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President’s Message

Welcome to this month’s journal. Over the past few months I have again had the opportunity to meet many of you through 
seminars and meetings where we were able to chat about issues affecting you as members and practitioners in the world of 
natural medicine. 

These were the issues you raised: 

MEMBERS’ RESPONSES TO THE FEDERAL BUDGET MEASURE TO QUESTION HEALTH FUND REBATES FOR 
NATURAL MEDICINE

focussed on so that your voice can be heard. Although the committee had not commenced its work at the time of writing this 
report, we will be gathering as much evidence as possible. Of course we must be aware that the term ‘evidence’ is one that has not 

The Research Committee has taken on the task of gathering information that will be the basis of a report that will be presented 

family and friends. 

We need to argue that the 30% Government contribution will be money well spent, and to draw attention to the demonstrated 

vigorously argue for continuing the government contribution. We will need to make our points to government and engage with 
private health insurers, as they will certainly be affected too. If their members are affected there will be a ripple effect.  Regular 
reports will be provided to you through social media, Rapid News and your journal.

We have been the object of attacks by many groups, yet we have survived and will continue to do so. This is due to the wonderful 

drives change. 

We need to engage with the community about this matter. They vote and hold opinions, and we will work with that.

REGULATION OF THE PROFESSION AND NM&TRB

This subject has been on the agenda for a long time and many practitioners are still unsure about it. Reports have been presented 
in ATMS journals for over a decade and we will keep reporting and proactively engaging with the Natural Medicine and 
Therapies Registration Board.

recommended by the Steering Committee to advise on the legalities of forming a company, and another meeting will have been 
conducted by the time of publication of this report. All these activities refute the often heard comments that natural medicine 
occupations cannot work together, as the Natural Medicine and Therapies Registration Board participants cooperate harmoni-
ously and respectfully.

Although there is a long way to go before the Board is fully functioning it is very pleasing to see many occupations working 
together for the good of the natural medicine workforce to achieve a clear and united vision and mission under an agreed 
set of values.

If you are unsure about the arguments for co-regulation in preference to statutory regulation please avail yourself of the free 

Dr Sandi Rogers EdD, ND
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Many ATMS members are concerned about the announced Health Fund Review into Complementary Therapies, and the risk 
of losing the rebate scheme which has been in place for many years. ATMS has enlisted the help of a Melbourne-based company, 
Staindl Strategic, a Government relations specialist, to assist with our submissions and campaign to stop or reduce the impact of 
any moves to remove complementary medicine from the rebate scheme.

Michael Armitage, former Health Minister, now the CEO of Private Healthcare Australia (which is the industry association 
representing the private health funds). To date, there has been no response on this matter;

Minister for Health’s Chief of Staff who was trying to get me some further background information before he went on leave last 
Friday. Sadly, that wasn’t received, leaving Staindl Strategic to pursue this through another avenue; and

of the Private Health Insurance rebate to cover natural therapy services is to be undertaken. Exactly when this is to occur is not 
yet known!

At the political level, no one seems to know for certain when and how these changes are to be implemented. With so much confu-
-

sion. I can only assure all members that ATMS is ready to respond once we know when submissions will be received. Until then 
we can only try to gain further information as it comes to hand.

PUBLIC HEALTH REGULATION 2012 (NSW)

Health Report under the Public Health Act 2010 was published 6 July 2012

http://www.legislation.nsw.gov.au/sessionalview/sessional/sr/2012-311.pdf

-
ises where such procedures are carried out. As there seems to be a lot of confusion on these matters this Regulation will 
help considerably.

WEBSITE 

ATMS board has decided to go with SocialMediology, who are website designers and developers, to complete the website so it 

Facebook, Blogs and Twitter can engage the profession, media and the community to get our message out on Natural Medicine. 
Kate will showcase the website for the members and explain how it will bring all our social media platforms into alignment. The 

SUMMIT UPDATE

is very exciting. The theme Quality of Life: Healthy Ageing Naturally has been richly embraced by naturopaths, herbalists, homeo-
paths, specialised bodyworkers, psychotherapists, academics and medical practitioners. These presenters will discuss a variety 
of topics including palpation and stretching; the effects of ageing and lifestyle on the muscular and nervous systems; spirituality; 

There is so much here for absolutely everybody: a wonderful selection of extremely experienced practitioners who have presented 
at national and international events. Above all there is inspiration and encouragement to share not only knowledge but also 
heartfelt warmth with our clients. We believe this Summit is a healthy combination of old fashioned human values with contem-

We are making a big noise about this event, with good reason. There has been lots of advertising in Nature & Health Magazine, 

about the program and the presenters. You can visit our Summit website and register online at www.atmssummit.com.au. 
Note: paying by instalment is available.

CEO’s Report
Allan Hudson
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QUALITY ASSURANCE UPDATE

The response to the documents and forms relating to the Australian Safety and Quality Framework for Healthcare has been 
excellent, and we thank all the practitioners who have participated. The discussion and responses have been excellent and very 
positive. Some valuable suggestions have been put forward.

The August 1 deadline for feedback has passed, so we’ll now focus on collating all the new information, and producing a revised 

be seeking advice from the insurance company and from the lawyer on this matter.

Even though the deadline has passed, we’d still love to hear from practitioners who have not yet responded, but who have some 



Your Event Attendance Includes:
event times

Book now! Call 1800 777 648

How To Run a Successful

Natural Medicine Clinic

venues & dates
Brisbane

Perth

Melbourne

Auckland

Sydney

Adelaide

At Metagenics Best Practice you will learn:

MET3137 - 07/12
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INTRODUCTION

Myofascial Trigger Points are described by Travell and 
Simons1 as hyperirritable loci within a taut band of skeletal 
muscle or the fascia that surrounds it. A trigger point is by 

active trigger point will refer pain during both rest and 
activity whereas a latent trigger point will refer pain only 
when palpated.1 The intensity of the pain and the extent 
of the referral depend on how irritable the trigger point is. 
Muscle size has little to do with the pain referral and it is not 
uncommon for small muscles to harbor trigger points that 
give rise to very intense pain.2

The exact cause of trigger points is unknown but recent studies 
have attempted to explain the underlying pathophysiology. 
One suggestion is abnormal electrical activity, called endplate 
noise.3  Simons and Travell1 contend that trigger points are 
perpetuated by mechanical stresses such as asymmetry, poor 
posture, prolonged immobility at one end and overuse of 

are also considered perpetuating factors, along with sudden 
changes in climate or acute trauma. Shoulder pain is a very 
common type of pain and it is one of the major reasons why 
people present for treatment. Aside from acute injuries like 
rotator cuff tears and shoulder dislocations, the most common 
cause of shoulder pain is thought to be subacromial impinge-
ment syndrome.3 Subacromial impingement can develop 
secondary to incorrect activation of the rotator cuff muscles, 
allowing the superior translation of the humeral head under 
the acromion. This mechanical pressure on the subacromial 

The Role of Myofascial Trigger Points in Shoulder Pain:
A Literature Review
Catrin Jonsson BHlthSc, MEx&SpSc
Catrin Jonsson is a sports and remedial massage therapist with more than 10 years experience. She is currently in private 
practice at Macquarie University Sports Centre in Sydney. She holds a Masters degree in Exercise and Sport Science and 
has worked with NSWIS, Soccer NSW and the Australian Olympic Committee. She has a particular passion for trigger 
points and their involvement in chronic pain.

tendon and the subacromial bursa.4 It is not uncommon for 
this type of non-traumatic shoulder pain to recur and even-
tually become chronic. The challenge when assessing and 
treating shoulder pain is working out which structure(s) 
within the shoulder complex is responsible for the pain. If the 

-

(NSAIDs) may be useful, but this is not always the case.  It 
has become evident that there are other sources within the 
shoulder complex that can contribute to the pain experienced 
by people with non-traumatic shoulder pain, and that myofas-
cial trigger points may be one such source.3,5

This literature review aims to present some of the most recent 
studies of the connection between myofascial trigger points 
and non-traumatic shoulder pain.

It will look at how the presence of trigger points in shoulder 
musculature can be accurately diagnosed, whether there is 
an obvious difference in the number of trigger points between 
painful and pain-free shoulders, how trigger points affect 

trigger points will lead to a decrease in the pain experienced 
by the patient.

MYOFASCIAL TRIGGER POINTS

reliable tests and the poor understanding of the pathophysi-
ological mechanisms that underlie it.3 The only way to diag-
nose myofascial trigger points is by palpation.6 Questions have 
been raised as to how accurate diagnosis by palpation can 

palpating trigger points. A study by Bron et al.6 looked at this 
by testing three very experienced raters who were blinded 

Articles
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to the condition of the subject. The raters received pre-
study training in the palpation protocol and a consensus was 
reached on the palpation of the following muscles: infraspi-
natus, anterior deltoid and biceps brachii.6

Four essential criteria were used to diagnose myofascial 
trigger points:

1. Presence of a hyper-irritable point in a taut band

2.  Pain when applying pressure to the trigger point that refers 
distant to the point  

3.  A local twitch response in the muscle

 
the palpation)1

The researchers looked at the pair-wise inter-rater agree-
ment (PA) between the raters as to the presence or absence of 
myofascial trigger points. The subjects were not allowed to 
mention whether they felt any pain in the area being palpated 
at the time of palpation, but they were later asked if pain and 
referred pain were felt when certain areas were palpated. 

-
ment for the presence of trigger points in the infraspinatus was 
over 70%. The jump sign had a PA of 93% for the infraspi-
natus and 63% for biceps. Referred pain was the most reli-
able criterion even without immediate patient feedback. The 
researchers acknowledged that the pre-study training and 
standardizing of the palpation could affect the results in a 
positive way, but contended that based on results trigger point 
palpation is a reliable tool in the diagnosis of myofascial pain 
in patients with non-traumatic shoulder pain.6

More experienced clinicians had a higher agreement rate 
on the presence of myofascial trigger points in the muscles 
assessed, so it seems that with an experienced clinician and a 
predetermined protocol for palpation, the presence of myofas-
cial trigger points can be successfully established.7

The pathophysiological mechanism underlying trigger points 
is still not clearly understood. Shah et al.8 found that subjects 
with active trigger points in the trapezius muscle had higher 

cytokines and catecholamines in the tissue than subjects with 
latent or no trigger points. Interestingly they also had higher 
levels of these biochemicals in their gastrocnemius muscles, 
which were used as a control.8

Perhaps it is the biochemical change that promotes trigger 
point formation, or perhaps the trigger point induces an 
increase in certain biochemical concentrations, or perhaps it 
is as simple that people with shoulder pain have more trigger 
points than those with no pain.

Bron et al.3 examined 72 subjects with unilateral shoulder 
pain and assessed the number of muscles with trigger points. 
Seventeen muscles that act on the shoulder were assessed. 
Both active and latent trigger points were counted and 

and Hand - Dutch language version (DASH-DLV) and Visual 

their shoulder pain. The results showed that all subjects had 
a number of muscles containing trigger points but by far the 

trapezius 42. There was moderate correlation between both 
the DASH-DLV outcome and VAS-P, which would indicate 
that trigger points in shoulder muscles contribute to common 
shoulder pain problems.3

One has to consider that if trigger points are the cause of 
shoulder pain then the standard treatment involving anti-

Deactivation of the trigger points using manual compression 
and/or dry needling followed by heat and dynamic stretching 
exercises could be a better choice of treatment.3

Hidalgo-Lozano et al.9 argued that the presence of trigger 
points in muscles might have something to do with muscle 
recruitment and activation. This seemed to be the case espe-
cially in the trapezius muscle and if trigger points can alter 
the activation of a muscle perhaps that can lead to shoulder 
pain. In fact, this was exactly what Lucas, Rich & Polus4,10 
found when they looked at the effects of latent trigger points in 
scapular positioning muscles. In 2008 Lucas et al.4 published 
a study in which 137 healthy and pain-free subjects were 
examined bilaterally for the presence of latent trigger points 
in trapezius, serratus anterior, levator scapulae, rhomboids 
and pectoralis minor. Palpation and diagnosis was in accord-
ance with the guidelines set by Simons et al.1

study the researchers wanted to establish how commonly 
latent trigger points appear in scapular positioning muscles. 

by gender, age or occupation. Of the 137 subjects tested 
89.8% had at least one latent trigger point. Of these 62% 
had more latent trigger points on the dominant side and 25% 
had more on the non-dominant side; 78.8% had a least one 
latent trigger point in the upper trapezius muscle, 77.3% in 
the serratus anterior and 68.9% in the levator scapulae. The 
researchers acknowledge that their subjects were employed in 
desk-bound jobs which may predispose them to trigger points, 
involving as they do long hours at a desk in usually very  
static postures.

Lucas et al.4 also examined how latent trigger points affect 
muscle activation patterns in the same scapular positioning 
muscles during unloaded and loaded scapular plane elevation. 

altered in the unloaded movements and that deactivation of 
the trigger points normalized the muscle activation patterns. 
No further change was noticed when the muscles were tested 
under load.

