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Report to the White House Commission on Complementary and 
Alternative Medicine Policy 

Corporate Wellness 
With Special Emphasis on Aspects Related to CAM 

Cathy Moxley, M.A. 
Manager, Health and Wellness, Marriott Intemational, Inc. 

March 27,2001 

Introduction 
Today, over 80% of America's businesses with 50 or more employees have some form of health 
promotion program. As the members of this commission are well aware, more than 50% of all 
deaths in the U.S. are caused by lifestyle related problems, including smoking, sedentary 
lifestyle, poor nutrition, and obesity. Because of the large percentage of time most Americans 
spend at the workplace, what better place to target health promotion efforts and information 
dissemination. In addition to benefit to the individual, corporate America also has much to gain 
from investing in employee health: 
Healthcare Cost Economics 

- illness avoidance 
- health consumerism 
- chronic disease management 

Productivity 
absenteeism 
injury/disability 
turnover 
morale 

Image 
-corporate/community citizen, loyalty 
-recruitment, competitive advantage 

Marriott International's Wellness Program 
In addition to the reasons listed above, health promotion is consistent with Marriott's long­
standing philosophy of "take care of the associate and they'll take care of the customer" and 
Marriott's Human Resources efforts to be a preferred employer. 

Four Departments Serve the Health and Wellness Needs of Marriott HQ 
Associates 
• The Wellness & You! Program -comprehensive wellness programs 
• A Full Service Fitness Facility including Group Exercise Classes, Fitness Testing, Personal 

Training, Sports Leagues, etc. 
• Employee Assistance Program - LCSW for mental health and other counseling issues 
• Associate Health Services - Nurses for injuries and illness management 



Marriott's Past and Present Wellness Initiatives 

Health Risk Appraisals 
Follow-Up Counseling for High Risk Associates 
Health Screenings (i.e. blood pressure, cholesterol, bone density, skin cancer) 
Monthly Wellness Newsletter 
Monthly Wellness Theme with corresponding programs 
Lunch-time Seminars 
Smoking Cessation Programs 
Nutrition Counseling 
Weight Management Programs 
Stress Management Programs 
Back Care Programs 
Lactation Program 
Health Fairs 

Wellness Resource Center 
Walking Club 
Incentive Programs 
Ergonomic Programs 
Flu Shots 
Self-Care and Travel Health Information 
Wellness Advisory Council of Senior Management 
Volunteer "Wellness Action Team" committee 

Marriott's Past and Present Wellness Programs Related to CAM 

• Seated Massage Program 
• Yoga classes 
• Tai Chi Classes 
• Lunchtime Seminars on various CAM topics 
• Exhibits at Annual Health Fair on CAM topics, such as Chiropractics, the 
Acupuncture Institute, Magnet Therapy, Biofeedback 
• Newsletter Articles on CAM topics 

Most Common CAM Vendors 
• Chiropractors 

Nutritional Products 



Corporate Wellness Emerging or Continuing Prominent Issues 

Obesity 
Diabetes 
Mental Health 
Heart Disease 
Escalation of the Health Care Costs, especially Pharmaceuticals 
The inclusion of health promotion into the medical and business mainstream, such as making 

health promotion procedures reimbursable. 
• Increasing allocations for health promotion research to better reflect the huge burden of 
lifestyle on disease and death in the United States. 

Corporate Wellness Obstacles 
• While there is much research supporting the health and financial impact of health promotion, 
in difficult economic times, wellness programs may be among the first to be cut when difficult 
budget decisions must be made. 
• Senior management support is crucial. Corporate politics can be a factor in the growth or 
and/or decline of wellness programs. 
• Many of the benefits of corporate wellness programs are long-term, while an individual's 
employment with a particular company may be short-term. 

Opportunities Specific to CAM 
• Increased methods for standardizing, regulating or credentialing providers of CAM to 
improve confidence in vendor and program selection. 

Obstacles Specific to CAM 
• The general public's interest and hunger for information related to CAM topics obviously 

extends to our sub-population. And, a multitude of programs, vendors, and providers target 
corporations, extending along a large continuum of credibility. The corporate wellness 
professional may sometimes have difficulty making decisions regarding the credibility of a 
CAM topic or particular provider, given the constantly changing status of research. And 
because providing information or programs through the workplace can be construed as the 
"Company" endorsing a concept, whether explicitly or implicitly, this responsibility makes it 
delicate work to navigate through the credibility and appropriateness issues of what can or 
should be offered through the workplace. Ultimately, we strive to strike a balance between 
offering well-developed programs on well-accepted modalities and concepts and periodic 
exposure and education on less-proven topics. 

• Another obstacle is finding the "right" providers - ones that are credible, affordable, 
available on the days/times we need, geographically near-by, and able to fit into the corporate 
envirormient. 



\ 

/Resources 
• The American Joumal of Health Promotion (http:/www.healthpromotionjoumal.com) 
• The Association for Worksite Health Promotion (http://www.awhp.org) 
• The Wellness Councils of America (http://www.welcoa.org) 
• The National Wellness Association (http://nationalwellness.org) 

Cathy Moxley, M.A. 
Manager of Health and Wellness 
Marriott Intemational, Inc. 
Marriott Drive, Room 130 
Washington, D.C. 20058 
301-380-4700 
cathv.moxlev@marriott.com 



Nutrition, CAM and Wellness: 
Achieving Optimal Functioning 

Mark A. Hyman M.D. 
Medical Director 
Canyon Ranch Health Resort 

Overview 

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

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

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 manual 
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 promi.se 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 
medicai 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. 

Murk A. Hyman M.D. Page 
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revolution, the consumer demand for a new kind of care, and over burdened physicians 
must give way to 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 to 
promote health and wellness, to work with over 60 health care practitioners - doctors, 
nurses, nutritionists, exerci.se physiologists, physical therapists, behavioral therapists, 
movement therapists, practitioners of homeopathy, traditional Chinese medicine and 
Aryuveda. Tho.se practitioners interface with hundreds of massage therapists, yoga 
teachers, qi gong and tai qi teachers, fitness trainers and olhers. 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 chionic 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. 

Mark A. Hyman M.D. Page 
Medical Director, Canyon Ranch 
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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 cause 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 instmctions 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 acces.sory 
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 witnessed the power of 
nutrition to reverse diabetes, create sustainable weight loss, arrest or relieve chronic 
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inflammatoiy 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 absence of disease 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 nulrition and health? Just as 
Ei.senhower 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 food purveyors, pharmaceutical 
coiporations, health care institutions and the media lhat unwittingly (or perhaps 
consciously), contribute lo hundreds of thousands of premature deaths and billion's of 
dollars of preventable health care expenditures. Dr. Willet "estimates conservatively lhat 
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 I997;66(suppl): 1006S-I0S. 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 flow 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 use of "probiolics", herbs, 
vitamins, "prodrugs" lo boost glutathione. (NEJM 2000: 343; 1467-1476) The food we 
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eal, 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 di.sease. 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 drugs, 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 faUy acids that 
form the phoshoplipid cell membrane, as well as specific nutrients including vitamin E, 
alpha lipoic acid and vanadium. Creatine increases GLUT4 receptors and improves 
glucose metabolism. Dietary fiber and slowly digested starches 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 

Education 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 absence of disease. 

Specific modules are needed on intake and as,sessment 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 eiuly intervention, non-pharmacological management 
of illness, use of pro-therapies including nutrition, dietary supplements, herbal therapies, 
exerci.se, 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 wc 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 disea,se, 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 lo 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 cause obesity, coronaiy 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 lost 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 es.sentiai 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 illnes.ses 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 time 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 disease 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 di.sease, the enhancement of function and the creation of 
optimal health. 

Flealth 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 pau.se, 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 reflection on significance and value...To make 
any progress [researchers] must meditate on the hidden design and forces of the networks 
of causation." 

E.O. WiLson, Consilience: The Unity of Knowledge 

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 diseases are discovered. But as medical biochemical research 
comes up with deeper explanations of disease 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 
diseases in different parts of the body. Once a disease 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 di.sea.se 
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. 
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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 processes in cells, organs, 
and the organism, the so-called "genotype-phenotype correlation". These correlations are 
often very elusive owing to the many steps in the ca,scade between cause 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 cardiova.scular 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 
INTELUGENCE 

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

Wfuit U NutrtttOKAl InteUijeftcey? 
It is the Canyon Ranch philosphy that integrates practical food and nutrition 
knowledge with on 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. 

Enjoy 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 should be a joyful experience that engages your physicol and 
emotional senses. A meal with family or friends nourishes both body 
and spirit. 

A balanced approach 

to eating energizes 

the body, stimulates 

the mind 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 appetite 
Establish a pattem of eating regularly throughout the day to avoid 
extreme hunger. Leam to moderate your portions by eating with 
awareness and attention to your physical appetite. 

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

I ' . ; 



HOW TO EATINTELLIGENTLY 
@ Begin by assessing personal needs or goals 

Consult with a nutritionist to identify your nutritional needs. A 
nutritionist can guide you toward the diet thot 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 eatirig 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 aftemoon 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. 

M Be mindful of portion sizes 
Enjoy generous amounts of vegetables, and choose moderate portions 
of protein-rich food, starches, side dishes and fmit. Learn 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 - share entrees or order a salad and appetizer. Remember, 
you're more likely to be sotisfied with reasonable portions if you 
don't let yourself become ravenously hungry between meals. 

M 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 fmit to your daily routine. 
Consider adding fmit to your breakfast, enjoy a medium-to-lafge 
salad once a day, be sure that each meal includes vegetables 
and/or fmit, and always include fruit or vegetables in your aftemoon 
snack. Finally, choose organic produce whenever possible to minimize 
pesticide exposure. 

B 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 
wild rice. 

Eat 8 to 10 serim^s oj' 



The typeoi 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 fmstrated 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, canola oil, avocado, olives and nuts. Dress your 
salads lightly with an olive oil vinaigrette, using a delicious' 
variety of vinegars or citms 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 
fi-eshly ground flax seeds to breads and muffins you bake at 
home, and by using ft-esh 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 - espedally deep-
water varieties such as salniion and sardines - several times 
a week. 

-7 Avoid trans-fat (hydrogenated oils). We now know that 
trans-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 
temperoture instead. When you shop for baked or packaged 
goods, be on the lookout for hydrogenated or pamally 
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 trans-fat. 

' - Miriimize saturated fat. Choose low-fat or fat-ft-ee dairy 
products like milk, yogurt and traditional 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 cream, 
and reduce your use of butter and full-fat 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 control 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 sweemess of whole foods such as ft-esh fmits, 
vegetables and nuts. If you must sweeten, go natural with small 
amounts of maple symp, honey, brown rice symp or natural sugar. 
Choose fruit for dessert, and stir ft-esh ftiiit or all-ftnait 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 extreme sweemess. 

Be sensible about salt 
Gradually cut down on salt while pampering your palate with . 
delectable, healing herbs and spices. These additions enhance the 
flovor 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 cmcial to keep 
replenishing the supply Proper hydration is also iinportant for energy 
and hunger management - eight large glasses a day is a good mle. 
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. 

^ ^ MaJce^ mteryoiu 
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/ SWEETS \ 

/ mode; from fresh, \ 
whole foods, espedaily 
those with fruit or riiits \ 

Nutritional 
Intelligence 

Pyramid 

HEALTHY FATS fit OILS 

olive bil" olives 
seeds, espedally flax Sc puriipkin 

Qvociado B nuts 

DAIRY or CALCIUM-RIGH NON DAIRY 

low-fat ornonfot milk 
yogurt 

fortified soy rhilk 

o 
, \ 

/ WHOLE GRAINS PR0TEIN-1{IGH FOODS \ 

/ ^ wholergrdin breads, 
^ cereQis& pasta 

y y "" barley o quinoq •> millet 
bulgur ° brown rice 

•'''̂  com-jB wild.rice 

fish a legurries a spy foods \ 
eggs ° . nut butters, . 

' lb\y-fat liatiiral cheese ̂ - j f ) \ 
ledn'pouitry & red meat • 

\ 

/ VEGETABLES 

/ leafy greens r tpniatoes 
oriioris,& gcirlic¥ 

arudferpus vegetables. '/%iP ĥ 
..root vegetables ""T^^j^^ 

green peas;o squash " green bedris 
diciimbers." peppers n ̂ m̂̂  

J ; eggplant » celieiy r;jvc^ ; 

HERBS 
& SPICES 
gingeir 

roseniary 
turmieric 

FRUITS 

benies o appl̂^̂^̂^ 
citrus»rnielbh ° tropieqil fi:uits 

storiefmits > bariaiias 
juite " 

REFRESHING WATER 

^ V ' plain or flqyored with lemon or lime jUfjl 
\^; ̂  black or green tea ° teqis - ": HEALTH RESORTS 

. , \ • ,TySON-AZ • LENOX-MA : 
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Nutrition, CAM, and Wellness from a CAM Perspective 
Panel #2 - Integrative Approaches to Wellness: Nutrition 

White House Commission on 
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Public Hearing on CAM in Self-Care and Wellness 

Hyatt Regency Washington Hotel on Capitol Hill 
400 New Jersey Avenue, N.W. 

Washington, D.C. 20001 
10:20 - 11:10 a.m. Tuesday, March 27, 2001 

Testimony of Michio Kushi 
(b)(6) 

Dear Honorable Chairman and White House Commission Members, 

The Era of Humanity is now beginning. Alternative and Complementary 
Medicine is one evidence of the processing of this transition from the 
Modem Age to the New Era of Humanity. 

While we are appreciating the development of conventional medical 
technologies both in diagnosis and treatment, we also know that modem 
conventional medicine has been largely symptomatic and divisional 
approaches. 

We are also appreciating all various Altemative and Complementary 
approaches to healthcare, including exercise, breathing, meditation, 
vibrational and electromagnetic treatments, herbal medicine, supplements, 
acupuncture, moxabustion, shiatsu massage, polarity, traditional folk 
medicine, psychological and spiritual approaches, and various diets. 

Diets alone vary from juicing, raw food eating, high protein, vegetarian, high 
and low fiber, low sodium, and many others; and conventional nutritional 
theories, with their concept of calories. Some of these approaches, however, 
while we are appreciating their temporary effectiveness for certain 
symptoms, still maintain a fragmental view of human life. 

M. Kushi Testimony Page 1 



The Macrobiotic way of life and its recommended dietar/ practice are based 
upon human traditional eating, with natural organic foods and proper 
cooking, in harmony with the environment, which has been practiced for 
many centuries in different climactic and cultural adaptations. (A Pyramid 
form of the Standard Macrobiotic Diet in a temperate climate is herewith 
attached.) Through this practice in America, Europe, japan, some Asian 
countries, and South America, uncountable numbers of people have 
regained their health, even from terminal sicknesses, and have restored their 
loving fajnily life and peaceful relations with people and society. 

The approach of Macrobiotics is to solve and correct the cause of physical 
and mental disorders in daily diet and lifestyle. As examples, dietaiy causes 
of some disorders are briefly summarized here: 

1. CANCER 
Because cancer has diversified symptoms, its dietar/ causes are also 
diversified. For example: 

Prostate Cancer - \s caused by over-consumption of heavy animal 
protein and fat; together with oily/greasy and hard-baked food. 

Breast Cancer- is caused by over-consumption of dairy lat and simple 
carbohydrates, such as sugar, chocolate and honey; together with oily/ 
greasy food 

Other cancer symptoms are summarized in the attached papers of causes, 
case histories, and medical research papers related to the macrobiotic diet 
(which were presented to the House of Representatives Government 
Reform Committee in June 1999; and the Asian Therapies Conference in 
March 2001); and in the book The Cancer-Prevention Diet. 

