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Erratum 
In the March 2012 issue of the Journal of the Australian Traditional Medicine Society we published an article entitled Effect of Ginger 
on Chemotherapy-Induced Nauseaand/or Vomiting in Cancer Patients by Güler Balci Alparslan, Ayşe Ozkaraman, Nuran Eskin, Songül 
Yilmaz, Meltem Akay, Ayfer Acikgoz and Ozlem Orsal. Tables 1-3 were omitted from the article. Copies of the tables may be obtained by 
emailing the editor at atms.journal@westnet.com.au. 
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If one could count the strengths of this Association the 
outcome would undoubtedly be that there are many. 
Ranking high among them would be tenacity.  The art 
of holding firm. Of resolve and persistence. The belief 
in what is right and continuing to head that way.

The Board of the ATMS have always maintained that. 

All of you reading this report will be only too aware of 
recent changes within the Board.

When a President of the calibre of Dr Sandi Rogers 
unexpectedly resigns, followed soon after by Vice 
President Teresa Mitchell Paterson, questions are asked. 
And rightly so. The Board of Directors is elected to 
serve you the members and govern this Association. 

Unfortunately too often the questions often come with 
their own in-built answers in some sort of desperate 
attempt to obtain information which in reality  
doesn’t exist.

I won’t pretend to any of you that the going has been 
easy since all this happened. Mind you, if as a Director 
you want the going to be easy then please never nomi-
nate yourself for a Board position.

Difficult decisions prevail. Often frictions arise from 
these decisions and the support you thought you had 
may have eroded somewhat. 

I echo the words of our founder and the inaugural 
President, Dorothy Hall, many years ago when I had 
been nominated as President: “The sword is never out of 
your hand”. True and wise words which have resonated 
in my life since. This may be a healing, forgiving profes-
sion but sometimes the pathway is hard. Particularly 
when you deal with the issues we have been dealing 
with since our inception.

I have been a Director of ATMS for 17 years, have 
missed only one Director’s meeting and rarely a 
Committee meeting. Those years of experience have 
taught me much as to how a Board operates.

Acting president’s Message | Bill Pearson 

It is dynamic, sometimes volatile, irascible, honest, 
visionary and constantly leading our profession.

It is also nurturing, family, supportive and all of these 
qualities combine to engage in often arduous tasks of 
leading this profession forward.

I would suggest that we wouldn’t be doing our job 
properly if the above weren’t true.

Consequently within that vortex many decisions are 
made and realities faced and it is that simple cut and 
thrust that led President Dr Sandi Rogers and Vice 
President Teresa Mitchell Paterson to come to their 
individual decisions. May I point out that there was 
some time between those individual decisions.

I wish to pay my respects to Dr Rogers who gave untir-
ingly to ATMS over many years as our longest serving 
President. Her belief was for this Association and we 
have much to thank her for.

I also wish to thank Vice President Paterson for her all 
too short time as a Director and Vice President, cut 
short by outside work commitments.

My job since the above activities took place has been to 
ensure that the work of the Board continues in the most 
pro active way.  

By the time you read this a new President will be 
elected. I am writing this in April for the June edition. 
According to our Constitution an election is due at the 
end of May.

Whoever is elected I want to assure our members that 
the vision for this Association continues. This includes:

•	 Our	work	within	the	National	Registration	Board		

•	 	Continuing	 work	 on	 such	 documents	 as	 our	
Constitution, Succession Plan, Complaints and 
Appeals Policies, Strategic Plan to name but a few

•	 Working	with	the	DVA

•	 Meetings	with	players	within	Health	Funds



JAtMs Volume 19 Number 2

71

 June 2013

•	 	Submission	to	the	Commonwealth	Government’s	
Chief Medical Officer regarding the Review of 
Private Health Insurance

•	 	Continuing	contributions	regarding	education	
changes and standards and the list rolls on.

So, rest assured that ATMS has always had and will 
continue to have you, the members, interests at heart. 
We will fight passionately for your rights and represent 
you at every turn.

We will at times fight internally but that’s life and must 
never reflect negatively against the bigger picture.

The last year has been a huge move forward for us. 
We have opened the Directorship to six new Directors 
whom you the members elected. This set into place a 
rotation whereby those of us who were already serving 
are due to stand down in 2014 and more member 
elected Directors will be on the Board. This creates 
fresh blood and ideas and new vision being worked 
alongside seasoned and experienced Directors. 

The new CEO, Mr Trevor Le Breton, has added inval-
uable experience and wisdom to the Board and the 

office and we all now enter this new era with optimism  
and dedication.  

In this latter part of 2013 I extend wishes of prosperity, 
peace and good health to all members.

Some of you I will have had the chance to speak with 
at the International Summit and others I will see at the 
AGM in September on the Gold Coast. 

Bill Pearson, Acting President
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Welcome to the June edition of JATMS for 2013. Much 
has taken place since our last Journal.

From a Board perspective there have been some 
changes. Due to work demands Vice President Teresa 
Mitchell Patterson has decided to resign as a Director 
of ATMS after a four year association and you will have 
also been aware that President Sandi Rogers stood down 
from her position earlier than expected but will remain 
to continue her work as a Director. To both Directors, 
my personal thanks for your support and contribution 
in your roles as President and Vice President and I wish 
you both health and happiness for the future.

These changes mean that ATMS will hold an election 
for the vacant position of President at the forthcoming 
May 31 Board meeting. Presently Vice President Bill 
Pearson is acting in this position in accordance with the 
Constitution, and we will advise the members of the 
outcome of this election shortly after the meeting.  

These changes have not slowed the progress of the 
Board. In fact from my observation there has been great 
activity in the various committees. The Finance Audit 
and Compliance Committee chaired by Treasurer 
Maggie Sands will meet again around the time that 
this Journal is being distributed. I look forward, as 
I am sure the Treasurer does, in delivering a very 
pleasing financial result to you, the members, at our  
AGM in September. 

The Complaints Committee remains ever vigilant 
to ensure that the public is protected and that our 
members abide by the Code of Conduct. As we increase 
the professionalism of our industry this is vital to how 
ATMS and its members are viewed by the public and 
other stakeholders such as Government. I urge all 
members to remind themselves of our Code and abide 
by it . I thank the Committee for their efforts in dealing 
with the, at times unsavoury, complaints.

Both the Academic Review Committee and the 
Professional Education Seminar Committee met either 

CEO’s Report | Trevor Le Breton

side of our recent Summit and we will have more to 
report in the next edition as several recommendations 
are being put to the Board for resolution in May.

The Board met recently to develop a three year Strategic 
Plan for the organisation. This plan will set ATMS on 
course for our areas of focus for the next couple of years 
and will be presented in greater detail at the AGM. In 
short the key areas are:

1. Promote and advance the profession of  
natural medicine

2. Encourage a high standard of knowledge, ethics and 
proficiency through life-long learning

3. Foster and disseminate research in natural medicine

4. Uphold the ATMS code of conduct, policies and 
procedures for members

5. Maintain a member accrediting system

6. Establish mechanisms to ensure the quality and 
delivery of natural medicine education and training  
in Australia

7. Advocate to regulators and stakeholders in pursuit of 
our objectives

8. Collaborate with stakeholders towards a national 
co-regulatory system

9. Have governance systems that reflect and incorpo-
rate best practice

Summit

For those who made the effort to attend the Summit, 
a big thank you, and from all of the feedback we know 
how much you enjoyed the three days of fun, learning 
and friendship.  To all of the presenters, thank you for 
your passion and energy which kept everyone uplifted. 
A particular thank you to Dr Patch Adams for inspiring 
and transforming so many in such a short time – you 
had to experience it to understand it.
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This was my first real taste of our members together 
as a group and it reaffirmed why I was so delighted to 
be offered the role of CEO. We truly have a wonderful 
group of people, and the rest of the industry who came 
together genuinely want to work with ATMS as we 
move forward.

In the months ahead we will start the development 
of our next conference and I urge members to send 
me their feedback so that we can make the event even 
better. Can I take this opportunity to personally thank 
Liz Coggins and Allan Hudson for their tireless effort 
in ensuring the success of the Summit.

PRiVAtE HEAltH FuNdS REViEw

The review of modalities which will continue to attract 
Private Health Fund benefits continues and on 1 May.  
Twenty-seven organisations or individuals including a 
presentation from our own Stephen Eddey and Sandra 
Grace gave presentations to the Natural Therapies 
Review Advisory Committee (NTRAC) on why the 
present situation should remain.

A final decision is expected in January 2014, and the 
purpose of the NTRAC (for which Dr Raymond 
Khoury is our nominated representative), is to identify 
which natural therapy services are underpinned by an 
evidence base and can continue to subsidise the rebate.  

We will continue to keep members informed of this 
key development by regular newletters as information 
comes to hand.

CliNiCAl RECORdS

We will shortly be undertaking a series of workshops 
on the recording of clinical records. The need for 
workshops has arisen primarily as a result of feedback 
received from Health Funds concerned about the lack 
of detail or absence of records being kept by members 
across the entire industry, not just ATMS. As a proac-
tive move we will encourage members to attend the 
workshops to ‘refresh’ their knowledge 

QuAlity ASSuRANCE

For some time now ATMS has been working on devel-
oping a Quality Assurance system for its members and 
practitioners have been generous in sharing ideas and 
provided valuable input. To date we have completed 
considerable ‘underpinning’ work, essentially tailoring 

ATMS members’ practices to the Australian Safety 
and Quality Framework for Health Care, which was 
endorsed by Australian health ministers in 2010. 

This is the foundation system for practitioners in all 
facets of healthcare, and forms the basis for the quality 
system the National Safety and Quality Health Service 
(NSQHS) Standards. As has been pointed out to 
members, the Framework is not a legal requirement, 
but it is the desired minimum for any practice.

ht tp://w w w.sa fet yandqua l it y.gov.au/wp-content/
uploads/2012/04/Australian-SandQ-Framework1.pdf

Implementation has involved:

•	 Tailoring	it	to	natural-therapies	practitioners

•	 Preparing	sample	procedures	for	implementing	it

•	 Obtaining	feedback	on	the	ideas	we	presented:	what	
works, what doesn’t

•	 Seeking	suggestions	to	refine	or	improve	those	ideas	
to make the Framework workable for practitioners in 
all modalities

It has been necessary to research and prepare proce-
dures for key areas in the Framework including:

•	 Sample	Authorisation	for	Release	of	Client	Records

•	 Clinical	Handover

•	 Client	Identification

•	 Fall	Prevention	

•	 Hand	washing	

•	 Medication	Safety

The final model is expected to be completed in June 
2013 and we will then be working with members to 
implement on a voluntary basis as we fine tune the  
roll out. 

NAtuRAl mEdiCiNE REgiStER

Since its inception ATMS has been involved in working 
with other like-minded associations and groups to work 
towards a national register for natural medicine practi-
tioners. Presently ATMS is represented by Sandi Rogers 
and Teresa Mitchell Patterson and I have been invited 
to attend the next meeting of the group.
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The vision of the group is to ‘Provide a single voice 
collectively for Natural Medicine practitioners to all 
stakeholders nationally’.

The mission is to ‘Provide consumers with Natural 
Medicine practitioners who meet best practice stand-
ards through education, registration, representation 
and a standardised complaints process’.

What are the key objectives of the register?

•	 Standardised	entry	levels	to	the	occupations	of	
natural medicine 

•	 Standardised	national	complaints	process

•	 	Promoting	 the	 safety	 and	 benefits	 of	 natural	medi-
cine modalities to the public, health professionals 
and governments

•	 	National	listing	of	practitioners	across	a	wide	range	
of modalities who have current registration with 
the relevant association, minimum standard as 
mandated by the board, insurance and first aid  

•	 	Mandatory	registration	with	the	natural	medicine	
Register, albeit to minimum requirements and 
standards. The National Medicine Registration shall 
have a process that can de-register practitioners that 
are deemed to be incompetent

The following groups are presently engaged in this 
working group:

•	 Bowen	Association	Australia

	•	 	International	 Christian	 Association	 of	 Natural	
Therapies

•	 Pilates	Alliance	of	Australia

•	 Massage	Association	of	Australia

•	 Australian	Association	of	Massage	Therapists

•	 Australian	Homeopathic	Association	

•	 Australian	Traditional	Medicine	Society

•	 Shiatsu	Therapy	Association	of	Australia	

•	 Reflexology	Association	of	Australia

For further information please do not hesitate to 
contact me directly.

dERig ANd HAll AwARdS

At the meeting held in April the Board resolved to 
introduce to the Society two new awards to recognise 
the achievements of Mr Peter Derig and Ms Dorothy 
Hall. The Derig award will be presented to a student 
who has shown exceptional ability in any area of study 
including clinical training and will be awarded in the 
final year of the student’s education. The Hall award 
will be awarded to a current member of ATMS who has 
demonstrated excellence in regards to the advancement 
of natural medicine in Australia during the preceeding 
year. Application forms can be found on our website 
www.atms.com.au.

SCHOt AwARdS

I also take this opportunity to remind eligible members 
to submit applications for the Simon Schot Education 
Grants, which are generously sponsored by our insur-
ance partner Marsh Pty Ltd.

The purpose of this grant is to encourage and assist 
ten ATMS accredited members to undertake further 
education in complementary medicine. The grants 
will subsidise a diploma course or higher education 
course at an ATMS recognised college or a research 
project in complementary medicine at an appropriate  
tertiary institution.

wEbSitE uPgRAdE 

We continue to work on making our website the ‘go to’ 
site for information in Complementary Medicine. In 
recent months we have worked with Ebsco publishing 
to enhance the features available to you on research and 
encourage you to enter via the Members Only log in to 
explore how using these tools may assist you with infor-
mation for your clients as well as providing an alterna-
tive way to obtain CPE points. We will be conducting 
‘how to’ webinars for members in June and July so keep 
an eye out for dates and times.

In another first to keep members up to date both locally 
and globally with what is happening across all modali-
ties we have subscribed to Meltwater News which is a 
news alert service providing articles and topical infor-
mation to keep you up to the minute on developments 
in your industry.  You will find this update twice daily 
on the website and the news feeds scroll across the page.
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CONStitutiON REViEw

To bring ATMS Constitution in line with the 
Corporations Act and therefore protect officers and 
members alike we are well advanced on drafting a 
revised Constitution. It is hoped that the Board will 
be in a position to recommend these changes, most of 
which are requirements of the Act, to the members at 
the AGM. 

A period of consultation and communication will take 
place well in advance to ensure that members are kept 
informed of these proposed changes and what, if any, 
impact they have.

Agm

This year sees ATMS take the AGM out of Sydney 
and we are heading to the Twin Towns resort in 
Coolangatta. This is a wonderful opportunity for our 
members to take a break on the coast, bring family, and 
join friends in attending a series of professional develop-
ment activities we have planned for the AGM. So mark 
the date in your diary: SUNDAY 22 SEPTEMBER 

2013 and remember the day is FREE to all finan-
cial members. To assist members we will be providing 
travel and accommodation assistance and this service 
will on the website shortly. We are also planning a 
number of social events and day trips to coincide with 
your stay including a ‘beach party’ on the Saturday  
preceding the AGM.

Trevor Le Breton

Sydney Holistic Dental Centre
A patient-centered practice linking oral health to general health since 1983

For more information visit: www.shdc.com.au

Ph:02 9221 5800
Level 17, 111 Elizabeth St

(between King & Market Sts)
Sydney 2000

At SHDC we focus on:

Sleep well, breathe well & eat well to be well

Chronic tension headaches & TMJ (jaw joint) problems 

Cosmetic dentistry & health for your smile, airway and posture

Safe removal of mercury amalgam

Sleep Dentistry for anxious patients

“Let’s seek health rather than fight disease”
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This paper presents the second part of the Natural Medicine 

Workforce Survey, a survey of Australian natural medicine 

practitioners. The first part appeared in the March issue of 

JATMS. The purpose of the survey was to provide accurate 

and up-to-date information about the natural medicine work-

force in Australia that could be used to inform government 

policies and professional associations’ strategic planning. 

This part of the report focuses on suspected adverse events, 

the education of natural medicine practitioners and referral 

patterns among health care practitioners.

MetHod

The Australian Traditional Medicine Society Research 

Committee sought collaboration with all Australian profes-

sional associations to undertake a survey of the natural medi-

cine workforce.  Natural medicine professional associations 

were identified using information from previous surveys, 

online telephone directories (www.whitepages.com.au and 

www.yellowpages.com.au), and through the associations 

listed on the webpage www.naturaltherapies.com.au. Sixteen 

associations elected to participate in the survey (see JATMS 

19(1): 13-18).

An email was sent by participating professional associations 

inviting members to take an online Qualtrics survey.  A total 

of 14174 natural medicine practitioners were invited to partic-

ipate.  The ATMS Research Committee offered all partici-

pants the chance to be in a draw for an iPad. The winner was 

selected using an electronic random number generator. Data 

analysis was conducted using Excel and SPSS.

results

A total of 3784 responses were received between 7 September 

2012 and 8 January 2013. After blanks, duplicates, incom-

plete surveys, and surveys from participants not residing 

in Australia had been discounted 3177 (22.4%) responses 

remained for analysis. Due to missing data points, the total 

sample size for some questions may be different. 