“ Trigger point palpation is a reliable tool in 
the diagnosis of myofascial pain in patients 
with non-traumatic shoulder pain.”
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Hidalgo-Lozano et al.9 investigated the involvement of trigger 
points and the changes in pressure pain hyperalgesia in 
patients with unilateral shoulder impingement. In the study 
the investigator was blinded to the subjects’ conditions at the 
time of assessment. The muscles they assessed were levator 
scapulae, supraspinatus and infraspinatus, subscapularis, 
pectoralis major and biceps brachii. They used Simons et 
al’s.1 criteria for diagnosis of a myofascial trigger point. The 

-
cated that palpation of the trigger points reproduced the pain 
symptoms in the location they recognized as familiar.9 Once 
the trigger point assessment was completed the researchers 
tested the pressure pain threshold, which is described by 
Vanderweeen et al.11 as ‘minimal amount of pressure where 

pressure pain threshold levels in all muscles than those in 
-

cantly different between the two groups. The control group 
had only latent trigger points whereas the subjects with 
shoulder impingement had both latent and active trigger 
points in their shoulder muscles. When these trigger points 
were palpated both local and referred pain were present 
in all patients. This pain corresponded to their familiar 
shoulder pain.9

The researchers also found that an increased number of 
trigger points in a muscle led to lower pressure point threshold 
for that muscle and an increase in pain intensity, suggesting 
that active trigger points are involved in the pathophysi-
ology of shoulder impingement and that referred pain can 
contribute directly to shoulder pain.  They also state that the 
presence of latent trigger points may contribute to the altered 
activation pattern described by Lucas et al.12 which in turn 
can bring about increased mechanical pressure on the subac-
romial structures leading to shoulder impingement.9

The infraspinatus muscle commonly has trigger points, and 
the referral pattern from these can extend as far down the arm 
as the wrist and even into the hand.2 Ge et al.13 divided the 

the pressure point thresholds were taken they also looked 
for the presence of trigger points by inserting a needle into 
each sub-area. The needle was inserted swiftly and moved in 

-
cantly higher number of trigger points on the painful side, 
and that the non-painful side had latent trigger points only in 
the infraspinatus.

This exposition is interesting as it may indicate a phenomenon 
called segmental sensitization of mechanical hyperalgesia. 
This means that a pain pattern is mirrored on the opposite 
side to the injury mediated by the central nervous system 

lower on the painful side and pressure point threshold levels 
were lower where there was an active trigger point than where 
the trigger point was latent. The most common sub-areas for 
active myofascial trigger points were along the lateral border 
of the muscle, which were also the sites where pressure point 
thresholds were the lowest on the painful side.13

DOES TRIGGER POINT THERAPY WORK?

Physiotherapists, chiropractors, osteopaths and massage 
therapists use trigger point therapy as part of their treat-

based evidential support. Recent studies are encouraging 
as they give validity to the work many clinicians already 
do. Hains, Descarreaux and Hains14 used digital ischaemic 
pressure to treat trigger points in 41 patients with chronic 

supraspinatus, infraspinatus, deltoid and the biceps tendon 
to establish whether eliminating myofascial trigger points 
would normalize the area and eliminate pain.  In this study 
the subjects, who were blinded to the treatment, were given 

received treatment to trigger points in muscles deemed to 
be outside the referral area for shoulder pain (sham treat-
ment). The outcome was measured using the Shoulder Pain 

after 15 treatments with a decrease in SPADI of 44 points, a 
measure that was still present at 6 months after the conclusion 
of the treatments.

Bron et al.5 studied the effects of trigger point treatment on 
non-traumatic shoulder pain, especially the type of shoulder 
pain in the category of subacromial impingement syndrome. 
Treatment consisted of inactivation of active trigger points 

-
tion, ice and stretching. Detailed history, DASH and VAS-P 

these tests were also administered at 6 and 12 weeks during 
the study. A ‘stop rule’ was in place so that treatment was 
stopped when patients were free of symptoms or if the thera-

group continued with the normal management routine for 
their pain and were told that their treatments would start at 
the end of 12 weeks.

The results showed that at 6 weeks there was little differ-
ence between the groups, but at 12 weeks some of the more 
noticeable changes were that 50% of the intervention group 
improved more than 10 points on the DASH, and their 

“The aim of this literature review has been 
to present some of the most recent studies 

investigating the connection between 
myofascial trigger points and non- 

traumatic shoulder pain. ”
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with latent trigger points did not change a lot but the number 

after 12 weeks, indicating that trigger point therapy may be 
a promising new approach for people with chronic unilateral 
non-traumatic shoulder pain.5

In May 2011 Hidalgo-Lozano et al.15 published a study of 

experience shoulder pain and dysfunction, with prevalence 
slightly higher than in the general population at 43%-72%, 
compared to 20%-50%. Swimmers’ shoulder pain can be 
related to repetitive overhead shoulder movements that 
may increase joint laxity and supraspinatus tendinopathy.16  
Seventeen elite swimmers with shoulder pain, 18 elite swim-
mers without pain and a control froup of 15 elite athletes 
made up the study. Criteria for inclusion in the study were 
that the duration of shoulder pain was of greater than three 
months’ duration, and a positive Neer and Hawkins test. 
Trigger points and pressure point thresholds were explored 
in the levator scapulae, sternocleidomastoid, upper trapezius, 
infraspinatus, subscapularis and scalenes. Tibialis anterior 
was used as a distant site.

-
tions related to the patient’s pain were asked only after palpa-
tion was completed. Pressure point thresholds were assessed 
in all muscles in a randomized order. The results were similar 

number of active trigger points among elite swimmers with 
shoulder pain over both elite swimmers with no pain and 
the control group. The number of latent trigger points was 
higher among elite swimmers without pain than among swim-
mers with pain and the control group. The number of trigger 
points in upper trapezius, levator scapulae and infraspinatus 

for the control group of elite athletes. Pressure point thresh-
olds was lower in both elite swimmer groups than in the elite 
athlete control group.15

The higher number of latent trigger points in elite swim-
mers without pain is interesting when considered along with 
the study by Lucas et al.12 showing altered muscle activa-
tion when latent trigger points are present in shoulder stabi-
lizing muscles. It may be possible that shoulder pain develops 
secondary to the changes in activation caused by latent trigger 
points, or that the pain comes from the presence of latent 
trigger points that over time become active ones. The current 

treatment be included when working with elite swimmers with 
shoulder pain. They also suggest that longitudinal studies 
be undertaken with larger sample groups to look at the role 
of mechanical sensitization and active trigger points in the 
development of shoulder pain in elite swimmers.15

CONCLUSION

The aim of this literature review has been to present some of 
the most recent studies investigating the connection between 
myofascial trigger points and non-traumatic shoulder pain. 
Sixteen studies undertaken since 2004 by researchers from 

The majority of studies showed that active trigger points were 
present in subjects with shoulder pain and that these were 
found in the musculature acting on the painful shoulder. The 

upper trapezius.3 Hidalgo-Lozano9 demonstrated similar 
results, where all patients reported feeling their usual trigger 
point pain when the examiner pressed on the location corre-
sponding to the trigger point. This study also concluded 
that pressure pain thresholds are much lower in muscles 
containing trigger points, especially if they are active.

Lucas et al12 found that latent trigger points, even in pain-free 
shoulders, will alter the muscle activation pattern, which in 
turn can lead to imbalances. This altered pattern was normal-

treatment. Treatment options include digital ischaemic pres-
sure, dry needling, ice and deep longitudinal gliding and 
injection. There was strong agreement among the researchers 
that assessment and treatment of trigger points should 
be standard practice for patients with shoulder pain. It is 
certainly less invasive than surgery and obviates the need for 

that further research is needed that includes larger samples 
and has a longitudinal study design.
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Research analysing 235 types of rice from around the 
world has found its glycemic index (GI) varies from one 
type of rice to another with most varieties scoring a low 
to medium GI. 

can be part of a healthy diet for the average consumer, 
it also means people with diabetes, or at risk of diabetes, 
can select the right rice to help maintain a healthy, low 
GI diet.

The study found that the GI of rice ranges from a low of 
48 to a high of 92, with an average of 64, and that the GI 
of rice depends on the type of rice consumed.

The research team from the International Rice Research 
Institute (IRRI) and CSIRO’s Food Futures Flagship 

an important achievement that offers rice breeders the 
opportunity to develop varieties with different GI levels 
to meet consumer needs. Future development of low GI 
rice would also enable food manufactures to develop new, 
low GI food products based on rice.

Dr Melissa Fitzgerald, who led the IRRI team, said GI is 
a measure of the relative ability of carbohydrates in foods 
to raise blood sugar levels after eating.

“Understanding that different types of rice have different 
GI values allows rice consumers to make informed 
choices about the sort of rice they want to eat,” she said.

Media release: Study reveals good news about the GI of rice
CSIRO Media

“Rice varieties like India’s most widely grown rice 
variety, Swarna, have a low GI and varieties like 
Doongara and Basmati from Australia have a medium 
GI.”

Dr Tony Bird, CSIRO Food Futures Flagship researcher, 

“Low GI diets can reduce the likelihood of developing 
Type 2 diabetes, and are also useful for helping diabetics 
better manage their condition,” he said.

“This is good news for diabetics and people at risk 
of diabetes who are trying to control their condition 
through diet, as it means they can select the right rice to 
help maintain a healthy, low GI diet.”

Low GI foods are those measured 55 and less, medium 
GI are those measured between 56 and 69, while high GI 
measures 70 and above.

When food is measured to have a ’high GI‘, it means it 
is easily digested and absorbed by the body, which often 

increase chances of getting diabetes, and make manage-

Conversely, foods with low GI are those that have slow 
digestion and absorption rates in the body, causing a 
gradual and sustained release of sugar into the blood, 

reducing the chances of developing diabetes.
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In recent years conventional medical practices have been 
forced to intensify their focus on the consumer/patient. It’s 

often-voiced complaint, ‘They just don’t listen to me and to 
what I want’. This is one of the major reasons why consumers 
choose natural therapists for their healthcare, wellbeing and 
rehabilitation issues.

The release of The Australian Charter of Healthcare Rights 
by the Australian Commission on Safety and Quality in 

internet/safety/publishing.nsf/content/Priorityprogram-01) 
heralded a change in the way health care would be delivered.  
Endorsed on 22  July 2008 by Australian health ministers, 
who recommended it be adopted nationally, the Charter is 
based on three guiding principles:

1.  Everyone has the right to be able to access health care, and 
this right is essential for the Charter to be meaningful.

2.  The Australian government commits to international 
agreements about human rights, which recognise 
everyone’s right to have the highest possible standard of 
physical and mental health.

3.  Australia is a society made up of people with different 
cultures and ways of life, and the Charter acknowledges 
and respects these differences.

Core components of health care discussed in the Charter 
are access, safety, respect, communication, participation 
and privacy.

NATIONAL SAFETY AND QUALITY HEALTH 
SERVICE STANDARDS

This Charter is now a component of the National Safety and 
Quality Health Service Standards, which are also aligned 
with the Australian Safety and Quality Framework for Health 
Care. These standards were also endorsed by Australian 
health ministers. They provide a nationally consistent state-
ment of the level of care consumers should be able to expect 
from health services. They were selected, says ACSQH, 
because they address areas where: 

best-practice outcomes 

and achievable

Positive Quality
Dr Sandi Rogers EdD, ND

As some members are aware, ATMS has for many years 

therapists. Now is an ideal opportunity to revisit the issue, 
given that the National Standards apply to all health-
care services.  Standards are currently being formulated 
for dentists, most of whom work in single-person practices. 
ACSQH has advised us to develop our Standards along the 
lines of the dentists’ Standards because of their similarity. 

ATMS can lead the way here: the combination of the co-regu-

recognised national standard, can only raise the profile of 
our profession, clearly demonstrating to the public, to govern-
ment, to regulators and to colleagues in both allopathic 
and natural fields of healthcare that we are serious about 

If we want to play a recognised role in Australia’s health-
care system, working collaboratively with doctors and allied 

assured businesses usually publish lists of preferred suppliers, 
who have met the standards set by their professions. Such a list 

attract referrals from medical practitioners. 

Practitioners with corporate contracts, or who undertake 
worker’s compensation and motor vehicle accident rehabilita-

a selection criterion in the future. And it may be that private 
health funds start to demand this too as they come under 
increasing financial pressure in the future. 

 
litigious society; and

complaints made about practitioners are about trivial 

system in place; and

ATMS (e.g. in client records, a very important matter that 
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CLIENT RECORDS

Because the National Standards place such a strong emphasis 

to encourage standardised client-record forms in all ATMS 
members’ practices. A separate article will cover this issue in a 
later issue of the Journal.

Memory will no longer suffice: every client contact – starting 
with the history you take before the first consultation – must 
be documented. The forms we have designed will ensure that 
there is a complete and consistent audit trail with notes for 
each consultation detailing the treatment provided, supple-
ments prescribed and the client’s response, including adverse 
reactions or signs of deterioration. These standardised forms 
leave nothing to chance. Should you need to hand your client 
over to another practitioner, whether a natural medical or 
conventional medical one, they will have a complete record of 
your consultations.

You also need to ensure that clients’ records are stored 
securely so there are no privacy breaches, but also ensuring 
those who may need these records – such as other practi-
tioners in the clinic – can do so by obtaining clients’ consent 
during the initial consultation.

AUSTRALIAN SAFETY AND QUALITY FRAMEWORK 
FOR HEALTH CARE

By now you will have received, through Rapid News, the 

system, and the suggested steps for incorporating each into 

your practice. If you have any suggestions or problems, please 
let us know through the email address at the end of this article. 

The important thing is not to start panicking in the face of 
what may be a huge change for the natural therapies profes-
sion. We want to encourage as many practitioners as possible 
to join the program, and will be providing incentives to do 
this. ATMS will bear the costs initially, and even if a levy is 

as possible to implement and maintain, for we are aware 
that 85% of our members are sole practitioners and conse-

throughout the process. 

We’ll take everything one step at a time, and give sufficient 
time to implement changes. This is a learning process for 
everyone in every branch of healthcare as it’s something that 
has never been done before. However, while we won’t rush 
things, we have to keep moving forward because there’s a lot 
to do. But I believe ultimately each change means improved 
systems for practitioners, which can only improve your 
businesses.

