventional 
reductionist medicine 

1. Nature is a random process. Through 
scientific manipulation, we can improve 
life. 

2. Disease is results from "causative agents. 
By learning to control these agents at the 
biocellular level, we can "conquer" diese 
adversaries. 

3. A function of effective medicine is to 
manage and suppress symptoms to 
"normalize" function. 

4. The purpose of diagnosis is to identify 
the "cause" of disease and eliminate it. 

5. The purpose of treatment is to modify 
or remove symptoms of disease. 

6. The focus of concem is disease, disability, 
and limitations. "Side effects" from inter­
ventions are acceptable risks m die realm of 
statistical probabihties. 

7. There is an expectation of rescue and the 
"quick fix" based on die assumed power of 
technology to manage nature. 

8. Responsibility for outcome is placed in 
the technology. The basic approach is 
prediction and conti-ol of events. 

9. The patient is dependent upon professional 
authority and can experience feehngs of loss 
of conti-ol and personal incompetence. Failure 
is frequendy judged to be "non-compliance" 
rather than inadequacies in the system. 

10. Consciousness or self-awareness is an 
epiphenomenon of brain chemistry. 

Assumptions of the 
Emerging paradigm 

1. Nature is intelligent and purposive. 
Through self-awareness and understanding 
of living systems, we can improve life. 

2. Disease is caused by dysfunctions in 
the innate healing capacity of living systems. 
By becoming more aware of how our lives 
effect these systems, we can reduce disease. 

3. Symptoms are feedback messages 
within a self-managing system and can be 
important guides to appropriate action. 

4. The purpose of evaluation is to identify 
those factors in the person's life which 
that are "overioading" self-healing capacity 
and also discover deficiencies in nutrition 
and system support. (This can include 
the reductionist "cause") 

5. The purpose of "treatment" is to educate 
the client, re-balance the self-regulating 
functions, and establish new life patterns 
that will support innate self-healing. (This 
can include conventional interventions) 

6. The focus is on self-awareness, healthy 
system function, and positive altematives. 
There are no side effects, only effects. 

7. There is a realization that a process which 
took years to develop may require some time 
to reverse, but the living system is capable 
of self-healing if given the resources it needs. 

8. Responsibility for outcome is placed in 
die interaction widi practitioners and in the 
client's choices. Outcome can not be 
"controlled" in a living system. 

9. The client is given knowledgeable support, 
caring, and the belief diat she/he can and will 
improve as a result of personal action. 

10. Consciousness is an organizing principle 
for all hving processes. 
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/ suspect that by not merely accepting an unforeseeable future, but by building it into 
my life, I may come closer to living a true life than those who struggle against it. 

E. B. White 

Some mornings I must get away, away from living's din; 
And so I rise at break of day to watch the sky begin. 
I stand beneath a maple tree, touch its emerald lace. 
Or maybe spot a bumblebee intent on saying grace. 

Sometimes I hear a wren in song, just pouring out; 
I sniff the honeysuckles, then I stand... or walk about; 
Till suddenly my life is whole, I'm ready, come what may! 
Some mornings I must feed my soul before I start the day. 

Nova Trimble Ashley 

Where is the joy of life? 
That fleeting sense of glory filling my soul with heaven's story? 
Where in the world can I find the peace to still my rushing mirui? 
Who is there to hold me, loving all that is within me moving, 
Offering me the world to see as a garden meant for me. 

Is my joy in rainbow skies? 
In flowing curls or laughing eyes? 
In butterflies arui autumn leaves, or perhaps in all of these? 
Deep within me, gently rising, is a feeling quite surprising ... 
That the key to joie de vivre is hidden here inside of me. 

Richard B. Miles 

Little boy lost in search of little boy found. 
You go a-wandering, wondering, stumbling, tumbling round. 
When will you firui what's on the tip of your mirui? 
Why are you blind to all you ever were, never were, really are, nearly are? 
Little boy false in search of little boy true. 
Will you ever be done traveling, always unraveling you? 
Rurming away can lead you further astray. 
Arui, as for fishing in streams for pieces of dreams, 
Those pieces will never fit, what is the sense of it? 
Little boy blue, don't let your little sheep roam. 
It's time, come blow your horn, meet the morn, 
Look arui see can you be far from home? 

