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BONE, TISSUE AND MUSCLE REPAIR 
AND SUPPORT COMPLEX.

REPAREN® is a special calcium phosphate mineral complex 
supporting the healthy maintenance of bones and muscles. 

We want to tell you that REPAREN is one of the best 
healthcare supplements you can recommend to your 
patients, but we don’t expect you to just believe us. 

Ashley Harrison is a veteran professional rugby league 
player who has played over 230 NRL and 12 State Of Origin 
games. Here’s what Ashley has to say about Reparen;

“I’ve been using REPAREN on a regular basis since 2003. 
I love all sports and understand what toll physical activity 
can put on the body, as well as the importance of 
supporting healthy bones, muscle strength and stamina.  

Over the years, I have consistently found Reparen to 
be of great benefi t in aiding and supporting the healthy 
maintenance of my bones and muscles. Reparen is a 
natural health care product that works for me. I can only 
suggest you try Reparen for yourself.”

Reparen’s special calcium phosphate is easily 
broken down and utilised by the body.

Recommend REPAREN to help support: 
•  Bone strengthening and maintenance (may 

assist with the treatment and prevention of 
osteoporosis), 

• muscle strength and stamina,
• the relief of muscular cramps and spasms, 
• cellular bioenergy
• heart health and 
• general wellbeing. 

Suitable for most people, including high level 
athletes and the elderly.

Add REPAREN to your treatment protocol today!
Each capsule contains: Calcium phosphate monobasic 750mg 
equivalent elemental calcium 119.25mg as Calciphos.®

Unit 6, 10 Bradford Street Alexandria NSW 2015 P: +61 2 9693 2888 F: +61 2 9693 1888
E: lab@interclinical.com.au                                             www.interclinical.com.au

Available from leading wholesale distributers.

INT068_Reparen_A4_ad_v2.indd   1 17/07/13   1:54 PM
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Dear Colleagues,

It gives me enormous pleasure to write 

my first President’s report to each of you 

as a valued member of ATMS. I became an 

accredited member of the society in 1985, 

the year after ATMS was founded, and have 

continued to serve the society in numerous 

ways since those early years. My journey 

as an ATMS director started in 1988 some 

25 years ago. I was an enthusiastic young 

woman at that time who was fortunate 

enough to be mentored by several of our 

industry’s great leaders, including founding 

ATMS President Dorothy Hall and Director 

Peter Derig, who both now have sadly 

passed away but, I believe, remain with us 

in spirit. I am the only current director who 

has served under all five previous ATMS 

presidents. I was awarded Life Membership 

of the Society in 1998. I wish to thank several 

other ATMS pioneers, people like Marie 

Fawcett, Catherine McEwen, Frieda Bielik 

and Roma Turner, as they have all been my 

teachers. I am humbly grateful for the role 

both Dennis and Ruth Stewart have played 

in my life, having graduated in naturopathy 

and remedial massage in the early 1980’s 

from their college, the Southern Cross 

Herbal College. Without their support and 

encouragement neither my own college, the 

School of Integrated Body Therapy, nor my 

Wellness Centre would have been established 

some 28 years ago.

Many years have passed since 1988 and I’m 

certainly an older and much wiser director. 

Those who I have worked with will be well 

aware that I had minimal interest in nominating 

for the position of President during my previous 

years as a director, even though I had served 

as VicePresident for 15 years collectively on 

two separate occasions. On reflection the 

earlier years were just not the right time for me 

personally to take the leading role of President. 

I have embraced the role with passion and ease.

With now what seems like a 25 year 

apprenticeship on the ATMS board I have 

substantial depth and breadth of knowledge 

and experience of the numerous facets of 

our Society and industry. I have served on 

all Board committees and have also held the 

position of Treasurer. ATMS in its essence 

is unlike other associations as it covers 

29 modalities. This in itself manifests an 

enormous amount of complexity but is why 

ATMS has remained the largest, strongest and 

most financial natural medicine association in 

Australia now spanning four decades.

Before I discuss what the future holds I 

would like to thank all those I have worked 

with and those who have assisted ATMS to 

gain and maintain its strength over the years. 

Working with many has assisted in my own 

development as a director. An enormous 

amount of water has gone under the ATMS 

bridge so to speak and with it an enormous 

President’s Message
amount has been achieved and continues to 

be achieved. The future is very positive for 

ATMS. In the past Dorothy Hall continually 

reminded the board, ‘the sword is never out 

of our hand’ which has remained true even 

in current times. My personal gratitude goes 

to the ATMS office staff past and present and 

our new CEO Mr Trevor Le Breton. I also 

sincerely give thanks to all former directors 

who served prior to September 2012 board 

election. There have been many who have 

worked tirelessly to move our society forward. 

In more recent times there have been several 

resignations from the board and I take this 

opportunity to wish departing directors Teresa 

Mitchell Paterson, Simone Sleep and Allan 

Hudson all the best for their future endeavours. 

I am very aware that numerous long standing 

ATMS members have been with the society 

and supporting ATMS for many, many years. 

The wisdom within the ATMS membership 

is to be acknowledged and treasured. I 

express my gratitude to all members as we 

are a collective force and without you, the 

membership, ATMS would not be what it is 

today. During my term as President I look 

forward to meeting with those members I 

know and also meeting our newer members. 

We are, as members of ATMS, like-minded 

people who share a common desire to assist 

others through our variety of natural medicine 

modalities. We collectively evoke considerable 

health changes and improvements for our 

clients, friends and families.

“We are, as members of ATMS, like-minded 
people who share a common desire to assist 

others through our variety of natural medicine 
modalities. We collectively evoke considerable 

health changes and improvements for our 
clients, friends and families.”

MaggieSands | ATMS President Life member number 28
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ONLINE CLINIC MANAGEMENT SOFTWARE
Diary, Invoicing, Clinical Notes, SMS Reminders and MORE, all in the one place.

Power Diary is an Australian Online Clinic Management System that is 
affordable, easy-to-use and suitable for solo practitioners through to 
large multi-location clinics. 
Thousands of existing users already love Power Diary.

 Appointment Diary

 Client Database

 Auto SMS & Email Reminders

 Invoices & Receipts

 eNotes & File Uploads

 Marketing and Newsletters

 Financial and GST Reports

 Health Fund Compliant

 Integrates with Xero

Plus much more!

Start Now : 14 Day Free Trial.
www.powerdiary.com.au   

www.powerdiary.com.au   1300 755 184    admin@powerdiary.com.au

$5.75
per week +GST 

From

(With offer: 50% off
for 12mths)
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PRESIDENT’S MESSAGE

I look forward to embracing the future 

development of ATMS with excitement and 

an opportunity to use my innovative and 

entrepreneurial experience and style to assist 

and advance the many areas that our Society 

crosses. I now lead a board of directors 

who are a highly skilled group of dedicated 

natural medicine practitioners, many with 

lengthy experience in a variety of natural 

medicine modalities inclusive of education 

and clinical practice. As your new President 

I have started to harness the skills of our 

directors, so the board can work collectively 

for you the members as a unified and 

motivated team. We are currently assessing 

many areas within ATMS to ensure the intent 

of the board remains focused on our many 

projects and that the board follows the 

strategic formulated plan. Significant changes 

and new opportunities for members are in 

the board’s focus.

Moving ATMS forward needs teamwork not 

only from the board but also from you as a 

member. I have been asked what is it that has 

sustained my motivation and energy for ATMS 

for some 28 years and my response is that I 

believe passionately in natural medicine and 

its potential. As a natural medicine practitioner 

and a valued member of ATMS I invite you to 

strengthen your own belief in what we do as 

an industry and the services we provide. We 

make a demonstrable difference in many lives 

and the health of our nation.

Working with our new CEO has been simply 

a delight. Although not a natural medicine 

practitioner Trevor has embraced his new 

position with enthusiasm that matches my 

own, and with his desire, intent and expertise 

hopes to provide extended and better services 

for you as a member. With our combined 

professional business and marketing 

experience our CEO and myself are forging 

ahead with many new projects, some of which 

I would like to briefly mention now. Thanks 

in advance for reading the information that 

will be sent to you via email and for offering 

your support with our progress. There is much 

work to be done. I personally find progress 

exciting, rewarding and inspiring.

Friends Of ATMS
Some time ago the board considered it was 

important to gather like-minded people in 

the support of natural medicine and ATMS. 

Statistics show increasing numbers of the 

Australian population are choosing natural 

medicine for their health care. Thank you 

for asking your clients, friends and contacts 

to register as a friend on www.ATMS.com.

au. With your help we would like to have 

100,000 friends of ATMS registered in the next 

12 months who will receive an informative 

newsletter on a regular basis. A time may 

come when ATMS needs to rally a large group 

of natural medicine supporters.

ATMS Marketing Campaign
Our CEO and I have been working with 

our new consultants Alana from Hindsight 

Marketing, and with Zadro Promotions. 

There may be a few dynamic surprises 

ahead as ATMS launches its new and 

exciting promotional campaign created to 

direct members of the public to the ATMS 

website to the ‘find a practitioner’ area. 

ATMS will celebrate its 30th year in 2014 

and we intend to start the celebration early 

so keep a look out. What is intended has 

not previously been achieved by ATMS 

before. Fingers crossed as we launch the 

campaign as it’s all about our membership 

and spreading the word that ATMS has a high 

educational standard for accredited member 

eligibility status.

TGA ATMS Member Forum
A meeting with special guest, National TGA 

Manager, Mr John Skerritt from Canberra, is 

being held on 25/8/13 at the Novotel Sydney 

Central. This unique event is totally organised 

and supported by ATMS and is for naturopaths, 

herbalists, homoeopaths and nutritionists only, 

as limited seating is available. The event will 

be videoed and placed on the ATMS website 

ASAP. By the time of reading this report the 

forum may be over. The newly formed ATMS 

Regulatory Committee supported by the ATMS 

board of directors is taking an industry-leading 

role in regard to the TGA’s intent that will 

affect practitioner-only products.

National College Conference
A one-day conference to discuss the ‘Future 

of Natural Medicine Education’ will be held 

in Sydney on 8/11/13. The conference will 

be hosted by the ATMS Academic Review 

Committee supported by the ATMS board of 

directors. Final arrangements for this event are 

under way and official invites will be sent to 

those involved in education in the near future.

AGM Gold Coast 22/9/13 
Launch of New Marketing 
Campaign. Don’t Miss  
This Event!
This free all-day event for members includes 

lunch and happy hour and will be held at Tweed 

Heads. Accommodation packages are available 

for those members travelling distances. At the 

end of the day the Simon Schot education 

awards will be drawn to a total value of $10,000 

dollars. Ten lucky members will win $1000 each 

to be used to further their natural medicine 

education. ATMS will be presenting a new 

AGM format. Good numbers are expected but 

I suggest you register ASAP as we only have so 

many seats available. There will be a ‘Welcome 

to Country’ opening by a local indigenous 

dance group. Speakers will include myself as 

President, our two VicePresidents, David Stelfox 

and Stephen Eddey, and our CEO, Trevor Le 

Breton. We would very much like to meet you 

and welcome you to this event. This day will be 

much more than an AGM. You will also have the 

opportunity to meet the other directors who 

are working so hard for you the members. This 

is a launch so come prepared to experience 

some excitement. CEP’s are available for your 

attendance also at day’s end during happy hour.

These are just a few of the board’s exciting 

projects and as we make progress I will share 

our successes with you, and I invite you to be 

an active participant where possible. Before 

signing off it is important that I acknowledge 

you individually as a member of ATMS, for your 

contribution to our industry and to our society. 

Knowing many practitioners as I do I am well 

aware of the challenges that are faced and I 

hope you can draw strength and fulfilment as I 

do from knowing that what you do as a natural 

medicine practitioner has a purpose and 

assists to create change for others physically, 

mentally, emotionally and spiritually.

I would like to leave you with a favourite 

inspirational quote from the Dalai Lama: 

“In order to carry a positive action we must 

develop a positive vision.”

My very best regards,

MaggieSands | ATMS President
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Welcome to the Spring Edition of JATMS for 

2013 and wow, what a turbulent period for 

our industry.

Since the last Journal we have had the 

TGA propose changes to the advertising 

requirements for practitioner-only products, 

potentially affecting the ongoing livelihoods of 

all those of our members practising ingestive 

therapies. Medibank has taken several steps 

regarding remedial massage practitioners 

and Australian Unity has announced changes 

to their entry level acceptance for remedial 

massage therapists.

I will use this column to try and address the 

multitude of questions that all this has raised, 

and before I start I just want to thank my team 

at Meadowbank who have had to rise to the 

additional workload of enquiries that these 

impacts on our industry have caused. Where 

possible we have tried to answer each and 

every phone call or email; in some cases a bulk 

response has been offered and for those who 

follow us on FaceBook we have responded 

regularly through this social media channel.

Board matters
As mentioned in our last edition, an election 

was to take place at the May Board meeting. It 

is my pleasure to announce that long standing 

Director and Life Member Maggie Sands was 

appointed as your new President. To support 

Maggie, David Stelfox has been appointed 

Senior Vice-President and Stephen Eddey has 

stepped up to be our other Vice-President. 

Simone Sleep was appointed as Treasurer and 

Chair of the Finance Audit and Compliance 

Committee, however due to her resignation 

from the Board, Antoinette Balnave has 

stepped up to be your Treasurer.

Some have asked what we are going to do to 

fi ll the vacancies on the Board. The present 

Constitution of ATMS does not permit the 

fi lling of casual vacancies, such as those we 

are presently faced with. In conjunction with 

your Board we are currently working through 

a new Constitution which we hope to present 

to members in the early

Financials
I am delighted to announce that we have 

made a surplus of $203K during the 2012/13 

fi nancial year. This result is signifi cant on a 

number of counts. It is the fi rst signifi cant 

surplus posted in several years, coming off 

a loss of $155K the previous year and also 

based on projections when I took over the 

role of CEO that we were again headed for a 

signifi cant six fi gure loss.

Collectively the Board and management have 

worked on a range of measures to ensure 

that we drive suppliers for best value, while 

our team continues to look for new revenue 

CEO’s Report

streams and remove unnecessary costs from 

our operations.

Introduced panel of experts to 
replace heads of departments
The Board has agreed to discontinue the role 

of Heads of Department. The HODs have been 

replaced with a Panel of Experts across each 

of the modalities, and not just one but several 

have been asked to assist to ensure that we 

can respond more quickly to media requests, 

member enquiries and the like.

New structure for state 
representatives
The Board has decided to alter the way 

that State Representatives operate and has 

chosen a new name, simply ‘Representative’, 

to identify them. I would like to thank all 

previous State Representatives for their 

contributions and notify you that we will 

be in contact with you all shortly to outline 

the plan for the future: in short, a reduced 

geographic area to cover, more regular contact 

via the offi ce at Meadowbank to ensure key 

initiatives are well explained, and assistance 

with member forums.

O�  ce Administration/Sta� 
To assist with the number of activities 

presently before us I am excited to welcome 

Cass Zogbee to the team at Meadowbank as 

Executive Assistant for 25 hours per week. 

“Collectively the Board and management 
have worked on a range of measures to 
ensure that we drive suppliers for best 

value, while our team continues to look 
for new revenue streams and remove 

unnecessary costs from our operations.”

Trevor Le Breton | Chief Executive O�  cer
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Cass’s primary role is to support the Board and management team. Cass 

has a strong administrative background, including policy development 

and executive support, and was previously PA to the CEO and COO of 

Greyhounds NSW.

Health funds – Medibank and Australian Unity
As members would be well aware, health funds are reviewing their entry 

conditions and qualification requirements, which has affected some of 

our members. Presently ATMS is working with Medibank and Australian 

Unity to ensure that the impacts on members are not adverse. In the 

case of Australian Unity, it may require that some members consider 

upgrading their qualifications should they wish to continue to be 

recognised by that body.

Some practitioners simply have not been doing the right thing, and as 

many of you have pointed out to me, unfortunately the very few make 

it so tough for the rest. In total, Medibank has removed 55 practitioners 

across 250 locations nationwide. In most cases Medibank has suggested 

these people contact their Association to ensure that their recording of 

clinical records meets our requirements. This was the primary reason for 

our recent series of seminars on this subject.

I am confident that the remaining issues, such as new members being 

accepted onto Medibank’s system and flexibility as to where your clinic 

may operate from, will be clarified before this edition of the Journal hits  

the streets.

Members should be reminded that your provider number is for your 

exclusive use and is not to be shared. It should be kept safely so that 

others cannot access it. Additionally this number cannot be used at more 

than one location simultaneously. If you require further information on 

these points contact our offices immediately.

Response to the TGA
The TGA has been overwhelmed by responses to the consultation on 

regulating the advertising of therapeutic goods to the general public. 

They have received over 21,000 representations opposing the option 

to exclude naturopaths, herbalists and homoeopathic practitioners 

as health care professionals in relation to advertising. The TGA is 

now looking at a new option that includes a method of identifying 

appropriately trained non-AHPR A healthcare providers. Stay tuned for all 

the latest info.

Private health funds review
The next meeting of the Natural Therapies Review Advisory Committee 

(NTR AC) will be held in Canberra on 8 August and further presentations 

are being made to the panel. A final decision is expected in January 2014; 

however we have heard that an interim report may be circulated as soon 

as September. We will continue to keep members informed of this key 

development by regular newsletters as information comes to hand.

AGM
Our AGM will be held on Sunday 22 September at the Twin Towns 

Resort, Tweed Heads, NSW. Commencing at 9:20 a.m. ATMS will look at 

the past and the future of Natural Medicine, as well as unveiling a new 

marketing campaign for ATMS and members. The day will conclude with 

the business matters of our AGM and finish with drinks and nibbles. The 

day is free to all members, but only accredited and life members may 

vote. To indicate your attendance, to assist with catering, please visit 

www.atmsagm.com.au or call 1800 456 855

Co-regulatory model
One thing is for certain: the TGA’s advertised proposed reforms 

have stirred the need to speed up and pull those modalities affected 

together. Which model do we follow? Well, ATMS has for some time now 

advocated for a Co-Regulatory model, mainly due to indications from 

the regulators that heading down a statutory pathway as suggested by 

many other groups will simply just not happen, certainly not in the 

immediate future.