In coming issues, we’ll cover the next steps that will be under-
taken. I hope you agree with me that this is an exciting oppor-
tunity to raise the professional profile of the natural thera-
pies profession. Rosemary Ogilvie, who has been appointed 
to begin implementing the plan, can be contacted on 
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ABSTRACT

In 2009 a PhD sociological study shed light on the attitude 
of Australian herbal medicine practitioners to professionali-
sation.  Professionalisation is a process by which an occupa-
tion strives to become a profession.  It was found that some 
practitioners believed that professionalisation could be best 
achieved by forgoing traditional holistic philosophy and 
adopting evidence-based medicine. Evidence-based medi-
cine (EBM) is founded in reductionist philosophy, while 
herbal medicine practice is based on holistic philosophy.  
This article examines EBM as a means of professionalisa-
tion from the little appreciated politico-social aspect.  It also 
discusses whether the pursuit of EBM by the herbal medi-
cine occupation can achieve professionalisation of the herbal 
medicine occupation.
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INTRODUCTION

A 2009 PhD sociological study into the attitudes of Australian 
herbal medicine practitioners towards professionalisation 
revealed a divergence in attitudes.1 One group of practitioners 
believed that the path to professionalisation was to forgo the 
holistic practice of herbal medicine, and to adopt evidence-
based medicine (EBM).  On the other hand, a second group 
believed in strict adherence to holistic philosophy, and 
shunned the pursuit of EBM.

This article provides an overview of the complex process 
of professionalisation.  It also looks at EBM from the little 
understood politico-social perspective. Combining these 
discussions, it then examines whether adoption of EBM 
can achieve professionalisation of the Australian herbal 
medicine occupation.

THE PROFESSIONALISATION PROCESS

Professionalisation is a complex process, a strategy or a project 
wherein an occupation aims to gain the status of a profession.  
Professionalisation relies on social, political, legal, historical, 
educational and economic factors2-7. It is the interplay of these 
ever-changing dynamic factors that underlies the complexity 
of the professionalisation process.  Professionalisation must 
never be confused with corporatisation.  Corporatisation 

Can Evidence-Based Medicine Achieve Professionalisation 
For The Herbal Medicine Occupation? 
Raymond Khoury BA, DBM, PhD

involves the re-organisation of a government or semi-govern-
-

ably.  The theoretical framework of the professionalisation 
process is found in a branch of sociology known as The Study 
of Professions.

There are three primary characteristics that separate a profes-
sion from an occupation.  First, a profession has full autonomy 
over its own work.  Secondly, a profession has the authority 
and the power to dominate and subordinate others in the divi-
sion of labour.  Thirdly, a profession has in place a govern-
ment-supported occupational exclusionary closure strategy to 
limit the number of entrants into the profession, in order to 
enhance its market value.4-9 Contrary to a belief amongst the 

is a profession does not make it so.  Simply declaring them-

its members of the professionalisation process.2

It was commonly held in the sociological literature between 
1930 and 1970 that altruism underpinned an occupation’s 
pursuit of professionalisation.10-16 However, in the 1970s the 
altruistic perspective was abandoned.  The seminal work of 
Freidson, as well as Johnson and Larson, replaced the altru-
istic myth with the understanding that professionalisation is 

and social self-interest.2-5

alongside medical practitioners in hospitals, a monopoly on 
the prescribing and dispensing of herbal medicines, patient 
access to Medicare rebates and so on.1 It is also noteworthy 
that the desire for professionalisation was higher in univer-
sity-trained practitioners than among those with private 
college training.1

Therefore, it can be appreciated that the complex interplay of 
dynamic factors means that professionalisation is a long-term, 
multiple-strategy project.  This interplay also means that the 

-
tion to have a partnership with government, economic, educa-
tional and legal interests.  It is self-evident that, as profession-
alisation depends on multiple strategies and partners, merely 
forgoing traditional philosophy bodes poorly.
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THE BIRTH OF EVIDENCE-BASED MEDICINE

A paradigm, simply stated, is the nest of understanding as 

and understands the world.  A paradigm is a universally 
recognised model that, for a time, provides solutions. In 
an educated society the paradigm of the time also perme-
ates social thinking. However, once a paradigm meets with 
unavoidable and substantial anomalies it is abandoned for 
another.  That is, a paradigm shift occurs. The rise of EBM 
in the late 20th century was such a paradigm shift, although 
a minor one.17

EBM was born in 1971 with the publication of Effectiveness 

 by British 
epidemiologist Archibald Cochrane. In essence, EBM is a 
research movement.  It explicitly and judiciously uses current 
best evidence, and then evaluates this evidence through a 
systematic process. In developing EBM Cochrane presented 
a case for the greater application of reductionist philosophy 
to healthcare research to achieve better effectiveness of treat-
ment. 18-19

THE FORMER PARADIGM OF CLINICAL MEDICINE

EBM replaced the former paradigm known as clinical medi-
cine. The clinical medicine paradigm was built on clinical 
experience and basic pathophysiological mechanisms being 
applied to clinical decision-making. Essentially, the clinical 
medicine paradigm rested on long-established existing tradi-
tions, supplemented by individual pieces of research.

The weakness of the clinical medicine paradigm was that the 
effectiveness of medical treatments was sub-optimal. Many 
commonly used treatments and surgical procedures still 
awaited rigorous evaluation. For example, the safety of many 
pharmaceutical medicines had largely been taken on faith, on 

known or not. It was not until the thalidomide disaster that 
the catalyst for monitoring drug safety systems was imple-
mented.20 Hence the paradigm shift from clinical medicine 
to EBM.

It is noteworthy that the clinical medicine paradigm and the 
practice of Australian herbal medicine both embraced tradi-
tions, albeit of a different nature. For example, herbal medi-
cine training at the Dorothy Hall College of Herbal Medicine 
and Southern Cross Herbal School both relied upon long-
established traditions. The classic herbal medicine at the 
Dorothy Hall College was especially rich in the traditions 
stemming from the Graeco-Roman era. These traditions were 
enhanced by the clinical observations of the late Dorothy 
Hand (Hall). North American physiomedicalist tradition was 
espoused at Southern Cross Herbal School, and enriched by 
Denis Stewart’s clinical observations.

EBM AND ‘ABSOLUTE TRUTH’ 

success can only be achieved through EBM.  It appeared that 
this misconception was the basis for the belief that forgoing 
traditionally-based holistic philosophy can achieve profes-
sionalisation. Indubitably, the introduction of the history 
and philosophy of science into herbal medicine curriculums 
would go a long way toward providing an understanding of 
the distinction between paradigms and ‘reality’.

Epistemology is a branch of philosophy that studies knowl-
edge: that is, it asks how is it that we know things. It is little 
appreciated that the epistemological discourse shows that 
EBM is neither neutral nor value-free21-22: EBM can in fact 

the law and economics.  As a recent example, the call by 
the Friends of Science in Medicine to stop complemen-
tary medicine training in universities illustrates a politically 
motivated agenda using EBM as its rationale.  The average 
health consumer, educated in the sciences, may well accept 
this ‘political spin’ at face value. Academics and scientists, 
who can see the folly of this abuse of EBM, fear that refuting 

peers.  The irrationality of the Friends of Science argument 
is that universities are the bastions of the EBM movement.  
Therefore, an attack on universities is nothing less than an 
attack on the very foundation of EBM.

-
cine practice forgoing holistic-based practice in favour of 

evidence. The second is that the clinical problem should 
determine the type of evidence.  The third is that identifying 
the best evidence means using epidemiological and biosta-
tistical approaches. The fourth is that conclusions derived 
from identifying and critically appraising evidence are useful 
if implemented in managing patients or making healthcare 

constantly evaluated.23

EBM AND CLINICAL PRACTICE

Health sociologists agree that healing in the clinical setting 

the World Health Organization has suggested that health be 
evaluated by using disability-adjusted life expectancy that is 

-
gists argue that serious attention must be given to the patient’s 
subjective feelings. Subjective feelings underpin the holistic 
philosophy of herbal medicine practice. Subjective feelings 
analysis is incompatible with EBM’s tenets of objectivity, 
universality, reproducibility and logical consistency. While 
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evaluation of QOL sits comfortably with the holistic para-
digm, it is incoherent within EBM’s parameters.24

Research into consumer usage of holistic-based comple-
mentary medicine practices shows that patient/practitioner 

25,26  
However, health sociologists have criticised EBM for its failure 
to address grassroots patient/practitioner relationships.  
Also, the evidence that EBM actually improves outcomes for 
patients is inconclusive. Furthermore, there is considerable 
doubt that teaching clinicians the principles of EBM actu-

27 As herbal medicine practitioners learn 
through clinical experience, clinical trial outcomes can never 
fully represent the individual health consumer to their prac-
titioner. No matter how large the study, or how detailed the 
subgroup analysis, there is never absolute certainty for the 

28-29 Regardless of the 
emphasis upon systematic, unbiased observation, EBM still 
relies on majority opinion.  It is one thing to claim the possi-
bility of making predictions given certain laws and conditions, 

made for certain laws and conditions.

CONCLUSION

Herbal medicine practitioners who advocate moving away 
from holistic-based practice to that of EBM do so because 
they perceive it to be an effective strategy for achieving profes-
sionalisation of the herbal medicine occupation.  However 
professionalisation is a complex interplay of multiple dynamic 
factors.  It is inconceivable that professionalisation can be 
achieved by the single strategy of changing philosophies.  
Moreover, moving away from holistic-based practice is prob-
ably self-defeating, as it is rejecting one of herbal medicine’s 
strongest appeals to the health consumer.

In spite of western medicine’s exaltation of EBM, it does not 

shift. The EBM paradigm will be subject to another para-
digm shift in time to come.  On the other hand, holistic-based 
herbal medicine practice has weathered numerous paradigm 
shifts.  Rather than forgoing holistic-based philosophy for 
the pursuit of higher social status, perhaps consolidation and 
further enhancement of holistic-based herbal medicine prac-
tice should be considered. When all is said and done, what 
is in the best interests of the health consumer is also in the 
higher interests of an occupation.
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ABSTRACT

Objective: To elucidate the effect of the integrative TCM treat-

dendritic cells in the primary foci of prostate cancer. 

Method: A prospective controlled trial of 57 prostate cancer 
inpatients were recruited for the study. The subjects were 
divided into two groups. Group 1: 18 subjects were recruited 
for the study. Ten were randomly assigned to the therapeutic 
group and eight to the control group. The therapeutic group 
received the fuzhengyiliufa integrative treatment, which 
consisted of ingesting the Chinese herbal medicine fuzhengy-
iliufa combined with routine incretion (endocrine) therapy; 
the control group received routine incretion therapy only. The 
remaining 39 patients formed the second group. The second 
group was also divided into two groups groups according to 
whether patients received fuzhengyiliufa TCM treatment 
or not before their biopsy. The TCM group consisted of 19 
patients who received fuzhengyiliufa treatments; the control 
group (20 patients) received no treatment. For statistical anal-
ysis the software SPSS13.0 was used.

Venue: Guangdong Women’s and Children’s Hospital and 
Guangdong Provincial Hospital of Chinese Medicine.

Results: Group 1: All 18 patients had returned two patholog-
ical samples before the trial. In the therapeutic subgroup of 
ten patients, in one sample before treatment both CD1a and 

cells after treatment in both groups were elevated compared 

positive dendritic cells were higher than pre-treatment levels, 

Group 2: The second group of 39 patients had each returned 

dendritic cells in the therapeutic group was higher than that 

in Primary Foci of Prostate Cancer using Fuzhengyiliufa 
Integrative Treatments
Pan, M-W., Ye, N., Chen, Z-Q., Gu, C-M., Lim, C.E.D.

First authors: Ming-wo PAN, Medical Officer, Andrology Department, Guangdong Women and Children’s Hospital, 
Guangzhou, China; Ning YE BDS, Professor, Andrology Department, Guangdong Women and Children’s Hospital, 
Guangzhou, China. Co-authors: Zhi-qiang CHEN MD, Professor, Urinary surgical Department, Guangdong provincial 
Hospital of Chinese Medicine, China; Chi-ming GU, MD, Urinary surgical Dept, Guangdong provincial Hospital of 
Chinese Medicine, China. Chi Eung Danforn LIM, MBBS PhD, Conjoint Appointee, Faculty of Medicine, University of New 
South Wales, Sydney, Australia.

in the therapeutic group was higher than that in of the control 

Conclusion

primary foci of prostate cancer are inhibited. The applica-
tion of fuzhengyiliuafa integrative treatment increases the 
number of dendritic cells in the primary foci, thereby greatly 
enhancing their activation. It can be seen from the study that 

cancer foci were reinforced by the integrative use of Chinese 
herbal medicine and incretion therapy. The combination of 
herbal decoctions and herbal injections was shown to be more 
effective than these treatments used separately. It was also 

more concentrated. A possible mechanism of this process is 
that activating dendrite cells causes tumor antigens to activate 
T lymphocytes, leading to their proliferation and expansion. 