Alan and Marilyn Bergman 
Pieces of Dreams 
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T h e N a t i o n a l F o u n d a t i o n f o r 
Alternative Medicine November 23, 2000 

Members of the White House Commission on Complimentary and Altemative Medicine 
6701 Rockledge Drive 
Bethesda, MD. 20817 

Dear Friends, 

I have been asked to answer the following questions prior to my testimony on 
December 4**̂. 

1. Should CAM be integrated with conventional medicine and why or why not? 

Yes. Conventional medicine is good at some things, and not so good at other problems. 
The system should be opened up so that altemative treatments can be tried particularly 
for those problems for which conventional medicine offers only limited effectiveness. 

2. What are the keys to successfiil integration of CAM with conventional 
medicine and into what policy recommendations should they be translated? 

The keys to successful integration, better treatments, lower costs, and better health for all 
our people is to open up the system, so that treatments that are administered in other 
countries with proven success and no evidence of danger to the patient could be used in 
our country. 

3. What other policy recommendations would you like to make to the 
Commission? 

We have a closed system of medicine here in our country. In most all other areas of our 
society competition improves quality of products, and lowers cost. Here, the FDA, and 
State Medical Boards serve to prevent anything new better and lower cost from getting 
into the system unless produced by a pharmaceutical company or other organization with 
the funds needed to go through the costly FDA approval process. 
This commission should recommend that non-toxic treatments administered by a properly 
licensed practitioner should be able to be used without FDA approval so long as there is 
no evidence of danger to the patient and the patient is properly informed of the contents 
of the treatment, and any possible side effects. 

Berkley Bedell, President ^— 
National Foundation for Altemative Medicine 



V . o I u m e 1 

EDITORIAL 

Love Is Good 

M e d i c i n e 
f ' f NFAM has now visited 57 clinics in 16 countries and at this juncture we are 

i beginning to develop a composite picture of some of the ways in which can-
i t , cer patients are treated differently in other countries. We will address a 

number of those differences in coming issues. As an appropriate starting point, 
this issue takes a look at love. It dawned on us as we took earlier looks at fea­
tured clinics such as Park Klinik Julius Hackethal and The Hufeland Klinik for 
Holistic Immunotherapy diat love is a conscious element in the holistic approach 
taken at these hospitals. Love for die patient as medicine is likely difficult to sci­
entifically quantify, yet such love is very much a part of the more compelling 
altemative clinical practices we have been investigating. 

In this edition of Altemative Perspectives, we look at tiie Neue Wicker Kliniken 
in Bad Nauheim, Germany. There are a number of special things about Wicker 
Clinic that we found. Yet, what struck us as most compelling was the insis­
tence of the founder, Werner Wilhelm Wicker, to speak of love for tiie patient 
as a primary ingredient in his clinic's offerings. 

Herr Wicker considers that the new clinic represents the future of cancer and 
heart disease tireadnent and likev^Tse the treadnent of other very serious 
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N E U E W I C K E R A T A C L A R I C E 

A D D R E S S : 

Ludwigstraffe 41 
61231 Bad Nauheim 
Germany 

P H O N E : 

FYom the US: OJ1 49 60-32 9990 
Ask to speak to Johanna Kriefal], Patient's Assistant, who 
is fiuent in English. Johanna is available during ordinary 
business hours, German time, that is six hours ahead of 
United States Eastem Standard Time. 

F A X : 

Fi-om the US: O'l 1 49 6032 999-550 

I ni T E R PJ e T : 

Internet hLtp://neiie-vsicker-ldiniken.de 
Direct e-maiJ to: ijifo@neue-wicker-kLinjken.de 

P H V S I C I A A I S A » D S T A F F : 

Herr Wemer Wilhelm Wicker Owner Dr med. Peter Hain, 
Medical Director There are 12 doctors under tt'? diiection of 
Dr Hain. There is a total of 120 support staff. 

