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Foreword

After the publication of the first edition of Integrative Medicine in 2003,
this text, now in its fourth edition, has become the go-to textbook for
clinicians wanting evidence-informed guidance to make the best
integrative therapeutic choices.

In medical education it is important that our tools adapt to the
changing needs of clinicians in their chosen environments. Integrative
Medicine does just that.

More than 140 integrative medicine experts have contributed 118
chapters to this volume. As the focus of our national medical system
shifts from volume to value, we need reliable information on value-based
care. Integrative medicine uses evidence within the context of an
individual’s life to select the best methods of treatment to achieve a
healthy outcome. In general, it prefers safer, less invasive, less costly
therapies over more aggressive ones, as dictated by the circumstances of
illness.

As with previous editions, the text is divided into three parts. The first
presents the philosophy and foundational principles of integrative
medicine. The second focuses on integrative approaches to specific
conditions, and the third covers “tools for your practice,” with practical
advice on how to best select and implement specific treatments and
interventions.

Each chapter in the second part of the book has a Therapeutic Review
summary that weighs the evidence for benefit versus the evidence for
harm. Each method is rated with a visual icon to give you a time-efficient
way to assess it. Each chapter also includes highlighted clinical pearls
that the author feels are most important, as well as a Prevention
Prescription of recommendations based on the best research to prevent a
condition from occurring or reoccurring.

Fifteen new chapters have been added to the updated 103 chapters
from the third edition. The growth of the field of integrative medicine



has allowed for the recruitment of many new gifted authors (35%) who
have given their time to keep the information fresh and useful to busy
clinicians.

Some of these new chapters include guidance on posttraumatic stress
disorder, adrenal fatigue, MTHFR mutation, food allergy and
intolerance, the FODMaPs diet, chelation therapy, integrative medicine
for the underserved, and the whole-health process of care.

As we work together to create a true health care system, Rakel’s
Integrative Medicine uses the best available data to empower us to be of
service to others in achieving healthy outcomes. I highly recommend it.

Andrew Weil, MD, Director, Arizona Center for Integrative Medicine, Clinical
Professor of Medicine, Professor of Public Health, University of Arizona, Tucson, Arizona

July, 2016



Preface

As the field of integrative medicine continues its health mission, the
larger medical culture of which it is a part is adopting and implementing
its therapeutic strategies. Reducing cost and improving quality with
better outcomes can be achieved with an integrative approach where
professionals combine their expertise in service of facilitating health
within the complexity of people’s lives. This text is a tool to guide this
important process.

The fourth edition includes expertise from 148 authors, 35% of whom
are new. They have contributed to 118 Chapters, including 15 new
chapters on hot topics such as posttraumatic stress disorder, adrenal
fatigue, the FODMaPs diet, integrative medicine for the underserved,
chelation therapy, and MTHFR mutation, to name a few.

New to this edition is the inclusion of three to four multiple choice
questions that follow each chapter on ExpertConsult.com. These were
included to prepare the reader for taking and passing the board exam in
integrative medicine. The answer includes a short explanation that
provides insight and further education on clinical topics.

As with previous editions, the text is divided into three parts. Part 1,
Integrative Medicine, is an overview of the field and the foundations
from which it is delivered. Part 2, Integrative Approach to Disease, is the
core of the text and discusses integrative approaches to treating disorders
that range from insomnia to diabetes to the most common types of
cancer. Part 3, Tools for Your Practice, includes practical, how-to
information on the most clinically useful integrative therapeutic
interventions.

We strive to make extracting the information you need as efficient as
possible. Each disease-focused chapter concludes with a Therapeutic
Review that summarizes an integrative approach. After each
recommendation, there is an evidence versus harm icon that provides the
busy clinician a quick assessment of the balance of the level of evidence


http://ExpertConsult.com

for benefit with the level of potential harm. Each chapter also has a
Prevention Prescription that lists those interventions that have been
found to be most useful in preventing the specific disease and its
recurrence. Clinical pearls are highlighted in note boxes throughout the
text.

The science and research of our work is often linear. We have a cause,
a result, and a treatment. But how we apply it is circular. It intertwines
within the context of someone’s life, artfully prescribed based on insight
gained from listening to someone’s story. I hope the information within
these pages empowers you to use the best science to serve your patients.
We likely will never master this craft, but we can strive together to
improve our understanding how to reproduce health, healing, and
resiliency within circular and dynamic ecosystems. Thank you for
engaging in this important work.

David Rakel, MD
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Using the Evidence-Versus-Harm
Grading Icons

In the busy practice of medicine, being able to access information quickly
and efficiently is important for obtaining the highest quality data in the
shortest period of time in the effort to enhance care.

The Strength of Recommendation Taxonomy (SORT)! rating for
evidence has been an excellent step in this direction. The A, B, and C
ratings give us a quick and simple way to judge the quality of evidence
for a particular intervention. There are limitations to making decisions
based only on the evidence of benefit. One limitation is the absence of the
potential harm of the evidence. Even if the evidence may be grade A, the
potential harm of that intervention may negate its effect.

An example is the Randomized Aldactone Evaluation Study (RALES)
published in the New England Journal of Medicine in 1999.2 This study
showed that spironolactone significantly improved outcomes in patients
with severe heart failure. A follow-up article published in the same
journal in 20042 showed that after the publication of this study, the
number of prescriptions written for spironolactone significantly
increased in Ontario, Canada, from 34 per 1000 patients in 1994 to 149
per 1000 patients in 2001. Thus the Canadian physicians were practicing
evidence-based medicine, and their prescribing habits resonated with
this. The follow-up study also noted that despite this evidence-based
practice, there was a significant increase in the number of hospital
admission and in the death rate related to hyperkalemia when
spironolactone and ACE inhibitors were used together. In fact, when the
investigators took into account the number of deaths related to
hyperkalemia, there was no decrease in the number of admissions or the
death rate for congestive heart failure patients after the publication of
RALES. The initial benefit of improving outcomes in congestive heart
failure with spironolactone seen in the original study was not evident in
the application of the evidence in the clinical setting. The potential harm



of the evidence was not taken into account, and this drug may have
caused more harm than good.

Adding a rating for potential harm will enhance the rating of the
evidence for the clinician but is by no means a final guiding rule.
Decision making goes beyond the evidence and the harm and is
grounded in the much broader insights obtained through relationship-
centered care. It is only a tool that we hope will make the clinician’s life a
little easier in recommending specific therapeutic interventions.

Grading the Evidence

The authors of this text used the SORT criteria for grading the evidence
for the therapies that are recommended in the Therapeutic Review
sections of the chapters. A simplified summary follows:

Grade Based on consistent, good-quality, patient-oriented evidence (e.g., systematic review or meta-analysis showing benefit,
A Cochrane Review with clear recommendation, high-quality patient-oriented randomized controlled trial). Example:
Acupuncture for nausea and vomiting.

Grade Based on inconsistent or limited-quality patient-oriented evidence. Example: Ginger for osteoarthritis.
B

Grade Based on consensus, usual practice, opinion, disease-oriented evidence (e.g., study showing a reduction in blood sugar but
C no studies in humans to show a benefit to those with diabetes).

Grading the Potential Harm

Unlike grading for evidence, there is no unified, acceptable grading
system for harm. In grading the three levels of harm, we used the
following grading scale:

Grade 3 (most| This therapy has the potential to result in death or permanent disability. Example: Major surgery under general

harm) anesthesia or carcinogenic effects of the botanical Aristolochia (birthwort).

Grade 2 This therapy has the potential to cause reversible side effects or interact in a negative way with other therapies.
(moderate Example: Pharmaceutical or neutraceutical side effects.

harm)

Grade 1 (least| This therapy poses little, if any, risk of harm. Examples: Eating more vegetables, increasing exercise, elimination
harm) diets, encouraging social connection.

The resulting icons incorporate a weighing of the evidence versus the
potential harm. If the evidence is strong (A) with the least potential harm
(1), the arrow will point up. If the evidence is weak (C) with the most
potential harm (3), the arrow will point down.
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e Exercise for diabetes management (A,1)
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e Hypnosis for irritable bowel syndrome (B,1)
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e Zinc supplementation for infectious diarrhea (B,2)
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e Astragalus root for infectious hepatitis (C,2)
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e Aristolochia (birthwort) to support immunity (C,3)
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Strengths of Evidence-Versus-Harm
Grading

e Gives quick access to the balance of available evidence and potential
harm for a given therapy.

e Works best for therapeutic interventions for chronic disease compared
with acute or emergency treatments.

 Gives more credibility to therapies that have little potential harm. For
example, we know that encouraging social support, reducing stress,
and enhancing spiritual connection are beneficial for quality of life and



health, but the evidence may not be strong. The potential harm will
always be low, giving the benefit a more positive outlook.

e Helps us honor our primary goal, which is to “first, do no harm.” This
rating scale allows us to include this important fact in medical decision
making. This is very important, seeing that adverse drug reactions
from medical therapy have been found to be the sixth leading cause of
hospital deaths in the United States.*

Limitations of Evidence-Versus-Harm
Grading

e Is used only for those therapies proved to have a positive benefit. There
may be good evidence showing that a therapy does not work. If this
was the case, the therapy was not included in the Therapeutic Review.

 Does not reward the potentially life-saving interventions that are risky
and have little available evidence showing benefit. For example, there
has not been a meta-analysis showing that emergency repair of a
dissecting aortic aneurysm has therapeutic benefit. The potential harm
of this therapy is high (Grade 3). On the evidence-versus-harm scale,
this therapy would have an arrow pointing toward the negative side,
but without the therapy the patient would likely die.

e Those therapies that have the most potential for economic gain often
have the most evidence. For example, there are more resources to do
high-quality research for a potentially profitable pharmaceutical that
can be patented than for a whole food or plant that cannot. Therapies
such as pharmaceuticals will have a higher quality of evidence in
general when compared with botanicals, mind-body therapy, and
spiritual connection.

e This rating scale can be reductionistic. It is much easier to complete
high-quality research based on our scientific model on a physical
process, drug, or supplement. It is harder to show an enhanced quality
of life or a reduction in suffering from reducing social isolation, for
example.

Summary

This model includes potential harm along with the strength of the
evidence. The arrows will give a quick reference for potential benefit



when the evidence and harm are weighted against each other. For
example, strong (heavy) evidence with little (light) potential harm will
result in an arrow pointing up. This will be most helpful for
recommendations for chronic disease. Unlike acute life-threatening
conditions that often need more aggressive intervention with higher
potential risk, chronic disease is often managed using lifestyle choices
that will be supported by this model.
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CHAPTER 1

Philosophy of Integrative Medicine

David Rakel, MD, and Andrew Weil, M D

A Brief History of Integrative Medicine

When religion was strong and medicine weak, men mistook magic for
medicine;

Now, when science is strong and religion weak, men mistake medicine for
magic.

Thomas Szasz, The Second Sin

The philosophy of integrative medicine is not new. It has been talked
about for ages across many disciplines. It has simply been overlooked as
the pendulum of accepted medical care swings from one extreme to the
other. We are currently experiencing the beginning of a shift toward
recognizing the benefits of combining the external, physical, and
technological successes of curing with the internal, nonphysical
exploration of healing.

Long before magnetic resonance imaging and computed tomographic
scanners existed, Aristotle (384-322 BC) was simply able to experience,
observe, and reflect on the human condition. He was one of the first
holistic physicians who believed that every person was a combination of
both physical and spiritual properties with no separation between mind
and body. It was not until the 1600s that a spiritual mathematician
became worried that prevailing scientific materialistic thought would
reduce the conscious mind to something that could be manipulated and
controlled. René Descartes (1596-1650), respecting the great unknown,
did his best to separate the mind from the body to protect the spirit from
science. He believed that the mind and spirit should be the focus of the



church thus leaving science to dissect the physical body. This philosophy
led to the “Cartesian split” of mind-body duality.

Shortly afterward, John Locke (1632-1704) and David Hume (1711-
1776) influenced the reductionist movement that shaped our science and
medical system. The idea was that if we could reduce the natural
phenomena to greater simplicity, we could understand the larger whole.
So, to learn about a clock, all we need to do is study its parts.
Reductionism facilitated great discoveries that helped humans gain
control over their environment. Despite this progress, clinicians had few
tools to treat disease effectively. In the early 20th century, applied science
started to transform medicine through the development of medical
technologies. In 1910, the Flexner report! was written, and it had a
significant impact on the development of allopathic academic
institutions. They came to emphasize the triad that prevails today:
research, education, and clinical practice. Reductionism and the scientific
method produced the knowledge that encouraged the growth of these
institutions.

The scientific model led to greater understanding of the
pathophysiological basis of disease and the development of tools to help
combat its influence. Subspecialization of medical care facilitated the
application of the new information. We now have practitioners who
focus on the pieces and a society that appreciates their abilities to fix
problems. Unfortunately, this approach does not work well for chronic
disease that involves more than just a single organ. In fact, all body
organs are interconnected, so simply repairing a part without addressing
the underlying causes provides only temporary relief and a false sense of
security. This, in part, resulted in a very expensive health care system in
America with poor health outcomes.?

More Technology, Less Communication

The tremendous success of medical science in the 20th century was not
without cost. Total health care expenditures reached $2.9 trillion in 2013,
an amount that was 17.4% of the gross domestic product (GDP), and
translated to $9255 per U.S. resident. The health care market grows when
more attention is focused on single diseases that can be treated with
drugs or procedures. In 10 years (2003-2013), drug spending in the
United States rose 66.4% from $180 billion to $271 billion.2 Financial
rewards increase when we have more subtypes of disease to which
treatments can be matched. The system encourages patients to believe



that tools are the answer to their physical woes and discourages them
from paying attention to the interplay of the mind, community, and
spirit. Technology is the golden calf in this scenario. We have become
dependent on it, and overuse has widened the barrier of communication
between the patient and provider. The old tools of the trade—rapport,
gestalt, intuition, and laying on of hands—were used less and less as
powerful drugs and high-tech interventions became available.

To help curtail costs, managed care and capitation were born. These
new models reduced excessive costs and further eroded the patient-
provider relationship by placing increased time demands on physicians
that did not involve patient care. Physician and patient unrest followed.
Physicians are unhappy, in part, because of the loss of autonomy in
practicing medicine. Patients are unhappy, in part, because they believe
they are not receiving the attention they need. Most upset are patients
with chronic medical conditions whose diseases do not respond well to
the treatments of specialized medicine. This comes at a time when the
incidence of chronic and degenerative diseases is at an all-time high.
Diseases such as heart disease, diabetes, irritable bowel syndrome,
chronic fatigue, and chronic pain syndromes are quite common. They
require evaluation and treatment of much more than any one organ. The
public has started to realize the limitations of Western medicine and
wants more attention paid to health and healing of the whole person,
especially when someone has no “part” to be fixed.

Public Interest Influences Change

The deterioration of the patient-provider relationship, the overuse of
technology, and the inability of the medical system to treat chronic
disease adequately has contributed to rising interest in complementary
and alternative medicine (CAM). The public has sent this message with
their feet and their pocketbooks. In fact, more visits were made to CAM
providers in the early 1990s than to all primary care medical physicians,
and patients paid for these visits out of pocket, with an estimated
expenditure of $13 billion.? This trend continued throughout the 1990s;
42% of the public used alternative therapies, and expenditures increased
to $27 billion from 1990 to 1997.2 Patients are also demanding less
aggressive forms of therapy, and they are especially leery of the toxicity
of pharmaceutical drugs. Adverse drug reactions had become the sixth
leading cause of death in hospitalized patients,® and in 1994, botanicals
were the largest growth area in retail pharmacy.? Research shows that



people find complementary approaches to be more aligned with “their
own values, beliefs, and philosophical orientations toward health and
life.”® The public, before the medical establishment, realized that health
and healing involved more than pills and surgery. Less invasive, more
traditional treatments such as nutrition, botanicals, manipulation,
meditation, massage, and others that were neglected during the
explosion of medical science and technology are now being rediscovered
with great enthusiasm (Fig. 1.1).

Medicine Gets the Message

The popularity of CAM therapies created a need for research in these
areas. In 1993, an Office of Alternative Medicine was started within the
National Institutes of Health (NIH). The initial budget was $2 million, a
fraction of the $80 billion budget of the NIH. The office was later
upgraded to the National Center for Complementary and Alternative
Medicine (NCCAM), and in 2014, the name was changed to the National
Center for Complementary and Integrative Health (NCCIH). The amount
of money available for scholarly research kept pace with this growth. By
2010, the NCCAM budget grew to $127 million.2 Unfortunately, with a
shrinking NIH budget, the NCCIH budget dropped in 2013 to $120.6
million and rose only to $124.5 million in 2015, still lower than in the
previous decade.? Despite the challenges in research funding, there was
still the opportunity to explore ways in which these areas of medicine
could enhance health care delivery. At first, researchers tried to use
traditional methods to learn about CAM therapies. These methods were
sufficient for studying some areas such as botanicals. The limitations of
the reductionist model became apparent, however, when it was applied
to more dynamic systems of healing such as homeopathy, traditional
Chinese medicine, and energy medicine. New methods were required to
understand the multiple influences involved. Outcome studies with
attention to quality of life were initiated. Research grants in “frontier
medicine” were created to help learn about fields such as energy
medicine, homeopathy, magnet therapy, and therapeutic prayer. Interest
grew in learning how to combine the successes of the scientific model
with the potential of CAM to improve the delivery of health care.
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FIG. 1.1 Integrative medicine pie chart.

