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Overview 

1. Health Proinotion vs. Disease Prevention and Treatment. The acute care model is 
not effective for chronic illness. 

2. Nutritional [ntelligence is a key element of health creation. 
3. What are the educational, research and public policy imperatives that derive froin 

this necessary shift from a disease focused health care system to a health-based 
model? 

The Nature of Health Promotion vs. Disease Prevention and Treatment 

Consider this for a moment. How many of us were born with an operating iTianual 
strapped to our thigh, an instruction book for the care and well being of our bodies and 
souls? How many of us know what will make our bodies function optimally, what will 
give us energy, vitality and longevity? How many of us know what will make us thrive 
based on our gender, race or age? How many of us truly know what elements of our 
behavior, habits, diet, exercise, social relationships or spiritual beliefs impede or support 
our health? 

The attainment of this knowledge for each individual is the promise of the revolution in 
medicine. The revolution spreads through the halls of the laboratory, the hospital wards, 
the clinic and a new generation of health centers and health resorts. In the pages of our 
medical journals a new story is being told. The body is one wholly functioning organism. 
To thrive it must receive the basic elements that give life - essential amino acids, 
essential fatty acids, specific carbohydrates, fiber, vitamins, minerals, accessory or 
conditionally essential nutrients, physical and intellectual activity, air, water, light, love, 
touch and rhythm. Those things that impede our vitality must be identified - anti-
nutrients (trans fats, refined sugars, unnecessary food additives, hormones, antibiotic and 
petrochemical and endocrine disrupting residues in our food supply), inactivity, excessive 
stress, environmental toxins, infections, isolation, lack of community and more. 
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revolution, the consumer demand for a new kind of care, and over burdened physicians 
must give way lo a new road map, a compass for navigating the task ahead of us. 

My perspective emerges from five years of intensive work and study, testing and 
treatment within a unique setting — a health resort. It is a place where people come lo 
promote health and wellness, to work with over 60 health care practitioners - doctors, 
nurses, nutritionists, exercise physiologists, physical therapists, behavioral therapists, 
movement therapists, practitioners of homeopathy, traditional Chinese medicine and 
Aryuveda. Those practitioners interface with hundreds of massage therapists, yoga 
teachers, qi gong and tai qi teachers, fitness trainers and others. Over 50,000 people per 
year come through our doors to seek what should be available to a larger population. 
One quarter of Americans now seek treatment at spas. This is a consumer driven 
revolution. 

Three forces of change in our healthcare system were identified in Price Waterhouse 
Coopers Report Healthcast: 2010. The first force is the consumer driven shift in demand 
for a new type of health care and health care delivery system. The second force is the 
electronic spread of health information and the third is the revolution in genomics and 
biotechnology that will shift the healthcare system from cure to prevention. 

How must we deal with the human and economic burden of nearly 100 million 
chronically ill people when our health care system is focused on the acutely ill? A recent 
JAMA article reviewed the status of US Health. "Of 13 countries in a recent comparison, 
the United States ranks an average of 12"' (second from the bottom) for 16 available 
health indicators." The application of an acute care model to chronic illness creates an 
enormous burden of suffering (accounting for 225,000 deaths per year or the third leading 
cause of death after heart disease and cancer) and an economic disaster of $77 billion in 
extra costs from the adverse effects of outpatient care alone. (JAMA, 2000;284). We are 
must ask why. We must shift from simply treating di.sease, to defining, measuring and 
creating health. (JAMA, 1999;281:1030-1033). We in fact must shift away from the 
transitional distinctions between complementary, alternative and allopathic medicine to 
just plain good patient-centered medicine. As William Osier instructed us, "it is more 
important to know the person who has the disease, than the disease that the person has." 

EO Wilson, the Harvard sociobiologist, describes a new ground for the evolution of 
human knowledge based on "Consilience: The Unity of Knowledge". He outlines the 
progress from reductionism to synthesis in all disciplines, from the sciences to the 
humanities. Emerging from the advances in molecular biology, nutritional biochemistry, 
genomics and proteomics is a new vision - it is the body's little instruction book. It 
defines health, not disease. A model based on health will supplant the model of health 
care based on diseases. 
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Nutritional Intelligence 
Optimizing Functioning/Fitting into your Genes 

Our public policy and government regulations must reflect "Nutritional Intelligence", a 
concept that has grown from our work at Canyon Ranch and was given birth by Kathie 
Swift, our nutrition director. 

A local Berkshire educational center, a local school for children who are wards of the 
state has a clear written nutrition policy. Children less than 12 can have a cheeseburger, 
small fries and a small coke, and children over 12 can have two cheeseburgers, a large 
fries and a large coke. We wouldn't feed French fries to our dog. Why do we feed them 
to our children? The top two vegetables eaten by children are French fries and ketchup. 

The USDA reported that the top nine foods eaten by Americans are: 

1. Whole cow's milk 
2. 2% milk 
3. Processed American Cheese 
4. White bread 
5. White flour 
6. White rolls 
7. Refined sugar 
8. Colas 
9. Ground beef 

Nutrition is a key foundation for health creation. Conversely, over consumptive under 
nutrition can cau.se severe disturbances to our health and accounts for the most of the 
morbidity and mortality in this country. Food must no longer be seen as simply calories 
to fuel the body, but information and instiuctions for the body to achieve health or to 
promote imbalance and disease. The genomic revolution is converging with the advances 
in nutrition to disclose the power of nutrient gene interactions. The Pima Indians of 
Arizona, extensively researched by the NIH, illustrate the power of nutrient-gene 
interactions in determining health. In one generation they have been transformed from a 
fit, vibrant, adapted community of desert dwellers to one of the most obese populations 
on the planet with a rate of diabetes of nearly 80% and a life expectancy of 46. Shifts 
away from essential fatty acid consumption toward trans fats, and the abundance of 
refined sugars and a cessation of their physically active life produced the gene expression 
phenotype of insulin resistance. Nutrition - amino acids, peptides, essential fatty acids, 
fiber rich carbohydrates, phytonutrients dense foods, vitamins, mineral and accessory 
nutrients - play a critical role in cell signal regulation, enzyme function, gene 
transcription, and post-translational modification of gene products — all critical steps in 
creating the dynamic balance of physiology and biochemistry that support health. 

From the small microcosm of our health care center, I have witnes.sed the power of 
nutrition to reverse diabetes, create sustainable weight loss, arrest or relieve chronic 
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inflammatory diseases including, arthritis, chronic allergy, sinusitis, eczema, food allergy 
and recurrent infections, reverse lipid disorders, improve cognitive function, relieve 
depression and anxiety, improve hormonal chaos experienced by women as PMS and 
menopausal symptoms, end decades of bowel dysfunction from IBS, and dramatically 
improve fibromyalgia and chronic fatigue. Even in the ab.sence of di.sease nutrition has 
the power to improve vitality, function, energy and longevity when combined with 
improvements in lifestyle. 

Implications for Healthcare Policy and Public Health: 
The Obstacles and the Imperatives 

The Ob.stacles 

What are the political, personal, economic and social obstacles to implement the 
scientific advances of the last half-century connecting nutrition and health? Just as 
Eisenhower in his final days implored, "beware the military industrial complex", I 
suggest that the "medical-industrial complex" dangerously impacts our health. It is a 
loosely defined force of commercial food producers, fast Ibod purveyors, pharmaceutical 
corporations, health care institutions and the media that unwittingly (or perhaps 
consciously), contribute to hundreds of thousands of premature deaths and billion's of 
dollars of preventable health care expendilutes. Dr. Willet "estimates conservatively that 
30,000 premature deaths per year in the United States are attributable to consumption of 
trans fatty acids. Because there are no known nutritional benefits of trans fatty acids and 
clear adverse metabolic consequences exist, prudent public policy would dictate that their 
consumption be minimized and that information on trans fatty acid content of foods be 
available to consumers." Am J Clin Nutr 1997;66(suppl): 1006S-10S. The obesity and 
diabetes epidemic is perfectly correlated to the increased consumption of refined sugars 
that are freely available. The average boy has 36 teaspoons of sugar per day, the average 
girl 24. The average American consumes half a pound of sugar per day, or 150 pounds 
per year. The science exists to support labeling our food supply with health warnings, 
just as we label cigarettes. The economic forces impeding the clear How of knowledge 
and science are larger than the tobacco lobby. 

In addition to the "medical-industrial complex", a natural resistance to change exists 
within the medical community. An entire shift in medical education, practice and belief 
is needed to shift from a disease based model, to a health based model, from the 
pharmacologic management of disease to methods that uncover the underlying cause of 
illness and support the body's optimal function and enhance the healing system. How do 
we encourage practitioners to implement advances in science such as nutritional 
modulation of cytokines? A recent review in the New England Journal of Medicine 
highlighted key elements of this approach. The strategy of creating cytokine balance 
emphasized preventing gut derived endotoxemia, inhibiting TNF alpha activity, 
inhibiting inllammation, decreasing the production of reactive oxygen species; reduction 
of liver lipids and improving insulin sensitivity supported the u.se of "probiolics", herbs, 
vitamins, "prodrugs" to boost glutathione. (NEJM 2000: 343; 1467-1476) The food we 
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eat, the substances we ingest, and the phytonutrients and other "pro" substances available 
to the practitioner today can affect these processes and are supported by peer-reviewed 
research. There are 500,000 references in the NIH database on dietary supplements. The 
science of medicine must become the practice of medicine, what we know must become 
what we do. 

The limitations of randomized controlled trials to answer the questions posed by chronic 
illness have recently come to the forefront. (NEJM). We cannot create a patient centered 
research agenda as long we focus solely on disease. We must look collectively at the 
strategies for measuring, and creating new tools to measure the deviations from health, 
the imbalances and disturbances in physiological and molecular function, and the 
distortions of cell signaling that precede clinical illness. The single drug, single disease 
model does not speak to the complexity of biologic function that creates health. 

We must consider "prodrugs" rather than "anti-drugs" and study how they can be used to 
restore normal function in the key systems of the body. For example, insulin sensitivity 
can be modified by the new class of daigs, the thiozolidinediones, that act on a nuclear 
receptor (PPAR alpha and gamma) and affect gene transcription. Insulin sensitivity can 
instead be regulated by nutritional modulation. Trans fatty acids act as analog inhibitors 
of PPAR, while conjugated linoleic acid (CLA) and the omega three fatty acids EPA and 
DHA as well as antioxidants act as PPAR agonists. Cell membrane physiology and 
insulin receptor conformation is also directly affected by the essential fatty acids that 
form the phoshoplipid cell membrane, as well as specific nutrients including vitamin E, 
alpha lipoic acid and vanadium. Creatine increa,ses GLUT4 receptors and improves 
glucose metabolism. Dietary fiber and slowly digested stiu"ches modulate intestinal 
glucose uptake and reduce peripheral insulin production. Strength training and aerobic 
conditioning also improve insulin sensitivity. From this brief and incomplete description 
of the effect of diet, exercise, nutrients, essential fatty acids and "prodrugs", it is clear 
that globally enhancing function can be collectively more potent pharmacologic therapy. 
It is estimated that 50% of hypertensive patients have insulin resistance as the causative 
factor. Certain classes of anti-hypertensives (beta- blockers) actually exacerbate the 
underlying pathology while lowering blood pressure (NEJM). The impediments to 
integration of this model in health care delivery include insufficient or inappropriate 
allocation of resources for education of practitioners and the public. Compounding this 
lack of education is the frequent misrepresentation or misinterpretation of medical 
information by the media and the influence of marketing by the pharmaceutical and food 
industries. (NEJM) 

Implications for Healthcare Policy 

Educution of Practitioners 
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New and innovative strategies must be developed that grow from a cohesive 
understanding of health, from a synthesis born from many disciplines and fields 
integrated into a fuller understanding of optimal functioning. The goal of these strategies 
must be to equip the practitioner, the patient and the media with accurate and clear 
knowledge of how to care for the human body, how to enhance the web of life to 
maximize health and vitality. 

The educational imperatives before us include the development of a focused medical 
school and postgraduate curriculum on nutritional and lifestyle management of chronic 
illness and the creation of health. This must include the principles forming a new 
theoretical foundation for medical care outlined in the paper by Dr. Jeffrey Bland. These 
emerging principles include 1) biochemical individuality based on genetic and 
environmental uniqueness or functional genomics, 2) a patient-centered versus disease 
centered model, 3) an understanding of the dynamic interaction between the internal and 
external environment, 4) the complex relationships and connections among physiologic 
factors and 5) health as positive vitality, not merely the ab.sence of disease. 

Specific modules are needed on intake and assessment from a patient centered 
perspective to elucidate the antecedents, triggers, mediators and effects of illness. The 
teaching modules must include new laboratory diagnostic and functional measurements 
of health and imbalance focused on early intervention, non-pharmacological management 
of illness, use of pro-therapies including nutrition, dietary supplements, herbal therapies, 
exercise, stress management and environmental therapies. These educational 
imperatives must filter down to all the allied health professions to prevent a patchwork 
quilt of complementary therapies that have no cohesive framework for practice. 

Education of Children 

Three of the most important things in life we do not learn in school: the care of our 
children, and relationships, the care of our finances, and the care of our bodies. Public 
schools provide the foundation for future life skills - this should include the way to 
properly feed, nourish and enhance the body and the mind throughout life, how to prevent 
future illness that we now know begins in childhood such as heart disease, cancer and 
osteoporosis. Schools can give the children we entrust to them the operating manual for 
their bodies. 

Education of the Public 

Public health campaigns are required to highlight "Nutritional Intelligence" and to dispel 
myths and misconceptions about nutrition and health. Use of the media, television, 
Internet, the enrollment of modern sports and entertainment icons in the task of public 
education is crucial. We grew up believing that eggs cause heart disease, milk is nature's 
perfect food, and margarine is better than butter. How long did it take for the government 
to recognize the dangers of smoking and adequately label cigarettes? Perhaps the bag of 
potato chips, or a dish of French fries, or a can of cola should have a warning label: "this 
product contains trans fats and sugars that can cau.se obesity, coronary artery disease, 
cancer and premature death." How many decades was it clear that folate was critical to 
prevent heart disease, neural tube defects and cancer before public policy mandated its 
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addition to our food supply? How many people even today know that folate from food is 
not absorbed as well as from supplements, or even how much or why they should take 
extra folate? How long must we wait to synthesize, and deliver the science of health, the 
operating manual to the public? How many billions of dollars must be spent 
unnecessarily, and how many lives lo.st before we act in concert as a scientific 
community and government? 

Research Imperatives 

Research must be focused on asking the right questions, independent of economic gain. 
Allocation of resources to identify cost-effective therapies, global management strategies 
for chronic health conditions, new systems of health care delivery and outcome-based 
research are essential to advance knowledge that grows from basic principles. New and 
innovative nutritional and lifestyle approaches, such as the model developed by Dr. 
Ornish for heart disease reversal must be applied to other chronic illnesses and studied. 

Think tanks and policy centers of clinicians and scientists and policy makers must be 
convened and funded to synthesize the plethora of data on health, nutrition and lifestyle 
implications for creating a healthy population. There is often an enormous chasm 
between information and knowledge. It is tinie to bring together experts from different 
fields, from the laboratory and the clinic to create clearer distinctions and a new synthesis 
that will be the body's little instruction book. 

New Models of Health Care Delivery 

The days of Norman Rockwell's America have passed. The old doctor patient office visit 
is today an apparition of what it once was, and though the form remains, it cannot contain 
the exigencies of today's medical and economic realities. We must explore, define and 
create new models of health care delivery. These might include group patient visits 
where physicians can educate 20 people for one hour with common problems, teach self-
care, nutrition and provide the tools necessary to reduce dependence on the health care 
system and pharmacologic treatment of illness. New forms of health centers are 
emerging such as the Continuum Center for Health and Healing in New York that may 
serve as model for integrated care. Support for local centers for fitness, nutrition 
education, cooking and self-care can be provided. Research proven methods for lifestyle 
modification and education can be employed within existing health care institutions. 
Reimbursement based on disea.se or ICD-9 and CPT coding must be revised to reflect the 
cost savings of a shift from acute or terminal care to early assessment and intervention in 
the prevention of chronic disease, the enhancement of function and the creation of 
optimal health. 

Health resorts or "spas" can become a resource for education, health promotion and 
wellness. The European model of government funded six-week visits to health resorts 
should give us pause, and help us conceive a new type of "healthy vacation" where one is 
restored, renewed and given the tools to care for the body and mind. 

The future of medicine lies in defining, measuring and creating health in individuals and 
populations, in providing each of us the operating manual for a healthy life. We have an 
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unparalleled opportunity to shift our health care system from one based on disease to one 
based on health and open the door to a new era in medicine. 

Mark A. Hyman M.D. 
Medical Director 
Canyon Ranch Health Resort 
March 27, 2001 
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The doctors of the future will prescribe no medicine, but will interest their patients in 
diet, the care of the human frame, and the cause and prevention of disease. 

Thomas Edison 

Reductionism is the primary and essential activity of science. Also crucial are synthesis 
and integration, tempered by philosophical rellection on significance and value...To make 
any progress [researchers] must meditate on the hidden design and forces of the networks 
of causation." 

E.G. Wilson, Consilience: The Unity of Knowledfie 

The science of medicine is perhaps the most frequently cited case of increasing 
specialization seeming to follow inevitably from increasing knowledge, as new cures and 
better treatments for many disea.ses are discovered. But as medical biochemical research 
comes up with deeper explanations ofdisea.se processes (and healthy processes) in the 
body, understanding is also on the increase. More general concepts are replacing more 
specific ones as common, underlying molecular mechanisms are found for dissimilar 
di.seases in different parts of the body. Once a di.sease can be understood as fitting into a 
general framework, the role of the specialist diminishes. Physicians.. .may be able to 
apply a general theory to work out the required treatment, and expect it to be effective 
even if it has never been u.sed before. 