INTRODUCTION

Prostate cancer is the most common malignant tumor 
affecting the male reproductive system. The USA has the 
highest prevalence of prostate cancer, whereas China stands 
third for tumours affecting the urinary tract system. Prostate 
cancer is usually diagnosed during the end stage of its progres-
sion. Patients who receive incretion therapy tend to be diag-
nosed as hormone-refractory cases, which limits the use of 
mainstream medical approaches. The Urology Department 
of the Guangdong Provincial Hospital of Chinese Medicine 
(GPHCM) has studied stage D prostate cancer for many years 
and has explored its aetiology, pathogenesis and syndrome 
differentiation and found the following common patterns of 

1
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The integrative treatment protocol in this study was devel-
oped according to Chinese herbal medicine (aetiology and 
pathology.) The treatment principle of fuzhengyiliufa was to 

progress. Fuzhengyiliufa in Chinese means “reinforcing the 

develops at a late stage in the disease and good outcomes 
have been demonstrated in clinical use.  A prospective 
study of 142 cases including both inpatients and outpatients 
recruited from GPHCM was conducted from September 
2004 to March 2007. TCM was administered for 9 months. 
Data collected for the study included Karnofsky table, body 

(according to the WHO), symptom category table of prostate 
cancer in the D period, PSA, blood testosterone and analysis 
of blood corpuscles. The treatment group had better outcomes 
than the control group in terms of increased weight, improved 
Karnofsky table scales, decreases in symptoms such as tired-
ness, fatigue, pain in the waist and knee, insomnia, loss of 
appetite,  constipation, diarrhoea, improved functioning of 
the lower urethra, improved emotional wellbeing and overall 
health condition. PSA and bone metastasis were also reduced 

white blood cells, haemaglobin and platelets in circulation.2

A recent clinical trial revealed that cellular immunity 
declined in all prostate cancer patients.3 However it was 
noted that cellular immunity improved after the applica-
tion of fuzhengyiliufa integrative treatment in a majority 
of patients[3]. This is precisely the goal of all immunothera-
pies: to enhance cellular immunity. In the human immune 

Dendritic cells are the most powerful antigen-producing cells, 
4,5,6 

CD1a is marker of all dendritic cells. CD83 is marker of acti-
vated dendritic cells. Although activated dendritic cells seem 
to be important in cellular response, clinical dendritic cell-
based immunotherapy has been found to have only a transient 
curative effect on prostate cancer patients.7 As fuzhengyiliufa 
is observed to have a positive effect on immune function, its 

PURPOSE

The purpose of the study was to observe the effect of 

and activation of dendritic cells in the primary foci of 
prostate cancer. 

METHODS 

A prospective controlled trial of 57 prostate cancer inpatients 
were recruited for the study. The participants were divided 
into two groups; 

pathological specimens before and after treatment and were 
further divided into two subgroups: a therapeutic group 
of ten patients and a control group of eight patients. The 

therapeutic group received fuzhengyiliufa integrative treat-
ment (fuzhengyiliufa TCM treatment plus routine incretion 
therapy) and the control group received routine incretion 
therapy only. The therapeutic periods ranged between 7 days 
and 105 days. 

The second group of 39 patients had only returned one path-
ological specimen per treatment and was further divided 
into two sub-groups according to whether patients received 
fuzhengyiliufa TCM treatment or not before their biopsy. The 
TCM group consisted of 19 patients and the control group 
consisted of 20 patients. The TCM group received fuzhengy-
iliufa treatments over a therapeutic period of between 7 and 
25 days, with an average of 8.7 days, and the control group 
received no treatment. A two-step staining method marked 
the CD1a positive dendritic cells and the CD83 positive 

pathological samples through a immunohistochemistry tech-

-
tical analysis a dependent t-test was used to compare the 
mean of the dependent groups in cases where the variance 
met Gaussian distribution. A non-parametric test (the Mann-

were used to compare the mean of the pair groups in cases 
where the variance met Gaussian distribution, and a non-
parametric test (the Wilcoxon Test) was applied where there 

statistical analysis the software SPSS13.0 was used.

RESULTS

Group 1: In the therapeutic sub-group of ten patients, there 
was one sample before treatment in which both CD1a and 
CD83 were negative. In the control sub-group of 8 patients 
there was one sample after treatment in which both CD1a and 

cells after treatment in both groups showed elevated results 

-
tity of CD83 positive dendritic cells before treatment, with a 

Figure 1.  Group 1 Compar ison o f  p ros t a te  cancer  sec t ions 

expre ssion be fore  ( le f t )  and a f te r  (r ight )  t reatment . 
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Figure 2.  Group 1 Compar ison o f  p ros t a te  cancer  sec t ions 

F igure 3.  Group 1 Pros t a te  cancer  sec t ions  o f 

F igure  4.  Group 1 Pros t a te  cancer  sec t ions  o f  cont rol 

Group 2: The second group of 39 patients was divided into 
a therapeutic group of 19 patients who returned one nega-
tive CD1a sample. In the control group of 20 patients there 
were three negative CD1a samples and two negative CD83 
samples. The number of subjects exhibiting positive CD1a 
dendritic cells in the therapeutic group was higher than in the 

therapeutic group was higher than in the control group, with 

expre ssion:  compar ison o f  cont rol  g roup ( le f t )  and TCM 

Microscopic examination of the control group prostate cancer 

in the pathological section had declined and had caused 
dysfunction due to absence of activation. The CD83 positive 
dendritic cells were stained in their cytoplasm and nucleus, 
which appeared immature in shape (less like dendritic 
form). Their staining was lighter than the ones in benign 

was more concentrated in interstitial tissues and the tumour 
-

cells as well as in interstitial tissues. They appeared in more 
mature dendritic forms with darker stains. Moreover, the 
dendritic cells marked by CD83 had a more mature shape 

CONCLUSIONS

primary foci of prostate cancer. The application of fuzhengy-

dendritic cell in the primary foci thereby greatly enhancing 
-

tity and level of activation of dendritic cells in prostate cancer 
foci had been increased by the integrative use of Chinese 
herbal medicine and incretion therapy. The combination of 
herbal decoctions and herbal injections showed an advantage 
over treatments where treatments were used individually. It 

of the dendritic cells was associated with greater concentra-
-

nism is that activated dendritic cells present tumor antigens 
to activate T lymphocytes, which lead to proliferation and 

could have been initiated 8
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Endometriosis is the name given to a disorder characterised 
by the deposition of endometrial tissue outside its usual place 
in the uterine cavity. Sufferers of this condition may have 
endometrial tissue appearing on the fallopian tubes, ovaries 
or areas of previous scarring: the pelvic area generally, or in 
the peritoneal cavity. In these areas the condition can behave 
as it does in the uterus, shedding blood and cellular material 

-
mation and adhesions. This can lead to symptoms including 
dysmenorrhoea, pelvic pain, painful coition, heavy periods 
and infertility.

The condition primarily affects women from the age of 25 to 
39 years (although it has been noted in younger women) and 
has an average incidence of one in every ten women in this 
age range. Risk factors include a familial history of the condi-
tion, possibly prior use of Clomiphine, and the use of intra-
uterine devices (IUDs).

Orthodox medical therapies for endometriosis generally 
revolve around hormonal manipulation and these provide 

endometrial tissue may also be offered and may initially 
provide some relief but periods of remission are limited. 
Full or partial hysterectomy is also carried out in some cases 

surgical management with hormone replacement. 

of endometriosis and while homeopathic constitutional treat-
ment of this problem may provide the most sustained relief, 

that are potentially homeopathic to the condition itself,1, 2, 3, 4, 5, 

6, 7 and I’ve found it interesting how often these remedies have 
come up in my own clinic for the sufferers of endometriosis.

APIS MELLIFICA

The endometriosis signs and symptoms that are consistent 
with the proving and clinical symptoms for Apis include 
dysmenorrhoea and tenderness over the abdomen and uterine 
region. Acute right-sided ovarian pain of a stinging nature 
may also be seen here and this is often aggravated by coition. 
There may be bearing-down pain or a feeling of weight or 
heaviness in the right ovarian region. Menses are brief, often 
only lasting for one day, but are profuse or scanty and are 

Endometriosis and its Management using Homeopathy
Robert Medhurst BNat, DHom, DBM, DNutr

Robert Medhurst is a naturopath practising in the Adelaide Hills in South Australia. Robert was formerly the Expert Advisor 
on Homeopathy to the TGA. He specialises in homeopathy and is the author of The Business of Healing. For more 
information see www.adelaidehillsnaturopath.com.au.

often accompanied by light-headedness. In general, those 

or nervous nature and have little or no thirst. Symptoms are 
worse from the slightest touch or pressure or the heat of a 
room and may be improved by cold air, motion or uncovering.

CACTUS GRANDIFLORUS 

Dysmenorrhoea is a prominent feature here. Feelings of 
constriction in the uterine area may be reported, as may 
a pulsating pain or sensation in the uterus and ovaries. The 

down. Feelings of constriction are a common theme here and 
these may be aggravated by the slightest contact. Symptoms 
are worse on the left side, on lying down, from noise, light or 
fasting and are better in the open air.

CAULOPHYLLUM THALICTROIDES

The person who may be helped by Caulophyllum may have 
a history of miscarriage due to uterine debility. There may 
be dysmenorrhoea with debility, and paroxysmal but intense 
shooting pain across the lower abdomen and extending into 
the groin. The menses are often profuse. The mental state 
here has been described as nervous and fretful, with irrita-
bility and easily aroused displeasure. Symptoms are worse 
from open air, coffee or suppressed menses.

COCCULUS INDICUS

Cocculus is said to correspond to a sensitive and romantic 
nature, but one that is easily angered and doesn’t tolerate 
contradiction. In regard to endometriosis, spasmodic, colicky, 

menses, often of early onset, may signal the need for this 
remedy. Other indicative signs and symptoms may include a 
pressing pain in the uterine region, a debilitating leucorrhoea 
between menses and a history of motion sickness. Symptoms 
are often worse from being in a moving vehicle, from a lack of 
sleep, mental excitement, and at menses, and are better from 
sitting or lying on the side.

“Sufferers of this condition may have 
endometrial tissue appearing on the fallopian 

tubes, ovaries or areas of previous scarring: 
the pelvic area generally, or in the  

peritoneal cavity.”
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FOLLICULINUM

Often thought of as a remedy for PMS, Folliculinum is a 
remedy made from the ovarian follicle and is a relatively 
recent addition to the homeopathic armamentarium. The 
signs and symptoms that can indicate a need for it include 
menses that are prolonged and consist of bright and clotted 

of the period, and may be accompanied by a feeling of uterine 

the onset of menses and better from fresh air.

HYDRASTIS CANADENSIS 

The signs and symptoms that may be seen here include 
-

and pain during coition may also indicate a need for 
Hydrastis. A history of depression and/or forgetfulness may 

pressure.

LACHESIS MUTA

the onset of menses, are indicators for the use of this remedy. 
The menses themselves may be briefer and scantier than they 

present. Characteristic of the Lachesis picture is a rambling 
and at times erratic loquacity, a suspicious nature, and a 

PALLADIUM METALLICUM

burning pain in the area of the right ovary and possibly 
backache. Menorrhagia may accompany these problems, as 

history of uterine prolapse or retroversion is often noted in 

leucorrhoea occurring before and after menses. Mentally, 

offence and also the need for approval. There may be a 

social interaction, standing, during and after exertion, and 
may be better from touch, pressure and after sleep.

SEPIA

Often hailed as the great female reproductive remedy, the 

-
panied by a localised feeling of stinging or burning, and 
painful coition. Menses may either be early and profuse or 

late and scanty. The mental symptoms that may further point 

matters), sadness, poor memory, an indifference to others 

air. Symptoms may be improved by exercise, violent motion, 

REFERENCES 
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A low carbohydrate diet, along with regular morning exer-
cise, is the key to losing fat. Your body has a choice for energy: 
it can burn primarily either fat or carbohydrates. There is of 
course protein as a fuel source, but this vital nutrient is usually 
reserved for more important purposes. If you are eating a 
high carbohydrate diet, your body will burn carbohydrates as 
energy. It has to, or blood sugar levels will rise and diabetes 
will kick in. Therefore your fat will be spared and will in fact 
increase as the excessive sugars in your blood are turned into 
your beer belly!

WHAT ARE CARBOHYDRATE FOODS?

This confuses a lot of my students. After all, fruits, vegetables, 
salads, nuts, seeds and legumes are all carbohydrate foods, yet 
the best diet for fat loss is based on these foods. Having said 
that, most of what makes up broccoli - for example - by weight  

Broccoli contains about 5% carbohydrate. In contrast, pasta 
contains about 70% (even the brown stuff!)

ARE OUR CURRENT RECOMMENDATIONS OF A 
LOW FAT, HIGH COMPLEX CARBOHYDRATE 
DIET WORKING?

Obesity is killing thousands of Australians each year. 
Innovative approaches need to found to tackle this rapidly 

-
dering. According to the CSIRO, Australians are putting on 
6,000 tonnes of fat per year. So it is clear that what we are 
currently doing is killing us!

Obesity is caused by numerous factors but the two most 

Substantial fat loss can be achieved by addressing these 
two factors.

EATING FOR FAT LOSS

Humans are ‘designed’ to eat foods that do not cause obesity. 

seeds, legumes and healthy oils. In contrast, consuming grains 
(high carbohydrate foods) has been a recent addition in the 
diet of humans (we only introduced grains 10,000 years ago) 

-
ties we do today.

Basic biochemistry teaches us that all carbohydrates 

(glucose). Grains are 50%-80% carbohydrate. The body will 
always burn glucose in preference to fat because high blood 
sugars lead to complications such as diabetes.

Treating the Obese Client: Fat Loss, NOT Weight Loss
Stephen Eddey MHSc, BCompMed,DipAppSc(Nat), AssDipChem, CertIV(Workplace Training and Assessment),  

Head of Nutrition ATMS

By consuming a lot of carbohydrates daily, the body has no 
chance to burn body fat. Instead it turns the excess glucose 
created by the consumption of carbohydrates into fat. This 
excess glucose also stimulates cholesterol and triglyceride 
production in the liver, increasing cholesterol levels in the 
body and further increasing the risk of heart disease. 

-
drates results in greater fat loss. A recent medical study found 
that reducing carbohydrates is a more effective fat loss diet 
over six months than a traditional low-calorie, high-carbohy-
drate, low-fat diet. A lower carbohydrate diet also resulted in 
improvements in cholesterol readings.

OBESITY DRIVES DISEASES

While it is commonly known that obesity increases the risk of 
heart disease, diabetes and many other non-metabolic disor-
ders such as arthritis, not so commonly known is that obesity 
also drives cancers.