HEART DISEASE 
Though there are varieties of symptoms, the major causes are over-
consumption of animal protein and fat, as well as hot spices, simple 
carbohydrates, and oily/greasy food, as detailed more in the book Diet For 
a Strong Heart. The Macrobiotic approach can secure Blood Pressure 
reduced by 10% from the national average, and cholesterol less than 150 
(average for Macrobiotic persons is 126). These were studied iilready in 
1976 by Harvard University Channing Laboratory and the Framingham 
Heart Study Center. A summary of medical research papers is attached. 

M. Kushi Testimony Page 2 



3. ALLERGIES 
The cause is generally over-consumption of daiiy lood, stimulants, and 
simple carbohydrates; as well as oily/greasy food, in various degrees. 

4. ARTHRITIS 
Several kinds of arthritis can be classified, such as osteo and rheumatoid; 
but overall, the causes are over-consumption of animal protein and fat, 
especially poultry, eggs, seafood, and dairy food, together with nightshade 
vegetables, fruits and fruit juices, simple carbohydrates, and stimulants. 

5. DIABETES AND HYPOGLYCEMIA 
For both, the underlying cause lies in a pancreatic hormone secretion 
disorder, which is caused by excessive eating of animal protein and fat, 
especially poultry, eggs, and cheese. Contributing are heavy baked Hour 
consumption; and simple carbohydrates, stimulants, and oily/greasy 
food. Please see attached summary of mediciil research papers. 

6. AIDS & VIRUS DISEASE 
Decline of natural immunit)' is caused by over-consumption of sugar, 
chocolate, and other simple carbohydrates, and refined flour; together 
with dairy food; tropical fruit and fruit juices; and stimulants. 

7. EMOTIONAL DISORDERS 
Are caused by irregular eating. Some are more over-consumption ot 
animal protein and fat, such as inwardly depressive paranoia symptoms. 
While over-consumption of sugar & simple carbohydrates, stimulants 
and spices, and soft drinks are causing more hyper-activity, excitement, 
irritability, and schizophrenia. 

8. MENTAL DISORDERS 
Violence and children's psychological problems, such as Attention Deficit 
Disorder (ADD) are also caused by their dietary habits, which lack whole 
grain and vegetables as a major portion of their eating; and by excessive 
intake of animal protein and fat; sugar, oily food, spices, and stimulants. 
Please see attached summary of medical research papers, including a 
reference to the Tidewater Detention Center report. 

9. BODY-MIND-SPIRIT RELATION 
Mind, Spirit, and Body should not be considered separate. Natural 
energy is received from the Universe, the Earth, and environment, 
forming our image, mental and spirituid nature, as well as chakras and 
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mendians. In addition, food also releases ener2;y and vibration, afTectin^ 
mind and spirit. 

Practically all physical, mental and spiritual disorders are caused by our food, 
our lifestyle, and our environment. Therefore, correction to proper diet, 
lifestyle, and environment should be the center of anv health approach, 
regardless of CAM or conventional medical approach. Please see the 
attached diagram, where Diet is at die center of all health and wellness 
approaches. 

We recommend the following as the policy of the United States for 
Alternative and Complementary Medicine, as well as for Wellness: 

1. Allot and distribute available funds for Research and Education on the 
effectiveness of Alternative and Complementary solutions, for both 
prevention and recovery, with diet and lifestyle as the base. We ;ilso 
recommend a pilot plan for clinical trials in some hospitals and 
healthcare centers. 

2. Establish Community and School Educational Programs to recover 
healthy lifestyles and proper home-cooking, which is whole grains- and 
vegetable-based: including adult education, and public schools in their 
home economics or health education programs. 

3. Hold Industrial Conferences to gtiide food producers, distributors and 
servers, including agricultural and marine products. 

4. Help facilitate the use of proper diet and wellness plan in Pubhc Dining 
Facihties and in Government Programs such as meals-on-wheels for 
seniors and in our prisons. 

5. Encourage Hospitals, CUnics, Healthcare Facilities and Medical Schools 
to add dietary and wellness studies, counselling, cooking classes, and 
serving facilities with healthful menus. 

6. Apply adequate Insurance Policies to support Alternative and 
Complementary gtiidance, healthcare and dietary counselling, and 
learning. 

7. Encourage the avoidance of daily consumption of food and water which 
are overly ArtificiaUzed, Chemicalized, Irradiated; encourage the proper 
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evaluation of Genetic Modification; and encourage more respect for 
natural, organic, and traditional quality of food and drink. 

8. Promote improvements to secure a more Clean, Natural Environment of 
our air, water, and soil; and encourage avoidance of technology which is 
environmentally harmful. 

We would be happy to cooperate with such governmental efforts by 
participating in research and education, and by dispatching well-experienced 
macrobiotic educators, counselors, and cooking instrtictors to any fiicilities. 

These policies would inevitably result in a great turning in the healthcare 
systems. We need vision, courage, and tireless efforts. On the process of 
tuming, we may face opposition, hesitation, doubt, and misunderstanding. 
However, to overcome our health crisis, we need to urgently proceed in all 
domains related to human life. Upon the achievement of this revolutionary 
turning, America will become a symbol of health, happiness, and well-being 
for the future of entire planetary mankind. 

Thank you very much for this opportunity for presenting my humble 
statement. 
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Macrobiotic Dietary Guidelines 
for a Temperate Climate 

M o n t h l y 

( O p t i o n a l , 

i n f r e q u e n t use, 

t r a n s i t i o n a l ) 

Meat 

Eggs 
and Poultry 

Dair 

Sweets 
(primonlv Krain- or fruit-based)' 

Weekly 
(Optional, 
occasional use) 

Seeds Nuts 

Fish and Seafood 
(primanly white-meat fish) 

Fruits 
(primanly locally-grown and in season) 

Vegetable Oil 

M a c r o b i o t i c s 
Mj^irobiocics comes from the Greek root 

vvords iK.Tkro meaning "great" or 
"long"' and irw meaning "life"— 

hence Great Life or Long Lire—and 
was coined by Hippocrates and 
other philosophers. Over the last 

half century, macrobioncs has 
been developed by educator 
Michio Kushj and his asso­

ciates. iVUiiions of people 
on the planet today ire 

acuvely observing mac­
robiotic pnnciples, and 

its dietary benents 
have been published 
in many scientific 

and medical 
journals. 

Daily 
(Regular use) 

Seasonings and Condiments 

Beans and Bean Products 
5-10% of daily food, including adukis, lentils, 

chickpeas, tofu, tempeh, natto, and others 

. (Including sea salt, miso, soy 
sauce, and others) 

Sea Vegetables 
Non, walcame, kombu, 

hiziki, and others, 
small volume 

Vegetables 
20-30% of daily food. A balance of green leafy, 

round, and root vegetables. Major portion cooked; 
minor portion salad or raw 

Pickles 
Various kinds, 
small volume 

Whole Grains 
40-60% of daily food intake by weight. 

Major portion including brown rice, millet, barley, whole wheat, oats, and 
Other whole grains such as com, buckwheat, and others. 

Minor portion including noodles, pasta, bread, and other cereal flour products 

Soup: Grains, vegetables, beans, and sea vegetables may be consumed in the form of soup, 1-2 times daily 
or several times a week, in addition to thie usual styles of preparing these foods 

Water: non-stimulant beverages and natural, clean water, including spring, well, or filtered water for drinking and cookms 

Quality: Food to be natural quality (non-genetically engineered), organically grown as much as possible, 
traditionally or naharally processed, and prepared using gas, wood fire, or other natural hiel 

iVor<f; mse are standard averages that may be adjusted for climate and environment, cultural or ethnic heritage, gender, age, 
activity level, individual condition of health and personal needs, and other considerations 
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Trial Draft of Overview of Health Approaches 

Conventional Medical Treatments: 
Chemotherapy, Radiation, Surgery, 
Medications & Drugs, and Others 

Macrobiotic Overview for Health Approaches, with Macrobiotically-
Oriented Diet as the Center of CAM and Conventional Treatments 

= Diet & Lifestyle and Self-Care & Wellness 

= Participation of Expert Practitioner & Specialist Required 
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Way of Life 
Suggestions 
• LivL> e:ich Jay happily •.vithouf h,:in^ prcivcuijied 

u-ith your heakh; try ro keep mrni;illy and phy.sic.nlly 
.ictiv e. 

• View evervrhing nnd evervone yni, meet u i i h <iraci-
tudc. particularlv offering rhank-, liefore and .after 
every meal. 

• Please chew your icod •-.•erv well, : , i j ^ ^ . ; . , . ! nines per 
i i iou;htul , or until it beccmes li i lui i l 

• It is be,sr :o retire berore rp.idnis^lii ;ind aet up>-arlv 
ev'ery morning. 

• it is best to avoid vwranns ;ynt l iei i r or woolen 
elothing Jireetly on the skm. .A.s much as [possible, 
'.vear cotton, especially for u ndeni.armenrs. .-Xvcjid e.\-
eessi\-e metallic ncce^sorie; on iln; iineers, wrists, or 
neck. Keep such ornaments sim|)le .and eraceful. 

• If your strength permits, goourd .„) rs in simple cloth­
ing. Walk on the grass, beach, or •.;<,i| UP to one half 
hour every day. Keep your home in good order, from 
the kitchen, bathroom, bedroom, and livane rooms, 
to every corner o f t h t house. 

• Initiate and maintain an activ e correspondence, ex-
rending your best wishes to parents, children, 
brothers and sisters, teachers, and friends. 

• Avoid taking long hot baths or showers unless vou 
have been consuming too much salt or animal food. 

• T J increase circulation, scrub your entire body with a 
hot, damp towel every morning or every night. If 
that is not possible, at least scrub your hands, feet, 
fingers and toes. 

• Avoid chemically-perfumed cosmetics. For care of 
rhe teeth, brush with natural preparations or sea salt. 

• If your condition permits, exerci.se regularly as part of 
daily life, including activities like walking, scrubbing 
floors, cleaning windows, washing clothes and work­
ing in the garden. You may also p.articipate in exercise 
programs such as yoga, martial arts, dance or sports. 

• Avoid using electric cooking devices (ovens and 
ranges) or microwave ovens. Convert to gas or wood 
stove cooking at the earliest opportunity. 

• It is best to minimize the frequent use of color tele­
vision and computer display units. 

• Include some large green plants in your house to 
freshen and enrich the oxygen content of the air of 
your home. 

• Sing a happy song every dev. 

Recommended 
Reading 
The Book of Kiacrobiocics: The Universal Way of Heahh, 

Happiness, aiul Peace. Michio Ku.shi wi th Alex Jack. 
Japan Publications, Tokyo, revised edition, 19S6. 

MacTohioae Diet. Michio and .Aveline Kushi, edited 
by Alex Jack. Japan Publications, Tokyo, 1985. 

.Aveline Kushi's Complete Guide to \\acrohiotic Coofcini,' 
jor Health, Harmony, and Peiiee, Aveline Kushi with 
.Alex Jack. Warner EBooks, New York, 1985. 

Cnans;ing Seasons Cookbook. .Aveline Kushi and Wendy 
Esko. .Avery Publishing Group, Wayne, N.J., 1985. 

/ he Cancer-Prei'ention Diet. Michio Kushi with Alex 
Jack. St. Marnn's Press. Neu York, 1983. 

Diet For a Strom; Heart, Michio Kushi wi th Alex Jack. 
St. Martin's Press, New York, 1985. 

Cancer and Heart Disease. Michio Kushi. Japan 
Publications, Tokyo, 19S2. 

Recalled by Life, .Anthony Sattilaro with Tom Monte, 
Avon Books, New York, N.Y., 1982. 

.Vlficrooiotic \[iracle, Virginia Brown with Susan 
Stayman, Japan Publications, Tokyo, 1984. 

Diabetes and Hypoi^hcenMa. Michio Kushi, edited by 
John Mann. Japan Publications, Tokyo, 1985. 

.'Mlergies, N-lichio Kushi, edited by Mark Mead. Japan 
Publications, Tokyo, 1985. 

Mcicrobiotic Home Remedies. Michio Kushi, edited by 
Marc Van Cauwenberghe, M.D. Japan Publications, 
Tokyo, 1985. 

.Vlticrotiiocic Pregnancy ai\d Care of the Neiuborn, 
-Michio and Aveline Kushi, edited by Edward and 
Wendy Esko. Japan Publications, Tokyo, 1984. 

The Book O f Do-In: Exercises For Physical And 
Spiritual Development, Michio Kushi. Japan Publica­
tions, Tokyo, 1979. 

Hoii ' To See Your Heakh: The Book of Diagnosis, Michio 
Kushi. Japan Publications, New York, 1980. 

The Macrobiotic Way, Michio Kushi, edited by Steven 
Blauer. Avery Publishing Group, Wayne, N.J., 1985. 

These guidelines are intended to supple­
ment your consultation with a medical or 

nutritional professional or personal 
guidance received from a qualified 

macrobiotic teacher. 

This pamphlet presents a brief outline of 
the macrobiotic Way of Life and Eating. 

We hope it provides the information 
necessary to encourage your study and 

practice of macrobiotics through books, 
classes, and first-hand experience. 

We u'i^h 10 e.\l>ress OUT !>Tatitiule and support !u lhe /ri//oiriRt; 
'irgcinizutiun^ jor their dicuir;. recnmmenLii.:;:i>ns uf expressed in 
their publications: 
U.S. DIETARY COALS, published ip. 1977 bv the U.S. 
Scn.Ttc Select Committee on Nutrition .md Hii;n:in Needs. 
HEALTHY PEOPLE: HEALTH PROMOTION .'\ND 
DISEASE PREVENTION, published m 197^ In' tlie U.S. 
Surgeon General. 
DIET NUTRITION A N D CANCER, -ublishedm I9S2 
by the National .Academy ot Sciences. 

and to the reports and st.atements made by the; 
American Heart .Association 
American Diabetes Association 
Amencan Society for Clinical Nutrition 
Amencan Cancer Society 

For infonniitinn on \-\LiCTobiOtie educdtionci pro^'r.-;rTi5 and to ar­
range a incctini; u'ltfi a qualified Macrobioiie eounselnr, eall or 
uriie: 

Kushi Institute 
Box? 
Becket, MA 01223 
(413)623-5741 

MACROBIOTICS 

Standard Dietary 

and 

Way of Life 

Suggestions 

For persons living 
in a temperate climate. 

The information on this brochure has been adapted from 
The Book of Macrobiorics bv Michio Kushi ^1977. 
Used by permission Kushi Foundation 19S6. 

Kushi Institute 
Box 7 
Becket, MA 01223 
(413) 623-5741 

A NON-PROFITORGA.NilZATlON 
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If after reading these guidelines you are interested in 
further information, proL;rams and lectures please com­
plete the following coupon and return to: 

Kushi Institute 
Box 7 
Becket, MA 01223 
(413)623-5741 

Name 

Address _ 

City 

Phone No. 

5t : i te . . Z i p . 

Daily Dietary 
Recommenaati ations 

^LU5CO^'D!Mt;.^'T 
A.\-DBEVERAGr:S 

FOR OCCASIONAL USE 
Fish and s-enU n uK 
Seasonal fruity 
Nuts, seeds &L oilier natural .-n;ic'f;s 

-J WHOLE CFREAL GRAINS. At least 50% by 
X « volume of every meal is recommended to include 

cooked, organically grown, whole cereal grains pre­
pared in a variety of ways. Whole cereal grains include 
brown rice, barley, millet, oats, corn, rye, wheat, and 
buckwheat. Please note that a small portion of this 
amount may consist of noodles or pasta, unyeasted 
whole grain breads, and other partially processed 
whole cereal grains. 