David Deutch, Ph.D, The Fabric of Reality 

...the International Epidemiological Association and the WHO describes two aspects of 
health: health balance and health potential. Measuring progress in the third public health 
revolution entails going beyond counting diseases, their indicators, and risk factors. It 
requires delineating and measuring health in individuals Individuals can aim for more 
than freedom from those physical and mental disturbances that are listed in the disease 
nomenclature. With equal emphasis, the energy and reserves of health that permit a 
buoyant life, full of zest and the eager ability to meet life's challenges, should be sought. 

Mark A. Hyman M.D. Page 8 
Medical Director, Canyon Ranch 
Nutrition, CAM and Wellne.ss: Optimizing Function 



From Disease Prevention to Health Promotion: JAMA, 1999;281:1030-1033 

This global progress [in medicine] also has allowed more detailed study of the link 
between basic molecular defects and functional disturbance of proces.ses in cells, organs, 
and the organism, the so-called "genotype-phenotype conelation". These correlations are 
often very elusive owing to the many steps in the cascade between cau.se and effect in the 
cell and the complex interactions between multiple genes and environmental factors.... 

The combination of large-scale gene-expression analysis with pharmacological and 
nutritional studies will ultimately allow the stratification of individuals by their 
genetically determined abilities for drug and nutrient metabolism. Tailor-made treatments 
and lifestyle regimens will improve the effectiveness of therapies and reduce side effects. 
This will apply equally to monogenic disease and more complex gene-environment 
interaction disorders, like cardiovascular disease, cancer, hypertension, arthritis, 
migraine, epilepsy, Parkinson's disease, and Alzheimer's disease. 

GJB van Ommen, The Human Genome Project and the Future of Diagnostics, 
Treatment and Prevention, Lancet 1999; 354:5-10 
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NUTRITIONAL 
INTELUGENa 

CANYON 
RANCH. 
HEALTH RESORTS 
TUCSON-AZ-LENOX-MA 
www.canyonranch.com 

It is the Canyon Ranch philosphy that integrates practical food and nutrition 
knowledge with an understanding of yourself. Developing your nutritional 
intelligence can lead to long-term eating strategies that work for you. 

GUIDING PRINCIPLES OF 
NUTRITIONAL INTELLIGENCE ' 
Honor your individuality 
Your nutritional needs are your own. Many factors influence nutrient 
requirements - genetics, health and medical historŷ  eating preferences, 
lifestyle and more. Your eating experiences are closely connected with" 
your natural ability to make food choices that reflect your uniqueness. 

Erijoy the sensual and social aspects of eating 
Maximize your-enjoyment of food by indulging your preferences for 
flavor and texture, and by treasuring the social pleasures of the table. 
Include pleasant conversation and create meaningful mealtime rituals. 
Eating shoiild be a joyful experience that engages your physical and 
emotional senses. A meal with family or friends nourishes both body 
and spirit. 

A balanced approach 

to eating energizes 

the body, stimulates 

the rhind and 

enriches the spirit. 

Consider the balance of your meals 
Choose a variety of foods, including generous amounts of vegetables 
and fruits, moderate amounts of protein-rich foods and whole grains, 
and small amounts of healthy fats and oils. A balanced approach to 
eating energizes the body, stimulates the mind and enriches the spirit. 

Eat to gently satisfy your appeti'te 
Establish a pattem of eating regulariy throughout the day to avoid 
extreme hunger. Learn to moderate your portions by eating with 
awareness and attention to your physical appetite. -

Focus on clean and wholesome footd 
Choose fresh, seasonal vegetables and fruits, and foods free-from 
preservatives, odditives, hormones, antibiotics and other unnecessary 
chemicals.. Shop for natural foods and discover great tastes and the 
rewards of supporting a cleaner and safer environment. 

?-.ri ^ 



HOW TO EAT INTELLIGENTLY 

S Begin by assessing personal needs or goals 
Consult with a nutritionist to identify your nutritional needs. A 
nutritionist can guide you toward the diet that is best for you, derive 
nutritional meaning from lab tests,, and evaluate types and amounts 
of supplements that may be important. A nutrition counselor will 
work with you to develop your healthiest relationship with food. 

M Establish a pattern of eating regularly 
Nourish your body by eating regulariy throughout the day to avoid 
extreme hunger. Try to eat every three to five hours. Work toward 
a pattern of breakfast, lunch and dinner with an afternoon snack, 
if necessary - especially if there is a long time between lunch and 
dinner. It's easy to forget to eat during a busy day, but regular meals 
may help you cope better with a demanding schedule. 

19 Be mindful of portion sizes 
Enjoy generous amounts of vegetables, and choose moderate portions 
of protein-rich food, starches, side dishes and fruit. Leam to stop 
eating when your hunger is satisfied, and work on distinguishing 
between physical hunger and other reasons for eating such as stress, 
anxiety, boredom and emotional hunger. Develop strategies for 
eating out.- shore enfrees or order a salad arid appetizer. Remember, 
you're more likely to be satisfied with reasonable portions if you 
don't let yourself become ravenously hungry between meals. 

Eat 8 to 10 servings of vegetables and fruit daily 
These foods have the most power to prevent disease. Make 
major improvements in your diet by finding at least three new 
ways to conveniently add vegetables and fruit to your daily routine. 
Consider adding fruit to your breakfast, enjoy a medium-tp-large 
salad once a day, be sure that each meal includes vegetables 
and/or ftaiit, and always include ftnit or vegetables in your afternoon 
snack. Finally, choose organic produce whenever possible to minimize 
pesticide exposure. 

Emphasize whole grains 
Whole grains provide fiber and help stabilize blood sugar levels for 
several hours after eating. Other great carbohydrate sources include 
beans, sweet potatoes, and pasta cooked al dente. Try hummus and 
other bean spreads, lentil and pea soups, and vegetarian chili. Leam 
how to. prepare whole grains like quinoa, bariey, and brown and 
void rice. 

Eat 8 to 10 serim^s oj 



The t/pe of fat you 

consume may have 

more impact on 

your health than 

the amount. 

Focus on healthy fats and oils 
Fat is an essential part of a healthy diet. Canyon Ranch recommends a 
range of 20 to 30 percent of calories from fat for most people, and an 
emphasis on those fats with a positive impact on health. In the last few 
decades we've learned a great deal about dietary fat, and many people 
have become ftiistrated by seemingly conflicting information. The latest 
word? The type of fat you consume may have more impact on your 

. health than the amount. 

- Emphasize monounsaturated fats found in extra virgin 
olive oil, canolo oil, avocado, olives and nuts. Dress your 
salads lightiy with an olive oil vinaigrette, using a delicious-
variety of vinegars or citrus juices. Saute vegetables in olive 
oil and gariic. Eat small amounts of nuts each day and add 
avocado slices to sandwiches and salads. 

- Include a daily source of omega-3 fat in your diet. 
Omega-3 fats protect against heart attack and reduce 
inflammation. They're abundant in oily, deep-water fish, and 
in nuts and seeds. You can get more omega-3 fat by adding 
freshly ground flax seeds to breads and muffins you bake at 
home, and by using fresh walnuts or pumpkin seeds on salads, 
in sauces or as snacks. Try eggs that contain higher amounts 
of omega-3 fat in the yolk, and enjoy fish - especially deep-
water varieties such as salriion and sardines - several times 
a week. 

- Avoid trans-fat (hydrogenated oils). We now know that 
frans-fat is as unhealthful as saturated fat from animals. 
Avoid using regular margarine as a spread or shortening 
when cooking; emphasize fats that are liquid at room 
temperature instead. When you shop for baked or packaged 
goods, be on the lookout for hydrogenated or partially 
hydrogenated oils in the list of ingredients. If you see 
"hydrogenated" on the label, make another choice: Create 
consumer demand for healthier products in the supermarket. 
Also, keep in mind that many fast foods - especially those 
that are fried - are loaded with frans-fat. 

' - Minimize saturated fat. Choose low-fat or fat-free dairy 
products like milk, yogurt and fraditional low fat cheeses such . 
as feta, chevre and part-skim mozzarella. Choose skinless 
chicken breasts and the leanest, best-trimmed cuts of red meat. 
Limit your consumption of foods made with butter and aeam, 
and reduce your use of butter and full-fa^ cream cheese-as 
spreads. Experiment with substitutes for full-fat dairy 

, products in recipes. 

(continued on back) 



Balance meals with some protein-rich food 
Include a protein-rich food with each meal to help confrol hunger and 
cravings, and stabilize energy levels. Our favorite sources of protein are 
beans, soy foods and fish, but there are many other plant and animal 
foods that can satisfy your protein needs. Don't overlook nut butters, 
low-fat or nonfat yogurt and cheeses, eggs and poultry. 

Limit sugar in your diet and avoid artificial sweeteners 
Savor the natural sweetness of whole foods such as fresh fruits, 
vegetables and nuts. If you must sweeten, go natural with small 
amounts of maple syrup, honey, brown rice syrup or natural sugar. 
Choose fruit for dessert, and stir fresh ftiiit or all-ftiiit preserves into 
plain yogurt for a quick breakfast or snack. You can also "sweeten" 
foods with cinnamon, vanilla and freshly.grated nutmeg. Read labels 
to identify foods that are sweetened artificially, which inflates the desire 
for exfreme sweetness. 

Be sensible about salt 
Gradually cut down on salt while pampering your palate with. 
delectable, healing herbs and spices. These additions enhance the 
flavor of food while gently working their restorative magic. Rosemary 
is calming; cinnamon warms; ginger and chiles add pizzazz. Salt is also 
a flavor enhancer, but using it in moderation enhances your health. 

Drink plenty of clean water every day 
Your body is approximately 60 percent water. Because water is 
continuously used in neariy every life process, it's crucial to keep 
replenishing the supply. Proper hydration is also iinportant for energy 
and hunger management - eight large glasses a day is a good rule. 
Make water your beverage of choice. Install a water cooler in your 
home or office, and use a beautiful, large tumbler as your glass. Add ice 
if you like, and a slice of lemon or lime to jazz up the flavor of nature's 
best beverage. - , 
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jy ':V e^ ĵjlQht̂ ^cele^ r^vcfK 

\ 

REFRESHING WATER 
.t< \ -plain or fldybred̂ ŷ̂  lemph dr lime /q^ 
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Clinton Presidential Records 
Digital Records Marker 

This is not a presidential record. Tliis is used as an administrative 
marker by the William J. Clinton Presidential Library Staff. 

This marker identifies the place of a tabbed divider. Given our 
digitization capabilities, we are sometimes unable to adequately 

scan such dividers. The title from the original document is 
indicated below. 
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Mission 

The mission of the National Wellness Institute is to serve the 
professionals and organizations that promote optimal health 
and wellness in individuals and communities. 

We accomplish this mission by: 

(2)Providing professional education 
<2)Furnishing information and resources 
® Developing and distributing wellness-related products and 

services 
(2)Providing national and international leadership 
(X)Promoting the adoption of a community-wide culture of 

wellness in all communities 
(X) Providing specific national spokespersons for key aspects 

of wellness 
Locating partners to promote the wellness message 

Our perspective is global and futuristic. We are committed 
to the promotion of optimal well-being and operate from the 
following six-dimensional model. 

.SIX DIMENSIONS OF WIFLLNESS 
'R» ' x;;il:j:. M a I '>'"> 
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Vision Statement 

The vision of the National Wellness Institute, Inc. is to 
promote (1) the understanding of the dynamic factors that 
contribute to health and well-being as they emerge through 
research and practice, and (2) the sharing and development 
of strategies to positively influence those factors that 
support a worldwide population with healthy, balanced 
lifestyles. 

To promote the understanding of the dynamic factors that 
contribute to health and well-being as they emerge through 
research and practice, the National Wellness Institute will 
provide educational programs and materials that 
demonstrate the: 

(^Opportunities and challenges provided by the exponential 
growth of technological advances. 

©Socio-economic, family, and cultural forces that shape 
the behaviors, attitudes, and beliefs that influence 
lifestyles. 

'©Importance of the interconnectedness of not only the 
body, mind, and spirit, but of the individual with their 
family, community, and environment. 

©Differences among people and validate the strength 
found in this diversity. 

©Emerging research in mind/body/spirit and the 
applications for providers. 

To promote the sharing and development of strategies that 
have the ability to positively influence the dynamic factors 
that support a worldwide population with healthy, balanced 
lifestyles the National Wellness Institute will: 

hi tp://vv WW.national well ness.org/vision.htm 3/19/2001 
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Ask i) Oni-:slion 

©Provide training on effective methods to encourage 
individuals to take responsibility for their health and 
well-being within the support network of their medical, 
social, and educational systems. 

©Provide certificated training programs for professionals in 
the areas of health behavior specialists, social health 
behavior specialists, online wellness specialists, and 
family wellness systems specialists. 

©Create and distribute a family wellness system complete 
with resources for professional and lay use to enhance 
the health and well-being of families. 

©Facilitate learning and networking opportunities for 
professionals in health care, service and industry, 
government agencies, educational institutions, 
communities, and private consultants that will enable 
them to engage in interdisciplinary, cooperative, and 
creative initiatives. 

©Educate health care professionals on the 
interconnectedness of the mind, body, and spirit. 

©Assist personnel in the health care field with the 
integration of the art and the science of healing. By 
including the power of supportive relationships and 
nurturing of the spirit along with technology, research, 
and treatment we can create effective and balanced 
health care practices. 

All material © Copyright 2000 by the National Wellness Institute - All rights reserved. 
llWI(-NaLion,ilVVcllncss.ory (715) 342-2969 Fax (715) 342-2979 

Last modified; Friday January 19, 2001 

http://www.nalionalwellness.org/vision.htm 3/19/2001 
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T h e Wellness 
Department at the 
University of 
Denver is 
committed to 
incorporating 
wellness and self-
responsibility into 
the culture of 
higher education. 
Academically, our mission is to provide information about 
courses in which students can learn, experience, and live the 
modern concepts of wellness. There are many classes on 
campus that embody these concepts; therefore, we act as a 
resource to identify those courses. The department's 
philosophy is to promote the education of the whole person 
(emotional, social, intellectual, physical, spiritual, and 
community). 

Course Listings 

Philosophy of Wellness 

3 quarter class, 2 credit hours per quarter for a total of 6 credit 
hours. Each quarter focuses on some of the six elements of 
wellness (i.e. students may study spiritual and physical wellness in 
Fall, followed by emotional and community wellness in Winter, 
etc.) Students delve into the inner-workings of the self—from 
physiology lo spirituality. Classes may include the study of 
relaxation techniques, human diversity, or basic nutrition. 
Readings are assigned during the quarter, and a fmal paper or 
project is required. The class is open to all students, regardless of 
major or minor. All three quarters are required for liie Wellness 
Minor (see below). 

http://vvww.du.edu/welliies.s/academics.htm 3/19/2001 



University of Denver - Wellness Department: Academics Page 2 of 2 

For more information, contact Kristin Ream, Student Wellness 
Program Director at 303.871.3834. 

THP WELLNESS MINOR 

• The minor promotes exploration of the mind, body and spirit 
through study of the six components of Wellness: emotional, 
social, intellectual, physical, spiriliia!, and community. The minor 
consists of 25 credit hours. Thirteen of those credit hours will be 
fulfilled with required courses. The other 12 of those credit hours 
should be selected in consultation with an advisor, from a list of 
electives. 

o Students are .strongly recommended to lake NATS (Concepts 
in Biology OR Molecules to Humankind) and SOCS 
(Foundations of Psychology) Core before beginning the 
minor. Please note.- these courses DO NOT count toward 
the minor but provide a solid foundation for the minor's 
required and elective classes. 

o Required & Elective Courses 

hltp://www.du.edu/wellness/academics.htm 3/19/2001 
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WellnessWeb Online Bookstore 

Sponsored by: 
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Mission 

"I,CI c\-erv eye ncguiiule for itself iuid trust no iigciU. " --
.Shcikcspcarc. 

WellnessWeb is a collaboration of patients, healthcare 
professionals, and other caregivers. Our mission is help you 
find the best and most appropriate medical inlbmiation and 
support available. 

You'll find information about clinical trials, community health, 
drug dosages and compliance, treatment options and research, 
how to select a health care provider, reports on dozens of 
illnesses and conditions, tips about healthy lifestyles, 
complementary treatment alternatives and options, and many 
more topics. 

We think patients-consumers should have more input into the 
delivery and future of healthcare. We're trying to pul the 
1 IF.ART back in hcallh care, and hope you'll join us by making 
WellnessWeb a hub of activity. 

W l i y f tol ci caU' a bookni; irk now? 

The Patient's Network - A Community 

WellnessWeb was founded by patients when we discovered 
how difficult it is to become well enough informed to 
communicate with our doctors. The patients and professionals 
who are developing WellnessWeb look forward to your help 

http://www.weIlnessvveb.com/PREVlFW/zpre.litm 3/19/2001 
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experlenceswiih it 
lliank you. and feedback. Your participation will create a thriving virtual 

community, a place to exchange information, support, and 
gossip. 

The Whole Patient 

Although most of the information on WellnessWeb is based on 
scientific disciplines like peer reviewed journal articles and 
double blind studies, we think patients need a broader view. 
Alternative persuasions will increasingly also be covered. 

These two sides of medicine aren't incompatible. Some widely 
accepted conventional practices have yet to be proven 
effective, and when quality of life is considered, some even 
leave the patient worse off from crippling side effects. 

On the other hand, although many--probably most--alternative 
practices haven't been scientifically studied, they may add to 
quality of life even if they aren't effective for the condition 
they're prescribed for. We're forming alliances with 
practitioners of alternative (complementary) medicine with the 
hope that we can help reduce the noise level and hype, and find 
what's useful, in this important but chaotic area of medicine. 