ATMS is presently continuing to work with the NMR and other groups 

to establish the best way forward and I encourage you to visit our 

website to bring yourself up to speed on what this means for you as a 

practitioner.

As always for further information please do not hesitate to contact  

me directly.

Regards,

Trevor Le Breton | Chief Executive Officer
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Nutritional Wellbeing
for Older People

ARTICLE

Dr Sonya Brownie | School of Health and Human Sciences, Southern Cross University
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Prevalence of nutritional 
de� ciency in older 
populations
Older Australians (65 years of age and 

older) are a less homogeneous group 

than the general adult population. They 

vary enormously with regard to physical 

capabilities, social setting, psychological 

profi le and degree of morbidity (i.e. biological 

age). They are the largest group of the 

population at risk of poor nutritional status.1

Approximately 5%-10% of independently 

living adults, 30%-60% of institutionalised 

patients and 35%-65% of hospitalised 

patients have nutritional defi ciencies.2-5 

The consequences of these 

defi ciencies include increased 

risk of infections, respiratory and 

cardiac problems, pressure ulcers, 

multi organ failure and lengthier 

hospital times, and the consequent 

increased demand on the health 

care services.

Why are elderly people 
at risk of nutritional 

de� ciency?
Ageing is accompanied by changes to all 

body systems including the gastrointestinal 

tract. The incidence of atrophic gastritis is 

20%-50% of adults over 50 years of age.6-7 

Changes to the gastrointestinal tract 

associated with ageing include:

1 Hypochlorhydria

•	 Small intestine bacterial overgrowth 

(Vitamin B12, decreased lactase)

•	 Decreased calcium and iron absorption

•	 Decreased Vitamin B6, B12 and folate 

absorption

•	 Impaired protein synthesis

2 Decreased Intrinsic factor (Vitamin B12)

3 Coeliac disease

•	 Prevalence of coeliac disease in older adults 

remains unclear; consider anaemia as a 

possible explanation of malabsorption

Some of the physical and physiological causes of 

nutritional defi ciencies are described in Table 1.

Ageing is also accompanied by changes to 

body composition, even if our weight 

remains stable.8-10

TABLE 1: PHYSICAL AND PHYSIOLOGICAL 
CAUSES OF NUTRITIONAL DEFICIENCIES IN 
OLDER ADULTS

Decreased energy 

needs

Oral health problems

Decreased amount 

of lean body mass 

sarcopenia

Diminished sense of 

taste and smell

Loss of dexterity Changes in appetite

Chronic long-term 

conditions

Medication effects

Atrophic gastritis 

hypochloridia

Alterations in the 

way nutrients are 

metabolized (e.g., 

Vitamin D)

Muscle mass decreases by 20%-40% between 

the ages of 25-75 years (Figure 1). There is a 

doubling of fat mass (particularly abdominal 

fat) and a decrease in bone mineral density. 

These changes have important functional and 

metabolic consequences, including decreases 

in strength and stamina by 65%-85% compared 

to age 25 years, and the development of 

sarcopenic obesity. Sarcopenia refers to the 

decline in skeletal muscle mass that can result 

from physical inactivity, disuse of muscles 

(e.g. after extended hospital stays), reduced 

levels of growth hormone and testosterone, 

neuromuscular changes, insuffi cient dietary 

protein and impaired protein metabolism. 

Sarcopenia is associated with decreased basal 

metabolic rate, decreased insulin sensitivity 

which can lead to type II diabetes, reduced 

muscle strength and increased risk of falls, and 

increased risk of mortality.11

Psychological and social causes of nutritional 

defi ciencies include:

•	 Dementia, depression and delirium

•	 Financial constraints

•	 Lack of carers

•	 Lack of transport and independence

•	 Culturally determined food habits

•	 Social isolation

•	 Loneliness

•	 Widowhood and bereavement

Nutrient reference values
The NHMRC has also established a set of 

nutrient reference values for the Australian 

Abstract
Older people are the single largest 

demographic group at disproportionately 

high risk of inadequate diet and 

malnutrition.1 They are vulnerable to 

nutritional defi ciencies because of 

chronic illness, heavy use of medication, 

and periods of lengthy hospitalisation. 

Lifestyle factors, immobilisation, isolation, 

and physiological factors associated 

with ageing compound these risks and 

affect the ability of older people to meet 

nutritional needs, or to digest, absorb, or 

utilise nutrients that are ingested. The 

nutritional status of older people is an 

important determinant of morbidity and 

quality of life.
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population.12 These include specifi c nutrient 

recommendations for two categories of older 

individuals: 51–70 and 70+ years. The suggested 

requirements for some nutrients, such as 

protein, calcium, vitamin D, ribofl avin and 

pyridoxine, are actually set higher for older 

Australians than for younger adults. These age-

adjusted targets represent a 20%-30% increase in 

the requirement for protein, calcium, ribofl avin 

and pyridoxine for older Australians. More 

specifi cally, men and women aged 70 years and 

over require approximately 25% more protein 

than individuals aged 19-50 years of age.

A growing body of scientifi c research in the 

fi eld of geriatric nutrition supports the notion 

that age adjusted nutritional strategies for 

the older person can reduce the morbidity 

associated with ageing, moderate the rate 

of physiological decline, reduce the risk for 

cognitive impairment, and enhance the quality 

of life. Nutrient reference values for Australian 

adults are shown in Table 1. Highlights show 

the increased requirement with advanced age.

National dietary guidelines
The National Health and Medical Research 

Council (NHMRC) has developed dietary 

guidelines to promote good nutrition and 

health for all Australians.13 In 2013 these 

guidelines were updated and include new 

recommendations for the intake of core food 

groups for adults, specifi cally modifi ed for 

individuals aged 51-70 and 70+ years (Table 2).

Nutrition and brain function: 
research report15

A qualitative methodology was used to 

explore Australian adults’ awareness of 

national dietary guidelines. Five focus groups 

were conducted with 29 participants aged 

between 60-93 years of age (mean = 73.3 

years; SD 8.8 years).

Participants were generally unaware of 

national dietary guidelines and had a poor 

understanding of core food targets. They 

described barriers to healthy food choices in 

supermarkets. They had problems opening 

jars. They had an aversion to wasteful and 

excessive packaging. Our fi ndings suggest that 

older people are keen consumers of nutrition 

information and requested menu plans that 

aligned with age-adjusted nutrient targets. 

Current nutrition education and dissemination 

of nutrition guidelines to the target audience 

do not form a national priority. Guidelines also 

need to be adapted to cultural preferences. 

Future studies need to evaluate the impact of 

nutritional guide lines on health outcomes.

2003
Dietary Guidelines for 

Australian Adults

2012/2013
Dietary Guidelines for Australian Adults

60+ 60+ 51-70 70+ 51-70 70+

Male Female Male Female

Cerals 4-9 4-7 6 4.5 4 3

Vegetables 5 5 5.5 5 5 5

Dairy Products 2 2 2.5 3.5 4 4

Meat, Fish, Poultry, Legumes 1 1 2.5 2.5 2 2

Extras or additional serves 0-2.5 0-2.5 0-2.5 0-2.5 0-2.5 0-2

Men Protein Calcium RDI Vitamin D RDI Vitamin B2 RDI Vitamin B6 RDI

19-50 64g 1000mg 5ug 1.3mg 1.3mg

51-70 64g 1000mg 10ug 1.3mg 1.7mg

70+ 81g 1300mg 15ug 1.6mg 1.7mg

TABLE 1: NUTRIENT REFERENCE VALUES: RECOMMENDED DIETARY INTAKES PER DAY FOR SELECT MICRONUTRIENTS AND PROTEIN FOR AUSTRALIANS

Women Protein Calcium RDI Vitamin D RDI Vitamin B2 RDI Vitamin B6 RDI

19-50 46g 1000mg 5ug 1.1mg 1.3mg

51-70 46g 1000mg 10ug 1.1mg 1.5mg

70+ 57g 1300mg 15ug 1.3mg 1.5mg

TABLE 2: COMPARISON OF 2003 AND PROPOSED 2012/2013 DIETARY GUIDELINES FOR AUSTRALIAN ADULTS IN RELATION TO RECOMMENDED DAILY 
INTAKE OF CORE FOOD GROUP SERVINGS
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Nutrition and brain 
function in ageing
A number of studies have investigated the 

role of nutrition in preventing or delaying 

Alzheimer’s disease. Randomised controlled 

trials have found that folic acid (0.8mg/d), 

Vitamin B12 (0.5mg/d) and Vitamin B6 

(20mg/d) can slow the rate of brain atrophy in 

subjects with mild cognitive impairment.16-18 

However, there is insuffi cient evidence 

to support the use of B group vitamins as 

treatment for Alzheimer’s disease. Low serum 

Vitamin D concentrations (<25nmol/L) 

have been associated with increased risk of 

vascular dementia and Alzheimer’s disease in 

cross-sectional and case-control studies.19

Several studies have explored the association 

between Vitamin D and all-cause dementia or 

Alzheimer’s disease in older people. In one 

study low serum Vitamin D concentrations 

(<25nmol/L) were associated with increased 

risk of vascular dementia and Alzheimer’s 

disease in cross-sectional and case-control 

studies. These results might refl ect the disease 

progression rather than being causal. Two 

recent prospective studies on community-

dwelling older people in Italy and the US 

who were defi cient in serum Vitamin D 

(<25nmol/L) showed them to be at increased 

risk of substantial cognitive decline (using the 

Mini Mental State Examination) over a 6-year 

period compared with those with suffi cient 

(>75 nmol/L) serum Vitamin D.20 Randomised 

controlled trials investigating the effi cacy of 

Vitamin D in the treatment for Alzheimer’s 

disease are inconclusive.

Phytochemicals curcumin, resveratrol and 

green tea catechins have the potential to 

prevent Alzheimer’s disease because of 

their anti-amyloidogenic, anti-oxidative, and 

anti-infl ammatory properties (in vivo and in 

vitro evidence).21 These chemicals have the 

ability to cross the blood-brain barrier. Most 

reports on the benefi cial effects of curcumin, 

Phytochemicals 
curcumin, resveratrol 

and green tea 
catechins have the 

potential to prevent 
Alzheimer’s disease 

because of their 
anti-amyloidogenic, 
anti-oxidative, and 
anti-infl ammatory 

properties (in vivo and 
in vitro evidence).
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resveratrol and green tea catechins are based 

on studies either in cell cultures or in animal 

studies where there is not extensive neuronal 

damage. They might also exert a protective 

effect against other neurodegenerative 

diseases (e.g. Parkinson’s disease). Human 

trials are needed to test the effi cacy of these 

compounds. No randomized controlled trials 

on these compounds in Alzheimer’s disease 

have been found. Recommended dosages for 

curcumin are 1200mg/d and resveratrol 2-4 

glasses of wine/day. Green tea dosage has not 

been specifi ed.

Souvenaid Nutricia was developed by Dr 

Michael Woodward, Director, Aged Care 

Research and Director of The Memory Clinic, 

Melbourne. Souvenaid is the fi rst medical 

nutrition product targeting synapse loss in 

early Alzheimer’s disease. Dr Woodward used 

a combination of long-chain omega-3 fatty 

acids (EPA and DHA), uridine (as UMP) and 

choline together with phospholipids and 

other cofactors. Two randomized controlled 

trials were conducted, one for 12 weeks and 

the other for 24 weeks. Statically signifi cant 

improvements were noted. Further information 

is available on www.souvenaid.com.au.

Nutritional assessment 
and intervention in 
clinical practice
Natural health professionals can assist older 

people to optimise their nutritional wellbeing 

by achieving age-adjusted nutrient targets. 

Of particular signifi cance are knowing 

key nutrients for older people, the issue of 

sarcopenia and the importance of age-

adjusted protein intakes, the relationship 

between dementia risk and nutritional status, 

and the importance of promoting the intake 

of nutrient-dense foods.

A comprehensive geriatric assessment 

should include nutritional status. Nutritional 

assessment in older adults should include 

dietary intake, health, medical, functional and 

psychosocial screening:

•	 Dietary intake – include frequency, amount, 

factors that infl uence food choices and 

bioavailability of nutrients

•	 Nutritional screening tool, for example, the 

Mini Nutritional Assessment (Nestlé)

•	 Haematological investigation (e.g. serum 

Vitamin D, Vitamin B12 and folate)

•	 Functional assessment and Activities of 

Daily Living questionnaires

•	 Physical assessment (e.g. grip strength, 

Timed Up and Go test, Bio-impedance 

analysis, DEXA imaging)

•	 Psychosocial assessment (e.g. UCLA 

Loneliness Scale, Mini Mental State Exam, 

Geriatric Depression Scale, 

living arrangements)

Prescribing and implementing nutritional 

interventions is not straightforward. Achieving 

RDIs will decrease risk factors for chronic 

diseases. Many older patients will need to be 

given information about age-adjusted dietary 

requirements, nutrient density, food variety 

and phytochemicals. Practitioners can provide 

support in the form of appropriate menus 

and recipes (e.g. single serves at affordable 

prices for pensioners, culturally appropriate 

recommendations). Supplements may need to 

be prescribed for at-risk nutrients (e.g. Vitamin 

D3 1000IU), for cognitive function (e.g. B 

vitamins), and to meet protein requirements 

(e.g. protein powders). If increased protein 

intake is required to compensate for sarcopenia, 

it is suggested that recommendations for 

an increased intake of alkalizing foods is 

also recommended. A comprehensive list of 

Potential Acid Renal Load (PRAL) foods is 

available on www.howdietnutrition.com/

archives/20130318/examples-of-alkaline-

food.html. For older adults who would benefi t 

from appetite stimulation, prescribe physical 

activity and herbal bitters.
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Introduction
Around the world, homoeopathy is one of the 

four most widely used complementary and 

alternative medicines (CAM). There is a clear 

increase in usage of homoeopathy over time, 

with widespread application in Germany,1 

Switzerland2 and Italy,3 and a rapidly growing 

use in developing countries, including a 

number in Africa.4,5 The Pan-African congress 

in 2012 lived up to its name and drew 

participants from Mombasa, Swaziland, Ghana, 

Tanzania, Malawi, Sierra Leone and a number 

of other African states. The keynote speaker 

said that homoeopathy “strikes a chord” with 

the wider African population due to their 

traditional belief systems, which already 

accept the basic principles of energetic 

medicine.6

Brazil has an estimated 12,000 homoeopathic 

physicians. In 1980 the Brazilian Medical 

Association recognized homoeopathy as a 

medical speciality. In 1988 the Government 

recognized homoeopathy and included it in 

the National Health System. Homoeopathy  

is also popular in many other South  

American countries.7

The largest homoeopathic infrastructure 

in the world is found in India, which has 

an estimated 300,000 homoeopaths in 

practice.8 Although generally there is a global, 

demonstrable increase, certain countries such 

as the UK9 and Norway show a reduction 

in numbers of consultations.10 Likewise, a 

reduction has occurred in Australia even 

though a survey by the Complementary 

Healthcare Council found Australians spent 

$US7.3 million on homoeopathy in 2008.11

With international interest pushing the 

growth of homoeopathy there is a parallel 

push for more research coming from 

practitioners, regulating bodies, professional 

associations, governments and sceptics alike. 

Debate about the most suitable research 

methods continues.

In orthodox medicine the optimum research 

method for proving whether or not a medical 

intervention works is held to be a randomised 

controlled trial (RCT), in which one group of 

patients, the control group, receives placebo 

or standard treatment, and another group the 

medicine or intervention being tested. The 

trial becomes double-blind when neither the 

patient nor the practitioner knows which 

treatment the patient is getting. RCTs are 

often referred to as the “gold standard” of 

clinical research.

In answer to the call for more homoeopathy 

research, RCTs have been used to test the 

worth of homoeopathy. However many 

homoeopaths contend that RCT methodology 

is not suited to researching homoeopathy and 

that supposedly less exalted observational 

study methods are.12 The research world 

has put the observational study near the 

bottom of the hierarchy of evidence. Some 

authors dispute the justice of this and have 

presented positive evidence from conducting 

patient satisfaction surveys about quality 

of life changes within the framework of an 

observational study. This paper presents 

homoeopathic research using observational 

studies and asks, “Do observational studies 

have relevance in the measurement of the 

outcome of homoeopathic treatment?”

Patient satisfaction surveys
Notwithstanding wide variations in usage 

around the world, patient surveys show 

consistency in the reasons why people 

choose homoeopathic medicine as a form 

of treatment, including dissatisfaction with 

the results of conventional treatment, the 

adverse effects of drugs, and the invasiveness 

of conventional medicine.13 In developing 

countries cost effectiveness is a major reason 

for the choice of homoeopathy.14 In Italy, 

where homeopathy is the most commonly 

used CAM, cost effectiveness is not listed 

as the major concern and the main reason 

for choosing it is the “potential toxicity” of 

conventional medicine.15

We know that users of homoeopathy tend 

to be more critical of medicine in general 

and also tend to lead healthy lifestyles, so 

this needs to be taken into account when 

reviewing patient surveys. Even so, the 

outcome of surveys makes it clear that once 

the initial consultation is over, the reasons 

that people return to homoeopathy are 

straightforward: it works for them, they can 

see and feel its effectiveness, they like the 

Abstract
With international interest pushing 

the growth of homoeopathy, there is a 

parallel push for more research. Some 

authors dispute the idea that randomised 

controlled trials are the optimum 
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good care offered by homeopaths, they like 

being listened to, homoeopathy fits in with 

their own world-view, and they have been 

encouraged to have greater responsibility 

for their own health.16 Generally, patients are 

highly satisfied with their care.

Patient satisfaction surveys measuring 

quality of life are increasingly used alongside 

clinical measurements in the monitoring 

and evaluation of health care. This is a step 

forward when we are considering measuring 

the outcome of homoeopathic treatment, 

since there has been a long debate about the 

validity of different measurement methods. 