Academic Centers Respond

In 1997, one of the authors of this chapter, Andrew Weil, started the first
fellowship program in integrative medicine at the University of Arizona.
This 2-year clinical and research fellowship was created to train
physicians in the science of health and healing and to teach more about
therapies that were not part of Western medical practice. Since then,



other fellowship programs have been created, as well as projects to
incorporate integrative medicine into 4-year family medicine and
pediatric residency training models. NIH-sponsored R25 grants have
been awarded to medical schools across the country to bring these
concepts into medical school curriculums. The Academic Consortium for
Integrative Health and Medicine (ACIHM) now comprises more than 62
medical schools (40%) across the United States and Canada, and it brings
academic leaders together to transform health care through rigorous
scientific studies, new models of clinical care, and innovative educational
programs that integrate biomedicine, the complexity of humans, the
intrinsic nature of healing, and the rich diversity of therapeutic systems.!

Integrative medicine reaffirms the importance of the relationship
between the practitioner and patient, focuses on the whole person, is
informed by evidence, and makes use of all appropriate therapeutic
and lifestyle approaches, health care professionals, and disciplines to
achieve optimal health and healing.

Complementary and Alternative Medicine Use

Grows in the United States

Because of the popularity of CAM in the United States, the Institute of
Medicine (IOM) published the results of a review of CAM in 2004 to
create a better understanding of how it can best be translated into
conventional medical practice. The IOM recommended that health
profession schools incorporate sufficient information about CAM into the
standard curriculum to enable licensed professionals to advise their
patients competently about CAM.12

Data collected from the National Health Interview Survey in 2002 by
the Centers for Disease Control and Prevention’s National Center for
Health Statistics showed that 62% of U.S. adults used CAM within 12
months of being interviewed. When prayer was excluded as a CAM
therapy, the percentage dropped to 36%.22 This survey was repeated in
2007, during which the use of CAM rose slightly from 36% to 38.3%. The
2007 survey included children, in whom it showed 11.8% use of CAM
therapy, most commonly for back /neck pain (6.7%) and colds (6.6%)
(Fig. 1.2). The 10 most commonly used CAM therapies can be reviewed
in Fig. 1.3. The use of natural products was the most common at 17.7%.



Pain conditions were the most common reason for CAM therapy in
adults, and low back pain accounted for the highest percentage of CAM
use at 17.1% (Fig. 1.4).* A review also showed an increase in the use of
CAM in those who did not have access to conventional medical care,
thus showing the importance of CAM as an option for the uninsured.?
These data suggest that people value other ways of treating illness and
that they want to be empowered to be active participants in their care.
They also feel that CAM offers them more opportunity to tell their story
and explore a more holistic view of their problem.



CAM USE BY U.S.
ADULTS AND CHILDREN

38.3

Adults (%) Adults (%) Children (%)
(2002) (2007) (2007)

FIG. 1.2 Adults and children who have used complementary and alternative



medicine (CAM): United States, 2007. (From Barnes PM, Blook B, Nahin R.
Complementary and alternative medicine use among adults and children: United States, 2007.
National Health Statistics Report No. 12. Hyattsville, MD: National Center for Health Statistics;
2008.)

Avoiding Complementary and Alternative

Medicine Labels

With the growth of good scientific research regarding many CAM
therapies, we are realizing that the labels once used to classify these
therapies are no longer needed (Fig. 1.5). The use of the terms
complementary and alternative serve only to detract from a therapy by
making it sound second class. Therapies that are often labeled under the
heading of CAM include nutrition and spirituality. Many would argue
that a lack of attention to these important influences on health has
resulted in epidemics of obesity, diabetes, and substance abuse. Stress,
which many CAM-labeled mind-body therapies address, was found to
be the second leading risk factor for heart disease after smoking in one of
the largest studies ever completed across multiple cultures.? CAM
therapies are hardly of lesser significance than conventional therapies.

Labeling therapies as CAM also avoids the deeper issues that need to
be addressed in health care delivery and promotes further fragmentation
of care. Simply adding CAM therapies without changing our health care
model is like increasing the number of specialists with no primary care
infrastructure, an approach that increases cost and reduces the quality of
care. Having multiple providers treating the patient in many different
ways prevents what is needed most in the restructuring of health
delivery: a medical home that is founded in relationship-centered care.

The term integrative medicine stressed on the importance of using
evidence to understand how best to integrate CAM therapies into our
health care model and allowed us to better understand how they can be
used to facilitate health and healing. This evolving understanding helped
influence positive change in our health care system.

Signs of this evolution away from CAM are the name changes of many
of the educational and research organizations supporting its mission. A
general theme is a transition from integrative medicine to integrative
health that supports the importance of the process of achieving health
outcomes (Table 1.1).



Changing the Medical Culture

In 2001, the IOM published a report on the overall state of U.S. health
care. The IOM concluded that the U.S. health care system was so flawed
it could not be fixed and an overhaul was required.” In 2006, a report
from the American College of Physicians (ACP) stated that “Primary
care, the backbone of the nation’s health care system, is at grave risk of
collapse due to a dysfunctional financing and delivery system.
Immediate and comprehensive reforms are required to replace systems
that undermine and undervalue the relationship between patients and
their personal physician.”2

This crisis has led to proposals for a restructuring of health care that
resonate with the philosophy of integrative medicine. The family
medicine community has joined the IOM and the ACP in creating their
own proposal for a new model of care that promotes a relationship-
centered medical home for the establishment of excellence in health
creation in the outpatient setting. Principles of the medical home include
the following?:
1. Access to care based on an ongoing relationship with a personal
primary care clinician who is able to provide first contact and continuous
and comprehensive care
2. Care provided by a physician-led team of professionals within the
practice who collectively take responsibility for the ongoing needs of
patients
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FIG. 1.3 The 10 most commonly used complementary and alternative
medicine (CAM) therapies among adults and a list of the most significant
increases in therapies from 2002—2007. (From Barnes PM, Blook B, Nahin R.

Complementary and alternative medicine use among adults and children: United States, 2007.
National Health Statistics Report No. 12. Hyattsville, MD: National Center for Health Statistics;
2008.)
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FIG. 1.4 Diseases and conditions for which complementary and alternative
medicine (CAM) is most frequently used in adults. (From Barnes PM, Blook B,

Nahin R. Complementary and alternative medicine use among adults and children: United
States, 2007. National Health Statistics Report No. 12. Hyattsville, MD: National Center for
Health Statistics; 2008.)

3. Care based on a whole-person orientation in which the practice team
takes responsibility for either providing care that encompasses all patient
needs or arranging for the care to be done by other qualified
professionals

4. Care coordinated or integrated across all elements of the complex
health care system and the patient’s community

5. Care facilitated by the use of office practice systems such as registries,
information technology, health information exchange, and other systems
to ensure that patients receive the indicated care when and where they
need and want it in a culturally and linguistically appropriate manner



6. A reimbursement structure that supports and encourages this model of
care

A similar set of goals was stated by the IOM in their proposal for a
new health system for the twenty-first century (Table 1.2).

In 2009, the Bravewell Collaborative sponsored a summit on
Integrative Medicine and the Health of the Public at the IOM in
Washington, D.C. The goal of this conference was to share the science in
the field and the potential for ways in which it can improve the health
care of the nation. It succeeded in opening up dialogue among clinicians,
administrators, and politicians to bring awareness of how the field could
bring balance to a health care system that is weighted heavily toward
disease management. A report of the meeting is available online.Z

The field of integrative medicine was created not to fragment the
medical culture further by devising another silo of care but to encourage
the incorporation of health and healing into the larger medical model.
The culture of health care delivery is changing to adopt this philosophy,
and the integration of nontraditional healing modalities will make this
goal more successful.
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FIG. 1.5 Evolution of titles in the field.

It is important to see the benefits and limitations of our current
allopathic system and realize that science alone will not meet all the

complex needs of our patients.?

The Creation of Board Certification In Integrative
Medicine

Creating a board certification process for physicians in integrative
medicine was not without controversy. There were competing incentives.
The underlying philosophy of integrative medicine was not to create a
new field, potentially fragmenting care further, but to enhance the
process of the medical delivery model. With the growth of interest in
integrative medicine, acknowledgment of competency in the field was



required, particularly with training programs arising that were not
adequate in time and scope.

Another challenge for the field was the importance of the creation of
interdisciplinary teams that required collaboration across professions to
improve health outcomes. This could not be accomplished through one
profession alone. Board certification only recognized the training of
physicians and not the whole health team. Despite these challenges, it
was decided that a board certification process was needed to recognize
the time and commitment invested in learning a body of knowledge for
physicians that supported competence in the field.

In 2013, The American Board of Integrative Medicine (ABIOM) was
formed through the American Board of Physician Specialties (ABPS). The
first diplomats were awarded board certification in 2014. Although
grandfathering was allowed initially, fellowship training in integrative
medicine will be required after 2016 to sit for the board exam. The
requirements for fellowship training programs to meet eligibility are
currently being defined and will be available through the ABPS website®
(see Key Web Resources).

Integrative Medicine

Integrative medicine is healing-oriented and emphasizes the centrality of
the physician-patient relationship. It focuses on the least invasive, least
toxic, and least costly methods to help facilitate health by integrating
both allopathic and complementary therapies. These therapies are
recommended based on an understanding of the physical, emotional,
psychological, and spiritual aspects of the individual (Table 1.3).

TABLE 1.1

Name Changes of Integrative Medicine Organizations as Examples
of a Shift in Intention From the Tools of Integrative Medicine to the
Process of Integrative Health

Old Name New Name

National Center for Complementary and Alternative Medicine National Center for Complementary and Integrative
(NCCAM) Health (NCCIH)

The Consortium of Academic Health Centers for Integrative Medicine| Academic Consortium for Integrative Medicine and Health
(CAHCIM) (ACIMH)

The American Board of Integrative and Holistic Medicine (ABIHM) Academy of Integrative Health and Medicine (ATHM)




TABLE 1.2
Simple Rules for the Twenty-First Century Health Care System

Old Rule New Rule

Care is based primarily on visits. Care is based on continuous healing relationships.

Professional autonomy drives variability. Care is customized according to the patient’s needs and
values.

Professionals control care. The patient is the source of control.

Information is a record. Knowledge is shared, and information flows freely.

Decision making is based on training and experience. Decision making is evidence based.

“Do no harm” is an individual responsibility. Safety is a system priority.

Secrecy is necessary. Transparency is necessary.

The system reacts to needs. Needs are anticipated.

Cost reduction is sought. Waste is continuously decreased.

Preference is given to professional roles rather than the Cooperation among clinicians is a priority.

system.

From Institute of Medicine, Committee on Quality of Health Care in America. Crossing the quality
chasm: a new health system for the 21st century. Washington, D.C.: National Academy Press;
2001.

TABLE 1.3
Defining Integrative Medicine

e Emphasizes relationship-centered care

e Integrates conventional and complementary methods for
treatment and prevention

e Involves removing barriers that may activate the body’s
innate healing response

* Uses natural, less invasive interventions before costly,
invasive ones when possible

* Engages mind, body, spirit, and community to facilitate
healing

e Maintains that healing is always possible, even when
curing is not

The goal of integrative medicine is to facilitate health within complex
systems, from the individual to the communities and environment in



which all things live.

Health and Healing-Oriented Medicine

“Health” comes from the Old English word Hal, which means wholeness,
soundness, or spiritual wellness. Health is defined by the World Health
Organization (WHO) as “a state of complete physical, mental, and social
well-being and not merely the absence of disease or infirmity.”2 Cure, on
the other hand, refers to doing something (e.g., giving drugs or
performing surgery) that alleviates a troublesome condition or disease.
Healing does not equal curing. We can cure a condition such as
hypertension with a pharmaceutical product without healing the patient.
Healing would facilitate changes that reduce stress, improve diet,
promote exercise, and increase the person’s sense of community. In
doing this, we help improve the balance of health of the body that may
result in the ability to discontinue a pharmaceutical agent and thereby
reduce the need for the cure.

An example of this can be seen in Fig. 1.6. Here we have two trees, A
and B. Tree A is obviously in a better state of health than tree B. This is
likely because of its ability to be in balance with its environment. If a
branch breaks on tree A, we can feel comfortable that if we mend the
branch, it will likely heal well, or even heal itself. If a branch breaks on
tree B and we mend it, the branch is not going to heal because the tree is
not in a state of health. The point here is that our focus in medicine has
been on fixing the branch while neglecting the health of the tree. If we
give more attention to helping tree B find health either by removing
barriers that are blocking its own ability to heal or by improving areas of
deficiency, the branch will heal itself—we will not need to spend as
much time and money fixing the parts.

Integrative medicine is about changing the focus in medicine to one of
health and healing rather than disease. This involves understanding the
influences of the mind, spirit, and community, as well as the body. It
entails developing insight into the patient’s culture, beliefs, and lifestyle
that will help the clinician understand how best to trigger the necessary
changes in behavior that will result in improved health and thus bring
more value to health care delivery.

Cure and fix when able, but if we ignore healing, the cure will likely
not last or will give way to another disease that may not have a cure.



Increasing Value Through Integrative Medicine

You get what you pay for. In the past, the economics of health care
delivery rewarded treating disease. When this is what is rewarded,
health systems need more disease to sustain themselves financially. Here
lie the crossroads. If we are to truly shift health care delivery to health,
we have to start financially rewarding health outcomes.
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FIG. 1.6 Healthy (A) and sickly (B) trees. It is important to see the benefits
and limitations of our current allopathic system and to realize that science

alone will not meet all the complex needs of our patients.é



If the United States spent as much of their GDP as the second most
expensive country after the United States, there would be an extra trillion
dollars available for the United States to support health outcomes. The
state with the lowest health care costs (Colorado) still outspends all of the
Organisation for Economic Co-operation and Development (OECD)
countries, most of which offer universal health care coverage. Those
states with the lowest incomes have similar spending with worse than
average life expectancy (Fig. 1.7).%

Achieving high value for patients and incentivizing practitioners to
foster health will become the overarching goal of health reimbursement
in the future. In fact, Sylvia Burwell, the U.S. Secretary of Health and
Human Services, has stated that “Our goal is to have 85% of all Medicare
fee-for-service payments tied to quality or value by 2016 and 90% by 2018.”%
Value is defined by the health outcomes achieved per dollar spent. It
depends on results, not just inputs, and should be measured by the ways
we can improve the quality of patients’ lives, not by the number of
patients seen in a day. This will require a reimbursement model that
rewards team-based care that transcends the one-on-one office visit and
allows multiple avenues for patient communication and education
among an interdisciplinary team of professionals. This is more
complicated than attaching a payment to a procedure or diagnostic code.
To understand how to promote health, the interprofessional team must
address all aspects of what it means to be human, both physical and
nonphysical.
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FIG. 1.7 Data points comparing Organizations for Economic Co-operation
and Development (OECD) countries with high- and low-income U.S. states
in relation to average life expectancy in years and health care expenditures
by percentage of the gross domestic product (GDP). (From Fuchs VR. Critiquing

US health care. JAMA . 2014;312:2095-2096.)

Integrative medicine can increase value and lower costs through two
of its foundational values: (1) by shifting the emphasis of health care to
health promotion, disease prevention, and enhanced resiliency through
attention to lifestyle behaviors; and (2) by bringing low-tech, less
expensive interventions into the mainstream that preserve or improve
health outcomes. This approach requires that these professionals have
time to recognize the complexity of someone’s life, and it cannot be done
without a sound commitment to the practitioner-patient relationship.

Relationship-Centered Care

It is much more important to know what sort of patient has a disease than
what sort of disease a patient has.

Sir William Osler



Observing practitioners of various trades, such as biomedicine, manual
medicine, Chinese medicine, and herbal medicine, helps us realize that
some practitioners have better results with their chosen trade. Those with
more success are able to develop a rapport, understanding, and empathy
that help them facilitate healing with their therapy. The relationship
fosters healing not only by allowing the practitioner to gain insight into
the patient’s situation but also by building the patient’s trust and
confidence in the provider. This trust acts as a tool to activate the
patient’s natural healing response and supports whatever technique the
provider uses, whether it is acupuncture, botanicals, pharmaceuticals, or
surgery.