Having excess fat increases the production of oestrogen in 
men and women. One study found that obese women with a 
body mass index (BMI) of 30 or higher had oestrogen concen-
trations between 60%-219% higher than thin women. The 
risk of breast cancer increased as BMI increased: at about 

oestrogen has been linked to multiple hormonal cancers, 
including breast and prostatic cancers. One study of the link 
between carbohydrate consumption and cancer concluded, 
“Tumour patients exhibit an increased peripheral demand of 
fatty acids and protein. Contrarily, tumours utilize glucose as 
their main source of energy supply. Thus, a diet supplying the 

while restricting the carbohydrates (CHO) tumours thrive on, 
could be a helpful strategy in improving the patients’ situa-
tion. A ketogenic [low carbohydrate, high protein and fat] diet 

1

EXERCISING FOR FAT LOSS

There are two types of exercise: aerobic and resistance exer-
cise. Aerobic exercise includes walking, running, swimming, 
aerobics and riding a bike. Resistance exercise includes weight 
training, pilates and ‘pump’ aerobics. The best exercise for fat 
loss is a combination of resistance and aerobic exercise.

“
fewer carbohydrates results in greater fat loss.”
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THE TIMING OF EXERCISE

morning. No excuses because at the end of the day, you will 
have either excuses or results. Some people eat food before 
their run/walk/gym/swim, meaning they will burn the food 
they just ate, as opposed to burning their beer belly! Get up, 
drink water and go! After all, in our days as hunter-gatherers 
of food - before we had fridges and delis -  exercising had to 
precede eating!

CONCLUSION

Having too much body fat can be changed by diet and life-
style. First eliminate sugars and grain foods, and eat more 

and eggs. Regular resistance and aerobic exercise will also 
dramatically increase fat loss. Don’t make weight loss your 
goal, make the process of fat loss your goal and wellness with 
follow.
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In late May this year I led a delegation of four of my Tai Chi 
students from Jian Shen School of Tai Chi here in Hobart 
to Beijing for a week’s intensive in Tai Chi and Qigong. 
Our teachers were Professor Tang from the Beijing Sports 
University and Master Xu from Beijing’s First TCM Hospital. 
We also visited the Hospital to meet  Master Xu and watched 
him working with some of his patients.

Five Animal Qigong (Wu Qin Xi), as taught to us by Professor 
-

tised today. As Taoist Legend has it, Hua Tuo [110-207 AD/
CE] received this text, as well as instruction in Five Animals, 
from two recluses living in a cave on Mount Gong Yi. The 

(and Five Animal Qigong, in particular) are Madame Guo 

teacher, Hu Yao-zhen). The series of exercises that comprise 
the Five Animal Qigong not only helps to keep the body 
sprightly and strong and treats many diseases but also engages 
both the mind and spirit in its attempt to unite humankind 
and heaven. 

So from centuries ago to a park in north Beijing we practised 
daily. Our time was divided between Professor Tang from the 

First TCM Hospital, who worked with us on Five Element 
Qigong and meditation.

Tai Chi and Qigong Intensive in Beijing: 
Tour led by ATMS Vice President Bill Pearson
Bill Pearson, Vice President, ATMS

Master  Xu and Bill  Pear son at  the Fir s t  Beijing 
TCM Hospi t al

Following a  demons t rat ion by Sword Tai  Chi  Mas te r  (cent re),  in  a  park  at  the 

Readers who have travelled 
to China will well recall 
the scene in parks, public 

where countless thousands 
meet to practise Tai Chi and 
Qigong, and to dance, sing 
and indeed not only enjoy 

importantly share their 
experience with like minded 
souls. My students and I 
were part of this every day 
and to be so was an extraor-
dinary feeling. Large build-

-

unnecessary. All you needed 
was a culture, a desire to be 
part of this and a few hours 
every day to celebrate. 

I had organised this trip through a contact I made in Beijing 
who runs medical training programmes, and already we 
have started discussing a seven day TCM and Massage 
programme in a TCM hospital in Taian (Shandong prov-
ince, Western China) for mid 2013. If you are interested 
please feel free to email me at chimed@billpearson.com.au 
and I will keep you in the loop.
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Josh is a four year old child who has a fever. He vomited a few 
times over the past week or so. He has been lethargic, off his 
food and sleeping more than usual. The child’s mother thinks 
he is still hot.

The child has been recently examined by the family GP who 
found no abnormal physical signs. He was not prescribed any 
medication. There has been no runny nose, cough or rash. 
When pressed about associated symptoms, his mother says 
she that her son has wet his pants a few times recently which, 
is unusual. She does not think he is especially sick.

The child had a normal delivery, Apgar 8. He has been taken 
to the local health clinics for regular check-ups and has devel-
oped normally. Milestones were within normal limits.

PHYSICAL EXAMINATION 

Josh has a temperature 38.6°C. He is alert and interested in 
playing. He appears to have normal respiration and gait. His 
skin is normal and he has moist mucous membranes. He has 
slight abdominal discomfort.

WORKING DIAGNOSIS

Urinary tract infection. Rationale: four year old child who 
has a fever, no runny nose, cough or rash, mother reports that 
Josh has wet his pants a few times recently which is unusual, 
GP found no abnormal physical signs.

TREATMENT

antibiotic therapy. If fever persists for 72 hours ultrasound is 
indicated to rule out acute pylonephritis.3

Probiotics are recommended for recurrent UTI and following 
antibiotic therapy.4 General measures: 

choline and vitamin A

Canadensis, Zea mays. Sandalwood essential oil 1-2 drops 
in bath water

Integrative medicine
In this section of the journal we present a series of cases selected by our Heads of Departments and other prominent 
practitioners. Readers are invited to comment on their own or other possible approaches to the case of a child with a 
fever, like the one presented here by Bimbi Gray ND, MOstMed and Sarah Hughes, MOstMed. The aim is to stimulate an 
interdisciplinary discussion or debate about the various natural and mainstream medical approaches to treatment and their 
possible integration. Please  post your comments on http://bit.ly/communitiesofpractice.

Osteopathic treatment

axillary and inguinal nodes
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URINARY TRACT INFECTIONS
DESCRIPTION1

 
(lower UTI).

Escherichia coli is the most commonly isolated organism from paediatric patients with UTIs. 
However, any organism that gains access to the urinary tract system may cause infection, 
including fungi (Candida species) and viruses. 

INCIDENCE2

UTIs are one of the most common bacterial infections in children, with a cumulative incidence 

year of life,  most marked for boys. Symptomatic recurrence has been reported to occur in 32% 

infections in boys without underlying structural abnormalities are unusual. 

CLINICAL SIGNS AND SYMPTOMS2

The symptoms of a UTI depend on the level of infection (cystitis or pyelonephritis) and the age 

may also be present. In contrast, symptoms localised to the kidneys and urinary tract become 
more common as children get older, although high fever may also be the only sign of acute 
pyelonephritis in a young child. Children cannot usually report back or loin pain until they are 
3–4 years of age or over, but renal tenderness can sometimes be found in young children who 
cooperate well with the physical examination. While children over 2 years of age are able to 

-
cent and adult women show that as many as 50% of patients with these symptoms won’t have a 
UTI.

INVESTIGATIONS1

children who should receive antibacterial treatment while culture results from a prop-
erly collected urine specimen are pending. Numerous studies have compared dipstick tests 
for leukocyte esterase and nitrite with microscopic examination of the urinary sediment for 

urine should be obtained for culture, and initial treatment should be given to those children 
with fever and a presumptive diagnosis of a UTI, regardless of the result of urinary dipstick 
testing or urinalysis. 

be obtained in patients who appear ill. However, in patients with suspected bacteremia or 
urosepsis, blood cultures should be obtained.

MEDICAL MANAGEMENT1

-
ysis and/or urine cultures are not needed if the patient’s condition responds to therapy  
as expected. 
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Law Report

One of the main issues of concern for a massage thera-
pist relates to clients misinterpreting their touch as some-
thing inappropriate. As well as being sanctioned by their 
Association, the massage therapist (and any other therapist) 
also risks being charged with an offence under the Crimes Act 
1901 (NSW).

between a therapist and their client. Trust is one of the most 
important elements of this relationship. Once trust has been 

All Massage Therapy Associations deal with sexual relation-
ships between clients. All Associations have long advised 
clients to maintain boundaries in their relationships with 
clients and not engage in any inappropriate behaviour with 
them. In August 2008 the Unregistered Health Practitioners 
Code of Conduct came into force and applies to all health 

on this topic as well as set out below:

13 Health practitioners not to engage in sexual or improper 
personal relationship with client.

1.  A health practitioner must not engage in a sexual or other 
close personal relationship with a client.

2.  Before engaging in a sexual or other close personal relation-
ship with a former client, a health practitioner must ensure 
that a suitable period of time has elapsed since the conclu-
sion of their therapeutic relationship.

In the next issue I will review the Code in relation to these 
boundary issues. In this issue I will focus on the criminal law 
aspects.

The Crimes Act 1901 (NSW) sets out a number of sections 
relating to sexual offences. The main issue with these crimes 
is consent. Section 61HA deals with this: 

2.  Meaning of consent A person consents to sexual inter-
course if the person freely and voluntarily agrees to the 
sexual intercourse. 

Protecting massage therapists against sexual assault claims
Ingrid Pagura BA, LLB

3.  Knowledge about consent A person who has sexual inter-
course with another person without the consent of the other 
person knows that the other person does not consent to the 
sexual intercourse if:

  a.  the person knows that the other person does not 
consent to the sexual intercourse, or 

  b.  the person is reckless as to whether the other 
person consents to the sexual intercourse, or

  c.  the person has no reasonable grounds for 
believing that the other person consents to the 
sexual intercourse.

4.  Negation of consent A person does not consent to 
sexual intercourse:

  a.  if the person does not have the capacity to consent 
to the sexual intercourse, including because of 
age or cognitive incapacity, or 

  b.  if the person does not have the opportunity to 
consent to the sexual intercourse because the 
person is unconscious or asleep, or 

  c.  if the person consents to the sexual intercourse 
because of threats of force or terror (whether the 
threats are against, or the terror is instilled in, 
that person or any other person), or

5.  A person who consents to sexual intercourse with another 
person

  c.  under a mistaken belief that the sexual inter-
course is for medical or hygienic purposes (or 
under any other mistaken belief about the nature 
of the act induced by fraudulent means), does not 
consent to the sexual intercourse

6.  The grounds on which it may be established that a person 
does not consent to sexual intercourse include:

  a.  if the person has sexual intercourse while substan-
tially intoxicated by alcohol or any drug, or 
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  b.  if the person has sexual intercourse because of 
intimidatory or coercive conduct, or other threat, 
that does not involve a threat of force, or 

  c.  if the person has sexual intercourse because of the 
abuse of a position of authority or trust.

7.  A person who does not offer actual physical resistance to 
sexual intercourse is not, by reason only of that fact, to be 
regarded as consenting to the sexual intercourse. 

Section 61I of the Act covers sexual assault and this is proven 
where a person has sexual intercourse with another person 
without their consent and knowing that they don’t consent. 
Sexual assault includes two components sexual intercourse:  
without consent and — knowing that person doesn’t consent 
or failing to ensure that they do. As can be seen from subs 
(6) above, even if a person appears to consent the court may 

 
the therapist.

relationships. As we know, clients can develop a depend-
ency on their therapist and view the relationship in a skewed 
way. Because of this, clients may view approaches for sex as 
a normal part of the treatment, and even welcomed, but the 
law may see this as an abuse of trust. Further when read in 
conjunction with subs (5)(c) this becomes even more of an 
issue. If a person consents because the therapist tells them it 
will help with the treatment, this will not be viewed as consent 
by a court at all.

Sexual assault is a very serious offence for massage thera-
pists. With clients undressed and lying on the table, they are 
in a very vulnerable position. A massage therapist must never 
have sex with a client. Even if the client approaches you or 
consents, though this is legal, ethically it is still not accept-
able. Clients may appear to agree at the time, but this may not 
actually constitute agreement. 

The massage therapist must always maintain an appropriate 
relationship. Having sex with a client not only inappropri-
ately crosses boundaries, it can also lead to a criminal charge. 
Massage therapy has done much work over many years to 
disassociate itself from massage parlours and brothels. Having 
sex with clients blurs this distinction and undoes many years 
of hard work. 

Another potential area for trouble is the lesser offences 
of Indecent Assault and Act of Indecency. These are set 
out below:

61L INDECENT ASSAULT 

Any person who assaults another person and, at the time of, 
or immediately before or after, the assault, commits an act of 
indecency on or in the presence of the other person, is liable to 
imprisonment for 5 years.

61N ACT OF INDECENCY 

1.  Any person who commits an act of indecency with or 
towards a person under the age of 16 years, or incites 
a person under that age to an act of indecency with or 
towards that or another person, is liable to imprisonment 
for 2 years.

2.  Any person who commits an act of indecency with or 
towards a person of the age of 16 years or above, or incites a 
person of the age of 16 years or above to an act of indecency 
with or towards that or another person, is liable to impris-
onment for 18 months.

These offences relate to sexual offences but the difference 
is that there is no sexual intercourse. An act of indecency is 
touching someone in a sexual way or acting with a sexual 
overtone. Brushing against someone’s breast or bumping into 
them are not included here, unless of course this was not an 
accident. Where a person deliberately touches someone in a 
sexual way, this would be included under these offences. 

With massage, because the therapist is touching the client, 
again they need to maintain appropriate boundaries. A 
client can easily misinterpret a therapist’s comments or feel 
uncomfortable when a massage therapist touches them in 
certain places.

In order to avoid being charged with these offences, a thera-
pist should always get informed consent before massaging 
their client’s inner thighs, buttocks and abdominal areas. 
Informed consent here means that the therapist explains what 
they are going to do and why and then ask the client if they 
are happy to proceed. If the client agrees, then go ahead but 
if not, do not go ahead with the treatment. Check throughout 
the massage that they are still comfortable with what you are 
doing. Never massage a person’s breasts, nipples, genital or 
anal areas.