2 SOUPS. Approximately 5-10% of your daily 
• food intake may include soup made with 

vegetables, seaweed (wakame or kombu), grains or 
beans. Seasonings are usually miso or tamari soy sauce. 
The flavor should not be too salty. 

3 VEGETABLES. About 20-30% of daily intake 
« rnay include local and organically grown vege­

tables. Preferably, the majority arc cooked in various 
stvles (e.g. sauteed with a small amount of sesame or 
corn oil, steamed, boiled and sometimes prepared us­
ing tamari soy sauce or light sea salt as a seasoning). A 
small portion may be eaten as raw salad. Pickled vege­
tables without spice may also be used daily in small 
volume. 

Vegetables for daily use include green cabbage, kale, 
broccoli, cauliflower, collards, pumpkin, watercress, 
Chinese cabbage, bok choy, dandelion, mustard 
greens, daikon greens, scallion, onions, daikon, tur­
nips, acorn squash, butternut squash, buttercup 
squash, burdock, carrots, and other seasonally a '̂ail-
able varieties. 

Avoid potatoes (including sweet potatoes and yams), 
tomatoes, eggplant, peppers, asparagus, spinach, beets, 
zucchini, and avocado from regular use. Mayonnaise 
and other oily dressings should be avoided. 

4 BEANS A N D SEA VEGETABLES. Approx-
* imately 5-10% of our daily diet includes cooked 

beans and sea vegetables. The most suitable beans for 
regular use are azuki beans, chickpeas, and lentils. 
Other beans may be used on occasion. Bean products 
such as tofu, tempeh, and natto can also be used. Sea 
vegetables such as nori, wakame, kombu, hiziki, 
arame, dulse, agar-agar, and Irish moss may be pre­
pared in a variety of ways. They can be ccnaked with 
beans or vegetables, used in soups, or served separ­
ately as side dishes, flavored with a moderate amount 
of tamari soy sauce, sea salt, brown rice vinegar, ume­
boshi plum, umeboshi vinegar, and others. 

5 OCCASIONAL FOODS. If needed or desired, 
« 1-3 times a week, approximately 5-10% of that 

day's consumption of food can include fresh white-
meat fish such as flounder, sole, cod, carp, halibut or 
trout. 

Fruit or fruit desserts, including fresh, dried, and 
cooked fruits, may also be served two or three times a 
week. Local and organically grown fruits are preferred. 
If you live in a temperate climate, avoid tropical and 
semi-tropical fruit and eat, instead, temperate climate 
fruits such as apples, pears, plums, peaches, apricots, 
berries, and melons. Frequent use of fruit juice is not 
advisable. However, occasional consumption in 
warmer weather may be appropriate depending on 
your health. 

Lightly roasted nuts and seeds such as pumpkin, 
sesame, and sunflower seeds, peanuts, walnuts, and 
pecans may be enjoyed as a snack. 

Rice syrup, barley malt, amasake, and mirin may be 
used as a sweetener; brown rice vinegar or umeboshi 
vinegar may be used occasionally for a sour taste. 

6 BE VER.-\GES. Recommended daily beverages 
* include roasted bancha twig tea, stem tea, 

roasted brown rice tea, roasted barley tea, dandelion 
tea, and cereal grain coffee. Any traditional tea that 
does not have an aromatic fragrance or a stimulating 
effect can be used. You may also drink a moderate 
amount of water (preferably spring or well water of 
good quality) but not iced. 

FOODS TO ELIMINATE FOR BETTER 
I • HE.ALTH. Meat, animal fat, eggs, poultry, 

dairy products (including butter, yogurt, ice cream, 
milk, and cheese), refined sugars, chocolate, molasses, 
honey, other simple sugars and foods treated with 
them, and vanilla. 

Tropical or semi-tropical fruits and fruit juices, soda, 
artificial drinks and beverages, cofifee, colored tea, and 
all aromatic stimulating teas such as mint or pepper­
mint tea. 

All artificially colored, preserved, sprayed, or chem­
ically treated foods. Al l refined and polished grains, 
flours, and their derivatives. Mass-produced industri­
alized food including all canned, frozen, and irradi­
ated foods. 

Hot spices, any aromatic stimulating food or food 
accessory, artificial vinegar, and strong alcoholic 
beverages. 

8 A D D I T I O N A L SUGGESTIONS. Cooking 
• oil should be vegetable quality only. To improve 

your health, it is preferable to use only unrefined sesa­
me or corn oil in moderate amounts. 
• Salt should be naturally processed sea salt. Tradi­
tional, non-chemicalized shoyu or tamari soy sauce 
and miso may also be used as seasonings. 
• Recommendable condiments include: 
-Gomashio (12-18 parts roasted sesame seeds to 1 part 

roasted sea salt) 
-Seaweed powder (kelp, kombu, wakame, and other 

seaweeds) 
— Sesame seaweed powder 
-Umeboshi plums 
-Tekka 
-Tamari soy sauce or shoyu (moderate use, use only 

in cooking for mild flavoring). 
-Pickles (made using bran, miso, tamari soy sauce, 

salt), sauerkraut. 
• You may have meals regularly, 2-3 times per day, as 
much as you want, provided the proportion is correct 
and chewing is thorough. Avoid eating for approxi­
mately 3 hours before sleeping. 

T H E IMPORTANCE OF COOKING. Proper 
cooking is very important for health. Everyone should 
learn to cook either by attending classes or under the 
guidance of an experienced macrobiotic cook. The 
recipes included in macrobiotic cookbooks may also 
be used in planning your meals. 

SPECIAL ADVICE. 
• The guidelines presented above are general sugges­

tions. These suggestions may require modification 
depending on your special condition. Of course, any 
serious condition should be closely monitored by 
the appropriate medical, nutritional, and health 
professional. 

• Along with beginning to change your diet, we invite 
you to attend any of our regular study programs or 
seminars and to meet personally with a qualified 
macrobiotic counselor as well as attending cooking 
classes. 



NUTRITION, CAM, AND WELLNESS FROM A CAM PERSPECTIVE 
Addendum to Testimony of M. Kushi 

TABLE OF CONTENTS 
Page 

Research Materials on Dietary Practice for Health Prevention 
and Improvement 2 
Alternative Medicine and Diet in General 3 
Heart Disease and Blood Pressure 3 
Cancer 7 
AIDS 10 
Radiation Sickness 11 
Mental Illness 12 
Diabetes and Hypoglycemia 13 

Alternative Medicine 14 
Survey #1 D. Eisenberg et al. January 28, 1993 14 
Survey #2 D. Eisenberg et al. November 11, 1998 14 
Med. Schools Teaching D. Eisenberg et al. September 2, 1998. 15 

Heart Disease 16 
American Heart Association Comments on Macrobiotics 

Cancer 17 
The Dietary Causes of Cancer by M. Kushi 17 
American Cancer Society 20 

Guidelines on Diet, Nutrition, and Cancer Prevention 
(excerpts) - Prevention & Early Detection 21 

Comment on Macrobiotics 24 
Recommendation: University of Texas (UTX) Website 25 

University of Texas Website: Macrobiotics and Cancer 26 
NIH Grant: A Study of the Macrobiotic Approach to Cancer 

Overview 30 
Index of Cases 33 
Summary of Six Best Cases 38 

Biography of Michio Kushi 44 

BOOKS: Diet for a Strong Heart by Michio Kushi 
The Cancer-Prevention Diet by Michio Kushi 

Addendum to M. Kushi Testimony Page 



Research Materials on Dietary Practice for 
Health Prevention and Improvement 

Educational Purpose 

Michio Kushi & Associates 
Kushi Foundation, Inc. 

Issued: November 18,1998 
Revised: March 23, 2001 

Addendum to M. Kushi Testimony Page 2 



Research Papers: Alternative Medicine and Diet in General 

Brown, P. T. and Bergan, J. G., "The Dietary Status of 'New Vegetarians,'" .Journal of the 
American Dietetic A.ssociation Vol. 67, 455.459^ November 1975 
Blanc, B. H. and Hertel, H. U., "Influence on Man: Comparative Study .A.bout Food Prepared 
Conventionally and in the Microwave Oven,: Raum & Zeit 3(2): 1992 
Cassileth, B. R., et al., "Contemporary Unorthodox Treatments in Cancer Medicine: A Study of 
Patients, Treatments, and Practitioners," Annal.s of Internal Medicine 101: 105-112, 1984 
Clinical Oncology Group, "New Zealand Cancer Patients and Alternative Medicine," NCM- Zealand 
Medical .Journal, WO, 110-113, 1987 
Cohen, C. J., et al., "Prevalence of Non-Conventional Medical Treatments in HIV-infected 
Patients: Implications for Primary Care," Clinical Re.search, Vol. 3<S, No. 2, 692A, 1990 
Cottrell, M. C, Open Letter in support of the macrobiotic diet for the prevention and management 
of heart disease, diabetes, obesity, renal failure, gastrointestinal disease, allergies, arthritis, .AIDS, 
chronic depression, anxiety syndromes. March 14, 1988 
Cowley, G., "Cancer & Diet," New.sweek: 60-66, Nov 30, 1998 
Eisenberg, D. M, et al., "Unconventional Medicine in the United States," The Nê v England 
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• Skoryna, S. C, et al, "Studies on Inhibition of Intestinal Absorption of Radioactive Strontium," 

Canadian Medical Association .lournal 91: 285-288,1964 
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Salmeron, J., Manson, J. E., Stampfer, M. J., G, Coldiz, G. A., Wing, A. L., Wiilett, W. C, "Dietary 
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ALTERNATIVE MEDICINE 

PAPERS BY DAVID EISENBERG AND OTHER RESEARCHERS 
1. January 28,1993 (First Alternative Medicine Survey) 
Eisenberg, D. M, et al., "Unconventional Medicine in the United States," The New 
England Joumal of Medicine Vol. 328: 245-252, Jan. 28, 1993 

Prevalence and Frequency of Use among 1539 Adult Respondents in 1990: 
Lifestyle diets (eg. Macrobiotics): % who used in past 12 months: 4%; % who saw a 
provider: 13%; mean number of visits per user in past 12 months: 8 . 

Extrapolation to the U.S. population suggests that in 1990 Americans made an 
estimated 425 million visits to providers of unconventional therapy. This number 
exceeds the number of visits to all U.S. primary care physicians (388 million). 
Expenditures associated with use of unconventional therapy in 1990 amounted to 
approximately $13.7 billion, three quarters of which C$1Q.3 billion) was paid out of 
pocket. This figure is comparable to the $12.8 billion spent out of pocket annually for 
all hospitalizations in the United States. 

Conclusion: The frequency of use of unconventional therapy in the United 
States is far higher than previously reported. Medical doctors should ask about their 
patients' use of unconventional therapy whenever thev obtain a medical history." 

2. November 11,1998 (Follow-up of 1993 Alternative Medicine Survey) 
Eisenberg, D. M, et al., "Trends in Alternative Medicine Use in the United States, 1990-
1997: Results of a Follow-up National Survey, " Journal of the Amencan Medical 
Association 1998 Nov. 11; 280 (18): 1569-75 

Estimated total number of visits in 1997 to hfestyle diet practioner 1,774.000. 
Extrapolations to the US population suggest a 47.3% increase in total visits to 

altemative medicine practitioners, from 427 million in 1990 to 629 million in 1997, 
thereby exceeding total visits to all US primary care physicians. An estimated 15 
million adults in 1997 took prescription medications concurrently with herbal remedies 
and/or high-dose vitamins (18.4% of all prescription users). Estimated expenditures for 
altemative medicine professional services increased 45.2% between 1990 and 1997 and 
were conservatively estimated at $21.2 billion in 1997. with at least $12.2 billion paid 
out-of-pocket. This exceeds the 1997 out-of-pocket expenditures for all US 
hospitalizations. Total 1997 out-of-pocket expenditures relating to ahemative therapies 
were conservatively estimated at $27.0 billion, which is comparable with the projected 
1997 out-of-pocket expenditures for all US physician services. 

Conclusion: Altemative medicine use and expenditures increased substantially 
between 1990 and 1997, atfributable primarily to an increase in the proportion of the 
population seeking ahemative therapies, rather than increased visits per patient." 
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3. September 2, 1998 
Wetzel, M. S.; Eisenberg, D. M., Kaptchuk, T. J., "Courses frivolving Complementary 
and Altemative Medicine at US Medical Schoo\s,'\Journal of the American Medical 
Association Vol. 280, pp. 784-787, Sep. 2, 1998 
• Conclusions. - There is tremendous heterogeneity and diversity in content, format, 

and requirements among courses in complementary and ahemative medicine at US 
medical schools.... 

• As the discussion of incorporating complementary and alternative medicine topics 
appropriately into the medical curriculum evolves and broadens among medical 
faculties and professional organizations, we offer several suggestions based on 
information gathered in our survey and our experience with 5 years of offering an 
elective course in complementary and alternative medicine. .. 
Include an experiential component. Experiencing acupuncture or therapeutic 
massage or tasting a macrobiotic meal adds a dimension to the leaming experience 
that a lecture or simple demonstration cannot. The deeper understanding that results 
should provide a better basis for responsibly advising patients. 
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AMERICAN HEART ASSOC. COMMENTS ON MACROBIOTICS 

AHA Internet Site: http://www.americanheart.org/Scientific/statements/1997069704.html 
A Statement for Healthcare Professionals From the Nutrition Committee 
"There is now overwhelming evidence that dietary factors influence risk of coronary 
heart disease (CHD) both favorably and unfavorably. The three most atherogenic 
dietary risk factors are saturated fat, cholesterol, and obesity The Step I and Step 11 
diets are recommended to address these problems and are aimed at reducing intake of 
total fat, saturated fat, and cholesterol. On average, blood cholesterol levels can be 
reduced an estimated 5% to 15% through the Stepl-SteplI diet approach, with some 
hyperlipidemic patients experiencing even greater reductions. Increased carbohydrate 
intake, especially complex carbohydrates, is also recommended to replace the majority 
of calories lost tlirough reduced fat intake. Choosing fiber-rich carbohydrate sources 
may foster additional cholesterol lowering and other nutritional benefits beyond those 
derived from fat modification alone. Inconsistent findings from studies on fiber and 
lipids have recently contributed to some confusion regarding fiber's potetial benefits.... 
Several longitudinal observational studies have reported significant inverse associations 
between total fiber intake and both cardiovascular and all causes of mortality...Inverse 
associations between fiber and blood pressure have also been reported...Similarly, high-
fiber vegetarian diets have also been associated with reduced risk of obesity. It has been 
hypothesized that high-fiber foods may favorably impact satiety and slow gastric 
emptying, thereby sustaining a feeling of fullness that prohibits overeating. Intake of 
high-fiber foods may also improve glycemic control in diabetic individuals and reduce 
risk of insulin resistance. 
As a preventive sfrategy, it has been recommended that children older than two years 
should gradually adopt the Step I diet, reducing total and saturated fat intake to 30% and 
10% of total calories, respectively. Children should also derive the majority of calories 
from complex carbohydrates... 
References include: 
• Sacks, FM, Castelli, WP, Donner, A, Kass, EH. "Plasma lipids and lipoproteins in 

vegetarians and controls. N. Engl../. Med 1975; 292: 1148-1151 
• Kushi, LH, Lew, RA, Stare, FJ, Ellison, CR, el Lozy, M., Bourke, G.,Daly, L., 

Graham, 1., Hickey, N., Mulcahy, R., "Diet and 20-year mortality from coronary 
heart disease: the Ireland-Boston Diet-Heart Study. M. Engl. J. Med. 1985; 312: 
811-818. 
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CANCER 

THE DIETARY CAUSES OF CANCER 

Summary of Combined Testimony from House of Representafives Govemment Reform 

Committee, June 10, 1999 

& Asian Therapies for Cancer Conference, March 1-2, 2001 

By Michio Kushi 

If this food intake is exercised properly, in harmony with the changing environment -
including its quality, volume, and cooking - then human life is in accordance with the 
environment, and it not only maintains its health, vitality, and happiness; but also a 
peaceful mind, and higher spirit. 