The evidence behind the benefits of relationship-centered care is solid,
particularly with regard to reducing health care costs. This approach to
care has been found to reduce expenditures on diagnostic tests,? reduce
hospital admissions,® and lower total health care costs.23!

Developing a holistic understanding and relationship with patients
allows the practitioner to guide them toward health more efficiently. The
integrative clinician can point the way toward health while realizing that
the patient will have to do the work to get there. This attitude does a
great deal to remove pressure and guilt from providers who have been
trained to think of themselves as failures when they cannot fix problems.
In fact, relationship—centered care is a necessity when dealing with the
many chronic conditions that do not have simple cures. Success is now
defined as helping the patient find an inner peace that results in a better
quality of life, whether the problem can be fixed or not (see Chapter 3).

Prevention

Integrative medicine encourages more time and effort on disease
prevention instead of waiting to treat disease once it manifests. Chronic
disease now accounts for much of our health care costs and also causes
significant morbidity and mortality. The incidences of heart disease,
diabetes, and cancer could be significantly reduced through better
lifestyle choices. Instead, these diseases are occurring in epidemic
proportions. The system needs a reallocation of resources. Unfortunately,
this is a large ship to turn. In the meantime, integrative practitioners can
use their broad understanding of the patient to make recommendations
that will lead to disease prevention and slow or reverse disease
progression.



Integration

Integrative medicine involves using the best possible treatments from
both CAM and allopathic medicine based on the patient’s individual
needs and condition. This selection should be based on good science and
neither rejects conventional medicine nor uncritically accepts alternative
practices. It integrates successes from both worlds and is tailored to the
patient’s needs using the safest, least invasive, most cost-effective
approach while incorporating a holistic understanding of the individual.
CAM is not synonymous with integrative medicine. CAM is a
collection of therapies, many of which have a similar holistic philosophy.
Unfortunately, the Western system views these therapies as tools that are
simply added on to the current model, one that attempts to understand
healing by studying tools in the toolbox. David Reilly said it well in an
editorial in Clinical Evidence: “We are the artists hoping to emulate
Michelangelo’s David only by studying the chisels that made it.
Meantime, our statue is alive and struggling to get out of the stone.
Integration involves a larger mission that calls for a restoration of the
focus on health and healing based on the provider—patient relationship.

7732

Reducing Suffering

The secret of the care of the patient is in caring for the patient.

Francis Peabody, MD
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FIG. 1.8 Suffering’s effect on the same source of pain. Treating suffering
will help reduce the severity of pain and improve the quality of life and
should be at the core of our work in integrative medicine.

Good caring and a weak medicine can give a better outcome than poor
caring and a strong medicine.

Unknown

At the core of the delivery of health and healing is our ability to relieve
suffering. This is not something that we learn in a book, but it requires
that we explore our own suffering before we can understand how to help
others with theirs. We are our own first patient, and part of our
continuing education requires a recurring exploration of our inner self,
so we can understand what it means to be truly present without
judgment.

The integrative medicine practitioner is not afraid to turn toward
suffering in the care of another. As each addresses what is real, the
authenticity of the truth draws both toward healing.

In learning this, it is helpful to understand how suffering influences
the severity of pain and our quality of life. Pain and suffering are
intricately connected but are not the same. Pain is a normal bodily
reaction; suffering is not. Pain helps protect us from further harm;



suffering is an opportunity to learn. Suffering influences how our body
perceives pain—“the more I suffer, the more pain I experience” (Fig. 1.8).
Our job is to reduce suffering so we can distil the pain to the most
physiological reason for its presence. In treating someone’s suffering, we
can often make pain more tolerable. In recognizing the severity of
suffering, we can often avoid long-term medications that are used to
suppress the symptom. It is often through our listening and our presence
that we are best able to treat suffering. When no “right” answer or “drug
cure” exists, it is our human compassion, connection, and unconditional
positive regard that always works, even when our tools do not. This is
the most important part of our work and is the reason that we heal in the
process of helping others do the same.

The Future

Although the information age will continue to increase the amount of
data on the variety of therapies available, it will only complicate how we
apply them. Informed patients will be looking for competent providers
who can help them navigate the myriad therapeutic options, particularly
for those conditions for which conventional approaches are not effective.
These patients will demand scientifically trained providers who are
knowledgeable about the body’s innate healing mechanisms and who
understand the role of lifestyle factors in creating health, including
nutrition and the appropriate use of supplements, herbs, and other forms
of treatment from osteopathic manipulation to Chinese and Ayurvedic
practices. They will be seeking providers who can understand their
unique interplay of mind, body, and spirit to help them better
understand what is needed to create their own balance of health. This
will require a restructuring of medical training that will involve more
research and education on how the body heals and how the process can
be facilitated.

Health-focused teams will be created within delivery models that
assess the health needs of the population being served. Based on this
need, the optimal team of professionals will be recruited to work
together to improve health outcomes. This requires a common vision in
which everyone works together toward each community’s unique health
needs.



Conclusion

The philosophy of health based on a balance of mind, body, and spirit is
not new or unique to integrative medicine. This understanding has been
around since the time of Aristotle. What we call it is not important, but
the underlying concepts are. It is time that the pendulum swings back to
the middle, where technology is used in the context of healing and
physicians acknowledge the complexity of the mind and body as a
whole. Integrative medicine can provide the balance needed to create the
best possible medicine for both the physician and patient. We will know
that we are near this balance when we can drop the term integrative. The
integrative medicine of today will then simply be the good medicine of
the future.

Therapeutic Review

Integrative Medicine

e Emphasizes relationship-centered care

e Develops an understanding of the patient’s culture and beliefs to help
facilitate the healing response

e Focuses on the unique characteristics of the individual person based
on the interaction of the mind, body, spirit, and community

 Regards the patient as an active partner who takes personal
responsibility for health

e Focuses on prevention and maintenance of health with attention to
lifestyle choices, including nutrition, exercise, stress management,
and emotional well-being

e Encourages providers to explore their own balance of health that will
allow them better to facilitate this change in their patients

* Requires providers to act as educators, role models, and mentors to
their patients

* Uses natural, less invasive interventions before costly, invasive ones
when possible

» Recognizes that we are part of a larger ecosystem that requires our
efforts in sustaining its health so we can continue to be a part of it

e Uses an evidence-based approach from multiple sources of
information to integrate the best therapy for the patient, be it



conventional or complementary

e Searches for and removes barriers that may be blocking the body’s
innate healing response

e Sees compassion as always helpful, even when other therapies are not

e Focuses on the research and understanding of the process of health
and healing (salutogenesis) and how to reproduce it

e Accepts that health and healing are unique to the individual and may
differ for two people with the same disease

e Works collaboratively with the patient and a team of interdisciplinary
providers to improve the delivery of care

e Maintains that healing is always possible, even when curing is not

e Agrees that the job of the physician is to cure sometimes, heal often,
support always—Hippocrates
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CHAPTER 2

Creating Optimal Healing
Environments

David Rakel, MD, Bonnie R. Sakallaris, PhD, RN, and Wayne Jonas, MD

Many health practitioners who go into primary care want to both treat
and heal, to care for the whole person, to be patient advocates, to apply
the best science, and to serve the suffering. In short, we seek to be
healers.

However, we often find in medical school and in our practice that the
skills needed to be healers and the environment needed to execute those
skills are not taught, available, or funded. We know, for example, the
factors that increase the risk of disease, but we wait until illness arrives.
We understand that relationships, a positive attitude, and behavioral
skills form the foundation for compliance and self-care, prevention, and
well-being, but we find ourselves without the time to develop them. We
see the search for meaning in patients” eyes when they suffer from a
serious illness, and yet our science cannot help them find the coherence
they seek. For optimal healing to take place, we need to be proactive in
creating an environment where these things can happen—to give
patients realistic hope.

Every medical recommendation is done in a dynamic environment of
care delivery. This environment consists of both physical and
nonphysical elements. It often includes a synergy among factors that can
either promote or hinder the healing process. Our goal in this chapter is
to describe the foundational characteristics of an optimal healing
environment (OHE) so that any therapy that is prescribed within this
space (shown as a container in Fig. 2.1) will be more successful.

The Optimal Healing Environment



We define an OHE as an environment in which the social, psychological,
spiritual, physical, and behavioral components of health care are oriented
toward support and stimulation of innate healing capacities and the
achievement of wholeness. This definition is an expansion of Engel’s
biopsychosocial model, which created a foundation for understanding
the dynamic influences of health.! An OHE consists of people in
relationships, their health-creating behaviors, and the surrounding
physical environment.? The Samueli Institute has been a leader in
researching and implementing a framework to optimize the potential for
healing.?? To enhance clinical delivery, this framework is organized into
four environments as shown in Fig. 2.2: internal, interpersonal,
behavioral, and external. Each of these environments has two essential
constructs that work synergistically to support and stimulate health as
shown in Table 2.1.

Internal

* Healing intention
e Personal wholeness

The internal environment recognizes that each person has a unique
interaction of mind, body, and spirit that can be directed and supported
towards healing. The internal environment is vital to healing because our
thoughts, emotions, and spirit have a direct effect on our bodies, our
choices, and our relationships. This process is fostered by inner beliefs
and expectations that healing and wellness can and will occur.? Such
belief requires self-reflection, in which each individual becomes aware of
his or her own internal wholeness, trusting its healing potential.

It is difficult to connect truly with intention until we have explored our
own inner nature.

Patient care starts with us and our preparation to be healers through
practices that foster cohesion of body, mind, and spirit. As this
connection grows, our ability to sit fully with another suffering human
will be enhanced, and appreciation in our work will grow. This growth
brings forward foundations in healing that include personal wholeness,
positive expectation, hope, faith, and compassion.*

Interpersonal

e Healing relationships
] Healing organizations



The interpersonal environment stresses the importance of personal,
family, professional, and organizational therapeutic relationships that
support and encourage healing. Healing relationships are the
connections between persons who hold an intention for healing to occur.
The attribute that distinguishes a healing relationship from other positive
relationships is the intentional and covenantal nature of the connection,
which involves positive emotional engagement with mutual benefit.?
This relationship includes the art of the clinician, who intentionally
learns about the patient in the context of life to recruit the innate ability
present in each person for healing2¢ (see Chapter 3, The Healing
Encounter). Healing organizations are as important, as they provide the
structures, processes, and resources to stimulate and support healing
through intention, relationships, person-centered strategic planning, and
shared decision-making.

Through the intent of healing relationship, unhealthy emotions are
released and optimism and positive expectations are born. This can be
the fulcrum that shifts behavior.

Optimal Healing Environments
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FIG. 2.1 Schematic showing that the therapy we prescribe comes from
within a container of influences that can enhance its effectiveness.



Behavioral

 Healthy lifestyles
* Integrative care

Healthy lifestyles and behaviors involve actions that promote health,
prevent or even treat disease, and enhance self-healing mechanisms.”%
These actions should be directed by the patient but supported by the
most appropriate professional in an integrative care team to help the
individual succeed in achieving their health goals (see Chapter 4, The
Whole Health Process). These behaviors, when motivated by personal
meaning, are the main drivers of health outcomes.22 Empowering the
individual to best care for himself or herself so both the provider and the
patient are active participants in the healing process is a key factor. Some
would say that all healing is self-healing, and we, as integrative medicine
practitioners, are at our best when we are able to facilitate individuals to
care for themselves most successfully. The integrative care team should
have this principle as their collective goal. These behaviors can have
epigenetic influences on the expression of a healthy phenotype. 1412
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FIG. 2.2 Optimal healing environments. (Copyright® 2015 Samueli Institute,

Alexandria, Virginia.)

TABLE 2.1
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External

* Healing spaces
* Ecological resilience

The external environment consists of using and sustaining a physical
place that supports the health of living beings and the global
environment in which all things live. Nature, color, light, fresh air, music,
fine arts, and architecture should be used to create influences that
support the health and well-being of those who enter the space. This
healing space is not only aesthetically pleasing but supports the
engagement of its occupants to explore the internal, interpersonal, and
behavioral process described above. The importance of ecological
resilience is vital, as our health is impeded if we are not able to live
within a healthy ecosystem (see Chapter 108, Reducing Toxic Exposure;
Chapter 117, Creating a Green Clinic).

Healing can be defined as the dynamic process of recovery, repair,
reintegration, and renewal that increases resilience, coherence, and
wholeness. Healing is an emergent, transformative process of the
whole person—physical, mental, social, spiritual, and environmental.

Healing is a unique personal and communal process and experience
that may or may not involve curing.t

Spiritual Connection

Spirituality is a journey toward, or experience of, a connection that gives
life meaning. This journey is unique to each individual and often drives
action. Motivation for changing behaviors often comes from an




individual’s connection to meaning. As Viktor Frankl writes, “Those who
have a “why’ to live, can bear with almost any "how’.” It is unfortunate that
the importance of this connection rarely enters consciousness until it is
threatened by a heart attack or the diagnosis of cancer. Creating
awareness between the chasm of our behaviors and what gives life
meaning is the key ingredient in the success of motivational interviewing
(see Chapter 101, Motivational Interviewing Techniques). The spiritual
process of connecting to meaning and purpose empowers the OHE to be
effective and sustainable.

Creating an Optimal Healing
Environment in the Clinical Setting

How can we bring the components of an OHE into a busy practice?
Although transforming a practice into a healing environment may seem
like a daunting task, or one with little practical value, experience and
evidence indicate that attention to simple and inexpensive details often
gradually moves the focus of care from cure alone to one filled with
healing activity.Z

The practitioner can develop healing-oriented sessions within the
clinical space without having to go through major renovations. The
primary care practitioner already has the foundational relationship-
centered tools needed to create an OHE. The nonphysical intention is
much more important than the physical space. Healing can occur
anywhere, whether it is in an $8 million healing center or in an
underfunded inner city clinic for the homeless (Table 2.2).

Foundations of a Healing Encounter

To understand the intrinsic value of a therapeutic modality, the scientific
model requires that we isolate it from the environment in which it is
prescribed. The investigation is also blinded so that the belief systems of
the patient and the prescriber do not influence the results. This model is
important for research but unrealistic when we look at the more
complicated environment in which health care is delivered. In fact, the
environment in which the prescribed therapy is given may be more
effective than the therapy itself.2

In the early 1990s, Frank and Frank® described four ingredients that



are present in a healing encounter:

1. An emotionally charged relationship with a helping person

2. A healing setting (an expected place to go for healing)

3. An explanation for the symptoms that resulted in a sense of control
and understanding

4. A ritual, procedure, or plan that involves active participation of both
parties that each believes will restore the person to a state of health (a
mutual belief followed by an action to overcome the problem)

When one of the chapter authors, David Rakel, was in practice in rural
Idaho, he believed that a selective serotonin reuptake inhibitor was the
most successful drug he prescribed. In retrospect, however, the
fulfillment of these four criteria may have played a major role in patient
improvement. If we look at an example of what happens before we
prescribe medication to someone who is depressed, we can better
understand this concept.

A depressed gentleman whose life is in chaos comes to see you, his
physician, with whom he has a relationship based on trust and a holistic
understanding of who he is. The patient has come to a healing setting
(medical clinic), where he has the expectation that he will receive help.
You give him a logical explanation for his symptoms (“a reduction in the
level of serotonin”) that offers a sense of control and understanding. Both
you and the patient agree on a prescribed therapy that you believe will
restore health. You then write down the “answer” on a prescription pad
and hand it to him, which then completes the healing ceremony.

When this ritual was performed in a study of St. John’s wort, sertraline
(Zoloft), and placebo for major depression, it was not the plant or the pill
that had the greatest effect, but the ritual (placebo) 8 weeks after
initiating therapy.@ A meta-analysis and review of data submitted to the
U.S. Food and Drug Administration for drug treatment of depression
also found little difference between the medication and the placebo for
mild to moderate depression; both had beneficial effects*# (see Chapter
3, The Healing Encounter).

TABLE 2.2
Optimal Healing Environment
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Compare
and OHE Present OHE Absent
Contrast
Outcome | Dr. Smith encourages the development of personal insight | Dr. Jones focuses on symptom resolution.
into how Mike’s life situation is influencing his health. She
understands what Mike can do to help this situation
resolve.
Goal The initial goal is symptom resolution. The initial goal is symptom suppression.
Symptom | Dr. Smith recruits internal resources to facilitate health and| With Dr. Jones” approach, the lack of a holistic view and
managemeit healing. of relationship-centered care results in a focus on the
physical symptom without encouraging the patient’s
insight.
Use of The use of resources is reduced. The use of resources increases.
resources
Cost The long-term cost is low. The long-term cost is high.
Side effects| Most side effects are potentially positive (e.g., joy in a new | Most side effects are potentially negative (e.g., nausea
obby, insi: into behavior, increased well-being, an rom rocodone, potential drug addiction, an
hobby ht into beh: d well-b d f hyd d tential d ddict d
reduced risk factors). possible surgery).

MRI, magnetic resonance imaging; NSAIDs, nonsteroidal antiinflammatory drugs; OHE, optimal
healing environment.