A C C O M M O D A T I O N S : 

The Neue Wicker Klinik has a total of 220 beds available. 
The average length of stay is 20 days, 28 days in the 
oncology clinic. The average number of patients on any 
given day, both inpatients and outpatients is between 60 
and 90 patients. The average cost per day, including all 
requisite treatments, for both inpatients and outpatients 
ranges from -$150 to $-550 for oncology. 

T R E A T M E N T S : 

Neue Wicker Kliniken treatments include: whole body 
hyperthermia; Dr Budwig's oil-protein diet; frequency ther­
apy; Dr Burzynski's antineoplastons; mistletoe; Govallo 
Russian treatment; PC SPES; angiogenese inhibitor thera­
py; urea/keratin protocol for liver cancer; enzyme therapy; 
a complete detoxification department; a complete 
Ayur\-eda department; ozone and oxygen therapies, and, 
other treatments. 

The ir)vestigation of the New Wicker Clinic in Bad 
Nauheim, Germany has been made possible through a 
most generous grant from the Wallace Research 
Foundation. 

Disclaimer: The National Foundation for .Mternative. Medicine is a 
non-profit, p.ducatiomii and research organization lhat complies 
data on cancer treatment and other treatments from around the 
world that show promise. The Foundation is not a referral service. 
T7ie Foundalion dnes not diagnose or treat any ailment, nor does Ihe 
Foundation recommend any health care practitioner, clinic or treat­
ment. Before undertaking any course of medical treatment, you 
should first con.sult your physician. 

L o v e Is G o o d 

M e d i c i n e 
maladies. Wliat sets the Neue Wicker Clinic apart from 
present day conventional practice is the conscious recog­
nition on the part of Herr Wicker and all his staff of the 
importance of the mind body approach to healing of 
which love is a necessary component. 

As we have found at many other clinics we have visited, 
the Wicker Clinic does not just treat the tumor, as is 
done in conventional treatments. The whole body of the 
patient is treated with treatments and medications that 
help the body to overcome the disease. A number of 
treatments are administered at the same time, directed 
primarily at strengthening the immune system, detoxify­
ing the body and helping the body to overcome the dis­
ease. Many of the treatments and medications used at 
the Wicker Cliftic, although used for many years with 
demonstrated effectiveness with no evidence of toxicity 
cannot be administered in the United States because of 
govemment regulations. 

Modem medical practice does run a risk when it views 
disease as something divorced from those aspects of life 
that do not specifically have to do solely with the physi­
cal. While the rules of sound scientific inquiry evident in 
formal medical training are necessary and to a degree 
absolute, there is a most necessary need for considera­
tion of the intangible aspects. We have found approach­
es that consider a patient with an illness as far more than 
simply the sum of the physical properties. That patient 
is also a mind, a spirit and a soul. 

Herr Wicker is to be commended for formally introduc­
ing love into the confines of a hospital. We find it laud­
able of him to have done so. We were blissfully opti­
mistic on first finding love being actively practiced in a 
hospital and we'd like to see a lot more of that. Love 
may not, of itself, cure any disease of the body. Yet love's 
beneficial effects upon the mind, soul and spirit are 
potent medicine in anyone's textbook. ^ 
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DEAR F R I E N D S : 

What an exdting year 2000 is turning out to be! 

The National Foundation for Alternative Medicine has had wonderful success and the future looks even brighter. I want to share 
with you some of our greatest accomplishments so far this year. 

We are happy to announce that actress Jane Seymour and her actor/producer husband James Keach have agreed to Chair NFAM's 
International Committee on Alternative and Complementary Medicine. Jane has been a long time advocate of alternative medi­
dne and testified before Congress last year in support of the citizen's right to access alternative treatments. With the help of 
Jane and James I am confident that NFAM's agenda will steadily press forward over the coming months. 

In February, H.B. and Jocelyn Wallace, two original supporters of NFAM, helped the Foundation take a giant step forward in 
securing its future by making a gift of $200,000 to create the H.B. and Jocelyn Wallace Endowment. The interest from the endow­
ment's principal will be used to help fund NFAM's clinic investigations. We are so thankful for their generosity. We have also 
been notified that we are in two wills for a total of $4,000,000. Both of these contributions help to insure the long-term health 
of the Foundation and to set an example of another way others may help. 