Our objective at WellnessWeb is to help you make decisions 
based on your own individual case and lifestyle. The final 
decision is yours, but the information you get here and 
elsewhere should be used in conjunction with, not as a 
substitute for, the advice of your doctor. 

Stress Control and Recuperation 

You don't need clinical trials to prove that having fun is 
healthy. WellnessWeb has a "stress control" section called BE 
HAPPY BE WELL with pages like "Therapeutic Pets" and 
"Health Care Capitol of the World" (Philadelphia), and links lo 
the best WWW sites we've found about stress relieving topics 
like sports, travel, movies, and other therapeutic diversions. 

fl'iVfi; When you click on a hyperlink, you may catch the 
ailment called "surfing the Web" and forget your 

mission. It happens to us all the time. So we've learned lo use 
the r^ACK button. It's in the toolbar of most browsers and acts 
like a "return trip ticket" to the preceding page. Without the 
Back button, it's easy lo wind up in some remote corner of 
cyberspace and forget to eat, take your pills, or get to doctor 
appointments on time. 

How Do We Financially Support WellnessWeb? 

hllp://wwvv.wellnessweb.coni/PREVIEW/zpre.hlm 3/19/2001 
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To help us continue to offer the highest quality information 
that is in the best interests of patients and consumers, we will 
accept selective sponsorships and educational grants from 
health care and other companies to help them create awareness 
about their products. 

Educational grants give us absolute editorial control. For 
sponsorships, we may create specific client oriented pages 
within WellnessWeb. These pages will be clearly identified 
with a legend to the effect that 'this page is sponsored by . . .' 
When we link WellnessWeb to external sites of sponsorship 
clients, we will note to the effect that the link will take you to 
the site of a sponsor of WellnessWeb. 

We also try lo be highly selective about the products we choose 
as sponsorship candidates. WellnessWeb is first of all "The 
Patient's Network" and in that regard, as with other content, we 
want to bring attention only to products that are in the best 
interests of patients. 

For comments about this policy or information about an 
educational grant or sponsorship relationship, please send usjm 
email. 

VVclliiessWeb liihox — Visitor Comments 

Who Are We ~ Biographies 

We look forward to hearing from you. 

YO, talking about fun and surfing, 
where did these dolphins 

come from?B 

Thanks for visiting WellnessWeb. 

Come back often. 

Why not make a bookmark? 

Read what visitors are saying about WellnessWeb 

http://www.weIlnessweb.com/PREVlEW/zpre.htm 3/19/2001 
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Click He_re to Look at the Books 
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Alternative/Complementary 
Medicine 

Alternative/Complementary Medicine Editor: VictoriaTliighes 
Executive Editor: Lenore Hovye 

Cancer Center Director: Dr. Y._Evan Gold, MD,_FACP 
Naturopathic Medicine Center Director: 

Dr. Bradley Bongiovanni, ND 

Contents 
What's New 
Overview — Important Information — 
Don't Miss 
lii_dex of Diseases, Conditions and 
Treatments 
Cancer Prevention / Treatments 
Herbs and Supplements 
NuLrifional M.etlitpine 
Tiierapeutje_Syslems and Approaches 
Women',s Health 
Health Insurance Center 
r<̂ esouiccs 

Questionable Practices 

Resources 
• Online Cancer Consultation Center 

• The Aniericaji Association of Naturopathic Physicians 

• Anxejrican Preventive Medical Asspciatipii is the political 
voice for health care practitioners who use nutritional and 
other complementary therapies in patient care. 

'Good Medical Records 
Help Consumers Take 
Ctiarge: 
An lntep̂ îew with Dr. Ira 
Denton 

WeVo had to 
dlsccii tinue 

our catalog. We'd 
appreciate your 

teedliack and any 
acccunls ot ycor 

The British Medical Acupuncture Society was formed in 
1980 as an association of medical practitioners interested in 
acupuncture. There are now 1500 members who use 
acupuncture in hospital or general practice. Additionally there 
are sections for dentists and vets. The BMAS opposes 

http://www.wellnessweb.com/ALTERN/alternativecomplementary_mcdicine.htm 3/19/2001 
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cxperienceswltti 11 
lliank you. unfounded therapeutic claims and recommends the practice of 

acupuncture by healthcare professionals. 

• Center ibr Mind-Body Medicine 

• Complementary and Allei-native Veterinary Medicine 

• Desert Canyon Treatment Center - A whole-person approach 
to the treatment of addiction. (See Article) 

• Discussion Groups 

• Food and Drug Adminislralion 
FDA regulates products that account for 25 cents of every 
dollar spent annually by American consumers, and touches 
the lives of virtually every American every day. 

• 1 leallhlnform publishes a monthly newsletter on alternative 
healthcare. 

• Herb Research Foundation is a non-profit educational facility 
that has been educating the world about the benefits of 
botanical medicines for over 16 years. 

• Macrobiotics information at Cybermacro 

• Find a certified Massage Therapist in the Anierican Massage 
Therapy Association's Directory 

• Native American Healing provides information about herbal 
remedies, holistic healing, and other alternative methods for 
keeping the body, mind and spirit healthy. 

• Natural Flealers — Educational resource for people interested 
in studying natural healing arts, such as massage, 
acupuncture, and naturopathy. Information on schools, 
programs, and certification and licensing requirements. 

• Natural Land is one of the leading sites in healthy natural 
living with the most thought provoking content, daily 
breaking news from around the globe, interactive discussion 
forums, and thousands of pages devoted to the exploration of 
health, gardening, cooking, nutrition, fitness, weight loss, 
healing, organic living, herbs, and more. 

• New Mexico Academy of Healing Arts in Santa Fe is a 
Bodywork school offering certificalion programs in Massage, 
Orlho-Bionomy®,Somatic Polarity® and Cranial-Sacral. 
Compreheiisive Continuing Education program. Mindfulness 
and service are at the heart of the Academy. 

http://www.wellnessweb.coi-n/ALTERN/altcrnativecomplcmcnlaryjnedicine.hlm 3/19/2001 
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• The National Center for Coinplementary and AllernaUve 
Medicine 

• Text Book of Naturaf Medicine -: Bastyr Institute 

• YogcLfordie SpecialGiild 

Send etnail to 
WellnessWeb 

Send 
e-mail to 

WellnessWeb 

Disclaimer: 
Information available through WellnessWeb is presented in summary form and covers certain diseases, 
ailments, physical conditions and their treatments. This information is neither complete nor exhaustive and 
should not be used as a substitute for a consultation with your physician or other health care 
provider. WellnessWeb makes no warranty as to the information's completeness, reliability, or 
accuracy. Should you have any health care related questions, please see your physician or other health care 
provider. Material posted online by users does not represent the positions of WellnessWeb or its participating 
health care practitioners. 

Copyright©1995-2001, WellnessWeb, All Rights Reserved. 
603 226-8760 
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I SPECIAL COMMUNICATION 

Mindful Practice 
Ronald M Epstein, MP 

R EFLECTION AND SELF-AWARE-
ness help physicians lo exam­
ine belief systems and values, 
deal with strong feelings, 

make difBcuIt decisions, and resolve in-
tapersonal conflict.*-^ Organized ac­
tivities to foster self-awareness are part 
of many family medicine residency pro­
grams* and some other residency*-* and 
medical school curricula.' ' Exem­
plary physicians seem to have a capac­
ity for critical self-reflection that per­
vades all aspects of practice, including 
being present with the patient,' solv­
ing problems, eliciting and transmit­
ting information, making evidence-
based decisions, performing technical 
skills , and defining their own values.'" 

This process of critical self-reflec­
tion depends on the presence of mind­
fulness. A mindful practitionerattends, 
in a nonjudgmental way, to his or her 
own physical and mental processes dur­
ing ordinary everyday tasks to act with 
clarity and insight " '̂  This article first 
describes the nature of professional 
knowledge, competence, and values and 
then presents current thinking about the 
philosophical, psychological, and prac­
tical aspects of mindfulness. It also ex­
plores how mindfulness is int^ral to the 
professional competence of physicians 
and suggests ways to cultivate mindful­
ness in medical training. In doing so, 
however, I recognize that mindful prac­
tice, although supported by empiric ob-
senration of clinical practice,'*-^ educa­
tional research." " philosophy," "and 
cognitive science,"-*" is ftmdamentally 
personal and subjective. 

Mindfu l practitioners attend in a nonjudgmental way to their own physical 
ami mental processes during ordinary, everyday tasks. This critical self-
reflection enables physicians to listen attentively to patients' distress rec­
ognize their own errors, refine their technical skills, make evidence-based 
decisions, and clarify their values so that they can act with compassion, tech­
nical competence, presence, and insight. Mindfulness Infonns all types of 
professionally relevant knowledge, including propositional facts, personal 
experiences, processes, and know-how, each of which may be tadt or ex­
plicit. Explicit knowledge Is readily taught, accessible to awareness, quan­
tif iable and easily translated into evidence-based guidelines. Tacit knowl­
edge is usually teamed during observation and practice, includes prior 
experiences, theories-in-action, and deeply held values, and is usually ap­
plied more inductively. Mindful practitioners use a variety of means to en­
hance their abil ity to engage in moment-to-moment self-monitoring, bring 
to consaousness their tacit personal knowledge and deeply held values, use 
peripheral vision and subsidiary awareness to become aware of new infor­
mation and perspectives, and adopt curiosify in both ordinaiy and novel situ­
ations. In contrast, mindlessness may account for some deviations from pro­
fessionalism and errors in Judgment and technique. Although mindfulness 
cannot be taught explicitly, it can be modeled by mentore and cultivated in 
learners. As a link bebween relationship-centered care and evidence-based 
medicine, mindfulness should be considered a characteristic of good clini­
cal practice. 

JA/MA. 1999,282:833-839 
www.|ama.com 

See also pp 830 and 881. 

Consider a situauon that I reecndy 
faced with a padent who required an ex­
panded view of professional knowl­
edge and mindful reflection to achieve 
a satisfactory resolution. A 42-year-oId 
mother of 2 smaU girls, despondent over 
job difBcultics, was contemplating ge­
netic screening for breast cancer as she 
approached the age at which her mother 
•was diagnosed as having the same dis­
ease. Aside from the dilRculties in tak­
ing an evidence-based approach to as­
signing quantitadve risfcs and benefits 
to the genetic screening procedure (How 
much should I trust the available mfor-
mation?) and uncertainty about the ef­
fectiveness of medical or surgical inter­
ventions CWould knowing the results 
make a difference, and, if so, to whom?), 
the case raised important relationship-

centered questions about values (What 
risks are worth taking?), the patient-
physician relationship (What ap­
proach would be most helpful to the pa­
tient?), pragmatics (Is the geneUcist 
competent and respectful?), and capac­
ity (To what extent is the patient's de­
sire for testing biased by her fears, de­
pression, or incomplete understanding 
of the iUness and tests?). 

For me, book knowledge and clini­
cal experience were insufficient. I had 
to rely on my peisonal knowledge of the 

Author Af f i lut ioni : Departmants of FamHy Medi-
dna and Psychiatry. Univefsty of Rochester School of 
Medldne and Dentistry. Rochester, New York. 
Corresponding Author and Reprints: Ronald M. 
Epstein, MD , Departmenl of Family Medicine. 
University of Rochester School of Medicine and 
Oentistiy. 885 S Ave, Rochester. NY 14620 (e-mail: 
ronald_epstein©urTnc.rochesfer.edu). 
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MINDFUL PRACTICE 

Table 1 . Professionally Relevant Awareness 
and Knowledge 

Levels of Awareness 

Tacit (sutsidiary awareness) 
ExpTicit (local awareness 

Types of Knowledge 

Praposifional 
F'ersonal 
Process fncluding metaprooessing) 
Know-how 

patient (Is she responding to this situ­
ation in a way concordant with her pre­
vious actions and values?) and myself 
(What values aiul biases affect the way 
I frame this situation for myself and for 
the patient?) to help us arrive at a mu­
tual decision. These reflective activi­
ties appUed equally to the technical as­
pects of medicine (How do I know 1 can 
trust the interpretations of medical 
tests?) and the affective domain (How 
well can I tolerate uncertainty and 
risk?). An attitude of critical curios­
ity,^' openness, and coimection"-'^-^ al­
lowed us to defer the decision and re­
consider testing once the immediate 
ciises had passed. 

Explicit and Tacit Knowledge 
Ginical judgment is based on both ex­
plicit and tacit knowledge.*^^ Medi­
cal decision making, however, is often 
presented only as the conscious appU-
cation lo the patient's problem of ex­
plicitly defined rules and objectively 
verifiable data.^-*^-^ This form of ex­
plicit knowledge can be quantified, 
naodeled, readily communicated, and 
easily translated into evidence-based 
clinical practice guidelines. 

Seasoned practitioners also apply to 
their practice a large body of knowl­
edge, skills, values, and experiences that 
are not exphddy stated by or known to 
them." This knowledge may constitute 
a different kind of evidence, which also 
has a strong influence on medical deci­
sions. In everyday life, examples of tadt 
knowledge abound. Riding a bicycle in­
volves judgments about speed, orienta­
tion, and position that are rarely made 
consdous except when something goes 
amiss. Similarly, an experienced neu­
rologist can recognize Parkinson dis-
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case within moments of meeting a pa­
tient, before processing the objective and 
subjective data to support i t During this 
preattentivc processing,-" the brain rap­
idly scans a wide array of perceptions, de­
tects conspicuous features, and rel­
egates some i n f o r m a t i o n to the 
background, aD before the content of the 
perception is analyzed. Clinical skills, 
such as the depth of insertion of an oto­
scope, the manipulation of the feul head 
during a deliveiy, and the realization that 
the patient has given sufGdent informa­
tion to diagnose major depression in ­
volve tadt knowledge and preattenUve 
processing. 

While exphcit elements of practice 
are taught formally, tadt elements are 
usually learned during observation and 
practice.''" Often, excellent clinicians are 
less able to articulate what they do than 
others who observe them. Nor do they 
appreciate all of the biases in their own 
reasoning processes.*' Suirsidiary aware­
ness'* is a term that describes how the 
practitioner makes accessible the Oow 
of unprocessed experience and tacit 
knowledge. 

I n the words of A rials Nin, "We don't 
see things as they are, we see things as 
we are.'"'̂  Evidence-based medicine of­
fers a structure for analyzing medical 
decision making, but it is not suff i -
dent to describe the more tacit pro­
cess of expert dinical judgment."" Al l 
data, regardless of their completeness 
or accuracy, are interpreted by the cU-
nidan to make sense of them and ap­
ply them to clinical practice.** Experts 
take into account messy details, such 
as context, cost, convenience, and the 
values of the patienL^ "*̂  **-̂  Physician 
factors such as emotions,'*' bias,*® preju­
dice,'" risk-aversion,'**''' tolerance for 
u n c e r t a i n t y a n d personal knowl­
edge of the patient also influence d i n i ­
cal judgment ."^" Most of the pro­
cesses described above remain relativdy 
unconsdous to the practitioner. 

Chnical judgment is a sdence and an 
ari.-" Even those who arc uncomfort­
able wi th the notion of tacit knowl­
edge recogiuze that it is impossible to 
make explicit all aspects of profes­
sional competence.''-* Evidence-based 

decision models are very powerful tools, 
but clinicians do not always use them, 
especially in complex situations."-* In­
formation necessary to construct ex-
p h d i models is frequendy incomplete 
or conflicting. Some important tacit 
knowledge about the patient, such as 
peisonality. simply does not fit iiuo pre­
defined categories. To dinicians, these 
models may resemble computer-
generated symphonies in the style of 
Mozart—correct but lifeless. 

Professional Knowledge 
and Self-awareness 

Eraut'^-" defines 4 types of profession­
ally relevant knowledge, each of which 
can be tadt or expUdt (TABLE 1). The 
most familiar is propositional knowl­
edge, or what most people call fact: 
theories, concepts, and piindples, usu­
ally acquired bom books, electronic me­
dia, or instructors. Self-awareness of 
what one does not know and the ap­
preciation for the transient nature of 
facts can direct ongoing learning. 

Knowledge acquired through experi­
ence, or personal knowledge, is a col­
lection of information, intuitions, and in­
terpretations that guides professional 
practice.^' Consider the following ex­
ample. Returning from vacation, 1 saw 
one of iny patients who was infected with 
human immunodcfidency virus and said 
to the resident caring for him, "Mr 
Charles looks worse. Looks like he might 
have adrenal insuffidency." The per­
sonal knowledge exemplified in this sce­
nario differs from an anecdote because 
it is contcxtualized. I can say that Mr 
Charles looks worse because I know him 
as a person, not just because I know 
about him, and because 1 recognize a pat­
tem of disease (weakness and skin color 
change). This knowledge enters into my 
mind in an inductive, impressionistic 
way, providing the gestalt or feel of a 
clinical situation in addition to the propo­
sitional facts." However, confusion be­
tween personal knowledge and anec­
dotal information results in both being 
neglected and discounted during meth-
cal training. An example of the uncriti­
cal application of a decontextualized an­
ecdote is when a physician who after 
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missing a diagnosis of colon cancer, sub-
sequcndy ovenests all of his patients. In 
contrast, if he had raised tadt personal 
knowledge to awareness, it could have 
been subjected to critical reflection. 