Primary disciplines were clustered into five main categories:

•	 	Registered	 professions	 including	 medicine,	 osteopathy,	

chiropractic, acupuncture and Chinese medicine, podiatry 

and psychology

•	 	Physical	 medicine	 including	 massage	 and	 bodywork	

therapies in all their forms (e.g. Swedish massage, reme-

dial massage, aromatherapy massage, ref lexology, kine-

siology, Shiatsu, traditional Chinese massage, deep tissue  

massage therapy)

•	 	Ingestive	 medicine	 including	 Western	 herbal	 medi-

cine, vitamins and minerals, nutritional supplements, 

aromatherapy products, and Ayurvedic and other  

traditional medicines 

•	 	Energetic	 or	 vibrational	 medicine	 including	 Bach	

f lower remedies, Australian bush f lower remedies  

and homoeopathy 

•	 	Mind-body	 medicine	 including	 cognitive	 behaviour	

therapy, counselling, hypnotherapy, meditation, guided 

imagery, hypnosis, biofeedback and spiritual healing 

The results are presented in two parts:

Part 1 – practitioner and consultation profile (see JATMS 

19(1): 13-18)

Part 2 – ABN and GST status, professional association 

membership, professional indemnity insurance, adverse reac-

tions, practitioner education, and referral patterns (presented 

in this paper). 

the natural medicine workforce in Australia: A national survey  part 2
Grace S, Senior Lecturer, Southern Cross University; Rogers S, CEO, National College of Traditional Medicine; Eddey S,  

Principal, Health Schools Australia

Articles
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AustrAliAN busiNess NuMber (AbN), 

goods ANd serVices tAx (gst) stAtus, 

proFessioNAl iNdeMNity iNsurANce 

ANd proFessioNAl AssociAtioN 

MeMbersHip

Most respondents (75%) reported having an ABN, 5% 

reported not having an ABN and 20% did not answer the 

question.   Only 23% reported being registered for GST; 57% 

were not registered and 20% did not answer the question. 

Most respondents (87%) reported having professional indem-

nity insurance, 1% reported not having it and 12% did not 

answer the question. Of the 2886 respondents who answered 

the question, 65% (n=1874) reported being a member of one 

association only, 26% (n=752) were members of two associa-

tions, 6% (n=186) were members of three associations and 2% 

(n=64) were members of four or more associations.  

yes No Not ANswered totAl

energetic Medicine 4 (1,9%) 8 (3.7%) 1 (0.5%) 13 (6%)

ingestive Medicine 8 (3.7%) 102 (47.4%) 5 (2.3%) 115 (53.3%)

Mind-body Medicine 0 (0%) 2 (0.9%) 0 (0%) 2 (0.9%)

physical 
Medicine

8 (3.7%) 51(23.7%) 4 (1.9%) 63 (29.3%)

registered 
professional 

1 (0.5%) 20 (9.3%) 1 (0.5%) 22 (10.3%)

total 21 (9.8%) 183 (85.1%) 11 (5.1%) 215 (100%)

tAble 1: Need to see A MedicAl prActitioNer About AdVerse reActioN

AdVerse reActioNs

In the last 12 months 8% of respondents reported suspecting 

that an adverse reaction may have occurred while they treated 

a client. Ingestive medicine practitioners (19%) and regis-

tered professionals (13%) reported the highest incidence of 

suspected adverse reactions in their clients; mind-body medi-

cine practitioners (5%) and physical medicine therapists (4%) 

suspected the least incidence. 

Of the 215 cases of suspected adverse reactions reported, 

21 (9.8%) needed to see a medical practitioner about their 

adverse reaction. Only six (2.8%) of those cases were reported 

to the Therapeutic Goods Administration (see Tables 1 

and 2). Types of suspected reactions included skin reac-

tions, bruising, digestive dysfunction, panic attacks and a  

broken wrist.

yes No Not ANswered totAl

energetic Medicine 1 (0.5%) 7 (3.3%) 5 (2.3%) 13 (6%)

ingestive Medicine 5 (2.3%) 38 (17.7 %) 72 (33.5%) 115 (53.3%)

Mind-body Medicine 0 (0%) 0 (0%) 2 (0.9%) 2 (0.9%)

physical 
Medicine

0 (0%) 5 (2.3%) 58 (27%) 63 (29.3%)

registered 
professional 

0 (0%) 3 (1.4%) 19 (8.8%) 22 (10.2%)

total 6 (2.8%) 53 (24.7%) 156 (72.6%) 215 (100%)

tAble 2: reportiNg suspected AdVerse reActioN to tHe tHerApeutic goods AdMiNistrAtioN
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educAtioN oF NAturAl MediciNe 

prActitioNers

Participants were asked about their main qualifications 

in natural medicine.  Of the 2775 who answered the ques-

tion, 41% (1147) had a Diploma level qualification in natural 

medicine, 10% (276) had a Certificate and 11% (9316) had an 

Advanced Diploma.  Fourteen percent (399) had completed 

a Bachelor’s degree in natural medicine and 1% (28) held a 

post-graduate qualification (see Figure 1).

The main education providers of natural medicine were 

private colleges (81%). Eleven percent of respondents 

reported receiving their natural medicine qualification from 

a university, 4% from a TAFE and 4% from a private teacher. 

Participants were asked how well their main qualification 

in natural medicine had prepared them for clinical practice. 

Most (95%) respondents were satisfied with the preparation 

for practice provided by their natural medicine education:  

22% said they were adequately prepared, 42% said they were 

quite well and 31% said they were extremely well prepared 

for clinical practice.  These results were relatively consistent 

when analysed by discipline cluster.

Participants made suggestions as to how their educa-

tion in natural medicine could be improved.  Twenty four 

percent of those who responded thought that no improve-

ments were necessary.  Suggestions for improving natural 

medicine education included more business management 

skills (30%), more theoretical training (19%) and more  

clinical experience (11%). 

Participants were asked to rate how well their natural medi-

cine education had prepared them for working with health 

practitioners other than natural medicine practitioners: 

31% said they were adequately prepared, 34% said they 

were quite well prepared and 15% said they were  extremely  

well prepared. 

According to participants, their main sources of clinical infor-

mation were professional association newsletters, magazines 

or journals (66%), professional association conferences (63%), 

academic textbooks (52%) and internet sources (52%). Only 

25% of respondents reported using peer-reviewed journals 

as a source of clinical information (see Table 3). Analysis by 

discipline group revealed that ingestive medicine practitioners 

and physical medicine practitioners reported higher use of all 

sources of clinical information than other practitioner groups 

(see Table 4). 

	  

Insufficient 
Detail 

Certificate Diploma Advanced
Diploma

Bachelor Post 
Graduate

Figure 1: educAtioN oF NAturAl MediciNe prActitioNers - QuAliFicAtioN leVel
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Most natural medicine practitioners (86%) reported having 

completed 20 or more hours of continuing professional educa-

tion in the past 12 months. Thirteen percent reported having 

completed in excess of 80 hours of continuing professional 

education in the past year.

reFerrAl pAtterNs

Forty-eight percent of practitioners reported occasionally 

referring clients to general medical practitioners for medical 

diagnostic tests (e.g. blood tests, X-rays), 21% reported refer-

ring frequently and 3% reported referring very frequently/

always. Seventeen percent said they rarely referred clients to 

general medical practitioners and 11% said they never referred 

patients to them.  When cross-tabulations were performed, 

differences between discipline groups were apparent: 55% 

of mind-body medicine practitioners, for example, reported 

rarely, very rarely or never referring clients to general prac-

titioners for medical diagnostic tests. Ingestive medi-

cine practitioners reported the highest rates of referral to 

professional association newsletter/magazine/journal 1651 66%

professional association or conferences 1582 63%

Academic textbooks 1298 52%

internet (world wide web, email) 1294 52%

professional peers 898 36%

industry conferences (Mediherb, blackmores, etc) 728 29%

peer reviewed journals (e.g., complementary therapies in Medicine, lancet) 624 25%

industry newsletters 536 21%

Health magazines (e.g., wellbeing, Nature and Health, diversit-e) 371 15%

general medical information (e.g., Australian doctor, Medscape, Health cds/
dVds (e.g., Hyperhealth)

305 12%

library database 169 7%

webinars/seminars/cpd 130 5%

general magazine or newspaper articles 99 4%

television or radio 69 3%

tAble 3: MAiN source oF cliNicAl iNForMAtioN (N=2506)

energetic 
Medicine

ingestive 
Medicine

Mind-body 
Medicine

physical 
Medicine

registered 
profession

professional association newsletter/magazine/journal 10% 23% 2% 58% 7%

industry conferences 6% 62% 1% 24% 7%

professional association newsletter/magazine/journal 9% 21% 1% 63% 6%

industry newsletters 6% 34% 1% 55% 5%

peer review journals 11% 40% 1% 35% 13%

general Medical information 7% 41% 2% 40% 11%

internet 9% 21% 1% 61% 7%

Academic textbooks 9% 26% 1% 55% 8%

general books from the popular press 9% 17% 3% 66% 4%

Health magazines 7% 14% 1% 75% 3%

general magazines or newspaper articles 8% 22% 3% 60% 7%

television or radio 13% 20% 3% 55% 9%

professional peers 11% 19% 3% 61% 6%

library databases 11% 41% 2% 36% 10%

Health cds/dVds 6% 26% 2% 63% 3%

webinars/seminars/cpd 8% 3% 2% 78 9%

tAble 4: MAiN sources oF cliNicAl iNForMAtioN by discipliNe group
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Figure 2: suMMAry oF use ANd reFerrAl rAtes For diAgNostic testiNg (N=2513)

Referral for 
functional 
pathology 

tests

Referral for 
medical 

diagnostic 
tests

Use of medical 
diagnostic 

tests

general medical practitioners (43% frequently, and 8% very  

frequently/always). 

Respondents were also asked about referring clients for func-

tional pathology tests like live blood analysis and hair anal-

ysis. Forty eight percent reported occasionally referring, 21% 

reported frequently referring, and 3% reported that they very 

frequently/always referred clients for functional tests.  When 

analysed by discipline groups, registered professionals and 

ingestive medicine practitioners were the highest referrers for 

functional pathology tests.

Seventy-two percent of respondents (n=2513) reported using 

mainstream medical diagnostic tests (e.g. reading blood test 

or X-ray reports) to inform their assessment of clients: 48% 

said they used medical diagnostic tests occasionally, 21% said 

frequently and 3% reported very frequently/always. As Figure 

2 illustrates, overall practitioners use medical diagnostic tests 

to inform their clinical practice at the same rate as they refer 

clients for diagnostic tests. The referral rates to medical diag-

nostic tests occur at about the same as referral to functional 

pathology tests.

Forty-eight percent of respondents reported occasionally 

seeing clients who were referred to them by other health 

practitioners; 21% reported that they received these referrals  

frequently, and 3% reported very frequently/always. Referral 

rates were high across all disciplines: highest for ingestive 

medicine practitioners (90%) and registered professionals 

(87%) and lowest for mind-body medicine practitioners 

(48%) (see Table 5).

Respondents were asked about how frequently they collabo-

rated with another health practitioner to discuss treatment 

options for a client: 28% reported never/very rarely or rarely; 

48% reported occasionally, 21% reported frequently and 3% 

reported very frequently/always collaborating with another 

health practitioner. Ingestive medicine practitioners (90%) 

and registered professionals (85%) reported the highest rates 

of collaboration (see Table 6).

Respondents were asked to identify they type of health prac-

titioner with whom they had collaborated. A limitation of 

the study was observed when analysing the open responses 

to this question. It was apparent from many of the responses 

that collaborate was interpreted as have professional contact 

with. Figure 3 represents the type of health practitioners 

that natural medicine practitioners reported referring to, 

receiving referrals from, treating clients simultaneously 

with, and collaborating with regarding clinical decisions. 

Collaborations were reported at about the same rate for other 

natural medicine practitioners and allied health practitioners 

(38% and 37%), and at 25% for medical practitioners.

When analysed by discipline cluster, practitioners of ener-

getic and mind-body medicine reported the highest rates of 

collaboratin with other natural medicine practitioners (45% 

and 50% respectively); ingestive medicine practitioners and 

registered professionals reported the highest rate of collabora-

tions with medical practitioners (32% and 30% respectively).

energetic 
Medicine

ingestive 
Medicine

Mind-body 
Medicine

physical 
Medicine

registered 
profession

professional association newsletter/magazine/journal 10% 23% 2% 58% 7%

industry conferences 6% 62% 1% 24% 7%

professional association newsletter/magazine/journal 9% 21% 1% 63% 6%

industry newsletters 6% 34% 1% 55% 5%

peer review journals 11% 40% 1% 35% 13%

general Medical information 7% 41% 2% 40% 11%

internet 9% 21% 1% 61% 7%

Academic textbooks 9% 26% 1% 55% 8%

general books from the popular press 9% 17% 3% 66% 4%

Health magazines 7% 14% 1% 75% 3%

general magazines or newspaper articles 8% 22% 3% 60% 7%

television or radio 13% 20% 3% 55% 9%

professional peers 11% 19% 3% 61% 6%

library databases 11% 41% 2% 36% 10%

Health cds/dVds 6% 26% 2% 63% 3%

webinars/seminars/cpd 8% 3% 2% 78 9%
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Figure 3: collAborAtioN witH otHer HeAltH cAre prActitioNers

NeVer/Very 
rArely

rArely occAsioNAlly FreQueNtly
Very 

FreQueNtly/
AlwAys

energetic Medicine 14% 17% 45% 22% 2%

ingestive Medicine 3% 7% 39% 43% 8%

Mind-body Medicine 30% 23% 41% 7% 0%

physical 
Medicine

14% 22% 52% 12% 1%

registered 
professional 

14% 22% 52% 12% 1%

total 3% 11% 57% 26% 4%

tAble 5: reFerrAl rAtes FroM otHer HeAltH prActitioNers

tAble 6: collAborAtioN witH ANotHer HeAltH prActitioNer to discuss treAtMeNt optioNs 
For A clieNt

NeVer/Very 
rArely

rArely occAsioNAlly FreQueNtly
Very 

FreQueNtly/
AlwAys

energetic Medicine 13% 17% 45% 22% 2%

ingestive Medicine 3% 7% 39% 43% 8%

Mind-body Medicine 30% 23% 41% 7% 0%

physical 
Medicine

14% 22% 52% 12% 1%

registered 
professional 

4% 11% 57% 25% 4%

total 11% 17% 48% 21% 3%
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discussioN

AdVerse eVeNts

Issues of safety and efficacy have dominated the natural medi-

cine literature.  Safety indicators include adverse drug reac-

tions, medication allergies, and patient safety incident inves-

tigations. (Australian Commission on Safety and Quality 

in Health Care, 2012).  A survey of Australian naturopaths 

and Western herbal medicine practitioners in 2002 reported 

a substantial number of adverse events associated with herbal 

medicines, nutritional substances and homoeopathic medi-

cines in Australia. According to this survey practitioners 

were likely to experience one adverse event every 11 months 

of full-time practice, with 2.3 adverse events for every 1000 

consultations (excluding mild gastrointestinal effects) (A. 

Bensoussan, S. Myers, S. Wu, & K. O’Connor, 2004). 

However, a survey by Hale  (2002) at the same time found 

that the reported adverse reactions were of a minor nature, 

and that recent graduates may be more inclined to medicalise 

client reactions, suggesting changing perceptions about what 

constitutes an adverse reaction. In the present study 8% of 

respondents reported suspecting that an adverse reaction may 

have occurred while treating a client. It appears that many 

reactions may have been minor as only 10% of the suspected 

cases needed to see a medical practitioner. Safety concerns 

for interactions between natural medicines and prescription 

medication also exist and are not reported here. Information 

about natural medicine interactions with prescribed medica-

tions has become increasingly available through an increasing 

number of case reports, independent research and web-based 

resources, making interactions largely predictable and there-

fore preventable (Moses, 2010).  

educAtioN

Forty-three percent of respondents of Hale’s (2002) survey 

of acupuncturists, naturopaths and Western herbal medi-

cine practitioners had four years of educational training and 

10.5% of respondents had completed a Bachelor degree in 

complementary medicine. In the current survey, more than 

10 years later, the number of respondents with a Bachelor 

degree was 14%; another 1% had a post-graduate qualifica-

tion. In recent years, a number of courses have been removed 

from university settings (e.g. naturopathy and osteopathy at 

the University of Western Sydney and herbal medicine at the 

University of Sydney). Concern has been raised that removing 

these programs may ‘decrease the educational rigour of 

these courses, to the detriment of patients’ (Myers, Xue,  

& Cohen, 2012).

Naturopaths and Western herbal medicine practitioners who 

participated in the survey conducted by Bensoussan et al. 

(2004) reported that the duration of undergraduate or first 

herbal or naturopathic qualifications for practitioners ranged 

from six months to six years, with an average of 3.1 years. The 

majority of practitioners reported being adequately or well 

prepared for practice, although 22% felt that they were poorly 

prepared in clinical training. Participation in continuing 

education in naturopathy or herbal medicine was reported 

by 89% of the workforce.  Similar satisfaction with natural 

medicine education and high participation rates in continuing 

professional education were reported in the present survey, 

which also included registered professionals, mind-body 

medicine practitioners and physical therapists.

reFerrAl pAtterNs 

A Singaporean study of doctors, registered nurses, physiother-

apists and occupational therapists found that participants did 

not refer patients for complementary and alternative medicine 

(CAM) because of lack of personal knowledge on the subject 

(53.4%); not knowing a suitable complementary practitioner 

(29.0%); and not thinking it was necessary (14.6%) (Wong, 

Toh, & Kong, 2010).  The main reasons for referring were 

patients’ preferences (58.0%); efficacy of complementary 

medicine for specific conditions (39.1%); and other treatment 

modalities proving unsuccessful (21.9%). Other researchers 

found that positive attitudes toward CAM did not correlate 

with CAM referral or prescription patterns (Sewitch, Cepoiu, 

Rigillo, & Sproule, 2008). The researchers concluded that 

further education about CAM to health care professionals 

may help to integrate CAM into mainstream medical care. 