The primary goal of NFAM Is to distribute information to the American public about t*he incredible medical treatments given 
around the world to treat disease. Some of NFAM's findings are distributed in the issues of the quarterly newsletter you are 
holding in your hands—Alternative Perspectives. Since the beginning of the year NFAM's subscriber list has risen from only a few 
hundred to over 23,000 subscribers. 

I would like to thank attorney Gall Koff, Sesame Street Producer Emily Squires, and Paravlew Inc's CEO Sandra Martin who are 
members of NFAM's International Committee on Alternative and Complementary Medicine for hosting a May cocktail reception 
for NFAM in New York City. Over 50 people attended the party to hear a presentation by Dr. Michael Gnatt, Dr. Arnold Eggers, 
and myself on NFAM's clinic investigations. The evening introduced us to some great new friends. I likewise want to thank Jane 
and Henry Heimlich for hosting an October reception in their home in Cincinnati. OH with co-hosts Sally Dessauer and Susan 
Kircher, R.N. Additional receptions are planned for Washington, DC; San Francisco, CA; Naples, FL, and London, England. I hope 
you who live in one of these cities will join us to hear more about our work. 

NFAM was a participant In the Washington. DC Cancer Conference 2000 in June. NFAM invited several of the doctors and staff of 
a few of the clinics we investigated in Europe to present their protocols and information to the confer­
ence attendees. Both Dr. Wolfgang Woeppel of the Hufeland Clinic In Germany and Dr. Glancarlo 
Pizza of the Saint Orsola -Malplghi Hospital in Italy presented their treatment protocols and sta­
tistics. Nicole Pfeffer and Sandra Zabel of the Hackethal Clinic in Germany assisted NFAM 
medical advisors Dr. Arnold Eggers and Dr. Michael Gnatt in the presentation of NFAM's 
best case series project. 

This is a time of amazing opportunity. We wish to thank all of those who have already 
contributed to our efforts to help bring better treatments to patients. To those who have 
not yet contributed, we ask that you join us. One of the ways in which you can do that is 
through a memorial gift, as a tribute to a loved one. You can read about the specifics of 
a memorial donation as well as other ways to give on page seven of this newsletter. We 
are confident that we are going to bring better health and Innovative medicine to the 
entire world. We have found that such innovative medicine already is being practiced. We 
are committed to confirming the effectiveness of these treatments and letting the world 
know about these remarkable advances in medicine. We are well on our way to doing just 
that. What mission could be more worthwhile and exciting! 

^Berkley Bedell 
Founder and President 

Mr. BedeW is a former Member of 
the United States Congress who 

believes his Lyme disease and 
prostate cancer were aired by 

alternative treatments. 



December 4, 2000 

To: Members of the White House Commission on Complementary and Altemative 
Medicine Policy. 

From: Berkley Bedell 

I appreciate this opportunity to give you my beliefs in regard to the steps that need 
to be taken to bring better health, better medical treatments, and lower costs to our health 
care system. 

Some of you served with me on the advisory committee to the Office of 
Altemative Medicine. The report language establishing that office declared that it was to 
"investigate and validate" altemative treatments for disease. Time after time our 
advisory committee passed resolutions calling upon the Office to conduct what we called 
"Field Trials", where we asked them to go out and conduct scientific trials to "investigate 
and validate" the treatments being administered at altemative medical facilities around 
the world. I believe the Director of the Office of Altemative Medicine was supportive of 
our efforts. Unfortunately the Director and top bureaucracy at NIH would not permit us 
to "investigate and validate" any altemative treatments. 