This ideological and scientific struggle 

between homoeopathy and orthodox 

medicine has lasted for 200 years. A major 

part of the debate stems from the fact that 

homoeopathic medicine has the capacity 

to work in a holistic fashion. Homoeopathic 

medicine works on physical problems as well 

as changing something about how the person 

feels, “to cast off the chains of habit” and shift 

their perceptions.17 The results of attempts 

to measure these changes are sometimes 

illuminating and often ambiguous, which fuels 

the controversy.

Homoeopathy remains highly individualised 

for the patient and complexly non-

standardised for the practitioner.

Hering’s law
An illustrative example of why there are 

difficulties in measuring outcomes of 

homoeopathic treatment comes from a 

case history of a 62 year-old lady who was 

self-proclaimed as irritable and anti-social.18 

She commented that after two months of 

homoeopathy her constant dry, cracked 

eczema on her hands was “at first worse and 

now only perhaps a bit better.” However, she 

reported: “I don’t need to drag myself out of 

bed in the morning. I’m just not so irritable and 

I have been going out with my friends more 

often.” So the physical symptoms of eczema are 

not improved very much but the quality of her 

life has improved beyond her expectation. After 

seven months of treatment the woman was 

also reportedly free of eczema and remained so 

over a three-year follow up period.

After two months the outcome of her 

eczema treatment was only slight recordable 

improvement. At the follow-up consultation, 

without measurement of the changes to her 

quality of life only a fraction of the outcome 

would be recorded. The real-life situation 

where the patient felt better in herself but 

her presenting symptom had not changed 

significantly is seen in homoeopathic 

philosophy to be an excellent prediction 

of positive long term change. This was so 

even when the patient’s skin condition had 

worsened after early treatment, so long as 

she reported feeling improved quality of 

life. In chronic cases the response in early 

stages of treatment must not be confused 

with the outcome of treatment19 although in 

acute cases the expectation is that symptom 

changes will occur more quickly, for example, 

ear complaints and upper respiratory 

complaints where the outcome can be 

measured after two weeks.20

The experience for the patient using 

homoeopathy is without doubt different from 

that of conventional medicine. A medical 

prescription may control symptoms but does 

not necessarily improve the patient’s sense 

of wellbeing. Conventional medicine may at 

times actively decrease the sense of wellbeing, 

which may have been sacrificed through side 

effects in the effort to control symptoms. 

This is in direct contrast to homoeopathic 

treatment. In homoeopathy, an improvement 

in symptoms alongside deterioration in mood, 

sleep, or emotional health indicates the 

wrong prescription. There is an assumption 

that positive mental health changes may long 

precede symptomatic improvement.

Homoeopathic texts attribute this to Hering’s 

Law: an observation that the body seeks to 

externalize disease, noting that symptoms 

may surface as part of the curative process. 

Accordingly, a person’s symptoms will appear 

and disappear in the reverse order of their 

appearance in the body. Consequently, a 

patient might re-experience symptoms during 

the healing process. Another observation was 

that the body heals from more vital organs to 

less vital organs and that the brain and mental 

health status are more important than, for 

example in the case cited above, the skin.21

Hering’s Law is not completely relied on 

by contemporary homoeopaths and the 

majority of successful cases could not be 

said to have been ‘cured accordingly’.22 

Nevertheless, Hering’s Law remains the most 

powerful way to describe the differences 

which are seen on a daily basis in clinic 

between the expectations of modern medical 

treatment and homoeopathic treatment 

and the difficulty of measuring outcomes; 

negligible early change in physical symptoms 

may wrongly be taken to mean a response 

not worth recording. There are no formal 

outcome measures currently available to 

monitor response to homoeopathic treatment 

on the basis of these assumptions. However, 

an attempt in 2012 to develop a simple 

assessment tool shows some promise of 

being able to identify and differentiate patient 

responses corresponding to Hering’s Laws, 

and from other symptomatic responses.23

The RCT in homoeopathy
Although high in the orthodox medicine 

hierarchy of evidence, the RCT does not 

necessarily give us the information we need 

to assess the effectiveness of homoeopathic 

treatment because it does not reflect real-

life clinical encounters. For an RCT to be an 

adequate form of homoeopathic research its 

design would need to be modified to take 

into account the complexity of homoeopathic 

treatment. Despite these difficulties a total of 

164 homoeopathy RCTs have been published 

with 43% of them showing a balance of positive 

evidence, 6% a balance of negative evidence, and 

49% neither conclusively positive nor negative; 

2% do not contain data suitable for analysis.24
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An RCT with negative results came from 

a study conducted by Lewith25 which on 

face value was a well designed placebo-

controlled trial. The aim of the trial was 

clearly stated: to evaluate the efficacy of 

homoeopathic immunotherapy in asthmatic 

people allergic to dust mite. The article also 

clearly stated that the treatment on trial 

“is not usual homoeopathic practice but 

offers a testable model for differentiating 

between infinitesimal homoeopathic dilutions 

and placebo.” The RCT requirements were 

satisfied but the homoeopathic requirements 

were not. The trial used dustmite remedy 

as a specific treatment. If the trial aimed 

to emulate a real-life situation there would 

have been no expectation of a stand-alone 

remedy having a positive outcome by 

itself, since individualising is the hallmark 

of homoeopathic practice. The outcome 

of the trial was negative. A slight but not 

very significant improvement on two of the 

measuring tools was shown. The conclusion 

was that homoeopathic immunotherapy 

was shown to be ineffective in the 

treatment of patients with asthma. This is 

not new knowledge – it only confirms that 

homoeopathic immunotherapy is not a stand-

alone treatment for asthma.

The role of observational 
studies in studying 
homoeopathy
Observational studies set out to take into 

account patient satisfaction, quality of 

life, and practitioner activity. For research 

purposes, accurately eliciting quality of life 

changes requires careful case-taking. The aim 

is to study outcomes which are important 

to the patient and may take into account 

safety and cost-effectiveness. Observational 

studies may take the form of case reports 

(observations about a single case) or clinical 

outcome studies designed to describe what 

happens under real-world conditions, rather 

than during the artificial conditions of 

experimental trials.26 Observational studies 

can suggest areas where homoeopathic 

treatment is sufficiently effective to warrant 

further research using more rigorous (and 

expensive) methods.27

Several observational studies have been 

conducted to evaluate the usefulness of 

homoeopathy and to assess the health 

changes and satisfaction experienced by 

patients receiving homoeopathic treatment. 

Observational studies make use of the 

following style of survey question:28

“During the last 4 weeks, to what extent have 

your physical health or emotional problems 

interfered with your normal social activities 

with family, friends, neighbours or groups?” 29

The authors of each of the studies in Table 1 

concluded that homoeopathic intervention 

offered positive health changes to a 

substantial proportion of patients. Patients 

were satisfied because they perceived 

homoeopathy as an effective treatment with 

few, if any, adverse effects, their general sense 

of wellbeing and quality of life improved 

considerably and they were able to reduce or 

discontinue their conventional medication.

In the observational study conducted in 

2004 by Van Wassenhoven the outcome of 

previous conventional treatment was poor 

and that may account both for the selection 

of homoeopathy by the patients and the very 

high (95%) patient satisfaction they recorded. 

Over half were able to discontinue drugs 

previously prescribed for chronic disease. 

Consultations were on average more than 

twice as long as for previous conventional 

treatment but cost the patients less. The largest 

cost savings were made by patients with the 

worst initial ratings of their symptoms.41

AUTHOR YEAR NO. OF PARTICIPANTS FOLLOW-UP PATIENT SATISFACTION

Riley30 2001 500 2 weeks (acute) 79%

Fre31 2001 115 3.5 months High

Fre32 2001 230 NA (Acute) Pain free within 12 hours

Manchanda33 2003 840 No High

Guthlin34 2004 900 Up to 4 years High

Van Wassenhoven35 2004 782 No 95%

Steinsbekk36 2005 1097 6 months 70%

Spence37 2005 6544 Up to 6 years 70%

Witt38 2008 3700 8 years High

Marian39 2008 3000 Up to 2 years
53% (compared to 43% satisfaction with 

conventional treatment)

Witt40 2010 212 2 years High

TABLE 1: OBSERVATIONAL STUDIES OF HOMOEOPATHIC MEDICINE INCLUDING YEAR, SAMPLE SIZE (NUMBER OF PATIENTS), EVALUATION PERIOD, 
AND RATE OF PATIENT SATISFACTION.
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Two observational studies by Frei of single 

medical conditions suggest that homoeopathy 

may be useful in averting the need for other 

medical treatment, such as antibiotics for 

acute otitis media and methylphenidate 

(Ritalin) for ADHD. In 230 children with acute 

otitis media treated with homoeopathy, 72% 

were pain-free within 12 hours, a resolution 

rate that is 2.4 times faster than reported in 

other trials. There were no complications and 

there were potential cost savings.42 In a study 

of similar design, but in the chronic problem 

Attention Deficit Hyperactivity Disorder 

(ADHD), 115 children received homoeopathic 

treatment. After 3.5 months, 75% of the 

children had responded sufficiently not to 

require methylphenidate, with a mean clinical 

improvement rating of 73%.43

All of the observational studies in Table 1 

were taken into account when in 2011 the 

Swiss government published a report on 

homoeopathy which still represents the most 

comprehensive evaluation of homoeopathic 

medicine ever written by a government. 

The report was a Health Technology 

Assessment which reviewed the body of 

evidence from RCTs testing homoeopathic 

medicines, systematic reviews, meta-analyses, 

epidemiological research and outcome and 

observational studies. This wide review 

carefully evaluated the studies in terms of 

both quality of design and execution (internal 

validity), and of how appropriate each was 

for the way that homoeopathy is commonly 

practised (external validity). This breakthrough 

report affirmed that homoeopathic treatment 

is both effective and cost-effective and 

that homoeopathic treatment should be 

reimbursed by Switzerland’s national health 

insurance program. Most significantly, they 

found that 85% of the Swiss population 

wanted CAM therapies to be a part of their 

government’s health insurance program.

The Swiss report found a particularly 

strong body of evidence to support the 

homoeopathic treatment of upper respiratory 

tract infections and respiratory allergies. The 

report cited 29 studies in upper respiratory 

tract infections/allergic reactions, of which 24 

yielded a positive result from homoeopathy.

Further, out of the total of 164 homoeopathy 

RCTs conducted altogether, the Swiss report 

found that six of them were deemed worthy 

of study and that all six showed homoeopathy 

to be more effective than conventional 

medical interventions.44

Concato et al.45 believe that the findings of 

observational studies are similar to those 

produced by RCTs. Their team searched 

Medline for meta-analyses of RCTs and of 

cohort or case-control studies in five clinical 

areas. They found “remarkable similarities” and 

concluded that these observational studies 

did not overestimate the magnitude of the 

treatment effects. They also found that there 

is substantial variation in RCTs, showing 

contradictory results. They concluded, 

“The popular belief that only randomized, 

controlled trials produce trustworthy 

results and that all observational studies are 

misleading does a disservice to patient care, 
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clinical investigation, and the education of 

health care professionals.”

Conclusion
If we were to put aside knowledge gained 

through research and just ask patients in our 

clinics: “How are you doing?” we would get 

interesting answers. Either they had measurable 

improvement in their physical symptoms 

or they did not. If they did not, we still hear 

time and again that even though their disease 

symptoms seem no different they feel better 

in themselves. The perspective they have of 

their disease has altered. Their quality of life 

has improved and surveys conducted as part of 

observational studies take this into account.

This is the very information which the 

Swiss report used when deciding to affirm 

that homoeopathic treatment should be 

reimbursed by Switzerland’s national health 

insurance program. It was acknowledged 

that the study design of homoeopathic RCTs 

strongly affects the quality of the evidence 

and the outcomes of the trials. Observational 

studies were not only deemed reliable enough 

to show that homoeopathy improves quality 

of life but also were seen as a highly relevant 

and important measurement tools that should 

not be dismissed on the basis of the dominant 

hierarchy of research significance.
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What are Telomeres?
The ends of chromosomes have a very 

important role in ensuring chromosomal 

stability because they protect the linear 

chromosome ends from being recognized as 

DNA-breaks needing repair (Figures 1 & 2). 

A telomere is that section of the DNA that is 

required to protect chromosome ends and to 

ensure faithful segregation of genetic material 

into daughter cells upon cell division, serving 

as a gauge for the mitotic replication age of a 

cell. DNA strands have a directionality, and the 

different ends of a single strand are called the 

“3’ (three-prime) end” and the “5’ (five-prime) 

end”. Telomeres consist of repetitive TTAGGG 

DNA sequences and associated nucleoproteins 

that cap chromosome ends, oriented 5’ to 3’ 

towards the end of the chromosome, ending 

in a 3’ single-stranded overhang.1 Functional 

telomeres aim at preventing degradation, loss 

of genetic information, end-to-end fusion, 

senescence and apoptosis. They can reach 

a length of 15,000 base pairs. Telomeres are 

critical in preventing chromosomes from 

fusing to each other. However, each time a cell 

divides some of the telomere is lost (usually 

25-200 base pairs per division). When the 

telomere becomes too short the chromosome 

reaches a critical length and can no longer 

replicate. This means that a cell becomes “old” 

and dies by apoptosis.2

Telomere activity is controlled by two 

mechanisms: erosion and addition. Erosion, as 

mentioned, occurs each time a cell divides. 

When telomeres reach critically shortened 

length and a DNA damage signal is induced, 

a replicative senescence, or cell ageing, 

occurs. Addition is determined by the activity 

of the reverse transcriptase telomerase.3 

Telomerase is an RNA-containing enzyme 

that is concerned with the formation, 

maintenance and renovation of telomeres. 

Telomerase elongates chromosomes by 

adding TTAGGG sequences to the end of 

existing chromosomes and, by doing so 

they help to maintain the integrity of the 

genome in embryonic stem cells as well as 

in proliferating progenitor cells derived from 

quiescent normal stem cells. Telomere length 

is maintained in germ line cells; however, most 

human somatic cells do not express sufficient 

telomerase activity to prevent telomere loss as 

they divide. As a result, telomeres eventually 

shorten to the point where they initiate a cell 

cycle arrest in the G1 stage of the cell cycle 

and enter replicative senescence. (There are 

three checkpoints in the cell cycle: G1, G2 

and M. To pass the G1 checkpoint, the cell 

size needs to be adequate; nutrient availability 

is sufficient and sufficient growth factors 

are present. At G1 checkpoint, the cell must 

make a commitment to either continue into 

the S phase, the DNA synthesis step, or stop 

at G1 and wait for better conditions to allow 

replication.) Telomere shortening can limit 

the number of times somatic cells divide, 

contributing not only to ageing phenotypes, 

but also providing an effective tumour 

suppressive mechanism.

Telomeres’ unique structure at the physical 

end of linear eukaryotic chromosomes was 

first described almost seventy years ago by 

Hermann Muller in his classic studies of 

the fruit fly Drosophylia melanogaster.4 He 

noted that chromosomal inversion, resulting 

from ionizing radiation-induced double-

strand breaks, never involved the very end 

of chromosome rejoining with some other 

part of a chromosome. Muller coined the 

term ‘telomere’, a term that comes from 

Greek – telos (end) and meros (part). Shortly 

after this discovery Barbara McClintock 

made the observation that whereas broken 

ends of maize chromosome fused and 

formed disentric chromosomes, unbroken 

chromosomes rarely fused.5

The absence of interstitial telomeres 

sequences was later verified in human studies. 

This discovery demonstrated that in normal 

circumstances cells accurately distinguish 

telomeric ends from random double-strand 

break ends and protect the former from 

Figure 2: Telomeres end caps that protect chromosomes

Figure 1: Chromosomes
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irregular end-joining reactions. Recent 

research has further substantiated this finding 

by demonstrating that certain double-strand 

break repair proteins act to preserve rather 

than to join the natural ends of mammalian 

chromosomes.6 This and similar studies 

have provided impetus for the union of two 

seemingly different scientific fields, DNA 

repair and telomere biology.

Telomeres and cancer
The progressive loss of telomeric DNA in 

human somatic (stem) cells is believed to 

act as a tumour suppressor mechanism 

that limits clonal proliferation, to prevent 

clonal dominance and ensure a polyclonal 

composition of (stem) cells in large, long-

lived multicellular organisms. Unfortunately, 

limits to the clonal expansion of somatic 

(stem) cells also provide strong selection for 

cells that can ignore or bypass the telomere 

checkpoint.7 Such cells can continue to 

grow despite the presence of dysfunctional 

telomeres. The loss of telomere function 

in such cells results in chromosome 

fusions, broken chromosomes, break-fusion 

bridge cycles (when the end region of a 

chromosome breaks off), translocation (when 

a piece of a chromosome sticks to another 

chromosome)and aneuploidy (the presence 

of an abnormal number of chromosomes).

This genetic instability allows selection of 

cells with abnormal growth characteristics, 

thus facilitating rapid acquisition of genetic 

alterations for further growth.8 Therefore 

stabilization of the telomere DNA through 

activation of telomerase is essential if the cells 

are to survive and proliferate indefinitely.

Telomerase is inactivated in most somatic 

cells and reversely reactivated in tumour cells. 

Increased expression of telomerase activity 

is detectable in almost 90% of all malignant 

tumours. Major telomerase activity is generally 

variable in relation to the cellular fraction 

and grade of proliferation. Contraction of 

telomeres together with increased telomerase 

activity has been described in solid tumours as 

well as in haematologic malignancies.9 Ample 

evidence has shown that genetic instability is 

associated with telomere dysfunction (short 

telomeres) in early carcinogenesis.

Shortening of telomeres occurs with age, life 

stress, infection, oxidative stress and chronic 

stress. As expected, the presence of short 

telomeres in peripheral blood cells has been 

shown to be a risk factor for cancer of the 

head, neck, lung and kidney.