Process knowledge is knowing how 
to accomplish a task," such as gather­
ing information, performing proce­
dures, making decisions, and plan­
ning for die future.'* Process knowledge 
also indudes meiaprocessing. or the 
process of reflection on one's own men­
tal processes. This is particularly im­
portant in practice, because "Ve do not 
observe nature as much as we observe 
nature exposed to our method of ques­
tioning. Metaprocessing nught be 
called thinking about thinking or fed-
ing about feelings. It is both a con­
crete action (such as the modiflcation 
in a trajectory of hght in a triirror) and 
an act of self-observation in which the 
mind attends to its own actions (in-
duding the subject who is performing 
those actions). Metaprocessing allows 
the physician to uncover areas of un­
conscious incompetence,*' the bhnd 
spots wherdn a physician might not 
know his or her defidendes. Fortu-
naldy, clinicians can often readily iden­
tify these blind spots and gain insight 
into the influence of the observer, for 
example, when they review their own 
videotaped patient visits."-" 

Eraui's fourth type of professionally 
relevant knowledge, know-how, is 
knowing how to get things done. A resi­
dent working in a new setting may know 
that a diagnostic test is important, but 
may not know diat the test will happen 
sooner with a friendly call to the radi­
ologist. Learning the steps necessary for 
getting something done is important in 
professional development of physi­
cians, but it is often relegated to the in­
formal** or hidden"-̂ * curriculum. 

Mindful Practice 

Mindfulness is a logical extension of the 
concept of reflective practice.'* '^" The 
mindful practitioner is present in every­
day experience, in all of its manifesta­
tions, including actions, thoughts, sen­
sations, images, interpretations, and 
emotions." Mindfuhicss "leads the 

mind back from theories, attitudes and 
abstractions . . . to the situation of ex­
perience itself,"'which prevents us from 
"falling prey to our own prejudices, opin­
ions, projections, expectations" and en­
ables us to free ourselves from the 
"straightjackei of unconsciousness."** 
Mindfulness is attending to the ordi­
nary, the obvlDus, and the presenL Jo-
hann Sebastian Bach is reported lo have 
said, when asked how he found mdo-
dies; "The problem is not finding them, 
ifs—when getting up in the tnoming and 
out of bed—not stepping oa them."*̂  

Although mindfidness is a practice that 
derives from a plulosophical-ieligious 
tradition,"^*-" the underlying philoso­
phy is fundamentally pragmatic" and is 
based on the interdependence of ac­
tion, cognition, memory, and emotion. 
These coimections represent a rela­
tively new idea in neuroscience re­
search.^*" Western approaches to the 
understanding of mental processes have 
historicaUy separated mental activity 
from action in the worid, and the schism 
between behavioral and psychody-
namic psychology has reinforced some 
of this separation. However, in the 
EasL"'" and in phenoinenological tra­
ditions in the West,̂ ^ philosophy has 
liidied cognition to emotion, memory, 
and action in the world. 

The goals of mindful practice arc to 
become more a-ware of one's own men­
tal processes, listen more attentivdy, be­
come flexible, and recognize bias and 
judgments, and thereby act with prin-
dples and compassion (TABIC 2). Mind­
ful practice involves a sense of "unfin-
ishedness,"*' curiosity about the 
unknown and humihty in having an im­
perfect trnderstanding of another's suf­
fering. Mindfulness is the opposite of 
multitasking. MiiuUiilness is a quaUty of 
the physidan as person, without bound­
aries between technical, cogiuave, emo­
tional, and spiritual aspects of practice. 

Mindful practitioners have an abil­
ity to observe the observed while ob̂  
serving the observer in the consulting 
room. This process, not often dis­
cussed in medical practice, is consid­
ered essential to musicians, whose task 
is to peifotm and listen at die same time. 

Table a . Characteristics of Mindful Practice 
Active observation of oneself, the patient, and 

theprofalefn 
Peripheral vision 
Preattentive pnooessing 
Critical curiosity 
Courage to see the world as if is rattier ttian as 

one would have it be 
Willingness to examine and set aside categories 

and pr^udfces 
Adoption of a t>egirYier's mind 
Humility to tcterate awareness of one's areas 

of incompetence 
Connection between the knower and the known 
Compassion based on insight 
Presence 

attending simultaneously to the tech­
nical challenges, emotional expres­
sion, and o-veraU theoretical structure 
of the music." The accomplished mu­
sician performs midcourse correc­
tions of finger movements, compares 
the sound produced with the imag­
ined sound, and, at the same time, 
brings expressive sponUneity to the 
performance. However, if the musi­
cian were to attempt to control each fin­
ger movement while simultaneously 
analyzing the harmonic structures, 
rhythms, and silences that constitute 
expressive playing, playing would be­
come impossible. Thus, focal aware­
ness on the music is accompanied by 
subsidiary awareness" of technicpie and 
analysis—a mix of peripheral vision and 
semiautomatic action that is high­
lighted only when the unexpected or 
difficult occurs. 

La medicine, consider what a resi­
dent in a busy pediatric emergency 
department might do when he is unable 
to determine whether an ear examina­
tion is normal or abnormal and the 
attending physidan is not immediately 
available. The resident has several 
options, consideration of which could 
be consdous or unconsdous. The resi­
dent wdgbs the consequences of mis­
diagnosis for the patient, the humilia­
tion of having to call an otolaryngology 
resideiu out of the clinic, the loss of self-
esteem by having to admit incompe­
tence, and the pride in being strong 
enough to adnut his need to leam. An 
unmindful practitioner who is con­
sdous of the dilemma might judge or 
blame himself or others. He might base 
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his course of action on an external stan­
dard of correctness or on expedience. 
However, litde would be learned, and he 
would be no beUer prepared for the next 
situation. A mindftil consdous approach 
wouldbe to cultivaie awareness not only 
of the correct course of action but also 
of the factors that cloud the decision­
making process. The mindful practi­
tioner is mentally and lechrucaUy bel­
ter prepared for the next situation. 

The object of mindfulness can apply 
to any aspect of medical practice and 
within any domain of tadt or . explidt 
knowledge. Intrapersonal self-aw­
areness helps the physician be con­
sdous of his or her strengths, limita­
tions, and sources of professional 
satisfaction. It helps the individual avoid 
blind spots, such as a physidan who, 
because his or her parent was an alco­
holic, avoids discussions of alcohol with 
patients. It may clarify deeply held val­
ues and motivations for becoming a phy­
sidan. Interpersonal self-awareness, or 
social intelligence,"* " allows physi­
cians to see themselves as they are seen 
by others and helps to establish satisfac-
toiy interpersonal relationships with col­
leagues, patients, and students. Aware­
ness of metapirocessing allows physicians 
to be aware of their own clinical reason­
ing, including the necessary connec­
tions between cognition, memory, and 
emotional processing.^ Self-awareness 
of learning needs aUows physicians to 
recogruze areas of unconsdous incom-
jjetence and to develop a means to achiev­
ing their learning goals."' Ethical self-
awareness is the momem-to-moment 
cognizance of values that are shaping 
medical encounters. Technical self-
awareness is necessary for self-correc­
tion during procedures such as the physi­
cal examination, surgery, computer 
operations, and communication. 

Often reflection is prompted by a criti­
cal incident involving an error, a diffi­
cult situation, or an unexpected result 
of one's actions." "-" At other times, re­
flection is proinpted by the maturing of 
an idea radier than by a discrete exter­
nal event However, many of these events 
go urmoticed by all but the most cre­
ative thinkers. The discoveries of jjeni-

dllln, radiation, and the benzene ring 
were not accidents, but rather the re­
sult of someone making what had been 
considered an oudier (a tainted Petri 
dish) into data (a useful medication). 

Mindfulness enables the practitioner 
to use a wider set of perceptual re­
sources. The fluidity of mind that can 
maintain some constant subthreshold 
awareness of preattentivc and subsid­
iary processes has been described as a 
"beginner's mind." " A begiimer's mind 
is open and allows for new diagnostic 
and therapeutic possibilities, as may hap­
pen when a patient meets a new physi­
cian. By contrast, the expen's mind nar­
rows possibilities, using prior experience 
to delimit and confine observations. 
Lahgcr" describes mindfidness as a state 
of "could be," welcoming uncertainty 
rather than trying to avoid it. DifBcuIt 
patients might then become interest­
ing patients; unsolvable problems might 
become avenues for research. Critical cu­
riosity shows the limits of categories and 
helps create more meaninghil ones. For 
example, the recognition of paruc dis­
order as a common cause of chest pain 
mi^t hdp physicians recategorize these 
patients from symptom amplifiers" to 
patients with a serious and treatable iU­
ness. Expertise is often well served by 
begiimer's mind, especially in new, un­
familiar, or stressful situations. 

Mindhilness implip^ examining the re­
lationship between the knower and the 
known as suggested in the "I-Thou" re­
lationship of Martin Buber^ or the "con­
nected knowing" of ideas, people or 
things, suggested by Belenky and col­
leagues." Knowledge, then, does not ex­
ist independcndy but rather in relation­
ship to the one observing and using it-
Theories arc seen as fragile approxima­
tions rather than reality itself.̂ * Such-
man and Matthews" have described this 
as the connodonal dimension of medi­
cal practice, in which there is a tadt bond 
between patient and physician that tran­
scends professional roles. 

Mindlessness: Caps Between 
Knowledge, Values, and Actions 
Physicians make moment-to-moment 
value-laden decisions that entail cog­

nitive and emotional factors. They de­
cide how much effort to expend in pur­
suit of knowledge, how much pain 
medication to prescribe, how much 
time to spend with each patient, and 
when to return patients' telephone calls. 
These rapid decisions, usually based on 
personal knowledge, Icvd of skiU. ef-
fidency, and values, ultimately result 
in actions. Thus, objectives for the prac­
tice of medicine calling on physicians 
should indude the ability to perform 
or knowledge about imfwrtant aspects 
of medical care" as well as the requirc-
nient to actually use those practices in 

• daily woric 

Self-knowledge is essential to the ex­
pression of core values in medicine, such 
as empathy, compassion, and altruism. 
To be empathic, 1 must witness and un­
derstand the patient's suffering and my 
reactions to the patient's suffering to dis­
tinguish the patient's experience from 
my owiu Then I can communicate my 
understanding and be coxnpassionate. to 
use my presence to rchevc suffering and 
to put the patient's interests firsL Per­
haps lack of sdf-awareness is why phy­
sicians more often espouse these val­
ues than demonstrate them'**' and why 
they tend to be less patient-centered" 
and confuse their own perspectives with 
those of the patient'-*" in simations that 
involve conflict and strong emotions. 

Curiosity is central both to caring 
about the patient and to solving prob­
lems."* Fitzgerald'* describes a trainee 
who reported a patient as having had 
a history of "BKA" (bdow-the-knee am­
putation) without noting that the pa­
tient, in tact, had both feeL A transcrrp-
tionist had mistranscribed DKA 
(diabetic ketoaddosis) and the asser­
tion went unchallenged. The stu­
dent's lack of curiosity, or overcon-
creteness, led to mistaking the cfaan for 
the patient. Similarly, caring requires 
an interest in the patient as a person 
rather than as an abstraction of dis­
ease.**-*' For example, Stettcn" de­
scribed how his physicians were urun-
terested in his adaptation to blindness 
while they anempted to treat his macu­
lar degeneration; they saw the disease 
but not the person. 
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Mindlessness accounts for many de-
•viations from professionalism, which 
seem to occur more often in emotion­
ally charged situations, during situa­
tions of uncertainly, and under pres-
siHB to resolve problems. For example, 
many medical students and residents, 
and presumably practitioners as well, re­
port findings that were not observed and 
do not seek coirection for errors.^ Ac­
tions diverge from professional knowl­
edge and values because of attempts to 
be eSident, a desire to please supervi­
sors, feelings of embarrassment, and a 
sense of being overwhelmed.^"-^-^^'*' 
Practitioners may not think to apply 
knowledge gamed m a classroom con­
text (such as an ethics course) m a stress­
ful clinical cnvironmenL Deviations of­
ten involve avoidance of difficult issues, 
rationalization, cxtemalization, or frank 
denial rather than the healthy prtxress-
ing of emotional feelings toward pa­
tients.**-" 

Levels of Mindful Practice 
To guide physicians' professional de­
velopment, 1 would fike to propose 5 
levels of mindfulness, each of which 
subsumes the previous level and is 
subject to verification in future obser­
vational studies ( T A B L E 3). At the ex­
treme of mindless practice, the practi­
tioner's response is deiual (levd 0). By 
making the problem "out therc," the 
practitioner may avoid responsibiUty 
and reflection or describe the situa­
tion (or the patient) in ways that are 
contrary to the evidence. 

Level 1 describes practitioners who 
do not necessarily use reflection but 
take some responsibility for the situa­
tion and solve it by conforming to an 
external standard of behavior. For ex­
ample, a practitioner might deal with 
his attraction to a patient by reciting a 
rule, such as "sexual intimacy with pa­
tients is wrong," but may not seek un­
derstanding of the factors that put phy­
sicians at risk for misconduct.** 

Level 2 describes medical decision 
analysis based on the assumption that 
explidt cognitive models guide physi­
cian behavior and the key to change is 
the transfer of information. While cu­

riosity and reflection are required to 
generate hypotheses and important 
questions, physicians at this level ig­
nore personal knowledge, tadt knowl­
edge, and emotions. Level 3 indudes 
curiosity about feelings, thoughts, and 
behaviors without attempting to sup­
press or label them as good or bad. By 
including emotions and personal 
krtowledge, the clinician has more tools 
available to promote patient care. Level 
4, insight, has 3 facets: trnderstanding 
the nature of the problem, understand­
ing how one attempts to solve it, and 
undersUnding the interconnected­
ness between the practitioner and the 
knowledge that he or she possesses." 
Insight iacihtates the calibration of men­
tal processes, in addition to correction 
of the external problem. Finafly, prac­
titioners at level 5 can use their in­
sight to generalize, overcome similar 
challenges in the future, incorporate 
new behaviors and attitudes, express 
compassion, and be present 

Becoming Mindful 

Recent artidcs'-'-'" have described a va­
riety of ways for becoming more self-
aware. Individually, practitioners might 
keep a joumal, practice meditation, re­
view videotapes of sessions with their pa­
tients, and use learning contracts. In 
medical education, self-evaluation forms 
for smdents and residents have been im-
portaiu adjuncts to the evaluation pro­
cess. Learners can compare their per­
ceptions with those of a teacher or 
mentor. Peer evaluations have been use­
ful in bringing a-waieness to aspects of 
professionalism and sodal skills for stu­
dents, residents, and practicing physi-
dans."-'^ Critical inddent reports writ­
ten by practitioners about mistakes,^-" 
impairment," ethical dilemmas," and 
difficult situations can be discussed in 
small group settings and raise aware­
ness about common situations and one's 
reactions to them. Sharing of family in­
formation and cultural background, us­
ing genograms or illness narratives, can 
help practitioners leam about the ex­
pectations, biases, strengths, and ten­
dencies that influence chnical care.'**' 
These approaches, historically focused 

Table 3. levels of MIndfiiiness 

^aracteristics Levels 

0 
1 
2 
3 
4 
5 

Denial and eidemalization 
Imitafioh: behavioral modelir^ 
Curfosily: cbgnitrve und«istanding 
Curiosity: emoHon^ and attitude 
Insght 
Generalization, iruxxporation, and 
• presence . 

on the emotional aspects of medical 
practice and die patient-physidan rela­
tionship, usuaUy consist of exercises 
separated in space and time from ac­
tual dinical practice. Mindfidness train-
ing goes one step hinher. It apphes to 
aU aspects of practice, from looking up 
references to performing physical ex-
amirutions, from tying sutures to giv­
ing bad news. 

Mindfulness can link evidence-
based and rdationship<enteied care and 
help to overcome the limitations of both 
a p p r o a c h e s . T h e success of evi­
dence-based approaches depends on the 
abihty of the practitioner to dedde which 
issues require further investigation and 
how to frame a question. These, in turn, 
require that the practitioner Uentify his 
or her own biases and the influences of 
the patient-physician relationship on 
framing of the tjuestion to investigate. 
This personal knowledge should also be 
considered a form of evidetux and could 
be integrateded into decision making to 
incorporate patients' preferences. Evi­
dence-based dau that are not specific to 
one patient-physician relationship would 
then be applied in a more mindful way. 

Seminars about difficult topics such 
as HIV management, dehvery of bad 
news, medical mistakes, professional­
ism, and adherence to treatment can 
foster reflection and raise practition­
ers' awareness of their own emotions 
and biases, while, at the same time, at­
tending to the practicalities of the pa­
tient's problem.'*'-'" However, die abil­
ity to reflect in a classroom environment 
is not equivalent to reflection in a stress-
ful clinical environment. For ex­
ample, ethics courses might Increase 
students' knowledge base and im­
prove their ability to solve difficult 
problems, but ethics courses do not nec­
essarily produce physicians whose be-
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havior is more ethical than it would be 
otherwise. Cfinician-mentors can hdp 
students put ideas into action by mod­
eling a moment-to-moment aware­
ness of their own knowledge and emo­
tions that inform their decisions when 
values are on the line. Professionals can 
leam to articulate their personal knowl­
edge by observing their own actions 
(How do I respond to uncertainty? How 
do 1 present risks? How do 1 self-
correct when doing a difficult techni­
cal procedure?) Professional knowl­
edge is defined, then, not by its vahdity, 
but by how it is used." 

There is an inherent paradox in teach­
ing or writing about mindfulness. The 
teacher's task is to invoke a stale of mind­
fulness in the learner, and. thus, the 
teacher can oidy act as a guide, not a 
transmitter ofknowledge. Inarecent ex­
ample of a resident about to face a 
dreaded follow-up visit with an angry pa­
tient who thought that carUer treatment 
of his hepatitis C might have prevented 
his end-stage cirrhosis, the mentor's role 
was complex. He had to help the resi­
dent identify his feelings of guilt and de-
fensiveness that might interfere with 
communicating effectivdy with the pa­
tient, determine the risks and benefits 
of liver transplantation, <md explore the 
patient's wishes regardiivg end-of-life 
care. The mentor's approach was to help 
die resident identify how he psychologi­
cally prepares for each visit with a pa­
tient, a "cemering" process that had been 
previously tadt, which usually is not ex­
pUdt for most practitioners, and to use 
it more effectively. The mentor helped 
the resident observe himself, effecting 
a transition from unconsdous incom­
petence to critical reflection and allow­
ing him to come to a satisfactory dcd-
sion with the patient based on both ob­
jective evidence and personal knowledge. 