Three years ago my wife and I decided since the govemment would not 
investigate these treatments we would try to do it ourselves. We formed the National 
Foundation for Altemative Medicine to "investigate and validate" altemative medical 
treatments. We are starting with cancer. We are sending teams with a medical doctor 
on the team to visit altemative cancer clinics and go over their patient records. We are 
finding clinics in Europe administering low cost non-toxic cancer treatments with 
successes that would not be expected at major cancer clinics here in the United States. 
These treatments are based upon a completely different concept of how to treat cancer. 
They treat the whole body, rather than just concentrate all efforts on destmction of the 
tumor. The tragedy is that some of the non-toxic medications used in these treatments 
cannot be administered here in this country because of FDA regulations. 

In most areas of oitr society if one develops a better product the product grows in 
popularity, and the inventor benefits. This is simply not so in medicine in our country. 
It is no secret that employees of the FDA leave their posts to take high paying jobs with 
the Pharmaceutical industry and the conventional medical community. The director of 
NIH that was a party to preventing the Office of Altemative Medicine from 
"investigating and validating" altemative treatments is now President and CEO of 
Memorial Sloan-Kettering Cancer Center. The former Commissioner of FDA is now 
Dean of the Yale Medical School. His deputy Director took a job with a Pharmaceutical 
Company. 



I have a friend who was selling Deprenyl as a supplement. He made the 
mistake of claiming it could help Parkinson's disease, which was tme. He has a wife 
and yoimg son. He has just been sentenced to 13 years in prison. The govemment 
asked that he be sentenced to life. He has not hurt anyone only helped people. 

As you know, I served 12 years in the Congress. Most all of the Members of 
Congress are dedicated to doing what they think is in the best interest of the people. 
Many are fearless in that regard. However, they cannot be completely informed on all 
matters. Like most of our society, they are not aware of the restrictions imposed by oixr 
govemment on anyone who would develop a medication or treatment that might 
challenge conventional medicine and the pharmaceutical industry. 

One of your duties is to make recommendations in regard to health policy. You 
have a unique opportunity. You can take advantage of it, or shrink from it. The public 
is turning more and more to altemative medicine. I plead with you to have the courage 
to recommend passage of The Access to Medical Treatment Act. This act would make it 
possible for these non-toxic treatments to be tried under strictly controlled circumstances. 
You should also recommend that any medical treatment that has been in use in a foreign 
country where there is no evidence of it posing a danger to the patient be permitted to be 
administered here in the United States. It is a crime that our people do not have access to 
the non-toxic treatments we are finding in Europe. 

People all across our land are turning in increasing numbers to altemative 
medicine. You are in a unique position. You can have the courage to make a statement 
that will be heard, or you can shrink from this opportunity and come forth with a 
meaningless statement that mffles no feathers. In the meantime, people in our country 
will continue to die because we are unwilling to open up the system to treatments that are 
being administered in other countries. 

Berkley Bedell 



11/25/00 11:53 FAX 813 973 7002 

UoboObsffvs 

[gjOOl 

Page I oflS 

Corrections and 
Clarific<>lion< 

Tgnroriwd in 
(?dnvonviIle 

If'nit run iiKO .mch dc'nis a: 
ihni v-t fmj.>r h*'. tu-^vd m 
out ttHiJ and \n our Jrink, 
in cur nifrejicrfliU a)}d out 
com/orf J, In our labors oni 
oiif oixuirmtrri. for our 
(eltingi ind our crctdt. at 
llv.: pDopb ofEnglvriJciyi. 
our pgoplf. hk« iham, 'Dual 
iVJM* 10 labor tixreen hours 
in rJi* m«nj>-./o«r. and gw^ 
the tormnp offifUen of 
thvsc lu IIH;novvrnnKHil fur 
their debts oW darly 

.irtti iht: julc-^njii ham^ 
irsiijjicisnt to afford us 
hrtiiid. wt initsi livt. OS \key 
do ntt\.. tyrt OOitncoi utij 
pot'tiofs. have flO finite io 
ihirk, /w Ditarj cf colliny. 

Hoho Observer 
The Idaho Observi-r 
IVO. Box 457 
Spirit Lake, lUuho R.-?S6y EiiKiil, clisjrvcr.'f/ diTii iKi 

Home • CiiTfeiil 

About the Idnho 

Illiisirations 
Some recent articles 
Some older articles 
Wll̂ • we're here 

Our Writers 
Web Servi>m 

Abused in custody: Jay Kimball needs your 
help now 

Sec linkj 4nU cunUct iaformation below. 