Not so surprisingly, increased telomere 

length as a result of telomerase activity in 

the peripheral blood lymphocytes has been 

shown to be a risk factor and a negative 

prognostic factor in breast cancer and 

hepatocellular carcinomas.10

As a cell begins to become cancerous it 

divides more often and its telomeres become 

very short. If its telomeres get too short, 

the cell may die. To escape early death 

by apoptosis, the cancer cell can activate 

telomerase, which prevents the telomeres 

from getting even shorter and achieving 

immortality. Telomerase is inactivated in most 

somatic cells and reversely reactivated in all 

tumour cells. In fact, increased telomerase 

activity is detectable in almost 90% of all 

malignant tumours.11 It is important to note 

that major telomerase activity is generally 

variable in relation to the cellular fraction and 

grade of proliferation.

The hallmark of early carcinogenesis 

is defined by telomere dysfunction. In 

subsequent stages telomerase is consistently 

upregulated because it is required for allowing 

malignant cells to divide after genetic 

rearrangements enabled by early telomere 

dysfunction.12 Thus, an increase in telomerase 

activity stabilizes short telomeres, leading to a 

decrease in chromosomal instability in cancer 

cells. Telomerase activity may represent an 

attempt to heal cancer cells with unstable 

chromosomes. Failure of this mechanism 

produces immortal ‘monster’ cells.13 Benign 

tumours have low or no telomerase activity.14

Telomeres and nutrition
Telomere length is epigenetically regulated 

by DNA and histone methylation of telomeric 

and subtelomeric regions, possibly by 

controlling the access of telomere-elongating 

proteins to telomeric regions. Deficiency in 

either the DNA methyltransferase enzymes 

or the histone methyltransferases can result 

in longer than normal telomeres, without 

causing changes in telomerase expression. 

It is an important consideration that methyl 

tetrahydrofolate supplies the methyl group 

for the vitamin B12-dependent methylation 

of homocysteine to form methionine. SAMe 

(S-adenosylmethionine) is the universal 

methyl group donor for DNA and histone 

methylation. Therefore folate status can 

modulate the epigenetic regulation of 

telomere length. Research studies have shown 

that high plasma homocysteine is associated 

with shorter telomere length, whereas high 

folate levels were related to longer telomeres. 

Inflammatory markers, such as tumour-

necrosis-alpha can also significantly  

decrease telomerase length, particularly in 

leukemic cells.15

Dietary antioxidants, folate, Vitamin B6 and 

selenium have shown the ability to modulate 

oxidative stress and inflammatory reactions 

and therefore to positively contribute to 

the maintenance or attrition of telomeres. 

Furthermore, Vitamins C and E have shown 

to slow telomere shortening and increase the 

life span of certain somatic cells. High plasma 
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Vitamin D is associated with longer leukocyte 

telomere length in women, probably via 

the anti-infl ammatory pathway. Remarkably, 

Vitamin A has been shown to inhibit 

telomerase activity.16

Telomeres and ageing
While telomere shortening has been linked 

to the ageing process, it is not yet known 

whether shorter telomeres are just a sign of 

ageing - like grey hair - or actually contribute 

to ageing (Figure 3).

The question is, if telomerase makes cancer 

cells immortal, could it prevent normal 

cells from ageing? Could we extend lifespan 

by preserving or restoring the length of 

telomeres with telomerase? If so, would this 

process raise the risk that telomerase could 

consequently cause cancer? If telomerase 

could be used routinely to ‘immortalize’ 

human cells, it would be theoretically 

possible to mass produce any human cell for 

transplantation, including insulin-producing 

cells to cure diabetics, muscle cells for 

muscular dystrophy, cartilage cells for people 

with certain kinds of arthritis, and skin cells 

for people with severe burns and wounds. 

Efforts to test new drugs and gene therapies 

also would be helped by an unlimited 

supply of normal human cells grown in the 

laboratory. Interestingly, research studies have 

found that when people are divided into 

two groups based on telomere lengths, the 

half with longer telomeres lives fi ve years 

longer than those with shorter telomeres. This 

suggests that lifespan could be increased fi ve 

years by increasing the length of telomeres in 

people with shorter ones.17

Telomere shortening occurs concomitantly 

with the ageing of the organism and is 

accelerated in the context of human diseases 

associated with mutations in telomerase, 

such as some cases of dyskeratosis congenita, 

idiopathic pulmonary fi brosis and aplastic 

anaemia. People with these diseases, as well as 

Terc-defi cient mice, show decreased lifespan 

coinciding with a premature loss of tissue 

renewal, which suggests that telomerase is 

rate-limiting for tissue homeostasis 

and survival.18

These fi ndings have gained special relevance 

as they suggest that telomerase activity 

and telomere length can directly affect the 

ability of stem cells to regenerate tissues. If 

this is true stem cell dysfunction provoked 

by telomere shortening may be one of the 

mechanisms responsible for ageing in both 

humans and mice.

Telomeres play a central role in cell fate and 

ageing by adjusting the cellular response to 

stress and growth stimulation on the basis 

of cell divisions and DNA damage. At least a 
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few hundred nucleotides of telomere repeats 

must ‘cap’ each chromosome end to avoid 

activation of DNA repair pathways. Repair of 

critically short or ‘uncapped’ telomeres by 

telomerase or their recombination is limited 

in most somatic cells and consequently 

apoptosis or cellular senescence is triggered 

when too many ‘uncapped’ telomeres 

accumulate. The chance of cell senescence 

taking place increases as the average telomere 

length decreases. The average telomere length 

is normally set and maintained in cells of 

the germline, which typically express high 

levels of telomerase. However, in somatic cells 

telomere length is very heterogeneous and 

typically declines with age, posing a barrier 

to tumour growth but also contributing to 

loss of cells with age. Loss of (stem) cells via 

telomere attrition provides strong selection 

for abnormal and malignant cells, a process 

facilitated by the genome instability and 

aneuploidy triggered by dysfunctional 

telomeres. The crucial role of telomeres in 

cell turnover and ageing is highlighted by 

patients with 50% of normal telomerase 

levels resulting from a mutation in one of 

the telomerase genes. Short telomeres in 

such patients are implicated in a variety of 

disorders including dyskeratosis congenita, 

aplastic anaemia, pulmonary fi brosis, and 

cancer.19 Advances in early detection and 

treatment result in better outcomes and 

contribute to increasing cancer survival.

It is interesting to note that older people 

are increasingly living with cancer as a 

chronic and often co-morbid condition. As 

the global population ages cancer morbidity 

and mortality rates are expected to increase 

proportionally. Older people will continue 

to bear a disproportionate global cancer 

burden with approximately 50% of all cancers 

expected to occur in individuals over the 

age of 65.20

Signifi cant heterogeneity exists in 

physiological and functional reserve 

capacity among older adults with co-

morbid medical conditions such as diabetes, 

heart disease, hypertension, arthritis, and 

lung disease which are prevalent in older 

adults with cancer. In Yancik et al.’s21 study 

patients aged 55 to 64 had an average of 

2.9 co-morbidities, and those aged 75 and 

older had an average of 4.2 co-morbidities. 

Co-morbidity limits treatment options, 

negatively affects treatment tolerance, and 

infl uences the presence and severity of 

symptoms and other complications. Co-

morbidity is also associated with poorer 

survival, increasing both cancer and non-

cancer mortality.

For additional information, please contact the 
author at manuela.boyle@sky.com

References
1 Bernardes de Jesus B, Blasco MA. Telomerase 

at the intersection of cancer and aging. 
Trends Genet. 2013 Jul 19. doi: 10.1016/j.
tig.2013.06.007. [Epub ahead of print]

2 Anisinov VN. The relationship between aging 
and carcinogenesis: multilevel approach. 
Biogerentology. 2009;10(4): 323-38

3 Vinagre J, Almeida A, Pópulo H, Frequency of 
TERT promoter mutations in human cancers. 
Nat Commun. 2013; 4:2185

4 Stephenson R, Metcalfe NH. Drosophila 
melanogaster: a � y through its history 
and current use J R Coll Physicians Edinb. 
2013;43(1):70-5.

5 Stewart SA, Weinberg RA. Senescence: 
does it all happen at the ends? Oncogene. 
2002;21(4):627-30.

6 McKnight TD, Fitzgerald MS, Shippen DE 2. 
Plant telomeres and telomerases. A review. 
Biochemistry (Mosc). 1997;62(11):1224-31.

7 Cesare AJ, Hayashi MT, Crabbe L, 3.The 
telomere deprotection response is functionally 
distinct from the genomic DNA damage 
response. Mol Cell. 2013; 51(2):141-55.

8 Gangarcikova M., Zemamova Z., Brezinova J. 
The role of telomeres and telomerase complex 
in haematological neoplasia: the length of 
telomeres as a marker of carcinogenesis and 
prognosis of disease. Pragus Med Rep. 2010; 
11(2): 91-105

9 Swiggers SJ., Kuijepers MA., de Court MJ et 
al., Critically shortened telomeres in acute 
myeloid leukemia with loss or gain of parts of 
chromosomes. Genes Chromosomes Cancer. 
2006; 45: 247-256

10 Svenson U., Nor� all K., Stegmayr B. Breast 
cancer survival is associated with telomere 
length in peripheral blood cells. Cancer Res. 
2008; 68:3618-23

11 Cao Y., Bryan TM., REddel RR. Increased copy 
number of the TERT and TERT telomerase 
subunit genes in cancer cells. Cancer Sci. 
2008; 99(6): 102-9

12 Landsorp PM. Telomeres and disease. EMBO J. 
2009; 28(17). 2532-40

13 Wu X., Parks CG., DeRoo LA. Multivitamin use 
and telomere length in women. Am J Clin 
Nutr. 2009; 89(6):1857-63

ARTICLE

Aging

Telomere
Shortening

Type 2
Diabetes

Impaired Insulin
Secretion

Insulin
Resistance

FIGURE 3: THE INFLUENCE OF AGEING ON TELOMERES

158 | VOL19 NO3 | JATMS



14 Raymond CM., Sabatier L., Phillipot O. 
Telomere length, telomeric proteins, and 
genomic instability during the multistep 
carcinogenic process. Lab Invest. 2008; 
88:144-52

15 Paul L., Cattneo M., D’Angelo A. Telomere 
length in peripheral blood mononuclear cells 
is associated with folate status in men. J Nutr 
2009; 139(7):1273-8

16 Osiecki H. Cancer. The Importance of Clinical 
Nutrition in Preventions and Treatment. Bio 
Concepts Publishing 2012; 27-29

17 Aubert G., Lansdorp PM. Telomeres and 
Aging. Physiol Rev.2008; 88(2): 557-579

18 Raschenberger J, Kollerits B, Hammerer-
Lercher A 2.The association of relative 
telomere length with symptomatic peripheral 
arterial disease: Results from the CAVASIC 
study Atherosclerosis. 2013;229(2):469-74.

19 Houben JM., Moonen HJJ., van Shooten FJ. 
Telomere length assessment: biomarker of 
chronic oxidative stress? Free Radic Biol Med. 
2008;44:235-46

20 Rowland JH, Yancik R. Cancer survivorship: 
the interface of aging, co-morbidity, and 
quality care. J Natl Cancer Inst. 2006; 
98(8):504-5.

21 Yancik R, Ershler W, Satariano W, 1.Report of 
the national institute on aging task force on 
co-morbidity. J Gerontol A Biol Sci Med Sci. 
2007; 62(3):275-80.

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”

JATMS | September 2013 | 159 



�erapeutic Goods Administration 
proposes reforms that will 
restrict access to our medicines

Introduction
In May 2013 the Therapeutic Goods 

Administration (TGA) released an Impact 

Statement which proposed eight reforms 

to the advertising of therapeutic goods.1 

Of the proposed reforms, the sixth reform 

directly impacts on herbalists, naturopaths, 

homoeopaths and nutritionists.

Advertising and  
practitioner-only products
Herbalists, naturopaths, homoeopaths and 

nutritionists are entitled under Therapeutic 

Goods Law to access a category of therapeutic 

goods known as practitioner-only products 

(POPs). POPs are not available to members 

of the general public, but only to healthcare 

professionals. The legal authority that allows 

herbalists, naturopaths, homoeopaths and 

nutritionists to receive POPs is found in section 

42AA2 of the Therapeutic Goods Act 1989 (Cth).

Under Therapeutic Goods Law POPs are 

under the jurisdiction of Advertising. This is 

because the labels on POPs do not specify the 

indications or conditions governing their use. 

This is the only difference between POPs and 

everyday medicines such as vitamin C bought 

in a supermarket, from whose labels these 

directions are absent. Contrary to popular 

misconception, the formula does not make a 

therapeutic good a POP. Under Therapeutic 

Goods Law a label is an advertisement. The 

definition of advertisement is found in Section 

3 of the Therapeutic Goods Act 1989 (Cth): 

‘any statement, pictorial representation or 

design, however made, that is intended, 

whether directly or indirectly, to promote the 

use or supply of the goods’.
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The fact that the label on a container 

of therapeutic goods or medicine is an 

advertisement means that the TGA regulates 

POPs through the control of advertising. 

Under section 42AA of the Therapeutic 

Goods Act 1989 (Cth), the TGA has the 

legal authority to control who can and 

who cannot receive advertisements for 

therapeutic goods or medicines. In other 

words, herbalists, naturopaths, homoeopaths 

and nutritionists are exempt from the 

advertising controls that apply to the general 

public that prohibit them from dealing in 

POPs. Simply stated in one sentence, POPs 

are controlled by Therapeutic Goods Law 

advertising controls. It therefore follows that 

changes to the advertising of therapeutic 

goods may impact our access to POPs. This 

is why Proposal 6 of the Impact Statement is 

of interest.

What does proposal 6 mean?
When the first Bill of the Therapeutic 

Goods Law was released in 1987 herbalists, 

naturopaths, homoeopaths and nutritionists 

were not included as being exempt from 

its advertising controls. In 1990, due to 

intense lobbying by the Australian Traditional-

Medicine Society, National Herbalists 

Association of Australia and Australian Natural 

Therapists Association, herbalists, naturopaths, 

homoeopaths and nutritionists were included 

in the legislation as being exempt from the 

advertising controls. Since then we have had 

access to POPs.

Proposal 6 of the advertising reforms is 

seeking comments from all stakeholders 

as to whether to maintain this advertising 

exemption for herbalists, naturopaths, 

homoeopaths and nutritionists or to adopt 

a new system. The new system that the TGA 

is proposing is for recognition of only those 

healthcare practitioners who are registered 

under Health Practitioner Regulation 

National Law. This means that the advertising 

exemption would only apply to herbalists, 

naturopaths, homoeopaths and nutritionists 

who are government-registered.

The problem with this proposal is that 

herbalists, naturopaths, homoeopaths and 

nutritionists are not registered under this 

law. This means that if the TGA proposal is 

accepted then these practitioners would no 

longer be exempt from relevant advertising 

controls. They would have the same status as 

the general public and be denied access  

to POPs.

The impact on non-pops
Does this mean that all herbal medicines, 

vitamins, minerals and homoeopathic 

medicines would no longer be available to 

herbalists, naturopaths, homoeopaths and 

nutritionists? No, as the advertising exemption 

only applies to POPs. A single liquid or a single 

encapsulated herbal medicine is not a POP; 

neither are single vitamin or mineral formulas. 

POPs have the following characteristics:

 a They bear the words ‘Practitioner Only 

Medicine’ on the label.

b They are generally formulas made up of 

several ingredients.

c Their labels do not list the diseases their 

formulas may treat.

d They are not available to the general public.

The impact on clinical advice
Sometimes it is mistakenly asserted that if 

herbalists, naturopaths, homoeopaths and 

nutritionists cannot access POPs neither 

can they talk to their patients about the 

conditions for which POPs can be used. This is 

an incorrect assertion for two reasons:

1 The legal jurisdiction of the TGA applies 

only to therapeutic goods and not to 

clinical practice. Clinical practice is 

regulated by Health Practitioner Regulation 

National Law.

2 Sub-section 42AA(4) of the Therapeutic 

Goods Act 1989 (Cth) makes it clear that 

its advertising restrictions do not apply to 

advice or information given in the clinical 

setting to patients.

The rationale for the proposal
The TGA has argued in the Impact Statement 

that recognising only healthcare practitioners 

registered under Health Practitioner 

Regulation National Law ensures that the 

practitioners have the expertise ‘to exercise 

specialist judgement’ in the treatment of 

patients.1 Moreover, regulation under Health 

Practitioner Regulation National Law offers a 

‘degree of protection’ to the general public.1

The TGA’s rationale has both supporters 

and opponents. On the one hand, it is 

bureaucratically convenient for the TGA 

to have a group of registered healthcare 

practitioners that it can readily identify. 

Currently there are over a dozen associations 

representing herbalists, naturopaths, 

homoeopaths and nutritionists. Each of 

the associations has its own accrediting 

standards and each governs its own affairs. 

As the TGA has argued on other occasions, 

it has no way of ensuring that the standards 

that the associations claim to uphold are 

actually enforced. Moreover, the discrepancy 

in educational standards makes it difficult to 

recognise an occupational standard.

Arguments against  
the proposal
Opponents of the proposed reform have 

raised several arguments to maintain the 

status quo. Firstly, the government has 

refused to recognise herbalists, naturopaths, 

homoeopaths and nutritionists under Health 

Practitioner Regulation National Law or similar 

legislation. The State governments have held a 

number of inquiries into herbal medicine and 

naturopathic practice over the decades:

1 In 1961 the West Australian government 

established the Inquiry into Matters 

Relating to Natural Therapists, which 

was an honorary Royal Commission to 

investigate the practices of chiropractors, 

osteopaths, naturopaths and dietitians. The 

Royal Commission did not recommend the 

statutory registration of naturopaths.2

2 In 1973 the Victorian Parliament formed 

the Joint Select Committee on Osteopathy, 

Chiropractic, and Naturopathy to inquire 

into these modalities. Additionally, the 

Committee investigated the practices 

of herbal medicine and homoeopathy. 