This creates a sexualised environment and while a client 
may not say anything, they might feel uncomfortable. In a 
NSW District Court case last year, a massage therapist was 
charged with three acts of indecency and found guilty. He was 
performing reiki and touched his client’s bottom and put his 
hand down her pants. Even if something is part of a treatment, 
for example clearing chakras, a therapist must not touch their 
clients in this way.

As a massage therapist, protect yourself by never putting your-
self in a vulnerable position. Never put yourself in a position 
where your behaviour may be misinterpreted or called into 

the client what you are doing and why. Don’t surprise them. 
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Recent Research

REFLEXOLOGY

increase vagal modulation, decrease sympathetic modulation, and lower 

blood pressure in healthy subjects and patients with coronary artery 

disease. Alternative Therapies. 2011; 17(4):8—14

Objective: Complementary and alternative medicine (CAM) 
has long been used by people to postpone the aging process 

-
ology (FR) on the autonomie nervous modulation in patients 
with coronary artery disease (CAD) by using heart rate 
variability analysis.

Study Methods: Seventeen people with angiographically patent 
coronary arteries and 20 patients with CAD scheduled for 
coronary artery bypass graft surgery were recruited as the 
control and CAD groups, respectively. The normalized high-

-

as the index of vagal withdrawal and renin-angiotensin 
modulation.

Results: In both control and CAD groups, the nHFP was 

those before FR. The systolic, diastolic, mean arterial, and 

groups of participants. In the CAD group, the percentage 
change in heart rate 30 and 60 minutes after FR was smaller 
than that in the control, and the percentage change in nVLFP 
60 minutes after FR was smaller than that in the control. In 
conclusion, a higher vagal modulation, lower sympathetic 
modulation, and lower blood pressure can be observed 
following 60 minutes of FR in both controls and CAD 
patients. The magnitude of change in the autonomie nervous 
modulation in CAD patients was slightly smaller than that in 
the controls.

Conclusion -
peutic regimen to increase the vagal modulation and decrease 
blood pressure in both healthy people and CAD patients.

Flynn L, Bush T, Sikorskii A, Mukherjee R, Wyatt G. Understanding 

device. European Journal of Cancer Care. 2011; 20 (5):686-96.

as supportive care during treatment. It involves stimulation 
-

-
ment of cancer and treatment-related symptoms and improve-
ment in physical functioning; however to date, the mechanism 
of action for these improvements is unknown. One confounder 

‘human factor’, there is a need for an alternative method for 

-
oped and tested for feasibility, safety and acceptability with 

symptom management and enhanced functional status with a 
sample of women undergoing chemotherapy for breast cancer 
(n= 13). Safety, feasibility and acceptability were established, 

-

on chemotherapy.

HERBAL MEDICINE

Rahnama P, Montazeri A, Huseini HF, Kianbakht S, Naseri 

relief in primary dysmenorrhea: a placebo randomized trial. BMC 

Complementary and Alternative Medicine. 2012; 12:92.

Background

popular spice that has traditionally been used to combat the 

was to evaluate the effects of ginger on pain relief in primary 
dysmenorrhea.

Method: This was a randomized, controlled trial. The study 
was based on a sample of one hundred and twenty students 
with moderate or severe primary dysmenorrhea. The students 
were all residents of the dormitories of Shahed University. 

ginger and the other for placebo in two different treatment 
protocols with monthly intervals. The ginger and placebo 
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groups in both protocols received 500 mg capsules of ginger 

ginger and placebo were given two days before the onset of 

days of the menstrual period. In the second protocol ginger 

menstrual period. Severity of pain was determined by a verbal 
multidimensional scoring system and a visual analogue scale.

Results: There was no difference in the baseline characteristics 
of the two groups (placebo n = 46, ginger n = 56). The results 

the severity of pain between ginger and placebo groups for 
protocol one (P = 0.015) and protocol two (P = 0.029). There 

two groups for protocol one (P = 0.017) but not for protocol 
two (P = 0.210).

Conclusion: Treatment of primary dysmenorrhea in students 

relieving intensity and duration of pain.

Kim SY, Seo SK, Choi YM, Jeon YE, Lim KJ, Cho S, Choi YS, Lee 

BS. Effects of red ginseng supplementation on menopausal symptoms 

and cardiovascular risk factors in postmenopausal women: a doubleblind 

randomized controlled trial. Menopause. 2012;19(4):461-6.

Objective: The aim of this study was to evaluate the effects of 
red ginseng (RG) on menopausal symptoms and cardiovas-
cular risk factors in postmenopausal women.

Methods: A randomized, placebo-controlled, double-blind 
clinical trial was conducted with postmenopausal women 
between the ages of 45 and 60 years. A total of 72 women 
were randomly assigned to either an RG group (supplemented 
with 3 g of RG, including 60 mg of ginsenosides, per day) or a 
placebo group for 12 weeks. We analyzed changes in meno-
pausal symptoms (the Kupperman index and the menopause 

-
sensitivity C-reactive protein, and carotid intima-media 
thickness), and serum estradiol levels from baseline to 12 
weeks.

Results

= 0.032) and in the menopause rating scale (P = 0.035) scores 
were observed in the RG group compared with the placebo 
group. Total cholesterol (P = 0.009) and low-density lipo-

decrease in carotid intima-media thickness (P= 0.049). Serum 

Conclusions: RG could be an attractive herbal dietary supple-
ment for relieving menopausal symptoms and conferring 
favorable effects on markers of cardiovascular disease in post-
menopausal women. 

Pengelly A, Snow J, Mills SY, Scholey A, Wesnes K, Butler LR. Short-

term study on the effects of rosemary on cognitive function in an elderly 

population. Journal of Medicinal Food. 2012;15(1):10-7.

-
tions that justify investigation for a potential role in reducing 
widespread cognitive decline in the elderly. A randomized, 
placebo-controlled, double-blinded, repeated-measures 
crossover study was conducted to investigate possible acute 
effects of dried rosemary leaf powder on cognitive perfor-
mance. Twenty-eight older adults (mean age, 75 years) were 
tested using the Cognitive Drug Research computerized 
assessment system 1, 2.5, 4, and 6 hours following a placebo 
and four different doses of rosemary. Doses were counterbal-
anced, and there was a 7-day washout between visits. There 
was a biphasic dose-dependent effect in measures of speed of 
memory: the lowest dose (750 mg) of rosemary had a statis-

effects on other measures of cognitive performance, although 
these were less consistent. Speed of memory is a potentially 
useful predictor of cognitive function during aging. The posi-
tive effect of the dose nearest normal culinary consumption 
points to the value of further work on effects of low doses over 
the longer term.

TCM

Azizi H, Feng Liu Y, Du L, Hua Wang C, Bahrami-Taghanaki H, 

Ollah Esmaily H, Azizi H, Ou Xue X. Menopause-related symptoms: 

traditional Chinese medicine vs hormone therapy. Alternative therapies in 

health and medicine. 2011. 17(4):48-53. 

Objective: To compare the therapeutic effect of Chinese herbal 
medicine (CHM), acupuncture, and hormone therapy on 
menopause- related symptoms of peri- and postmenopausal 
women.

Study Design: Fifty-seven Chinese women completed 2 months 
of treatment with either CHM (5 g twice daily, n = 22), 
acupuncture plus CHM (Kun Bao Wan) 5 g twice daily plus 
sessions of acupuncture, n = 20), or hormone therapy (n = 15).

Main Outcome Measures: Kupperman index score, levels of 
follicle-stimulating hormone (FSH) and estradiol, and the 
number of symptoms before and after treatment were the 
main outcome measures.

Results: CHM, acupuncture plus CHM, and hormone therapy 

-
ence in Kupperman score between baseline and 2 months 

The difference was only between acupuncture plus CHM and 

CHM. Acupuncture plus CHM, as well as hormone therapy, 
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(P > .05). The mean difference in the level of FSH between 
-

cantly different (P = .02). This difference was only between 

by hormone therapy. The three treatments didn’t make any 

Conclusion: Application of the combination of Chinese herbal 
medicine and acupuncture proved as effective as hormone 
therapy in the treatment of menopause-related symptoms, 
and it achieved better outcomes than herbal medicine alone.

Ma TT, Yu SY, Li Y, Liang FR, Tian XP, Zheng H, Yan J, Sun 

GJ, Chang XR, Zhao L, Wu X, Zeng F. Randomised clinical trial: 

vs. sham acupuncture for treating functional dyspepsia. Alimentary 

Pharmacolog y & Therapeutics. 2012;35(5):552-61.

Background: Functional dyspepsia (FD) is a common disease 
without an established optimal treatment.

AIM: To determine (i) the effect of acupuncture in relieving 
-

ence between acupoint and non-acupoint; and (iii) the effect 
difference among different acupoints.

Methods: A total of 712 eligible patients were included and 

the gallbladder meridian; Group E: sham acupuncture of 
non-acupoints; and Group F: itopride). A treatment period 

up period of 12 weeks were arranged. The outcomes were the 
(i) patients’ response, (ii) symptoms improvement measured 

improvement based on Nepean Dyspepsia Index.

Results: All groups had an improvement in dyspepsia symp-
toms and the QoL at the end of treatment, and the improve-
ment was sustained for 4 weeks and 12 weeks. The overall 

A (70.69%), and lower in sham acupuncture group (34.75%), 
compared with itopride and other acupuncture groups. 
Similarly, the difference in symptoms and QoL improvement 

groups.

Conclusions: Acupuncture is effective in the treatment of func-
tional dyspepsia, and is superior to non-acupoint puncture. 

NUTRITION

Chu TT, Benzie IF, Lam CW, Fok BS, Lee KK, Tomlinson B. Study 

of potential cardioprotective effects of Ganoderma lucidum (Lingzhi): 

results of a controlled human intervention trial. The British Journal of 

Nutrition. 2012;107(7):1017-27.

Previous studies have suggested that Lingzhi (Ganoderma 

on blood pressure, plasma lipids and glucose, but these have 

hyperlipidaemia. The objective of the present study was to 
assess the cardiovascular, metabolic, antioxidant and immu-
nomodulatory responses to therapy with Lingzhi in patients 
with borderline elevations of blood pressure and/or choles-
terol in a controlled cross-over trial. A total of twenty-six 
patients received 1·44 g Lingzhi daily or matching placebo 
for 12 weeks in a randomised, double-blind, cross-over study 
with placebo-controlled run-in and cross-over periods. 
Body weight, blood pressure, metabolic parameters, urine 
catecholamines and cortisol, antioxidant status and lympho-
cyte subsets were measured after each period. Lingzhi was 
well tolerated and data from twenty-three evaluable subjects 
showed no changes in BMI or blood pressure when treated 
with Lingzhi or placebo. Plasma insulin and homeostasis 
model assessment-insulin resistance were lower after treat-
ment with Lingzhi than after placebo. TAG decreased 
and HDL-cholesterol increased with Lingzhi but not with 

over effects prevented complete analysis of these param-
eters. Urine catecholamines and cortisol, plasma antioxidant 

differences across treatments. Results indicate that Lingzhi 
might have mild antidiabetic effects and potentially improve 
the dyslipidaemia of diabetes, as shown previously in some 
animal studies. Further studies are desirable in patients with 
hyperglycaemia.

NATUROPATHY

Ross R, Lam M, Blair SN, Church TS, Godwin M, Hotz SB, Johnson 

A, Katzmarzyk PT, Lévesque L, MacDonald S. Trial of prevention and 

reduction of obesity through active living in clinical settings: a randomized 

controlled trial. Archives of Internal Medicine. 2012;172(5):414-24.

Background

diet to reduce obesity is established; however, little is known 
about the translation of effective lifestyle strategies for obesity 
reduction in primary care settings.

Methods: We assessed the effectiveness of a 2-year behavio-
rally based physical activity and diet program implemented 
entirely within clinical practices to reduce obesity. A total of 
490 sedentary, obese adults were randomized to usual care (n 
= 241) or to the behavioral intervention (n = 249). The usual 
care group received advice from their physicians about life-
style as a strategy for obesity reduction. The behavioral inter-
vention included individual counseling from health educa-
tors to promote physical activity with a healthful diet. The 
primary outcome was change in waist circumference (WC).

Results: A total of 396 participants completed the trial (80.8%). 

was sustained at 24 months (mean [SE], -0.9 [0.4] vs 0.2 [0.4] 
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effects for change in WC in men (P = .009) and women (P = 
.02). In men, the mean (SE) reduction in WC at 24 months 
was greater with behavioral intervention compared with 
usual care (-1.6 [0.6] vs 0.1 [0.6] cm; P = .049). In women, 
the behavioral intervention was associated with differences in 

but not at 24 months (P = .10).

Conclusions: Behavioral intervention in clinical settings is asso-
ciated with modest reductions in WC during a 2-year study in 
obese patients. However, the effectiveness of the intervention 
is restricted to men.

MASSAGE THERAPY

Crane JD, Ogborn DI, Cupido C, Melov S, Hubbard A, Bourgeois 

Medicine. 2012;4(119):119ra13.

Massage therapy is commonly used during physical reha-
bilitation of skeletal muscle to ameliorate pain and promote 
recovery from injury. Although there is evidence that massage 
may relieve pain in injured muscle, how massage affects 
cellular function remains unknown. To assess the effects of 
massage, we administered either massage therapy or no treat-

after exercise-induced muscle damage. Muscle biopsies were 

immediately after 10 min of massage treatment, and after a 
2.5-hour period of recovery. We found that massage activated 
the mechanotransduction signaling pathways focal adhesion 
kinase (FAK) and extracellular signal-regulated kinase 1/2 
(ERK1/2), potentiated mitochondrial biogenesis signaling 

-

induced muscle trauma. Moreover, despite having no effect 
on muscle metabolites (glycogen, lactate), massage attenuated 

heat shock protein 27 (HSP27) phosphorylation, thereby 

summary, when administered to skeletal muscle that has been 
acutely damaged through exercise, massage therapy appears 

promoting mitochondrial biogenesis.