Greater communication, respect and co-operation among all 

health practitioners working in maternity care was needed to 

understand the dynamics that shape providers’ decision to use 

or refer to complementary and alternative medicine in mater-

nity care (Adams, Lui, Sibbritt, Broom, & Wardle, 2011). The 

present study found that more than a third of practitioners 

reported collaborating with allied health practitioners (37%) 

NeVer/Very 
rArely

rArely occAsioNAlly FreQueNtly
Very 

FreQueNtly/
AlwAys

energetic Medicine 14% 17% 45% 22% 2%

ingestive Medicine 3% 7% 39% 43% 8%

Mind-body Medicine 30% 23% 41% 7% 0%

physical 
Medicine

14% 22% 52% 12% 1%

registered 
professional 

14% 22% 52% 12% 1%

total 3% 11% 57% 26% 4%

NeVer/Very 
rArely

rArely occAsioNAlly FreQueNtly
Very 

FreQueNtly/
AlwAys

energetic Medicine 13% 17% 45% 22% 2%

ingestive Medicine 3% 7% 39% 43% 8%

Mind-body Medicine 30% 23% 41% 7% 0%

physical 
Medicine

14% 22% 52% 12% 1%

registered 
professional 

4% 11% 57% 25% 4%

total 11% 17% 48% 21% 3%
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and also with natural medicine practitioners (37%); 25% 

reported collaborating with medical practitioners.

suMMAry oF pArt 2

The business profile of the natural medicine practitioners in 

this survey shows most (75%) having an ABN, 87% having 

professional indemnity insurance, but only 23%  registered 

for GST. The sampling method meant that all respondents 

were members of professional associations; however 34% 

belonged to more than one association.

Suspected adverse reactions were reportedly 8% in the past 

12 months. Of the 215 cases of suspected adverse reactions 

reported, 9% needed to see a medical practitioner about 

their adverse reaction. Fewer than 3% were reported to the 

Therapeutic Goods Administration.

The most commonly reported qualification in natural medi-

cine was a diploma (41%), followed by a Bachelor degree 

(14%) and an Advanced Diploma (11%). Private colleges 

dominated the educational providers (81%) and almost all 

respondents (95%) were satisfied with the preparation for 

practice provided by their natural medicine education. 

The extent to which natural medicine is integrated with 

mainstream health care may be indicated by referral patterns 

and collaborations among practitioners. Seventy-one percent 

of respondents were referring patients to general medical prac-

titioners occasionally, frequently or very frequently. The same 

percentage of respondents also referred clients for functional 

pathology tests. Ingestive medicine practitioners and regis-

tered practitioners were the highest referrers. Overall, practi-

tioners used medical diagnostic tests to inform their clinical 

practice at the same rate as they referred clients for diagnostic 

tests. Referrals to natural medicine practitioners were also 

reported at high rates (71% reporting occasionally, frequently 

or very frequently seeing clients who had been referred by 

other health practitioners). Highest rates were again reported 

by ingestive medical practitioners and registered practitioners.
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With a graceful but ambiguous head-wobble the nurse at 

reception in Delhi’s Ramanhar Lohia Hospital indicated 

that the Galenic doctor I was here to meet was probably in 

the direction I was currently looking. The large sign at the 

entrance fortunately confirmed this: ‘Unani Out Patients 

Department’. I stood at the entrance to Doctor Zia’s office 

ahead of a dozen patients already in waiting. “Ah, Dr Jimi! 

Do come in.” I greet Dr Zia with the traditional title of 

‘Hakim’, something that more closely approximates to ‘sage’ 

than doctor, but is the preferred title throughout the Muslim 

world. Immediately Dr Zia indicates the patient before him 

and says, “Presenting problem is furunculosis of the nose. 

After taking the pulse I asked him if he was constipated, 

which he confirmed. What is the Unani (Galenic) Diagnosis?” 

This last question was accompanied by a glint in his eye, 

which although warm, did nothing to ease the sense of trial by 

fire I was suddenly feeling. Deep breath. Trusting my gut, I 

stitched together concepts from the other traditional systems I 

have studied and translated them into the language of Galen: 

“Obstruction of the liver and accumulation of yellow-bile”. 

Without a blink Dr Zia asks, “And the temperament?” I reply 

that it is probably Choleric and the doctor smiles very warmly 

and indicates that I should sit down at his desk.

The rest of the day was a series of footnotes to this basic 

insight; Dr Zia would ask the patient a series of questions, 

take their pulse, examine pathology reports and then conclude 

with a scrawled prescription and some detailed instruc-

tions on important lifestyle practices. Whenever possible he 

invited me to listen to the stethoscope, observe the condition 

and palpate the tissues involved. I understood the logic of the 

diagnosis more often than I did not. This man has colonic 

ulcer and fatty liver, he is too hot and dry, and in addition 

to herbal medicines he should eat more vegetables that are 

cooling and moistening. This woman has obesity, arthritis 

and fatigue; she should eat less food, but include more spices. 

This young man has stomatitis; last week he had a fever and 

took pharmaceutical febrifuges. The fever subsided but three 

days later he erupted in ulcers. Dr Zia smiles and shakes his 

head knowingly at me. What else to say?

In the interest of reigniting popular and professional interest 

in the traditional medicine of the West, I have compiled the 

following findings from my research after visiting many of the 

major Unani/Galenic research centres, hospitals and universi-

ties in India today.

tHe HuMours

The single most famous concept of Galenic medicine is that 

of the body’s four main humours. These have been trans-

lated from Greek into the now familiar terms of blood, bile, 

phlegm and black bile. The critical point to understand 

when working with these concepts however – a point that 

far too many European Galenic doctors themselves missed – 

is that the terms denoting them do not simply indicate the 

corresponding biological f luid. Rather, the f luid represents 

a fundamental and dynamic process or principle within the 

body, and that f luid epitomises or embodies the otherwise 

abstract principle. When a Chinese doctor speaks of ‘stomach 

fire’ he does not literally believe that there is a f lame within 

the stomach, and when a modern Galenic doctor describes 

a skin condition as being caused by an excess of the bile 

humour, they do not believe that there is literally bile being 

excreted by the skin eruption, nor do they necessarily believe 

that the liver is producing too much bile; for humours and 

bodily substances are of two very different levels of being. 

galenic Medicine in the 21st century
Jimi Wollumbin

Persian Galenic text in the rare book collection
of CCRUM
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Ultimately for a vitalist, the heart of the issue is the nature of 

the process, not the nature of the substance. The confusion 

arises whenever naïve literalism is invoked and substances are 

crudely equated with the processes that formed and shaped 

them. The following is a brief attempt to describe the essence 

of the biological processes behind these concepts, together 

with their classical Hippocratic associations.

sANguis – tHe blood or red HuMour

The basic energetic quality of this humour is hot and wet. 

It was classically associated with the season of spring, the 

age of young adulthood and all tissues or f luids with a red 

colouration. The element attributed to the blood by the 

Romans was that of air, but based upon the primary qualities 

of heat and wetness it may perhaps be better understood by 

modern students as a mixture of fire (hot) and water (wet). 

Unlike other humours, blood was viewed as being of a gener-

ally beneficent nature. Observing natural processes such 

as menstruation, nose bleeds and bleeding haemorrhoids 

however, where nature chooses to evacuate this otherwise 

nourishing f luid, Greek physicians reasoned that even blood 

could be in excess (or more accurately the hot-wet principle 

was in excess) and like modern Traditional Chinese Medicine 

and Ayurveda, chose to induce controlled and moderate 

bleeding or leeching in certain conditions. Unfortunately, 

due to the dramatic effects of blood-letting this eventu-

ally led in the West to the era of heroic medicine where the 

practice was carried to an extreme by the non-Galenic ances-

tors of modern medicine. A critical feature of this clinical 

concept that I learned at the Carol Barg Tibbia College is 

that Blood is not just a dynamic humour, but also a physi-

ological f luid that is the vehicle that carries all four of the 

humours to the body’s various tissues. Cleaning the blood 

in Galenic medicine with herbal alternatives and diet is thus 

often prescribed for conditions that are caused by an imbal-

ance of one of the other humours, such as Bile. The function 

of the Blood humour is warming and nourishing, imparting 

physical vigour and strength of character. Signs of deficiency 

are therefore obviously weakness and atrophy, with signs of 

excess being the classical symptom picture of plethora: heat, 

pain, headache and mania with sensations of fullness or 

throbbing. All of these symptoms are more likely in the spring 

when the blood stirs and rises like the sap in trees, but also in 

hot weather in general. Finally, Avicenna asserted that Blood 

also carried ‘Ruh’ – which seems to equate with both oxygen  

and energy/chi.

cHole – tHe bile or yellow HuMour

The basic energetic quality of Chole is hot and dry and is 

therefore associated with the corresponding season of Summer 

and from there the prime of life. It was classically associated 

with the element of fire, but due to its primary qualities could 

be justifiably understood by modern students as a combina-

tion of hot fire and dry air. A good medical mnemonic for 

the psychological action of Bile is that it is what gives us the 

‘gall’ to rise to life’s challenges. Indeed the fiery nature of this 

acrid humor is infamous for putting one in a bad humour, 

as it causes mental irritation that is akin to the physiological 

irritation of bile secretions on delicate tissues. Despite this, 

the Bile Humor (often called Yellow-Bile) is recognised for 

its many important stimulating functions so necessary for 

life. The most central of these is its role in ‘coction’ – the 

cooking or ripening of one substance into another. Bile not 

only drives important macro-digestive processes, but is also 

the principle behind cellular metabolism in all the body’s 

tissues. Physiological waste products resulting in skin disor-

ders are therefore often either a result of excess heat and 

dryness (too much Bile) or faulty coction/ metabolism (too 

little Bile). An interesting concept from the Persian physi-

cians is that Bile not only aids in the digestion of fats, but also 

that it ‘washes Phlegma’, thus reducing congestion in general 

– a function aided by its thinning action on the blood which 

increases circulation. More broadly however, any disease 

involving excess heat and dryness is likely to be diagnosed as 
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having a bilious nature and thus treated accordingly, as are 

any discharges or eruptions of a yellow-green colour. Finally, 

Avicenna stated that Bile is a nutriment to all tissues of a 

yellow hue, especially tendons and cartilage – a concept that 

overlaps with Chinese Medicine.

pHlegMA – tHe pHlegM or wHite 

HuMour

The basic energetic quality of Phlegma is cold and moist, 

(hence its association with the season of winter) a fact that 

the Hippocratic text On the Nature of Man encourages one 

to prove for oneself by simply touching phlegm and feeling 

its cool nature compared to blood or bile. Like Ayurvedic 

Medicine, Phlegmatic processes are seen to dominate the 

early processes of growth and are therefore associated with 

the period of childhood. The classical element of this humor 

is water, although I prefer to think of phlegm as a combina-

tion of cold earth and wet water. Despite the somewhat unap-

pealing congestive connotations, Phlegma is the principle of 

f luidity in the body and is thus the vital process behind such 

diverse physiological and anatomical phenomenon as sweat, 

breast-milk, tears, sperm/ ova, lymph, plasma, the synovial 

and cerebro-spinal f luids, to name a few. The key to whether 

food is converted into the all-important f luids named above, 

or the congestive catarrh associated with so many infections is 

the process of coction, or digestion. After an initial round of 

coction in the stomach, Galenic medicine asserted that there 

was a secondary process of coction in the liver that formed 

all the humors sequentially: Blood first, then Phlegma, Bile 

and finally Black Bile. If this secondary digestive process was 

only partially completed the metabolic wastes create catarrh, 

hence the obvious association between Phlegma and the vast 

array of cold, moist, congestive infections from sinusitis to 

athlete’s foot. In its balanced state however, Phlegma forms 

a major role in the nutritive aspect of Blood, with modern 

Unani doctors suggesting that even the globin in haemo-

globin is formed by the Phlegmatic principle. Practitioners in 

India also assert the deeply Phlegmatic nature of the brain, 

a concept that has many, many fascinating implications. 

Finally, the amniotic oceans of the intra and extra cellular 

f luid matrixes are perhaps the most archetypal representation 

of this life-giving protoplasm.

MelANcHoliA – tHe blAck bile or blAck 

HuMour

The concept of Black Bile is utterly unique to Galenic medi-

cine and therefore the most difficult to grasp in my experi-

ence. Its basic energetic quality is cold and dry, being asso-

ciated with the season of Autumn and hence old age. The 

classical element it is associated with is earth, which doesn’t 

adequately symbolise the nature of this process to modern 

readers. Instead I would recommend considering it as a 

combination of cold earth and dry air, which does ref lect the 

primary energetic qualities but is non-traditional. As the final 

product of the secondary coction of food in the liver, Black 

Bile is the least nutritive and the most toxic. It has therefore 

been somewhat maligned historically and often only given 

negative attributes. In small amounts however, my Unani 

tutors were unanimous in asserting that Black Bile has a 

critical role to play in health, creating strong healthy bones, 

driving embryological development and vitalising the blood 

– all alchemical ‘mecurial’ processes. In excess however, 

the intensity of this cold dry principle is best described as 

‘caustic’, eroding and ulcerating tissues in syphilitic-like 

processes. The opposite disease pattern is also found however, 

with cancerous growths being similarly often classified as 

Melancholic – perhaps best thought of as the body’s attempt 

to wall off the excess caustic principle. Other illustrative 

conditions classically associated with Melancholia include 

vertigo, sciatica, epilepsy and headache. The final area of 

action associated with Black Bile is psychological and neuro-

logical disorders, with a range of significant disturbances 

other than simple melancholy being diagnosed as having this 

humor at their origin. Theophrastus emphasised the change-

ability of Melancholic symptoms, a notion that is ref lected in 

the internal tension of the heavy consolidating effects of the 

cold principle, when coupled with the more motile nature of 

the dry principle.  

MelANcHole postscript

 I was personally confounded by how the Greeks came up 

with the notion of Black Bile, which unlike the other three 

humors doesn’t immediately strike a modern reader as having 

any obvious physiological substances to correlate it with. My 

Unani tutors were quick to point out the following clinical 

examples that are still encountered in India but rarely seen 

in the West: the stool of patients with bleeding gastric ulcers 

is often black, the vomit of patients with advanced stomach 
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cancer can be black as are some carcinomas, and black water 

fever, a complication of malaria, results in strikingly black-

coloured urine. Historians of medicine tend to point to the 

ancient practice of blood-letting – which was then collected 

and examined by physicians for diagnosis – as the source of 

the humoral model. Upon resting the previously homogenous 

sample of blood coagulates and separates with bilirubin rising 

to the top to form a yellow layer (Bile), plasma sitting below 

this as a layer of white (Phlegm), haemoglobin forming a dark 

red mass below this (Blood) and a fourth black layer of clot-

ting factors and other elements sometimes being observed as a 

thin layer at the bottom (Black Bile).

AssessMeNt oF teMperAMeNt

Galenic medicine, like Ayurveda, places considerable 

emphasis on the individual’s constitution or ‘temperament’.  

Assessment of a client’s basic temperament has always been 

a complex process drawing upon a great deal of different 

streams of information collected via physical examination, 

pulse, urine, mental disposition and body shape, among 

others. However, popular and lay summaries of this facet 

focused primarily upon body shape and mental disposi-

tion, with a range of beautiful mind-maps, mandalas and 

ditties created that simplified the concepts but made them 

more widely available. This is akin to the modern appropria-

tion of psychological concepts such as “ego”, “introvert” and 

“shadow”, which roughly equate to their original professional 

meanings. To say that someone was ‘phlegmatic’ invoked 

a constellation of connotations in much the same way that 

modern star signs do, as they were an important and valid 

typological map. From both my reading of the literature 

and the interviews I conducted, I now understand these  

types as follow

Phelgmatic: Contented, hard-working and unconfrontational 

in its positive expression of ‘the jolly fat man’, but more often 

depicted in the European literature as shy, insecure, unadven-

turous, frigid, conservative, stubborn and dull-witted. Akin 

to the Cancerian archetype in some ways, with the bodily 

characteristics of pallor, f laccidity and hypo-function. Prone 

to catarrhal conditions and strongly parallel to the gastric, 

Kapha or endomorph type. Generally given a poor rap in the 

strongly Choleric intellectual climate of Europe in the middle 

ages, but with positive qualities of the Ayurvedic Kapha type 

being entirely relevant. One such example is the pragmatic 

nature of the phlegmatic type, which has the potential to 

keep its ‘cool’ under pressure. This can of course be carried 

to a fault by stubborn, pasty-skinned, sweaty-palmed,  

phlegmatic bureaucrats.

Sanguine: Literally ‘blooded’ but not the same as the modern 

notion of hot-blooded, which is decidedly choleric. The main 

difference is that a strong sense of idealism and sentimentality 

runs through the descriptions of Sanguines, with musicians 

being a favourite example. Physically strong and warm with a 

good appetite, at times this type is idealised to the point that 

it becomes merely a description of a balanced constitution. 

Generally attributed with robust health in modern Unani, 

this type is best seen as a positive variation on the metabolic, 

Pitta or mesomorph type with the emotional characteristics 

of a Chinese ‘fire element’ type. This denotes a strong social 

nature with heart and nervous system symptoms being the 

most common complaints. Great leaders are often given as 

examples of this type by Indian practitioners.

Choleric: This is the ‘bilious’ or ‘liverish’ type. The Chinese 

term here is the now the anglicised ‘Gung-ho’ – literally ‘hot 

livered’. Cholerics are famous for their hot temper, pride, 

confidence, intelligence and vitality. The classical illustra-

tions depict a military character, which is an apt illustra-

tion astrologically because the martial/ military arts were 

governed by Mars and therefore hot and dry like Cholerics. 

Their bodies are well muscled with prominent veins. Hepatic 

disorders are obvious, and accompanied by headaches, high 

blood pressure, eruptive skin disorders and plethoric venous 

congestion. Both diarrhoea and constipation are possible 

depending on the f low of bile. Despite the potential for f lying 

off the handle, modern Unani practitioners seem to idealise 

this constitution at times because Cholerics have the ‘gall’ to 

achieve what others would never dare.

Melancholic: This is the mysterious ‘Black Bile’ tempera-

ment, which evaded my understanding for over a decade. 

Interestingly it appears to have been the first humor to have 

been mapped out as a temperament by a student of both Plato 

and Aristotle: Theophrastus of Lesbos (c. 371 – c. 287 BCE). 