The cause of cancer is not excluded from this universal rule. As all other physical, 
mental, and spiritual human affairs, human sickness and heahh ftmdamentally depend 
on our daily dietary practice. 

During the 20* Century, the human diet has been drastically changed: there has been 
higher consumption of animal protein and fat, refined sugar, mass-produced 
artificialized food; together with unnaturally chemicalized agriculture. These changes 
have produced the complex and diversified phenomena of human sickness in modem, 
civilized society. Sickness includes physical, mental, spiritual, and social sickness. 
Among them, cancer is one of the most representative of chronic conditions. 

When we continuously consume food beyond our daily capacity to eliminate it in the 
fonn of physical and mental activities, the excessive dietary components accumulate, 
and eventually produce excessive, abnormal increase and division of the cells. This is 
what we call cancer. 

The dietary causes of major cancers are the following, which are, of course, only briefly 
summarized here: 

1. Colon Cancer - Over-consumption of meat and other heavy animal protein and fat 
2. Stomach Cancer - Consumption of excessive animal protein, oily/greasy food, 

refined sugar, and spices 
3. Esophagus Cancer - Over-consumption of dairy fat, with refined sugar and spices 
4. Prostate Cancer - Excessive consumption of meat, eggs, and poultry, as well as 

cheese and other animal fat, with hard-baked flour products 
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5. Pancreatic Cancer - Over-consumption of poultry and eggs, shellfish, cheese, and 
hard-baked flour products 

6. Lung Cancer - Over-consumption of animal protein and fat, including all sorts of 
meat, pouhry, and eggs; as well as over-consumption of dairy fat, together with 
refined sugar, hot spices, and hard-baked flour 

7. Skin Cancer - Excessive consumption of oily/greasy food, including dairy fat, 
refined sugar and sweets, and spices 

8. Malignant Melanoma - Over-consumption of poultry, eggs, cheese, and other fat, 
together with refined sugar products 

9. Brain Cancer - Either over-consumption of eggs, heavy meat, and other animal 
protein and fat; or, in other cases, over-consumption of dairy products and fat, and 
also excess of vegetable oil, such as in fried potatoes 

10. Thyroid Cancer - Over-consumption of pouhry, eggs, dairy fat such as in cheese, 
and hard-baked flour products, along with with refmed sugar products and hot 
spices; fried food 

11. Liver Cancer - Over-consumption of animal protein and fat, including meat, 
poultry, eggs, and fish & seafood; and dairy food high in fat. Excessive refined 
sugar and baked flour products, with greasy/oily cooking 

12. Bone Cancer - Excessive consumption of salty animal food; pouhry, eggs, hard-
baked flour, and especially deep-fried foods; too many minerals 

13. Lymphoma - Excessive dauy food and fat, whh refined sugar products and refined 
flour products, for some cases. Excessive meat and other animal protein and fat, 
including poultry and eggs, combined with dairy fat and refined sugar products, for 
other cases 

14. Leukemia - Over-consumption of refined sugar products, such as sugar, cakes, 
chocolate, and fruits and fruit juices; combined with oily/greasy foods 

For the case of Women's Cancers: 

1. Breast Cancer - Over-consumption of dairy fat, refined sugar and other simple 
carbohydrates, and refined flour products, along whh oily/greasy foods. Excess of 
fruhs will accelerate breast cancer, once it is caused by the previous foods 

2. Uterine Cancer - Heavy animal fat and dairy products, including cheese; over-
consumption of vegetable oils, refined sugar products, and baked flour products 

3. Ovarian Cancer - Over-consumption of poultry, eggs, shellfish, and other high-fat 
animal food, and baked flour products 

4. Cervical Cancer - similar to prostate cancer in men - Over-consumption of baked 
flour and salty foods; and oily/greasy fried foods, including heavy animal and 
vegetable-quality foods 
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Over-consumption of stimulants and aromatic substances, such as hot spices, alcoholic 
beverages, and caffeine, accelerate the spread of a cancer condition. 

Of course, lifestyle factors, such as exposure to high elecfromagnetic fields or radiation 
or smoking may accelerate the development of cancer, as does consumption of unnatural 
chemically-treated food and water Non-organic chemically-cultivated agriculture, 
irradiation, microwave cooking, and other such methods of unnatural food production 
and artificial processing, along with daily unnatural lifestyle, are seriously questionable 
as well. 

The Standard Macrobiotic Diet can prevent these cancers naturally, if it is properiy 
prepared. But h cannot only prevent, but it can also relieve these condifions. It may 
take 2 months to 2 years, depending upon how deeply undesirable foods have 
accumulated in the body. For some cases, it is helpful to supply for a few weeks to a 
few months some Home Remedies, prepared from grains, beans, vegetables, and sea 
vegetables, which are serving to neufralize and eliminate undesirable accumulations. 

There are cases which are not effecdve by Macrobiotic practice, which are assumed (1) 
Inaccurate Pracfice; (2) Lack of Proper Information; (3) Lack of Family Support; (4) 
Confusing Pracfices of Various Approaches Combined with Macrobiotic Practice; and 
(5) Loss of Recovering Ability, as Seen in the Terminal Cases. 
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AMERICAN CANCER SOCIETY 

1. Prevention & Early Detection 

a. ACS Internet Site: http://www2.canceroru/prevention/index.cfm-prevention^l 

"The Importance of Nutrition in Cancer Prevention" 
This is an overview of nutritional recommendations, and supports USDA Food Guide 
Pyramid; 

"The American Cancer Society publishes nutrition guidelines to advise the public 
about dietary practices that reduce cancer risk. These giudelines are developed by 
expert advisory committees and are based on exisfing scientific evidence that relates 
diet and nutrhion to cancer risk in human population studies as well as in laboratory 
experiments. 

This evidence suggests that about one-thud of the 500,000 cancer deaths that 
occur in the United States each year is due to dietary factors. Another third is due to 
cigarette smoking. Therefore, for the large majority of Americans who do not smoke 
cigarettes, dietary choices and physical activity become the most important modifiable 
determinants of cancer risk. The evidence also indicates that ahhough genetics is a 
factor in the development of cancer, cancer cannot be explained by heredity alone. 
Behavioral factors such as cigarette smoking, dietary choices, and physical activity 
modify the risk of cancer at all stages of development. The introduction of healthful 
diet and exercise practices at any time from childhood to old age can promote health and 
reduce cancer risk.... 

Many dietary factors can affect cancer risk: types of foods, food preparation 
methods, portion sizes, food variety, and overall caloric balance. Cancer risk can be 
reduced by an overall dietary pattem that includes a high proportion of plant foods 
(fruits, vegetables, grains, and beans), limited amounts of meat, dau-y, and other high-fat 
foods, and a balance of caloric intake and physical activity. 

Many Americans do not follow such healthful practices. Indeed, trends indicate 
an increase in caloric intake, greater use of high-fat convenience foods, and a decline in 
physical activity ainong Americans. We believe that such unhealthful frends are due in 
part to shifts toward consumption of food outside the home, to more sedentary lifestyle 
pattems, and to the advertising and promotion of high-calorie foods. The [American 
Cancer Society Advisory Committee on Diet, Nutrifion, and Cancer Prevention] is 
especially concemed about the effects of such trends on the long-temi heahh of 
children, who are establishing lifetime pattems of food intake and physical activity. 

...The committee's recommendations are consistent in principle with the 1992 
US Department of Agriculture (USDA) Food Guide Pyramid, the 1995 Dietary 
Guidelines for Americans, and dietary recommendations of other agencies for general 
health promotion and for the prevention of coronary heart disease, diabetes, and other 
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diet-related chronic conditions. Although the committee recognizes that no diet can 
guarantee ftill protection against any disease, we believe that our recommendations offer 
the best nufrifion information currently available to help Americans reduce their risk of 
cancer 

ACS Guidelines on Diet, Nutrition, and Cancer Prevention (excerpts) 

1. Choose most of the foods you eat from plant sources. 
• Eat five or more servings of fruits and vegetables each day. 

- Include fruits or vegetables in every meal. 
- Choose fmits and vegetables for snacks. 

• Eat other foods from plant sources, such as breads, cereals, grain products, nee, 
pasta, or beans several times each day. 
- Include grain products in every meal. 
- Choose whole grains in preference to processed (refined) grains. 
- Choose beans as an altemative to meat. 
- Grains such as wheat, rice, oats, barley, and the foods made for from tliem 

constitute the base of healthful diets as illustrated by the USDA Food Guide 
Pyramid. Healthful diets contain 6 to 11 standard servings of foods from this 
group every day. 

- Grains are an important source of many vitamins and minerals such as folate, 
calcium, and selenium, all of which have been associated with a lower risk of 
colon cancer 

- Wliole grains are higher in fiber and certain vitamins and minerals than refmed 
flour products. 

2. Limit your intake of high-fat foods, particularly from animal sources. 
® Choose foods low in fat. 

- Replace fat-rich foods with fruits, vegetables, grains, and beans 
- Eat smaller portions of high-fat foods. 
- Choose baked and broiled foods instead of fried foods. 
- Select non-fat and low-fat milk and dairy products 
- Wlien you ear packaged, snack, convenience, and restaurant foods, choose 

those low in fat. 
• Limit consumption of meats, especially high-fat meats. 

- When you eat meat, select lean cuts. 
- Eat smaller portions of meat. 
- Choose beans, seafood, and poultry as an alternative to beef, pork, and lamb. 
- Select baked and broiled meats, seafood, and poultry, rather than fried. 
- High-fat diets have been associated with an increase in the risk of 

cancers of the colon and rectum, prostate, and endometrium. The association 
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between high-fat diets and breast cancer is much weaker. 
- Consumption of meat - specially red meats (beef, pork, lamb) has 

been linked to cancers at several shes, most notable colon and prostate. 
- The evidence indicates that saturated fat may be particularly important in 

increasing risk for cancer as well as for heart disease. 
- Emphasize beans, grains, and vegetables in meals to help shift dietary pattems 

to include more foods from plant rather than animal sources. 
3 Be physically active: achieve and maintain a health weight. 

• Be at least moderately active for 30 minutes or more on most days of the week. 
• Stay within your health weight range. 

- An imbalance of caloric intake and output can lead to overweight, obesity, and 
increased risk for cancers at several sites: colon and rectum, prostate, 
endomefrium, breast (among postmenopausal women), and kidney 

4. Limit consumption of alcoholic beverages, if you drink at all. 
- Alcohol consumption increases the risk of cancers of the mouth, esophagus, 

phamyx, larynx, and liver in men and women, and of breast cancer in women. 
- Cancer risk increases with the amount of alcohol consumed...Studies show 

that the risk of breast cancer increases with an intake beginning at just a few 
drinks per week. 

Revised 05/11/99 

b. ACS Internet Site: 
Http: //www2. cancer org/prevent ion/ more_prevention. cfm 
"Prevention and Early Detection" 

"Many cancers that are related to a person's diet and level of physical activity can ... 
be prevented. Scientific evidence suggests that up to one-third of the 564.800 cancer 
deaths expected to occur in the US this vear are related to poor nutrition or insufficient 
physical activity." 

c. ACS Internet Site: 
http://www2.cancer org/prevention/index.cfm?preventionuctors 
"Diet and Activity Factors That Aifect Risks for the Most Common Cancers" 
Breast Cancer 
Breast cancer is the leading site for cancer cases among American women and is second 
only to lung cancer in cancer deaths...Many studies suggest that consuming alcoholic 
beverages may mcrease the risk of breast cancers, even when consumed in moderation. 
Some sttidies suggest that diets high in fiaiits and vegetables decrease the risk for breast 
cancer, although this evidence is much weaker than that for other cancer sites... 
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Colorectal Cancer 
Colorectal cancers are the second leading cause of cancer death among Americans. 
Diets high in foods from plant sources (vegetables, fruits, whole grains, beans) have 
been associated with a decreased risk, whereas diets high in fat and red meat have been 
associated with an increased risk of colorectal cancer Obeshy and physical inacfivity 
also appear to increase risk. Currently, the best approach to reducing the risk of 
colorectal cancer is to consume fewer high-fat foods. Limit intake of red meats, eat 
more vegetables, firuhs, and whole grains, be physically active, and avoid obesity 

Endometrial Cancer 
Studies of endometrial cancer consistently find that being overweight increases risk. 
The associafion may be due to the increase in esfrogen levels that occurs among 
postmenopausal women who are overweight. To reduce the risk of endometrial cancer, 
maintain a healthy weight through regular physical activity and healthy food choices. 

Lung Cancer 
Lung cancer is the leading cause of cancer death among Americans. More than 80% of 
lung cancer cases occur as a resuh of tobacco smoking. Many studies have 
demonsfrated that the risk of lung cancer among smokers and non-smokers is lower 
among people who consume recommended amounts of fruits and vegetables. To reduce 
the risk of lung cancer, do not smoke tobacco, and eat at least five servings of 
vegetables and fruits every day. 

Oral and Esophageal Cancers 
Tobacco - including cigarettes, chewing tobacco, and snuff" - and alcohol, singly and 
together, increase the risk for cancers of the mouth and esophagus. Eating 
recommended amounts of fruits and vegetables decreases the risk. 

Prostate Cancer 
Prostate cancer is the leading cancer among Americans men. Scientists know that 
prostate cancer is related to male hormones, but are uncertain as to the exact mechanism 
involved. Intakes of animal fat, red meats, and dairy products have been found to be 
associated with an increase in the risk of prostate cancer, suggesting a role of sattirated 
fat. To reduce the risk of prostate cancer, Ihnit intake of foods from animal sources, 
especially saturated fats and red meat. 

Stomach Cancer 
The incidence of stomach cancer is decreasing woridwide, especially in the United 
States. Year-round consumption of fresh foods, refrigeration, and other improvements 
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in food preservation methods have helped reduce risk. Infection with the bacterial 
species Helicobacter pylori may increase risk. To reduce the risk of stomach cancer, eat 
at least five servings of fruits and vegetables each day. 