Barriers to mindfulness are numerous 
in medical training, even in reformed cur­
ricula. Fatigue, dogmatism, and an em­
phasis on beha-vior (rather than on con­
saousness) dose the mind to ideas and 
feelings. Unexamined negative emotions 
lead to emotional distance and arrogance. 
McWhinney identified 3 additional bar­
rios: tmexamined negative emotions, feul-
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ure of imagination, and litcial-mindedness 
(1. R. McWhinney, MD, oral presentation. 
London, Ontario, October6,1995). Fail­
ure of imagination limits the curiosity that 
is the first step in any process of inquiry. 
Concreie literal mindedness may serve 
simple diagnostic processes well, but im­
pedes creative problem sol-ving and lim­
its the physician's view of the patient Lack 
of opportunities to leam how to become 
miridfid in practice aiid the lack of fonmis 
to deal-with fcais and anxieties create fiu:-
ther barriers. Finally.somediiudans may 
fear that mindfulness is the same as ex­
cessive self-absorption that would delay 
necessary tJinical actions. They would 
need to be educated that navel-gazing is 
antithetical to mindful practice, wbich has 
as its goal clarity and attention to the tasks 
at hand. 

Conduslons 
Mindfulness, critical reflection, learn­
ing, and patient care all "begin with the 
seff as the first, but not the only, ob­
ject of knowledge.""" Mindful prac­
tice extetnds beyond examining the af­
fective domains and involves critical 
reflection on action, tacit personal 
knowledge, and values in all realms of 
clinical practice, teaching, and re-
seatcii. Mindfulness is a disdpline and 
an attitude of mind. It requires critical 
informed curiosity and courage to see 
the world as it is rather than how one 
would have it be. Mindful practition­
ers tolerate making consdous their pre­
viously unconscious actions and er­
rors. The goal of mindfulness is 
compassionate informed action in the 
world, to use a wide array of dara, make 
correct decisions, understand the pa­
tient, and relieve suffeiing. 

Mindful practice requires mentor­
ing and guidance. Recognition of one's 
limitations and areas of incompetence 
can be emotionaUy difficult and can in­
vite avoidance in even highly moti­
vated practitioners. Although mindful­
ness is an individual and subjective 
process, each of us can identify prac­
titioners who embody these at­
tributes, leam from them, and iden­
tify uTuque ways of being self-aware. 
Educators can take on the task of help­

ing trainees become more mindful by 
expliddy modeling their means for cul­
tivating awareness. 
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Just being 

Culture and Medicine 

T h e secret o f rhe tare o f the patient is cu i ng for the 
patient 

C a n e f the Patient 

F PEABODY, 1927* 

The secret of the ore of the patient is caring for oneself 
while caring for the patient. 

Mrdicine and the Famify: A Feminm PenpecHve 

L CANDIB, 1995' 

S E L F - C A R I N G AND S E L F - K N O W L E D G E 

C a r i n g for onad f , like caririg for o t h a s . is n o t ahvays a 

s i m p l e matter. Th is is because c a r i n g always involves 

knovwig.='-3 I am nor speaking o f knouHng about, the ac-

c u m u l a r i o n of details that const i tute med ica l n x n n i s and 

l i f e stories; these descriptors d o n o t necessarily lead to 

c a n n g . However, knowing doc^ d u o u g h a deep apprecia­

t i o n o f how e«pcrieru=s, desires, a n d d isposi i ior is con t r i b ­

u t e to dai ly actions. 

For me, the most fiuitfiil means fo r se l f -knowledge 

have been music and medi tar ion. I hesitate t o subsume 

e id ier tmder the categpry o f sdf -cate o r we l l -be ing , as I 

believe d « t neither discipline sho idd be l i m i t e d b y hav ing 

t o have an end result N o t that e n d Ksuixs are u n i m p o r ­

tan t—Pla to and the nco-Platonists regarded mus ic , for 

example, as having aspects tha t were essential for m o i a l 

cducanon and reflection as weU as en te r ta inmen t , and d ie 

Pythagoreans regarded madtcmaucs a n d physics as sub-

disciplines o f mus ic* M o r e r c c o i d y , studies ind icate d ia t 

mus ic education alrcrs brain s t ruc tu re a n d foncrion,* * 

a n d may enhance learn ing ' -^ B u t I d o n o t — a n d shou ld 

n o t — f e a m ro play a Bach fiigue j us t b e a u s e i t improves 

m y problem-solving skills or makes m c fed wcU. T h e r e is 

m o r e - ^ dement o f dedication, engrossment , a n d tela-

t ions l i ip w i d i die task that is p a n o f t h e purpose. So, w h e n 

I learn a Badi fugue. 1 transmit b o d i d i e beauty a n d 

st ructure o f musical expression wh i le c t eadng relarionships 

a m o n g the music, the audience, a n d mysel f . 

M E D I T A T I O N 

I n 1971,1 rook » daylong course i n T ranscendenta l M e d i ­

ta t ion . The turmoils o f adolescence d u r i n g a t u rbu len t eta 

made advertisements promising inne r peace ve iy appeal­

i n g . Al t t iough some o f die exotic t r a p p i n g were a b i t 

m u c h for me. the inner process was engaging. I started a 

medi ta t jon practice to begin each day. I lef t college t e m -

norar i ly to become a student o f Z e n B u d d h i s m . Parr o f 

ic reason I chose Harvard Medica l Schoo l several years 

.ater was to explore the curient research o n d ie medical 

benefits o f medi ta i ion . P tom is ing studies suggested dtat 

med i ta r ion oauld help cont ro l b l ood ptessute, ' ' " c h r o n k 

p a i n , " *3 psoriasis.** pnd alpdety. 's I also sought o u t odier 

d i n i d a n s w h o w o u U validate m y o w n experiences and 

he lp m c translate d i e m in to a medical cu ln i rc . Th i s proved 

less obvious and m o t e d i f f i cu l t d i c n 1 had h o p e d W i d i the 

cxcepdon o f some aspects o f psyd i ia t r i c t ra in ing and 

Ba l i n t groups.*" I d i d n o t see m u d i exp l id t at te i idon t o 

the self o f the piacr idoi ter. 

Impercepubly , medi tar ion has W o m e a h a b i t L ike 

b rush ing m y t t e d i each m o r n i n g , d ie day feels incomplete 

w i d i o w i t « is a habit o f p r k r i c i n g piesence. just pres­

ence—no more , no less. I t has been years since 1 have 

at tended an intensive medi tar ion retreat For me now. i t is 

a soli tary, quiet endeavor, h i feet, on ly some o f m y friends 

and a few o f m y colleagues k n o w about m y dai ly practice. 

L i ke many hjOiits, i t scans pei fecdy ordinary. I had always 

considered i t par t o f m y pr ivate l i fe. I do have some ucp i -

da t i on about go ing publ ic, d i o u g h . i n d ia t I do not want 

to p r o m o t e one med iod , especially one diar may have 

rd ig ious connotat ions for some. N o r do I consider myself 

an cxpe i i or a teacher o f medi tar ion. There arc many od icr 

qu ie t meditators i n m e d i d n e — I am fer from alone. 

M I N D F U L N E S S 

M i n d f i t b e s s means paying anenr ion, o n purpose, to one's 

o w n dK)ughi3. feelings, and judgments " '—"observ ing die 

observer, observing the observed." ' " Buddhis t meditar ion 

is the piacricc o f mindfulness and requires on ly the b d i e f 

d ia t kn t iw i t i g oneself can foster compass ion . " There is no 

od i c r requirement, i n d u d i n g adherence to any particular 

cosmology; many people pracricc medi tar ion and con­

t inue to observe Judaism. Chr isr ian i ty . or Islam. 

T h e simplest mindfitbiess pracuce involves findmg a 

place free from disoacrions. \X^idi eyes eidier dosed or 

parr ia l ly open (depending o n d ie t radi t ion) whi le in an 

up r igh t s i t t ing posture, the pract i t ioner pays attent ion to 

thoughts and feelings as d iey arise w i t h o u t t ry ing to 

change, judge, or categorize them. Some tradit ions use 

d ie breadi to focus at tent ion, odiers use imagciy, and 

some use nod i i ng at all. Buddhi .u teachers call this "just 

s i t t i n g . " ' ' ' ' * " 

Radicr d ian a practice o f weU-bdng. I ptefcr to call 

mindf i i lncss a practice o f " just b d n g " T h a t is. as soon as 

anodier purpose is assigned (feeling lower ing b lood 

pressure, and so on ) , it somehow l im i ts die process. 1 have 

to practice just being because it does no t come naturally, 

and m y efTorts arc always imperfect . There are also difTi-

culc moments , when insights are n a d i c r pretty nor de 
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m u s i c m u s t m o v e . m d speak t o a l i s t e n e r . T h e r e is I 

r o o m h i r e r r o r : even t h e i n a t t e n t i v e m i r u l c a t c h e s w i 

rK->tci. . M u s i c rc<]uires o b s e r v a t i n n - i n - a c r i o n a n d t h e a b 

t o hear t h e s o t m d — i n o n e ' s m i n d — - b e f o r e i t is p r o d u i 

I he p t i f o f m e / « . p resence creates j r e l a t i o n s h i p w i t h 

l i s tene r . I n t h a i w a y , m u s i c a l p e r f o r m a n c e is a b i t r r 

l i k e b e i n g w i t h p a t i e n t s , a n d m e d i a t i o n m o r e l i k e 

s i lences i n b e t w e e n . 

B E I N G W E L L 

T h e r e a re i n a n y w a y s f o r h e a l t h p r o f e s s i o n a l s t o c t i h a 

w d l - b c i n g , t o r e f l ec t , a n d t o be m i n d f o L A recen t s n 

i n d i c a t e s t h a i m i n d f o l n e s s m c d i t a r i c K i t r a i n i n g for i n e d 

s t u d e n t s i m p r o v e d t h d r p s y c h o l o g i c a l a n d s p i r i t u a l w 

b e i n g a n d a l so i m p r o v e d the i r c a p a d t y f o r e i n p a i h ) 

Organiiations that offer instruction in 
mindfulness, meditation, well being, and 
SGlf-carei 

s i r e d . A t t h o s e m o m c n t - S . i n d o t h e r s , 3 t ca t he r a n d a c o m -

m u r u i y o f o t h e r s i n v o l v e d i n s i m i l a r ac t i v i ues c a n be very 

h d p f l i i t o p r o v i d e i rvs ight , . s u p p o r t , a n d e n c o u r a g e m e n t . 

M c c h o n o n is v-iscexaj I c a m i n p a n d tcx- i lbadiL I he vis-

c c j a l lessof is a re t ran. ' i fcrable t o c l i n i c - i l a n d t e a c h i n g sct-

l i t i g s . M y h a b i t o f p a u s i n g b e f o r e I e n t e r a p a t i e n t ' s ttx.TO 

ei A m o m e n t a r y state of repose . u i d M i l l n c i s . u s u a l l y ir iv iv-

i b l c t o o t h e r s . I g i ve m y s e l f t h e g i f t n f b e i n g p t e s e i u w i t h 

my .^e l f w h i l e t r y i n g t o g K e m y p a t i e n t s m y a u c i i u ' . e p t r s -

t n c c . 1 o f t e n e x p e r i e n c e n i o i i i c n i s o f q u i e t i n t h e m i d s t o f 

• c - n o n . B y a l l o w i n g m e t o b e m o r e p rcse i i t a n d less dis 

r i a c t e d . I b e l i e v e these m o m e n t s e u F i t n b u t c t t o i i i t u i l i c 

p a t i e n t ' s f ee l i ngs o l l i a v i n g b e e n h c a i d . as w e l l as to m y 

i j w n i c i n g s o f s a t i s f a c t i o n a i the e n d o f t he J a y . These 

m t i n i t t » . < alsu c i i n i r i b u t e t o c re - j nve t h o u g h t a n d w r i t i n g . 

I n a d i n m i b t r a u v e i n e c r i n g ' ; , m i n d f u l p m c t i c c is m o t e t i i f 

l n . \ i l i l o r m c t o ach ieve . I ' e r l v j p s i t is because t h e p i i t p o s c 

i>f s u c h K U X t u i p cs l u n .ilw:!V<, t t i f dMc f t i e a l i n g , s- i i i i fac-

n u n . cit p resence . B u t I <lo I K - H O C t h n t it i-, pos> i t i l c :u i i l 

. j . ' ipc i . i . i i ly l a c t . v s i i r y I i^ C u l l i V j i c t r ; n i d i u l l i e i S i n M j J i 

MUSIC 
M u s i c j j j.>ta'.ii<.e h ;« t .nd cV i l tc icn i i ; : l !u i . i i ' : c . fi-.TLju.i.- 1 

i r . i : ne i1 fir-.t x"; .-, i r .uMcia.n. thi-.n . i- ; j o h v s i c i : i n . I '.'..i.-. 

•^ i j rpr iM:J i n n i y c!t l:ci\M.^v r - ' .w; i l r i i i t . i lu i . i ru ,i 1 

:i . t r i L i : ; ; ; l.ii I; M ! .jr 1 r i E• I , . [•:) • h-: u i | ' ; .i-..r i t i o i : ' ; ; . i 
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The Center lor Mindh i lness in Medicine 
Urrvets i fy of Massachueelts 
Phone: ( ^ ; D B ) 8 ^ 6 - 2 6 S 6 ; www.umassed. (« lu \c fm 

Offers programs for pmfessinnols, patients, and the Iny 
public 

The Omega Inst i tute 
RhineberK, NY 
Phone: (845) 266-4444; wvwv.p0fne5a.org 

Offers Semmars. workshops, artd /nfenvve courses /t»r 
health professional and the toy public 

The Nat ional Associsf ion for Iho Clinical A p p l i r a l i o n of 
Behavioral Medicirte 
rAansfield Cenle i , CT 
Phone: (860) 4 s 6 - i i ' j 3 : www.nicabm.com 

Offers conff rentes several rimes per year thai include 
lectures and workshops 

The San Fr jnc isco i ^n Center 
S a n f r a n c i b C D . C A 

Phone: ('415) 863 i n ^ , wwvv bt^c com 

Pro^ide^ Qppartunitii^s far Iraimrtg Sn rvtrditatlon and .'.s 
i^ngagcd in m./nmunrfy nrtrl tipclthiare projecl', 

I f i . ' . ' ^h l M p d i l o r u i r i Soi . i t^ ! ' / 

Barre, fAft 
Phone iQ/y) r.S-^ t,'fi: ''V-w,^ »'.i!ir:V3 O-'V 

mediiJ!ion 

.iOlin Lhi'S'^.n;..^;'. P^D 
i'nrll.inrf. r]^: 

f 'hi ir i?- | f ,o i t !,:7 ' • ' • , ; . : i ; i .hr i^ ic iy^ihmi S ' l j j : iC 
Penny Wi l l i - in r nn s. l i 
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Culture and Medic 

Medi ta t ion is no t for everybody, however, nor is s tudying 

music. T h e Greeks advocated d ia t mus ic s tudy be bal­

anced w i d i gymnastics. T h e y fclt that too m u c h music 

softens d ie soul and too m u c h wtcsd ing hardens i t . Th is 

seems l ike good advice, no t on l y because o f d ie medical 

benefits o f exercise, bu t because i t is useful to develop 

nnintifiil practice in m o t e d ian one sphere o f lifb. There ate 

many odier means to become more present, reflecdve. and 

caring. These i n d u d e keeping a jou rna l , a te tds ing . creat­

ing art. speni i i j ig d m e i n nature, and g ^ e n i n g . 

W i a t w in i t take for med ic ine to become a more te-

flectiYc, m i n d f u l pracuce? I n m y v iew, more impor tan t 

d i an developing rcflEction groups in medical school and 

tcsidaicy w i l l be the coUccdve wodc o f indhriduals w h o aie 

wi l l ing to let diemschrcs be k n o w n . T h e c o m m i t m e n t to 

develop and use sdf-knowiedge may be as impor tan t i n 

p romot ing self-caring a n d compassion as d ie insights 

ga ine l I am impressed by the number o f physicians w h o 

do practice m ind fU ly . bu t d o so in isolat ion. Perhaps they 

feel that t o tcveal their inner lives vtrould threaten dieir 

credibility as professionals. M ind f idness underlies all ef-

fbits to be w i d i . to k n o w , and to care. W c have someth ing 

to leam f r o m musicians i n tha t regard, for w h o m publ ic 

demonstration and per fcrmance o f a m i n d f i d act iv i ty is at 

the core o f their profession. 

AcknO«l«lsn»ntS: I i b m k T u n Q u a i , John Oir istcnscn. and Deborah 

Fax for dicir hc lp f i j comments on the manuscripL 1 aiD indebted I D 

some fine, oommiitrd-teacheis for transmitt ing t h d r nwn means o f 

knowing themselves as weU as for encouraging mc ro finH my own way,, 

induding, but not l i ra i i rd lo Jon Bailow, Kenneth Maue, Ed B n w n , 

RiehanI Baker. L a t o n Havcm. Marguerite Br inen. Geotge Engrf. Da i i 

Duffy. T im QuiO, and mosr o f all. my chi ldien, El i and Ma l ta , for 

whom just being i i cfibttless. 