As the modern connotations of the name suggest, the mind 

and nervous system are central to this constitution. The key to 

unlock this concept however, was for me the realisation that 

like the Ayurvedic Vata/ Wind constitution, melancholics are 

cold and dry, thus being under the domain of the air element 

in most other traditional systems I have studied. The reason 

this is so significant is that the image of ‘Black-Bile’ has long 
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since ceased to evoke much meaning in the Western imagi-

nation, whereas the concept of air or wind quickly calls to 

mind a great many associations to anyone familiar with vital-

istic modes of thought. The key difference however is that 

popular Western descriptions of this biotype depict a kind 

of Saturnine old man; bearded, grumpy, distracted by his 

pontifications and somewhat disillusioned. The body shape 

however, like that of the Vata constitution, is thin, becoming 

emaciated and withered with time and neglect. Finally, 

darker skinned and haired races were often thought to be 

more Melancholic as a rule – due to the increased levels of 

melatonin from a modern perspective I am informed – but I 

would be cautious in following this personally. Theophrastus 

compared the emotional effects of Black Bile to the experi-

ence of having drunk too much wine, with rapid changes 

from hilarity to depression taking place. However, when in 

a state of equilibrium greatness results, with Theophrastus 

passing on the received wisdom of his time that geniuses, 

philosophers and statesman are often Melancholic. Students 

of Western typology will note some similarities with ‘the 

consumptive taint’.

Historically the above typology was applied to just about 

everything, becoming a language to discuss the temperaments 

of things, animals, races and countries. An example here is 

that we could speak of the classical Greek era as a Melancholic 

culture due to the centrality and respect accorded to grumpy 

male philosophers. The Renaissance by contrast with all its 

youthful enthusiasm and idealism would be described as 

Sanguine (as would Homeric Greece), whilst the Cold War era 

was evidently a Choleric period in history.

Running parallel to the above model is a less used concept of 

‘basic intemperance’, which describes people as being either 

predominantly hot, cold, dry or moist. This is an important 

tool to clarify complex cases when other models do not appear 

apply easily.

closiNg reMArks

The above clinical models are a Western equivalent of the 

Chinese yin-yang diagram and Ayurvedic tri-dosha model 

in that they served as a compass for countless generations 

of Western physicians. Although scholars marvelling at the 

similarities with Far-Eastern systems have sometimes specu-

lated a direct transmission of knowledge between India and 

Greece, current consensus is that the Western humoral model 

is a purely indigenous phenomenon. As with so many of the 

Andeo-Mayan cultural achievements in common with old 

world cultures, the only conclusion we are left with is that 

these myths and models are archetypal products of the human 

psyche as it ref lects upon the world around it. Indeed, an 

anthropologist rejecting all distinctions between nature and 

culture may even describe vitalistic modes of thinking as bio-

cultural Gaian adaptions.

Be that as it may, although holistic modes of thought are in 

the midst of an incredible renaissance, in European cultures 

this is often the result of the introduction of intact Eastern 

systems. Thankfully Persia and India have preserved the 

Western medical cannon whilst we explored other ideas; much 

in the same way they did during the Dark Ages. A true renais-

sance would therefore be to come full circle and discover our 

own culture and traditions again, and know them as if for 

the first time. In addition to the vast cultural implications 

of preserving our Western heritage, a coherent and intact 

model such as that provided by Galenic medicine also genu-

inely preserves holistic epistemologies in an era when modern 

naturopaths, although still prescribing herbs, are being taught 

to think within the dominant paradigm. In a molecularly 

obsessed culture, individuals who have thoroughly internal-

ised a vitalist epistemology are dangerously hard to find in 

Western habitats. This may mean that modern Naturopaths 

and herbalists are chasing the same alluring phantasm that 

has led orthodox medicine to its current dangerous state. It is 

my genuine hope that the concepts of Galenic medicine and 

other Western traditions return to reinspire yet another gener-

ation of physicians.

Historical illustration of the four temperaments
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can ulcerative colitis be cured by acupuncture?
Dr Sevgin Özlem Işeri, Hacettepe University Medical Faculty, Department of Physiology

Ankara, Turkey 

AbstrAct

This is a presentation of clinical results of a 42-year-old 

patient with ulcerative colitis treated with acupuncture. 

Ulcerative colitis often causes symptoms and inf luences the 

entire body and the immunological system even if the patient 

uses medicines. Common symptoms are diarrhoea, blood in 

faeces, pain in joints, skin rashes, pain in neck or eyes and 

kidney or liver dysfunction. In this case report, we present 

a 42-year-old male with ulcerative colitis who is unrespon-

sive to medical treatment. He had a history of severe ulcera-

tive colitis and had been receiving medical treatment for six 

years. The patient had clinically recovered after six sessions 

of acupuncture therapy. After one year he was still symptom-

free. We conclude that acupuncture might be an effective 

choice for treatment of ulcerative colitis and this should be 

further investigated.

Key words: acupuncture, ulcerative colitis

iNtroductioN

Ulcerative colitis (UC) is an idiopathic inf lammatory bowel 

disease (IBD) that causes diffuse inf lammation of the colon 

and rectum. The most common symptoms are persistent 

bloody diarrhoea, pain, weight loss and persistent fatigue.1

Even with medical therapy, patients frequently suffer from 

diarrhoea, rectal bleeding, abdominal pain, abdominal 

cramps and arthralgia. Severe pain occurs throughout the 

body, with pain attacks severely diminishing the patient’s 

health-related quality of life (HRQOL) and interfering with 

their social and working habits.2

Acupuncture has been practiced in China for thousands 

of years and has traditionally been utilized for the treat-

ment of a variety of digestive complaints. Research studies 

have suggested that acupuncture may be effective for 

certain cases of nausea, vomiting, gastro-esophageal ref lux 

disease, functional dyspepsia, bloating, abdominal pain,  

diarrhoea, and constipation.3

cAse report

The patient is a 42-year-old man who had suffered from 

severe abdominal pain, abdominal cramps and distension, 

f latulence and constipation followed by diarrhoea, tenesmus, 

bloody stool, joint pain and swelling, skin problems like itchy 

skin, loss of appetite, and weight loss for more than six years. 

These symptoms had caused impairment in his activities of 

daily living.

He had a diagnosis of ulcerative colitis and was treated 

with 5-aminosalicylic acid (5-ASA or mesalazine) 500 mg, 

six times a day (3g/day) for six years, with minimal or no 

improvement. He used 25 mg of methotrexate intramuscu-

larly once a week for the treatment of severe pain and 5 mg/

day folic acid orally. Acupuncture treatment was initiated 

without making any change to his drug regime.

For the acupuncture treatment, stainless steel filiform needles 

(0.25 x 25 mm, Scarboroughs Ltd. Sterile acupuncture 

needles for single use) were used on the following points: Tai 

Yuan (LU 9), Gong Sun (SP 4), Yin Ling Quan (SP 9), Da 

Heng (SP 15), Da Ying (ST 5), Tian Shu (ST 25), Chong Yang 

(ST 42), Zhong Wan (CV 12) (Figure 1, Figure 2).

Auricular acupuncture points were not used. Needles were not 

manipulated, and no attempt was made to elicit deqi. Every 

treatment session has lasted for twenty minutes. Acupuncture 

was applied two times a week for ten sessions. The treatment 

has been followed by one time a week to stop recurrence and 

continued until 50 treatment sessions were completed.

At week two the patient stated that he had marked improve-

ment in gastrointestinal symptoms, with reduced f latulence, 

better-formed stools, and less abdominal distension. He 

started to reduce the dosage and then stopped his medications 

during the acupuncture treatment. After the sixth session of 

acupuncture treatment he reported having completely recov-

ered from the symptoms of diarrhoea, joint pain, skin rash, 

abdominal pain, vomiting and sleep disturbance. Follow-up 

was carried out one year after the end of 50 sessions of 
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acupuncture treatment. Follow-up examination showed that 

his symptoms had not recurred. (Table 1)

His tenesmus was as frequent as 7-8/day before acupuncture 

treatment and reduced to 1-2/day after acupuncture treat-

ment. Appetite was quickly restored after acupuncture treat-

ment and his body weight increased from 72 kg to 83 kg after 

acupuncture sessions had been completed. Pain intensity 

was evaluated on the basis of a visual analogue scale (VAS). 

The patient indicated his score on a 100 mm horizontal line 

whose left end point was marked no pain (= 0 mm) and right 

end point strongest imaginable pain (= 100 mm). We noticed 

dramatic reduction in VAS score, which was 80 before the 

treatment and reduced to 0 after it.

Quality of life, which was measured with the IBD question-

naire (IBDQ), was very poor (score of 85) before acupuncture 

treatment. However, it improved considerably with acupunc-

ture treatment (score 220). The 32-item IBD questionnaire 

(IBDQ)  evaluates general activities of daily living and intes-

tinal, social and emotional status.4 Scores range from 32 to 

224, with a higher score indicating a better quality of life. 

Four-dimensional scores cluster items under four headings: 
1. B (bowel) - loose stools, abdominal pain; 2. S (systemic) - 

fatigue, altered sleep;3. SF (social function) - need to cancel 

social events; and,4. E (emotional) angry or irritable.

discussioN

Chronic visceral hyperalgesia is a characteristic feature of IBD 

and other functional bowel disorders.5 Given that current 

drug therapy for IBD patients has limited benefit and carries 

potential risks, we set out to test the efficacy of acupuncture 

therapy for the treatment of IBD.

We observed that diarrhoea, arthralgia, abdominal pain, 

vomiting and sleep disturbances of our patient were signifi-

cantly improved by acupuncture therapy. 

Psychosocial and environmental factors such as infection 

and inf lammation cause visceral pain and disturbance of 

bowel habit as a result of the brain-gut interaction failure.6 

Li et al. also reported that acupuncture improved abdominal 

discomfort, frequency of defecation, and overall well-being 

in patients with inf lammatory bowel disease.7 It is already 

known that the analgesic effect of acupuncture is mediated 

through endogenous opioids, 5-hydroxytryptamine (5-HT), 

nitric oxide and Aminobutyric acid (GABA) in the central 

nervous system.8 

Acupuncture may also activate the cholinergic anti-inf lam-

matory pathway that involves activation of vagal efferent 

nerves in treatment of inf lammatory diseases.9

We have previously shown that oxytocin (OT) alleviates 

dermal, gastric, hepatic, renal and colonic injury in different 

models of inf lammation.10 A study that investigated the 

potential protective effect of oxytocin on a stress-aggravated 

colitis model in rats found that the anxiolytic and antioxidant 

effects of OT were mediated via its receptors.11 Parallel to this 

investigation, studies showed that acupuncture changed OT 

concentration in the brain nuclei and spinal cord and that 

OT in the central nervous system played an important role in 

acupuncture analgesia in the rat.12 

In conclusion, these data suggest that remediation of IBD may 

be facilitated and its complications prevented by acupunc-

ture, which inf luences stress responsivity and oxytocin level. 

Therefore, acupuncture merits consideration as a potential 

therapy in the treatment of IBD. That result is very impor-

tant and should be further investigated in a larger group  

of IBD patients.
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could supplementary fish oil, vitamin d3 and aspirin intake have a 
major effect on reducing the incidence and progression of skin cancer? 
A short review
Russell Setright, ND, ATMS.  Naturopathic Consultant.  Member, Australasian Medical Writers Association  russell@

lifesurvival.com.au  www.lifesurvival.com.au

Australia has one of the highest rates of skin cancer in the 

world. Even with improved compliance with the sun-safe 

message and the increased use of sun block products, the 

incidence of skin cancer in Australia is increasing. The total 

number of non-melanoma skin cancer treatments is expected 

to double by 2015, compared to its 1997 level.1 Are there addi-

tional messages that should be given?

UV exposure from the sun is a risk factor for squamous 

cell carcinoma and other non-melanoma skin cancers. 

However, the evidence that moderate sun exposure causes  

melanoma is inconclusive.2 

There is some evidence that non-burning regular sun expo-

sure such as obtained in the early morning and later in the 

afternoon seems to have a protective effect against skin 

cancer,3 and that progression of malignant melanoma is asso-

ciated with significantly reduced 25(OH)vit D serum levels, 

which adds to the growing body of evidence that 25(OH)vit 

D serum levels may be of importance for pathogenesis and 

progression of malignant melanoma.4

Ultra violet radiation from the sun initiates DNA damage 

in skin cells and suppresses cell-mediated immunity, 

allowing sun-damaged cells and cancer cells to escape 

immune destruction.5 Controlling this immune destruc-

tion and resulting inf lammation may be a key measure in  

skin cancer prevention.6

Emerging data suggest that fish oil (omega-3 fatty acids), 

vitamin D status and the use of aspirin may have a positive 

effect in reducing the incidence of both melanoma and other 

non-malignant skin cancers.

FisH oil ANd skiN cANcer risk 

Studies have reported that high dietary intake of omega-3 

fatty acids found in fish and fish oil is associated with reduced 

skin cancer risk. These polyunsaturated fatty acids reduce the 

suppression of cell-mediated immunity after UV exposure.5,6

A study by Pilkington et al.5 examined 5g of supplementary 

fish oil (omega-3s) in humans in a 3-month clinical trial. 

After exposing the participants to various doses of UV, it 

was found that those in the supplemented omega-3 group 

had significantly less photo-immunosuppression compared 

to the placebo group. Photo-immunosuppression describes 

the suppression of cell-mediated immunity on the skin in 

response to UV. The authors concluded that oral omega−3 

PUFAs appear to abrogate photo-immunosuppression in 

human skin, providing additional support for their chemopre-

ventive role.

VitAMiN d ANd skiN cANcer 

Cancers diagnosed in the summer and autumn have a 

significantly better prognosis than cancers diagnosis in the 

winter and spring. This was tentatively attributed to sun-

induced vitamin D. It seems that vitamin D may affect  

tumour progression.

There is evidence that excessive sun exposure increases the 

risk of skin damage, ageing and skin cancers. Excessive expo-

sure to sunlight causing sunburn at any time in life increases a 

person’s risk of developing skin cancer. However, people who 

experience intermittent exposure to high levels of UV radia-

tion – such as tanning on the beach on the weekend – appear 

to be at greater risk, while those who experience continual 

exposure to lower levels even if the total dose of UV radia-

tion is the same, have the lowest incidence of melanoma. 

That is, non-burning regular sun exposure such as obtained 

in the early morning and later in the afternoon seems to have 

a protective effect against skin cancer. A moderate amount of 

unblocked sunlight may actually be beneficial to most people, 
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and could reduce the risk of many other diseases, including, 

paradoxically, melanoma itself. 2,3

In another study, 1,200 healthy postmenopausal women who 

took daily supplements of calcium (1,400 mg or 1,500 mg) 

and vitamin D3 (1,100 IU) or a placebo for four years. The 

results found that women who took the supplements had a 60 

percent lower overall incidence of cancer.6,7

AspiriN ANd skiN cANcer 

A study that included 59,806 Caucasian women found, after 

adjusting for co-factors,  that those who took aspirin were less 

likely to develop melanoma skin cancer during a follow-up of  

12 years . This study reported that women who used aspirin 

had a 21 percent lower risk of melanoma relative to non-users. 

Also, the use of aspirin for more than five years led to a 30 

percent lower melanoma risk.8

discussioN

It would appear that immune modulation and inf lammation 

control is an important risk management strategy in reducing 

the risk of skin cancer development and progression.

In addition to sensible and non-burning sun exposure, 

the roll of supplementary vitamin D3, fish oil and aspirin 

in cancer risk reduction is becoming more evident, and 

although further research is always needed, the data to date 

is compelling.
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Vale peter derig

peter derig, tHe FouNder oF HeAltH 

scHools AustrAliA ANd A FiNe MeNtor 

to so MANy grAteFul people iN tHe 

NAturAl HeAltH proFessioNs, pAssed 

AwAy oN 8 FebruAry, 2013. He is deeply 

Missed. JAtMs HAs receiVed tHese trib-

utes to peter. 

At age 35 I was privileged to begin work with Dr Peter Derig. 

Originally trained as a chiropractor and naturopath, Peter 

was a master at most of the arts in healing, which included 

acupuncture, nutritional medicine and in his later years, 

innovative laser techniques. He was always passionate about 

practising and even in his twilight years would work until 

7pm regularly, a remarkable effort for a 70 year old! Peter was 

remarkable in so many ways. I remember discussing with him 

one year about how I was going to attempt to run my first 

marathon and he would regale the story of where he ran two 

marathons back to back! That was a mark of just how remark-

able the man was. Not only a 50 year veteran practitioner, 

but an admirable human being who not only was one of the 

founding members of the ATMS, but one of the founding 

members of natural medicine in Australia.

Stephen Eddey, Director, ATMS

Peter Derig was a gentlemen. Also a gentle man. He was also a 

man of vision and wisdom, the latter of which he passed on to 

so many. When I was invited to become a Director of ATMS 

Peter was still on the Board and this gave me the opportunity 

to experience first hand the creative thinker that was Peter. 

No matter the problem Peter always had a solution and this 

solution was based on his years of experience, and his ability 

to seek harmony even in the most difficult situations.

He will be forever missed but his name will be written in the 

annals ofnatural medicine history.

Bill Pearson, Acting President, ATMS.

I was one of the practitioners who mentored Peter’s students 

in their clinical placements in the Newcastle and Central 

Coast area. Peter will be missed by all practitioners and 

students alike. 

Antoinette Balnave, Director, ATMS.

I remember Peter from my days during my chiropractic 

training and attended seminars he held in the early 80s. 

I remember him as energetic, jovial and a keen promoter of 

quality education and practice. During my years as prin-

cipal of Endeavour College of Natural Therapies I was deeply 

involved in natural medicine curriculum, course delivery and 

accreditation, and recognition of prior learning. I became 

aware of the quality of Peter’s courses at Health Schools 

Australia and the high regard that students always had for 

him and for the education he provided. He was a leading light 

in natural medicine and I’m grateful for his untiring commit-

ment to the quality of natural medicine education.

Sandra Grace

I personally feel honoured to have known and worked with 

Peter Derig. I met Peter in 1988 when I first became an 

ATMS director. In those early days of my directorship Peter 

provided me with personal guidance and mentoring, and 

I still practise many of his principles today in my business.