Although the Committee recommended 

the statutory registration of herbalists and 

naturopaths, no action was taken.3

3 In 1974 the Commonwealth Health 

Minister, Dr Everingham, established 

the Committee of Inquiry into 

Chiropractic, Osteopathy, Homoeopathy 
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and Naturopathy, chaired by Emeritus 

Professor Edwin Webb. The main function 

of the Webb Commitee was to investigate 

and report on the practices of these 

modalities.4

4 In 1984 the Victorian Social Development 

Committee’s Inquiry into Alternative Medicine 

and the Health Food Industry commenced. 

In December 1986 the Committee’s report 

was released. It concluded that registration of 

complementary medicine practitioners was 

desirable.5

5 In October 2003 the Victorian Department 

of Human Services commenced a review 

into the practice of herbal medicine and 

naturopathy. The review cost $198,000 

and was entitled The Risks and Regulatory 

Requirements for Complementary Healthcare. 

It aimed to describe and assess the practices, 

benefits and risks of herbal medicine 

and naturopathy. In August 2006, the 484 

page report The Practice and Regulatory 

Requirements of Naturopathy and Western 

Herbal Medicine was released.6 It concluded 

that statutory registration was warranted for 

herbal medicine and naturopathy.7

The lack of statutory registration by 

State governments for herbalists and 

naturopaths did not stop the TGA in 1990 

from recognising these occupations for the 

therapeutic goods advertising exemption. 

Overall, State governments did not enact 

statutory registration due to lack of harm 

of these practices to the general public. The 

recognition of these occupations in 1990 

implies that the TGA also believed that these 

practices did not pose such harm.

Secondly, the Impact Statement makes no 

mention of any problem in the status quo 

which has existed for 23 years. It therefore 

appears that Proposal 6 is based on a 

theoretical idealism rather than any fault or 

weakness in the current regulatory scheme. 

In the absence of any harmful effects of the 

current system, the proposal is without merit.

Thirdly, the services of herbalists, naturopaths, 

homoeopaths and nutritionists, or 

complementary medicine practitioners, are 

an important part of the Australian healthcare 

system. The proposed repeal of s42AA(2) of 

the Therapeutic Goods Act 1989 (Cth) must 

have a dire impact on the health of many 

Australian health consumers.

Health consumer usage of 
practitioner services
The popular use of complementary  

medicine practitioner services is evident  

from the following:

1 In 1984 the Parliament of Victoria Social 

Development Committee Inquiry into 

Alternative Medicine and the Health Food 

Industry found that 22% of Victorians had 

used the services of a complementary 

medicine practitioner in the preceding five 

year period.5

2 In 1989 the Australian Bureau of Statistics 

found that 2.6% of the population used 

the services of a complementary medicine 

practitioner.8

3 In June 1995 The Australian newspaper 

reported that a private survey found 50% of 

the sample group of 400 respondents had 

consulted the services of a complementary 

medicine practitioner.9

4 In 1996 Adelaide researchers found that 

20.3% of 3,004 respondents in South 

Australia had used the services of a 

complementary medicine practitioner. It 

was estimated that South Australians had 

spent $25 million annually in 1993.  

When age and sex are standardised to the 

national population, this amounts to  

$621 million. This compares to $360  

million patient contributions for all  

classes of pharmaceutical drugs in 1992  

to 1993.10

5 In 2000 it was estimated that 52% of 

the population had used at least one 

complementary medicine, and that  

23% had visited a complementary  

medicine practitioner.11

6 In 2006 an article in the West Australian 

estimated that Australians spent $6 billion a 

year on complementary medicine services 

and medicines.12

7 In 2007 herbal medicine practitioners alone 

conduct 1.9 million consultations annually.13

8 In 2007 Xue et al reported that 

Australians had made 69.2 million visits to 

complementary medicine practitioners, 

compared to 69.3 million visits to 

biomedical practitioners. This study also 

estimated that national health consumer 

expenditure on natural therapies was  

$4.13 billion.14

These statistics highlight strong health 

consumer community involvement and 

significant monetary expenditure on 

complementary medicine.

The response  
from health consumers
In the first month of the release of the 

Impact Statement there has been a strong 

outcry from the general public. It is 

understood that the TGA had received about 

21,000 representations opposing the  

new proposal.15

What next?
Negotiations are in place with the TGA and 

stake-holders to maintain the current status 

of advertising exemption for herbalists, 

naturopaths, homoeopaths and nutritionists. 

Members will be advised of developments 

as they occur. Just as we were successful in 

1990 in gaining advertising exemption, so 

are we determined 23 years later to  

maintain our rightful position in Therapeutic 

Goods Law.
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�e Role of
Homoeopathy

in Sinusitis

eyes and sides of the nose from the ethmoid 

sinuses, and pain felt around the eyes, top 

of the head, temples, ears and possibly neck, 

from the sphenoid sinuses. If left unchecked, 

chronic sinusitis may lead to abscesses of the 

facial bones, eye socket or brain.

Medically, the causes of sinusitis are thought 

to be a viral, bacterial or fungal infection, 

or less commonly, nasal polyps, allergens, 

enlarged adenoids, or inhaling particulate or 

chemical air pollution. It may also occur as 

a consequence of an infection with one of 

the cold viruses, or in association with other 

disorders such as cystic fibrosis.

Sinusitis is commonly recurrent, and these 

recurrences and their duration are often 

unaffected by conventional medicines. 

Homoeopathy, on the other hand, can provide 

a solution where no other has been found, 

and in my practice, as well as in those of 

a number of notable homoeopaths (see 

Bibliography), several key remedies have been 

noted as coming up again and again, after the 

standard homoeopathic repertorisation has 

been carried out. Brief discussions of these 

remedies follow. The remedies should be used 

in 6C potencies, three times daily, only while 

the symptoms that relate specifically to the 

remedy are present. For any issues that don’t 

resolve in a reasonable period of time or for 

those that increase in severity, the services 

of a qualified and experienced homoeopath 

should be sought.

Kali bichromicum
This is one of the most commonly used 

homoeopathic medicines in sinusitis. The 

symptoms that may direct the prescriber 

to Kali bic include a burning sinus pain, 

especially at the root of the nose, that feels 

as if the sinus would burst. There may be a 

blocked nose, gluey, thick stringy yellow-

green mucus which is often acrid in character, 

photophobia and possibly diarrhoea. There 

may be pain felt in the bones and scalp, and 

dizziness and nausea may be felt on rising from 

sitting. The nasal discharge may form crusts 

and often descends into the throat, where 

it’s hawked up as thick mucus, or down into 

the lungs, from where it’s coughed up. The 

symptoms seen here are usually worse in the 

morning and in hot weather and better from 

locally applied heat and locally applied pressure.

ARTICLE

It’s been estimated that at any one time 16% 

of the Australian population is suffering 

from some form of sinusitis.1,2 Sinusitis, 

otherwise known as rhinosinusitis, describes 

inflammation of the mucous membranes 

lining any of the four pairs of sinuses: 

maxillary, frontal, ethmoid and sphenoid, 

that surround the nose. Common symptoms 

experienced by sufferers include facial pain, 

fatigue, a blocked nose, often with a thick 

exudate, post-nasal drip, sore throat, cough, 

sneezing and headache. The location of 

the facial pain or headache experienced in 

sinusitis will be determined by which sinus is 

affected. Pain above the eyebrows is usually 

associated with the frontal sinuses; pain in 

the upper jaw, teeth and cheeks may come 

from the maxillary sinuses, pain around the 
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Silicae
In this case the prescriber may observe 

a person who appears anxious, chilly, 

shunning cold and drafts, with head sweats 

and great mental and physical fatigue. The 

sinus symptoms seen here often involve a 

chronically blocked nose. There may be a 

sense of severe pressure or throbbing in the 

head, beginning at the occiput and settling 

over the eyes, with the worst of it felt in the 

right eye, and dry hard nasal crusts under 

which bleeding occurs if they’re removed. 

Symptoms are worse in the morning, from 

mental exertion, cold air, light, noise, or 

motion, and better from warmth or tight 

wrapping. This remedy has been successfully 

used for sinusitis condition in clinical trials.3,4

Hepar sulph
The symptoms corresponding to this remedy 

include becoming easily irritated, perspiring 

readily, chilliness, and a craving for sour or 

strongly flavoured food. The pain of the sinus 

headache is often of a boring nature, is worse 

on motion and on the right side, commonly 

extending into the temple and ear. Sinus pain 

is frequently felt at root of the nose. The scalp 

is painful and there may be sneezing and a 

nasal discharge in a cold dry wind. Cold air 

causes the nose to become blocked with a 

thick discharge that smells like old cheese. 

There may be a sensation as if there’s a 

splinter in the throat. Symptoms are worse 

from touch, cool air and dry cold winds, and 

better from warmth and pressure.

Hydrastis canadensis
The appearance here may be of a person who 

is depressed, run down, weak, emaciated and 

constipated. In sinusitis there may be a frontal 

headache, particularly above the left eye, 

and a copious viscous, ropey and yellowish 

discharge. A post-nasal drip and sore throat 

may be present, with hawking of yellow, 

tenacious mucus. Symptoms are worse from 

motion, cold and being in the open air and 

better from rest, pressure, warm covering and 

dry weather.

Kali iodatum
Homoeopathically, the Kali iod picture 

involves irritability and strong pain over the 

eyes and root of the nose. There may initially 

be a profuse, acrid, watery nasal discharge 

that either resolves or develops into a thick 

greenish discharge. Symptoms are worse in a 

warm room, at night and in damp weather and 

from touch or changing weather, and better 

for cool, open air and motion. This remedy has 

been successfully used for this condition in a 

clinical trial.4

Sticta pulmonaria
The Sticta picture corresponds to a sinusitis 

with irritation but little discharge. Often a 

catarrhal headache precedes a nasal discharge. 

There may be a feeling of fullness or heaviness 

at the root of the nose, a frontal headache and 

a constant need to blow the nose, but with 

little or no discharge appearing. Symptoms 

are worse from a change in temperature and 

better from blowing the nose.

Pulsatilla
The pointers to Pulsatilla often include a thick, 

bland, offensive yellow-green nasal discharge. 

The sinusitis may arise from overheating. 

The nose and ears may feel blocked when 

indoors or lying down but this improves 

when outdoors. The headache felt here is 

often frontal and it may be accompanied 

by digestive problems. The sufferer may be 

thirstless, desire rich, creamy food, exhibit 

changing emotions, may appear weepy, 

whining, needy, and will often seek company. 

Symptoms are worse from eating, stooping, 

sitting, lying down or rising from lying down, 

worse in a warm room, from rich, creamy 

food and better for tightly wrapping the head, 

cool air, open air, or company. This remedy has 

been successfully used for this condition in a 

clinical trial.3

Thuja occidentalis
The indications for Thuja include warty 

growths, emotional sensitivity, a leftsided 

headache as if the head had been pierced by 

a nail and a thick, green purulent or bloody 

nasal discharge, with the interesting symptom 

of dental pain on blowing the nose. Symptoms 

are worse at night, from the heat of a bed, 

from cold or damp air or coffee, and better 

from warm winds and open air.

Aurum metallicum
Depression is commonly seen here. The 

Aurum sinusitis is characterised by a tearing 

right-sided sinus headache, which is often 

worse at night. There may be nasal scabbing, 

a blocked nose with an offensive purulent 

discharge, a post nasal-drip and associated 

cough. Symptoms are worse from cold, in 

winter and at night, and better from cold 

bathing or cool open air.

Belladonna
The sinusitis symptoms that may lead the 

prescriber to Belladonna include photophobia, 

facial flushing, dizziness that is worse from 

stooping, and a throbbing intermittent frontal 

headache, particularly around the forehead or 

eyes. The head feels as if it may burst. The nose 

is dry but feels congested. The symptoms are 

worse from jarring, touch, bending forward, 

lying flat or moving the eyes, and better from 

gradually applied pressure, sitting upright or 

bending the head backwards.

Cinnabaris
Cinnabar corresponds to a sinusitis with 

a sticky mucus felt down the back of the 

throat. There may be conjunctivitis, a frontal 

headache, pain around the eyes that shoots to 

the temples, a heavy pain over the bridge of 

the nose or at its root. Symptoms are worse 

from pressure, at night and during extremes  

of temperature.

Euphrasia
Euphrasia is often used to stop hay fever from 

developing into sinusitis. If it does develop 

into this state, profuse acrid watering of the 

eyes, a bursting headache, a profuse watery 

nasal discharge, hawking up of offensive 

mucus and sneezing may constitute the 

guiding symptoms. Symptoms are worse in 

sunlight, indoors, from warmth and in the 

evening, and better from lying down and in 

the open air.

Natrum muriaticum
Like Euphrasia, Nat mur is commonly used in 

the treatment of hay fever, but has a significant 

role to play in sinusitis. Its indications include 

weakness, particularly in the morning in 

bed, depression, and a blinding headache in 

the morning on waking that continues until 

sunset, and is centred around the frontal 

sinuses. There may be sneezing and a profuse 

watery nasal discharge like the white of an 

egg. Symptoms are worse in a warm room 

or from heat or from consolation, and better 

from sweating, open air or cold bathing in 

fresh water. This remedy has been successfully 

used for sinusitis in a clinical trial.3

ARTICLE

166 | VOL19 NO3 | JATMS



Mercurius
The person who may benefi t from this 

remedy may feel as if their head was in a vice: 

the scalp and nose are very sensitive and the 

teeth feel elongated and painful. The sinusitis 

sufferer will often have a fl uid to thick, slimy, 

offensive-smelling and acrid yellow-green or 

green purulent discharge that may be bloody 

and may drip down the back of the throat. 

There may be sneezing, particularly in the 

sunshine, the nostrils may feel raw, the bones 

of the face may ache, there may be excessive 

salivation, a productive cough and hawking 

as a result. An offensive halitosis accompanied 

by a metallic taste on the tongue is often 

reported. The tongue may be thickly coated 

and leave impressions of the teeth. There may 

be feelings of fl uctuating fevers and chills, 

sweating and clamminess, though no fever is 

subjectively evident. The symptoms are worse 

at night, from extremes of hot or cold, and 

better in a warm room.
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World renowned osteopathic physician 

and author John E. Upledger, 

founder of Upledger Institute 

International and developer of CranioSacral 

Therapy, passed away on October 26, 2012 at 

his home in Palm Beach Gardens, Florida.

Dr Upledger gained global recognition for his 

pioneering advances in the field of manual 

therapy; in particular in CranioSacral Therapy. 

His development of CranioSacral Therapy and 

the work of Upledger Institute International 

led to Dr Upledger’s serving on the Alternative 

Medicine Program Advisory Council for the 

Office of Alternative Medicine at the National 

Institute of Health in Washington, DC, and 

his being named in Time magazine as one of 

America’s Next Wave of Innovators for his 

proven clinical applications of this therapy.

Dr Upledger trained as a surgeon and clinical 

researcher. His in-depth investigation into the 

field of cranial manipulation was prompted by 

an observation of a dural membrane rhythmic 

motion during a patient’s neck surgery in the 

early 1970s. After much research Dr Upledger 

theorized that cranial bones continue to move 

into adulthood – a process previously thought 

to occur only in infants.

Dr Upledger’s curiosity on this controversial 

proposition led to his work with a team of 

anatomists, physiologists, biophysicists and 

bioengineers at the College of Osteopathic 

Medicine at Michigan State University, where 

he served as a Professor of Biomechanics and 

clinical researcher from 1975 to 1983. His 

team of researchers were tasked with proving 

or disproving the basic tenet of cranial 

manipulative techniques: the movement of 

cranial bones.

By studying fresh cranial bone specimens 

and employing various testing means, Dr 

Upledger’s team confirmed the existence 

of cranial bone motion and attained 

precise measurements of the frequency 

and amplitude of cranial bone movement. 

Further investigation by Dr Upledger led to 

the hypothesis of the Pressurestat Model 

where the craniosacral dura mater and 

cerebrospinal fluid were integrated into a 

craniosacral system.

Dr Upledger pioneered techniques for 

evaluating and treating the dural membranes 

and distinguished CranioSacral Therapy from 

other cranial techniques which were focused 

on the osseous elements of the cranium. 

CranioSacral Therapy is a light-touch, non-

invasive technique that can be safely used on 

patients of all ages, from newborns to senior 

citizens, and on those whose main presenting 

symptom is pain. CranioSacral Therapy 

complements the body’s natural healing 

processes. Patients report improvement 

for a wide range of medical problems 

including headaches, neck and back pain, 

temporomandibular joint syndrome, 

central nervous system disorders, motor-

coordination impairments, neurovascular 

and immune disorders, fibromyalgia and 

other connective-tissue disorders, learning 

challenges such as ADD and ADHD, and 

emotional difficulties.

Patients also find the technique extremely 

relaxing. It is very effective for reducing  

stress and is increasingly being used as 

a preventive health measure to bolster 

resistance to disease.

During the past 30 years Dr Upledger also 

wrote eight books detailing the application of 

CranioSacral Therapy and SomatoEmotional 

Release and offering case studies on its 

effectiveness. His books include CranioSacral 

Therapy, CranioSacral Therapy II – Beyond 
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The Dura; SomatoEmotional Release and 

Beyond; Your Inner Physician and You; A Brain 

is Born; CranioSacral Therapy, Touchstone for 

Natural Healing; Working Wonders, Changing 

Lives with CranioSacral Therapy; CranioSacral 

Therapy, What it is, How it Works.

His son, John Matthew Upledger, worked 

with his father for 25 years. He is the 

current President and CEO of Upledger 

Institute International. John Matthew has 

been actively engaged in all aspects of the 

organization - from education to clinical 

services. His strict adherence to delivering 

high quality continuing education has solidly 

positioned Upledger as the leading provider 

in manual therapy education. He has also 

been largely credited with expanding the 

Institute’s teachings worldwide. To date 

over 100,000 healthcare practitioners in more 

than 100 countries have received Upledger 

CranioSacral Therapy training. Workshops 

are held in over 400 cities in more than 

60 countries with over 20 international 

satellites, including Australia. The popularity of 

Upledger’s CranioSacral Therapy curriculum 

stems from its comprehensive instruction, with 

all instructors rigorously assessed over a 2-3 

year apprenticeship. The institute has a wide 

variety of related courses that can be taken 

anywhere in the world, and a certifi cation 

program that is recognized globally.