AuHior Ronald Epstein, a graduate o f Harvard Medical School, b a p r ^ -

odng 6mily p h ^ i d a n with rcscaidi intcirsis in paumt-physician com-

munianon. somatijatiDn. and H I V disease. H e is also a harpsichordist. 
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ORIGINAL PAPER 

ALTERNATIVE MEDICINE IN THE WORKPLACE 
Richard A Lippin, MD 

m 

Richard A Lippin is corporate medical director of ARCO 
Chemical Company, Newtown Square, Pa, and founding pres­
ident of the Intemational Arts-Medicine Association. 

Wnrlij)laa .setlings arc ripe Jor tlw appliaition of alternative medical 
interventions for a variety of reasons. Included among them are a 
shared interest in prevention hv both the occupational and alternative 
medicine communities, economic incentives hv corporations as major 
purchasers ot healthcare to reduce healthcare costs and improve 
emplovee productivitv. and the ivillingness of corporations to he dijfer-
entiallv creative in their approach to delivering and purchasing health­
care. This paper describes the US workforce in transition, provides an 
overview 0/ occupational medicine including current programs and 
emerging issues, describes the current applications of alternative medi­
cine interventions in the workplace, anil argues for future expanded 
application of alternative medicine in workplace settings. (Alternative 
Therapies in Health and Medicine. 1996:2(1):47-51) 

WHAT IS OCCUPATIONAL MEDICINE? 

A
n inquiry into the application of alternative medi­
cine in the workplace .should begin with the recog­
nition that this activity falls within the specialty of 
occupational medicine.' This branch of preventive 
medicine is concerned with: 

• appraising, maintaining, restoring, and improving the 
health of workers through application of the principles of pre­
ventive medicine, emergency medical care, rehabilitation, and 
environmental medicine 

• promoting a productive and fulfilling interaction of the 
worker with the work through the application of the principles 
of human behavior 

This definition highlights the multifaccted nature of this 
growing specialty in medicine and provides a frame\vork for suc­
cessful and responsible application nf alternative medicine in the 
workplace. 

SOCIOLOGY AND DEMOGRAPHICS 
To characterize and plan lor alternative medicine at the 

worksite, it is iinportant to describe the basic sociology and 
demographics of the US workforce. 

According to workforce e.xpert and sociologist Ross Koppel, 
the civilian US workforce now totals more than 125 million, with 
adult men representing approximately 5,S.6% of this force and 
adult women, nearlv 44.4%. White men no longer dominate the US 
workforce: the numbers of women and ethnic minorities continue 
to increase. The numbers of working older people, very young 
workers, and workers from other countries are also increasing. 

Furthermore, the average number of hours worked by an 
individual per year is increasing. In her book The Overworked 
.American: The Unexpected Decline of Leisure. Juliet Shore reported 
that with more women holding down "real jobs" and the contin­
uing need for labor at home, the total hours worked by 
Americans of both genders has increased since 1969 by 163 
hours per year to nearly 2000 hours (on average and not count­
ing another 900 hours of work done at home).' In addition, 
workers are expected to change careers two to five times during a 
productive lifetime. 

Goods-producing industries employ approximately 29.3% 
of working individuals: service-producing industries including 
government emplov more than 25.7%: and 45% of workers are 
employed in offices.' The number of agricultural workers 
dropped from 7.1 million in 1960 to 3.1 million in 1985. The 
need for new personnel in environmental protection, energy 
development, and healthcare will increase openings tor profes­
sional workers. Expansion of retail trade will lead to a greater 
number of salespeople; the hospitality, computer manufactur­
ing, and robotics industries are growing as well. 

The number of businesses with a small number of workers 
exceeds the number of firms with large labor forces. Large firms 
are more likely to use some form of on-site occupational health 
facility: small businesses are likelv to use the services of outside 
healthcare consultants because of the lower costs of ad hoc exter­
nal medical care.' 

1̂  V. Siiii^lr rrfniti! rcqiifUs iiutt tarrcspdiiilt'iict: Hiilidrrl .1 Lipijm. Ltirjnirtite Mtdiiiil Dinrlar. 
.ARCO Clianiad Loinpoin: JHOl WrsI CliiMir I'ilii: AVir/iw .^I/^l.lrr /'. I 1:1073. 
Bulk'^rrpnnlM hinnVision Ci'mmunicutiiiiis 101 Culumhia. \ i(it). LA 9J6S6. Phone ISOO) 
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LEGISLAHON AND REGULATION 
To a large extent, occupational medicine programs are dri­

ven by federal and state regulations—pertaining to workplace 
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safety and health as well as hiring, personnel, and benefits 
practices—that have accelerated over the past 2(1 vears. Among 
Ihe more important laws relevant to allernative medicine are the 
Occupational Safetv and Health Act (OSIIA) of 1970 and the 
Americans with Disability Act (ADA) of 1992. Both laws directly 
address human health and capacii\' issues that influence the 
requirements of occupational health programs. 

ON-SITE OCCUPATIONAL MEDICAL PROGRAMS 
A lundamental reality of the workplace as a site for medical 

• .services is that it is convenient for on-site employees who li\'e in 
an increasingly bu.sv society. This phenomenon and fundamen­
tal health economics increase pressure on employers to provide 
more primary healthcare at the workplace. Because the 
American workforce is es.seniially healthy, the more logical goal 
ol occupational medicine should be to prevent illness rather 
than 10 treat the ill and injured. The various kinds of health-
related activities that inav be undertaken as part of an occupa­
tional medicine program are outlined belou. 

• for regulatory and other reasons, occupational health 
professionals engage in a wide variety of examinations and e\alu-
alions. i;.\ainples include: (1) preplacenieiil surveillance exams 
targeting specific exposure, (2) leturn-to-^vork and fitness lor 
duty. (.)) pre-expatriation and repatriation, and (4) periodic 
health maintenance evaluations. Besides providing an opportu­
nity for the physician lo detect occupational and rionoccupation-
al risks and diagnoses, and provide data lor individual and group 
analysis, these examinations allow the physician to interact with 

. individual employees to di.scu.ss lifestyle and behavioral change. 
I • Often, on-site occupational health programs also provide 

palliative care for limited, uncomplicated conditions. This care is 
geared primarily toward maintaining workplace productivity. 
For example, the practitioner may provide medication for mild 
upper respiratory infection, mild gastrointestinal upsets, men­
strual cramps, headaches, and mild skin conditions. 

• The primary responsibility of the occupational physician 
IS the management of occupational illnesses and iniuries that 
can be both complicated and prolonged. 

• In corporate settings emphasis on fitness and wellness 
programs, including scientifically based exercise, recreation, and 
a wide array of health education and behavioral change .semi­
nars, is growing. 

• Employee assistance programs, which began in the 1970s, 
have successfully addressed many mental health issues affecting 
workers but often have failed to address adequately the major 
issue of workplace stress. 

• The workplace can be viewed as a logical, accessible loca­
tion for delivering a wide range of primary and secondary pre­
ventive medical services including medical screening and 
immunizations. 

• Many safety-sensitive industries (such as transportation, 
nuclear and chemical) conduct drug and alcohol screening. 

• Occupational physicians and other health professionals 
are in a unique position to advise employees on appropriate uti­

lization of the external healthcare community and serve as 
ombudsmen and advisors in this regard. 

• Occupational physicians may also participate in planning, 
providing, and assessing the quality of emplovee health benefits. 

MAJOR AND EMERGING ISSUES 
IN OCCUPATIONAL MEDICINE 

Becau.se of the trend in the 1980s toward corporate restruc­
turing, which led to corporate downsizing, workplace stress has 
increased. In addition, the cost crisis in healthcare is forcing 
companies to use the workplace to emphasize prevention and 
the importance of inanaging both nonoccupational and occupa­
tional illnesses and injuries m a cost-effective manner. The 
Circadian Croup, based in Cambridge, Mass. has stated that in 
order to be competitive in the 21st century, US industry must 
move from a machine-centered technology to a human-centered 
technology that requires increasing reliability on human perfor­
mance, with an emphasis on protection of human assets. These 
issues all affect planning tor occupational medicine, including 
alternative practices, at the worksite." 

Some ivoik-relatcd issues that m;iv pro\ e amenable lo alter­
native medical practices are described below: potential alterna­
tive medical approaches to these problems are presenicd in the 
following section. 

In 1983 the National Institute of Occupational Safety and 
l-lealth (NIOSl l) listed 10 leading work-related di.seases ba.sed on 
their frequency of occurrence and ameiiabilitv to prevention 
(Table). Although viewed b\' some as highly controversial, these 
10 remain on NIOSHs priority list, a li.st that has been borne out 
in part by recent so-called epidemics in occupational medicine, 
including occupational stress and cumulative trauma di.sorder. 

Cumulative trauina disorder appears to be a disease of our 
times, representing a clash between human anatomy and labor-
saving technologies that require less gross muscle work but more 
repetitive small nui.scle and hand work than in previous eras. It 
strikes carpenters, musicians, butchers, meat packers, auto 
workers, gardeners, construction workers, supeririarket check­
ers, assembly line workers, writers using computer keyboards, 
and others who use their hands repetitively with the ivrist bent. 

Work-related diseases based on frequency of occurrence 
and amenability to prevention 

• occupational lung disease 
• major injuries including amputations and fractures 
• occupational cancers 
• disorders of reproduction 
• cardiovascular disease 
• noist-induced hearing loss 
• neurotoxic disorders 
• psychological disorders 
' derinatologic eoiiiJitioiis 
' inuscuioskeletal|injuries 
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I5v some estimates, the incidence of cumulativ e trauma disorder 

among US workers is 1 in 10.' The US Centers tor Disease 

Control and Prevention has reported, howe\ er. that no accurate, 

reliable data exist on the frequency nf w ork-related cumulative 

stress disorder for nvo reasons: (1) inadequate training of health 

professionals to recognize these conditions and (2) underreport­

ing of recognized cases. Fhe accuracx' of surveillance could be 

improved by establishing standard definitions lor work-related 

nuisculoskeletal injuries. 

lob stress is another problem at an epidemic le\el in this 

country.'' Stress clearly is the major cause of productiv ity decline 

in the US workplace, with three stress-related disorders—chronic 

pain, hypertension, and headache—accounting for 54% of all 

absences, or $15.7 billion of the $80 billion loss in wages every 

vear. .-\lthough definitions ol job stress \ar\" and more objecti\'e 

measures must be developed, 30% ol adults report hish job stress 

nearlx' every day. and an even higher percentage, once or twice a 

week. In a 1991 study by Northwestern National Life Insurance it 

was reported that more than one third of the respondents were 

considering changing jobs because of job stress. In California the 

prev.alence of claims for gradual mental stress more than doubled 

Irom 1980 to 1982. w liereas claims for all other disaliliny injuries 

actually decreased by more than U)%. Furthermore, mental disor­

ders are the most prevalent (21%.) of disabling conditions among 

recipients of Social Security Administration funds for disabilit\'. 

When the New Nork Business Group on Health polled 201 per­

sonnel and medical directors of small, midsize, and large corpo­

rations, the results were that depression affected 24%) of their 

employees on the average, and led to an average loss of 16 davs of 

work annually." Violence in the workplace, including homicide, is 

also a growing concern. 

In a June 1991 letter"' the author proposed a new research 

model for the common cold that implicates stress, suggesting 

that although the presence of a virus mav be indisputable in each 

case, it does not necessarily play a causati\'e role and that, anec-

dotally, a direct correlation has been found (bv the author) 

between periods of intense stress and the onset of a cold. The sit­

uation is proposed to involve a parasympathetic breakthrough 

or payback phenomenon that others have misdiagnosed as being 

caused by a virus. The phenomenon produces .symptoms typical 

of an overactive parasympathetic nervous system, including 

increased mucus, sweat, and tear production; generalized mus­

cle aches: and nausea and diarrhea. Related to this hypothesis, in 

August 1991 Sheldon Cohen and colleagues at the University of 

Pittsburgh reported an association of psychological stress with 

increased incidence of the common cold." 

Other topical issues that are emerging in occupational med­

icine are air quality, multiple chemical sensitivity, environmental 

tobacco smoke exposure, shift work, \'igilance and fatigue, and 

travel, especially international. Upper respiratory infections still 

account for a large percentage of lost w ork davs. and back 

injuries make up 20%. of occupational injuries in the United 

States, c'osting as much as $30 billion each vear. Some sources 

predict that 80% of the working population will at some time 

during their careers experience significant low-back pain. Some 

20% to 25% of all the back claims in industr\' account for 90% of 

the costs of such injuries.'- The National Safct\ Council estimat­

ed that in 1986 approximatel\ 10.800 deaths resulted from acci­

dents in the workplace. In addition, 1.9 million people sustained 

work-related disabling injuries, and total work accident costs for 

1984 were estimated at S32.4 billion.' 

APPLICATION OF ALTERNATIVE MEDICINE 
INTERVENTIONS IN THE WORKPLACE 

Alternative medicine is practiced infrequently in the US 

workplace, with some notable exceptions such as massage, 

acupuncture, and informal nutritional interventions. Procedures 

that promote alertness, relaxation techniques, and arts-medicine 

(a study of the relationships between human health and the arts) 

interventions are beginning to be used as well. 

• Among the more successful alternative medicine inrer\ eii-

tions in the workplace is on-site massage therapy. Although pre­

cise statistics in the field are not vet available, l l l iot Greene, past 

l)resident of the American .Massage Fherapv' .Association, indi­

cated m a 1995 letter (to the author) that more than 80 compa­

nies, many of w hich are Fortune 500 companies, are using 

massage therap\ to counter such ills as musculoskeletal prob­

lems, stress, and poor ergonomic design of furniture. The associ­

ation itself has grown from 1500 members in 1983 to 22,000 

members in 1995. with accredited schools increasing troin 12 to 

60 during the same period. 

Companies of fer ing on-site massage include Apple 

Computer iii California, Merrill Lynch and NBC in New York, 

the Dallas Herald Tribune. SmithKline Beecham and Conrail in 

Philadelphia. Ben and jerry's Ice Cream in Waterbury, Vt, and 

Wampler Longacre Chicken Company in Virginia. The latter 

provides an around-the-clock massage therapist for more than 

1000 workers in its large poultry plant in an cfl'ort to decrease 

the incidence of cumulative trauma disorder. A typical on-site 

massage takes about 15 minutes and costs much less than a full-

bodv treatment, with charges based on the length ot the session. 

The client remains fully clothed and sits on a stool or a .specially 

designed chair. The finger pressure techniques used in this 

approach are adapted from traditional massage and Oriental 

stvles of acupressure ina.ssage. 

Similarly, the growing popularity of office massage appears 

to be linked to a dramatic increase in repetitixe stress injuries 

related to intensive use of computers: the emphasis is on mas­

sage of the neck and shoulders." j 

In an unpublished 1993 manuscript. Field and colleagues of 

the Touch Research Institute, based at the University of Miami 

School of Medicine, reported preliminary findings of a job stress | 

studv designed to assess the effects of massage therapy on job-

related stress and anxiet\' and also productivity and job satisfac­

tion. A 15-minute chair massage was provided twice weekly i 

during lunch for 5 weeks. In preliminary results participants : 

reported feeling le.ss fatigued and being able to think more clear- , 

Iv. Electroencephalogram, alpha, beta, and theta waves were j 
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altered in ways consistent with enhanced alertness. Math prob­

lems were coinpleted in approximately hall the time required 

without massage, with approximately 50% fewer errors by the 

end ol the intervention: also, anxiety levels w ere lower at the end 

ol a 1-month period. 

• Acupuncture has been used in some smoking cessation 

interventions. According to corporate medical director Peter 

Devine, of Bell Telephone of Pennsylvania, an auricular 

acupuncture "clip" technique has been successful in some cases. 

• Regarding nutritional interventions in the workplace, cur­

rent practices are likely to be informal and voluntary, with work­

ers dosing themselves with vitamins or other nutrients that thev 

believe are likely to improve their health. However, if clearer proof 

becomes available that such practices do firomote health, compa­

ny cafeterias can be readily modified to take advantage of an 

increased emphasis on nutrition and health and the link between 

tood. stress, and performance." Because upper respiratory infec­

tions occur frequently in the workplace, vitamin therapy, as first 

promoted by Linus Pauling in 1970 and recently confirmed bv 

researchers Irom the University of Hefsinki and the Linus Pauling 

Institute of Science and Medicine, might be ol particular interest 

as a potential method ofreducing the severitv' of colds." 

In addition, interest is increasing in the concept of cliemo-

prevention. or u.se of (antioxidant) vitamins (vitamins C and E. 

lor exaniple), as a method of reducing ones risk for cancer.'"'" 

Although only a decade or two ago efforts at chemoprevention 

were not regarded seriously, this approach is now being studied 

in many major cancer centers around the world.'" This develop­

ment has implicafions for prevention of both occupationally and 

nonoccupationally induced cancer. The incidence of occupation­

al cancer ranges from 0% to 5% of all cancers"': however, the pub­

lic has the perception that industrial processes contribute to and 

possibly cause cancer in a significant number of cases. It may be 

helphil for industries to engage in chemoprevention techniques 

at the workplace—supplying antioxidant regimens to their 

employees to decrease the risk of contracting cancer, regardless 

ot the cause. 

•Employee alertness is beginning to be addressed by some 

alternative medicine techniques. Dr Martin Moore-Ede, presi­

dent of Circadian Technologies, Inc, and associate professor of 

physiology at Harvard Medical School, has stressed the impor­

tance of alertness, indicating that modern managers must learn 

how to select and train teams of employees, schedule work and 

rest time, and organize work paths to ensure that safety, produc­

tivity, and quality are maintained 24 hours a day. Because of 

increased international travel, Moore-Ede also cites the need to 

learn how to combat jet lag by using scientific breakthroughs that 

have enabled us to control the biological clock. For example, the 

discovery of the role of suprachiasmatic nuclei in the hypothala­

mus in generating rhythms of sleep and wakefulness, and the 

identification of the phase-response mechanisms by which bright 

light (approximately 2500 lux) resets this biological clock, have 

laid the groundwork for new techniques for precise control of the 

timing of sleeping and waking, alertness, and performance. 