Peter was a shining light, his thinking was ahead of it’s time, 

he was a true professional. Peter was a friend to all, never to 

busy to offer a hand or a positive word, he was a compas-

sionate Practitioner who cared deeply about his clients. Peter 

was the founder of Health Schools International and through 

his courses trained many successful practitioners. He was a 

founder member of ATMS and a pioneer of the natural medi-

cine profession in Australia. In September 2011 Peter was a 

guest speaker at the ATMS AGM and was inducted into the 

ATMS Hall of Fame. It was truly wonderful to see and hear 

Peter speak at this event of his years and his journey in the 

profession. He was thrilled to receive the award. Peter has left 

us now but his legacy will continue in our hearts and minds. 
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Peter was an adorable man and loved by many. Thank you 

Peter, go now in the knowledge you have left a lasting legacy.

 Maggie Sands ATMS Director/ Life Member, Principal, 

School of Integrated Body Therapy. 

As a new director, I would like to pay my great respect to the 

late director Peter Derig for his contribution to the running??? 

of ATMS. In the spirit of Peter I will strive to serve ATMS 

tirelessly, and work with other directors to make ATMS to 

become an internationally well-known organisation. As Peter 

did, so should we all devote our time and energy to advo-

cating natural medicine for the true health of the public. 

Daniel Zhang

dr isAAc goldeN AppoiNted HoNorAry 

reseArcH Fellow

We are pleased to announce the appointment of Dr Isaac 

Golden, ATMS member since 1984, as Honorary Research 

Fellow in the School of Science, Information Technology and 

Engineering at the University of Ballarat. In so doing, the 

University recognizes and values Dr Golden’s contribution to 

learning, teaching and research. 

In 2005 Isaac was the first person to be awarded a PhD 

from a mainstream Australian University in a homeopathic 

research topic.

This latest appointment came about as a result of the 

collaborative work Isaac has been doing with mathematiti-

cians within the School on the analysis of data arising from 

the homeopathic immunisation of over 2.2 million people 

against leptospirosis in Cuba in 1997 and 1998, and subse-

quent homeopathic immunisation of over 9.8 million people 

against Swine Flu in 2009/10. All intenventions were highly 

successful. It also recognised his frequent research-based 

contributions to local and international journals as well as 

authorship of 12 books on homeopathic medicine. 

The appointment is even more pleasing in the light of recent 

attacks by pharmaceutically aligned groups on Universities 

where complementary therapies are taught and studied. The 

establishment of a strong but appropriate-evidence base for 

all complementary therapies must be a priority for the profes-

sion, and will be encouraged by appointments such as the 

above.

The Society warmly congratulates Dr Golden on his 
appointment.
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is sitting down bad for your health? 
some important advice for your patients
Jeremy Clarke

In his book Born To Run Christopher McDougall1 argued 

that one of the real advantages we enjoy as a species is that 

we are built to be instinctive runners. When the last Ice Age 

receded, he wrote, and the wide, f lat grasslands and rolling 

savannahs opened up, it was not those species with brute 

strength and combat ability that survived and thrived, rather, 

it was us: the runners.

When fulfilling its potential, our unique physiology allows 

us to run for hours on end and chase down much faster prey, 

which will eventually collapse from exhaustion. McDougall 

says this skill is far from a lost art, and he points to those 

ultra-marathoners today who can outpace horses over 100km 

distances – this is our special evolutionary inheritance, he 

says, we were “born to run”.

“Way before we were scratching pictures on caves or beating 

rhythms on hollow trees, we were perfecting the art of 

combining our breath and mind and muscles into f luid 

self-propulsion over wild terrain,” he wrote, “You don’t 

stop running because you get old, you get old because you  

stop running.”

It is difficult to imagine a lifestyle further from this running 

history of ours – our running nature – than the one many 

of us who work in big cities have developed. We sit at the 

breakfast table, we sit in the car, we often spend hours 

behind a desk, and we sit at a dinner table or a bar before  

retiring back to bed.

We do this for years.

A recent survey of 20 countries said that today we average 

about 300 minutes of sitting down per day, with a low end 

in Portugal, Brazil and Colombia, whose populations 

average up to 180 minutes a day, while in Taiwan, Norway, 

Hong Kong, Saudi Arabia and Japan they average more than  

360 minutes a day.2

In the United States – a nation with comparable health trends 

to Australia – one estimate puts their average at more than 

550 minutes sitting every day, nearly 100 minutes more than 

they spend sleeping.

It would be very surprising if this dissonance between 

our physical design for running and our chosen lifestyles 

of prolonged sitting did not have an effect on the healthy 

working of the bodies we were born with.

Now, research is revealing the true extent of that effect. 

Studies have linked sitting for long periods with a host of 

health issues, including increased blood pressure, high blood 

sugar, excess body fat around our middles, poor cholesterol 

levels and obesity. It is also thought to increase the risk of 

fatal cardiovascular disease and cancer.3-5

Another recent study compared adults who spent less than 

two hours a day in front of screen-based leisure with those 

who logged more than four hours. The latter group had a 125 

percent greater risk of events associated with cardiovascular 

disease, such as chest pain (angina) or heart attack.6

According to Sedentary Behaviours Increase Risk of 

Cardiovascular Disease Mortality in Men,7, a 2010 medical 

report, ‘Men who reported spending more than 10 hours 

per week driving a car and more than 23 hours per week 

combined driving and watching television had a 62-84 

percent higher risk of dying from cardiovascular disease than 

those who reported less than 11 hours per week.’

So what exactly is happening to our bodies when we sit down? 

Immediately, the electrical activity in the leg muscles switch 

off, calorie burning decreases to one per minute, and fat-

burning enzymes drop by 90 percent. After two hours, the 

manufacture of HDL cholesterol drops by 20 percent; after 

four hours, insulin effectiveness drops by 24 percent.

For many of us, sitting for stretches of two to four hours is not 

at all unusual. To make things worse, researchers tell us that 

squeezing in a few mad hours at the gym every week does not 

significantly offset the risk that sitting poses to our health. 

They say that we have to simply get into the habit of standing 
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whenever possible, often during activities we associate  

with sitting.

Some office workers have taken this advice to heart, eating 

their lunch or taking phone calls while standing. They walk 

with colleagues rather than hold their discussion in a confer-

ence room. Some use a standing desk or work at a counter; 

others even use a treadmill with a specialized vertical desk 

when their task involves mainly reading or reviewing video.

The effect of movement on the body – even leisurely move-

ment – is immediate and acute. And movement not only 

reduces the health risks of prolonged sitting, it also burns 

calories at a much increased rate, leading to weight loss and 

increased energy. Indeed, the muscle activity associated with 

simply standing triggers processes in the body that break 

down fat and sugars.

A study by investigators in the Exercise Physiology Laboratory 

at UCA Berkeley8 concluded that ‘dietary and physical 

activity recommendations for healthful living are inextricably 

intertwined. Adequate physical activity provides protection 

against chronic diseases and helps to balance energy expendi-

ture and intake.’

For all the ways we try to change our lifestyles and trial 

various exercise regimes these days, the most uncomplicated 

recommendation that therapists can give their patients must 

be this: spend less time sitting down. There is a strong case 

for telling almost every patient who comes through your door, 

no matter what they’re presenting with, to stand up for their 

health.
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royalties cheque to AtMs from Marsh insurance
Trevor Le Breton

Marsh is a world leader in delivering risk and insurance 

services and solutions, working with clients to build resilience 

and protection, to find opportunity in risk and, ultimately, to 

help them grow with confidence and certainty.

From its founding in 1871 through to the present day, Marsh 

has provided thoughtful leadership and pioneering innova-

tion for clients and the insurance industry, introducing and 

promoting the concept and practices of client representa-

tion through brokerage, the discipline of risk management, 

globalisation of insurance and risk management services, 

creation of critical insurance market capacity and many other 

ground-breaking tools and service platforms.

With 26,000 employees around the world, including over 

1,000 in Australia, Marsh provides global risk management, 

risk consulting, insurance broking, alternative risk financing, 

and insurance program management services to a wide range 

of businesses, government entities, individuals and profes-

sional service organisations around the world in more than 

100 countries.  Marsh’s clients vary by size, industry, geog-

raphy and risk exposures.

Marsh is a unit of Marsh & McLennan Companies, a 

global professional services firm with approximately 53,000 

employees and annual revenue exceeding $11 billion. Marsh 

and McLennan Companies is also the parent company of 

Guy Carpenter, the risk and reinsurance specialist; Mercer, 

the provider of HR and related financial advice and services; 

and Oliver Wyman, the management consultancy. Marsh and 

McLennan Companies’ stock (ticker symbol: MMC) is listed 

on the New York, Chicago and London stock exchanges. 

Marsh and McLennan Companies’ website is www.mmc.com. 

Marsh’s website is www.marsh.com.  

Organisations which provide services to members are always 

looking for ways to add value to their membership so as to 

encourage active member participation and loyalty.

Marsh works with a wide range of groups and associations 

to deliver tailor-made insurance programs and solutions that 

offer added value to members. These programs provide cost-

effective protection against the particular risks inherent in 

members’ industries or professions. In 2012 ATMS entered 

into a relationship with Marsh Insurance Pty Ltd, which 

provides members with cover for professional indemnity and 

public liability insurance. In return for its members using this 

service ATMS receives a commission for each policy written. 

The accompanying photo shows Director Allen Hudson 

receiving our first instalment of these royalties from Carrie 

Wright (Principal, FINPRO Marsh Insurance Pty Ltd ).  

Premiums are based on the information you provide in the 

completed insurance application and are calculated on the 

gross annual income (including GST) earned by you for the 

last financial year. If you are starting a new practice please 

estimate the gross annual income (including GST) you earned 

in your first year.

Members can commence the policy from any date in the 

policy year; however the policy expiry date will always be 

1 October. Premiums are reduced on the first day of each 

month until 1 June, when a f lat short rate premium is appli-

cable for members buying a policy between 1 June and 31 

August. Policies commencing in September will run until 

1 October the following year. Please see the Insurance 

Application form for details of the current premiums. Visit 

the Member Services tab on our website www.atms.com.au 

for further details.

Various limits of indemnity are available starting from 

$1,000,000 up to $20,000,000.

Marsh is the world’s leading insurance broker and risk adviser. 

The company offers insurance services to meet the needs of 

natural medicine practitioners. Globally, Marsh has over 100 

years of experience in  working with major insurers to develop 

and arrange insurance tailored to the specific requirements of 

industry sectors.
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Homoeopathy for eczema
Robert Medhurst BNat DHom

Eczema, otherwise known as atopic dermatitis, is a common 

recurring inf lammatory skin disease. Australia has one of the 

highest rates of eczema on the planet, with up to one in three 

children aged under five suffering from the disorder, and 

these numbers are on the rise.1 Around 70 percent of cases are 

hereditary and as a disease that usually has an allergic basis, 

there’s often a history or family history of other allergic condi-

tions such as asthma or hay fever. 

Eczema has many different presentations and these include 

dry, moist, exudative, crusty or bleeding. Aggravations can be 

triggered by stress, heat, wind, a change of season and a wide 

range of allergens such as various foods, dust mites, pollens, 

grasses, animal protein and a number of different ingested 

and environmental chemicals. Lesions may occur anywhere 

on the body or may be isolated to areas such as the face, 

hands, legs, or any of the f lexor surfaces. 

There are thousands of products, both prescribed and avail-

able over the counter, that have been used to treat this 

disorder, and, on average, sufferers spend in excess of $2000 

per year on treatments.2 Some of these products work for some 

people some of the time, but in most cases, over the long term, 

they are ineffective or may have a significant negative impact 

on the quality of life, or both. 

The best and most prolonged relief for eczema that I’ve seen is 

provided by homeopathy, and when used according to tradi-

tional homeopathic principles the properly indicated homeo-

pathic medicine can relieve the symptoms of eczema very 

effectively and significantly reduce the risk of recurrence. 

Constitutional treatment aimed at prescribing on the totality 

of the symptoms expressed by the sufferer is always prefer-

able, but I and a number of prominent prescribers (see bibliog-

raphy) have found consistently useful outcomes provided by 

the following homeopathic medicines.

A note of caution when dealing with this condition: higher 

potencies are more likely to aggravate than lower ones, and 

even LM potencies are capable of aggravating this condi-

tion. If in doubt as to this possibility, use low potencies of 

the indicated remedy. Begin by sniffing the liquid form 

of remedy, then add two drops of the liquid remedy to 

a glass of water and use small sips from this glass as neces-

sary. The information given here is of a general nature only 

and is not meant to replace the advice of a qualified health  

care practitioner.

ANtiMoNiuM cruduM

Moist lesions are more commonly seen here, particularly in 

those who may appear overweight, shy, irritable, crave sour 

foods and have a history of gastrointestinal disorders. Lesions 

are scaly, pustular and form thick yellow scabs. Itching is 

worse for the warmth of bed, washing and worse at night, and 

the symptoms are better for open air.

ArseNicuM AlbuM

This may be indicated in those who fear germs and disease, 

appear anxious, restless, precise, neat and orderly. They may 

be chilly and prone to indigestion or diarrhoea, tremble and 

be thirsty for small amounts of water. Lesions may occur in 

patches, especially on the hands, and may be either moist 

or dry. There is redness, itching, and intense burning. The 

symptoms are worse from scratching, cold air, wet weather 

and anxiety, and better from heat or warmth. Clinical confir-

mation has been seen in reference five below.

cAlc cArb 

This is particularly beneficial in eczema capitis. The person 

with eczema who may benefit from Calc carb may appear 

to be cautious, obstinate, chilly, nervous, shy (but exhibit 

temper tantrums), may have had difficulty teething and may 

be prone to otitis. They may be overweight, crave sweets or 

eggs, have a sluggish metabolism and tire easily. Their lesions 

may be either dry or moist and may occur generally about 

the body or specifically behind the ears, and they may be 

cracked, ulcerated and slow to heal. Symptoms are worse from 

cold, exertion, washing or wet weather, and better from dry 

weather. Clinical confirmation has been seen in references  

three and four below.
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cicutA VirosA

Like Calcarea, Cicuta is often indicated in eczema capitis. 

The lesions here are characterised as pustules that join to form 

a broad thick yellow scab and there is a marked absence of 

pruritis. The sufferer often appears depressed, may confuse 

the present with the past and have a history of spasmodic 

disorders. Symptoms are worse from touch.

crotoN tig

This is particularly useful in eczema of the scrotum or face, 

where there is an itch so intense that it cannot be scratched, 

as it produces pain. The eczema may be associated with diar-

rhoea. The lesions are vesicular, and may ooze and become 

pustular. Symptoms are worse from touch and from washing.

grApHites

Lesion in this instance may be either dry or moist. They may 

occur anywhere on the body but more commonly seen around 

the fingers, toes or hands, around the mouth or behind the 

ears. Moist lesions may have a sticky white or yellow exudate 

that hardens into a crust which then cracks and oozes exudate. 

Sufferers scratch the lesions until they bleed and may have a 

history of herpes, ridged or distorted nails and may appear 

timid, fidgety and apprehensive. Symptoms are worse for heat 

and on waking, and better for cold. Clinical confirmation for 

this remedy in eczema has been seen in reference five below.

HepAr sulpH

The lesions in this case are predominantly moist and may be 

experienced by those who appear easily irritated, anxious, 

depressed, chilly, have poor muscle tone, sweat easily and 

have a great sensitivity to all impressions. All wounds become 

infected and suppurate, and associated lymphatics become 

swollen. There may be a craving for sour or strong foods, a 

history of croup, generalised catarrh or sinus infection. 

Eczema lesions are easily infected, crack, suppurate, bleed 

easily and are slow to heal. Symptoms are worse from touch, 

dry cold wind and cool air better for damp weather, being 

covered and covered warmly.

petroleuM

Petroleum may be of use where the sufferer appears depressed 

and fearful, has dimness of vision and a history of respiratory 

or digestive problems. Lesions may be burning and intensely 

itchy, and may appear as either dry or moist. In the dry state 

there are often deep, sore cracks that may bleed in the finger-

tips and/or palms of the hands, and these are easily infected 

and slow to heal. The skin appears dirty, hard and rough 

and lesions may have thick, greenish crusts. Symptoms are 

worse from damp, winter, weather change, at night and from 

warmth of the bed, and better from warm air and dry weather.

lycopodiuM

Lesions in this instance are often intensely itchy, are 

commonly moist and frequently appear on the feet. The area 

may bleed easily, may be cracked and oozing and there may be 

thickening of the skin. The sufferer is often thin in appear-

ance, may seem chilly, may appear to lack confidence and be 

fearful, apprehensive or depressed, There may be a history 

of weak digestion, poor memory or dyslexia, and the eczema 

may be associated with renal, hepatic or digestive ailments. 

Symptoms are worse from pressure and in a warm room, and 

better for warm food drink. Clinical confirmation has been 

seen in references three and four below.

MedorrHiNuM

This is often indicated for children with eczema who have a 

history of allergies. They’re commonly restless and they bite 

their nails while sleeping, need stimulation and may exhibit 

alternating moods, some of which can appear to be quite 

violent. There may be a history of catarrh and there may be 

weakness of memory and poor concentration. Lesions are 

intensely itchy and this is aggravated by thinking about them. 

Symptoms are also worse during daylight hours and better for 

damp weather.

Mercurius 

The person who may benefit from this remedy will commonly 

exhibit unpleasant breath, body odour and most secretions 

will have an unpleasant odour. Eczema lesions will typi-

cally be moist, itchy, vesicular or pustular, suppurate and 

form yellowish to brown crusts. Symptoms are worse for the 

warmth of bed, worse at night and for damp weather.

MezereuM

The common pointers to this remedy are apprehension, indif-

ference, chilliness, sensitivity to cold air, a craving for fat 

and an anxiety that’s felt in the stomach. Lesions are often 
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moist and are intensely itchy, starting as blisters that ooze 

gluey f luid that forms thick crusts with pus beneath. Chronic 

scratching frequently leads to thickened skin. Symptoms are 

worse from cold air, at night and from touch, and are better 

from open air. Clinical confirmation has been seen in refer-

ence three below.