During the early development of family medicine, this process was
known as the “art of medicine” and was held to be an important feature
of the specialty. With the rise and dominance of pharmaceuticals and
evidence-based medicine, it became known as the placebo effect and was
not supported in medical care. Subsequently, accumulating evidence on
the importance of the healing context and encounter resulted in a re-
interpretation of this effect as the creation of an OHE? It is important to
be aware of these key healing elements so they can be systematically
brought into clinical practice.

A Case of Low Back Pain




The case of Mike, a 42-year-old man with low back pain discussed in
Table 2.2, illustrates how treatment may progress in the presence or
absence of an OHE. This case touches on the complexity of applying the
best evidence within the context of each human being’s unique life,
culture, and belief system. Actively recruiting the ingredients of an OHE
can dramatically influence the outcomes achieved with the therapy
prescribed.

Acupuncture Versus Epidural Steroids

Acupuncture and epidural steroids have been studied for the treatment
of low back pain. Both involve sticking an object through the skin and
both include a therapeutic ritual between clinician and patient. As with
all therapies, each may be perceived differently by the patient based on
their culture and belief system. If we look at the evidence regarding
acupuncture, it appears to work better than no treatment but not
significantly better than sham acupuncture for low back pain.2 If we look
at the evidence for epidural steroids, they work better than no treatment,
but adding a steroid does not seem to result in better outcomes compared
to injecting xylocaine alone.# Acupuncture’s effect may last longer, up to
2 years,® whereas epidural steroids have only short-term benefits.%
Acupuncture is less expensive and less invasive than epidural steroids
and likely explains why acupuncture but not epidural steroids was
approved by the United Kingdom’s National Institute for Health and
Care Excellence (NICE) guidelines for treating low back pain.#

Specific and Nonspecific Variables

Evidence suggests that the specific effect of acupuncture may be slightly
better than the specific effects of epidural steroids, with lower cost and
less potential for harm. The OHE is used to enhance the effect size of a
therapy through nonspecific variables that include meaning and context
(MAC). Examples of the importance of meaning and context include the
choice of words used by a clinician while administering a therapy and
the matching of a therapy to the culture that has influenced the patients’
beliefs. Both of these actions can enhance the OHE by creating positive
expectations.
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FIG. 2.3 Acupuncture vs epidural steroids. Epi Ster, epidural steroids; MAC,
meaning and context; OHE, optimal healing environment.

In a study evaluating areas of the brain affected by the administration
of acupuncture needles, there was a significant difference if the needles
were simply placed without words compared to being placed by a
therapist who created positive therapeutic expectations. The former
action merely activated the sensory cortical areas of the brain, while the
latter stimulated both the sensory and the limbic centers.® Using
encouraging words (“This acupuncture meridian will help calm your
pain”) to create positive expectations can have dramatic effects on the
therapeutic outcome, adding to the specific effects.2 An OHE stacks the
deck towards a more robust healing response.

Moerman looked at the healing of ulcers in dozens of placebo-
controlled studies from multiple countries. The healing effects of the
therapeutic ritual (placebo group) ranged from 0% to 100%, with wide
variation from country to country. Patients in Germany experienced
large effects, while those in the Netherlands experienced small effects.®®
What was effective in one country was not effective in another. This



“country of origin” effect shows that the outcomes are affected in part by
the context of the patient and the culture they grew up in. These are just
a few of many examples of the power that the OHE can add to the
specific effects of any therapy. Fig. 2.3 shows the hypothetical power of
these multiple effects, which honors the power of meaning and context
supported by the OHE. Even though the evidence indicates that
acupuncture is more effective than epidural regarding specific effects, the
context and culture in which the treatment is given can determine how
well it works. The reason the data in Fig. 2.3 is so variable is that there
are many important nonspecific effects that can influence outcomes.
These factors are summarized in Table 2.3.

TABLE 2.3
Techniques to Maximize Healing Through an OHE

Have a skilled clinician in communication create positive
expectation towards healing.®*2

Listen and provide empathy and understanding.
Match the therapy to the patient’s culture and belief

system. 22

Provide an explanation for a problem that increases the sense
of control and understanding.

Create positive expectations of the therapy being
prescribed.*

Deliver the therapy with confidence from a credible source.®
Provide therapy in a therapeutic setting that includes
elements of nature.®

Research the treatment so the prescriber has belief in the
therapy being recommended.

Touch the patient.?®
Use the newest therapy.
Use a name brand well-known by the culture with more
information on the label £

Charge a higher price but not too high.©24

Cut or stick the skin when it is believed to be important.&
Create a therapeutic ritual using a tool such as a knife, pin,
pill, laser, or light.%>&

Write down a plan that both the clinician and patient agree

34,51

60,61



will facilitate health (therapeutic contract).”

From Jonas WB: Reframing placebo in research and practice, Philosophical
Transactions of the Royal Society of London. Series B, Biological Sciences 366(1572):1896-
1904, 2011.

The Practitioner’s Influence on Healing

Psychotherapy is a good area to explore the ways in which therapeutic
interaction influences healing because it employs few external physical
tools such as drugs and surgery. When researchers looked at factors that
influence positive health change in psychotherapy, the factor within the
therapist’s control that influenced healing the most (30%) was the
establishment of a therapeutic relationship in which the patient felt a
sense of trust and rapport.2! A study on the “most effective”
psychotherapists found that those patients receiving counseling from
therapists most talented in developing trusting relationships were much
more likely to respond positively to medications than were those patients
seeing less effective therapists.2 In fact, when psychiatrists who were
rated “high” in relationship and rapport treated depressed patients using
a placebo, they had better outcomes than did psychiatrists who were
rated lower and who used active drugs.? Thus, the practitioner, rather
than the pill, had the largest impact on the outcome.

The quality of the clinician-patient interaction influences outcomes.
Studies of practitioners’ effects on the severity and duration of the
common cold and irritable bowel syndrome showed significant
enhancement of the therapeutic effect when the treatment was given
through an “enhanced” or “augmented” clinical visit in which the
clinician took time to create a connection that was perceived as
empathetic.3
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FIG. 2.4 Influences on the healing process.

In treating one of the most common conditions encountered in primary
care—diabetes—high ratings of physician empathy by diabetic patients
correlated with better outcomes in diabetes management.% Nonspecific
healing influences found within the clinical encounter should be the
foundational intent of interdisciplinary teams focusing on health
outcomes of populations (Fig. 2.4).¥

Creating an OHE will bring more joy to your work. It will allow you to
connect with those key elements that attracted you to health care, and in
doing so, you will find more meaning and purpose.

Health Teams

New models of care are being designed to improve value and access and
reduce cost in the United States. The practitioners of integrative medicine
will be leaders in this movement because its philosophy places health
creation as its highest priority. Both integrative and conventional
medicine will require the assembly of teams of professionals based on the
health needs of the community they serve. However, these teams are not



simply a potpourri of professionals working independently in proximity.
For example, if 30% of a community suffers from obesity, metabolic
syndrome, and diabetes, the strategic medical home base will recruit
professionals best suited to address this need. This team may include
nutritionists, exercise physiologists, spiritual guides, psychologists,
health coaches, and physicians. These team members need adequate
communication so that the services of each are used to maximize the
benefit to the patient. When professionals from varied disciplines come
together, shared knowledge allows for insight from different
perspectives that can stimulate an “ah ha!” moment in which new ideas
allow them to transcend old models of care. When this happens, an
interdisciplinary team becomes a transdisciplinary team, and new
models of delivery are defined.®® Multifaceted team-based interventions
in primary care are more effective in influencing positive lifestyle
behaviors than is isolated specialty care (Table 2.4).34

TABLE 2.4
Defining Disciplinary Teams

Multidisciplinany Additive. “Comprising more than two professionals from different health care disciplines who work with the
team same patient, set of patients, or clinical condition, but provide care independently of each other”
(interdisciplinary team building). For example, a patient may have visits with both a primary care practitioner
(PCP) and a physical therapist (PT). Although the PCP may view clinical notes or a report from the PT, the two
disciplines usually do not interact.

Interdisciplinary Interactive. “Dedicated to the ongoing and integrated care of one patient, set of patients, or clinical condition”
team (interdisciplinary team building). Team members develop collegial relationships with shared goals and joint
decision making. They interact, support, as well as question each other’s opinions and negotiate to develop
health strategies based on the needs of the individual.

Transdisciplinaly Holistic. Professionals learn from each other and in the process transcend traditional disciplinary boundaries that
team may result in the emergence of new knowledge. Often, the greater the difference between professions
(epistemologic distance; e.g., engineering and humanities), the more likely insight will develop toward the
creation of a new way to solve a problem.

From Rakel DP, Jonas W: The patient-centered medical home. In Rakel R, Rakel D, editors:
Textbook of Family Medicine. 8th ed, Philadelphia, 2011, Saunders; data from Choi BC, Pak AW:
Multidisciplinarity, interdisciplinarity, and transdisciplinarity in health research, services, education
and policy: 3. Discipline, inter-discipline distance, and selection of discipline, Clin Invest Med
31:E41-E48, 2008.

Environment’s Influence on Genetic Expression

The goal of an integrative medicine health-oriented team is to work
together to create OHEs. Environments can have an influence on the
genome of the organisms that live within them. The scientific evidence
for this epigenetic influence is exploding and gives power and hope to



the individual to make positive lifestyle choices by attending to and
changing their environment (Fig. 2.5).

Animal studies showed that genetically identical agouti mice that were
bred to develop obesity and diabetes could have this expression
suppressed when the mothers were fed methyl-donating foods
(genistein) before they gave birth.22 An Amish community was assessed
to see whether carriers of the FTO obesity gene would become
overweight, and it was found that carriers who averaged 18,000 steps in
1 day remained at a normal weight. Their lifestyle habits trumped their
genetic risk.2

Telomeres are the protective DNA-protein complexes at the end of the
chromosomes that promote stability. Loss in their length has been
associated with increased risk of disease and premature mortality.
Telomere shortening is counteracted by the enzyme telomerase, and
more of this enzyme is beneficial. Ornish et al 14424 investigated
telomerase levels in 30 men with prostate cancer. After 3 months of
healthy lifestyle changes including moderate exercise, a low-fat, plant-
based diet, and social support, the telomerase levels rose® and oncogene
expression was inhibited.* Exercise alone can increase telomerase
activity® and brain volume.* Stress can decrease telomerase levels,*
whereas practicing the relaxation response can have a positive influence
on genetic expression® and reduce the expression of genes that promote
inflammation.® Although these behaviors are powerful, they are not the
sole dictator of outcomes. The body—-mind is complex and mysterious.
The clinician should be careful not to instill guilt regarding lifestyle
habits when cancer or heart disease is diagnosed. Instead, the clinician
should reassure the patient that, even when disease progresses,
improved well being and function are more likely if he or she continues
or adopts healthy behaviors while incorporating interventions that will
have the most benefit.
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FIG. 2.5 Depicted is a balance representing the person’s unique genetic
constitution and the direction into which his or her decisions will poise the
organism’s well-being, determined by the presence of nutrients, ailments, or
pollutants. A nutrient can be understood as any element that nourishes the
body and mind.

The Value of Creating Optimal Healing
Environments

Business Case for Optimal Healing

Environments

Most health care leaders agree that healing is at the core of their mission.
The reality of current incentives and cost-containment initiatives has
caused many practices to set aside healing practices in favor of direct
revenue-producing activities. The Samueli Institute studied three
financially-thriving organizations who committed additional time and
resources to create an OHE. Each of the organizations reported a cost per



patient day or encounter that is higher than the average. However, the
costs are minimal when compared to overall budgets. They found that
creating an OHE provided market differentiation, improved community
engagement, and promoted positive staff and physician engagement and
positive patient experience scores.? In addition, the organizations
studied realized efficiencies related to the emphasis on person-centered
and team-based care. When patients are involved in decisions and in the
plan of care, wait times and frustration points are minimized. Integrating
multiple disciplines into care provides checks and balances and
communication patterns that reduce errors.

Health as a Continuum

The continuum of health starts with ourselves, is supported by others, is
influenced by lifestyle choices, and is shaped by our inner and outer
environments. This continuum recognizes the importance of the
interconnectedness of all things. Health is not found in isolated parts but
throughout the whole. Being an integrative medicine practitioner means
recognizing the dynamic and complex ecosystem in which we live and
working to support its health. In doing so, we occasionally pause to
witness the mystery of how nature continuously strives for balance
despite the odds we have created against it.

[ would rather live in a world where my life is surrounded by mystery than
live in a world so small that my mind could comprehend it.

Harry Emerson Fosdick

Several years ago, a primary care clinic in England introduced a
spiritual healer into its practice. This was done quietly, without
advertisement. Patients who had refractory, chronic illnesses, were high-
frequency health care users, and were taking multiple drugs were offered
12 sessions with the healer. Health care use costs, symptoms, and well-
being were measured before and after the study period. Almost all
patients got better: health care visits decreased; patients improved in
their energy and well-being; and although the diseases were not actually
cured, suffering was relieved.

Costs were reduced by $2000 per patient per year. Most interesting,
however, was the change this approach had on the physicians in the
practice. When the investigators examined what the healer did during
sessions, the procedures were simple. The healer spent a long time



listening intently to the patients and hearing what their concerns were
about the illness, linking it up with family events, and challenging
patients to perceive their connectivity beyond themselves, to imagine a
future that was better and improved. The healer then spent time doing
some bioenergy work, holding her hands over the patient in the
traditional laying-on-of-hands manner. The physicians in the clinic soon
realized that many of these same behaviors were similar to things they
had been taught to value in medical school but had not often been able to
incorporate into their own practice. These physicians then found
themselves spending a few more moments with patients and asking
them about social and family issues that earlier they would have glossed
over or ignored. They provided and received feedback about the
meaning of a person’s illness and listened and responded in a warmer
fashion.

In other words, the physicians realized that they, too, could become
healers in the classic sense of the term.%
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CHAPTER 3

The Healing Encounter

David Rakel, MD, and Luke Fortney, MD, FAAFP

To find health should be the object of the doctor. Anyone can find disease.

T. Still, MD

To write prescriptions is easy, but to come to an understanding of people is
hard.

Franz Kafka

What kind of doctor do I need to be for this patient today?

Michael Balint

Medical encounters in the recent past have been dominated by the 15-
minute “problem-focused” office visit that only addresses symptoms and
disease. While this pathogenesis-focused encounter addresses the creation
of disease, the healing encounter has a different goal of salutogenesis,
which focuses on health and prevention.! Here the clinician’s intent is to
develop an understanding of what the person needs to self-heal and be
well. This chapter focuses on how the clinician can most efficiently allow
this process to unfold. At its deepest level, this healing process is not one-
sided, but allows both the patient and the clinician to be transformed by
the process together. The result can be the most rewarding aspect of the
medical profession.

Salutogenesis means “the creation of health,” which is the opposite of
pathogenesis (the creation of suffering and disease). The goal of the
healing encounter is to facilitate health and well-being that transcends



the physical alone and results in less suffering, greater understanding,
and improved quality of life.

Practitioner Versus Pill

The mind often attributes healing to external influences outside of
ourselves, such as from drugs, herbs, an acupuncture needle, etc. These
specific variables are often the most thoroughly studied and are thought
to contribute the most benefit, partly because they are physical
treatments that can be easily quantified. The gold standard in medical
research, the double-blind placebo-controlled trial, focuses on removing
nonspecific variables that can often be more powerful than the pill or
procedure being studied. These nonspecific variables include aspects of
care that are difficult to quantify and include trust, empathy, a sense of
control, and compassion, which are key ingredients of the healing
encounter. These nonspecific variables are important to healing. For
example, they have been found to enhance the effects of acupuncture for
irritable bowel syndrome,? shorten the duration of the common cold,?
trump antidepressants for mild to moderate depression,*® and improve
clinical outcomes in patients with diabetes,” among others. The
nonspecific effects that have been most thoroughly studied in influencing
healing in the clinical encounter can be summarized through the

PEECE mnemonic: P, positive prognosis; E, empathy; E, empowerment; C,
connection; and E, education.f Many of these healing influences can be
cultivated through the practice of mindful awareness.

Mindfulness in Your Practice

Mindfulness is a way of being in the present moment, on purpose, non-
judgmentally.

Jon Kabat-Zinn?

When we sit with a patient, the mind will naturally wander and be
distracted. Without intentional redirection of the attention back to the
patient, however, we may lose the opportunity to understand the person
sitting across from us. When we are not present and anchored in the
moment, we can slip into seeing patients not as who they truly are but as



we prematurely judge them to be. Medical training conditions us to label
patients with disease. As we become more adept at recognizing the
disease states within people, however, our perception of each other can
shift and only recognize the label rather than the individual.

The previous edition of the International Classification of Disease code
book (ICD-9) had approximately 13,000 diagnostic codes. The 10th
edition (ICD-10) has more than 68,000.