By The Idnho Ob«r\er 
http://pralilM!rty.coni/obscrver 

TAMPA- Aflef his October 19. 2000 
conviction for violating U.S. Food and 
Dmg Adjn)ni$tr;iiion (FDA) labclinj; l;i\v5, 
Liquid Dtprcnyl Cilraic (LDC) d<rvclopcr 
Jay Kimball, 60. while in ihc ciiSTOd> of 
the U.S. Mar̂ h;)l'5 SLTS ice. \̂'as 
handcuffed, waist-chained. Icg-ironcd and 
for no iipporcnl reason, transported 150 
miles from ilic Hillsborough Count> Jail 
(HCJ) hero to ths Hcndr?- Couiiiy J.iil in 
L;iBdlc. Kiuiball was reiurned to HCJ 
Ncrt'. 20 with numerous injiuie.*. 

I An HCJ employee reportedly slated Uui 
Ki;i±all mu.?t Iwvc been iransponed in 
error a$. considering his age and the 

1 namrc of Itis convicnon, he sliotild never 
have been scot to Lafielle. LaBclIc is v ruciliry thai has been described'as 3 
deplorable, inliumanc and bactcriji-irfcsicd hell hole. 

Kimball was sentenced by Florida Diiinct Federal Judge Richard Laxiara 
10 seive 13 years for "misbraEding" LDC-a cnnie whjch would ordinarih 
cam a three-year prison sta\' On ooc hand Utc judge said to the proseajtnr?;, 
"you bad thousands of names and phone nxunbcrs. you failed lo produce one 
complaint of hann or loss, to the conlnry I have seen icslimoay and 
received letters about Jtow cood the orodiiCt is. NO HARM DONE " 

http://www.prob"berty.com/ob8i»ver/ 11/24/011 
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-Thontttifijcrson 

Then on Ihc other hand he states ' Mr. KiTnb;UI docs not respect aulhor̂ l̂  
he does not respect the law " 

Lazziin also swlcd Uut Kimball's actions were " AN.ARCH\"' in order to 
justifv icnleucing Kjmball lo sers'e more than four tines federal semeneijg 
giudelincs for siich a crime 

Tliougli tlie FDA has been persecuting KimbaU siiKt LDC became 
available to Mcttms of degencrativ c diseases such as Parktnsoit's m 1990. 
the federal agencj' admits that there lias never been one consumer 
complaint or even one reported adverse reaction otiributable to LDC To tJie 
contrary, the ccun und ilic FDA lu\-c been provided ivitJi Uie results of 
3.000 ciimcal aise smdies condurted b\ the University of Toronto wluch 
proved the product's safety and cincacw The court wai also pro\tded 
hundreds of letters from LDC users who hâ  c hed their quality of life 
rewmed lo them witli the help ofthc naiunil miuiuve plant product demed 
from the ephedni plant 

After Lazzjra arbitrnrily passed scitteace on KinVyall based primarily OTI his 
defiance of non-scicnu'ftc federal autborny, U S. inarshals took custody of 
the 60-ycar-old man andjusti3ed funher abuse with a false charging rcpon 
produced by die Hillsborouah Couniy Sheriffs Department 

T'hc teport, wluch follows Kimoall through il'f "jusuce" system suited :is cf 
11 /20/00 that KiinbaJl liad been convicted in federal court for 
mauulaccuring disiribiiting. dispeiiiing and possessing cocaine. 

The speedometer iu tlte transport \'ar containing SL\ inaJe and two female 
prisoners with no sc;n belts m die vcluclc c\c;pl foi I'lC inurshals. 
reportedly reached 100 mph as it careened througli traffic cu route to 
LaBelle. KimbaJl M^S catapulied out oTliis scat fwo tiinos and suffered 
injuries lo his shoulder for which he denied medical ancntion when he 
amved ai tlic LaBcllc facility He also lost his voice and c>qx;ncuccd 
diiliculty breatliing but was not allowed to see ;t doctor the cotire time lie 
was behind bars in LaBclle. 