NAt Mur

The Nat mur presentation often involves an appearance of 

depression. The person in question may be quiet and reserved, 

need acceptance from others, may be easily frustrated, moody 

and desire salt. They may appear shy but opinionated, physi-

cally and emotionally sensitive, and prone to weariness, 

oedema and dry mucous membranes. The eczema lesions look 

red, raw and inf lamed, and may be either dry or moist and 

frequently arise at the follicular margins of the scalp, behind 

the ears or on the f lexor surfaces of joints. Symptoms are 

commonly worse in warm rooms, for consuming salty foods 

or proximity to the sea. They’re better from tight clothing, 

open air or cold bathing in fresh water.

psoriMuM

Psorinum is often used as an intercurrent remedy in difficult 

cases. Lesions can be either dry or moist. The sufferer often 

appears depressed, sweaty, chilly, has an extreme sensitiveness 

to cold, dreads the least little draft of cold air, has significant 

debility, and all secretions have an offensive odour. There may 

be a history of cardiac weakness. Lesions commonly occur 

behind the ears and are extremely itchy. They may appear 

crusty, may ulcerate and are slow to heal. Symptoms are 

worse from motion, from coffee, from cold or changes in the 

weather and are better from warmth or heat. Clinical confir-

mation has been seen in reference three below.

rHus tox 

This may be helpful in those who appear restless, irritable, 

conscientious, or shy. They often crave cold milk, worry 

about how they should behave and experience anxiety or 

muscle stiffness. Lesions may be either dry or moist and may 

appear as vesicular eruptions that blister and exude f luid. 

There may be an intense itch that the sufferer feels compelled 

to scald in a hot shower. The symptoms here may be worse 

in the morning or from cold and better for scratching, heat,  

warmth and motion.

sulpHur

Sulphur is commonly used in eczema, particularly in recalci-

trant cases, and is frequently used as an intercurrent remedy. 

The sufferer may be friendly, gregarious and outgoing in 

nature, have lots of ideas, may be prone to diarrhoea, may 

have hot feet, a craving for sweets and an aversion to eggs. 

Lesions may appear on the f lexor surfaces of elbows and knees 

and may be inf lamed, crusted, scaling, dry or moist. There is 

often an intense burning itch. Symptoms are worse from the 

warmth of a bed, bathing, scratching, exposure to wool and 

at night. Clinical confirmation of the effectiveness of sulphur 

in eczema has been seen in references four, five and six below.

ViolA tricolor 

Pansy is very useful for children’s eczema, particularly where 

it occurs on the face or about the head. The lesions are 

extremely itchy with a burning pain, form thick scabs that 

crack and ooze a glutinous yellow exudate. Symptoms are 

worse during winter and worse at night.
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tActile tHerApies

Axen I, Bodin L. The Nordic maintenance care program: 

the clinical use of identified indications for preventive 

care. Chiropractic & Manual Therapies. 2013;21:10 

doi:10.1186/2045-709X-21-10

The electronic version of this article is the complete one 

and can be found online at: http://www.chiromt.com/

content/21/1/10

Background: Low back pain (LBP) is a prevalent condi-

tion and has been found to be recurrent and persistent 

in a majority of cases. Chiropractors have a preventive 

strategy, maintenance care (MC), aimed towards mini-

mizing recurrence and progression of such conditions. 

The indications for recommending MC have been iden-

tified in the Nordic countries from hypothetical cases. 

This study aims to investigate whether these indications 

are indeed used in the clinical encounter. 

Methods: Data were collected in a multi-center obser-

vational study in which patients consulted a chiro-

practor for their non-specific LBP. Patient baseline 

information was a) previous duration of the LBP, b) 

the presence of previous episodes of LBP and c) early 

improvement with treatment. The chiropractors were 

asked if they deemed each individual patient an MC 

candidate. Logistic regression analyses (uni– and multi-

level) were used to investigate the association of the 

patient variables with the chiropractor’s decision. 

Results: The results showed that “previous episodes” 

with LBP was the strongest predictor for recom-

mending MC, and that the presence of all predictors 

strengthens the frequency of this recommendation. 

However, there was considerable heterogeneity among 

the participating chiropractors concerning the recom-

mendation of MC. 

Conclusions: The study largely confirms the clinical 

use of the previously identified indications for recom-

mending MC for recurrent and persistent LBP. Previous 

episodes of LBP was the strongest indicator.

coMpleMeNtAry MediciNe

Yen L, Jowsey T, McRae IS. Consultations with comple-

mentary and alternative medicine practitioners by 

older Australians: results from a national survey. BMC 

Complementary and Alternative Medicine. 2013; 13:73 

doi:10.1186/1472-6882-13-73

Background: The use of complementary and alternative 

medicines (CAM) and CAM practitioners is common, 

most frequently for the management of musculoskel-

etal conditions. Knowledge is limited about the use of 

CAM practitioners by older people, and specifically 

those with other long term or chronic conditions.

Methods: In 2011 we conducted an Australia wide 

survey targeting older adults aged over 50 years 

(n = 2540). Participants were asked to identify their 

chronic conditions, and from which health profes-

sionals they had ‘received advice or treatment from in 

the last 3 months’, including ‘complementary health 

practitioners, e.g. naturopath’. Descriptive analyses 

were undertaken using SPSS and STATA software.

recent research
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Results: Overall, 8.8% of respondents reported seeing 

a CAM practitioner in the past three months, 12.1% 

of women and 3.9% of men; the vast majority also 

consulting medical practitioners in the same period. 

Respondents were more likely to report consulting a 

CAM practitioner if they had musculoskeletal condi-

tions (osteoporosis, arthritis), pain, or depression/

anxiety. Respondents with diabetes, hypertension and 

asthma were least likely to report consulting a CAM 

practitioner. Those over 80 reported lower use of 

CAM practitioners than younger respondents. CAM 

practitioner use in a general older population was not 

associated with the number of chronic conditions 

reported, or with the socio-economic level of residence  

of the respondent.

Conclusion: Substantial numbers of older Australians 

with chronic conditions seek advice from CAM practi-

tioners, particularly those with pain related conditions, 

but less often with conditions where there are clear 

treatment guidelines using conventional medicine, 

such as with diabetes, hypertension and asthma. Given 

the policy emphasis on better coordination of care for 

people with chronic conditions, these findings point 

to the importance of communication and integration 

of health services and suggest that the concept of the 

‘treating team’ needs a broad interpretation.

westerN HerbAl MediciNe

Wankeu-Nya1 M, Florea A, Bâlici S, Watcho P, Matei 

H, Kamanyi A. Dracaena arborea alleviates ultra-struc-

tural spermatogenic alterations in streptozotocin-induced 

diabetic rats. BMC Complementary and Alternative 

Medicine. 2013; 13:71 doi:10.1186/1472-6882-13-71

Background: Infertility is a common complication in 

diabetic men and experimental animals, mainly due 

to loss of germ cells by apoptotic cell death. The aim 

of this study was to evaluate the effects of aqueous and 

ethanol extracts of Dracaena arborea in streptozotocin-

induced ultra-structural spermatogenic alterations  

in Wistar rats.

Methods: Diabetic animals were orally treated with 

Millipore water (10 ml/kg), sildenafil citrate (1.44 mg/

kg) or Dracaena arborea aqueous (500 mg/kg) and 

ethanol (100 mg/kg) extracts for three weeks. A group 

of non diabetic rats received Millipore water (10 ml/kg) 

and served as healthy control group. Blood glucose was 

monitored at the beginning and the end of the study. 

One day after the last treatment, animals were sacri-

ficed and the testes immediately removed were morpho-

logically observed and prepared for electron microscopy 

analysis of spermatogenesis.

Results: Our results showed that Dracaena arborea 

was devoid of any anti-hyperglycemic activity. In 

the untreated diabetic rats, hyperglycemia severely 

damaged the testes morphology as well as the sper-

matogenic process as evidenced by the: thickness 

of basement membrane of the seminiferous tubule; 

mitochondria alteration; abnormal spermatocyte 

cells displaying polymorphous nuclei, cytoplasmic 

vacuolization and necrosis; and disorganization and 

degeneration of sperm germ cells. Administration of 

sildenafil citrate and Dracaena arborea extracts to the 

diabetic rats improved testes morphology and reversed, 

although not completely, the impairment of spermato-

genesis; this alleviating effect was more pronounced in 

animals treated with the aqueous extract (500 mg/kg) 

of Dracaena arborea.

Conclusion: Dracaena arborea improves testes 

morphology and restores spermatogenesis in type 1 

diabetic rats, without having major anti-hyperglycemic 

properties. These effects could be attributed to sapo-

nins, flavonoids, phenols and sterols revealed in this 

plant, which could be a useful component in the treat-

ment of diabetes-induced testicular dysfunction.
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westerN MediciNe

DeStefano F, Price CS, Weintraub E. Increasing Exposure 

to Antibody-Stimulating Proteins and Polysaccharides 

in Vaccines Is Not Associated with Risk of Autism. The 

Journal of Paediatrics. 2013. Online publication ahead 

of print. www.jpeds.com/webfiles/images/journals/ympd/

JPEDSDeStefano.pdf

Objective: To evaluate the association between autism 

and the level of immunologic stimulation received from 

vaccines administered during the first 2 years of life.

Study design: We analyzed data from a case-control 

study conducted in 3 managed care organizations 

(MCOs) of 256 children with autism spectrum disorder 

(ASD) and 752 control children matched on birth year, 

sex, and MCO. In addition to the broader category of 

ASD, we also evaluated autistic disorder and ASD with 

regression. ASD diagnoses were validated through 

standardized in-person evaluations. Exposure to total 

antibody-stimulating proteins and polysaccharides 

from vaccines was determined by summing the antigen 

content of each vaccine received, as obtained from 

immunization registries and medical records. Potential 

confounding factors were ascertained from parent 

interviews and medical charts. Conditional logistic 

regression was used to assess associations between 

ASD outcomes and exposure to antigens in selected  

time periods.

Results: The aOR (95% CI) of ASD associated with 

each 25-unit increase in total antigen exposure was 

0.999 (0.994-1.003) for cumulative exposure to age 3 

months, 0.999 (0.997-1.001) for cumulative exposure to 

age 7 months, and 0.999 (0.998-1.001) for cumulative 

exposure to age 2 years. Similarly, no increased risk was 

found for autistic disorder or ASD with regression.

Conclusion: In this study of MCO members, increasing 

exposure to antibody-stimulating proteins and polysac-

charides in vaccines during the first 2 years of life was 

not related to the risk of developing an ASD.

AcupuNcture ANd tcM

Deng W, Sui H, Wang Q, He N, Duan C, Han L, Li 

Q, Lu M, Lv S. A Chinese herbal formula, Yi-Qi-

Fu-Sheng, inhibits migration/invasion of colorectal 

cancer by down-regulating MMP-2/9 via inhibiting 

the activation of ERK/MAPK signaling pathways. BMC 

Complementary and Alternative Medicine. 2013; 13:65 

doi:10.1186/1472-6882-13-65

Background: A Chinese herbal formula, Yi-Qi-Fu-

Sheng (YQFS), has long been employed clinically to 

treat cancer patients. We aimed to determine its effec-

tiveness as a treatment method for colorectal cancer. 

We investigated the therapeutic effects of YQFS on 

colorectal cancer, as well as the underlying mecha-

nisms, which have not previously been explored.

Methods: First, YQFS was extracted and chemically 

characterized. We then tested the effects of YQFS on 

proliferation and migration by MTT and transwell 

migration assays in vitro. Mouse xenograft models of 

colorectal cancer were established by inoculation with 

HCT-116 cells, and mice received one of three oral 

doses (200, 400 and 800 mg/kg/day) to evaluate the 

effects of YQFS extract. Metalloproteinase-2/9 (MMP-

2/9) expression in mice was evaluated by gelatin zymog-

raphy assay. Apoptosis was evaluated by flow cytometry 

(FCM) analysis in vitro and by TUNEL assay in vivo. 

ERK and p-ERK expression were evaluated by western 

blot analysis at the protein level in vitro, and by quanti-

tative RT-PCR at mRNA level in vivo.

Results: Our results show that YQFS significantly 

inhibits colorectal cancer cell proliferation and induces 

apoptosis and cell cycle arrest at the G1− and S-phase 

in HCT-116 cells. Furthermore, YQFS effectively 

retards tumor cell migration and invasion by inhibiting 

metalloproteinase-2/9 (MMP-2/9) expression, both in 

vitro and in vivo. Moreover, YQFS had an inhibitory 

effect on tumor growth in vivo, and induced apoptosis 

through the inhibition of the ERK1/2 pathway both in 

vitro and in vivo.
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Conclusion: These findings demonstrate that YQFS 

extract has an anti-tumor effect in colorectal cancer, 

which could be attributed to ERK1/2-dependent inhi-

bition of MMP-2/9 expression.

HoMoeopAtHy

Teixeira MZ. Antiresorptive drugs (bisphosphonates), 

atypical fractures and rebound effect: new evidence of 

similitude. Homeopathy. 2012; 101(4):231–242

Background: Homeopathy is based on treatment by 

similitude (‘like cures like’) administering to sick indi-

viduals substances that cause similar symptoms in 

healthy individuals, employing the secondary and para-

doxical action of the organism as therapeutic response. 

This vital or homeostatic reaction of the organism 

can be scientifically explained by the rebound effect 

of drugs, resulting in worsening of symptoms after 

suspension of treatment. Bisphosphonates (BPs) reduce 

‘typical’ fractures in patients with osteoporosis, but 

recent studies report ‘atypical’ fractures of the femur 

after stopping the BPs, a rebound effect may be the 

causal mechanism.

Method: Review of the literature concerning the rela-

tionship between atypical femoral fractures and antire-

sorptive drugs (bisphosphonates), identifying the 

pathogenesis of this adverse event.

Results: Several studies have described multiple cases 

of ‘atypical’ low-impact subtrochanteric stress fractures 

or complete fractures of the femur. These fractures are 

often bilateral, preceded by pain in the affected thigh, 

may have a typical X-ray appearance, and may delayed 

healing. Rebound of osteoclastic activity after suspen-

sion of antiresorptive drugs is a plausible mechanism to 

explain this phenomenon.

Conclusion: As for other classes of drugs, the 

rebound effect of antiresorptive drugs supports 

Hahnemann’s similitude principle (primary action of 

the drugs followed by secondary and opposite action 

of the organism), and clarifies this ‘unresolved’ issue. 

Unfortunately, the rebound effect is little discussed 

among health professionals, depriving them of impor-

tant knowledge ensure safe management of drugs.
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Jane Johnson. ISBN - 13: 978-1-4504-0096-1. 

Available at HumanKinetics.com: AUD 38.50; 

also available as an e-book: AUD 26.40. 

Postural Assessment is a guide to determining muscular 
or fascial imbalance and whether that imbalance 
contributes to a patient’s pain or dysfunction. It is 
written to meet the needs of both students and prac-
titioners of massage therapy, physical therapy, osteop-
athy, chiropractic, sports medicine, athletic training, 
and fitness instruction.

The author is a practising physiotherapist and sport 
massage therapist and teacher. In this practical manual 
she sets out to analyse what can be a very complex 
process into its discrete parts in a clear and easily 
assimilable structure. Her belief is that a complete 
analysis of posture should be a part of the holistic view 
physical therapists takes of their patients, part of a 
strategy to avoid the pitfall of ‘compartmentalising’ the  
patient as a condition.

 The book is divided into two parts. Part One presents 
an introduction to postural assessment, and deals with 
such issues as ‘ideal’ posture (acknowledging the reality 
of individual variations and how they may or may not 
be functional for the individual),  the factors affecting 
posture and ways to provide the correct environ-
ment for postural assessment, the required equipment, 
and the crucial skill of documenting assessment find-
ings. Part Two describes in detail the procedures for 
executing postural assessments of the upper and lower 
bodies from standing posterior, lateral, and anterior 
views, and with the patient in a seated position. 

Clarity of design is an important feature of this book 
and contributes to its readability and functionality as 
a practical manual. There are tips for improving assess-
ment technique interspersed throughout the text, and 
each observation and test is accompanied by a concise 

‘What Your Findings Mean’ section that gives readers 
- students in particular-  clearly stated guidance for 
systematic analysis. Each chapter ends with five ques-
tions, with answers, to assess the reader’s understanding 
of the topics covered. 

Information in the text is enhanced with detailed 
illustrations that offer visual cues to learning postural 
assessment and identifying anatomical relationships. 
Line drawings illustrate bony landmarks used in the 
assessments, and numerous photos show both obvious 
and subtle postural variations. Reproducible illus-
trated postural assessment charts in the appendix 
provide space for recording observations during each  
step of the assessment.

 A future edition of this valuable tool for physical thera-
pists might be enhanced by positioning postural habits 
in a wider diagnostic context:  there could be many 
reasons for a patient to stand with their head tilted to 
one side apart from tight lateral neck flexor muscles. 
Postural assessment findings should also be interpreted 
cautiously until they are correlated with history, func-
tional assessments and gait analysis. 

Postural Assessment will help practitioners and 
students of manual therapies learn what posture reveals 
about the relationships among various body parts 
and to determine whether such relationships cause 
or contribute to pain or discomfort. As a resource 
for students and beginning practitioners this book 
offers guidance in observing and identifying common 
postural forms and interpreting those observations.

postural Assessment
Reviewed by Stephen Clarke

book reviews
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Wellness coaching is emerging as an important and dynamic 

strategy in many therapeutic fields. It embodies key principles 

of contemporary health management: replacing symptom-

based diagnosis and treatment with multi-dimensional 

holistic assessment, directing the therapeutic focus at preven-

tion and health promotion, and in particular empowering 

clients to take their wellness into their own hands rather 

than passively surrendering management of their conditions 

to their practitioners. All this makes this book particularly 

timely. It clearly sets out the principles of wellness and well-

ness coaching and offers the therapist a tool box of approaches 

and practical  strategies for incorporating them into their 

therapeutic practices.