In an observational study from 1973, eight sane people presented to
eight different psychiatric hospitals in California with the complaint of,
“I am hearing thuds.” After being admitted, these people behaved in a
normal and healthy way. The researchers wanted to see what diagnoses
they would be given and how long they would remain in the hospital.
All eight were given the diagnosis of schizophrenia in remission, and the
average length of stay was 19 days. One of the eight participants was in
the hospital for 52 days.?? The doctors and nurses were not able to see the
sane patients for who they really were because of their disease-focused
conditioned thinking. Recognizing disease patterns is an important part
of a clinician’s everyday work. If we are not aware and do not recognize
the habitual nature of these snap judgments, however, we risk being
stuck in these conditioned perspectives and may not recognize arising
moments and situations when it is appropriate to step out of these
perspectives. The people who questioned the appropriateness of the
eight sane patients” admissions to the psychiatric hospital were not the
doctors or nurses but their fellow inpatients—those with whom the sane
people developed relationships through meals, group therapy, and daily
activities. Through close relationships, the other inpatients were able to
see the individuals as they truly were.
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FIG. 3.1 Seeing From the Patient’s Perspective.

Self-Reflection

The healing encounter requires that the practitioner be aware of and
recognize his/her own mind states, which may or may not be helpful in
any given moment. Noticing personal bias can help minimize
unconscious snap-judgments and projections. The mindful clinician will
be better equipped to meet patients where they are by recognizing their
true needs. In being aware and present in the moment, we can be more
successful in helping others if we are able to recognize our own beliefs
and then do our best to also see the world through the lens of our patient
from his/her life perspective (Fig. 3.1). For example, primary care
clinicians trained in mindfulness report improved mood and sense of
personal well-being, which, in turn, can have a positive impact on patient
care.22 A study of psychotherapists in training found that the patients
under the care of those therapists who practiced mindfulness had better
outcomes and greater symptom reduction than the patients of therapists
who did not practice mindfulness. This study indicates that the personal
practice of clinicians may influence the outcomes of patients in their
care.l2

To be of service to a person in need is difficult if the clinician is
suffering more than the patient. As the saying goes, “you can’t give what
you don’t have.”

There is nothing like a difficult patient to show us ourselves.

William Carlos Williams



Most people do not listen with the intent to understand; they listen with
the intent to reply. They re either speaking or preparing to speak. They’re
filtering everything through their own paradigms, reading their
autobiography into other people’s lives.

Stephen Covey

Empathy

Empathy is defined as a cognitive attribute that involves an
understanding of experiences, concerns, and perspectives of another
person, combined with the capacity to communicate this
understanding.l2 Empathy is a foundational ingredient of the healing
encounter. It asks that we initially set aside what we know, feel what
patients are communicating, and then communicate this back to them so
they know they were heard. Patients often do not remember what you
tell them, but they remember how you made them feel. We perceive first
through empathy, and then we proceed in taking action based on the
information obtained through mindful listening combined with medical
knowledge and training. Unfortunately, it is not surprising that empathy
declines significantly through medical school and residency as learners
focus solely on increasing their technical-medical knowledge at the
expense of emotional health and personal awareness.” The combination
of empathetic insight with knowledge best serves the authentic needs of
the patient to experience healing—both are important and necessary.

Compassion Training

The challenge with empathy is that when you feel someone’s suffering
day in and day out, it can lead to negative feelings, withdrawal,
nonsocial behavior, and even burnout. This process is known as empathic
distress.12 A helpful remedy for this is compassion training. In a study
where groups were shown videos of human suffering, one group was
first given empathy training and then compassion training. The other
group was taught a memory exercise at both time points. The researchers
evaluated positive and negative effects after each training program. The
memory group had a gradual decline in positive effect. The group taught
empathy had more negative emotions; however, negative effect went
down and positive effect went up after being taught compassion.
Functional MRI analysis showed that the compassion training activated



the same areas of the brain that are associated with reward, affiliation,
and love.t

Why is compassion training a remedy for empathic distress?
Compassion comes from “compati” (to feel pity), “com” (come together),
and “pati” (to suffer). In short, it means that when one person suffers, we
all suffer together. This social integration activates areas of the brain
(ventromedial prefrontal cortex and ventral striatum) that are associated
with enhanced well-being and love, even when experiencing suffering in
another. Compassion training encourages us to love one another as part
of an interconnected whole, and this gives us resiliency to be with one
another during difficult times (see Table 3.1, which summarizes a type of
compassion training used in this study).

Insight and Intuition

Insight requires empathy and is the process by which information is
gained that allows clinicians to understand how best to serve the health
needs of the patient. Intuition is a unique human ability that is both
subtle and complex. It is a process of perception, of incorporating a
variety of different unrelated bits of information (both conscious and
unconscious), and arriving at a logical conclusion. The more information
we have to work with, the more accurate the intuition. If a patient is seen
only as a disease or a dysfunctional organ system, the clinician will often
start with what he or she already knows from medical training, and the
additional information obtained through listening and feeling will not be
incorporated into the patient’s care. This is why ongoing face-to-face,
relationship-centered care is so important: it can enhance the accuracy of
our intuition and insight. A clinician who has an established therapeutic
relationship with a patient is more likely to have accurate insight and
intuition based on the many bits of information (analytical and
emotional) assimilated over time. This ongoing therapeutic relationship
is why a strong primary care infrastructure results in a 15-fold return on
investment in medical spending.” Insight obtained in this way results in
action that guides the patient most efficiently to health (Fig. 3.2).

TABLE 3.1
Compassion Training

Start with yourself May I be filled with loving kindness
May I be well



May I be peaceful and at ease

May I be happy

Then to your loved ones May you be filled with loving kindness
May you be well

May you be peaceful and at ease

May you be happy

Then to a neutral person you do not know May you be...

Then to someone who is challenging or difficult for May you be...
you

Then to all living beings May all beings be filled with loving
kindness

May all be well

May all be peaceful and at ease
May all be happy

Start by taking a few calming breaths and then focus your attention to each of the five groups in
the order shown. This short practice, if done regularly, can have neuroplastic effects that build
therapeutic resiliency, which can protect against burnout.

(This practice is adapted from the book Loving-Kindness by Sharon Salzberg. Boston. Shambhala
Publishing; 2002).

Functional magnetic resonance imaging research has shown a strong
coupling between speakers’ and listeners’” brains that vanishes when
communication is poor. With good communication, the listener can
anticipate what is going to be communicated before speech is
produced, thus leading to greater understanding of the information
conveyed.

Action

The Buddhist tradition has a saying, “action without wisdom is
dangerous, and wisdom without action is useless.” The healing
encounter requires a collaborative action that both the clinician and
patient believe will bring health. If we do not bring a mindful approach
to listening before moving into action, we may not serve the true needs of
the patient and may even cause harm. When we recommend a therapy
that the patient does not follow through with, the clinician may blame
the patient for being noncompliant. In actuality, the clinician should
assume partial responsibility for not making the effort to fully
understand the patient’s concerns and make recommendations that
would better match the patient’s needs. Nonadherence is really a
situation where two people are miscommunicating and working toward
different goals. The healing encounter involves a process that must
unfold before action can be of service and the patient’s goals can be met.
To simplify, we summarize this process into the three Ps of a healing



encounter: Pause, Presence, and Proceed.
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FIG. 3.2 The Dynamic Process of Facilitating Health and Healing.
(From Rakel DP. The healing power of relationship-centered care. In: Rakel DP, Faass N, eds.

Complementary medicine in clinical practice. Boston: Jones & Bartlett; 2006).

The 3 Ps: Pause, Presence, and Proceed
Pause

Before entering the clinical examination room, take a moment to pause,
take a deep breath, and allow yourself to direct your full attention to the
patient in the room. Use the threshold of the exam room doorway to
remind you to drop into the sensations of your own breathing so that
you may be more present with the patient. A threshold is a metaphor for
a transition to a new understanding or awareness that the clinician and



patient find together. Taking advantage of the opportunity to pause,
drop in, and be present can help us center and be more attentive to the
patient.

Q@ awareness

FIG. 3.3 The Four As of the Healing Encounter.

Presence

Intentionally directing the attention to the physical sensations of
breathing or feeling the feet making contact with the floor helps ground
and center the mind. Taking two to three deep breaths into the lower
abdomen just beneath the umbilicus is a good start (see Chapter 92). In
martial arts, this area is called the hara, and bringing awareness to this
area of the body allows the settled mind to respond more appropriately
to the changing needs of each moment. According to some Eastern
practices, life energy flows from the hara (see Chapter 116). A suggestion
to “practice in your practice” involves using your computer log-in as an
opportunity to drop in and check in with your own body as you prepare
to work with a patient. When the mind and body show up in the same
place at the same time, the clinician is better equipped to engage with the
patient. The computerized or paper chart need not be a barrier between




patient and provider.

Being present and alert moment by moment can awaken us to mystery
and awe in an authentic way (Fig. 3.3). When we pause and become
present with what is really happening, we are more likely to recognize
what is beautiful in each moment, such as in seeing a flower or a living
cell. The same is true with suffering; even though suffering is associated
with pain and discomfort, the more we explore and lean into it, the more
we come to understand and learn from it. The mindful encounter brings
two people together in the fullness of life including suffering, joy, peace,
unrest, creativity, and frustration. The mindful clinician is able to remain
present with a wide range of emotions and experiences without being
overwhelmed by or overidentifying with suffering.

Patients are able to feel whether you are truly present and listening. If
they sense that you are compassionate and attentive, they will feel more
comfortable and will often share important information and amazing
stories. Creating this space results in more meaningful conversation that
engenders understanding. In telling their stories, patients are able to
reflect on the cause of their symptoms. This insight can be empowering
and help motivate the patient to make changes. The clinician’s empathy
can provide comfort and reduce the feeling of isolation that patients with
chronic illness often have. Ultimately, mindful listening may be our most
effective therapeutic tool.22 As the saying goes, “you were given two ears
and one mouth to be used in that proportion.”

BOX 3.1 Helpful Questions to Consider Asking in the

Healing Encounter

e If those tears could speak, what would they be saying?

e [ noticed that your eyes welled up when you talked about your
daughter. Why was that?

e What do you feel may be at the root of this illness?

e In a time of need, to whom do you turn for support?

e What gives your life a sense of meaning and purpose?

e In a perfect world, what would your life look like?

e What are you most proud of?

e What words would help me to know what you are feeling?

Modified from Maizes V, Koffler K, Fleishman S. The integrative assessment. In: Rakel DP, ed.
Integrative Medicine. 2nd ed. Philadelphia: Saunders; 2007:36.



Proceed

In pausing, being present, and listening to the patient, insight arises. This
insight allows a plan to be created that both the clinician and patient
believe will be of benefit. The plan should increase the sense of control
that patients feel in taking action that helps them move from disease to
wellness. The health plan should recognize both physical and
nonphysical factors that the patient can use to manage symptoms and
prevent illness in the future. Helpful questions that can bring an
understanding to this process are reviewed in Box 3.1.

The health plan may have one recommendation or several, based on
the needs of the patient. For example, if a patient has had recurring
headaches and diarrhea ever since his or her divorce, the health plan
may only involve one recommendation, such as working toward self-care
and forgiveness (see Chapter 99). If another patient wants to prevent a
recurrence of breast cancer, however, the health plan may include
recommendations on stress reduction, nutrition, spiritual connection,
improving sleep, and the use of medications and supplements.

Before computerized medical records, the “answer” to the patient’s
problem was often conveyed as a quick fix on the prescription pad. The
practice of integrative medicine recognizes that health be defined by
much more than a medication. Instead, the power of the ritual process
around the actual prescription should be cultivated. This ritual transfers
knowledge and a sense of control that gives confidence that something
may help the patient transcend suffering. The clinician’s
recommendations, based on the insight that arises from the healing
encounter, should be summarized in writing and given to the patient at
the conclusion of the visit.

Healing is not something easily reproduced or taught. Often, the best
we can do is create an environment where it can unfold, grow, and
teach us.

Five Questions to Consider Before
Prescribing a Therapy

The integrative medicine practitioner uses relationship-centered care to
develop insight into the most effective therapy for the patient’s needs.



Before prescribing a specific therapy, the practitioner should consider the
following five questions:

1. Does the therapy result in symptom resolution or symptom
suppression? Our initial goal should always be the resolution of the
symptom to enable us to use fewer external influences to maintain
health. This often requires that we explore the mind and spiritual aspects
of a symptom. A physical symptom can also be seen as our body asking
for some type of Change. If we simply suppress the symptom without
understanding what it may need to go away, it will likely recur or arise
in another part of the body. A good example of this is the use of proton
pump inhibitors (omeprazole [Prilosec], lansoprazole [Prevacid], and
rabeprazole [Aciphex]) for epigastric pain. These are excellent
medications to help suppress symptoms or heal ulcers. If we over-rely on
this pharmacotherapy, however, it may prevent us from exploring the
symptom further. It may also keep us from listening to the patient’s
story, in which the use of metaphor may give us further insight into the
mind-body influences on health. For example, a person with epigastric
pain may say that his or her job is “eating me up inside.” If we do not
deal with this stress, the body will not truly heal even though the
symptom may be suppressed through use of a medication. Ultimately,
this can lead to long-term use of a medication that may result in a change
of the natural environment of the body. Long-term acid suppression is
now known to be associated with increased risk of pneumonia®;
malabsorption of B vitamins, calcium, magnesium, and iron?; a higher
prevalence of Clostridium difficile colitis®; and increased risk of
myocardial infarction® and fractures of the hip##® and spine.%

To foster symptom resolution, we need to explore both the external
and internal reasons for its expression (Fig. 3.4). An external therapy
(medications, acupuncture, surgery, or manual therapies) will not have
lasting benefit unless it is coupled with an internal exploration and
understanding of why the symptom is there in the first place (e.g.,
emotions, stress, meaning, and purpose). The physical and nonphysical
are inseparable, and if we do not address both, it will be difficult for the
symptom to fully resolve. However, when a condition has been fully
evaluated and we have explored all aspects of it but find no resolution, it
is appropriate to consider suppression of the symptom with medication
and procedures to reduce suffering and improve quality of life.

2. What is the evidence? The scientific model allows us to understand
which therapies have the most intrinsic value. Once we have reviewed
the evidence, we can combine it with the “art of medicine” to stack the



deck further in favor of a positive response. Unfortunately, the amount of
evidence we have to rely on is limited. Out of 2404 treatments reviewed
in medical care, 15% were found to be beneficial and 47% to have not
been adequately tested.

EXTERNAL | -aif—— INTERNAL
Pharmaceuticals Meaning and purpose
Botanicals/supplements Perception of stress
Acupuncture Emotions/hope
Body work Motivation for behavior change

PHYSICAL | < | NONPHYSICAL

FIG. 3.4 Dynamic Interplay Between the Physical and Nonphysical Influences on
Health and Disease.

It is expensive and time and labor intensive to conduct meaningful
research, and the therapies that have the best quality of evidence are
often those therapies that have the greatest potential for economic gain.
Unfortunately, little economic incentive exists to promote therapies that
result in healing in our current health care model. You will not see
representatives from the wood and paper industry promoting the use of
pencils and paper to support the health benefits of journaling on asthma
and rheumatoid arthritis despite the evidence showing benefit.2 The
responsibility falls to the academic institutions and the government to
provide funding to research all potential therapies despite their lack of
economic rewards.

3. What is the potential harm? It can be dangerous if we look only at the
evidence for the benefits of any given therapy without also considering
the evidence for potential harm. For example, in the 1950s, evidence
showed that diethylstilbestrol prevented miscarriages; however, the
potential harm to the unborn fetus was not taken into consideration until
after many lives were affected. In addition, evidence initially indicated
that flecainide improved arrhythmias observed on electrocardiography
in cases of supraventricular tachycardia; however, subsequent research
demonstrated that flecainide can also increase mortality.® The integrative



medicine practitioner first considers the least harmful, least invasive
therapies before moving on to more invasive therapies. As a result, it is
imperative that we continue to research not only the potential benefits
but also the potential harms of the therapies we prescribe. Because of the
potential risks associated with many extrinsic medical therapies (e.g.,
medications and surgeries), we should first encourage healthy lifestyle
changes with the least risk (e.g., nutrition, stress-reduction, exercise,
spiritual connection, etc.). This can lead to fewer high—risk interventions,
thereby resulting in overall harm reduction. For this reason, this text
includes an icon that weighs the evidence of benefit against the evidence
of harm to help guide the clinician.

4. What is the cost?

One of the first duties of the physician is to educate the masses not to take
medicine.