Revised 05/11/99 

b. ACS Intemet Site: 
http://www2.cancer.org/prevention/index.cfin?prevention=appendix 
Appendix: "Members of the American Cancer Society 1996 Advisory Committee on 
Diet. Nufrition, and Cancer Prevention: 

Lawrence Kushi, ScD, Associate Professor, Division of Epidemiology, School of Public 
Health, University of Minnesota, Minneapolis, MN" 

c. Internet Site: 
http://www2cancer.org/prevention/index.cfiTi?prevention=references 
"References" (examples): 
15. Wiilett, WC. Micronutrients and cancer risk. AM J. Clin. Nufr 1994; 59 (suppl 5); 

1162S-1165S 
18. Ames BN, Gold LS, Wiilett WC. The causes and prevention of cancer. Proc Natl 

Acad Sci USA 1995;92-5258-5265 
19. Potter JD. Nutrition and colorectal cancer. Cancer Causes Confrol 1996;7:157-177 
31. Hunter DJ, Wiilett WC. Nutrifion and breast cancer. Cancer Causes Control 

1996;7:56-68 
34. Kushi LH, Lenart EB, Wiilett WC. Health implicafions of Mediterranean diets in 

light of contemporary knowledge. 2. Meat, wme, fats, and oils. Am. J Clinical 
Nufr 1995;61(suppl 6):14I6S-1427S 

70. Wiilett WC. Specific fatty acids and risks of breast and prostate cancer: dietary 
intake. Am J Clin Nufr 1997 Dec; 66(6 Suppl):1557S-1563S 

2. ACS Comment on Macrobiotics 
Internet Site: http ://www. cancer org/alt therapy/overviews/uprpopu.htm 
"Alternative Cancer Therapies Popular Today," from Cancer (medical joumal), March 
15, 1996 / Volume 77/ Number 6 by Barrie R. Cassileth, Ph.D. (Dept. of Medicine, 
Univershy. of North Carolina) and 
Christopher C. Chapman, B.A., Duke University) 
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"Today's most popular anticancer diet is probably macrobiotics. As with manv 
alternatives, its appeal is enhanced by associafion with an ancient, foreign cuhure. in 
this case Japan. The popularity of macrobiotics can be traced to the efforts of Michio 
Kushi. a tireless proponent. Initially nufritionallv deficient, the diet was enhanced and 
now derives 50-60% of its calories from whole grains: 25-30% from vegetables; and the 
remainder from beans, seaweed, and soups. (R'eference: Kushi. M.: The macrobiotic 
approach to cancer Wayne. NJ: Avery Publishing Group. 1982.) The diet avoids meat 
and certain vegetables, and promotes soybean consumpfion. The NIH Office of 
Altemafive Medicine recently funded a pilot study of the cancer-preventive effects of 
the macrobiotic diet. The principal investigator is Lawrence Kushi. ScD. a researcher 
on the faculty of the University of Minnesota School of Public Health and the son of 
Michio Kushi." 

3. ACS Comment on Macrobiotics 
Recommendation: University of Texas Website 
Intemet Site: http://vvvvw.cancerorg/alt therapv/resources.htm 
"How Can I Leam More About Altemative and Complementary Methods? 
Cancer Specific Websites" 
University of Texas Center for Altemative Medicine Research in Cancer 
(Please see below for an excellent summary of medical research about macrobiotics.) 
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UNIVERSITY OF TEXAS WEBSITE 
ON MACROBIOTICS AND CANCER 

UNIVERSITY OF TEXAS-HOUSTON HEALTH SCIENCE CENTER 
Internet Site: http://www.sph.uth.tcm.edu/utcam/ 
The Center for Alternative Medicine Research (UT-CAM) is dedicated to investigating 
the effectiveness of alternative/complementary therapies used for cancer prevention and 
control. It works in collaboration with M.C. Anderson Cancer Center It was one of 11 
centers established by the NIH National Center for Complementary and Alternative 
Medicine (old Office of Alternative Medicine) to evaluate altemative therapies. 
• It is the only one focussed solely on cancer, and is co-funded by the National Cancer 

Insthute. 
• It also establishes a national neKvork of alternative medicine practitioners, 

conventional practifioners, and researchers 
9 It supports critical evaluation skills among altemative medicine practitioners and 

researchers. 

Macrobiotics, among other cancer therapies reviewed as a "Special Regimen/Integrated 
System" on 7/21/98. A summary follows. The entire 17 page Review will sent at the 
end of this transmission. 

U. of Texas Overview 
Definition of "macrobios." Yin & yang. George Ohsawa & Michio Kushi. Yin & yang 
specttiim of foods. Ohsawa's 10-stage diet vs. Standard Macrobiotic Diet: THIS 
RESTRICTIVE DIET IS NO LONGER ADVOCATED BY MACROBIOTIC 
COUNSELORS (!) 
Books by Michio Kushi. Sattilaro's Recalled by Life. B12 and Vitamin D deficiencies. 
1984 Subcommittee on Health and Long Tenn Care of the Select Committee on Aging, 
House of Representatives: "MB diet appears to be adequate mix of foods." 
Feasibility of Reimbusement (insurance): None 
Prevalence of Use: 
• Cassileth reported that 63% OF CANCER PATIENTS WHO RECEIVED SOME 

FORM OF DIETARY THERAPY IN THE COMMUNITY RECEIVED OR WERE 
EXPOSED TO THE MACROBIOTIC DIET. (Cassileth BR, Lusk EF, Strouse TB, 
Bodenheimer BJ. Contemporary unorthodox treatments in cancer medicine: A 
study of patients, freatments, and practitioners. Annals of Internal Medicme. 
1984;101:105-112) 

® Kushi esfimates that the standard macrobiotic diet has been practices daily by 
hundreds of thousands of people worldwide. 
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• The Office of Technology Assessment (OTA) found it to be "among the most 
popular unconventional approaches used by cancer patients (OTA. Macrobiotic 
Diets: Common Knowledge Press; 1990) 

Estimated Cost/Expenditure/Reimbursement: comparable to that of a standard 
American diet, when all factors are considered. 

U. of Texas Science 
Articles citing the macrobiofic diet as a treatment for cancer "Based on our review of 
the literature and other sources, 106 references were identified, or which 51 (48%) were 
applicable to cancer Of these, 41 (80%) were retrieved and we classified the references 
in the following types of information: 
Retrospective Cohort Studies: 2 
Best Case Series: 2 
Case Reports: 2 

U. of Texas Summary of Research 
1. Carter JP, Saxe GP, Newbold V, Peres CE, Campeau RJ, Bernal-Green L. 

Hypothesis: Dietary management may improve survival from nuttitionally linked 
cancers based on analysis of representative cases. Journal of the Amencan College 
of Nutntion. 1993;12:209-26 

STUDY # 1 : 23 respondents of 101 patients with pancreatic cancer who pracficed a 
macrobiotic diet for at least 3 months. 
• Mean survival was 17 months compared to 6 months for control group of patients. 
• Macrobiotic patients had a 52% one vear survival compared to 9.7% for control 

group. 

STUDY #2: 18 Tulane Hospital patients with stage D2 prostate cancer. 
• Mean survival was 177 months for macrobiofic. 91 months for controls. (Risk 

RR=1.6 for controls, survival curve differences were not significant) 

CASE REPORT: 182 pafients who sought MB counseling and responded to a 
subsequent nationwide mailed questionnaire. 10 cases are presented for patients with 
cancer of the pancreas, prostate, and uterus. 

2. Review of the book Cancer Free: 30 who triumphed over cancer naturally, Japan 
Publications Inc. 1995 by Fawcett A. and Smith C. 

Best case series of 28 patients selected because they had positive results using the 
macrobiotic diet. 

3. Newbold, V. Remission of advanced malignant disease: A review of cases with a 
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possible dietaiy factor (as contained in the book Cancer Free, 372-5 

Best case series of 6 patients with advanced or inoperable cancer who had recovered on 
a macrobiotic diet. Documented by a doctor whose spouse had inoperable cancer that 
improved following the adoption of a macrobiotic diet. 

Proposed Mechanism of Action 
Quotations from The Cancer Prevention Diet: Michio Kushi's Blueprint for the Relief 
and Prevention of Disease. 

Toxicity 
"The American Cancer Society has stated that the macrobiotic diet provides inadequate 
nutrition for cancer patients, is unsafe and can cause malnutrition and death. The 
articles cited by one of these wamings concemed a case of scurvy which occun-ed while 
practicing the older, more resfricted form of macrobiotics." 

U. of Texas Annotated Bibliographies 

Summary of 28 Cancer Patients Recovering with Macrobiotics from cancer of the 
prostate (3), melanoma (6), uterus (3), breast (5), stomach, leukemia, pancreas (2), colon 
(2), brain - astrocytoma, urethra, lung, brain, thyroid, leukemia - chronic myelocytic, 
bile duct, Flodgkin's disease, ovary 

Summary of Vivien Newbold's 6 cases: 
• Advanced or otherwise untreatable cancers who recovered using macrobiotics: 

pancreas metastasized to liver; malignant melanoma; malignant asfrocytoma; 
endometrial sfromal sarcoma; adenocarcinoma of the colon; abdominal 
leiomyosarcoma; Review of CT scans and other medical tests revealed no evidence 
of tumors after adherence to the macrobiotic diet. All of the patients (except one 
whose cancer came back after she discontinued macrobiotics) were reported to be 
working fiill time, leading very active lives, and feeling in excellent health. These 
cases were all reviewed independenfly and the diagnoses confirmed by the pathology 
and radiology departments of Holy Redeemer Hospital in Meadowbrook, 
Pennsylvania. 

• Incurable colon cancer with no conventional freatment (Dr Newbold's husband): 
"Eight months after being described as hopeless, he was feeling 'healthier than he 
ever felt in his life... a follow-up CT scan revealed that about 70 percent of the 
cancer was gone.'... 
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U. of Texas Reference List 
Includes: 
• Kushi, M. The Macrobiotic Approach to Cancer: Towards Preventing and 

Controlling Cancer with Diet and Lifestyle. Garden City Park, NY: Avery 
Publishing Group, Inc; 1991 

• Kushi, L. Personal communication 
• SattilaroA. Recalled by Ufe. 1982 
• Kushi, M. The Cancer Prevention Diet: Michio Kushi's Blueprint for the Relief and 

Prevention of Disease. New York: St. Martin's Press 
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NIH GRANT 
STUDY OF THE MACROBIOTIC APPROACH TO CANCER 

OVERVIEW 

NATIONAL INSTITUTES OF HEALTH -
• OFFICE OF ALTERNATIVE MEDICINE (old name) 
• NATIONAL CENTER FOR COMPLEMENTARY AND ALTERNATIVE 

MEDICINE (new name) 

1. Internet Site: http://www.nccam nih.gov/nccam/research/grants/rtb/grant-1 /html 
From chart of Office of Altemafive Medicme-sponsored research from fiscal year (FY) 
1993 - fiscal year (FY) 1997 Grant Award & Research Data 
(This is oiu- NTH Cancer Best Case Series, sttll to be completed) 

Grant Number: R21RR09472 
Institution/Project Title: University of Minnesota Twin Chies 

Macrobiotic Approach to Cancer 
Chy, State, PI. Minneapolis, MN; Kushi, Principal Investigator 
NIH Institute NCRR 
Amount (FY 1993): $29,964 

3. Internet Site: 
http://www.nccam.nih.gov/nccam/fcp/classify/index.html 
For Consumers and Practitioners: Classification of CAM (Complementary and 
Altemative Medicme) Practice 
IV. Biologically-Based Therapies 

Special Diet Therapies: This subcategory includes dietary approaches and special 
diets that are applied as altemative therapies for risk factors or chronic disease in 
general: 
Vegetarian, Fasfing, High Fiber, MACROBIOTIC, Mediterranean, Paleolithic, 
Asian, Natural Hygiene, Pritikin, Ornish, McDougall, Gerson, Kelly-Gonzales, 
Wigmore, Livingston-Wheeler, Atkins, Diamond 
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A STUDY OF THE MACROBIOTIC 
APPROACH TO CANCER 

BEST CASE SERIES 
SUMMARY OF FILES 

Compiled February 1996 
Updated March 2001 

DETERMINED TO BE AN 
rorjnnrrjTTAT ADMINISTRATIVE MARKING 
CONFIDENTIAL INITIALS:_J^DATr- OS[oz\['^ 

National Institutes Of Health 

Office Of Alternative Medicine (Old) 
National Center For Complementary 

And Alternative Medicme (New) 

FY 1993 - NCRR 

Grant Number: R21RR09472 
Principal Investigator: Lawrence H. Kushi, ScD. 
Instittitions: University of Mmnesota, Twm Cities 

& Kushi Institute, Becket, MA 
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The October 1995 Summary of Jane Teas, Ph.D. was amended by 
Chris Akbar in February 1996 with the addition of a chronological 
summary of each patient's records, an mdex of cases, and an index of 
cancers; and amended again in March 2001 with the addition of 3 
patients. 

Currently tliere are the 78 files with responses to both the Initial 
questiormafre and consent form mailing and the second mailing 
consisting of the: 

• Medical and Macrobiotic History questionnaire 
• Functional Assessment questionnaire 
• Medical Records Acquisition forms 

There are 37 additional files with Initial questionnaire responses which 
did not appear to meet the study criteria and were not sent the Second 
mailing. 

Of the 78 files, 65 contain Medical Records from at least one source. 
Receipt of some records is still pending. 
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INDEX OF CASES 

1. #4 V. C. Lymphocytic Lymphoma mets to Colon 
2. #5 M. K. Lymphocytic Lymphoma mets to Bone Marrow 
3. #8 T. M. Malignant Melanoma mets to Lymph Nodes 
4. #9 M.H. Astrocytoma 
5. #10 S. W. Breast Carcinoma m-situ (lobular) 
6. #13 B. K. Prostate cancer mets to lymph glands 
7. #15 C. A. Inflammatorv Carcinoma of Left Breast 
8. #16 S. A. Prostate Cancer and Kidney Tumor 
9. #17 W. B. Adenocarcinoma of Prostate, mets to Lymph Nodes 
10.#19 B.J. Breast Cancer 
11.#20 B.L. Malignant Melanoma 
12.#26 N. A. Pancreatic Cancer mets to Lymph Nodes & Liver 
13.#28 C. S. Chronic Lymphocytic Leukemia 
14.#29 M. M. Malignant Melanoma mets to Lymph & Small Intestines 
15.#31 C. D. Cancer on Ascendmg Colon, possible mets to Liver 
16.#32 M. S. Anaplastic Astrocytoma 
17.#34 B. K. Adenoma of Left Breast, mets to Lymph & Bones 
18.#38 E. N. Endometrial Stromal Sarcoma mets to Bones &Limgs 
19.#42 J. T. Melanoma with mets to Lymph Nodes 
20.#43 W. 0. Adenocarcmoma of Sigmoid Colon mets to Lymph 
21. #47 E. H. Adenocarcinoma of Prostate, mets to Bones 
22.#48 RC. Endomettial Hyperplasia & Breast Carcinoma in sitti 
23.#50 D.B. Acute Mylogenous Leukemia, m Spmal fluid 
24.#52 E. B. Hodgkin's Lymphoma in neck,hmg,bone,stomach,groin 
25.#57 J. C. Astrocytoma Glyoma 
26.#60 R F. Ovarian Adenocarcinoma mets to Peritoneum 
27.#65 E. L. Medullary Carcmoma of Left Breast 
28.#67 D. M. Adenocarcinoma of Prostate, possible mets to Ribs 
29.#73 T. L. Malignant Melanoma mets to Grom 
30.#75 K. D. Adenocarcinoma of Small bitestine mets to Lymph 
31.#77 J. G. Adenocarcinoma of Prostate 
32.#78 W.K. Adenocarcmoma of Recttim mets to Liver 
33.#109 L. P. Chronic Lymphocytic Leukemia, B cell 
34.#114 M. B. 2 Masses in Liver 
35.#116 F. L. Lymphoma mets to Bones 
36.#118 S.B. ChronicLymphaticLeukemia/ProstateAdenocarcinoma 
37.#122 R.B. Refroperitoneal Sarcoma of Kidney mets to Lymph 
38.#123 B. A. Adenocarcinoma of Prostate 
39.#124 M. R. Adenocarcinoma of Prostate mets to Colon & Rectum 
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40.#125 S. S. Prostate Cancer 
41.#129 P. s. Multiple Myeloma mets to Liver 
42.#131 K. R. Non-Hodgkin's Lymphoma, mets throughout Lymph 
43.#132 J. L. Malignant Melanoma mets to Lymph Nodes 
44.#133 C. C. Tubo-Ovarian Complex 
45.#138 J. S. Plasmacytomas of Sinus, Ethmoids, Nasopharynx 
46.#139 M. A. Breast Cancer 
47.#142 M. S. Breast Lump 
48.#143 R. S. Non-Secreting Islet Cell Cancer of Pancreas 
49.#144 S. M. Ovarian Cancer & Endometnal Cancer synchronously 
50.#147 D. L. Adenocarcinoma of Prostate, mets to Lymph Nodes 
51.#148 J. R. Breast Adenocarcinoma mets to Lymph, Lung, Bone? 
52.#152 M. C. Chronic Lymphocytic Leukemia 
53.#154 A. G. Prostate Cancer mets to Bones 
54.#155 N. S. Prostate Adenocarcmoma mets to Soft tissue & Bones 
55.#158 J. D. Prostate Adenocarcinoma with Perineural invasion 
56.#159 J.M. Non-Hodgkin's Lymphoma 
57.#161 C. M. Parotid Gland Tumor mets to Lungs 
58.#163 S. S. Prostate Adenocarcinoma 
59.#173 B. R. Pancreatic Adenocarcmoma mets to Lymph Nodes 
60.#174 C. S. Colon cancer recurred in stomach, abdomen, jejunum 
61.#176 M. S. Chronic Myelocytic Leukemia 
62.#181 A. K. Mixed-Cell Lymphoma 
63.#191 T. H. Carcinoma of Prostate 
64.#197 R. R. Squamous Cell Carcinoma of Prostate 
65.#214 D. S. Malignant Melanoma mets to Lymph Node 
66.#215 C. K. Astrocytoma 
67.#221 G. G. Lump on Breast 
68.#223 T. F. Prostate cancer 
69.#225 G. A. BHP 
70.#227 G. M. Astrocytoma 
71.#228 H. M. Breast Infilfratmg Ductal Carcinoma mets to Hip 
72.#229 A. C. Prostate Cancer mets to Bone-C7 
73.#230 M. S. Adenocarcinoma of Left Breast 
74. #231 J. M. Metastatic Mahgnancy; Undifferentiated Sarcoma 
75.#233 A. L. Amelanotic Malignant Melanoma of Left Conjunctiva 
76.#234 J. V. Adenocarcmoma of Lungs mets Liver/Pancreas/Bones/ 