The book is divided into three parts, each of which contains 

three modules that have their own clear learning outcomes. 

This structure contributes to the overall readability and 

clarity of presentation that are features of the book. Part One 

explains the emergence of the wellness movement and its place 

in the changing character of contemporary health care. The 

individual modules deal with emerging health care trends, 

integrated wellness coaching and the key issues of wellness 

coaching. 

Part Two presents the wellness coach’s tool box, a comprehen-

sive set of skills and techniques that therapists can integrate 

into their present treatment ranges to add value to their prac-

tices and their clients’ outcomes. There is a ‘core skill set’; a 

module on cognitive behavioural coaching; and a very thor-

ough one describing skills that in themselves will be familiar 

to natural therapists (to name just a few, biofeedback, f lower 

remedies, naturopathic nutrition and reiki.)   A book of this 

scope does not set out to offer in-depth training in the skills 

in this module; its value lies in the comprehensiveness of the 

catalogue and the clarity of their presentation. Practitioners 

reading this book will immediately see how their present skills 

can be applied to a wellness coaching model, and what further 

techniques they can explore to enhance their value to clients.

Part Three describes how to find or create niche markets 

into which to incorporate wellness coaching. The author 

has obviously thought long and creatively about turning 

wellness coaching into a viable business: there is a wealth of 

well-considered practical approaches to entering an existing 

wellness market and to creating market niches of your own. 

Therapists who don’t already practise wellness coaching 

might be well advised to take it up if only to benefit from the 

ideas of this chapter alone.

Laurel Alexander. Singing Dragon, Jessica Kingsley 

Publishers, London and Philadelphia, 2011. ISBN 978-

1-84819-063-4. Available from Footprint Books, 1/6a 

Prosperity Parade, Warriewood NSW 2102. Ph: 61 2 

99973973. 

How to incorporate wellness 
coaching into your therapeutic 
practice. A handbook for 
therapists and counsellors

Reviewed by Stephen Clarke
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News FroM Nsw

Patrick de Permentier

I hope that all NSW members had a relaxing Easter 
break and possibly attended the annual Royal Easter 
Show at Homebush. 

The most significant news in this report in NSW is 
about  the ATMS 2nd National Medicine Summit 
from Friday 3rd to Sunday 5th of May at the Gardens 
Event Centre, James Ruse Drive in Rosehill. The theme 
of the Summit was  “Quality of Life: Healthy Aging 
Naturally”. Amongst the variety of speakers were Patch 
Adams who is an American physician, social activist, 
clown, author and founder of the Gesundheit Institute 
promoting alternative health care models, and Petrea 
King who is the CEO of the Quest for Life Foundation 
as well as being a qualified naturopath, herbalist, clin-
ical hypnotherapist, yoga and meditation teacher.

On another note, with remote area practitioners in 
mind who may have difficulty in accessing traditional 
seminar/workshop presentations, ATMS organizes 
webinars, which are defined as presentations, lectures, 
workshops or seminars transmitted over the Web.  
These Webinars also provide an effective method of 
gaining CPE points. Go to the ATMS website www.
atms.com.au/ to find information about webinars.

Finally, at the time of writing this state report, there 
have been no policy changes.

If any of the NSW members have any interesting 
news that they would like to share with other 
members then please feel free to email me on:  
p.depermentier @unsw.edu.au 

News FroM VictoriA

Patricia Oakley

Victoria has had a busy year so far in 2013. Our 
National President Dr. Sandi Rogers has retired after 
working so hard these past few years on the regulation 
of natural medicine and therapies.  Sandi led the ATMS 

through years of working with the Natural Medicine 
and Therapies Registration Board, attending ongoing 
meetings with like-minded associations to work 
towards co-regulation, a monumental task and we are 
all very grateful, wishing her more time for herself and 
busy life in the future.  Sandi is continuing as a director 
of ATMS so happily we will still enjoy her support as 
we have done for many years.

“Master Your Body Signs” was our recent seminar 
conducted by Ann Vlass  on the 14th April, in Kew. 
Here Ann explored how body signs can boost your 
practice and how the body can be divided into 
emotional and physical quadrants -  facial analysis, 
posture and emotional links, body shape and hormonal 
influences, and various other subjects of interest 
to our healing practitioners that will better equip 
them for decisions about  appropriate medicine diet  
and lifestyle advice.

Our Summit in May is looming and by the time 
this journal is published shall be a thing of the past 
but definitely not forgotten with Patch Adams as a 
speaker and numerous other interesting activities on 
the agenda including ‘Healthy Ageing Naturally’ just  
to mention one.

We are looking forward to a very busy AGM in 
September this year to be held in sunny Queensland. 
We are looking forward to a huge attendance. Until 
then keep safe and god be with you all.

News FroM tAsMANiA 

Bill Pearson

This will be my final State Representative’s report from 
this idyllic island called Tasmania. This being so I 
cannot help but recall the 18 years I have maintained 
this position, interrupted briefly by the fine skills of 
Elton Cleary and Steve Thomas when they took up the 
position. I am not going to indulge in fond memories of 
those years of which few but this scribe remember but 
for those reading this who were here in Hobart in 1989 
you will certainly recall how different it was back then. 

state News
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Some handful of practitioners eking out an existence 
and meeting monthly to swap case histories, present 
clinical studies etc.

Now I know you are all champing at the bit to discover 
who the new State Representative is and I am pleased 
to say that Robert Gotts was accepted by the full 
Board of the ATMS following the call for expressions 
of interest and my recommendation. Robert joined the 
ATMS in 1995 as a massage therapist and has spent the 
subsequent years continuing to upgrade his skills to a 
very high level. He was a teacher at the ACT College 
of Natural Therapies where he wrote, developed and 
delivered PNF and sports massage and taught advanced 
massage from 1997 to 2001. Robert runs a successful 
practice in the north of the state.

I often referred (kindly) to Robert as an ATMS groupie 
as every time I held a seminar or meeting, be it in the 
north or south, Robert was always present. Well now 
he can run his own! But I can’t guarantee that I will be 
there as a groupie! I wish Robert well during his time as 
State Representative and I am pleased that the north of 
this island now has representation and I am sure much 
more activity under Robert’s tutelage.  

It was nice to work with some members (see photo) here 
in Hobart in April when I taught Wu Qin Xi, a Qigong 
Seminar which ATMS supported. I will be holding the 
one day seminar in other states during the year so hope-
fully I will catch up with more members then.

Regarding one final issue: you will recall in past 
editions I put out a plea for members interested in the 
positions of State Representatives for Western Australia 
and South Australia. Sadly there hasn’t been one bite of 
interest yet. As this is my final State Rep’s report these 
positions won’t be mentioned again. Well at least not 
by me. I would suggest sending your letter of interest 
to ATMS as soon as possible. It would be a great shame 
if Western Australia and South Australia weren’t repre-
sented. For years they had strong representation and I 
would urge members in those states reading this to put 
their hands up for a truly rewarding experience.

So there is nothing left for me to do but sign off, wish 
everyone well, thank those who have contacted me over 
the years and attended seminars down here.

Cherished memories remain.

News FroM NortH QueeNslANd

Cathy Lee

I am often asked by our members how they can meet 
their 20 CPE yearly points quota so I recently sent an 
email to our North Queensland members asking how 
they manage this requirement of ATMS membership.  
The replies were astounding in the sheer variety of ways 
we accumulate our points in the north.

It appears that attending or facilitating workshops is a 
popular way to accumulate points.  Also maintaining 
a current first aid certificate and CPR refresher course 
is popular along with annual subscriptions to relevant 
magazines, book purchases and journal article reviews.

By far the most popular are the workshops in the 
regional cities of Townsville, Cairns and Rockhampton.  
Alan Hudson and Stephen Eddey were mentioned 
by name as being popular workshop facilitators.  I 
would also encourage the use of webinars now on offer  
in our area.

I was fortunate to be able to meet some of you at the 
Rockhampton seminar on April 28 where Stephen 
Eddey was the presenter.  The information he shared 
with us was invaluable and his presentation skills excel-
lent.  He is very passionate on his topic of healthy 
eating and healthy lifestyle.  

I also received much positive feedback on the ATMS 
seminars in general and a request for more seminars in 
the regional areas.  A good idea I thought.  However 
the attendance at this seminar in no way reflects the 
number of members in the area.  If we want more 
seminars in regional areas we will need to demonstrate 

Some of the students who participated in the Qigong 
seminar in Hobart
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this by supporting and attending them when we are 
fortunate enough to have a seminar in our region.    

I welcome any feedback or thoughts you would like 
to share with me on issues that you might be facing in 
your area or any topics of interest to you.   Thank you 
to those who responded to my email regarding the CPE 
points yearly requirement.  I shared your information 
with others and I have already received feedback on 
how useful it was.

I would love to hear from you and can be contacted 
through leewayhealing@gmail.com  or on my  
mobile  0419 703 957.

News FroM soutH QueeNslANd

Amy Cooper

I start this entry with a farewell to the recently resigned 
Board president Sandi Rogers and Board member 
Teresa Mitchell-Patterson. I’d personally like to thank 
them both for their significant contribution to the asso-
ciation. They will be missed, but I am sure that those 
promoted to their positions will do us proud.

In more local news, there was a recent query on the 
seminar topics held in our region and their relevance 
to particular modalities. If you have a particular topic 
you would like covered, or if you have qualifications in 
an area that would be beneficial to other practitioners, I 
would recommend you contact the ATMS Professional 
Education Seminar (PES) Committee to discuss  
topic suggestions.

On a final note, I would like to propose opening an 
online forum for South Queensland members to discuss 
new research they have read or been involved in. This 
would provide an opportunity to not only find out 
on what current research is occurring in our industry 
but also an opportunity to network within our region. 
Please contact me at ab_cooper@hotmail.com if you 
would be interested in joining in. It is vital that this 
forum is accessible to as many of you as possible so that 
all modalities are represented.

Wishing you well and I hope to see you all at the AGM 
on the Gold Coast in September.
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Due to the wide range of people who are affected by 
workplace health and safety, it is crucial that people 
who work in, manage, own or even visit a workplace 
have a sound understanding of their rights and obli-
gations under the Work Health and Safety legislation.  
The new Work Health and Safety Act 2011 (WHSA) 
and Work Health and Safety Regulations 2011 
(WHSR) came into effect on 1 January 2012 in many 
parts of Australia, including New South Wales. Where 
the WHSA has been passed, it is vital that appropriate 
systems are in place because of new obligations.

The process of a uniform approach to OHS law 
began in 2008. Most states adopted the legislation 
from 1 January 2012, except for Tasmania and South 
Australia, where it began on 1 January 2013.  Western 
Australia and Victoria are yet to adopt it.

MAiN proVisioNs

This summary covers the main provisions that will 
likely have the greatest impact.

1. duty Holders

There has been a move from the old employer/employee 
model to a new concept of the primary duty holder. The 
primary duty holder is now a ‘person conducting a busi-
ness or undertaking’ referred to as a PCBU.

Section 5 of WHSA defines a PCBU as a person who 
conducts a business or undertaking whether alone or 
with others and whether or not for profit or gain. This 
means individuals, partnerships, companies and the 
self-employed are also defined as a PCBU.

law report 

work Health and safety Act 2011: do you know what this means 
for your workplace?
Ingrid Pagura BA, LLB

2. key duties

A PCBU owes a primary duty of care to both workers 
and others under s19 of WHSA:  

(1)  

A person conducting a business or undertaking must 
ensure, so far as reasonably practicable, the health and 
safety of:

(a) workers engaged, or caused to be engaged, by the 
person; and

(b) workers whose activities in carrying out work are 
influenced or directed by the person, while the workers 
are at work in the business or undertaking.

(2) 

A person conducting a business or undertaking must 
ensure, so far as is reasonably practicable, that the 
health and safety of other persons is not put at risk from 
work carried out as part of the conduct of the business 
or undertaking.

So in summary, this section covers the health and safety 
of workers at work. S3) then continues to outline how 
this duty can be fulfilled:

(3) 

Without limiting subsections (1) and (2), a person 
conducting a business or undertaking must ensure, so 
far as is reasonably practicable: 

(a) the provision and maintenance of a work environ-
ment without risks to health and safety, and
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(b) the provision and maintenance of safe plant and 
structures, and

(c) the provision and maintenance of safe systems of 
work, and

(d) the safe use, handling, and storage of plant,  
structures and substances, and

(e) the provision of adequate facilities for the welfare 
at work of workers in carrying out work for the busi-
ness or undertaking, including ensuring access to those  
facilities, and

(f ) the provision of any information, training, instruc-
tion or supervision that is necessary to protect all 
persons from risks to their health and safety arising 
from work carried out as part of the conduct of the 
business or undertaking, and

(g) that the health of workers and the conditions at the 
workplace are monitored for the purpose of preventing 
illness or injury of workers arising from the conduct of 
the business or undertaking.

The duty is a proactive one. Each PCBU must be proac-
tive in managing hazards and risks and eliminating 
them as far as reasonably practicable. For example, a 
PCBU must provide for the safe handling, usage and 
storage of substances and structures as well as informa-
tion, training and supervision for all of this. Finally, the 
PCBU must provide adequate facilities at work for the 
welfare of workers and ensuring access to those facili-
ties. The health and welfare of workers must be moni-
tored for the purpose of preventing illness or injury.

If these measures listed in s3) aren’t undertaken the 
PCBU will not have complied with their primary duty. 
These include both procedures and policies for work 
regularly performed and for one-off situations. It is also 
not enough just to provide them but they must also be 
maintained and updated so that they can be imple-
mented. All the duties listed in s19) are preventative 
measures and will have been breached if workers are 
exposed to risks that could be removed using practi-
cable measures. It is not necessary for an injury to have 
occurred for a breach to have occurred. The PCBU also 
owes this duty to ‘other persons’. 

Self-employed people are covered here too in s5):

(5) A self-employed person must ensure, so far as 
reasonably practicable, his or her own health and safety 
while at work.  

Note: A self-employed person is also a person 
conducting a business or undertaking for the purposes 
of this section.

This means that self-employed people have the same 
duties as those listed above.  

The PCBU has further duties.  These include:

(a) to consult with workers who carry out work;

(b) to notify the Regulator of a notifiable incident;

(c) keep a record of each notifiable event for at  
least 5 years.  

These will be covered in more detail later.

The ‘reasonably practicable’ standard is set out in s18). 
In determining what this means in each situation the 
court will consider the following:

(a) the likelihood of the harm or risk occurring. The 
greater the probability of something happening the 
greater the significance;  

(b) the seriousness in relation to the potential risk;

(c) what the PCBU knows or ought to have           known 
about the hazard or the risk and the ways of eliminating 
or minimising the risk;

(d) the cost of eliminating or minimising the risk; and

(e) the availability or suitability of ways or minimising 
the risk.

To determine what is ‘reasonably practicable’ the 
PCBU must meet the standard of behaviour expected 
of a reasonable person in the PCBU’s position who 
is required to comply with the same duty.  It is an  
objective test.

3. duties owed by workers

Under s28) of the WHSA workers also have a number 
of duties while they are at work:

(a)   to take reasonable care for his or her own health 
and safety;
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(b) to take reasonable care that his or her acts or omis-
sions do not adversely affect the health and safety of 
other persons;  

(c) to comply, so far as the worker is reasonably able, 
with any reasonable instruction that is given by the 
PCBU to allow the person to comply with this Act; and

(d) to cooperate with any reasonable policy or proce-
dure of the PCBU relating to health or safety at the 
workplace that has been notified to workers.

The standard of proof here is lower than the PCBU’s 
and is classed as ‘reasonable care’. This section puts 
some responsibility back onto workers and recognises 
that they may put themselves or others in danger.  

4. peNAlties

There are criminal offences set out in the WHSA. There 
are three categories of offences and each has penal-
ties that vary depending on whether the offence is 
committed by an individual or corporation.

(1) Category 1 offences are committed if a person 
engages in conduct that exposes an individual, to 
whom a duty is owed, to a risk of death or serious injury 
or illness and the duty holder is reckless as to that risk.  

The penalty for corporations is $3 million, and for indi-
viduals $300,000 or five years gaol.

(2) Category 2 offences occur where a person fails to 
comply with a general duty and that failure exposes an 
individual to a risk of death or serious injury or illness.

The penalty for corporations is $1.5 million, and for 
individuals $150,000

(3) Category 3 offences are the result of all other 
contraventions of general duties where the PCBU has  
failed to comply. 

The penalty for corporations is $500,000, and for indi-
viduals $50,000

There is a two-year time frame for a regulator to 
prosecute offences after they have come to the  
regulator’s attention.

5 . coNsultAtioN reQuireMeNts

Under the old OHS legislation the employer had a duty 
to consult with employees.  Now the PCBU has a duty 
to consult with all workers and other duty holders on 

a site. Failure to do so incurs a penalty of $20,000 for 
individuals and $100,000 for corporations.

Again this is a proactive duty, but the PCBU is not 
expected to do the impossible. PCBUs are able to 
consult with health and safety representatives (HSR) 
and health and safety committees (HSC) through 
agreed procedures. HSRs and HHCs are best suited to 
larger workplaces or those with many potential risks. 
The major functions of an HSR are to monitor measures 
taken by the PCBU in complying with the WHSA and 
to investigate complaints, as well as making inquiries 
into any apparent risks.

Section 49 of the WHSA covers the situations where 
consultation is required:

(a) when identifying hazards and assessing risks to 
health and safety arising from work carried out or to be 
carried out by the business or undertaking;

(b) when making decisions about ways to eliminate or 
minimise those risks;

(c) when making decisions about the adequacy of facili-
ties for the welfare of workers;

(d) when proposing changes that may affect the health 
and safety of workers;

(e) when making decisions about the procedures for:

(i) consulting with workers; or

(ii) resolving work health and safety issues at the work-
place; or

(iii) monitoring the health of workers; or

(iv) monitoring the conditions at any workplace under 
the management or control of the PCBU; or

(v) providing information and training for workers.