Dr Upledger and his son founded the 

International Alliance of Healthcare Educators 

(IAHE) and the International Association 

of Healthcare Practitioners (IAHP) which 

has 125,000 members. As Dr Upledger’s 

reputation garnered attention worldwide and 

the benefi ts of CranioSacral Therapy became 

widely accepted the Upledger clinic attracted 

patients from celebrities to professional 

athletes, such as multiple Olympic medallist 

Mary Ellen Clark, and high-profi le cases such 

as two year-old Egyptian twin boys who were 

born joined at the top of their heads.

Dr Upledger also implemented Multi-Hands 

and One - a two-week intensive therapy 

programs for diffi cult cases. Patients, 

therapists and visiting CranioSacral Therapy 

practitioners from around the world can 

enjoy the opportunity to work in the Palm 

Beach Gardens clinic with Dr Upledger.

Practitioners of CranioSacral Therapy 

represent many disciplines, including 

remedial massage therapists, physiotherapists, 

occupational therapists, chiropractors, 

osteopaths, medical doctors, Chinese 

medicine practitioners, dentists and 

dental nurses, shiatsu practitioners and 

animal caregivers.
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EXCELLENCE IN STUDENT RESEARCH

IN THIS SECTION WE INTRODUCE ARTICLES BY STUDENTS OF NATURAL MEDICINE IN 
AUSTRALIAN COLLEGES AND UNIVERSITIES. THESE ARTICLES HAVE BEEN SELECTED BY THEIR 
TEACHERS AND LECTURERS AS OUTSTANDING EXAMPLES OF STUDENT RESEARCH

� e Clinical Use of
Low Glycaemic Index Diets
as an Approach to Weight Loss
Skinner K | 2012

Introduction
The use of the Glycaemic Index as a tool 

for weight loss is gaining momentum, yet 

its practical use and clinical benefi t remain 

widely controversial. In particular, there are 

issues regarding limitations of measurement, 

theory and clinical implementation. This 

review aims to dissect the available literature 

and research to assess the value and relevance 

of low-GI diets for weight loss in a clinical 

setting, and make specifi c recommendations 

about practical implementation.

Glycaemic index and 
glycaemic load concepts
The Glycaemic Index (GI) model was 

proposed by David Jenkins and colleagues 

in the 1980s as a means of assessing the 

quality of dietary carbohydrates and their 

variable infl uence on postprandial blood 

glucose response when compared to a 
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standard amount (50g) of pure glucose.1,2 

The GI for 50g of glucose standard response 

was arbitrarily assigned a value of 100, 

against which other dietary carbohydrates 

might be measured. Since the amount of 

carbohydrate-containing food required to 

supply a total of 50g digestible carbohydrate 

varies (e.g., ~1000g of watermelon or ~210g 

of boiled white rice), the Glycaemic Load 

(GL) concept was introduced by Harvard 

researchers to consider the gram amount 

of each food.3 It is calculated based on the 

amount of carbohydrate in a given standard 

serving of food by the pre-obtained GI value 

of that particular food,3 divided by 100. 

These governing concepts will be frequently 

referred to throughout the following review.

GI values: 
measurement and variability
The GI of any given food is subject to many 

infl uencing factors that occur both within and 

outside a laboratory environment, including 

degree of food processing, cooking method, 

presence of other macronutrients, dietary 

fi bre, resistant starch, and origin and level of 

ripeness.4-12 For example, toasting, freezing 

or defrosting, or toasting following freezing 

and defrosting, all lower the GI of bread 

products by promoting the re-crystallization 

of the carbohydrate sequences.13 The GI 

measurement pertains to singular foods taken 

in isolation rather than in the context of a 

meal, the clinical implications of which will 

be further explored in this text.

Beyond the variability caused by food factors, 

as listed above, the accuracy and precision 

of the method of GI measurement is the 

subject of some controversy. There are 

large inconsistencies between interlab GI 

recordings of specifi c foods as confi rmed by 

Wolever et al.,14 and the International Table of 

Glycemic Index15 clearly demonstrates that a 

wide range of GI values may be registered for 

any given carbohydrate-rich food. According 

to the table, the variability in GI for glucose 

(the standard) was 25% (GI range 85-111).15 

Standard deviation of some foods can be 

as high as 38 points,15,16 and as high as 87 

between different varieties of a particular 

food item (e.g. potato),15 making a generic 

assignment of these foods to various GI 

categories (low, medium and high) 

rather unreliable.

Finally, even when the parameters and 

variability of laboratory GI measurement are 

considered and controlled as best as possible, 

glycaemic response in vivo differs vastly 

between subjects in human trials (mostly due 

to individual insulin sensitivity and glucose 

tolerance),17 and may even vary in a particular 

subject according to factors such as time of 

day, physical exertion, mastication, intestinal 

absorption, colonic microfl ora, frequency and 

speed of ingestion and other meals consumed 

up to 24 hours before.11,14,18,19 For example, 

triplicate evaluations of GI values for white 

bread in 23 adult subjects showed that there 

were marked discrepancies in recorded values 

on different days for the same subject.16 This 

limits the observation and isolation of GI 

infl uence both in human studies and with 

regard to the use of GI in a clinical setting. 

Nonetheless, the literature and available 

research pertaining to low-GI diets for 

weight loss may still hold some signifi cance, 

a discussion of which is included in the 

following sections.

Discussion of the evidence: 
GI diets and weight loss
A collection of short-term low-GI 

interventions for weight loss compared to 

other diets yields differing results. Early trials 

by Jenkins et al.20,21 lasting 4 weeks found 

small but statistically signifi cant differences 

in overall weight loss between high and 

low-GI dieters, with the low GI groups faring 

marginally better. The same authors attempted 

to replicate results later in 1987 and were 

unable to detect a difference in weight loss 

between low and high GI groups. Spieth et 

al.22 demonstrated success with a low-GI diet 

for weight loss in children, although they 

did not measure the effects of a low-GI diet 

against a high-GI alternative but used a low-fat 

diet to compare. A handful of studies appear 

to show a superior impact of GI on weight 

loss when compared to other approaches. 

However in these trials it is diffi cult to tease 

out the isolated effects of GI from those 

incurred by reducing both fat and total 

calories, and/or increasing dietary protein.23,24 

The vast majority of short-term dietary 

intervention trials concluded that 

both low-GI and high-GI diets will induce 

weight loss when calories are restricted, and 

that the differences in weight loss are not 

statistically signifi cant.23,25-31

A longer study of the effects of GI on weight 

loss was conducted by Sichieri et al.32 who 

randomly assigned 203 healthy Brazilian 

women to either a low-GI or high-GI energy-

restricted (isocaloric) diet for a period of 

18 months. The difference in GI between 

the groups was large (double in index value 

overall). Weight loss was found to be only 

0.2kg more in the low-GI group after 6 

months, with no difference at all found at 

the conclusion of the intervention.32 Another 

randomized trial of 330 obese but otherwise 

healthy individuals over a 2-year period 

showed that a reduced carbohydrate, low-GI 

diet caused weight loss but to no greater 

degree than any other calorie-controlled 

regime.33 The results of these long-term 

interventions indicate some promise for 

low-GI diets with respect to blood lipid 

parameters, but do not translate into any 

consistent or clinically signifi cant advantages 

over other diets pertaining to weight loss.

Since low-GI diets are often touted for their 

favourable effects on satiety and subsequent 

food intake, it is relevant to note that two ad 

libitum feeding studies have been published 

that challenge this claim. Of these studies 

comparing low and high GI diets (lasting 

2-10 weeks), one reported no difference 

between weight loss or total caloric intake 

in either group,34 and the other reported that 

high-GI dieters actually lost more weight (a 

statistically signifi cant amount) and reported 

greater satiety.35

Five broader, epidemiological studies were 

identifi ed that examined the association 

between GI/GL and body mass index (BMI) 

in large population groups.36-40 Of these, the 

largest cohort study (89,432 participants 

across fi ve countries), that made adjustments 

for baseline anthropometrics, demographic 

and lifestyle factors, follow-up duration and 

other dietary factors, found no evidence 

to support an effect of GI or GL on weight 

change.39 Conclusions were similar in the 

second largest study (75,512 participants) 

carried out by Liu et al.37 Rossi et al.40 found 

an inverse correlation between GI and BMI. It 

bears reiterating that epidemiological studies 

can only demonstrate an association between 

two variables, not a direct cause-and-effect 

one. These epidemiological studies also relied 

largely on retrospective accounts of personal 
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food intake via the use of Food Frequency 

Questionnaires, and the reliability of this 

method for data collection has been subjected 

to recent criticism.41,42

The findings of systematic reviews on the 

topic of GI and weight loss are equally 

conflicting. In 2002, Raben et al.43 reviewed 

20 studies pertaining to weight loss and GI/

GL and found that average weight loss on low 

and high-GI diets did not differ. The authors 

concluded that, “there is no evidence at 

present that low-GI foods are superior to  

high-GI foods in regards to long-term body 

weight control”.

A review conducted by GI proponents J 

Brand-Miller et al. presented information 

suggesting a contrary conclusion, asserting 

that “there is a large body of evidence, which 

now comprises observational prospective 

cohort studies, randomized controlled trials, 

and mechanistic experiments in animal 

models, providing robust support for low-

GI carbohydrate diets in the prevention of 

obesity”.44 On closer inspection, this review 

does not isolate GI effects from those of 

low-fat interventions, and also fails to include 

the results of available research that do not 

support the GI theory of weight loss. Certainly 

the isolated effects of GI on body weight 

appear largely unresolved. It was noted that 

in one of the studies referenced by Brand-

Miller et al.45 the authors suggested a benefit 

of high-protein, low-GI diets for weight loss 

compared to three other approaches (low-GI/

low-protein, high-GI/high protein, high-GI/

low-protein). However, the results of this 

experiment do not appear to correlate with 

the authors’ conclusions – overall the high-GI/

high-protein group lost the most amount  

of weight.45

A more recent review examined the findings 

of 23 clinical low-GI trials that measured 

weight loss as the primary outcome.46 

The authors concluded that, while a few 

studies highlighted statistically significant 

weight loss on low GI/GL diets, most of the 

evidence suggested a weak, if any, correlation 

between GI and weight and also that any 

trend for weight loss on low-GI diets was 

not statistically significant when measured 

against the results of alternative interventions 

(high-GI, low-fat, low-CHO, etc). The authors 

affirmed that factors such as overall caloric 

restriction contribute a much greater role in 

regard to weight loss. 

Critique of GI-related weight 
loss theories
At present, there are two theories about the 

value of GI for weight loss. Brand-Miller et 

al.3,47 contend that low-GI foods are associated 

with satiety and thus reduce subsequent food 

intake, benefiting weight loss. These authors 

also submit a (related) hypothesis that low-GI 

foods promote a steadier, smaller net insulin 

response than those that are higher GI, and 

that this contributes to reduced fatty acid 

synthesis and storage promoted by elevated 

insulin.3 There are various problems with both 

these theories, as discussed below.

A systematic review of 32 human intervention 

studies suggested that GI value was inversely 

correlated with satiety scores when 

compared to high-GI varieties of similar 

foods,24 thus supporting the assertions of 

Brand-Miller et al. However, this correlation 

has not been supported by all studies that 

show that some high-GI foods are decidedly 

satiating, suggesting their value in weight loss 

interventions. An example of this might best 

be illustrated by the potato (boiled, plain), 

with its high GI ranking yet extremely high 

satiation index.48,49 One small study (n=22) 

concluded that high-GI meals tended to better 

suppress hunger and subsequent food intake 

than those of a lower GI.50 Niwano et al.51 

found in their 2009 review of the topic that 

results overall were highly variable. Since 

satiety is influenced by many factors (fibre, 

palatability, fat, protein, leptin, gherlin, insulin, 

etc), it is not surprising that a summary of the 

available research yields such inconsistent 

conclusions. Also, it is difficult to translate 

satiety into reduced food intake, as shown by 

Bellisle F et al.52

The issues with the low-GI-insulin theory 

of weight loss are twofold. First, Pi-Sunyer 

et al.11,53 assert that GI and insulin response 

are not closely correlated as was previously 

assumed, particularly (but not only) when 

there are non-CHO macro-nutrients involved 

in the equation (i.e. protein and fat). Secondly, 

it is a popular belief that the effect of rising 

postprandial insulin release (such as after a 

high-GI food or meal) promotes weight gain, 

but there is very little scientific evidence to 

support this. Many studies unrelated to GI 

in fact show a correlation between insulin 

release and increased satiety scores,54-58 and 

the glucostatic theory of Mayer suggests 

that increased blood glucose levels promote 

satiety in metabolically healthy individuals55 

(but again, there are many variables in the 

study of satiety). It has been widely suggested 

by researchers that insulin’s effect on body 

mass is anti-obesenogenic,11,53,55,56,59,60 which 

contradicts the basis of the low-GI-insulin 

theory of weight loss (and also general low-

CHO-insulin popular theories of weight loss). 

This is not to say high-GI foods are necessarily 
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�e findings of systematic reviews on the topic 
of GI and weight loss are equally conflicting. 

In 2002, Raben et al.43 reviewed 20 studies 
pertaining to weight loss and GI/GL and found 

that average weight loss on low and high-GI 
diets did not differ. �e authors concluded that, 

“there is no evidence at present that low-GI 
foods are superior to high-GI foods in regards to 

long-term body weight control”.
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‘better’, but is consistent with the bulk of the 

data that suggests GI may be a poor indicator 

of weight loss.

Clinical integration
The collective evidence suggests that low-GI 

or GL diets may obtain results in the context 

of caloric restriction, but not because they 

are physiologically more effective strategies 

for weight loss than other isocaloric regimes. 

Since GI values pertain to single foods taken 

in isolation, their application is limited in ‘real 

life’ situations where carbohydrate-rich foods 

are consumed alongside other macronutrients 

and GI itself is subject to many other factors 

both between and within individuals. Even 

when inter- and intra- in vivo variables are 

dismissed, the GI of mixed meals cannot be 

reliably predicted based on GI or GL values 

of individual food components,10,61,62 making 

it somewhat difficult to assess if a meal is, in 

fact, low-GI. For GI to be widely useful as a 

dietary strategy in a clinical setting, it would 

be helpful for it to have a predictable effect 

on blood glucose. Unfortunately, as discussed, 

the research finds both GI and GL concepts 

inadequate in this regard.

Nonetheless, low-GI diets seem fairly 

straightforward to follow, and weight loss 

candidates may respond well to consulting 

GI tables as a guideline for appropriate 

food selection.47 Similarly, low-GI diets may 

appeal to subjects on the basis that they 

promote freedom in consumption of ‘allowed’ 

foods (this may also be their downfall). In 

Brand-Millers’ 2003 and 2004 weight loss 

books,3,47 it is suggested that dieters follow 

a low-fat, low-GI regime – based on this 

and the scientific research examined above, 

one could reasonably argue that the fat and 

overall calorie reduction components of the 

diet are more relevant to weight loss success 

than GI. It is worth noting that if subjects do 

not heed advice for overall reduced energy 

consumption they may actually take measures 

to reduce a meal’s GI to the detriment of  

any weight loss. For example, a plain baked 

potato is a high-GI food, yet a baked potato 

might be consumed in the context of a  

low-GI meal when laden with sour cream and 

butter. It is probably not prudent to increase 

the caloric value of a food or meal in the 

name of reducing GI in the hope  

of weight loss, and when considered in 

isolation, recommendations to adhere to a 

‘low-GI diet’ for weight reduction may yield 

inadequate results.

The most pressing argument against the 

use of GI and GL concepts as isolated tools 

in dietary planning for weight loss pertains 

to their correlation with food quality. Some 

low-GI studies and leading proponents 

imply that a GI ranking might be inversely 

proportional to the quality of any given food 

(i.e., its nutrient density per gram), such that 

low-GI foods warrant inclusion in a healthy 

diet based on this assumption.3,63 However, it 

could equally be contended that the use of 

the GI system would justify the selection of 

a Snickers bar over watermelon, or hot chips 

over a baked potato – diet quality may in fact 

vary markedly yet still score similarly on the 

GI scale. GL may be slightly more relevant in 

a clinical setting, although critics 

have suggested 

that GL just takes an imprecise measure 

(the GI) and amplifies its inaccuracy by 

multiplying it by the grams of carbohydrate 

per serve.11 Opinions remain divided. In any 

case, it would be advisable that if a low-GI 

diet were to be recommended for weight 

loss it be manipulated to enhance nutrient 

value (emphasis on fresh fruits and vegetables, 

meat, fish, eggs and other whole, unprocessed 

foods) and adequate caloric reduction.

Conclusion and 
recommendations
The manipulation of dietary GI and GL for 

weight loss remains the source of vigorous 

debate. Quite simply, there are too many flaws 

with the design and measurement of the GI 

system, practical implementation of a low-GI 

diet, and not enough substantial evidence 

to support its merit and clinical relevance 

in regard to weight loss. While a low-GI diet 

might be an effective weight loss strategy, 

the evidence suggests that it is not uniquely 

beneficial when compared to any other 

isocaloric, energy-controlled  

alternative approach.
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RECENT RESEARCH

Acupuncture and TCM

Liu G, Ma HJ, Hu PP, Tian YH, Hu S, Fan J, Wang K.

E�ects of painful stimulation and acupuncture 
on attention networks in healthy subjects. 
Behavioral & Brain Functions. 2013; 9:23. 

Pain is a subjective sensory and emotional 

experience, and it has been reported that 

many different brain regions are regulated 

by pain, and that pain can impact attention. 

Acupuncture is an important treatment 

component of Chinese traditional medicine, 

and has been used for thousands of years to 

treat a wide variety of conditions. Although 

several studies have shown that acupuncture 

improves consciousness, the precise impact 

of both acupuncture and painful stimulation 

on attention is unclear. Are all of the attention 

networks modulated, or do these stimuli 

act on a specific network? Is the effect 

of painful stimulation similar to that of 

acupuncture? We administered the attention 

network test to 30 participants (15 males) to 

investigate the relative efficiencies of three 

independent attention networks (alerting, 

orienting, and executive control networks) 

under three conditions: baseline, after painful 

stimulation, and after acupuncture. The 

degree of pain experienced was assessed on 

a horizontally oriented visual analogue scale. 