Lymph/Rettopentoneum 
77.#235 M. G. Colon Cancer mets Lung 
78.#236 J. M. Non-Hodgkins Lymphoma mets Bone Marrow 
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INDEX OF CANCERS 
Total # Cases: 78 Total# Primary Cancers: 80 

ASTROCYTOMA #Cases: 5 %Cases: 7% %Cancers: 7% 

#9 M. H. 
#32 M. S. 
#57 J.C. 
#215 C. K. 
#227 G.M. 

BREAST 
#10 S. W. 
#15 C. A. 
#19 B.J. 
#32 B. K. 
#48 R C. 
#65 E. L. 
#139 M. A. 
#142 M. S. 
#148 J. R. 
#221 G. G. 
#228 H. M. 
#230 M. S. 

#Cases: 12 %Cases: 15% %Cancers: 16% 

COLON-RECTUM 
#31 
#43 
#78 
#174 
#235 

C D . 
W. O. 
W. K. 
C. S. 
M.G. 

#Cases: 5 %Cases: 6% %Cancers: 6% 

ENDOMETRIUM 
#38 E. N. 
#48 P. C. 
#144 S. M. 

#Cases: 3 %Cases: 4% %Cancers: 4% 

KIDNEY 
#16 S.A. 
#122 R.B. 

#Cases: 2 %Cases: 3% %Cancers: 3% 
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LEUKEMIA 
#28 C. S. 
#50 D. B. 
#109 L. R 
#118 S.B. 
#152 M.C. 
#176 M. S. 

LIVER 
#114 M.B. 

LUNG 

#Cases: 6 %Cases: 8% %Cancers: 8% 

#Cases: 1 %Cases: 1% %Cancers: 1% 

#Cases: 1 %Cases: 1% %Cancers: 1% 

#Cases: 8 %Cases: 10% %Cancers: 10% 

#234 J. V. 

LYMPHOMA 
#4 V. C. 
#5 M. K. 
#52 E. B. 
#116 F.L. 
#131 K.R. 
#159 J.M. 
#181 A. K. 
#236 J. M. 

MALIGNANT MELANOMA#Cases: 8 %Cases: 11% %Cancers: 11% 
#8 T. M. 
#20 B. L. 
#29 M. M. 
#42 J. T. 
#73 T. L. 
#132 J.L. 
#214 D. S. 
#233 A.L. 

MULTIPLE MYELOMA #Cases: 1 %Cases: 1% %Cancers: 1% 
#129 R S . 

NOSE PLASMACYTOMA #Cases: 1 %Cases: 1% %Cancers: 1% 
#138 J. S. 

OVARY 
#60 P. F. 

#Cases: 3 %Cases: 4% %Cancers: 4% 
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#133 C. C. 
#144 S. M. 

PANCREAS 
#143 R. S. 
#173 B. R. 
#26 N. A. 

#Cases: 3 %Cases: 4% %Cancers: 4% 

PAROTID GLAND 
#161 C M . 

#Cases: 1 %Cases: 1% %Cancers: 1% 

PROSTATE #Cases: 20 %Cases: 28% %Cancers: 26% 
#13 
#15 
#17 
#47 
#67 
#77 
#118 
#123 
#124 
#125 
#147 
#154 

B.K. 
S.A. 
W.B. 
E. H. 
D. M. 
J. G. 
S.B. 
B. A. 
M. R. 
S. S. 
D. L. 
A. G. 

#155 N. S. 
#158 
#163 
#191 
#197 
#223 

J. D. 
S. S. 
T. H. 
R. R. 
T. F. 

#225 G. A. 
#229 A. C 

SARCOMA 
#231 I M . 

#Cases: 1 %Cases: 1% %Cancers: 1% 

SMALL INTESTINE 
#75 K. D. 

#Cases: 1 %Cases: 1% %Cancers: 1% 
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SUMMARY OF SIX BEST CASES 

#15 C. A. is a female bom 09/27/52 

• 07/23/85 Surgical Biopsy - Yale-New Haven Hospital, Pathology Slide S85-9878 -
Inflammatory Carcinoma of the Left Breast: -6 x 6 cm mobile, finn, dense mass with 
peau d'orange tliickemng of the skin from 3 to 6 o'clock, with erythema, swelling, 
tendemess, esfrogen receptors 2 and 0, respectively; progesterone receptor 6 
- Breast biopsy : extensive infraductal and infiltrating duct carcmoma, with severe 

chronic inflammation; extensive lymphatic invasion present 
- Breast Skm biopsy: multifocal lymphatic penneation by carcinoma and 

perivascular chronic inflammation 
o 07/25/85-10/22/85 Aggressive Chemotherapy (Cytoxan, Adriamycin, and 5-FU) -

Yale New Haven Hospital: reduction of inflammatory component, and tenseness 
went down a bit, but thickenmg under skin and edema remained 

• 10/09/85 WBC count reduced from 114,000 to 16,000 before and after CAF 
• 12/05/85-1/13/86 Radiation therapy - Hunter Radiation Laboratory, Yale-New 

Haven Hospital - twice daily for 6.5 weeks: 5100 rads to left breast and regional 
nodal areas, then 1500 rads through stepwise reduced fields: virtually no response 

• 01/16/86 Following radiation therapy, brisk erythema outlining the i.m. field, very 
slight finnness remamed m lower portion of left breast 

• 10/18/85 Bone Scan - Yale-New Haven Hospital #64036 - single focus of isotope 
uptake m right anterior second rib, common secondary to frauma 

• 01/28/86 Macrobiotics began with healing diet -100% (M.Kushi/J. Kozinski, 
Counsellors; two Kushi Institute Way of Life Seminars): Home Remedies mcluded 
Pearl Barley & Cabbage Plaster on remaining tumor ui breast. Grated Daikon & 
Carrot dish to reduce weight from 170 to 125 lbs. Sweet Vegetable Drink for chronic 
hypoglycemia, and Ume-Sho-Kuzu for chronic constipation 

• 03/18/86 Mammogram - Gannet Health Center, Cornell University - found less 
skin thickenmg in mferior outer portion of left breast, and no dominant mass or 
suspicious cluster of microcalcificafion; 

• 03/28/86 Natural Discharge - remaming inflammation and skin thickenmg seemed to 
disappear after 2 months of diet foUowmg acute discharge of diarrhea, accordmg to 
patient account 

• 07/31/87-08/04/87 Followed by physical exammation and blood test: right breast 
fibrocystic with very fine granular consistency; left breast cystic, v^th cysts 1.5-2 cm 
in size; none of cysts appears to be unusual enough for doctor to want to biopsy; 
CEA0.7 

• Currentiy: Healthy with very active life as macrobiotic guide and researcher. 
Medical Records: Yes 
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#26 N. Arnold is a male bom 10/02/29 

03/82 CT Scan & Ultrasound - Baptist Hospital - of galllbladder: gallstones 
07/28/82 Surgery - Providence Hospital - gallbladder surgery, and diagnosed with 
Adenocarcinoma of the head of the Pancreas, with metastases to Lymph nodes 
and Liver (3 cancerous lesions); only gallbladder surgically removed 
08/05/82 Macrobiotic Diet at home with cook Becky Koboda 
08/09/82 CT Scan - Baptist Hospital - pancreas and hver affected 
08/15/82 Macrobiotic Consultation with Michio Kushi in Boston - "You can recover. 
08/17-19/82 Chemotherapy Treatment #1 (3 drug) - Washington - (wife & cook) 
- 5 freattnents lead to severe nausea, weight loss, fatigue, muscle wasting 
08/25/82 Chemotherapy Treatment #2 (5-FU only) - Baptist Hospital 
08/27-29/82 Macrobiotic Consultation in Boston with Michio Kushi 
09/02/82 Mental Imagery began with Dr. Rotiistein 
09/15/82 Chemotherapy Treatment #3 (2 drug) - Baptist Hospital 
09/20/82 Hypnotherapy began with Bob Sauer 

09/22-25/82 Mouse Monoclonal Antibody Treatment - Fox Chase Cancer 
Center, American Oncological Hospital, Dr. Sears 
10/06/82 Stress Test & Left Ventricular Function Test - Providence Hosp - okay 
10/07/82 Chemotherapy Treatment #4 (3 drug) - Baptist Hospital 
10/14/82 Chemotherapy Treatment #5 (5-FU only) - Baptist Hospital 
11/01/82 CT Scan & Ultrasound - Baptist Hospital - No change 
11/07-13/82 Simonton (Imagery) Seminar m Dallas with wife & cook 
11/15/82 Ultrasound - Baptist Hospital - No change 
11/19-20/82 Macrobiotic Consultation with Micliio Kushi in Boston, wife & cook 
01/04/83 Ultrasound (3 machines) - Baptist Hospital - Improvement in tumor 
size noted 
02/11/83 Ultrasound - Baptist Hospital - Improvement in tumor size noted 
06/23/83 Blood Test - Dr. Fudenberg in Charleston - okay 
Began to feel stronger, more vital, mental clarity improved, energy increased 
06/24/83 CT Scan & Ultrasound - Baptist Hospital - "mildly qualified" ALL 
CLEAR! 
11/22/83 Ultrasound of Liver, Pancreas & Kidney - Baptist Hospital - all okay! 
12/21/83 CT Scan - Providence Hospital on new machine by Dr. Thomas - liver, 
pancreas & kidney: ALL CLEAR! 
Followed by blood, US, liver tests: all negative 
01/ /90 climbed Mt. Kihmanjaro, 19,600 ft 
Currently: Good health, very active Philanthropist, with travel, tennis, scuba diving 

Medical Records: Complete Case History Summary: Cancer-Free 
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#29 M. M. is a female bom 05/03/46 

• 08/25/83 Right Back Skin Punch Biopsy - Roger Williams General Hospital -
Pathology S-83-7401: diagnosed with Malignant Melanoma, invasive Clark's 
Level III, superficial spreading, with congenital mole measured depth of 2.20 
mm on right scapula; very mild lymphocytic infiltrate is present beneath tumor 

• 09/13/83 surgery to remove mole; not wide margins 
• 10/06/83 Skin Biopsy - Massachusetts General Hospital - Pathology S83-4472: 

Malignant Melanoma, superficial spreading type, invasive to level III 
• 10/21/83 re-excision for wider margins 
• 11/28/83 Excisional biopsy, junctional nevus on abdomen 
• 06/06/84 Punch right lower nape of neck/upper shoulder - Roger Williams 

General Hospital - Pathology S-84-5018: Malignant melanoma, metastatic 
• 06/15/84 Harvard Medical School - Pathology S84-5018 A&B: Metastasfic 

malignant melanoma to lymph nodes 
• 07/17/85 Removal by punch biopsy of halo nevi on left antecubital fossa and left 

shoulder 
• 03/21/86 Explorative Laparatomy and Resection - Massachusetts General 

Hospital - Pathology S86-F6806: Metastases to Small Bowel; removed 20" 
jejunum and 5 tumors; metastatic malignant tumor consistent with malignant 
melanoma in two segments (out of three) of smooth bowel; the examined 
resection margins of two segments of small bowel are free of tumor; 2 of 15 
lymph nodes contained metastatic tumor; the tumor in one lymph node is 
necrotic. There was considerable lymphadenopathy throughout the small bowel 
mesentery but insignificant peraortic lymphadeopathy. Most of 
lymphadenopathy was left behind 

• Declined adjuvant chemotherapy after consultations at Massachusetts General 
Hospital, Dana-Farber Cancer Institute, and Yale University 

• 05/01/86 Macrobiotic Consultation (M.VanCauwenberghe/L.Stanchich, 
Counsellors); diet began -100%, and with Herbal remedies and Vhamin 

supplements (wliich were started years after begiiming Macrobiotics) 
• 02/02/88 According to physician, "Had remarkable post-op course without 

recurrence despite no adjuvant chem. She has been on a rigid macrobiotic diet 
and attributes this to her success. She has gained weight and thrived in past 2 
years... She became pregnant. Pregnancy was felt to pose definite risk of 
melanoma recurrence and therapeutic abortion was indicated." Patient 
subsequently had a healthy baby. 

• Followed by MRI and blood tests. 
• Currently: Very active life as investment broker and mother. Appears symptom-free. 
Medical Records: Yes Case History: Autobiography When Hope Never Dies 
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#38 E. N. is a female bom 08/10/39 

• 04/16/80 D&C Biopsy - Saint Barnabas Medical Center - Pathology S80-05235 / 
EM80-220 - Anaplastic, highly malignant Endometrial Stromal Sarcoma 
04/21/80-08/04/82? Chemotherapy - Saint Barnabas Medical Center - with 
Cytoxan priming and Megace 

• 05/07/80-06/04/80 External Radiation Therapy - Saint Barnabas Medical Center 
- 18 MEV linac freated whh 10 MEV Xrays, total dose of 4000 rads/20 fract/4 weeks 

• 06/24/80 Internal Radiation Implant - Saint Barnabas Medical Center -
Fletcher-Suit tandem insertion with 15,15,15 and 10 mg of radium equivalent Cs 137 
was placed for 72 hoiû s delivering a supplemental rectal dose of 1560 rads. 