In The Tweiitv-Tour Hour Society, a book that addresses the 

tuture ol work. .Vloore-Ede describes technological break­

throughs tor increasing alertness including strong doses of 

bright light, redesign of control room environments, and vi.sors 

that supply strategic shots of light while the wearer is aloft. 

Because the alertness or drowsiness of employees can now be 

precisely measured using brain wave (electroencephalogram) 

and eye movement (electro-oculogram) analysis, precise design 

specifications for ensuring employee alertness can be deter­

mined, lobs and workplaces can be designed to promote alert­

ness by building in such stimuli as muscular activity, light, 

temperature, sound, and aroma. Interestingly, third shift work­

ers at the Nestle Food decaffeination plant in Illinois do not need 

to drink coffee to stay awake, perhaps because an aroma pro­

motes alertness either by psychological a.ssociation or bv direct 

inhalation of caffeine.'' 

• Among the most widely accepted methodologies for 

addressing workplace stress are various relaxation techniques. 

Herbert Benson. .\1D, a mind-body pioneer at Harvard Medical 

School, defined the relaxation response in 1974. "' The relaxation 

response is defined as a scries of coordinated physiological 

changes elicited when a person engages in a repetitive mental or 

physical action and passively ignores distracting thoughts. The 

alterations include decreases in oxygen consumption, heart rate, 

respiratory rate, and blood pressure, and increases in the inten­

sity of alpha, theta, and delta brain waves. These are the oppo­

site ot changes that occur during the stress response. 

The Center for Corporate Health and the Center for 

Training in Mind/Body Medicine have become integral parts of 

the Mind/Body Medical Institute that Benson directs. Other 

prominent leaders in the work-stress management area are 

Robert Elliot of the Institute of Stress Medicine International in 

Li t t leton, Colo; Richard Rahe at the Nevada Stress Center, 

University of Nevada School of Medicine, Reno, Nev; and Mvrin 

and loan Borysenko of the Mind/Body Health Sciences, Boulder, 

Colo. It is also notable that Mutual of Omaha Insurance 

Company recently decided to provide coverage for a program 

designed by Dean Ornish, MD, a cardiologist who integrates 

nutritional principles and meditation into his regimen of cardio­

vascular disease prevention.-' 

• In another approach to stress reduction, the new field of 

arts medicine involves the application of the arts as a therapeutic 

or preventive intervention in the form of one or more types of 

art therapy.-' Also of interest to employers and employees is the 

potential for the arts to serve as a creativity enhancer. ARCO 

Chemical Company, an international corporation headquartered 

in Newtown Square, Pa, under the author's medical direction, 

sponsored art and creativity workshops led by a professional 

art ist who taught techniques for drav\'ing faces in a self-

esteem-building exercise. It is now generally recognized that aes­

thetic stimuli including light, color, sound, rhythm, and even 

words may have a salutary impact on human hea l t h . " " 

Furthermore, ARCO Chemical Company has introduced, as part 

of the health education component of its fitness and wellness 

50 ALTERNATIVE THERAPIES. lANUARY 1996. VOL 2. NO. .Mtemativc Medicine in the Workplace 



program, a session called "Lunch and Laugh." which exposes 
cmplovees to humorous stimuli and elicits laughter to reduce 
stress during the lunch hour. This program is based on the 
hypothesis—advanced bv Norman Cousins' and the physiologi­
cal research ol VVilliam Fry ' ot Stantord University—that laugh­
ing has a salutary effect that can be measured. 

Similarly, in 1985 the author proposed using stress-releas­
ing techniques at the worksite to reduce both illnesses and 
accidents.' Techniques besides laughter that are likeU' to 
reduce stress include crying, writing, and hitting or kicking 
exercises.-'̂  

FUTURE APPLICA HONS 
OF ALTERNATIVE MEDICINE IN THE WORKPLACE 

Future applications of alternative medicine in the work­
place are limited onlv bv the creativity oi healthcare providers 
and the courage of the business leaders who control the purse 
strings of health coverage. .-Vs we enter a postindustrial era in 
which human-centered tcchnologv' is stressed, health and 
liiiman performance will be increasingly valued in corporations 
uiiDse leaders w ish them to remain competitive. 

Emphasis at the workplace will continue to be on preven­
tion of health problems and on alternative medicine practices 
whose products and interventions achieve this goal. Some of 
these approaches have been discussed in this paper. Many other 
legitimate alternative medical interventions are likely as well to 
have potential application in the worksite. 

Alternative medical interventions are relevant to off site as 
well as on-site healthcare services. Because corporations repre­
sent a major purchaser of offsite healthcare services, creative 
corporate medical directors can assist with benefits planning to 
ensure appropriate consideration of alternative medical third-
party coverage. Hence, corporate medical directors should 
make an effort to understand alternative medical practices that 
relate to treatment as well as those that are useful for worksite 
prevention practices. Off-site healthcare services may include 
those that are targeted to pain management and short-term and 
long-term occupational and nonoccupational disability case 
management. 

The burgeoning area of human performance issues for 
employees from executives to hourly workers also provides 
opportunities for alternative medical interventions. These 
issues, which include alertness, stamina, and certain cognitive or 
physical skills, represent a recognition that the prevention and 
treatment of illness are not medicine's only goals. In healthy 
working populations, the enhancement of human performance 
may be addre.ssed. A positive aspect of this trend is that capacity 
enhancement emphasizes that which is healthy within an indi­
vidual, rather than stressing patholog)', as Western medicine so 
often—and perhaps necessarily—does. This approach might be 
described as the rebirth of medical optimism. 

Occupational medicine professionals must exercise caution 
in the area of employee performance and not be tempted to pri­
oritize performance over health, which might place the einploy-

1 

er's interests ahead of the employee's. Properly integrated, per­
formance and health should support one another. 
SUMMARY 

Applicatitms of alternative medicine at the worksite arc 
already being used in a liiuited way. especially massage therapy 
and relaxation techniques. Corporations, as both major 
providers and purchasers ol healthcare, can be an especially 
potent force in advancing sale and effective alternative medicine 
at the worksite. Many social factors argue strongh' tor advancing 
alternative medicine at the worksite. Fhese include the centrality 
of work in our lives, the rapidly changing face of America's work­
force and the nature of work, and the desire for the United States 
to remain competitive in a world economy. 
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Dr. Michael Zeng, MD (China), D.O.M. 
President, International Institute of Chinese Medicine 
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Santa Fe, NM 87592-9988 
(505) 473-5233 

Oriental Medicine, based upon Traditional Chinese Medicine, is an 

approach to healthcare with over 4000 years of development and 

refinement. It originated in China and spread to Korea, Japan, and 

other regional countries, and then to the rest of the world. From its 

pioneers' careful observation of the human struggle against disease, 

Oriental Medicine has developed its systematic character, theory, and 

clinical skills. These are documented in a vast body of literature 

covering its theory and practice. 

Oriental Medicine's fundamental approach is based upon the 

principles of yin and yang, five elements, and channel and collateral 

theory. It has a distinctive perspective on both pathology and the 

etiology of disease, and focuses strongly upon the differentiation of 

syndromes to distinguish and treat illness. 

An important feature of Oriental Medicine is its recognition of the 

interconnection between the physical, psychological and spiritual 

aspects of the patient. It stresses the integration of all these in order to 

treat the whole person, rather than the disease, with a focus upon 

prevention as opposed to cure. 



Western medicine is built upon the foundation of biomedical science. Its 

characteristic approach, Man bin, is concerned to identify specific 

diseases and to treat them, typically through the administration of drugs 

or surgery, according its established scientific canons. It is, in this 

sense, a very objective approach, and one whose applications may be 

judged upon a corresponding objective basis. 

Oriental medicine does not share this model, or the sense of scientific 

certainty that goes with it. Instead, it emphasizes bian zheng, and 

requires practitioners to draw upon their experience to distinguish the 

appropriate syndrome. This requires skill in arriving at a synthesis of 

what can be exceedingly complex indicators of the syndrome affecting 

the patient. 

These basic differences will present challenges for researchers trained 

according to the Western model. As we work together to integrate 

Oriental medicine into our national health care system, many have 

called for more research into its effectiveness. It is our hope that 

increased cooperation among researchers from both Oriental and 

Western medical backgrounds will allow us to make progress in this 

much-needed work. 

Today, Americans are turning to Oriental Medicine in ever-increasing 

numbers. They view it as providing simple, economical and effective 

treatment with no major side-effects. Surely, both approaches have an 

important role to play. It is vital, therefore, for the optimal delivery of 

services, that reimbursement for acupuncture and Oriental Medicine 



treatments be addressed by both private and government insurance 

programs. We look to the Commission for assistance in achieving this 

important goal. 

Like many of my colleagues, I am very concerned that many states now 

allow medical doctors to practice acupuncture with a bare minimum of 

related training, or even with no training at all. This removes 

acupuncture from its intellectual roots, with the potential to damage our 

profession, and is contrary to the best interests of the public at large. 

I suggest that we work for the establishment of national standards of 

training that will apply equally to all. While medical doctors who wish 

to practice acupuncture should certainly be allowed to waive elements 

of the required Oriental Medicine curriculum, they should not be 

excused from meeting the educational standards established for all 

other practitioners. These are minimum requirements that should apply 

to all, in the interests of fairness and to ensure the safe and effective 

delivery of acupuncture and related treatments to health care 

consumers. We should have no privileged class of practitioners who are 

exempt from the standards established for all others. 
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White House Commission on Complementary and 
Alternative Medicine Policy 

CAM Self-Care and Wellness 
November 27, 2001 

Good afternoon Commissioners; 

My name is David Molony. I am an Oriental Medicine professional 
and the Executive Director of the American Association of Oriental 
Medicine. 

The Oriental Medicine profession is the most comprehensive, far 
reaching, credible, and accepted CAM field of medicine in the United 
States. We have, in place, national education, accreditation and 
certification examination standards in acupuncture, herbal medicine and 
bodywork. An intrinsic part of our education involves patient education on 
wellness and self awareness, which we feel expands to family members 
and friends. 

While public awareness on self care can be part of an ad campaign, 
the most headway can be found in a positive personal experience with a . 
practitioner or a close friend or relative who has had such an experience. 
The expansion of Oriental Medicine in the United States has brought just 
such profound experience to the lives of many, and this has provided for 
the logarithmic expansion of our field with such rapidity that it has 
continued to evolve into a field of medicine in its own right. 

People using internal and external martial arts are understanding 
that balance is more than physiological homeostasis. They know that 
many times simplification and a strictly personal understanding at the 
basic levels of human comprehension of concepts such as Yin and Yang 
and the concept of Qi with its movement throughout life provide a sense 
of health that can enhance ones ability to cope with any infirmity. This is 
not religion, but it works with any religion that is open enough to use it to 
enhance well being. 



WHCCAMP 3/27/01 
Page 2 

Education in Oriental Medicine colleges always involves some form 
of development and manipulation of Qi, to provide for better treatment 
and also for self regeneration after treating. While this is not always 
consciously imparted, during an acupuncture treatment for instance, the 
shared experience provides a venue for observation of that movement 
and the acceptance of the qualities of Qi that surround us. This is a very 
important aspect of an acupuncturists interaction with a patient. 

Other aspects of Oriental Medicine that work well within a self care 
model are over the counter herbal preparations with a simple 
understanding similar to that used for OTC remedies here in the United 
States. I t is not hard, for instance, to differentiate between 3 or 4 cold 
remedies, which will increase the likelihood of a rapid recovery tenfold. 
Uneducated countryside folks in China do this on an everyday basis, with 
good results. I expect that we will see this sort of thing evolve into the 
norm over the next few decades, assuming that the public health is 
considered an over riding factor compared to fiduciary interests or dogma. 
Diet is also an important aspect, and we have certainly evolved away 
from the simple understanding of how we interact with nature by how we 
eat. Simple awareness of the hot and cold natures of foods relative to our 
state of health can provide a wealth of wellness information that can be 
used on a daily basis to achieve a longer, more productive life and a less 
drawn out death. 

The profession of Oriental Medicine looks forward to working with 
Conventional health care in the United States to enhance the well-being 
of the public through use of the oldest and most renowned longevity and 
wellness practices in the world. 

American Association of Oriental Medicine 
433 Front Street 
Catasauqua, PA 18032 
888-500-7999 
Fax- 610-264-2768 
www.aaom.org 
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John D. Melnychuk, RSHom(NA), CCH 

655 Homer Avenue 
Palo Alto, CA 94301 

(650) 323-5656 
email: Jmelnychuk@lgc.org 

PROFESSION Al, KXPFRTENCE 

Hoihcopathic Cons i i l tmi t . in |.-)riv;ite practice in Palo Alto. Califoniia 
1994 - present. in New York, New York. 1996-1998 

L e c t u r e r , Pacific Acadeniy of Homeopathy. .San Francisco. California. 
1999 - present. 

D i r e c t o r . Homeopathic Programs. Airline Ambassadors International. 
San Francisco. California. 1999 - present. 

Aii l i i i e Ambassadors inleriKiiiona! is a United Nations accredited Non-Governmcnlal 
Organization (NGO) lluil provides liunianilarian aid in developing coiiinuinilics domestically and 
inieriKiiionallv. I provide liomeopalliie education and training lo health care workers and 
vohmieer members. 1 also supervise clinical training ol' homeopaths, student homeopaihs. and 
other healih care providers on overseas aid projects. In December 1998 I made a pilot trip to 
Bogota. Colombia and volunteered al the orphanage Hogares Luz y Vida. In February and August 
1999 I voluiiieered ai orphanages al Maxfield House and Marigold House in Kingston, Jamaica. 
In May 1999. 1 made assessments of refugee camps in Macedonia during ihe war in Kosovo. 

S p e a k e r 
North American Society of Homeopaihs Second Annual Case Conference. August 1999. 
North American Society of Homeopaths First Annual Case Conference. April 1998. 

Provin}» E x t r a c t o r 
.A proving is an experimental trial of a new homeopathic medicine . 
Performed initial analysis and editing of raw data for provings of : 

Helodrilus, Oakland' California, 1997. 
Haliaeelus Leucocephaltis, Headlands. California, 1996. 

Editorial Advisor of a new translation of the classic te.xt, Or\;aiinu ()/ the Medical 
Art , by Sainuel Hahnemann, M.D., edited and annotated by Wenda Brewster O'Reilly, 
Ph.D.. 1993 - 1996. This text is the original work by Sainuel Hahnemann that provides 
the philosophical foundation for Homeopathy. 

L e c t u r e r , Homeopathic Study Group for Parents, Palo Alto. California. 1994-1995. 

Cl in ica l Supervi.sor, London College of Classical Homeopathy, London, England. 
Taueht undergraduate students in a clinical setting. 1993. 



P R O F E S S I O N A I F X P E R T F N C E conunued, 

Research S.upervisor. Dynamis College. London. England, 
Coordinated data collection and initial analysis for a research study on a n e w l y -
developed homeopathic medicine. Neon. 1992 - 1993. 

E d i t o r . Miccant Ltd., Nor thampton, England. Upgraded and tested CARA's 
homeopathic repertory program. This computer program is the one most widely used 
by British homeopathic professionals and students. 1992 - 1993. 

P R O F E S S I O N A I S O r T F T I F S 

North American Society of Homeopaths. Seat t le , W a s h i n g t o n . 
Professional .Memher. 1994 - present. 

Cha i r . Out-Reach Programs Committee, 1998-99 These programs provide low or no -
cost homeopathic education and treatment in international and local cominun i t i e s . 

.Member. Ethics Committee. 1993 - 1994. 

Council fo r Homeopathic Ce r t i f i ca t i on , San Francisco. California. 

Professional member. 1994 - present. 

C a l i f o r n i a State Homeopathic Medical Society 

.Active member, 1998 - present. 

R O A R D P O S I T I O N S 

Vice President, Homeopaths Without Borders, and Liaison to ihe North American 
Society of Homeopaths. 

Homeopaihs Without Borders is a nonprofil organization lhat provides homeopalhie care and 
educational programs in developing communities domestically and internaiionally. As a 
represenialive of this organizaiion. I have traveled internationally lo provide homeopathic training 
10 health care providers. Part of my work has been lo search for a suitable sue overseas for a 
permaneni clinic. This clinic will provide care lo ihose in need and clinical training for health 
care providers. 

D i r e c t o r , Building Project Committee, Homoeopathic Research and Charities, 
Mumbai, India. 

HRC IS a noi-for-prol'il agency based in Mumbai. India. The founders ol' HRC are Indian leaders in 
the international homeopathic community and leading Indian citizens. HRC's main interests are 
homeopathic education, research, and treatment. The Building Project Commiuee is responsible for 
conceiving, designing and building a campus for an international teaching and research center in 
Lonavala. Maliarastra. India 

President, California Health Freedom Coalition, Palo Alto, CA. CHFC is working toward 
improving health freedom of California consumers. 



PTTRI ICATIONS 

"A Case of Germanium," in The American Homeopath. Volume 6. 2000. 
This article chronicles the remarkable improvement of an individual 
dose of a newly proved and rarely used remedy. 

after a s ing le 

Book Review: "Prozac Free." by .ludith Reichenberg-Ullman. N.D. MSW, and Robert 
Ullman, N.D.. Picnic Point Press, Edmonds, WA. 1999. This review appeared in The 
American Hoiueopalli . Volume 5. 1999. 

"An Interview with Misha Norland. F.S. Hom." in The American Homeopath, Volume 4, 
1998. This comprehensive interview is with one of Britain's ' most experienced and 
respected professors and practitioners of homeopathy. 