Perlman AI, Ali A, Njike VY, Hom D, Davidi A, Gould-Fogerite S, 

Milak C, Katz DL. Massage therapy for osteoarthritis of the knee: a 

Background: In a previous trial of massage for osteoarthritis 
(OA) of the knee, we demonstrated feasibility, safety and 

beyond treatment termination.

Methods: We performed a RCT to identify the optimal dose of 
massage within an 8-week treatment regimen and to further 
examine durability of response. Participants were 125 adults 

with OA of the knee, randomized to one of four 8-week regi-
mens of a standardized Swedish massage regimen (30 or 60 
min weekly or biweekly) or to a Usual Care control. Outcomes 
included the Western Ontario and McMaster Universities 
Arthritis Index (WOMAC), visual analog pain scale, range of 
motion, and time to walk 50 feet, assessed at baseline, 8-, 16-, 
and 24-weeks.

Results

points, 95% CI ranged from 15.3-32.7) in the 60-minute 
massage groups compared to Usual Care (6.3 points, 95% 
CI 0.1-12.8) at the primary endpoint of 8-weeks. WOMAC 
subscales of pain and functionality, as well as the visual 

-
cant differences were seen in range of motion at 8-weeks, 

at 24-weeks compared to usual care. A dose-response curve 
based on WOMAC Global scores shows increasing effect 
with greater total time of massage, but with a plateau at the 
60-minute/week dose.

Conclusion: Given the superior convenience of a once-weekly 
protocol, cost savings, and consistency with a typical real-
world massage protocol, the 60-minute once weekly dose was 
determined to be optimal, establishing a standard for future 
trials.

TRADITIONAL THAI MASSAGE

Buttagat V, Eungpinichpong W, Chatchawan U, Arayawichanon 

P. Therapeutic effects of traditional Thai massage on pain, muscle 

-

omized single-blinded pilot study. Journal of Bodywork and Movement 

Therapies. 2012;16(1):57-63.

The purpose of this study was to investigate the therapeutic 
effects of traditional Thai massage (TTM) on pain intensity, 
pressure pain threshold (PPT), muscle tension and anxiety 
associated with scapulocostal syndrome (SCS). Twenty 
patients were randomly allocated to receive a 30-min session 
of either TTM or physical therapy modalities (PT: ultrasound 
therapy and hot pack) for 9 sessions over a period of 3 weeks. 
Pain intensity, PPT, muscle tension and anxiety were meas-

1 day after the last treatment session and 2 weeks after the 
last treatment session. Results indicated that the TTM group 

adjusted post-test mean values of each assessment time point 

TTM group (p > 0.05). We therefore suggest that TTM could 
be an alternative treatment for the patient with SCS.
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AROMATHERAPY

Çetinkaya B, Basbakkal Z. The effectiveness of aromatherapy massage 

using lavender oil as a treatment for infantile colic. International Journal 

of Nursing Practice. 2012;18(2):164-9.

The aim of this paper was to investigate the effect of aroma-
therapy massage using lavender oil as a possible treatment 
for this condition. This research was carried out on a group 
of 40 infants between 2 and 6 weeks of age with a gestational 
age of 38-42 weeks and normal development and growth. 
All the infants weighed between 2500 and 4000 g at birth 
and all exhibited the signs of colic. Infants in the treatment 
group received abdominal massage by their mothers using 
lavender oil, while those in the control group were not subject 
to an intervention. The infants in both control and treatment 
groups were monitored once a week by the researchers, in 

terms of changes in the length of time the infants cried per 
week. The use of aromatherapy massage using lavender oil 
was found to be effective in reducing the symptoms of colic.

2012 WORKFORCE SURVEY
This year the ATMS Research Committee will 
conduct a natural medicine workforce survey.  All 
ATMS members are invited to participate.

attempt to reach the entire natural medicine work-
force in Australia. Previous surveys conducted in 
2002 reported on the massage, herbal medicine, 
naturopathy and acupuncture workforce. The 
2012 survey will expand our knowledge of our 
occupations to include all natural medicine modal-
ities and invite collaboration with all Australian 
natural medicine professional associations. 

 Your participation in this survey is vitally impor-
tant to a complete picture of the natural medicine 
workforce  and their work practices.  All ATMS 
members will receive survey forms in coming 
months.  Findings of the study will inform ATMS 
policy decisions and lobbying to federal and  
state governments.
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DATE TOPIC SPEAKER REGION

October

7 Beating the Anxiety/Stress/Depression Blues:  The 
Psychoneuroimmunoendocrinology 
Syndrome

Stephen Eddey Darwin

13 + 14 Persistent mental health conditions: Varying treatments  
and perspectives

Tania Patterson, Teresa 
Mitchell-Paterson & Stephen 
Eddey

Randwick

20 + 21 Clinical Massage Dysfunction of the Shoulder and  
Thoracic Regions

Raymond Smith, 
Allan Hudson

Tweed Heads

November

17 + 18 Traditional Chinese Cupping Bill Pearson Hobart 

18 Beating the Anxiety/Stress/Depression Blues: The 
Psychoneuroimmunoendocrinology Syndrome

Stephen Eddey Townsville

24 + 25 Clinical Massage Dysfunction of the Shoulder and  
Thoracic Regions

Raymond Smith, 
Allan Hudson

25 ATMS Skills Update - Perth Paul Alexander Perth

ATMS’ Professional Education Seminars
October – November 2012 Calendar
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Book Reviews

This captivating book is underpinned by 

organic farming practices, rich ethnic diver-

sity, and the communion of a loving family 

kitchen and dining table. It is a treasury of 

varied life journey. Cecile Yazbek was 

born into a Lebanese family in South 

Africa. Before she emigrated to Australia 

she studied anthropology, sociology and 

psychology and worked to alleviate the 

plight of disadvantaged South Africans 

suffering under apartheid. In Australia she 

established a successful vegetarian cooking 

school and catering business on Sydney’s 

humanism and her wide-ranging knowledge 

of food are abundantly evident in this book: 

in her own words, “ a foreign country in  

my kitchen”.

Mezze to Milk Tart: from the Middle East to Africa in my 
Vegetarian Kitchen
Cecile Yazbek, Wakefield Press, Kent Town, S.A. 2001. ISBN 978 1 86254921 0. Available from Wakefield Press, 1 
The Parade West, Kent Town, South Australia, 5067. www.wakefieldpress.com.au

An introductory chapter covers such culi-

nary basics as preparation, measuring, 

implements, and seasoning, using the senses 

of hearing and smell to evaluate the progress 

of a dish, and - really good, this - the use 

of a sweated vegetable base, prepared in 

advance and kept frozen, as the basis of a 

great variety of other dishes. Ms Yazbek 

presents eight simple mid-week meals that 

can be made on this base with only margin-

ally more effort than it would take to detour 

to the local noodle bar on the way home, but 

Another valuable chapter deals with the 

-

dients, and there’s a lovely excursion into 

Ms Yazbek’s own garden, prefaced with 

the words of pioneering organic farmer 

and author of The One Straw Revolution, 

Masanobu Fukuoka, which are apposite 

to the author’s own holistic approach to 

growing and preparing food: “The ulti-

mate goal of farming is not the growing of 

crops, but the cultivation and perfection of 

human beings.”

As the title suggests, lovers of the mezze 

platter, that great culinary contribution of 

-

tion in these pages.  The spirit of the mezze 

table is expressed in these words: “Wherever 

we are from or wherever we are going, we all 

appreciate feeling included ... Come, let us 

assemble a feast ...” We then take a twenty-

page journey through the classic ingredients 

of this most sociable of feasts: nuts, pickles, 

patties, dips, spreads and salads, rolls and 

stuffed vegetables, fragrantly spiced yoghurt 

There are concluding chapters of miscel-

lanies that alone are worth the price of 

admission: eight pages of mouth-watering 

suggested menus, nutrition for vegetarians 

and the moral dimension of vegetarianism.

If ever a book dispelled two myths - vege-

tarian food is bland and preparing it takes 

of the recipes are unfailingly delectable, 

and it’s doubtful that there’s a recipe in 

these pages that would be beyond the 

comprehension and industry of even a half- 

hearted cook.

 It’s an eclectic and deeply rewarding journey 

through a humanist’s pantry, kitchen, rich 

familial, cultural and gastronomic heritage, 

and soul. All lovers of honestly and imagina-

tively prepared vegetarian food should get 

Reviewed by Stephen Clarke
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This is a practical manual for students 

and clinicians concerned with the evalu-

ation, diagnosis and management of the 

movement-related problems experienced 

by patients with spinal pain disorders. It 

presents an integrative model of posturo-

movement dysfunction which describes 

commonly observed features, and related 

key patterns, of altered control. This 

provides a framework for assessment of the 

individual patient.

Key features of this book are

-

tional movement in the spine, and their 

development, and exploration of probable 

reasons why they are altered in people 

with back pain

of presentation in patients with spinal 

Back Pain: a Movement Problem 
Reviewed by Stephen Clarke

Key, Josephine. Churchill Livingstone/Elsevier, Sydney 2010. ISBN 978-0-70203-079-6. 
Hardback edition $77.00. Available from Elsevier Australia, 1800 263 951 or  
www.elsevierhealth.com.au

system based upon posturo-movement 

impairments

insights gained from the author’s exten-

sive clinical practice

therapy and presentation of guiding 

principles for therapeutic interventions 

based on clear reasoning, emphasizing 

particularly which patterns of movement 

need to be encouraged, which need to be 

reduced, and how this can  

be achieved.

This is a practical handbook, written by 

a practitioner with long experience in a 

clearly illustrated with a particular view 

to presenting the difference between what 

are often thought of as normal presenta-

tions of back function and structure, and 

dysfunctional ones. It integrates appropriate 

treatment and rehabilitation strategies and 

will be relevant for all types of remedial  

manual therapists.

The book is abundantly illustrated to present 

concepts and to illustrate the difference 

between so-called normal and dysfunc-

tional presentations. The author maintains 

“the line between ‘normal’ and ‘abnormal’ 

is often fuzzy”, and that dysfunction is not 

always “overt” but may arise from very 

slight posturo-motor deviations becoming 

embedded in the patient through habitual 

movement patterns over many years. She 

therefore stresses the important role of 

patient education. The book’s arguments 

and prescriptions are supported by regular 

reference to past and current research. It 

contains a glossary of terms and is very well 

indexed.

Learn Iridology the way it should be practised
Post graduates: Whether you have studied in depth before or not, this course is sure to 

raise your confidence and enthusiasm for Iridology. Written by Australia’s leading authority 

Toni Miller, this is the most up to date material taught in the southern hemisphere.

Australia’s only college specialising in Iridology education. 

Study advanced units offered by the College of I.R.I.S. Australia’s only college specialising in 

Iridology education.

Iridology Protocols and Physiography - Brisbane: Sept 23 – 26 Sydney: Sept 9 – 12th

Emotional aspects of Iridology Sydney Oct 21 – 24th Brisbane: Nov 5 – 8th

Each course from 9am – 5pm daily - 5 CPE pts per day

ESSENTIALS PACK
4 Premium products

iridology classes
Enhance your skill in iris assessment

Our classes start where most others finish...

Lecturer: Toni Miller ND DHM

PRICE: $895. ($795 EARLY BIRD)  Price includes full colour workbook and morning tea.

Full seminar details or Book online:   www.iridologyonline.com   Email:  info@iridologyonine.com  

Ph:  07 5522 4557   Mail:  College of I.R.I.S. P.O. Box 389, West Burleigh, 4219

Iridology Research & Integrated Subjects

Primary reference

Teaching Iridology since 1983

$300
+ postage

Flash Cards

Desk ChartIris Light

SAVE $80
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Until fairly recently there have been rela-

tively few Australian textbooks to assist with 

training natural medicine practitioners. 

Massage Therapy education is no excep-

tion and, to date, apart from the Foundations 

of Massage by Casanelia & Stelfox, there has 

purpose. The sets 

out to change that by providing a clear and 

comprehensive template for the training of 

remedial massage therapists.

Where the Foundations text focussed mainly 

on relaxation massage training, meeting 

takes on the 

therapy, its scope of practice, assessment and 

the treatment and management of common 

musculoskeletal conditions. The authors 

of this new book have done a wonderful 

job in covering all of the important aspects 

of remedial massage practice while also 

ensuring that its content aligns seamlessly 

with that of the National Training Package 

(HLT50307). The book is clearly illustrated 

with both diagrams and photographs, and is 

accompanied by a DVD that demonstrates 

assessment and integrated therapeutic tech-

of remedial massage and how that differs 

from relaxation massage. Section one clari-

massage and discusses the place of remedial 

massage practice in the Australian health 

-

tive approach to health. A chapter on assess-

ment procedures provides an evidence-based 

perspective on the principles, role and appli-

cation of assessment in remedial massage 

practice, and a chapter is also dedicated to 

the principles and purpose of planning reme-

dial massage treatments. The framework 

Textbook of Remedial Massage
Reviewed by David Stelfox

Grace, Sandra & Deal, Mark, Chatswood NSW: Churchill Livingstone/Elsevier, 2012.  
ISBN 978-0-7295-3969-2. Available from Elsevier Australia, 1800 263 951 or  
www.elsevierhealth.com.au

that this latter chapter provides is something 

that is often overlooked in the training of 

remedial massage therapists.

Section two takes a comprehensive look 

at some of the most commonly used reme-

point therapy, myofascial release, lymphatic 

drainage massage and muscle stretching. 

perspective of research-based evidence, 

indications and contraindications for 

use, and the principles and explanations 

of treatment.