• 08/05/80 Bilateral Salpingo-Oophorectomy - Saint Barnabas Medical Center 
• 07/21/82 Skeletal Radiographic Study - East Essex General Hospital - partial 

compression fracture of L2 vertebral body 
• 07/28/82 Skeletal Scintigraphy - St. Barnabas Medical Center - A small focus of 

increased activity at the T9 vertebral level on the right side; there is apparent 
metastatic disease involving the body of the ninth dorsal vertebra; appears to be 
a slight compression deformity of the superior plate of T9 

• 10/06-11/15/82 External Radiation therapy - Saint Barnabas Medical Center - to 
spme began: Cobalt 60 spht tumor dose to spme of 4000 rads in 10 fractions,4I days. 
Marked pain relief was achieved with increased leg sfrength and mobility. 

• 10/15/82-02/16/83 Chemotherapy - Saint Barnabas Medical Center - Bone 
metastases have caused patient a fair amount of pain. In addition, is able to ambulate 
with severe difficulty only. Previously, freated with Adriamycin and 5-FU. Smce 
there has been failure, she is now admitted for chemotherapy with Adriamycin & 
CCNU; 240 mg daily of Megace; (spine cancer progressing still, and in both lungs) 

• 01/18/83 Thoracic Spine Scintigraphy - St. Barnabas Medical Center - 111 
definition of pedicles of T9 especially on the left side; minimal dispacement of 
the paraspinal pleural reflection; complete collapse of the body of L2; Also 
persistent visualization of bilateral pulmonary nodules consistent with metastasis 

• 02/16/83 (approx.) Macrobiotics began -100% (S.Yamamoto/M.Snyder, 
Counsellors) with Hip Bath & Gmger Compress & Shiatsu Massage 

• 02/19/85 Chest and Lumbosacral Spine Radiographs - Med/Mark Radiology 
Center - No acute cardiopulmonary abnormalities are seen; no metastatic nodules 
are seen; there is a partial compression deformity of the body of T9; there is a 
scoliosis in the lumbar spine, convex to the right side secondary to the marked 
compressed fracture of the body of L2. No additional lytic or blastic lesions are 
seen. Tiny residual nodular density in anterior chest could represent a small focus of 
scarring from a larger nodule wliich had been present.(All tumors gone!) 

• Currently: Very active macrobiotic teacher & counsellor, with 7 grandchildren. 
Medical Records: Yes Case History: Autobiography Recovery from Cancer 
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#234 J. v., R.N. is a female bom 03/02/50; mother died of lung cancer at similar age 

04/10/95 Chest X-ray No. 48385 Record No. 01695429 - Bedford-C.T. Center 
revealed 2.1x3.3cm mass in mferior aspect of left hilum (Lung) and 5mm x 8mm 
subpulmonary nodule in right upper lobe of Lung, other nodules and pletiral efhision; 
04/13/95 Flexible Bronchoscopy with Biopsies on Slides S-95-739 A to G, 
Cytology C95-383 to 388. Poorly differentiated malignant epithelial cells, most 
consistent with anaplastic carcinoma 
05/05/95 Cancer staged as Lymph Node N3, and Stage Groupmg IIIB Any T N3 MO 
04/11/95 CT scan of the left retroperitoneum: 12.5 x 7 x 9.4cm cyctic mass 
04/19/95 Laparoscopic-assisted surgery to remove the refroperitoneal mass; 
pathology consistent with poorly-differentiated adenocarcinoma. More than likely, 
lung prunary lesion; Pathology Slide S-95-773 AF1&AF2. 
05/15/95 Consultation indicated left apex pulmonary metastases growing rapidly, 
now 8 X 7 cm compared to 2.5 x 3 cm in 3/95. "Unfortunately, we are dealing with 
an incurable situation. 
05/16-17/95 Chemotherapy started once a month; Taxol 240 mg in 24 lirs; 
Carboplatin 450 mg m Vi hour after Taxol 
05/20/95 Shortness of breath and pressiu-e on left side: Plan to do thoracentesis of 1 
liter; if fluid recurs, to place a chest tube. "This should be good for palliative care. 
Unfortunately, her prognosis is not good." 
05/23/95 CT Scan of the abdomen and pelvis, x-ray No. 48385, 8 x 10 mm low 
density focus the right lobe of the liver; and a 3.3 x 4.9 cm left retroperitoneal 
mass arising from distal body/proximal tail of the pancreas 
05/25/95 "Liver functions elevated across the board": SGOT 66 [15-37], SGPT 
172 [30-65], ALK PHOS 236 [50-136] as of 05/21/95 
06/08/95 Macrobiotic Therapy began; weight gam 72 lbs to 104 lbs on 2/24/01, 
Francois Roland, Carrie Wolf, Michio Kuslii: Counsellors. Prayer/Med.,Visualization 
08/14/95 Chest x-ray No. 48385: Bony lesions involving the left 5̂ " and 7'*' ribs 
and right lO*'' rib, with a pathologic fracture through the left 7*'' rib 
08/14/95 Ultrasound of the Abdomen x-ray No. 48385: There is a hyperechoic 
solid nodule withm right lobe of the liver measuring 1.7 x 1.8 x 1.7 cm 
04/11/96 CT Scan of the Abdomen and Pelvis x-ray No. 01695429: Small low 
density focus on the liver of 5-23-95 is not identified...no enlarged retroperitoneal 
nodes. Pulmonary & parenchymal mass in left lung of 11-7-95 is no longer seen. 
04/11/96 Chest x-ray No. 01695429: Previously noted destructive lesion involving 
the left 5'^ and lO"" ribs with fracture of the left 7"" rib are not appreciated 
04/09/98 Liver Functions: SGOT 30 [1-38], SGPT 24 [1-49], ALK PHOS 82 [36-141[ 
Patient feels Macrobiotics is responsible for remission; retfred from Obstetrics Nursmg. 
Ciurentiy: Normal activity as a homemaker and macrobiotic cook for the elderiy 

Medical Records: Yes Case History: One Peaceful World newsletter 
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#236 J. M. is a female bom 05/13/41 

02/20/91 CT Scan of Abdomen Order #334420 Norwood Hospital: Extensive 
refroperitoneal lymphadenopathy that appears to extend into mesentery and also is 
refrocrural...appear most consistent with a primary lymphatic mahgnancy. 
02/26/91 CT Scan of Abdomen, Rad #030263, Southwood Community Hospital: 
Refrocrural and refroperitoneal lymphadenopathy - into the root of mesentery; in area 
of renal veins is large amorphous soft tissue mass consistent with lymphadenopathy 
03/01/91 Pathologic Diagnosis for S91-03898 (previous surgicals S91-05134 and 
S89-01223), Brighan and Women's Hospital; and sub-labeled S91-20300, 
Southwood Hospital: Left supraclavicular lymph node (from Southwood Commuity 
Hosphal, Norfolk, MA) features most consistent with Non-Hodgkin's Lymphoma, 
03/01/91 Hematopathology Report: Findings compatible with a B cell lymphoma 
03/21/91 Dana-Farber New Patient Clinic Evaluation: probably stage III nodular 
poorly differentiated lymphoma 
03/25/91 Bilateral Bone Marrow Biopsies S91-05134 (previous surgicals S91-
03898 and S89-01223), Brigham and Women's Hospital: from bilateral posterior 
iliac crest biopsy and aspirates, consistent whh minimal marrow mvolvement 
04/01/91 Dana-Farber staged disease as poorly differentiated nodular lymphoma 
Stage IV-A with symptoms of pain; pulse chlorambucil 16 mg/m^ by mouth 
10/30/91 Abdominopelvic CT Exam # 18337, Tape #4326 Dana-Farber: regression 
10/30/91 Dana-Farber follow-up after 8 cycles of chlorambucil: responded well both 
clinically and radiographically; still a few very small, scattered nodes. Stopping chemo. 
01/ /92 Macrobiotics began - Marc van Cauwenberghe/Evelyne Harboun with 
ginger compress, hip bath, shiatsu massage 
01/27/92 CT Scan #19050 Abdominopelvic: CT showed contmued miminal 
refroperitoneal adenopathy with no interval change since last exam. 
04/29/92 Dana-Farber follow-up. Low-grade lymphoma appears to be silent at this 
point. "I told her and her husband that her lymphoma appears to be in remission 
at this point, although it is likely in the future that it will return." 
05/19/95 Bubinak follow-up: Intermittent night sweats, weight gain 5 lbs, multiple 
small cervical lymph nodes previously noted. However, palpable lymph nodes in both 
axillae, the largest bemg a little over 1 cm; also some shotty nodes m both groins. 
05/22/95 Alkaline Phosphatase 124 [21-88]; BUN 21 [7-18]; UA 2.4 [2.6-6.0] 
05/12/97 Bubinak follow-up: continues eating a nutritious diet; no evidence of 
malignant lymphoma. Blood tests have never reflected recurrences. 
09/ /98 CT Scan & X-ray: Remission 
Patient feels Macrobiotics is responsible for complete and continumg remission. 
Currentiy: Normal activity as macrobiotic counsellmg coordinator at Kushi Institute, 

Medical Records: Yes 
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Biography Synopsis 
_MJCH10_K1ISHI. 

Michio Kushi was bom m Wakayama-ken, Japan on May 17, 1926, and graduated from 
Tokyo University Graduate Course, Faculty of Law. He came to the United States in 1949 
as a student to pursue World Federation, and studied in Columbia University. While he 
studied about World Peace, he became aware that the most fundamental way for human 
destiny to be healthy, peaceful and spiritual is dependent upon their biological, 
psychological, and social nature: caused by the environment, daily food, and lifestyle. 
(1) Thus in 1960 and thereafter, with his wife Aveline Kushi, he has dedicated his life to 

pioneer the Natural, Organic Food Movement. Through their education, many natural 
foods and natural hfestyles have spread. Brown nee and other organic whole grains, 
unrefined noodles and pasta, mochi; soy products such as tofii, soymilk, natto, miso & 
soy sauce; sea vegetables; and sea salt are some examples of products that have been 
spread by their many students. 

(2) Furthermore, during the same period (1960-1970), they mtroduced and taught Oriental 
Medicine, Acupuncture, Moxibustion, Do-In, Polarity, Pahn Healmg, Meditation, and 
the way of Spiritual Development. And Futon-making, Tea Ceremony, Aikido, Noh 
Drama, Flower Arrangement have been first mtroduced by them to Eastern part of U.S. 

(3) From 1970 to the present, thousands of students of their teaching have been encouraged 
to develop the natural organic food movement. Macrobiotic Art of Cooking, and many 
fields of natural approaches to health. Through their counselling, seminars, lectures, and 
several dozens of books and booklets, many people have gamed their wellbeing, in 
America, Europe, Japan, Asia, South America, and Australia. 

• Intemational Network - over 30 countries; called One Peaceful Worid Network 
• Publications - Books, booklets, joumals, videos, translated pubhshed & in 13 languages 
• Intemational lectures and seminars are yearly covering 4 to 5 coimtries 
• Kushi Institute, Leland Road, P.O. Box 7, Becket, MA 01223, www.kushiinstiUite.org 

TEL: 1-800-97-KUSHI is a basic educational center, receiving every year a few 
thousand participants in educational programs; its educational network is international. 

• Based upon his Macrobiotic approach, research studies have been made by Harvard 
University Channing Laboratories & the Framingham Heart Study Center (Heart and 
Blood); Boston University (AIDS); Tulane University and the University of Minnesota 
and others (Cancer); etc. 

(4) Recognition & Awards (examples) 
In 1994 United Nations Society of Writers: Award for Excellence 
In 1999 American Museum of National History, Smithsonian Institution: Kushi Family 

Collection 
In 1999 U.S. House of Representatives: Resolution of Recognition. 

March 26, 2001 
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I SPECIAL COMMUNICATION 

Mindful Practice 
Ronald M . Epstein, MP 

R B=LECnON AND SELF-AWARE-
ness help physicians lo exam­
ine belief systems and values, 
deal w i t h strong feelings, 

make difRcult decisions, and resolve in­
terpersonal conflict.'-^ Organized ac­
tivities lo 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 informaUon, 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 wi th 
clarity and ins igh t" " 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 tnindfulness. 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
servation of clinical practice,'*'^ educa­
tional research,^-^ philosophy,"" and 
cognitivescience,"-^'*' is fundamentally 
personal and subjective. 

Mindful practitioners attend in a nonjudgmenUI way to their own physical 
and 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. Explidt knowledge Is readily taught, accessible to awareness, quan­
tifiable and easily translated into evidence-based guidelines. Tacit knowl­
edge Is usually learned during observation and practice, indudes prior 
expenences, 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 ability 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 curiosity 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 mentois and cultivated in 
learners. As a link between relationship-centered care and evidence-based 
medicine, mindfulness should be considered a charactertsUc of good dini­
cal practice. 

J A M A . 7999;282.-833-839 
www.jama.com 

See also pp 830 and 8 8 1 . 

Consider a situation that I recendy 
faced with a patient who required an ex­
panded view of professional knowl­
edge and mindfi i l reflection to achieve 
a satisfactory resolution. A 42-year-oId 
mother of 2 sinaU girls, despondent over 
job diffictJties, 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 f rom the difhculties in tak­
ing an evidence-based approach to as­
signing quantitative risks 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 (Would 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 geneticist 
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 illness and tests?). 

For me, book knowledge and d in i ­
cal experience were insufficient. I had 
to rely on my personal knowledge of the 

Author A H i l i a t l o n i ; DepartiTwnts of Family Medi ­
cine and Psychiatiy. Univcfst) ' of Rochester School of 
Medicine and Dentistry. Rochester, New York. 
Co i raspand ing Au tho r and Reprints: Ronald M . 
Epste in , M D , (depar tment of Family Med ic ine . 
Univers i ty of Rochester School of Medic ine and 
Oentistiy. 885 S Ave, Rochester, NY 14620 (e-maS: 
ron aId_epsteinSumic. rochester.edu). 
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MINDFUL PRACTICE 
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Tal i le 1 . Professionally Relevant Awareness 
and Knowledge 

Levels of Awareness 

Tacit (sutsidiary awareness) 
ExpAcIt (tocal awareness 

Types of Knowledge 

Propositional 
PersorujI 
Process (including metaprocessing) 
ICnow-tiaw 

patient (Is she responding to this sim­
ation in a way concordant with her pre­
vious actions and values?) and myself 
(What values and biases affect the way 
[ frame this situation for myself and for 
the patient?) to help us arrive at a mu­
tual decision. These reflective acrivi-
ties applied equally to the technical as­
pects of medicine (How do 1 know I can 
trust the interpretations of medical 
tests?) and the affective domain (How 
wi^U 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 
crises had passed. 

Expl ici t a n d T a c i t K n o w l e d g e 

Ginical judgment is based on both ex­
pUcit and tacit knowledge.**"" Medi­
cal dedsion making, however, is often 
presented otily as the conscious apph­
cation lo the patient's problem of ex­
plicitly defined rules and objectively 
verifiable data.^-'^-'" This form of ex­
plicit knowledge can be quantified, 
modeled, readily conununicated, and 
easily translated into evidence-based 
clinical practice guidelines. 

Seasoned practitioners also apply to 
their practice a large body of knowl­
edge, skills, values, azid experiences that 
are not expliddy stated by or known lo 
them ^ This knowledge may constitute 
a different kind of evidence, which also 
has a strong influence on medical ded-
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

ease within moments of meeting a pa­
tient, before processing the objecdve 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, aU before the content of the 
perception is analyzed. Clinical skills, 
such as the depth of insertion of an oto­
scope, the manipulation of the feial head 
during a delivery, and the realization that 
the patient has given sufBdentinforma-
tion to diagnose major depression in­
volve tadt knowledge and preattentive 
processing. 

While expUcit 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.*' Sui^sidiary aware­
ness'* is a term that describes how the 
practitioner makes accessible the Oow 
of unprocessed experience and tacit 
knowledge. 