Sir William Osler

Complementary therapies are generally low tech and low cost and
reduce the need for more expensive interventions. Users of CAM report
that their use of prescription drugs and conventional therapies
decreases.® When CAM was combined with biomedicine, one study
showed a reduction of pharmaceutical use by 51.8%, a decrease in
outpatient surgeries and procedures use by 43.2%, and a reduction of
hospital admissions by 43% .2

Incorporating mind-body stress reduction techniques into the
treatment of 4452 subjects enrolled in the Relaxation Response Resiliency
Program compared to a cohort of controls that did not receive this
training showed that the program participants had a 43% reduction in
billable medical encounters, reducing costs by $2360 per patient per
year.®

Another study randomized participants to three groups: a wait list
control, an 8-week exercise program, or an 8-week mindfulness program
to see if this training would reduce the incidence and cost of upper
respiratory illness. The cost of care related to upper respiratory illness
per group member was $214 for the wait list control, $136 for the exercise
program, and $65 for the mindfulness meditation program.®* In addition,
as far back as the 1980s, Dean Ornish et al.¥Z showed how coronary heart
disease can be reversed by incorporating lifestyle changes, including
nutrition, exercise, stress management, group psychosocial support, and
smoking cessation.



Much of the economic incentive for physicians in the United States is
fixated on acute care management and driven by relative unit value
(RVU), with little incentive for lifestyle education and prevention that
would reduce the need for expensive medications and procedures. These
studies are examples of how an integrative approach can result not only
in self-healing but also in economic savings in morbidity, mortality, and
the money needed to treat them. The implementation of lifestyle
modification and prevention medicine has the potential for tremendous
cost savings and improved quality of care.

5. Does the therapy match the patient’s culture and belief system? In
our conventional medical system, we have traditionally pulled patients
into our paradigm of thought and have told them what they need. This
method is often necessary for acute illness; however, we will be more
effective if we offer treatment plans that better match patients” belief
systems for chronic conditions that have no “easy” answer (see Chapter
4). In this way, we can activate the internal healing response, a process
that we know as the placebo effect. Instead of brushing this off as a
nuisance, the talented clinician will use it to enhance healing. Being able
to integrate various methods of healing from different cultures can
enable the clinician to better match the therapy to the individual. The art
of medicine may lie in the clinician’s ability to activate this response
without deception. We should give patients what they need before we
give them what we know.

Steps to Enhance the Healing Encounter
Creating Salutogenesis-Oriented Sessions

A healing encounter can be created in a brief 5-minute interaction or
during an hour-long discussion. To serve the complexity of health and
healing most effectively, however, practitioners need to protect time in
their schedules to create the space for a healing ritual (i.e., the
salutogenesis-oriented session, SOS).2# Any health care clinic can create
an SOS that stacks the deck in favor of the healing encounter. The
following subsections describe key ingredients that will help create a
healing environment for this approach to unfold and be sustainable.

Protect Time in Your Schedule
Reserve time in your weekly work schedule for SOS appointments. Some



practitioners may schedule these as they would a yearly physical; others
may protect a half-day a week focused only on these sessions. Many
integrative medicine consultative clinics work in this way. Each session
should be scheduled for at least 40 minutes, and patients should be
encouraged to arrive 15 minutes before their appointments to allow as
much face-to-face time as possible with the clinician.

Create Space

Consider redecorating an existing examination room to give the feeling
that you are in a special and comforting place. Incorporate soft colors and
fabric, and limit sterile and cold medical equipment when possible. If
you are unable to do this, simply introduce an element of nature, such as
a flower, plant, or water fountain.

Create Patient Expectations

Let the patient know that these sessions are intended to allow time for
exploring deeper issues that may help facilitate salutogenesis. A typical
scenario for creating expectation may be something like the following:

“We have ruled out a physical cause for your headaches, and no evidence
indicates a tumor. We do not have time scheduled today, but I would like
you to come back on a Wednesday morning when I have set aside time for a
session that will allow us more time to explore other aspects of life that can
have a significant impact on your physical health and symptoms. I want to
understand more clearly what may be going on in your life that may be
influencing the amount of pain, fatigue, and sleep problems you have been
experiencing. Often, in these sessions, we find common underlying causes
that may help us get at the root of many of your symptoms.”

Offer Support

Relationship-centered care is based on trust and support. An SOS can
result in the emergence of past traumas or events that must be supported
and processed further. Often, we may need to collaborate with a
psychologist to help understand how we can help patients heal from
these events. We should not create an environment in which this
information comes out and then not offer support and guidance on how
to process it. This represents abandonment and can turn an SOS into a



pathogenesis-oriented session. Interprofessional collaborative care allows
healing to occur within a team that can support it.

Code Appropriately

We need to make sure that our time is appropriately coded so these
sessions can be incorporated into clinical care as an important factor. The
hope is that the medical system will eventually recognize the cost-saving
potential of an SOS. As we explore the root of how the body self-heals,
we may need fewer costly interventions. As the cost of disease-focused
care escalates, this approach will gain more acceptance.

You need 45 minutes of face-to-face time to bill a “99204” (new patient)
or 40 minutes for a “99215” (established patient). Be sure to document the
amount of time spent and include that “greater than 50% of time was
spent counseling and /or coordinating care.” This needs to be included if
you are billing based on time spent with the patient. If you document
only total time and not the percentage of time spent counseling and
coordinating care, then you must document the required components of
the history, examination, and medical decision making per usual.

For integrative medicine consultations, the code is “99244” for a 60-
minute and “99245” for an 80-minute consult appointment. Be sure to
document the practitioner who referred the patient for consultation.

Conclusion

Pausing to be present before proceeding with an action plan for health is
a simple task that, if practiced, can help two people efficiently find a
healing path within a dynamic and complex setting. Ideally, the visit
itself is therapeutic, even before something is prescribed. Communication
between clinician and patient gives the patient perspective and support
that encourages both parties to pause, learn from symptoms, and
proceed toward a better place together.

The meeting of two personalities is like the contact of two chemical
substances; if there is any reaction, both are transformed.

Carl Jung

Therapeutic Review



e Self-reflect to learn of your own implicit biases so these unconscious
beliefs become conscious and do not interfere with your goal of
facilitating health in another.

e Pause before crossing the threshold of the clinic room to clear your
own clutter so the clinical stool becomes your meditation cushion
where you focus on one thing well, the person in front of you.

* Practice compassion, realizing that in serving others you serve
yourself.

e Be fully present and mindfully aware, creating insight into the
individual’s authentic needs.

e Proceed towards action that you both agree will bring focus to a
healing path.
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CHAPTER 4

The Whole Health Process

David Rakel, MD, ]. Adam Rindfleisch, MPhil, MD, and Tracy Gaudet, MD

We can’t solve problems by using the same kind of thinking we used when
we created them.

Albert Einstein

Value Over Volume

As health care spending in the US surpasses three trillion dollars a year,
there is a push to shift the focus of health care delivery away from
volume and toward increased value by improving quality at less cost.
This “Value over Volume” approach is quickly changing reimbursement
models and encouraging health care systems to create new models of
care.

This evolution honors the advances achieved using the biomedical
model while at the same time enhancing it with a much needed
transition away from a reactive, disease-centric approach toward one that
prioritizes improving health outcomes. New approaches place greater
importance on patient engagement, highlight health promotion, and
place care within the context of each individual.

One of the most important ways to enhance value is to strategically
tailor health care resources according to the context of each person’s life.
Ongoing, relationship-centered care allows the clinician to understand
what sort of person has a disease (to paraphrase Osler) instead of simply
focusing on what disease the person has. This context helps explain why
there is a predicted 15-fold return on investment when health systems
have a strong primary care foundation.?



Patient-Defined Goals

To improve health outcomes, goals that drive clinical care must arise
from the individual or community that is served. This structure requires
that we work beyond the traditional biomedical model that has been
directed by physician-dominated dialogue.

Research on contextual errors has shown that even when clinicians are
told by a patient that “I can’t afford my asthma medication,” 50% of
physicians will prescribe it anyway.?4 Often the clinician will “do the
right thing” according to the evidence protocol for a condition that is
concrete instead of working the evidence into the context of someone’s
real life, which is more complex than general guidelines can
accommodate (Table 4.1).

A better balance is needed to combine the scientific, biomedical model
by artfully adapting it to be as relevant and useful as possible to the
person being treated.? Doing so will ensure patient adherence to a plan of
care that emphasizes what is needed most to change behavior over time.
Ideally, this approach recruits the self-healing mechanisms possessed by
all living beings. When the self-healing potential is tapped, there will be
less need for costly and potentially harmful interventions, be they
pharmaceuticals, surgery, or acupuncture needles. How is this value
most efficiently obtained? We start by asking each patient to explore
what matters to them most and then to define his or her own health
goals.

Organizing resources around patients’ self-defined health goals is the
most efficient way to motivate sustainable behavior change. These goals
are those most relevant within the context of people’s lives, so they are
much more likely to foster patient engagement and adherence to the plan
of care. This approach shifts our focus from asking, “what’s the matter
with you” to “what matters to you.”

Innovative Health Systems

After more than 50 years of treatment by the Indian Health Services,
more than 60,000 Alaska Native and American Indians living in
Southcentral Alaska became the owners of their own health care system,
the Southcentral Alaska Foundation. Known as the Nuka System of
Care,? the system focuses on establishing long-term, trusting, accountable
relationships built upon a shared-decision model where the patient’s



health goals are primary.Z# After implementation in 1999, urgent care
and emergency department use decreased by 40%, specialist use
decreased by 50%, and hospitalization days decreased by 30%.2 Blood
sugar and blood pressure control improved,X? and customer satisfaction
data showed that 91% of customer-owners rated their care as
“favorable.”? In this model, patients and their families are the principal
drivers of health, which has reduced dependence on the health system
(Fig. 4.1).

The Nuka strategy resulted in significant improvements in the health
of a population that was at high risk for disease. A similar high-risk
population is American Veterans. A conventional biomedical model that
places the patient in a passive role as they receive treatments for
symptoms and disease states does not serve Veterans (or other
Americans) well. Such a model risks the potential harm of polypharmacy
while not recruiting the person’s active participation in their health.!! In
2012, The Office of Patient-Centered Care and Cultural Transformation
(OPCCCT) was created to bring needed change to the largest health care
system in the US, The Veterans Health Administration (VHA). Directed
by one of the coauthors, Tracy Gaudet, the OPCCCT is leading the
charge towards a shift in health care delivery. The VHA has declared that
its primary strategic priority is “to provide personalized, proactive,
patient-driven health care to Veterans, and engages and inspires
Veterans to their highest possible level of health and well-being.”22 This

model moves beyond the traditional health assessment, as is highlighted
in Table 4.2.

TABLE 4.1
Patient-Defined Goals

Volume (Biomedical Value (Health Outcomes
Model) Model)

Concrete Context

Reductionistic Holistic

Data and science Poetry and the arts

More things Less things

Projection of science’s Internal motivation for change
“truth”

Requires compliance Self-sustaining




- Patient, family, community
— Health care system

Control

(N

Low Acuity High

FIG. 4.1 The Alaska Native Health Care model moved the column to the
left, reducing dependence on high-cost medical interventions by increasing
the control of the patient, their family, and community. This change resulted
in better health and fewer acute health care needs. (From Rakel DP, Jonas WB:

The patient-centered medical home. In Rakel RE, Rakel DP, editors: Textbook of family

medicine, ed 9, Philadelphia, 2016, Elsevier, pp 17-24.) 2

The Circle of Health

The diagram “Components of Proactive Health and Well-Being,” known
more informally as the “Circle of Health,” is featured in Fig. 4.2. This
elegant framework focuses attention on “Me,” the individual, who is
placed at the center. Moving outward from the center, “mindful
awareness”—paying attention to one’s thoughts and patterns—is the
next circle. Next is the light blue circle, which encompasses eight smaller
circles, the “Circles of Proactive Self-Care.” Here, after we see that the
central focus is on the individual and on what a person can do for self-
care, does the diagram then draw in the navy blue “Professional Care”
circle, which incorporates prevention, conventional therapy, and
complementary approaches—all the aspects of care that involve other
people besides oneself. The outermost circle, “Community,”
encompasses the entire circle, emphasizing that while self-care is
fundamental, no one has to seek health alone. The person at the center of



the circle is the captain of a team of people who all value that person’s
well-being at many different levels.

TABLE 4.2
Models of Care

Traditional Medical Assessment = Whole Health Process

Chief complaint Engage patient’s meaning

History of present illness Personalized health assessment

Family and social history Patient-defined goals

Physical exam Professional expertise and alignment

Diagnostic tests and imaging Interdisciplinary team support

Assessment with appropriate Personalized health plan

coding

Therapeutic plan Tracking outcomes and goal
achievement

Both these models are valuable, but the Whole Health Process will add more value.

Personalized, Proactive, Patient-Driven Care

A personalized process recognizes that every human being has a unique
story that puts any therapy into the context of their lives. For example, 20
people with hypertension may have 20 different therapeutic plans to
lower blood pressure. One person may need to change diet, while
another may need to address stress. A personalized health plan is more
likely to promote long-term health, as each individual’s main health
needs are explored.

A proactive approach encourages recognition of health risks and seeks
to proactively minimize them. It supports each human being’s powerful,
innate self-healing process, attempting to mobilize it rather than just
suppress symptoms.

Patient-driven care requires that the locus of control be given to each
individual. Clinicians assist patients with recruiting the most appropriate
professionals needed for their individual success. All healing is self-
healing, and the Whole Health process empowers people to find their
particular paths to self healing. They are placed in charge of their own
health destiny.

Three Questions

The Whole Health process can be challenging to incorporate, as it



suggests a shift in focus that is unfamiliar to both clinicians and patients.
Several key questions can be asked to initiate the Whole Health
encounter, but the first question below is perhaps the most important
and the most challenging. If framed correctly, it can connect people to
their personal meaning, getting to the heart of a personalized, proactive,
and patient-driven approach. The first question is at the center of the Fig.
4.2, the mindful awareness of ME.

0 O

FIG. 4.2 Circle of Health.

Question #1, What?



What Gives Your Life Meaning?

This question can be asked in a number of different ways, but the goal of
the question is to connect the individual to what is most important.
Without this connection, even a health goal that is defined by the
individual will most likely be unsustainable. This deeper exploration
helps to discover the underlying motivational driver that can allow for
sustainable healthy behaviors.2* For example, a smoker whose clinician
informs them of the evidence linking smoking to increased risk of cancer,
heart disease, and death is much less likely to change their behavior than
the person who wants to stop smoking because the daughter they love
recently developed asthma. The hemoglobin (Hgb) Alc test may just be
an abstract idea, while the fear of losing one’s eyesight or requiring
dialysis may be much more real. Eliciting emotional reasons for change is
much more effective than recruiting cognitive reasoning.

Experience in asking this question has provided valuable lessons.
Many people initially may not understand the question or may say, “I
don’t know, you're the doctor, you tell me.” Providing context before
asking the question can help with comprehension. Consider the
following script:

In our clinic we are shifting focus from what is wrong with you to a process
that helps us understand what you want your health for. This way we can
use the resources of the health system to help you live your fullest life.
Achieving health is much more about what you do than what you take. I
want to know what matters most to you, because this will help us both
know where to invest our time and energy to help you get where you want
fo go.



What matters 1o you?
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| Diabetes mgmt.
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FIG. 4.3 Aligning our work with what matters to the individual empowers
them to be a proactive participant in care. Such patient involvement is the
most important factor in sustaining healthy outcomes. Treating one disease
at a time (e.g., diabetes management) is disconnected from the larger
whole. T.S. Eliot describes the bottom graphic well in his introduction to
Dante’s Inferno: “The definition of hell is a place where nothing connects
with nothing.”

If the response is, “I want to be healthy,” explore further, as in the
following sample dialog:

“If you were healthy, what would your life look like?”
“I would be able to travel and spend time with my wife and kids.”

“What will you need to be able to travel and connect to your wife and
kids?”

“I need to get this arthritis pain under better control.”

“That’s a great health goal! I am going to put down in your chart that your



health goal is that you want to travel and spend time with your wife and
kids.”

The process of asking this question is as important as the answer. The
focus of the office visit changes from a superficial conversation to a place
of deeper meaning that is rewarding and energizing for both the clinician
and the patient. Such interaction enhances the therapeutic relationship
while directing care towards value because the action that follows the
question will have significant downstream health effects. This first
question invites the patient to begin exploring what is most meaningful
to them and is a powerful first domino that drives positive health
outcomes (Fig. 4.3). Surprisingly, the data show that such interaction
does not require more time and, more importantly, changes the type of
conversation we are having with our patients.? It is important to
recognize that this question is deep, and to truly explore it will take time
and iterations. Typically, people begin to reflect on such matters when
they are in health crisis, facing cancer or recovering from a heart attack.
To explore this issue before such an event is a great opportunity but also
a significant shift. This exploration can be further supported by self-
reflection tools or group approaches outside of the clinical encounter.

Other Versions of Question 1 Include

What really matters to you?

For what do you want your health?

Why do you want to be healthy or improve your health?

What is a health goal that will help you connect to what is most
meaningful in your life?