The results showed that painful stimulation 

and acupuncture had similar effects on the 

orienting and executive control networks; 

however, there was a significantly different 

effect between the three conditions on the 

alerting network. In conclusion, (1) painful 

stimulation can selectively impact attention; 

(2) acupuncture can also selectively impact 

attention; i.e., both have selective influences 

on the alerting and executive control 

networks, but not on the orienting network; 

(3) the effects of acupuncture and painful 

stimulation are not identical. The mechanisms 

by which painful stimulation and acupuncture 

influence attention warrant further research.

Xu M, Yan S, Yin X, Li X, Gao S, Han R, Wei L, 
Luo W, Lei G. 

Acupuncture for chronic low back pain in 
long-term follow-up: a meta-analysis of 
13 randomized controlled trials. American 
Journal of Chinese Medicine. 2013; 41(1):1-19.

Chronic low back pain is one of the most 

common reasons that people seek medical 

treatment, and the consequent disability 

creates a great financial burden on individuals 

and society. The etiology of chronic low back 

pain is not clear, which means it is often 

refractory to treatment. Acupuncture has 

been reported to be effective in providing 

symptomatic relief of chronic low back pain. 

However, it is not known whether the effects 

of acupuncture are due to the needling 

itself or nonspecific effects arising from the 

manipulation. To determine the effectiveness 

of acupuncture therapy, a meta-analysis was 

performed to compare acupuncture with 

sham acupuncture and other treatments. 

Overall, 2678 patients were identified from 

thirteen randomized controlled trials. The 

meta-analysis was performed by a random 

model (Cohen’s test), using the I-square test 

for heterogeneity and Begg’s test to assess 

for publication bias. Clinical outcomes were 

evaluated by pain intensity, disability, spinal 

flexion, and quality of life. Compared with 

no treatment, acupuncture achieved better 

outcomes in terms of pain relief, disability 

recovery and better quality of life, but these 

effects were not observed when compared 

to sham acupuncture. Acupuncture achieved 

better outcomes when compared with other 

treatments. No publication bias was detected. 

Acupuncture is an effective treatment for 

chronic low back pain, but this effect is likely 

to be produced by the nonspecific effects of 

manipulation.

Aromatherapy

Watanabe S, Hara K, Ohta K, Iino H, Miyajima 
M, Matsuda A, Hara M, Maehara T, Matsuura 
M, Matsushima E.

Aroma helps to preserve information 
processing resources of the brain in healthy 
subjects but not in temporal lobe epilepsy. 
2013; Seizure. 22(1):59-63.

Purpose
Inhalation of ylang-ylang aroma has been 

shown to reduce the auditory P300, an event-

related potential thought to reflect higher-

order processing. Because olfactory function 

is sometimes disturbed in temporal lobe 

epilepsy (TLE), the objective of the present 

study was to determine whether the effect of 

ylang-ylang aroma on the auditory P300 was 

impaired in patients with TLE.

Method
Fourteen subjects with TLE and 14 

healthy controls participated in this study. 

Electroencephalograms were recorded during 

an auditory oddball task, and ylang-ylang 

aroma or odorless air was delivered through 

a mask.

Results
We found that the ylang-ylang aroma 

prolonged the latencies of P300 in both 

groups. The ylang-ylang aroma significantly 

reduced the P300 amplitudes of healthy 

subjects as described previously. However, in 

TLE patients, the P300 was unaffected by  

the aroma.

Conclusion
The current results show that exposure to 

the ylang-ylang aroma reduced information 

processing resources in healthy subjects but 

had limited effects in patients with TLE. We 

suggest that impaired higher-order olfactory 

processing in TLE patients may inhibit the 

effects of the ylang-ylang aroma on the P300.

Herbal medicine

Strippoli S, Lorusso V, Albano A & Guida M.

Herbal-drug interaction induced 
rhabdomyolysis in a liposarcoma patient 
receiving trabectedin. BMC Complementary 
and Alternative Medicine 2013; 13:199 
doi:10.1186/1472-6882-13-199

Background
Rhabdomyolysis is an uncommon side effect 

of trabectedin which is used for the second 

line therapy of metastatic sarcoma after 

anthracycline and ifosfamide failure. This 

side effect may be due to pharmacokinetic 

interactions caused by shared mechanisms 

of metabolism involving the cytochrome 

P450 (CYP) system in the liver. Here, for 

the first time in literature, we describe the 

unexpected onset of heavy toxicity, including 

rhabdomyolysis, after the fourth course of 

trabectedin in a patient with retroperitoneal 

liposarcoma who at the same time was taking 

an alternative herbal medicine suspected of 

triggering this adverse event.
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Massage

Delextrat A, Calleja-Gonzalez J, Hippocrate A, 
Clarke ND.

E�ects of sports massage and intermittent 
cold-water immersion on recovery from 
matches by basketball players. Journal of 
Sports Sciences. 2013; 31(1):11-9.

The aim of this study was to compare the 

effects of intermittent cold-water immersion 

and massage on perceptual and performance 

markers of recovery by basketball players 

after competitive matches. Eight men (age 

23 +/- 3 years; stature 190.5 +/- 8.9 cm; body 

mass 90.3 +/- 9.6 kg; body fat 12.8 +/- 4.8%) 

and eight women (age 22 +/- 2 years; stature 

179.0 +/- 8.5 cm; body mass 77.6 +/- 9.2 kg; 

body fat 22.5 +/- 6.6%) basketball players 

participated. Massage, cold-water immersion 

or control were applied immediately 

after competitive matches, followed by 

assessments of perceptual measures 

of recovery and physical performance, 

countermovement jump and repeated-

sprint ability 24h after intervention. There 

was lower perception of fatigue overall and 

in the legs immediately after the massage 

and cold-water immersion condition (P < 

0.001; n2(P) = 0.91). Furthermore, women 

had a lower perception of fatigue in cold-

water immersion than massage at any 

testing time (P < 0.001; n2(P) = 0.37). Jump 

performance was greater after cold-water 

immersion than the control condition (P = 

0.037, n2(P) = 0.37). There was no effect 

of any of the recovery interventions on 

repeated-sprint measures (P at best 0.067, 

n2(P) at best 0.68). The results suggest that 

both massage and cold-water immersion 

improve perceptual measures of recovery. 

Furthermore, cold-water immersion improves 

jump performance although neither such 

immersion nor massage had an effect on 

repeated-sprint ability. This suggests that, 

overall, cold-water immersion is more useful 

than massage in the recovery from basketball 

matches, especially in women.

Nutrition

Mirrahimi A, de Souza RJ, Chiavaroli L, 
Sievenpiper JL, Beyene J, Hanley AJ, Augustin 
LS, Kendall CW, Jenkins DJ.

Associations of glycemic index and load with 
coronary heart disease events: a systematic 
review and meta-analysis of prospective 
cohorts. Journal of the American Heart 
Association. 2012; (5):e000752.

Background
Glycemic index (GI) and glycemic load (GL) 

have been associated with coronary heart 

disease (CHD) risk in some but not all  

cohort studies. We therefore assessed the 

association of GI and GL with CHD risk in 

prospective cohorts.

Methods and Results
We searched MEDLINE, EMBASE, and CINAHL 

(through April 5, 2012) and identified all 

prospective cohorts assessing associations 

of GI and GL with incidence of CHD. 

Meta-analysis of observational studies in 

epidemiology (MOOSE) methodologies were 

used. Relative measures of risk, comparing 

the group with the highest exposure (mean 

GI of cohorts=84.4 GI units, range 79.9 to 

91; mean GL of cohorts=224.8, range 166 to 

270) to the reference group (mean GI=72.3 

GI units, range 68.1 to 77; mean GL=135.4, 

range 83 to 176), were pooled using random-

effects models, expressed as relative risk (RR) 

with heterogeneity assessed by chi(2) and 

quantified by I(2). Subgroups included sex 

and duration of follow-up. Ten studies (n=240 

936) were eligible. Pooled analyses showed 

an increase in CHD risk for the highest GI 

quantile compared with the lowest, with 

RR=1.11 (95% confidence interval [CI] 0.99 

to 1.24) and for GL, RR=1.27 (95% CI 1.09 to 

1.49), both with evidence of heterogeneity 

(I(2)>42%, P<0.07). Subgroup analyses 

revealed only a significant modification by sex, 

with the female cohorts showing significance 

for GI RR=1.26 (95% CI 1.12 to 1.41) and for 

GL RR=1.55 (95% CI 1.18 to 2.03).

Conclusions
High GI and GL diets were significantly 

associated with CHD events in women but 

not in men. Further studies are required to 

determine the relationship between GI and 

GL with CHD in men.

REFLEXOLOGY

Wyatt G, Sikorskii A, Rahbar MH, Victorson D, 
You M.

Health-related quality-of-life outcomes: 
a re�exology trial with patients with 
advanced-stage breast cancer. Oncology 
Nursing Forum. 2012; 39(6):568-77.

Purpose
To evaluate the safety and efficacy of 

reflexology, a complementary therapy that 

applies pressure to specific areas of the feet.

Design
Longitudinal, randomized clinical trial. 

Setting: Thirteen community-based medical 

oncology clinics across the midwestern 

United States. Sample: A convenience sample 

of 385 predominantly Caucasian women 

with advanced-stage breast cancer receiving 

chemotherapy and/or hormonal therapy.

Methods
Following the baseline interview, women 

were randomized into three primary groups: 

reflexology (n = 95), lay foot manipulation 

(LFM) (n = 95), or conventional care (n = 96). 

Two preliminary reflexology (n = 51) and LFM 

(n = 48) test groups were used to establish 

the protocols. Participants were interviewed 

again postintervention at study weeks 5 and 

11. Main Research Variables: Breast cancer-

specific health-related quality of life (HRQOL), 

physical functioning, and symptoms.

Findings
No adverse events were reported. A 

longitudinal comparison revealed significant 

improvements in physical functioning for the 

reflexology group compared to the control 

group (p = 0.04). Severity of dyspnea was 

reduced in the reflexology group compared 

to the control group (p < 0.01) and the LFM 

group (p = 0.02). No differences were found 

on breast cancer-specific HRQOL, depressive 

symptomatology, state anxiety, pain,  

and nausea.

Conclusions
Reflexology may be added to existing 

evidence-based supportive care to improve 

HRQOL for patients with advanced-stage 

breast cancer during chemotherapy and/or 

hormonal therapy. Implications for nursing: 

Reflexology can be recommended for safety 

and usefulness in relieving dyspnea and 

enhancing functional status among women 

with advanced-stage breast cancer.
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BOOK REVIEWS

The Complete Practitioner’s

Manual of Homoeoprophylaxis

Reviewed by: Catherine Avila

Golden I. Isaac Golden Publications, 
Gisborne, Vic, 2012.
ISBN-13: 978-1478388050
Available at admin@homstudy.net
AUD 44.00

Homoeopaths, in particular Australian 

homoeopaths, will welcome the latest 

publication from Isaac Golden, which 

is written to inform and support the 

practitioner in the effective prescription of 

homœoprophylaxis. Homœoprophylaxis is 

defi ned in the opening chapter as ‘the use 

of potentized substances in a systematic 

manner to prevent the development of 

the characteristic symptoms of infectious 

diseases’. Golden contends that the choice 

of potentized substance or homoeopathic 

remedy is based on the fundamental 

homoeopathic principle, the Law of Similars, 

since characteristic symptoms of a particular 

disease dictate the choice of remedy used as 

prophylaxis for it. Homœoprophylaxis has 

critics among the medical profession, who 

often consider it an irresponsible choice 

when vaccination is available, nor is it 

universally accepted by homoeopaths. Neither 

of these controversies is avoided in this book, 

making it much more than a ‘how to’ manual. 

Certainly Golden provides clear, detailed and 

pragmatic information for the practitioner, 

but he also demands a level of engagement 

with the homoeopathic and research issues 

that this system raises, challenging the 

practitioner to refl ect upon their beliefs and 

understanding about health, vaccination and 

homoeopathic theory. 

The manual is divided into three parts 

covering the practical application of 

homœoprophylaxis, the evidence to support 

its safety and effi cacy and its philosophical 

basis. Extensive appendices facilitate practical 

application and provide further insight 

into the Golden’s own research. The use of 

homœoprophylaxis when travelling overseas 

is covered in Chapter 3 which focuses on 

short term programs to enhance prophylaxis 

when the risk of exposure is temporarily 

increased. The section on practical problems 

encountered by patients which demonstrates 

Golden’s clinical pedigree. Only those of 

us in the front line will have fi elded these 

questions. A similar section in Chapter 4 on 

the long-term program will be invaluable to 

practitioners and includes important advice 

on how to respond to adverse reactions. 

Appendix 2 arms the prescribing practitioner 

with the paper work to support parents 

through his programs. This ensures both 

practitioner and parents understand their role 

and responsibility and maximises effective 

use of the program through simple, clear 

instructions, including when to refer to the 

prescribing homoeopath. Further support 

is available in appendix 3, which briefl y 

describes the main symptoms of each of the 

diseases covered in the long term program 

and treatment approaches both orthodox 

and naturopathic.

Golden uses historical data and recent 

research, including his own, to elucidate the 

potential contribution of homœoprophylaxis 

to the prevention of morbidity and mortality 

caused by epidemic diseases and provides 

evidence about the rate of adverse reactions 

(about 2% and mainly short-lived). Reports of 

epidemiological studies carried out in India 

and Cuba make fascinating reading. Using 

mainstream methodology, they document the 

effi cacy of homœoprophylaxis over a number 

of years in different populations against 

different diseases. Their results, together with 

Golden’s own research, contribute 

the growing scientifi c literature in 

support of homoeopathy in general and 

specifi cally homœoprophylaxis.

Golden also demonstrates his understanding 

of the homoeopathic community: our issues 

over correct spelling, our sometimes dogmatic 

adherence to particular theories or methods 

and negotiates these issues with respect while 

leaving us in no doubt as to his view or the 

logic on which it is based.

While the manual is designed for use by 

non-homoeopaths as well as homoeopaths, 

a sound grasp of homoeopathic principals 

and experience with prescribing would 

greatly enhance the safe application of the 

homœoprophylaxis, which of necessity 

involves multiple judgement calls for which 

experience and homoeopathic training must 

be the guide.

THE MANUAL IS DIVIDED INTO 
THREE PARTS COVERING THE 
PRACTICAL APPLICATION OF 
HOMŒOPROPHYLAXIS, THE 
EVIDENCE TO SUPPORT ITS 
SAFETY AND EFFICACY AND 
ITS PHILOSOPHICAL BASIS. 
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Principles and Practice of

Phytotherapy, 2nd Edition

Reviewed by: Larisa Barnes

Bone, K and Mills, S. Churchill Livingstone, 
Sydney, 2013.
ISBN: 9780443069925 Pages: 1056
Also available as an e-book at 
www.elsevierhealth.com.au 
AUD 120.00 

This is not a tome to read from cover to 

cover; rather it is a great reference book for 

practitioners, teachers and those wanting an 

introduction to research and herbal medicine. 

The second edition of Principles and Practice 

of Phytotherapy has been extensively revised 

and updated, includes thousands of relevant 

references and is signifi cantly larger than the 

now thirteen year old fi rst edition.

There are three main sections. The fi rst section 

Background and Strategies: Herbal therapeutic 

Systems briefl y introduces the development, 

theories and philosophies of traditional 

Western herbal medicine and also introduces 

Traditional Chinese and Ayurvedic herbal 

medicine. This is valuable when one considers 

that many herbs are being integrated into 

Western herbal medicine from Oriental and 

Ayurvedic traditions. However, Mills and 

Bone go further than this in comparing the 

different traditions and historical views of 

health, illness and herbal healing, and fi nd 

common elements to consider when studying, 

practising and researching herbal medicine 

today. Principles of Herbal Pharmacology 

presents a lengthy and detailed introduction 

to the chemistry behind herbal therapeutics, 

while the much shorter Principles of Herbal 

Treatment builds on concepts fi rst discussed 

in Herbal Therapeutic Systems. Validating 

Herbal Therapeutics acknowledges both the 

‘gold standard’ of evidence-based research 

and the value of traditional and empirical 

evidence: the central importance of the 

human experience of herbal medicines when 

considering further research. The authors 

argue for maintaining herbal medicines as 

medicines in their own right, rather than 

merely as supplements or inferior medicinal 

products. Optimising Safety is another 

important section, giving a practical review 

of safety considerations, adverse reactions 

and herb-drug interactions when prescribing 

herbal medicines, as well as a discussion 

of potentially alarmist claims of adverse 

reactions and a caution to remember quality 

and safety considerations for all forms of 

herbal medicines, and contamination and 

substitution problems when choosing 

what herbal products you might use in 

your dispensary.

Part 2, Practical clinical guides discusses 

dosage and prescribing approaches in 

Traditional Chinese Medicine and Ayurveda in 

both historical and contemporary contexts, 

and their relevance to different streams of 

Western herbal medicine. The manufacture of 

herbal liquid preparations, tablets, powders, 

capsules, and teas, with a brief discussion of 

quality, standardisation and comparison of 

doses follows. Chapter 7 looks at a systematic 

approach to herbal prescribing and further 

expands on the concepts of herbal medicine 

introduced in Background and Strategies. 

Chapter 8 summarises herbal approaches 

to general pathological states, including 

fever, fatigue, infl ammatory conditions 

and malignancies. The fi nal chapter of Part 

2 examines herbal approaches to body 

system dysfunctions. This useful section 

goes further than just summarising herbs 

used in different conditions, in reiterating 

and explaining normal healthy physiology 

of the body systems as well as the broad 

groups of phytotherapeutics used to correct 

dysfunction in each body system, and is 

interspersed with brief case histories to 

illustrate recommendations for the treatment 

of specifi c disorders.