U S. NlaJSltal Vasquci, one of the transpon dcpuiics reportedly subjected 
Kimball lo a five-minule slrciim of eMrciiicly profane verbal abuse in front 
of LaBclle otDcials iinnicdiately prior to K^mbnll's rclum inp lo Tampa 
During tlie return trip Vasquĉ  caused liuinbail lo fall again and injund liii 
tailbone. KiinbaU did receive proper mcdicil aucniion ipoa liis rcfurn to 
KCJ. 

Robin Hill of Uie U S. Marshal's Sen ice office in Tampn refuses to 
coiiuncm on her agency 's ucamicnt of Kimball biil site did sec to u tlut the 
charging report was changed The report, which is available on-line at 

htrD.//\nvvy,hqs<).tAinpa.Jl u.s/pub/defaalt c:SD''/oiilii)̂ 'qdi5p/BN=000<'i4442 

lias been changed to reflect a conMcUon for llie lUanuTaciure, distribution 
and possession of "syntlxsii^d narcotics" - \s Inch is also false as Kiniball 
was not convicted of thai cnmc jind LDC is noi a synibcsizcd narcotic 

The U S Marshal 's Service is apparently lus is lcnl upon Lncorrcrcily 

ideni i iy ' ing the nature c f K i m b a l l ' s cou\ ' icuor «o thai hardened prison 

httpi/Avww.prolibetty.con/obsovef/ 11/24/CO 
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offiCTals who only knw Kimball by wliat tlie "oITiclal" report tells them will 
Ireal him in tlw worst possible manner. In tlic court of common sense, 
Kimball was convicted in federal court for helping people to overcome 
degenerative disease withoul federal approval Since his conviction for 
having tlic courage to continue helping people regardless of his ow-n safety, 
he has been physically and mentally tormented by a pnson system that 
believes hiinio be a comicwd drug manuliacturer/dealer. 

Attached for your coasideratioo arc two articles written over a year ago. 
Tliey serve as an accurate ON'crview of a decade of events lhat led to 
Kimball's federal convictioa 

Please help us to stop tlie cruel and unusual abuse of Jay Kimball. The 
names antl numbers provided below should hear about this. Call them, Wc 
need to flood ilicsc people, particularly die politicians, with phone calls so 
that Ihey understand Kinoball is not alone. For more infonnation or 
verification of this cxaiuple of how. the federal govcmmcm really \iews its 
citizens, call Don Haikms of Tlic Idaho Observer at: (208) 235-2.>07. 
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Love Is Good 
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M e d i c i n e 
ie?NFAM 'has now visited 57 clinics in 16 countries and at this jiincture we are 

Jbegirmmg to; develop a composite picture of some of the ways m which can-
i4( cert̂ atients are treated differently in other coimtries. We will address a 

number of those differences m coming issues. As an appropriate starting point, 
\ ^ this issue takes a look at love It dawned on us as we took earlier looks at fea-
!tef.sr/s{$:itured!clinics"suGh as Park Kluuk JUIULS Hackethal and The Hufeland Klinik for 
I' * " Hohsticlirununotherapy that love IS a conscious element m the hoUstic approach 
* , " taken at these hospitals Love for the patient as medicuie is likely difficult to sci-
v̂î  J ^< '̂'entifically/iuantLfy, yet such love is very much a part of the more compeUing 
<t " ̂  alternative clinical practices we have been investigating. 

i lilt ^ i 

In' this :edition-of Alternative Perspectives, we look at the Neue Wicker Kliniken 
1 m Bad Nauheun, Germany. There are a number of special things about Wicker 

Chiuc that we foimd Yet, what struck us as most compelling was the msis-
^tente;of«the-foimder, Wemer,i.WiUielm Wicker, to speak of love for the patient 
I asfaiprunary^mgredient mihis clinic's offerings. 

Hen̂ ^Mcker.GorisiderSithat.thê Kew^̂ Gl̂  the future of cancer and 
• heart disease-teeatment and hkewise the treatment of other very serious 
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