Question #2, Where?
Where Do You Need to Start to Achieve Your Health Goal?

This question allows the patient to self-reflect and to prioritize which
area of self-care depicted by the light blue circles in Fig. 4.2 are of highest
priority. Each of the eight circles incorporate the foundational
ingredients that facilitate the proactive, self-healing mechanisms within
each individual.

A script that one may use to ask question #2 could go something like
this:



These eight circles include key ingredients that are important in the health
of any human being. What they all have in common is that they are linked
to self-care. That is, they are things that you can work on yourself, though
we will be sure to talk about who can support you with them along the way.
Point to one or two areas that you feel you need to work on most to achieve
your health goal.

Ideally, the savvy information technology (IT) team of the health
system would populate each of the circles with available community
resources relevant to the patient’s health goal. For example, the “Food
and Drink” circle would include resources on how to access a nutrition
consultant, healthy cooking classes, or mindful eating classes.

To continue the previous scenario:

The patient whose health goal is to travel and spend time with his wife and
kids points to “Working Your Body” and “Personal Development” as the
two areas that he feels need the most attention. He wants to move his body
more since he feels his arthritis is leading to a sedentary lifestyle. He also
wants to make sure he can afford the travel that he is looking forward to
with his loved ones, so he wants to add money to his retirement plan at
work. For that reason, he wants to get a promotion.

Question #3, Who?

Who Do You Need to Support You in Achieving Your Health

Goal?

This question recruits the most appropriate professionals, family
members, friends, or community resources needed to support
achievement of the health goal. The Whole Health process identifies the
interdisciplinary team that will offer support and guidance with the next
steps of the process. This team is linked to the outer two rings in the
Circle of Health (see Fig. 4.2). The Whole Health approach stresses the
importance of creating a team that will help the individual succeed in
achieving his or her goals.

A script for question #3 could go something like this:

Now we need to recruit services or individuals to help you achieve your



health goal. Who do you feel will be most important in helping you be
successful?

To use the military metaphor, we ask the Veteran what is their mission
for health, where do they need the most support, and who do we need to
recruit to ensure a successful outcome?

In the case of the man whose health goal is to travel and spend time with his
wife and kids, we recruit an acupuncturist to help improve the pain and
function of his knees. We refer him to physical therapy to increase his
strength and improve his mobility. Finally, we recommend that he connect
to human resources at work to improve his chances of getting a better-
paying job that was posted recently. This Whole Health process is directed
and organized by his primary health care team in the patient-centered
medical home, but he, the patient, has been consistently directing the
process.

Case Scenario: Mt. Kilimanjaro

A 48-year-old female veteran named Betty visited her physician every 3
to 4 months to monitor her type II diabetes. She would often feel
frustrated because she never felt good enough. She would hear that she
needed to lose more weight and improve her nutrition to get her Hgb
A1C and low-density lipoprotein (LDL) cholesterol under better
control. She soon became frustrated with how many medicines she was
asked to take.

After a period of self-reflection, she realized that she wanted the
resources of the VA medical system to help her achieve what she
wanted to work towards. She had a personal goal of climbing to the top
of Mt. Kilimanjaro by her 50th birthday. So the next time she visited her
doctor, she told him of this goal. He was resistant initially, but was
eventually swayed to refocus attention not just on her Hgb A1C levels
but towards helping her achieve her health goal, that which connected
her to meaning.

Betty’s health care team now consisted of the professionals she
needed to help her achieve her goal, including a nutritionist, physical



therapist, and a health psychologist; her primary care physician
organized her care. In her 50th year, she made it to the top of Mt.
Kilimanjaro. Betty was happy to have reached her health goal, and
Betty’s team shared in the joy of her success. Everyone was energized,
as the focus of work was on connecting to meaning, not only for the
patient but for that of the whole medical team. Not surprisingly, Betty’s
Hgb A1C and LDL cholesterol improved as a side effect.

Developing the Personal Health Plan

Whole Health has been introduced to dozens of VA facilities since 2013.
Different facilities have experimented with innovative approaches to
making care more personalized, proactive, and patient driven. One of the
questions that frequently comes up is, “But how do I apply this model to
the real world of practice? I have time constraints, I have to be sure I
always ask about things like tobacco use and safety at home. How can I
possibly fit more in?” Many clinicians find it helpful to keep a few key
pointers in mind as they begin to do Personal Health Planning under the
Whole Health model.

No clinician writes the health plan alone. We have been indoctrinated
with the idea that care happens in a one-to-one interaction, with the
clinician—often a physician—taking responsibility for the plan. This
approach can be effective on its own but is enhanced by a team approach.
There are clinics in which the entire team collaborates on health
planning, from the receptionist who provides the intake forms (the VA
has created a “Personal Health Inventory,” see the following Key Web
Resources) to the nurse who reviews the inventory with them and the
psychologist and social workers who are integrated into the team to help
with various aspects of follow up and support. Health coaches can also
be invaluable to the process.

Much of the foundation for the personalized health plan can be done
outside of the clinic, allowing more time and support to reflect on one’s
life. The VA has created a 9-week Whole Health program in which
facilitators are trained to lead the group and guide Veterans through the
Circle of Health. Through this process, the Veteran creates the
foundation of their overarching personal health plan, and interactions
with their providers in the clinical setting can be much more streamlined.

Health plans take many forms. A health plan may be as simple as a
one-item recommendation. “Bob, it sounds like you are up for switching



over to sparkling water between now and our next visit, what do you
think?” If this is all Bob is up for, it is best not to hit him with more than
he can handle. Another person may be just the opposite. Some people
love to have multiple items on a to-do-list to follow. Remember, though,
that they should be coauthors of that list!

Health plans are built on continuity and follow up. No one expects you
to cover every issue during a single visit. Everyone who interacts with
the person can help with the plan, tweaking it as appropriate. Focusing
on question one helps to clear the clutter of the crowded problem list,
allowing the team to focus on what matters most. A useful question may
be, if we focused on one thing that would help all your other problems get better
as a side effect, what would that one thing be?

Believe it or not, this approach saves time. People who adopt it find
that not only does their work feel much more gratifying, but they are also
more efficient. Time and energy are saved by asking someone what they
think is going to help them the most. The question “What are you willing
to do today to make your health better?” can write the health plan itself.

You, as the clinician, also have a place at the center. One of the most
powerful ways to understand this process is to apply it to your own life.
Clinician self-care matters. You may find that you learn a great deal by
applying this entire process to your own individualized care needs. For
what do you want your health? And you might just find that this process
gives you a kick-start that reconnects you to meaning in your work.

Four-Step Process for Health Planning

Largely due to the efforts of the VA facilities in the Boston area, a
pragmatic process for health planning has been developed.2 This process
involves four steps, which may not all happen at once:

1. Assessment. Gathering information—and doing it in a different way—
is critical. Yes, if the patient is being seen for a specific concern, you
should have that in mind. Rarely, someone will not want you to use this
approach; fair enough—respecting their choice is a way to personalize
care. However, if they are willing, asking the three questions listed above
can be an excellent way of doing an assessment.

2. Shared goal setting. In health professions training, we learn about how
to interview people. One of the issues that arises during such training is
agenda setting. Remember, you do not give up your own priorities for the
visit. Rather, you weave them into the overall process. For our example
patient previously, the clinician may have the goal of bringing down the



patient’s heart disease risk. The items noted in the health plan, such as a
potential reduction in financial stress by attaining a better-paying job, are
useful for this process.

3. Health planning. Health planning is the step in which the clinician and
patient work together to talk about what they will do. Patients often have
great ideas already—just ask. Clinicians should bring up their own ideas
as well. Remember, for a plan to be successful, you have to have their
buy-in. Now is the time for you to decide whether you do have their buy-
in and how to increase it.

4. Skill-building and support. Health planning does not end when the
patient leaves the room. It is incumbent upon the health care team to
provide guidance to the person seeking care. What skills do they need to
have? Does someone teach them a mind-body approach? Do they need
help signing up to do volunteer work? Is there a meditation practice you
would like them to try? Providing the information and connections they
need is important. As is the case with any clinical visit, you also need be
very clear in stating what steps will follow. When will they see you
again? When will they follow up with other members of the team? The
quest for health is lifelong, and you can show them possible routes that
they can follow along the way.

The Value of the Whole Health Process

The Whole Health process incorporates key ingredients that promote
sustainable health outcomes, as shown in Figs. 4.2 and 4.3. Patients sit in
the driver’s seat and clarify, with support, which areas are most
important to them. This process is not only empowering but also
activates their innate capacity to heal, tapping into the wisdom within
each of us.

The value of this approach has become increasingly clear through
recent research. For example, many people choose “Power of the Mind”
as an area of focus on the Circle of Health because of the high levels of
perceived stress in their lives. Self-care in this area can result in
significant cost savings. In a 2015 study, 4452 subjects were taught mind-
body skills to reduce stress and build resiliency. After following this
cohort for 4.2 years, those who completed the training had a 43% overall
reduction in the use of health-related care than did the 13,149 controls.
Clinical encounters decreased by 41.9%, lab encounters dropped by
43.5%, and procedures were decreased by 21.4%.1 In another study
investigating the incidence and cost of treatment for upper respiratory



illness, those who were taught mindfulness had a 70% lower cost
($65 per meditator vs $214 per control) than did untreated controls.¥

The Diabetes Prevention Trial confirmed the value of healthy lifestyle
choices, noting they were not only more effective clinically in reducing
the incidence of progression to diabetes when compared to metformin!®
but were also more cost effective.l? Avoiding smoking, moving the body,
improving nutrition, maintaining a healthy body weight, and limiting
excessive alcohol use dramatically improved the cost effectiveness.
Practicing these lifestyle behaviors was shown to decrease the incidence
of coronary events by 83% in 84,129 women followed in the Nurse’s
Health Study®# and by 79% in 20,721 Swedish men followed for 11
years.Z These key determinants of health were also associated with living
14 years longer in 20,244 people followed in the EPIC-Norfolk Study.%
The Whole Health approach allows us to link meaning to action so that
those we serve are more likely to incorporate these powerful behaviors
into their own lives.

What one does is much more effective than what one takes. Value is
added when we are able to encourage and support personalized,
proactive, patient-driven care. The Whole Health approach is a powerful
and innovative way to achieve value by valuing what matters to the
people who seek our care.
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CHAPTER 5

Depression

Craig Schneider, MD, and Theodore Wissink, MD

Centers for Disease Control and Prevention surveys indicate that nearly 1
in 10 residents of the United States who is 18 years old or older has a
depressive disorder.! Annual prevalence rates in patients with chronic
disease are about 25%.2 In fact, depression is one of the chronic
conditions for which alternative therapies are most frequently used.? This
statistic is not surprising considering that pharmaceutical antidepressant
medications are not as effective as once believed for many patients with
less severe forms of depression. Many people seen in primary care
settings fall under the DSM-5 category “persistent depressive disorder.”
The Patient Health Questionnaire-2 (PHQ-2) can be used for screening,?
and the longer Patient Health Questionnaire (PHQ-9) (see Key Web
Resources, later) can be used both for diagnosis and tracking of
depression treatment outcomes in the primary care setting.® Clinicians
should discuss the spectrum of treatment options including
antidepressant medications and / or psychotherapy and integrative
medicine treatments.”

Pathophysiology

The pathophysiology of depression is not fully understood. The stress—
diathesis model of illness emphasizes that significant emotional, social,
and environmental antecedents such as the loss of a family member or a
romantic or professional disappointment, as well as genetic and acquired
vulnerabilities, are clearly involved. Significant stressors appear to be
more frequently involved with initial episodes. In recurrent depression,
vulnerability appears to increase as episodes become less and less related
to stress and more autonomous in a process known as kindling.£? With
repeated episodes of illness (kindling), central nervous system



dysfunction increases, as manifested by hypercortisolemia, decreased
slow-wave (restful) sleep, and increased rapid eye movement (arousing)
sleep and disruption of neuroplasticity.X Inflammation is now
considered another important mediator. High levels of inflammatory
biomarkers are found in depressed patients and improve as symptoms
resolve.! The biochemical impact of depression may be stored in neurons
through changes in the activity of gene transcription factors and
neuronal growth factors.22 A common final pathway is the biochemical
imbalance of biogenic amines or neurotransmitters (e.g., serotonin,
norepinephrine, gamma-aminobutyric acid [GABA], and dopamine) and
their relationships with their respective receptors in the brain. Potential
effects on neurotransmitters include impaired synthesis, increased
breakdown, and increased pump uptake, with consequent alterations in
neurotransmitter levels. This increasingly sophisticated understanding of
the underpinnings of depression may one day lead to improved
treatment, but for now pharmaceutical approaches to treating depression
involve correction of altered neurotransmitter levels and of
neurotransmitter receptor interactions.

Integrative Therapy

Exercise as Medicine

More than 1000 trials have examined the relationship between exercise
and depression, and most have demonstrated an inverse relationship
between them .24 Physical activity may also prevent the initial onset of
depression.221¢

Regularly performed exercise is as effective an antidepressant as
psychotherapy or pharmaceutical approaches.22172 Well-designed
studies also support that exercise combined with pharmacologic
treatment is superior to either alone, but exercise appears to be superior
in maintaining therapeutic benefit and preventing recurrence of
depression.Z22 Evidence provides some support for the use of exercise. A
recent Cochrane review (updated from 2009) included 32 studies
(n=1858) involving exercise for the treatment of researcher-defined
depression. From these studies, 28 randomized controlled trials (RCT's)
(n=1101) were included in a meta-analysis revealing a moderate to large
effect in favor of exercise over standard treatment or control. However,
only four trials (n=326) with adequate allocation concealment, blinding,
and ITT analysis were found, resulting in a more modest effect size in



favor of exercise. Pooled data from seven trials (n=373) with long-term
follow-up data also found a small clinical effect in favor of exercise.® The
additional benefits that may be attained by patients who exercise,
including increased self-esteem, increased level of fitness, and reduced
risk of relapse, make exercise an ideal intervention for patients suffering
from depression.

Both aerobic and anaerobic activities are effective.l22234 Regardless of
the type of exercise, the total energy expenditure appears more
important than the number of times a week a person exercises, and high-
energy exercises are superior to low-energy exercises.

Exercise to Prevent Pregnancy-Related
Depression

According to recommendations from both the American College of
Obstetricians and Gynecologists and the Royal College of Obstetricians
and Gynaecologists, pregnant women without medical contraindications
should engage in regular aerobic and strength-conditioning exercise
during the perinatal period.Z2 A study of prenatal aerobic exercise in
women without depression has shown that exercise or physical activity
was associated with fewer depressive symptoms in pregnancy.? Few
controlled studies have evaluated the effectiveness of exercise as a
treatment for postpartum depression. Two RCTs comparing a 12-week
intervention of exercise to a control situation in postnatal depression
symptoms demonstrated a significantly greater reduction in these
symptoms with exercise as compared to controls.2¥ Based on this small
number of studies, we recommend the following for the general health of
perinatal patients: 30 minutes of exercise per day, most days of the week,
in the absence of either medical or obstetric complications and after
consultation with a physician.

Exactly why exercise relieves or prevents depression is not
understood. Although exercise may increase levels of serotonin,
norepinephrine, and endorphins, its benefits have been reported even
when naloxone is administered to block endorphins. Exercise may also
increase nerve cell growth in the area of brain that modulates mood,
similar to pharmaceuticals.3>3

Exercise is inexpensive, has proven benefits beyond the treatment of
depression, has a low occurrence of side effects, and is available to
everyone. The appropriate exercise prescription depends on the specific
patient’s health, motivation, level of fitness, and interests (see Chapter 91,




Writing an Exercise Prescription). For more seriously depressed patients
and those with 51gn1f1cant psychomotor retardation, the exercise reglmen
should be started as adjunct therapy.

Write an exercise prescription for all patients; tailor the type of exercise
to something the patient enjoys, whether aerobic or anaerobic.

Nutrition
Caffeine and Simple Sugars

Cross-national epidemiologic studies suggest a correlation between
sugar intake and rates of major depressive disorders.’ Examination of
the diets of people suffering from depression reveals increased
consumption of sucrose compared with the general population.® A small
cohort trial found that eliminating refined sucrose and caffeine from the
diets of people experiencing unexplained depression resulted in
improvements by 1 week, and symptoms worsened when patients were
challenged with these substances but not with placebo.?? However,
protective effects in women of drinking 2 to 5 cups of coffee daily have
been demonstrated,* and an inverse relationship appears to exist
between daily tea drinking and depression.! At this point, no clear cause
and effect has been demonstrated.