Part 3, Materia medica, presents very 

comprehensive monographs for fi fty 

different herbs, covering all body systems, 

which is a most valuable development 

of the material of the previous section. 

While knowledge of more than fi fty herbs 

is necessary to practice herbal medicine, 

the monographs give a comprehensive 

introduction to each of the herbs included, 

consisting of information on common and 

botanical names, actions, effects, traditional 

and modern usages, dosage, preparation, 

safety considerations, pharmacodynamics, 

studies, safety, interactions, contraindications, 

dosages and the regulatory status of each 

herb in Australia, China, Germany, the UK 

and USA. Each monograph is extensively 

referenced, and some surprising and new 

information is covered. If you are looking for 

more information than a desktop reference 

can provide, both the monographs and 

references provided in this section are very 

useful. A prodigious amount of collating and 

synthesising information has gone into 

these monographs: for example, 262 

references are cited in the monograph for 

panax ginseng alone.

The authors are well-known as successful 

and highly experiencedherbal medicine 

practitioners. Their extensive experience as 

writers and researchers makes theirs highly 

authoritative voices when discussing the 

principles and practice of herbal medicine. 

For experienced practitioners, the second 

edition of Principles and Practice of 

Phytotherapy provides a valuable review 

of herbal medicine principles and practice, 

new information on 50 familiar herbs, and 

insights into the research, manufacture and 

safety considerations of phytotherapy. For 

teachers of herbal medicine, the book will be 

a most valuable reference for all aspects of the 

practice, manufacture, philosophy and varied 

history of herbal medicine, and provides a 

much needed introduction to the assessment 

and extent of phytotherapy research.

Ayurvedic traditions. However, Mills and 

Bone go further than this in comparing the 

different traditions and historical views of 

health, illness and herbal healing, and fi nd 

common elements to consider when studying, 

practising and researching herbal medicine 

today. Principles of Herbal Pharmacology 

presents a lengthy and detailed introduction 

to the chemistry behind herbal therapeutics, 

while the much shorter Principles of Herbal 

Treatment builds on concepts fi rst discussed 

in Herbal Therapeutic Systems. Validating 

Herbal Therapeutics acknowledges both the 

‘gold standard’ of evidence-based research 

and the value of traditional and empirical 

evidence: the central importance of the 

human experience of herbal medicines when 

considering further research. The authors 

argue for maintaining herbal medicines as 

medicines in their own right, rather than 

merely as supplements or inferior medicinal 

products. Optimising Safety is another 

WHILE KNOWLEDGE OF 
MORE THAN FIFTY HERBS IS 
NECESSARY TO PRACTICE 
HERBAL MEDICINE, THE 
MONOGRAPHS GIVE 
A COMPREHENSIVE 
INTRODUCTION TO EACH OF 
THE HERBS INCLUDED
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STATE NEWS

News from NSW
Patrick de Permentier

The most significant news in this report is to 

remind NSW members that the annual general 

meeting of ATMS is to be held on Sunday 

September 22 at Tweed Heads. In an era of 

overwhelming digital communication the AGM 

represents an ideal opportunity to network and 

socialize face to face with other ATMS members 

from around Australia and to express your 

views and concerns to the board of directors 

and representatives on the various ATMS 

committees. Please check the ATMS website 

www.atms.com.au for details of the AGM.

It has been suggested to me to emphasize the 

importance of taking clinical notes. Please 

be reminded that the health funds have the 

right to request the files of members who are 

claiming rebates from your service. If you do 

not keep appropriate clinical notes the health 

fund may remove you as an approved provider.

Please feel free to email me on: 

p.depermentier@unsw.edu.au

News from Victoria
Patricia Oakley

Greetings from Victoria. It is rather cold down 

here at the time of writing and we are looking 

forward to our Gold coast AGM in September 

when we can slip in a swim or two; we still 

have our beaches in Victoria but they can be 

very bleak at this time of year.

Dr Sandi Rogers, EdD ND presented an ATMS. 

Seminar called “Clinical Records” on August 

18th 2013 in South Melbourne - our most 

recent seminar in Victoria. Sandi was able 

to help practitioners with Section 39 of the 

Health Practitioner’s Regulation National 

Force in Victoria and answered important 

questions, including

•	 What are my professional and legal 

responsibilities?

•	 What important information about clients 

must I keep?

•	 What clinical records do I need to take?

•	 Can I write the clinical record after the 

consultation?

These and many more possible concerns 

created an excellent opportunity for members 

attending to keep their clinical records in 

A1 condition now that the Health Fund units 

are conducting audits to ensure practitioners 

are keeping sufficient client clinical records. 

Sandi’s highly acclaimed entertaining public 

speaking and knowledge of our health 

profession made this a great day for all our 

members who were able to attend.

The ATMS Wise-n-Well by our Chief Executive 

Officer, Trevor Le Breton, has been very useful 

and informative, keeping members up to 

date on the TGA’s Consultation Regulation 

Impact Statement. A big thank you to Trevor 

for making it easy for members to keep up to 

date with this and other important issues.

Our webinars have been interesting and varied, 

including a free one on 17th July entitled 

“Reducing Practice Workload While Improving 

Profitability and Client Engagement”. This 

was a fantastic way to become more familiar 

with webinars, follow by two very interesting 

aromatherapy webinars. Members who have 

not availed themselves of this useful tool are 

encouraged to do so.

News from Tasmania
Robert Gotts

As this is my first report for ATMS, I must start 

off by first thanking Bill Pearson for all he 

has done for Tasmanian practitioners over 18 

years of service. Well done and enjoy whatever 

endeavours lie ahead of you. I’m sure that you 

will still be in our lives in some capacity and 

I’m sure that you’ll be getting a few phone calls 

from me looking for advice. I also need to thank 

Bill for his recommending me for this position.

For people in Tassie who don’t know me 

let me give you a brief outline. I first joined 

ATMS in 1995 after finishing my Diploma in 

Massage Therapy at the ACT College of Natural 

Therapies in Canberra. Joan and Rod Roche, 

the principals of the College must have seen 

some promise in me after I graduated because 

they invited me to train as a teacher. I went on 

to teach there and develop training programs 

as I made the transition from plumber to 

massage therapist and set up a clinic in 

O’Connor in the ACT. I also developed and 

presented post-graduate workshops in the 

following years. In 2004 we made the move 

to Ulverstone on the central north coast of 

Tasmania. We set up house and clinic and have 

remained here since.

I see my role as a listening post for your 

concerns and helping you get in touch with 

the appropriate person or organisation to 

resolve your problem. I will endeavour to 

have a meeting with practitioners in the 

north and south of the State once a year, 

where the forum will be yours and any 

matters that arise can be presented to ATMS 

management to be addressed.

My main concern at the moment is that 

people on the Island to the north see Tasmania 

as a small place with no real distance between 

towns. I’m sure people would be surprised 

to know that some people spend four to 

five hours driving to attend a work shop in 

Hobart or three hours to attend a workshop 

in Launceston. People don’t realise that 

there are such remote areas in Tasmania. It 

is important that when workshops are put 

on that people attend them - remember that 

you need to achieve 20 CPE points each year. 

(The webinars are great but hands-on is even 

better.) These workshops are supported by 

ATMS and are delivered at a discounted cost 

for practitioners, but the fees do need to cover 

all running costs. I will do my part in trying 

to get workshops in the north (Devonport 

as well as Launceston and Hobart) though 

remember that your participation is vital for 

this to continue.

I can be contacted on my email, 

purpledragon@ bigpond .com or my mobile 

0418 626 407.

News from North Queensland
Cathy Lee

First I wish to extend a warm thank you to 

our members who have made contact with 

me recently to share their thoughts and to 

request to be on my mailing list. It is good to 

know that the position of area representative 

is valued by our members. On a personal note 

I also feel supported in this position through 

this type of contact.

It appears to be the time of year for festivals, 

fetes, workshops and expositions. There seems 

to be so much going on that it is sometimes 

difficult to prioritise which activities to 
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attend. I would especially love to hear from 

anyone who has attended any of the webinars 

on offer to get your feedback. It is through 

your feedback that we can offer the type 

of information you are looking for in your 

professional development.

Personally this year I have upgraded my CPR 

certificate and my training qualification, as 

well as attending a conference in Melbourne. 

I am about to attend a 2½ day workshop on 

stress in Brisbane. Although I am aware of the 

cost of these activities for us up here in North 

Queensland, I believe they are worthwhile for 

my professional and personal growth. In my 

last report I outlined some of the more cost-

effective ways to accumulate CPE points.

Once again we seem to be closely tied to the 

fortunes of the mining industry and the large 

companies that supply products and services 

to them. In our area we are hearing about the 

loss of hundreds of jobs on a weekly basis 

from mining-related industries. However I 

do remember in previous mining downturns 

that my Natural Therapies business along 

with others in the same field gained from this 

mining downturn. Instead of the mineworkers 

spending money on long over-seas holidays, 

expensive housing and new cars, they spent 

their money looking after themselves on a 

more regular basis.

Therefore, although businesses seem to be 

closing all around us, we need to stand solid 

and offer our services in whatever way we can 

to support people affected by this economic 

trend in their hour of need. And having met 

a number of our members at different events 

I feel sure that you are equipped with the 

knowledge, skills and empathy to do just that. 

I can be contacted through leewayhealing@

gmail. com or on my mobile 0419 703 957.

News from South Queensland
Amy Cooper

While I write this we are in the midst of 

a number of TGA consultations as well as 

health fund changes. Although these changes 

are currently focused on only a couple of 

disciplines they may have future implications 

for additional modalities. Therefore it is vital 

that we present a united front. I know there has 

been a lot of confusion about some of these 

issues but be sure to sign up to Rapid News to 

get all the latest information from ATMS.

On a more exciting note, I really hope that I 

will have the opportunity to meet many of 

you at the AGM this year. This is especially as 

it is being held in our own back yard, on the 

Gold Coast. If you are able to make it, please 

make sure you come and introduce yourself.

News from ACT
John Warouw

Just a brief discussion on what the ATMS 

means to us as professional members and 

where we can all help to lift the professional 

standing of natural medicine. I share this with 

you because all State Representatives were 

recently asked for their input into the role 

of a State Rep. In providing my feedback, I 

analysed the ATMS mission statement, which 

can be found at www.atms.com.au/about-

atms. It reads:

ATMS promotes and represents professional 

practitioners of natural medicine, who are 

encouraged to pursue the highest ideals of 

professionalism in their natural medicine 

practice and education.

The Australian Traditional-Medicine Society 

is Australia’s largest national professional 

association of natural medicine practitioners. 

We are a multi-disciplinary association 

representing around 11800 accredited 

practitioners throughout Australia.

That is the high-level statement of what the 

ATMS (that is us, all the members) is here 

to do, why it exists and its reason for being. 

When analysed a little further, the few words 

that describe our mission can be translated to 

say that the ATMS promotes and represents 

professional practitioners of natural medicine 

and achieves this by:

•	 providing professional support to ATMS 

members in their natural medicine 

practices; we see that when professional 

support is sought, one phone call to either 

the State Rep, the ATMS Office or the ATMS 

Head of Department for a specific modality 

will provide that support.

•	 setting a professional standard of natural 

medicine education for its members by 

ensuring the standard of training for ATMS-

accredited training organisations and by 

applying rigorous acceptance criteria for 

new members who did not graduate from 

an ATMS accredited school.

•	 ensuring steadfast adherence to ethical 

and proper professional conduct of its 

members. I had the invaluable experience 

of serving on the ATMS Complaints 

Committee many years ago. The message 

to all members is very simple: stick to the 

ATMS Code of Conduct. It simply keeps you 

out of trouble.

•	 informing and educating the public. We as 

members can assist with this activity by 

giving talks and running small workshops 

for the general public. In addition to 

promoting natural medicine such activities 

would also promote the member’s practice.

•	 lifting the professional standing of natural 

medicine practice through its involvement 

in national regulatory events such as ATMS’ 

response to the Practitioner Only Products 

consultation paper and the respect ATMS 

gained from health funds and insurance 

organisations, which ensure the provider 

status of ATMS members, driving the 

professional currency of its members by 

not only requiring a minimum CPE level 

for its members, but also organising and 

facilitating events to gain CPE points, as 

well as awarding CPE points to approved 

non-ATMS events. The ATMS website 

contains a wealth of information about CPE.

According to the ATMS website there are 

about 116 massage therapist; 58 herbalists; 

35 naturopaths; 31 nutritionists etc., ATMS 

members in the Australian Capital Territory. 

Some members cover more than one modality 

and let’s say that at a guess there are probably 

between 120 and 150 members overall.

We discussed what we are about and how 

many of us there are in the ACT. My question is: 

How can we as members assist achieving the 

ATMS mission in the ACT, and how can we pull 

together to lift the success of our practice?

Last but not least: what would you expect 

from you ATMS State Rep? How can I be of 

assistance to you? What do you think? I’d 

be delighted to hear from you via email to 

clinic@therapeutic-planet.com.
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HEALTH FUND NEWS

Australian health 
management (AHM)
Names of eligible ATMS members will be 

automatically 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 automatically 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 indemnity 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.

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 eligibility by 

telephoning ATMS on 1800 456 855.

CBHS Health Fund Limited
On joining ATMS, or when you upgrade your 

qualifications, the details of eligible members 

are automatically sent to CBHS each 

month. The details sent to CBHS are your 

name, address, telephone and accredited 

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 

automatically 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, homoeopathy, nutrition, 

remedial massage, shiatsu and Chinese 

massage. Australian HLT Advanced Diploma 

qualifications 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.
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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 application 

form attached to NIB Provider Requirements, 

Terms and Conditions.

ATMS members currently recognised by NIB 

and who have not submitted their renewed 

professional indemnity insurance and/

or fi rst 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 indemnity 

insurance and fi rst aid certifi cate on fi le at 

the ATMS offi ce and must meet the CPE 

requirements. Please ensure that you forward 

copies of these documents to the ATMS offi ce 

when you receive your renewed certifi cates. 

Lapsed membership, insurance or fi rst aid 

will result in a member being removed from 

the health funds list. Upgrading qualifi cations 

may be required to be re-instated for some 

health funds.

Change of details
The ATMS offi ce 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 the Health Fund Update 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 exceptions are 
chiropractic and osteoopathy.

ATMS accreditation in a modality does not 
guarantee provider status as all funds have their 
own set of eligibility requiemets. Please see our 
website www.atms.com.au or contact our o�  ce 
for current requirements. Rebates do not usually 
cover medicines, only consultations. 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 

structured program of further education for 

practitioners in the professional occupations.

The ATMS CPE policy is designed to ensure 

its practitioners regularly update their clinical 

skills and professional knowledge. One of the 

main aims of CPE is keep members abreast 

of current research and new developments 

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 financial 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 information in the article may influence 

EDUCATION AND TRAINING

Continuing 
Professional Education

IT IS A MANDATORY 
REQUIREMENT OF ATMS 
MEMBERSHIP THAT MEMBERS 
ACCUMULATE 20 CPE POINTS 
PER FINANCIAL YEAR. FIVE 5 
CPE POINTS CAN BE GAINED 
FROM EACH ISSUE OF THIS 
JOURNAL

your own practice and/or understanding of 

complementary medicine practice:

•	 Brownie S. Nutritional wellbeing for  

older people

•	 Jordan L. Do observational studies have 

relevance in measuring the outcomex of 

homoeopathic treatment?

•	 Boyle M. Telomeres, cancer and ageing

•	 Khoury R. Therapeutic Goods 

Administration proposes reforms that will 

restrict access to our medicines

•	 Skinner K. The clinical use of low glycaemic 

index diets as an approach to weight loss: A 

literature review

•	 Medhurst R. The role of homoeopathy  

in sinusitis

•	 Pagura, I. Superannuation: What you need 

to know

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.
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DATE SEMINAR
DAY 1 DAY 2 TOPIC SPEAKER REGION

3/09/13 Webinar Topic to be advised Stephen Eddey

7/09/13 8/09/13 Seminar Feet, the Gateway to Healing Sandi Rogers Melbourne

7/09/13 8/09/13 Seminar Advanced Sports Massage for the Lower Limb Raymond Smith and Allan Hudson Fair�eld

8/09/13 Seminar Exercise Therapy & Sports Nutrition Raymond Smith & Kira Sutherland Newcastle

24/09/13 Webinar Reducing practice workload whilst improving 
pro�tability and client engagement

Rick Nash & Tim Cooper

5/10/13 6/10/13 Seminar Exercise Therapy & Sports Nutrition Raymond Smith & Kira Sutherland Newcastle

20/10/13 Seminar Naturopathy Stephen Eddey Hobart

3/11/13 Seminar Naturopathy Ann Vlass Melbourne

November 2013 (date tbc) Webinar Ayurvedic - Part 1 Shaun Matthews

9/11/13 10/11/13 Seminar Feet, the Gateway to Healing Sandi Rogers Adelaide

10/11/13 Seminar Naturopathy Stephen Eddey Gladesville

17/11/13 Seminar Traditional Chinese Medicine Bill Pearson Gladesville

November 2013 (date tbc) Webinar Ayurvedic - Part 2 Shaun Matthews

24/11/13 Seminar Massage - Neck Raymond Smith Woollongong

4/12/13 Webinar (topic to be advised) Stephen Eddey

Date to be advised Skills Update Seminar Paul Alexander Perth

Proposed ATMS seminars and webinars 
September to December 2013
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Healthco 1300 724 537 Helio Supply Company 1800 026 161 Herbs For Health 0800 100 482 Hong An Phat 03 9428 9982  Natural Remedies Group 1300 138 815 
Oborne Health Supplies 1300 887 188 Rener Health Products 08 9311 6800 Sun Herbal 1300 797 668 

Prepare your clients 
for the Hayfever & 
Allergy season

“ Practitioners can rest assured 
that when you prescribe 
a Sun Herbal formula, it 
is produced to the most 
rigorous standards.”
Tony Reid
Sun Herbal co-founder, Director of Education, 
Research and Development
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