In the words of Anals Nin, "We don't 
see things as they are, we see things as 
we are."*' Evidence-based mexlicine of­
fers a structure for analyzing medical 
decision making, but it is not suff i ­
cient to describe the more tacit pro­
cess of expert clinical judgment.*' A l l 
data, regardless of their completeness 
or accuracy, are interpreted by the cfi-
nician 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 patient'**' ** ** Physician 
factors such as emotions,*' bias,** preju­
dice,** risk-aversion,'"'" tolerance for 
uncertainty,**•" and personal knowl­
edge of the patient also influence d i n i ­
cal j u d g m e n t . M o s t of the pro­
cesses described above remain relatively 
unconsdous to the practitioner. 

Clinical judgment is a sdence and an 
art.'* Even those who are uncomfort­
able wi th the notion of tacit knowl­
edge recognize that i l is impossible to 
make expUcit all aspects of profes­
sional competence.*' Evidence-based 

decision models are very powerful tools, 
but cUnicians do not always use them, 
especially in complex situations.'"''' In­
formation necessary lo construct ex-
phdt models is frequendy incomplete 
or conflicting. Some important tacit 
knowledge about the patient, such as 
personality, 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 rdevant knowledge, each of which 
can be tadt or exphdt (TABLE 1). The 
most familiar is propositional knowl­
edge, or what most people call fact: 
theories, concepts, and prindples, usu­
ally acquired from books, electronic me­
dia, or instructors. Self-awareness of 
what one does not know and the ap­
preciation for the transient namre of 
facts can direct ongoing leaming. 

ICnowledge 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 my patients who was inferted with 
human immunodeficieiicy virus and said 
to the resident caring for him, "Mr 
Charles kxjks 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 
Charies looks worse because I know him 
as a person, not just because I know 
about him, and becatise I 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 fed of a 
clinical situation in addition to the prepo­
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-
sequendy 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 metaprocessing, or the 
process of reflection on one's ovra 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 might be 
called thiiUdng about thinking or fcd-
ing about feelings. It is both a con­
crete action (such as the modification 
in a trajectory of fight in a mirror) and 
an art of self-observation in which the 
mind attends to its own actions (in­
duding the subject who is performing 
those acdotvs). Metaprocessing allows 
the physician to uncover areas of un­
conscious incompetence,*' the blind 
spots wherdn a physician might not 
know his or her defidendes. Fortu­
nately, clinidans can often readily iden­
tify these blind spots and gain insight 
into the influence of the observer, for 
example, when they review thdr own 
videotaped patient visits."-*' 

Eraut's fourth type of professionally 
relevant knowledge, know-how, is 
knowing how lo get tilings done. A resi­
dent working in a new setting may know 
that a diagnostic test is important, but 
may not know lhat the test will happen 
sooner with a friendly call to the radi-
ologisi. Learning the steps necessaiy for 
getting something done is important in 
professional development of physi­
cians, but It is often rdegated 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."-"*' Mindfuhiess "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 prejiidices, opin­
ions, projections, expecutions" and en­
ables us to free ourselves from the 
"straightjacket of unconsciousness.''** 
Mindfulness is attencfing to the ordi­
nary, the obviotis. and the present Jo-
harm Sebastian Bach is reported to have 
said, when asked how he fcnmd mdo-
dics; "The problem is not finding them, 
it's—«^en getting up in the morning and 
out of bed—not stepping on them."*'' 

Although mindfulness is a practice that 
derives from a philosophical-religious' 
traditiDa,'^'*-'^ die imderlying philoso­
phy is fundamentally pragmatjc" and is 
based on the interdependence of ac­
tion, cognition, memory, and emotion. 
These connections represent a rela­
tively new idea in neuroscience re­
search.^*" Westem approaches to the 
understanding of menul processes have 
historicaUy separated mental activity 
from action in the worid, and the schism 
between behavioral and psychody-
namic psychology has rdnforced some 
of this separation. However, in the 
East"-'* and in phenomenological tra­
ditions in the Wesl,^' philosophy has 
linked cognition to emotion, memory, 
and action in the world. 

The goals of mindful pracuce arc to 
become more aware 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 (TABIE 2). Mind­
ful practice involves a sense of "tmfin-
ishedness,"" curiosity about the 
unknown and humiUty in having an im­
perfect understanding of another's suf­
fering. Mindfulness is the opposite of 
multitasking. Mindfulness is a quality of 
the physician as person, without bound­
aries between technical, cognitive, emo­
tional, and spiritual aspects of practice. 

Mindfiil practitioners have an abil­
ity to observe the observed while ob­
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 perform and listen at the same time. 

Table 3 . Characteiistics of Mindful Practice 

Active observation of oneself, the patient, and 
the problem 

Peripheral vision 
Preattentive processing 
Critical curiosity 
Courage to see the world as it is rather than as 

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

and pTE ûdices 
Adoption or a beginner's mind 
Humility to tcterate awareness of one's areas 

of incompeienoe 
Connection t)etween the knower and the known 
Compassion tjased on insight 
Presence 

attending simultaneously to the tech­
nical challenges, emotional expres­
sion, and overaU theoretical stmcture 
of die 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 spontaneity 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 technique and 
analysis—a mix of peripheral vision and 
semiautomatic action that is high-
Ughted only when the unexpected or 
difficult occurs. 

In 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 physician is not immediately 
available. The resident has several 
options, consideration of which could 
be conscious or unconsdous. The resi­
dent wdghs the consequences of mis­
diagnosis for the patient, the humilia­
tion of having to caU an otolaryngology 
residem out of the clinic, the loss of self-
esteem by ha-ving to admit incompe­
tence, and the pride in bdng strong 
enough to admit 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 exj)edience. 
However, litde would be learned, and he 
would be no better prepared for the next 
situation. A mindful consdous approach 
wouklbe lo 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 techrucaUy bet­
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 expfidt 
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 fiarent was an alco­
holic, avoids discussions of alcohol with 
patients. It may clarify deeply hdd val­
ues and motivations for becoming a phy­
sidan. Interpersonal self-awareness, or 
social inteUigcncc,'"-" allows physi­
dans to see themselves as they are seen 
by others and helps to establish satisfac­
tory inteipeisonal relationships with col­
leagues, patients, and students. Aware­
ness of metaprocessing allows physicians 
lo be aware of their own clinical reason­
ing, including the necessary connec­
tions between cogpition, memory, and 
emotional processing." Self-awareness 
of leaming neetk allows physicians to 
recognize areas of unconsdous incom­
petence and to develop a means to achiev­
ing their leaming goals.*' Ethical self-
awareness is the momeni-io-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 prompted by the maturing of 
an idea radier than by a discrete exter­
nal event However, many of these events 
go unnoticed by all but the most cre­
ative thinkers. The discoveries of peni-

dUin, radiation, and the benzene ring 
were not accidents, but rather the re­
sult of someone making what had been 
considered an outlier (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 subtlireshold 
awareness of preattentive and subsid­
iary processes has been described as a 
"beginner's tnintL" " A begjimer's mind 
is open and allows for new diagnostic 
and (herapeutic 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 confiae observations. 
Lahger" describes mindfulness as a state 
of "could be," wdcoming uncertainty 
rather than trying to avoid il. Difficult 
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 meaningfid ones. For 
example, the recognition of panic dis­
order as a common cause of chest pain 
mi^t help physidans recategorize these 
patients from symptom amplifiers^* to 
patients with a serious and treatable ill­
ness. Expertise is often well served by 
be^nnei's rninH especiaUy in new, un­
familiar, or stressful situations. 

Mindfulness 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 Bdenky 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 reafity iiseU.^* Such-
man and Matthews'' have described this 
as the connextomtl 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 AcUons 
Physidans tnake moment-to-moment 
value-laden decisions that entail cog­

nitive and emotional factors. They de­
cide how much eĤ ort to expend in pur-
suit of knowledge, how much pain 
medication lo prescribe, how much 
time lo spend with each patient, and 
when to retum patients' telephone calls. 
These rapid decisions, usually based on 
personal knowledge, levd of skill, ef-
fidency, and values, ultimatdy result 
in actions. Thus, objectives for the prac­
tice of medicine calling on physicians 
should include the abiUty to perform 
or knowledge about important aspects 
of medical care" as well as the require­
ment to actually use those practices in 
daily work. 

Self-knowledge is essential lo the ex­
pression of core values in medicine, such 
as empathy, compassion, and altruism. 
To be empathic, I must wimess and un­
derstand the jjatient's suffering and my 
reactions to the patient's suffering to dis­
tinguish the patient's experience from 
my own. Then I can communicate my 
understanding and be corhpassionate, to 
use my presence to refievc suffering and 
to put the patient's interests firsL Per­
haps lack of seU-awareness is why pliy-
sidans 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 fact, had both feet A transcrip-
tionist had mistranscribed DKA 
(diabetic ketoaddosis) and the asser­
tion went unchallenged. The stu­
dent's lack of curiosity, or overcon-
cretencss, led to mistaking the chart 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 unin­
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 uncertainty, and under pres­
sure 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 conrection for errors.^ Ac­
tions diverge from professional knowl­
edge and values because of attempts to 
be effident, a desire to please supervi­
sors, feelings of embarrassment, and a 
sense of being overwhelmed.^"-^-*"*'' 
Practitioners may not think to apply 
knowledge gained in a classroom con­
text (such as an ethics course) in a stress­
fu l clinical environment Deviations of­
ten involve avoidance of diSicidt issues, 
rationalization, extemalization, or frank 
denial rather than the healthy process­
ing of emotional feelings toward pa­
tients.'" " 

Levels of Mindful Ptactke 

To guide physicians' professional de­
velopment, 1 would hke to propose 5 
levels of mindfulness, each of which 
subsumes the previous level and is 
subject to verification i n future obser­
vational smdies ( T A B L E 3). At the ex­
treme of mindless practice, the practi­
tioner's response is denial (levd 0). By 
making the problem "out there," the 
practitioner may avoid responsibiUty 
and reffection or describe the situa­
tion (or the patient) i n ways that arc 
contrary lo the evidence. 

Levd 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 wi th 
his attraction lo 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
dan 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 
inc lud ing emotions and personal 
knowledge, the cUnidan has more tools 
available to promote patient care. Level 
4, insight, has 3 facets: understanding 
die nature of the problem, understand­
ing how one anempts to solve i t , and 
undersUnding the interconnected­
ness between the practitioner and the 
knowledge that he or she possesses.'^ 
Insight iadlitaies the cafibration of men­
tal processes, in addition to correction 
of the external problem. Finally, 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 seff-
aware. Individually, practitioners might 
keep a Joumal, practice meditation, re­
view videotapes of sessions with their pa­
tients, and use leaming contracts. In 
medical education, self-evaluation forms 
for smdents and residents have been im-
portant adjuncts to the evaluation pro­
cess. Learners can compare their per­
ceptions w i t h those of a teacher or 
mentor. Peer evaluations have been use­
f u l in bringing awareness to aspects of 
professionalism and social skills for sm­
dents, residents, and practicing physi­
dans."-'^ Critical inddent reports wrrii-
ten by practitioners about mistakes,^-" 
impairment,'* ethical dilemmas,'^ and 
difficult simations 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 infiuence cfinical cart.*"" 
These approaches, historicaUy focused 

Table 3. levels of Mindifulness 
Levels 

0 
1 
2 
3 
4 
5 

Charactertsttes 
Denial and extemalization 
Imitation: behavioral mpdetir̂  
Curiosity: pognitive mdofitanding 
Curiosity: emotion̂  and attitudes 
Insight 
Generalization, incorporalion, arxl 
• presence 

on the emotional aispects of medical 
practice and the patient-physidan rela­
tionship, usually conisist of exercises 
separated in space and time f rom ac­
tual dinical practice. Mindfulness tiain-
ing goes one step further. It apphes lo 
all aspects of piactice, from looking up 
references to performing physical ex­
aminations, from tying sumres lo giv­
ing bad news. 

Mindfulness can l ink evidence-
based and relationship-centered care and 
help to overcome the bmitations of both 
approaches."-*'-"" The 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 klcntify his 
or her own biases and the influences of 
the patient-physidan relationship on 
framing of the ({uestion to investigate. 
This personal knowledge should also be 
considered a form of evidence and coidd 
be integrateded into decision making to 
incorporate patients' preferences. Evi­
dence-based dau that are not specific to 
one patient-physidan relatkmsbip would 
then be applied in a more mindful way. 

Seminars about tlifBcult 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-
f u l c l in ica l environment. For ex­
ample, ethics courses might increase 
students' knowledge base and i m ­
prove their ability to solve di f f icul t 
problems, but ethics courses do not nec­
essarily produce physicians whose be-
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havior is more ethical than il would be 
otherwise. Cbnidan-meniors 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 arc on the line. Professionals can 
leam lo articulate iheir personal knowl­
edge by observing their own actions 
(How do I respond to uncertainty? How 
do I present risks? How do 1 self-
correct when doing a difficult techni­
cal procedure?) Professional knowl­
edge is defined, then, not by its validity, 
but by how it is used." 

There is an inherent paradox in teach­
ing or writing about mindfulness. The 
teachei's task is to invoke a stale of mind-
falness in the learner, and. thus, the 
teacher can only 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 |M-
ueni who thought that earlier treatment 
of his hepatitis C might have prevented 
his eiul-stage drrtiosis, the mentor's role 
viras 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, and explore the 
patient's wishes regarding end-of-life 
care. The mcnioi's approadi was to hdp 
the resident identify how he psychologi­
cally prepares for each visit with a pa­
tient a "cemering" process that had been 
previousfy tadt, which usually is not ex­
phdt 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 satisCaictory ded­
sion with the patient based on both ob­
jective evidence and personal knowledge. 

Barriers to mindfulness arc numerous 
in inedical training, even in reformed cur­
ricula. Fatigue, dogmatism, and an em­
phasis on behavior (rather than on con­
saousness) dose the mind to ideas and 
feelings. Unexamined negative emotions 
lead to emotional distance and anro^nce. 
McWhinney identified 3 additional bar­
rios: tmexamined negative emotions, fctil-
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ure of ima^nation, andhtcial-mindedness 
0. R. McWhinney, MD, oral presentation. 
London, Ontario, October 6.1995). Fail­
ure of imagination limits the curiosity that 
is the first step in any process of inquiry. 
Concrete literal mindedness may serve 
simple diagnostic processes well, but im­
pedes creative problem solving and lim­
its thephysidan's view of lhe patient Lack 
of opportunities to leam how to become 
mindfid in practice and the lack of forums 
to deal with fears and anxieties create fijT-
ther barriers. Finalty, some dinicians may 
fear that mindfulness is the same as ex­
cessive self-absorption thatwould delay 
necessary dinical actions. They would 
need to be educated that navd-gazing is 
antithetical to mindful practice, which has 
asitsgoaldarityandanention to the tasks 
at hand. 

Conduslons 
Mindfulness, critical reflection, leam­
ing, and patient care all "begin with the 
self as the first, but not the only, ob­
ject of knowledge.""" Mindful prac­
tice extends beyond examining the af­
fective domains and involves critical 
reflecrion on action, tacit personal 
knowledge, and values in all realms of 
clinical practice, teaching, and re­
search. Mindfiilness 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 il 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, lo use a wide array of data, make 
correct decisions, understand the pa-
dent, and relieve suffering. 

Mindful practice requires mentor­
ing and guidance. Recognition of one's 
limitations and areas of incompetence 
can be emotionally 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 unique ways of being self-aware. 
Educators can take on the task of help­

ing trainees become more mindful by 
expUddy modeling their means for cul­
tivating awareness. 
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