Dietary Patterns

Prospective data suggest a protective effect of a whole foods traditional
diet (vegetables, fruit, beef, lamb, fish, and whole grains) or
Mediterranean-style diet (omega-3 fatty acids [from fish],
monounsaturated fatty acids [from olive oil], and natural folate and other
B vitamins [from legumes, fruit and nuts, and vegetables]) versus a
Western-style diet (high levels of energy, saturated fats, and refined
sugar, as well as fried and highly processed foods)®# across a number of
populations (British, Australian, Spanish, Korean) after adjusting for
potential confounders.£# At this point, no large, high-quality clinical
trials have been published supporting the use of diet for treating
depression (although one is underway),¥ but the evolving understanding
of the underpinnings of depression, including inflammation, suggest a



rationale for dietary manipulation in treatment.

Alcohol

A systematic review confirmed that alcohol-related problems are more
common in depressed individuals than in the general population and are
associated with worse outcomes.# Although consumption of alcohol
transiently increases the turnover of serotonin, the long-term result is
diminished levels of serotonin and catecholamines.? Elimination of
alcohol intake appeared to reduce depressive symptoms in a number of
studies.2 Because of the safety, potential health benefits in other areas,
and low cost of this intervention, limiting alcohol consumption is
warranted.

Recommend that patients adhere to a traditional or Mediterranean
dietary pattern and limit sugar and alcohol consumption.

Omega-3 Fatty Acids

Epidemiologic data suggest that a deficiency of omega-3 fatty acids or an
imbalance in the ratio of omega-6 and omega-3 fatty acids correlates
positively with increased rates of depression.? Because dietary
polyunsaturated fatty acids and cholesterol are the major determinants of
membrane fluidity in synaptic membranes involved in the synthesis,
binding, and uptake of neurotransmitters, it is hypothesized that
alterations may lead to abnormalities contributing to increased rates of
depression.! Although the current evidence does not support using
omega-3 fatty acids as monotherapy to treat depression,? small, well-
designed studies support the use of omega-3 fatty acids as adjuncts to
conventional antidepressant therapy.22* Preliminary evidence also
suggests that children with depression and women with depression
during pregnancy may benefit from supplementation with omega-3 fatty
acids.22¢

A recent meta-analysis suggests omega-3 supplements containing 60%
or more eicosapentaenoic acid (EPA), with a ceiling of 2000 mg of EPA in
excess of docosahexaenoic acid (DHA), appears to be most effective.”
Consumption of two or three servings each week of smaller cold-water
fish (herring, mackerel, wild salmon, sardine) may be comparable. One



caveat to consider is the issue of heavy metal and pesticide
contamination of available seafood and supplemental fatty acids. Larger
fish and some farmed fish may bioconcentrate toxins, including mercury
and polychlorinated biphenyls. Vegetarian alternatives to consider
include flaxseed oil or ground flaxseed meal (2 tablespoons daily) and a
small handful of walnuts each day, but these substances have not been
studied with respect to depression (see Chapter 88, The
Antiinflammatory Diet).

The role of docosahexaenoic acid is generally more structural
(important for brain and retina development), while that of
eicosapentaenoic acid is generally more functional (improves
communication across cell membranes).

Dietary Supplements
Vitamin D

Epidemiological evidence shows that Vitamin D deficiency is associated
with an 8% to 14% increase in depression.®* However, causality and
efficacy of supplementation remain controversial awaiting confirmation
by systematic review and meta-analysis. These reviews have produced
conflicting results but include studies with many different designs and
flaws (e.g., ineffective interventions that failed to increase or actually
decreased 250HD [25-hydroxy vitamin D] levels or failed to measure a
baseline 250HD level). A recent meta-analysis that included only studies
without such flaws found a statically significant effect of vitamin D
supplementation on depression scores, comparable to the magnitude of
the effect of typical antidepressant medications.® These results are
promising, but clearly, more studies are needed to make a more
definitive statement on the effectiveness of Vitamin D supplementation
on depression.

B Vitamins

Folic acid and vitamin B, are intimately linked with the synthesis of S-
adenosylmethionine (SAMe), and each functions as a methyl donor,
carrying and donating methyl groups to a variety of brain chemicals,



including neurotransmitters. Although large-scale clinical studies are
lacking, a trial of a B-complex vitamin is advisable, particularly for older
patients, in whom B,, deficiency is common, and for persons with
suboptimal diets. Vitamin B, is essential in the manufacture of serotonin,
and vitamin B, levels have been found to be low in many depressed
patients, particularly in premenopausal women taking oral contraceptive
pills or replacement estrogen.222¢

Dosage

One B-complex vitamin daily. A B-50 has approximately 50 mcg or mg
of most of the B vitamins, and a B-100 has about 100 mcg or mg. Both
are safe. The one B-vitamin that can be neurotoxic at doses > 200 mg
daily is B6 (pyridoxine).

Folic Acid

Up to one-third of depressed adults have borderline or low folate levels.
A subgroup of depressed patients with folate deficiency and impaired
methylation and monoamine neurotransmitter metabolism has been
identified.© In fact, depression is the most common symptom of folate
deficiency.® Patients with low levels of folate also appear to respond
more poorly to therapy with selective serotonin reuptake inhibitors
(SSRIs).Z Limited evidence from a Cochrane Review suggests that the
addition of folate to conventional antidepressant therapy is beneficial.©2
More recent trials have used L-methylfolate, the active and more
bioavailable form of folic acid.®

Folate may also have other health benefits (e.g., prevention of neural
tube defects and reduction of elevated homocysteine). Supplementation
with vitamin B,, concomitantly makes sense to avoid masking a
deficiency (see Chapter 38, MTHFR Mutation).

Dosage

400 mcg to 1 mg daily (although doses of 5 to 20 mg daily have been
used in studies). Consider L-methylfolate 7.5 to 15 mg, which may be
better tolerated.



Precautions

High doses of folic acid have been reported to cause altered sleep
patterns, vivid dreaming, irritability, exacerbation of seizure frequency,
gastrointestinal disturbances, and a bitter taste in the mouth, and
concerns have emerged about possible increased risk of some cancers.

S-Adenosylmethionine

SAMe (Fig. 5.1) is the major methyl donor in the body and is involved in
the metabolism of norepinephrine, dopamine, and serotonin. Its
synthesis is impaired in depression, and supplementation results in
increased brain monoamine levels, enhanced binding of
neurotransmitters to receptors, and increased brain cell-membrane
fluidity. Although larger trials are warranted, multiple open and RCTs
suggest that SAMe is an effective natural antidepressant. An RCT
comparing SAMe (1600 mg orally, daily) with imipramine (150 mg
orally, daily) over 6 weeks demonstrated equivalent efficacy and
superior tolerability of SAMe.®” Another small, double-blind, placebo-
controlled trial of SSRI nonresponders with major depression compared
adjunctive SAMe (800 mg orally, twice daily) with placebo and found
SAMe significantly more likely to lead to remission.®® A more recent RCT
from 2014 compared SAMe, escitalopram, and placebo and showed
similar significant improvement in depression for all three treatments
after 12 weeks.®? An agency for Healthcare Research and Quality
evidence report and technology assessment in 2002 found SAMe to be
superior to placebo and comparable to conventional antidepressants,
based on available evidence. SAMe is generally well-tolerated and has a
more rapid onset of action than that of standard pharmaceutical
antidepressants.22 Because of this characteristic, some clinicians start
SAMe concurrently with another dietary supplement or pharmaceutical
approach to therapy of depression that has been more thoroughly
studied and then taper the dose of SAMe to zero as the other
antidepressant begins to take effect. The most stable and bioavailable oral
form appears to be 1,4-butane-disulfonate (Actimet), which is stable for
up to 2 years at room temperature. SAMe does not have known cardiac,
anticholinergic, or orthostatic effects. Larger clinical trials comparing
SAMe with placebo and standard of care will help elucidate its role in
treating depression.
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FIG. 5.1 S-Adenosylmethionine (SAMe) metabolism.

SAMe may cause hypomania or mania in patients with bipolar disease and
should be avoided in this population. ATP, adenosine triphosphate; CH3,

methyl group.

Dosage

Initial treatment of depression may require 1600 mg daily given in two
equal doses. We recommend starting with 200 mg once or twice daily
followed by slow titration up over 2 weeks to minimize gastrointestinal
side effects.

Precautions

High dosages can cause nausea, vomiting, flatulence, and diarrhea.
Avoid giving the second dose close to bedtime because it can cause
insomnia.



Hydroxytryptophan

Hydroxytryptophan (5-HTP) is the intermediate in the metabolism of
tryptophan to serotonin. Open trials and RCTs have suggested that 5-
HTP is as effective as standard antidepressants. 22 A Cochrane Review
found only 2 of 108 trials of sufficient quality for inclusion, but in these
trials, 5-HTP was superior to placebo.2 Tryptophan itself appeared
promising as a treatment for insomnia and depression but was removed
from the market (although it is available again) when a contaminated
batch was linked to an outbreak of eosinophilia myalgia syndrome in
people with abnormal activation of the kynurenin pathway. Although 5-
HTP is not metabolized along this pathway, case reports link 5-HTP to an
illness resembling eosinophilia myalgia syndrome. The suspected culprit
is a family of contaminants known as peak X that is commonly found in
commercially available 5-HTP.Z Because uncertainty surrounding 5-HTP
remains, it seems advisable to avoid recommending its use pending
further information. Case reports of seizures in Down syndrome and
dermatomyositis in conjunction with the use of carbidopa have appeared
in the literature. Use with other serotonin agonists is not recommended,
to avoid serotonin syndrome.

Dosage

5-HTP 50-200 mg three times daily. We recommend starting with 50
mg and titrating up over a few weeks if needed.

Botanicals
St. John’s Wort (Hypericum perforatum)

The exact mechanism of action of St. John’s wort (SJW) remains
unknown, but this botanical affects serotonin, dopamine,
norepinephrine, and GABA reuptake inhibition and also in vitro
monoamine oxidase inhibition and L-glutamate.tZ SJW also appears to
inhibit interleukin-6 and increase cortisol production, which may result
in an additional indirect antidepressant effect.”2 Clinical effects are
probably the result of a combined contribution of multiple mechanisms,
each individually too weak to account for the action.”? SJW has been a



licensed prescription medication in Germany since 1984, and nearly
twice the number of prescriptions are written for it as for all other
antidepressants in that country. Two large US trials found that SJW was
not effective for treating severe major depression.”Z The most recent
Cochrane Reviews examined the findings of 29 trials (nearly 5500
patients) comparing SJW with placebo or standard antidepressants and
concluded that available evidence suggests that SJW is superior to
placebo and is as effective as conventional antidepressants and better
tolerated.” Large-scale postmarketing surveillance studies of SJW
extracts (14,245 patients) recorded rates of adverse effects 10-fold lower
than for conventional antidepressants.”

Indication
SW] is indicated for mild to moderate depression.

Dosage

300 mg three times daily has been used most frequently in clinical
trials. 450 mg twice daily has also been used. Choose a product
standardized to a minimum of 2% to 5% hyperforin or 0.3% hypericin
such as those used in clinical trials. Examples include Lichtwer LI 160
found in Kira and WS5572, containing a minimum level of 3%
hyperforin found in Perika (Schwabe, Nature’s Way).

Once clinical improvement has been obtained, consider twice-daily
dosing. Up to 2 months may be required before full effects are noted.

Precautions

Although side effects are fewer than with current pharmacologic
antidepressants, they can include gastrointestinal upset, allergic
reaction, fatigue, dry mouth, restlessness, constipation, sexual side
effects, and possibly increased risk of cataracts.

St. John’s wort can activate the cytochrome P-450 3A4 detoxification
system in the liver, as well as p-glycoprotein, and thereby reduce the
serum levels of drugs metabolized by this pathway. Caution should be
used in patients receiving antiretroviral, warfarin, cyclosporine, and



oral contraceptive therapy.

Saffron

In addition to its well-known culinary uses, saffron has long been used in
traditional Persian medicine to treat mood disorders.

Small, controlled trials now suggest that a specific saffron extract can
improve symptoms of depression as effectively as imipramine (100 mg
daily) and fluoxetine (20 mg daily) in patients with mild to moderate
depression after 6 weeks of treatment and is well-tolerated.2%

Dosage
30 mg daily (Novin Zaferan Co., Iran)

Safety
Saffron has “Generally Recognized as Safe (GRAS)” status in the US

Mind-Body Therapy

Antidepressants and psychotherapy are first-line treatments for
depression according to the American Psychiatric Association (APA);
even so, only 60% of those treated will have a clinically significant
response, and many others may have residual symptoms.£ Many
psychotherapies can be considered mind-body approaches. One-fourth
of patients with depression have tried some type of mind-body
therapy,2# and two-thirds of those found it beneficial &
Depression-specific psychotherapies are designed to provide acute,
time-limited interventions. They are present-oriented and pragmatic,
focusing on depression and issues considered relevant to both its onset
and its perpetuation.8—5 Primary care physicians can provide limited,
supportive psychotherapy at frequent visits necessary to monitor the
effectiveness of medications.® In fact, generic counseling appears to be
preferred by patients over antidepressant drugs and is as effective,
although slower in onset, for treating mild to moderate depressive
illness.¥ Cognitive therapy in which the physician or therapist assists the
patient in replacing negative patterns of thinking with a more positive



and realistic approach is the most-studied psychotherapeutic approach to
major depression. Multiple studies have demonstrated the equivalency
of this modality to rigorous antidepressant medication regimens.®

Mind-body therapies encourage an active process through which the
patient learns from their symptoms versus taking a medication or
supplement during which the individual is a passive recipient.

There is an ever-growing diversity of psychotherapeutic approaches
including “third wave cognitive behavioral therapies” (e.g., mindfulness-
based cognitive therapy, compassionate mind training, acceptance and
commitment therapy) and psychodynamic therapies, as well as
integrative approaches that combine aspects of various models.
However, evidence is lacking as to which psychotherapeutic approach is
most effective 522

Mindfulness-Based Cognitive Therapy

Based upon the work of Jon Kabat Zinn’s “Mindfulness Based Stress
Reduction,” MBCT focuses on allowing distressing emotions, thoughts,
and sensations to come and go, without grasping onto the need to
suppress, fight, or escape them.2 This specific method has been
successful for treating depression in a variety of patient populations.®
Several initial studies also demonstrate that MBCT can decrease the
recurrence of depression.22 MBCT appears to be particularly effective in
patients who have had three or more relapses and may be equal to
medication in preventing relapse in this difficult-to-treat population.

Other Mind—Body Therapies
Yoga

Yoga is rooted in Indian philosophy and has become a popular route in
Western culture towards improving physical and mental well-being.
Yoga is most often associated with physical postures, breath control, and
meditation. Different yoga schools have emerged that put varying
degrees of focus on the physical and meditation practices. A recent
systematic review located 12 RCTs (pooled n=619) studying the effect of
yoga on the severity of depression. Moderate evidence indicated a



beneficial short-term effect of yoga compared to usual care, and limited
evidence indicated such a benefit compared to relaxation and aerobic
exercise.? Aside from the physiological benefits of yoga, the mindfulness
component may also provide a form of focus that may quell rumination
(which is common in depression).

At this point, distinguishing between the different types of yoga is not
possible, although initial studies using Hatha and Vinyasa yoga both
appeared promising.#

Tai Chi

Tai chi combines martial arts and meditative movements that promote
balance and healing of the mind and body. Tai chi involves a series of
slowly performed, dance-like postures that flow into one another. As it
comprises concentration, balance, muscle relaxation, and relaxed
breathing, tai chi shows potential for becoming widely integrated into
the prevention and rehabilitation of a number of medical and
psychological conditions. One recent meta-analysis was performed on
three RCTs that used depression as an outcome measure and
demonstrated that tai chi interventions have beneficial effects for various
populations on a range of psychological well-being measures including
depression, anxiety, general stress management, and exercise self-
efficacy.? The authors concluded that despite these positive outcomes,
the studies had significant methodological limitations, and more RCTs
with rigorous research design are needed to establish the efficacy of tai
chi in improving psychological well-being and its potential to be used in
interventions for populations with various clinical conditions.

Other Traditional Healing Techniques

Although well-designed clinical studies investigating the role of
hypnosis and imagery in the treatment of depression are limited,
centuries of experience in traditional healing systems (e. g., Ayurvedic,
Tibetan) support this kind of therapeutic approach. In our experience,
these mind-body techniques are often extremely useful therapeutic
adjuncts that appear to enhance the efficacy of other treatments.
Emerging data suggest that relaxation therapy appears promising.Z
Some evidence has also shown the effectiveness and durability of prayer
as an adjunct to other therapy for depression. 2% We recommend that
interested patients explore one of these approaches (see Chapter 94,



Relaxation Techniques).

Acupuncture

Acupuncture has been used for centuries in Asia for the treatment of
virtually all known disease states. The exact mechanism of action is
unknown, but human and animal studies have demonstrated that the
stimulation of certain acupuncture points can alter neurotransmitter
levels.!® The United Nations World Health Organization recognized
acupuncture as effective in treating mild to moderate depression.
Published data suggest that acupuncture, including manual-, electrical-,
and