6. regulAtioNs ANd codes oF prActice

The Work Health and Safety Regulations 2011 
(WHSR) work with the WHSA and cover more detail 
on the following; for example:

(a) representation and participation;

(b) general risk and workplace management;

(c) hazardous work;

(d) construction work;
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(e) hazardous chemicals; and

(f ) asbestos.

The courts will use the Codes of Practice as evidence 
of the knowledge of risks and reasonable steps that 
could have been taken by the duty holders. Though the 
WHSA and WHSR do not specifically state that the 
Codes must be complied with, under the WHSA they 
are admissible in court as evidence of the knowledge of 
the PCBU and to establish what is reasonably practi-
cable in circumstances.  It is recommended the Codes 
should be followed.  

Some of the model codes available include:

(a) how to manage work health and safety risks;

(b) managing noise and preventing hearing loss at work;

(c) hazardous manual tasks;

(d) managing risks of falls at the workplace; and

(e) preparation of safety data sheets.

For a list of the Codes please go to www.workcover.nsw.
gov.au/lawpolicy/codes-of-practice/Pages/default.aspx.

7. iNcideNt NotiFicAtioNs

The PCBU must notify WorkCover of any incident that 
involves the death of a person, serious injury or illness 
of a person or a dangerous incident.  This is required by 
s35) and is called a ‘notifiable incident’. 

Section 36 defines what is included by a serious injury 
or illness and gives examples such as amputations, 
serious head or eye injuries, serious burns and lacera-
tion. It also includes injuries that require immediate 
hospital treatment. Section 37 covers the meaning of a 
dangerous incident as follows:

In this Part, a dangerous incident means an inci-
dent in relation to a workplace that exposes a worker 
or any other person to a serious risk to a person’s 
health or safety emanating from an immediate or  
imminent exposure to: 

(a) an uncontrolled escape, spillage or leakage of a 
substance; or

(b) an uncontrolled implosion, explosion or fire; or

(c) an uncontrolled escape of gas or steam; or

(d) an uncontrolled escape of a pressurised substance, 
or

(e) electric shock, or;

(f ) the fall or release from a height of any plant, 
substance or thing; or

(g) the collapse, overturning, failure or malfunction of, 
or damage to, any plant that is required to be author-
ised for use in accordance with the regulations; or

(h) the collapse or partial collapse of a structure; or

(i) the collapse or failure of an excavation or of any 
shoring supporting an excavation; or

(j) the inrush of water, mud or gas in workings, in an 
underground excavation or tunnel; or

(k) the interruption of the main system of ventilation in 
an underground excavation or tunnel; or

(l) any other event prescribed by the regulations, but 
does not include an incident of a prescribed kind.

The PCBU must notify the regulator immediately upon 
becoming aware of the incident by the fastest possible 
means. The penalty for failing to do so is $10,000 for 
an individual and $50,000 for a corporation. They 
must also keep a record of the incident for five years. 
This is set out in s38. Section 39 states that a PCBU 
cannot disturb the incident scene until approved by an 
inspector. There are penalties for doing so.  

All near misses, incidents or injuries in the work place 
need to be recorded and reported to the PCBU. This 
can be seen as an early warning system and form part of 
their risk analysis.  

8. uNioN rigHt oF eNtry

Under the WHSA employee permits can be granted 
to employee representative bodies. All entry permit 
holders must comply with s133:

(a) is an official of the union, and

(b) has satisfactorily completed the prescribed training, 
and

(c) holds, or will hold, an entry permit under: 

(i) the Fair Work Act, or

(ii) the Industrial Relations Act 1996.
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The prescribed training relates to risk manage-
ment and issue resolution. The entry permit is valid  
for three years.

If there is no suspected contravention of the WHSA 
or WHSR the entry permit holder must give a PCBU 
at least 24 hours notice before visiting. They can then 
enter and consult with workers who would like to be 
consulted with. They are also able to give advice.  

Where there is a suspected contravention of the WHSA 
or WHSR the entry permit holder can enter without 
notice but must advise the PCBU of their entry and 
the nature of the suspected contravention. In this 
instance they can also inspect the workplace and view 
documents. These powers are set out in ss118-120  
of the WHSA.  

Finally, under s44 a person cannot refuse entry or cause 
undue delay to an entry permit:

(1) A person must not, without reasonable excuse, 
refuse or unduly delay entry into a workplace by a 
WHS entry permit holder who is entitled to enter the 
workplace under this Part. 

WHS civil penalty provision.

Maximum penalty: 

(a) in the case of an individual, $10,000, or

(b) in the case of a body corporate, $50,000.

AN eNtry perMit cAN Also be reVoked 
uNder s138 oF tHe wHsA.

So in summary, a PCBU must become familiar with 
their responsibilities under the WHSA, WHSR and 
Codes. If they have yet to conduct an analysis of legal 
risks in their workplace they should attend to it quickly. 
These duties cannot be delegated.  

For further information and guidance please see www.
workcover.nsw.gov.au.
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letter to the editor 

Dear Editor

I note your book review by Stephen Clarke on 
“Textbook of Bowen Therapy” by Graham Pennington 
in your December 2012 edition. I also note an article 
“Bowen Therapy: A Review of the Profession” by 
Katrina Pennington in the same issue.

I would like to make some comments mainly regarding 
the “Textbook of Bowen Therapy”. I am a registered 
chiropractor, osteopath and acupuncturist.  I have been 
using Tom Bowen’s techniques to a great degree since 
1994. I was trained by the Bowtech organisation but 
didn’t like their approach and found much more useful 
information by undertaking seminars with Kevin Ryan, 
one of the six practitioners to whom Tom Bowen taught 
his techniques. The book is a very comprehensive 
review of Tom Bowen’s techniques. For me it provided 
good revision of all basic Bowen moves as taught by 
the Bowtech organisation and the author provides his 
own insight into why they work and some fine detail 
of particular moves. It also has good correlation with 
acupuncture point theory. 

The author does acknowledges that the recipe approach 
to teaching Bowen technique has limitations and 
provides some pointers to some diagnostic aspects that 
can be utilised in Bowen’s technique.  In particular he 
mentions the assessment of tension in the lumbar and 
gluteal regions, hamstrings and knees. He reinforces 
that assessment of asymmetrical tension is crucial to 
delivering good Bowen technique. He brought my 
attention to the idea that Derefield testing, which I 
know from my chiropractic training, is very appli-
cable to Bowen’s techniques. However in my opinion 
he doesn’t go far enough in providing diagnostic mate-
rial. He doesn’t mention standing posture assessment, 

a method of how to assess asymmetric tension, specific 
muscle palpation, identifying poor movement patterns, 
specific assessment for rib motion and balancing tension 
around the sacro-coccygeal junction and C3 area. It is 
the last point, as I understand from my training from 
Kevin Ryan, that is the key to successful application of 
Bowen technique

In short, even after mentioning the shortcomings of the 
recipe approach when using Bowen’s techniques, with 
a few exceptions, he continues to regurgitate the same 
recipe approach. Perhaps the book could have brought 
the recipe approach more into question by different use 
of terminology. My suggestion is that instead of “The 
Lower Back Procedure”, “The Knee Procedure” etc, the 
terminology could be changed to “a lower back proce-
dure”, “a knee procedure”. This would allow for some 
adaptation of the procedures by practitioners.

The book is on the right track but doesn’t go far 
enough. My experience is that for successful use of Tom 
Bowen’s techniques every patient needs an individual 
diagnosis gleaned from the patient interview and assess-
ment techniques. These are missing from this book.

However, I also note that the main imperative for all 
those who use Tom Bowen’s technique, at the moment, 
is adequate research to validate the success of the tech-
nique. Without the research backing the continued 
use of Tom Bowen’s techniques will always remain 
marginal.

Yours faithfully

Colin Cussel

Lismore, NSW
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AustrAliAN HeAltH MANAgeMeNt (AHM)

Names of eligible ATMS members will be automati-

cally sent to AHM each month. ATMS members can 

check their eligibility by telephoning the ATMS on 

1800 456 855.

AustrAliAN regioNAl HeAltH group 

(ArHg)

This group consists of the following health funds: 

A.C.A. Health Benefits Fund Ltd. 

Cessnock District Health Benefits Fund 

CUA Health Limited 

Defence Health Limited 

 GMHBA 

GMF Health 

health.com.au Pty Ltd 

Health Care Insurance Limited 

Health Partners Limited 

HIF WA 

Latrobe Health Services (Federation Health) 

Mildura District Hospital Fund 

Navy Health Fund 

Onemedifund 

Peoplecare Health Insurance 

Phoenix Health Fund 

Police Health Ltd 

Queensland Country Health Fund Ltd 

Railway & Transport Health Fund Ltd 

Reserve Bank Health Society Limited 

St. Luke’s Health 

Teachers Federation Health 

Teachers Union Health 

Transport Health 

Westfund

When you join ATMS, or when you upgrade your 

qualifications, details of eligible members are auto-

matically sent to ARHG by ATMS monthly. The details 

sent to ARHG are your name, address, telephone and 

accredited discipline(s). These details will appear on the 

AHHG websites. If you do not wish your details to be 

sent to ARHG, please advise the ATMS office on 1800 

456 855.

Remedial massage therapists who graduated after 

March 2002 must hold a Certificate IV or higher from 

a registered training organisation. Please ensure that 

ATMS has a copy of your current professional indem-

nity insurance and first aid certificate.

The ARHG provider number is based on your ATMS 

number with additional lettering. To work out your 

ARHG provider number please follow these steps:

1.  Add the letters AT to the front of your ATMS 

member number

2.  If your ATMS number has five digits go to step 3. 

If it has two, three or four digits, you need  to add 

enough zeros to the front to make it a five digit 

number (e.g. 123 becomes 00123). 

3.  Add the letter that corresponds to your  

accredited modality at the end of the provider 

number; A Acupuncture, C Chinese herbal 

medicine, H Homoeopathy, M Remedial 

massage, N Naturopathy, O Aromatherapy, R 

Remedial therapies, W Western herbal medicine. 

If ATMS member 123 is accredited in Western 

herbal medicine, the ARHG provider number 

will be  AT00123W.

Health Fund News
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4.  If you are accredited in several modalities, you 

will need a different provider number for each 

modality (e.g. if ATMS member 123 is accredited 

for Western herbal medicine and remedial 

massage, the ARHG provider numbers are 

AT00123W and AT00123M.

AustrAliAN uNity

ATMS members will need to contact Australian Unity 

to register as a provider. Please check the table for 

eligible modalities. Phone: 1800 035 360.

bupA (iNcludiNg MbF, HbA ANd MutuAl 

coMMuNity)

Names of eligible ATMS members will be automatically sent 

to BUPA each month. ATMS members can check their eligi-

bility by telephoning ATMS on 1800 456 855.

cbHs HeAltH FuNd liMited

On joining ATMS, or when you upgrade your qualifi-

cations, the details of eligible members are automati-

cally sent to CBHS each month. The details sent to 

CBHS are your name, address, telephone and accred-

ited discipline(s). These details will appear on the 

CBHS website. If you do not want your details to be 

sent to CBHS, please advise the ATMS office on 1800 

456 855. Please ensure that ATMS has a copy of your 

current professional indemnity insurance and first 

aid certificate.

doctors HeAltH FuNd

Names of eligible ATMS members will be automatically 

sent to Doctors Health Fund each fortnight. ATMS 

members can check their eligibility by telephoning 

ATMS on 1800 456 855.

grANd uNited corporAte

To register with Grand United Corporate, please apply 

directly to Grand United on 1800 249 966.

HbF

Names of eligible ATMS members will be automatically 

sent to HBF each month. ATMS members can check 

their eligibility by telephoning ATMS on 1800 456 855.

HcF ANd MANcHester uNity

Names of eligible ATMS members will be auto-

matically sent to HCF and Manchester Unity 

each fortnight. ATMS members can check 

their eligibility by telephoning ATMS on 

1800 456 855. 

MedibANk priVAte

Names of eligible ATMS members will be automatically 

sent to Medibank Private each week. ATMS members 

can check their eligibility by telephoning ATMS on  

1800 456 855.

Nib

NIB require Health Training Package qualifications 

for naturopathy,  Western herbal medicine, homoeop-

athy, nutrition, remedial massage, shiatsu and Chinese 

massage. Australian HLT Advanced Diploma qualifica-

tions are the minimum requirements  for acupuncture 

and Chinese herbal medicine.  Names of eligible ATMS 

members will be sent to NIB each week. NIB accept 

overseas qualifications which have been assessed as 

equivalent to the Australian qualification by Vetassess 

or and RTO college. 

All recognised provides must agree to the NIB Provider 

Requirements, Terms and Conditions as a condition 

of NIB provider status. The document is available at 

http://providers.nib.com.au. Alternatively, a copy can 

be obtained by emailing providers@nib.com.au or 

calling NIB Provider Hotline on 1800 175 377. It is not 

necessary for ATMS members to complete the appli-

cation form attached to NIB Provider Requirements, 

Terms and Conditions. 

ATMS members currently recognised by NIB and 

who have not submitted their renewed profes-

sional indemnity insurance and/or first aid certifi-

cate to ATMS must do so immediately, or they 

will be removed from the NIB list. Documents 

needed for members to remain on the health 

fund list. To remain on the health funds list, members 

must have a copy of their current professional indem-

nity insurance and first aid certificate on file at the 
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ATMS office and must meet the CPE requirements. 

Please ensure that you forward copies of these docu-

ments to the ATMS office when you receive your 

renewed certificates. Lapsed membership, insurance or 

first aid will result in a member being removed from 

the health funds list. Upgrading qualifications may be 

required to be re-instated for some health funds.

cHANge oF detAils

The ATMS office will forward your change of details 

to your approved health funds on the next available 

list. Health funds can take up to one month to process 

change of details. 

HicAps

ATMS members who wish to activate these facilities 

need to register directly with Hicaps. Please note that 

you must have a Medibank private provider number to 

be able to use these facilities. More information can be 

obtained by calling Hicaps on 1800 80 57 80 Website: 

www.hicaps.com.au

Please note that this table is only a guide to show 

what funds cover ATMS accredited modalities. If the 

modality that you are accredited in is not listed, then 

no health fund covers the modality. The only excep-

tions are chiropractic and osteoopathy. 

ATMS accreditation in a modality does not guarantee 

provider status as all funds have their own set of eligi-

bility requiemets. Please see our website www.atms.

com.au or contact our office for current requirements. 

Rebates do not usually cover medicines, only consulta-

tions. For further rebate terms and conditions patients 

should contact their health fund. Policies may change 

without prior notice. HICAPS do not cover all health 

funds and modalities. Please go to www.hicaps.com.au 

for further information. 
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Continuing professional education (CPE) is a struc-
tured program of further education for practitioners in 
the professional occupations.

The ATMS CPE policy is designed to ensure its practi-
tioners regularly update their clinical skills and profes-
sional knowledge. One of the main aims of CPE is keep 
members abreast of current research and new develop-
ments which inform contemporary clinical practice.

The ATMS CPE Policy is based on the following 
principles:

•	 	Easily	 accessible	 to	 all	 members,	 regardless	 of		
geographic location

•	 	Members	 should	 not	 be	 given	 broad	 latitude	
in the selection and design of their individual 
learning programs

•	 	Applicable	 to	 not	 only	 the	 disciplines	 in	 which	
a member has ATMS accreditation, but also 
to other practices that are relevant to clinical 
practice which ATMS does not accredit (e.g. 
Ayurveda, yoga)

•	 	Applicable	 to	 not	 only	 clinical	 practice,	 but	 also	
to all activities associated with managing a small  
business (e.g. book-keeping, advertising)

•	 	Seminars,	workshops	and	conferences	that	qualify	
for CPE points must be of a high standard and 
encompass both broad based topics as well as 
discipline-specific topics

•	 	Financially	 viable,	 so	 that	 costs	 will	 not	 inhibit	
participation by members, especially those in 
remote areas

•	 	Relevant	 to	 the	 learning	 needs	 of	 practitioners,	
taking into account different learning styles and 
needs

•	 	Collaborative	 processes	 between	 professional	
complementary medicine associations, teaching  
institutions, suppliers of therapeutic goods and 
devices and government agencies to offer members 
the widest possible choice in CPE activities

•	 	Emphasis	 on	 consultation	 and	 co-operation	
with ATMS members in the development and 
implementation of the CPE program

ATMS members can gain CPE points through a wide 
range of professional activities in accordance with the 
ATMS CPE policy. CPE activities are described in the 
CPE policy document as well as the CPE Record. These 
documents can be obtained from the ATMS office 
(telephone 1800 456 855, fax (02) 9809 7570, or email 
info@atms.com.au) or downloaded from the ATMS 
website at www.atms.com.au.

It is a mandatory requirement of ATMS membership 
that members accumulate 20 CPE points per finan-
cial year. Five 5 CPE points can be gained from each 
issue of this journal. To gain five CPE points from this 
issue, select any three of the following articles, read 
them carefully and critically reflect how the informa-
tion in the article may influence your own practice and/
or understanding of complementary medicine practice:

•	 	Grace	 S,	Rogers,	 S,	Eddey	S.	The	natural	medicine	
workforce in Australia: A national survey  Part 2

•	 	Wollumbin	 J.	 Galenic	 medicine	 in	 the	 
21st century

•	 	Setright	 R.	 Could	 supplementary	 fish	 oil,	 vitamin	
D3 and aspirin intake have a major effect on 
reducing the incidence and progression of skin 
cancer? A short review

•	 	Medhurst	R.	Homeopathy	for	eczma

As part of your critical reflection and analysis, answer 
in approximately 100 words the following questions for 
each of the three articles:

1.  What new information did I learn from this 
article?

2.  In what ways will this information affect my 
clinical prescribing/techniques and/or my 
understanding of complementary medicine 
practice?

3.  In what ways has my attitude to this topic 
changed?

Record your answers clearly on paper for each article. 
Date and sign the sheets and attach to your ATMS 
CPE Record. As a condition of membership, the CPE 
Record must be kept in a safe place, and be produced 
on request from ATMS.

continuing professional education
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