Book Review: "The Patient's Guide To Homeopathic Medicine." by Judith Re ichenbe rg -
Ullman. N.D., .MSW. and Robert Ullman, N.D, Picnic Point Press. Edmonds, WA. 1996. 
This review appeared \n The American Homeopath. Vohimc 2. 1996. 

Book Review: 'The 
Dynamis Books. .Ma 
Homeopath. Volume 

Dynamics and 
vern, England, 
1. 1995. 

.Metliotiologles ut 
1995. This review 

'rovmiis." by Jeremy Sherr, 
appeared in The American 

C1 inical Trial Review: Is Evidence for Homeopathy Reproducible''" by David Re i l l y , 
December 1994. This article describes a trial of homeopathica l ly 

;it the Glasgow Royal Homeopathic Hospital. The review appeared 
M.D., The Lancet, 
prepared medicines 
in The American Homeopa th. \'o\ume 1, 1995 

EDTirATTON and CERTTFirATTONS 

Licentiateship with h o n o u r s , 1993. 
London College of Classical Homeopathy, London, England. 
This four-year prolessional program m homeopalhie medicine 
I ra i II i n >:. 

includes one vear of teacher 

Practitioner of Classical Homeopathy (PCH) degree, 1993. 
Dynamis School for Advanced Homeopathic Studies, London, England. 
This is a iwo-year post-graduate professional training program. 

R S H o m ( N A ) certification, 1994. 
Registered Society of Homeopaths (North America). 
This is currently ihe most stringent certification available for homeopaihs in 
North America. There are currently only SO registered members who have 
achieved this level of training and expertise in the United Slates and Canada. 

C C H certification, 1994. 
Certified Classical Homeopath. 
This certification is also available for homeopaihs in Norlh America, 
homeopaths who have achieved this certificatuMi level. 

There are currently only 200 



F n i i r A T I O N anfl C F R T T F T r A T I O N S 

Master Clinician Certification, 1998. 
Luminos Homeopathic Courses. Ltd.. San Francisco. U.S.A..This is two vear post-graduate 
professional iraming program offered hv Louis Klein. RSHoni (NAi. Louis Klein is one of North 

America's leading homeopaihs, 

S e m i n a r s / W f) r k s h o p s / C o n f e r e n c e .s 

Attendance of numerous seminars and conferences in Canada. England. Scotland, and 
the United States, studying with a great number of internationally known 
homeopathic scholars includine: Jeremv Sherr. Dr, Rajan Sankaran, Dr. Jayesh Shah. 
DR. Sudhir Baldota, Dr. Divya Chhabra. Dr, Sunil Anand, Dr. Sujit Chatterjee, George 
Vithoulkas, Sheilaeh Creasy,' Vega Rosenberg, Guy Kokelenberg, Roger Morrison. M.D. 
Murray Feldman,"Uaurie Dack, David Mundy, Peter Chappell. Louis Klein, Roberto 
Bianc'hini, Anna Schadde. Alize Timmerman, Dr. Nandita Shah, Dr, Farouk Master, Dr. 
Prakash Vakil . Dr. Suiit Chatterjee. Stephen King. Sheryl Kipnis. Nancy Herrick. Paul 
Herscu. N.D,. Massimo Mangialavori. Jan Scholten, Robert Bannan. Rebecca Preston. 
Simon Taffler. Edward Chapman. Wenda O'Reilly. PhD. and many others. 



Nurse Healers— 
Professional Associates International 
The Official Organization of Therapeutic Touch 

' www.therapeutic-touch.org 

Oral Presentation to the White House Commission on CAM March 26-27, 2001 

My name is Janet Ziegler, and as immediate past Coordinator of the ISurse Healers-
Professional Associates Intemational (NH-PAl) I am speaking on their behalf this 
afternoon. We would like to express our appreciation for allowing us this opportunity to 
participate personally in these very important and timely commission hearings on CAM 
policy. 

NH-PAI was formed by Dr. Dolores Krieger in 1977 as a forum for nurses concerned 
with the healing aspects of the nursing interaction, and specifically to address the issues 
of the newly developed process of Therapeutic Touch (TT) which she co developed with 
Dora Kunz in the early 1970's, NH-PAl is an intemational organization. Although the 
majority of our members are nurses, we are also represented by members in many areas 
of health care, pastoral care as well as lay people. It was learned early on that everyone 
has a natural potential to develop the skills of Therapeutic Touch. 

From the outset Therapeutic Touch has been studied using the scientific method. While 
the early research was not flawless, methodologies continue to improve and there has 
been a consistent output over the past 30 years, making TT one of the most researched 
based of the CAM modalities. 

The Nurse Healers-Professional Associates Intemational is the official organization of 
Therapeutic Touch and sets the standards for TT practice and education and promotes TT 
research. 

1 would like to address the issue of "energy modalities" being considered as a unit. 

For the purposes of education, certification and accountability, modalities such as 
Therapeutic Touch, Reike, Pranic Healing, Healing Touch and others can NOT be treated 
as if they are similar. While on the surface they may appear to look alike: 

1) the outer procedure and the inner process of each are considerably different. 
2) The conceptual and theoretical basis and the basic assumptions upon which 

each modality is based are vastly dissimilar. 
3) The professional education, credentialling requirements and research base for 

each are not remotely related. 

These modalities are no more similar than osteopathy, chiropractic, massage and physical 
therapy are to each other. We hold each of these to specific standards, as we should all 
CAM modalities that seek credibility. 



It is essential that each CAM modality that is practiced in a medical facility have its own 
appropriate research base, credentialling process, and specific policy/procedure for 
practice in a medical institution. 

Because of the diversity in "energy modalities," to assure accurate utilization of the 
intervention, the ofiBcial standard-setting organization for each modality should be 
responsible for teaching and educational requirements, and performance standards and 
practice guidelines. 

To clump "energy modalities" together does a tremendous disservice to the general 
public, and to the medical professionals who may not be able to discern the significant 
differences among them. As with any healthcare practice, each energy intervention 
should be appropriately researched. We must guard against one "energy modality" 
claiming the research of another as its own. This violates the integrity and accountability 
that must be the standard for all CAM modalities. 

Every intervention utilized in a medical facility must stand on its own operating under 
rigorous outcome-based research trials so the public can be assured of a fiiU range of safe, 
effective CAM practices. 

The NH-PAl fixUy concurs with the American Holistic Nurses Association position that 
"A niu-se practicing as a therapist of a specific conventional or CAM therapy, must have 
the education, skills, and credentials ascribed for that therapy." Further, ANYONE 
practicing any CAM therapy must have the standardized education and credentials 
ascribed for that therapy. 

1 would like to thank you for this opportimity to speak to the Commission on behalf of 
Nurse Healers-Professional Associates International, the ofiGcial organization for 
Therapeutic Touch. 

Respectfiilly, 
Janet Ziegler, MN, RN 
Immediate Past Coordinator NH-PAI 
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Nurse Healers— 
Professional Associates International 
The Official Organization of Therapeutic Touch 

www.therapeulic-touch.org 

RESPONSE TO WHITE HuUSE CUMMMlSSiuN UN C U M P L E M E N I 'ARY ANL) ALrEKNATl VE 
MEDIClNfE POLICY 

r r . 1 - t ^ / ^ / ^ i 

reoruary i j, ^wl 

Dr. Joseph M. Kacv;iViafCzyk (e-niail; KaezjiiaJo@iiiail.riih.g,ov, fax: 
J U 1 .H-OU. l O V I , p l l O I i e . J U I . H J J .61 y i or / j yz ) aiiu 

Groft, Phs 

Re 

Dear Dr. KaCaiiafCzyk" ai\d Wiiite HoUSe Coiiliiiissioii MeftibefS!, 

Thaak you for including Nitrse Healers-Professional .Associates International, tlie official organization of 
Tiierapeuiic Touch, to participate in tins wortliwliile endeavor. For tliose menibers off the coiniiiissiori tliat 
are not familiar with Therapeutic Touch (TT) I will give a ver>' brief his*or>'. Therapeutic Touch was 
developed in the early 1970's by Df Dolores Kfiegef, then a professor of nursiiig at New York University, 
and Dora Vati Gelder KuJiz, a natural healer. Nurse Healers-Professional Associates Intemational (NH-
PAl) W3S formed iii 1976 by tlie Dr Krieger and a group of professionals wlio felt tliere was a need to have 
an organized body to share infonnation and to develop standards of practice and policy and procedure for 
tills well researched aiid effective healing tlierapy. Dr Dolores Krieger, presently Professor Eiiieriia, tauglit 
the first class in any college or University' on a complementary therapy at New York University back in the 
late 1970's. This class was on Therapeutic Touch and is still being tauglu tliere today. In additiori, TT is 
tauglit in numerous colleges and universities tliroughout the United States and in over 80 countries 
tlirougliout tlie world. TT lias tlie strongest research base of any other CAM tlierapy, including multiple 
doctoral and master thesis predominately in nursing. Therapeutic Touch is a nursing diagnosis according to 
tlie North Anierican Nursing Diagnosis Association (NANDA.) Altliougli primarily nurses practice TT, 
Dr Krieger and Dora Kunz realized that healing is a naturj 
well as lay people can leant and use TT to help others. 

potential and other healthcare professionals as 

1 will address the interesting and in some cases cliallenging questions that v.-ere developed to guide the 
Commission's deliberations. 

1. Are there national educational standards for Therapeutic Touch undergraduate, postgraduate, and 
continuing education? Should those national educational standards include exposure to CAM other tlian 
Therapeutic Touch? 

Yes, there are national educational standards for Therapeutic Touch education wiiicii are set by Nurse 
Healers-Professional Associates intemational, the official organization for Therapeutic Touch. There are 
courses tauglit at the undergraduate, post graduate and continuing education level 

While NH-PAI does not set standards for other CAM therapies, it supports and includes other CAM 
therapies in its conferences. Althougii many of our practitioners practice other CAM therapies and have 
taken classes from a person qualified to teach sucli tlierapy, they do not teach other CAM tlierapies in a TT 
class. Students in a TT class often ask questions wliile tliey are trying to compare TT with otlier modalities. 
TT teachers need to be familiar with a variety CAM therapy, but it is unrealistic for anyone to be current 
vAlh all of the alternatives. Further, it is not the function of a TT class to go into deptli on any oilier 



modality than TT. It would be cottfiising to the student to intermingle therapies. TT is only one option 
among many, this would be the perspective of any teacher or pBctittoner. 

2. Should there be national standards or certification to provide CAM practices and products? If so, 
how and by whom should national standards or certification be established, to whom should they 
apply, and how should they be implemented? 

Yes, there should be national standards of for CAM practices and products. Standards, certification and/or 
credentialing would be done by the official organization that has a full understanding of the CAM therapy. 
National Standards and certification should apply to all individuals vA\o practice or teach the modality, 
especially in a hospital, healthcare facility, and private practice or for compensation. 
The apphcation would be directed to and credentialing implemented by the appropriate organization for 
each CAM therapy. 

3. Should the numerous energy healer organizations come together to form "a community?" If so, 
how and by whom should that "community" be formed? 

No, the energy healer organizations should not form a "community". You can not lump different energy 
modalities together. Each is separate and distinct IT MUST BE UNDERSTOOD THAT ALL ENERGY 
HEALING IS NOT ALIKE. You begin to muddy the waters for the consumer and in educating the health 
care professionals and the general public if this is done. Each form of energy healing needs to stand on its 
own research and not on already proven and established healing modalities that are not even related in 
their ̂ jproach, program or process. In addition, there is already sharing through professional journals and 
the many conferences held throughout the United States. 

4. Should there be condition-specific or modality-specific practice guidelines and why or why not? 
If so, how and by w^om should these guidelines be developed, to whom should they apply, and how 

should they be implemented? 
There should be modality specific guidelines and standards of practice set by the professional organizations 
of each modality. The modaUty specific organization is best equipped to do so. They are the experts in the 
modality history, education, practice and research with it As for condition specific guidelines, one can not 
do that with TT as it is based on and individualized assessment. While two people may have the same 
"condition", energetically their treatments might lode differently. It takes away from being client focused 
Healing is about treating the whole person and we are each different and unique. As one practices TT for a 
period of time and attends the advanced workshops, information is shared on what different practitioners 
have found helpful in certain clinical situations, but it may not be the primary focus each client needs. 

5. Are your members concemed about malpractice Uabihty associated with providing CAM 
practices and products? 

Each modality has to be considered individually. This is a difficult question for NH-PAI as TT is a non­
invasive technique. The TT Therapist works mostly in the client/patient's energy field and sometimes does 
gentle hands on work. There have been no pn-oblems with TT in tlie almost 30 years it has been in 
existence. However, some of our members feel the need for malpractice insurance in this litigious society 
and others do not. There is a double-edged sword to malpractice insurance for CAM therapies. If there is 
no insurance, then there is no money to be sought after If malpractice insurance comes to be, then it is 
feeding into the possibility of dramatically increased lawsuits which has occurred in the past 20 years in 
conventional/western medicine. Question 6 will continue NH-PAI's response to this questioa 

6. Are there any risks associated with CAM that may be of concem to your members? If so, can 
you suggest ways to minimize those risks? 

As stated above, TT lias little, if any risk when it TT is the only CAM therapy used and the individual is 
well educated in using the intervention. 



There are possible risks to CAM There is a lack of credentiahng in many modaUties and the proliferation 
of practitioners who say they practice a modality, but are not qualified to do so. 
In particular, energy modalities have lumped together, and this is a particular problem because the practice 
of one often violates the conceptual basis of another and the rights of the uniformed client/patient's are not 
receiving what they think they are. 
There is need for more research and increased fiinding. Each CAM must be clearly defined with its own 
research. For example, several modalities have cited TT research as their owa Each of these modalities 
has a different conceptual basis, which are not compatible. When this is done, it misleads the uninformed, 
which is often the medical community. IT IS ESSENTIAL FOR EACH CAM TO HAVE INTEGRITY 
REGARDING THE RESEARCH OF THEIR OWN WORK/THERAPY. 
Another risk is that the CAM practitioner demonstrates a negative attitude toward allopathic medicine 
It is important that the CAM practitioner is part (rf the medical team. The patient is empowered to use Dr 
Krieger's "optional medicine" approach in which they choose from among the options of treatment. 

7. Should there be a mechanism to address consumer concerns or grievances about the quality of 
CAM practices or products? If so, what should that mechanism be? 

Yes. The mechanism would be the same as that for allopathic medicine. This has not been addressed by 
healing organizations yet, but is an area, which deserves exploration and clarification. 

8. What information should a conventional health care provider communicate to a CAM 
practitioner? What information should a CAM practitioner communicate to a conventional provider either 
with a referral or without a referral as when a consumer self-rrfers? 

Full disclosure with the consent of the chent/patient is most helpfiil and appropriate on both practitioner's 
parts. 
A common problem lies in the fact that the patients/clients do not tell their conventional medicine provider 
that they are seeing or seeking a CAM provider out of fear that their doctor may react negatively. 
The conventional medicine practitioner should communicate the same information that they would to a 
conventional medicine practitioner. BOTH are professionals in their area of expertise and all information 
relevant to the patient/client's wellbeing should be shared The problem lies in the lack of respect some 
allopathic practitioners have for CAM. There needs to be massive education and appro{Miate CAM 
awareness should begin at the college, nursing and medical school levels. 
Clients/patients need to be part of the team and not feel they need to discontinue one over the other 

9. What policy recommendations vrould you like to make to assure the quality of CAM practices 
and products whether they are providwl by a practitioner or used as self-care? 

Only CAM practitioners who meet the credentialing criteria <rf the official organization or accrediting body 
practice in healthcare facilities, hospitals, and private practice or for numeratioa 
There is Policy and procedure for the practice of each CAM where it is practiced 
The practitioners credentialing information should be available for the client 
Products should have proper labeling. 
Better education of the healthcare providers and public about CAM 
More cooperation and referrals by allopathic practitioners to CAM practitioners they have checked out. 
Many CAM practitioners will give them a free consult to experience the technique or process. 
More research in CAM 
Increased access to CAM therapies by reimbursement from insurance companies. Medicaid and Medicare 
Governments increased role in educating the public in the advantages, of self-responsibility, 
alternative/complementary modalities and choice. 

Thank you again for inviting NH-PAl to participate in tliese hearings. 



Feel free to contact me with any questions you may have. We will inform you via your web site 
registration if we will be able to have a representative from NH-PAI attend Please keep us apprised of any 
other meetings and Commission activities 

Sincerely, 

Rebecca Good MA, RNC, LPC 
Coordinator Nurse Healers-Professional Associates Intemational, Inc 
3760 South Highland Drive #429 
Salt Lake City, Utah 84106 
Contact email R ClCy)riv^ oii u *iri: a? i; ic! 
Phone: 801-272-3399 
FAX: 509-693-3537 
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Proposed ^ eeting Schedule* 

DATE SITE TYPE TOPIC 

Februar>' 22-23, 2001 Washington, D.C. WTIC (4) EDUCATION/TRAINING 

March 16, 2001 Minneapolis, MN Townhall (4) 

March 26-27, 2001 Washington, D.C. WHC (5) INFO DISSEMINATION 
and WELLNESS 

May 14-15-16, 2001 Washington, D.C. WHC (7) RESEARCH n and 
REIMBURSEMENT 

July 2-3, 2001 Washington, D.C. WHC (8) REVIEW INTERIM 
REPORT DRAFT 

October 4-5, 2001 Washington, D.C. WHC (9) PROGRESS ON 
FINAL REPORT 

December 6-7, 2001 Washington, D.C. WHC (10) REMEW FINAL 
REPORT 

March 2002 Washington, D.C. WHC (11) CLOSING EVENT 

*This information, including dates and locations, may change based on recommendations from the Commission. 
Updates are posted on our website: http://whccamp.lilis.gov as soon as they become available. 