The third and largest section of the text 

examines each major region of the body 

from the perspectives of anatomy, assessment 

procedures, common conditions associ-

ated with the region, and the integration of 

condition.

The  will 

for the training of Australian remedial 

massage therapists, and its authors are to 

be congratulated on the production of this  

excellent book.

Oncology Massage (OM) Training ...
Dispelling the myths...  

by understanding the science

Modules 1 & 2 are for therapists who  
are already, or are interested in,  
working with clients with cancer.
Modules 3 & 4 are for therapists  

working in a medical setting.
Internationally qualified teachers

For course dates and locations go to:  
www.oncologymassagetraining.com.au 

The national Contact a Therapist listing 
is also available on the website

www.oncologymassagetraining.com.au
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Letter To The  Editor

DEAR EDITOR 

Stelfox mandates the term ‘natural medicine’ as the title for 
our collective practices.1  However, this assertion lacks a 

First, the argument fails to contextualise itself within an 
historico-political-economic framework.  For example, the 
professionalisation strategy used by biomedicine in the 1850s 
to dominate the healthcare division of labour included the 
strategy of marginalising competing practices, for example, 
herbal medicine, homœopathy etc.  Further, biomedicine 
established partnerships with government and corporate 
interests to achieve healthcare hegemony.  An understanding 
of these factors is fundamental to appreciating why various 
labels have been placed on our occupation over the decades. 

Secondly, the argument fails to acknowledge the differing 
philosophies of our practices.  At one extreme, traditional 
Chinese medicine’s holistic philosophy of yin and yang is in 
discord with biomedicine’s reductionist paradigm. At the 
other, the core of nutritional practice is based in reductionist 
philosophy.  Any meaningful discourse about occupational 
title must discuss these philosophical divergences.  

Thirdly, only one reference is cited to support the argument.  
It is noteworthy that the reference is entitled Introduction 
to Complementary Medicine, yet the term complementary 

medicine is dismissed.  The comment that complementary 
medicine means ‘… merely complement the biomedical 
model’ is incorrect.  Complementary in this context connotes 
‘to make complete, to make whole’, that is, to make the 
healing of the patient complete.  As holistically-based practi-
tioners, this is exactly what we try to achieve. 

Fourthly, the outcome of the ATMS Research Committee 
study does not support the term ‘natural medicine’.2 This 
incongruity alone refutes the argument for adopting this term.  

Fifthly, at the summit convened by the Minister for Health 
and Family Services at Old Parliament House, Canberra on 
16 October 1996 the Commonwealth government formally 
adopted the term ‘complementary medicine’ to collectively 
describe our practices and medicines.  On 16-17 December 

Medicines Evaluation Committee was held.  The omission of 

on ‘ What do we call ourselves?’

1.  Stelfox D. Adoption of the title ‘natural medicine’ by ATMS. Journal of the 
Australian Traditional-Medicine Society 2011;17(3):137-138. 

2.  Grace S, Rogers S, Eddey S. The natural medicine workforce: terms 
in public use. Journal of the Australian Traditional-Medicine Society 
2011;17(3):139-142. 

Raymond Khoury PhD  raymond.khoury@optusnet.com.au
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Victoria
Patricia Oakley  

On May 25 2012 members enjoyed a state meeting to discuss 
some current concerns of members.  The meeting was held in 
Sunshine at NCTM College and chaired by our President Dr 
Sandi Rogers.

We were able to see some new documents for quality assur-
ance which have been approved for implementation and there 
was general discussion on Natural Therapies regulation and 
the progress so far, with 24 different associations and 87% of 
the profession working together to sort the situation.

Anne Vlass reported on the sale of practitioner products in 
retail outlets however she is preparing another report for a 
later edition of this journal, and as some of the legal aspects 
are complicated I am leaving the matter in her very capable 
hands.

Our President Sandi Rogers has been very diligent in liaising 
with the health funds and government representatives in 
Canberra, Melbourne and Sydney, but I have no doubt this 
will also be comprehensively explained in her report.

Apart from our very chilly Melbourne winter and various 
social events that is about all that has been happening in 
Victoria at the moment, but we are looking forward to seeing 
everyone in Sydney for the September A.G.M. Maybe the 
weather will be a little kinder up there.

 
Central and North QLD
Cathy Lee

In the
between events showcasing the Natural Healing talents 
on offer in the region.  We have been fortunate to be able 
to attend Spiritual Expos, New Age Festivals, Health and 
Harmony Days, Health and Wellness Expos and a Renewable 
Energy Expo, as well as folk festivals and markets that include 
Natural Health and Healing practitioners among their stall 
holders.

There is also a myriad of new workshops and clinics springing 
up every week.  Even though the area encompassing Central 
and North Queensland is immense and in some cases sparsely 
populated, with minimal transport links, most of us need 
only drive for a couple of hours to attend one or more of 
these events.

Another point to note is that we are increasingly creative in 
the names we attribute to the seemingly increasing number of 
modalities on offer.  Natural Therapists and Healers appear 
to be in a very fast growing industry.

Although there still appear to be distinctions made within 
our industry between the mainstream natural health prac-
titioners such as Naturopaths, Herbalists, Nutritionists and 
Acupuncturists and the more spiritual natural health modali-
ties such as Spiritual Healing and Reiki, the gap between the 
two appears to be narrowing somewhat.

Many of the more mainstream health practitioners are 
becoming increasingly aware of the spiritual aspects of their 
healing work.  As this shift takes place more spiritual natural 
health practitioners are referring clients to mainstream practi-
tioners.  A current trend in Central and North Queensland is 
for clinics to combine many and varied modalities to become 
Natural Health multidisciplinary centres.

One example of the increasing community acceptance of 
all aspects of Natural Therapies is that the abovementioned 
Renewable Energy Expo: the Health and Wellness Expo are 
both being run by Regional Councils who are including in 
their stall holders practitioners from both the mainstream and 
spiritual modalities of natural health.

With this growth and movement towards cohesion in the area 
of Natural Therapies, the time is right for the professional 
bodies in the healing industry and their members to step up. 
We need make ourselves more visible and known to those 
searching for answers and embrace this increasing need being 
experienced by our industry.

 
South QLD
Amy Cooper

As I write this report I have only been in this position a short 
time, so I apologise for the lack of news. Saying that I hope 
that by the time you read this, you will have heard from me 
about some initiatives that I would love to get some feedback 
on. If not please get in touch.

Something I would like to know in particular is if you 
are active on social media sites, for example Twitter and 
Facebook. I have noticed that there are quite a number 
of professionals from other health promotion modalities 
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tweeting and liking away, however traditional therapists seem 
to be particularly under-represented. 

Using social media is a fantastic way to promote your busi-
ness to the wider community which not only helps yourself as 
a small business, but also helps to gain greater recognition for 
your modality.

Finally in education news, make sure you look out for infor-
mation on the upcoming seminar to be held in Tweed Heads 
on Clinical Massage: Dysfunction of the shoulder and 
thoracic region on October 20th – 21st.

Before then I hope to meet some of you at the upcoming AGM 
on the Sunday 23rd September.

Stay well

 
South Australia
Sandra Sebelis

As I put pen to paper, I am experiencing a strange feeling. 

Representative as I have decided to resign from the position 
that I have held since 1990, representing our natural thera-
pists in SA as well as promoting and supporting natural ther-
apies in special moments. Perhaps the most memorable of 
these was being able to choose our PES topics each year then 
deciding which our SA members who would be able to offer 
an informative and accessible presentation on the subject, 

especially choosing our lunch menu.

What I am still coming to terms with, however, is how I was 
confronted with the news that Dorothy Hall was no longer 
with us since 24th March when I opened our previous journal 
on the 18th June.  This was not the ideal way to learn of the 
loss of the founder of ATMS, and a dear friend.  I remember 

Dorothy got up from her chair, came over and hugged me, 
and bid me a very warm welcome.  I have always remembered 
to send her a birthday/Xmas card for the 17th December 
each year.  The shock of the news drove me to seek refuge in 

over the water”, close to me. She had signed on the title page, 
“For Sandra, enjoy 18.12.01”.  I would like to suggest a tree be 
planted in her memory, or a herb garden established in a tub 
at Meadowbank.

There have been two PES so far this year: one in April 
on “Mental wellness: clinical applications and case histo-
ries” with Theresa Mitchell-Paterson, and another on a 
June weekend on “Clinical massage dysfunction of the 
shoulder and thoracic regions” with Alan Hudson and 
Raymond Smith.

Wishing you all well in these times of change and challenge 

Please stay in touch and, again, thank you.

Tasmania
Bill Pearson

In just under a week (I am writing this at the end of July) I will 

a considerable intimation of excitement but certainly tinged 
with sadness! Well now that the romance is out of the way let 
me reveal.

The August Directors’ meeting will herald the last meeting 
before the new Board meets, with six new Directors appointed 
from the membership and chosen by you the members.

One cannot but admit that this is a very exciting enterprise 
initiated by the ATMS and the members will be meeting the 
new Directors at the AGM in September.

As much as I look forward to working with the new Directors 
I cannot help but feel that tinge of sadness I mentioned earlier 
because we will be saying goodbye to some Directors who 
have been on the Board for many years. Not only been on the 
Board but given their all to the ATMS and the profession.

I’m sure that memories have been consistent for those who 
are leaving us as this profession has thrown open so many 
challenges over the years. Challenges which many of those 
Directors who are leaving will long remember.

And they include:

include practitioners of natural medicine

regulatory pathway

And of course there has been the in house matters as well:

out details of innovation

Personally it has been a privilege to work with you all and I 
know that for some of you we will be meeting again as our 
time is not yet done.

Be assured that this Association is a better place because of 
what you have given. Because of what you have done. Because 
of who you are.
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Heath 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:

 Cessnock District Health

 CUA Health (Credicare)

 Defence Health Partners

 GMHBA (Geelong Medical)

 Health Care Insurance Limited

 Health Partners

 HIF (Heath Insurance Fund of  WA)

 Latrobe Health Services

 Lysaught Peoplecare

 MDHF (Mildura District Health Fund)

 Navy Health Fund

 Onemedifund

 Phoenix Welfare

 Police Health Fund

 Queensland Country Health

 Railway and Transport

 Teachers Union Health

 St Lukes

 Teachers Federation

 Transport Health

 Westfund

-
tions, 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 

on 1800 456 855.

Remedial massage therapists who graduated after March 

training organisation. Please ensure that ATMS has a copy 
 

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

two, three or four digits, you need  to add enough zeros to the 

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 ther-
apies, 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
Names of  eligible ATMS members will be automatically sent to 
Australian Unity each month. ATMS members can check their 
eligibility by telephoning ATMS on 1800 456 855. 

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

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 

Please ensure that ATMS has a copy of  your current profes-

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
To register with HBF, please contact the fund directly on 13 34 23.



JATMS Volume 18 Number 3

180

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 month. ATMS members 
can check their eligibility by telephoning ATMS on  
1800 456 855.

NIB
-

opathy,  Western herbal medicine, homoeopathy, nutrition, 
remedial massage, shiatsu and Chinese massage. Australian 

requirements  for acupuncture and Chinese herbal medi-
cine.  Names of  eligible ATMS members will be sent to NIB 

Vetassess or and RTO college. 

All recognised provides must agree to the NIB Provider 
Requirements, Terms and Conditions as a condition of  NIB 
provider status. The document is available at http://providers.

nib.com.au. Alternatively, a copy can be obtained by emailing 
providers@nib.com.au or calling NIB Provider Hotline on 1800 
175 377. It is not necessary for ATMS members to complete 
the application form attached to NIB Provider Requirements, 
Terms and Conditions. 

ATMS members currently recognised by NIB and who 
have not submitted their renewed professional indem-

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 

the CPE requirements. Please ensure that you forward copies 

will result in a member being removed from the health funds 

for some health funds.

CHANGE OF DETAILS

approved health funds on the next available list. Health funds 
can take up to one month to process change of  details. 

For further information contact our naturopaths on 1800 151 493 
or visit www.professional.blackmores.com.au

Blackmores Nutritional Compounds
Providing practitioners with therapeutic products for over 75 years

Therapeutic formulations specifically 
formulated to provide combinations 
of nutritional medicines based on 
scientific and traditional evidence, 
designed for ease of prescribing and 
patient compliance.

They are based on correct dosages, 
using quality ingredients to support 
specific treatment protocols. 
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Skill Upgrade
Workshops

Chinese Cupping Therapy
27-28 Oct. 2012 9:30am-5:00pm Cost: $270.00 CEP: 10 points

A well-known traditional healing method that
effectively accelerates blood circulation, expels
pathological Wind & Dampness and relieves chronic
pains - simply works!

‘Chi’ Acupressure Massage
17-18 Nov. 2012 9:30am-5:00pm Cost: $270.00 CEP: 10 points

Using the ‘Chi’ energy and power of your hand and
mind to activate the body’s potent Acu-Points and
Meridian system to treatment the course of
imbalances - feel the difference!

Training Venue: Bethany Holistic Health (CCHC Training Centre)
18A Margaret St. Strathfield (Free parking available)
Certificate for CEP points accreditation will be issued

Australian School of Remedial Therapies
A Division of Chi-Chinese Healing College

www.asrt.com.au / www.chihealing.com.au / 0416286899

Level 5, Harbor Plaza, 25 Dixon St. Sydney 2000 
 Tel: (02) 9281 1173 |  Email:administration@sitcm.edu.au 

www.sitcm.edu.au 

Delivering practical courses: 

Advanced Diploma of Traditional 
Chinese Medicine – 91133NSW 

(double modalities of acupuncture and 
Chinese herbal medicine) 

Accredited by VETAB  
Approved by AUSTUDY,  

Recognized by major Health Funds and  
 TCM professional associations.

Nowadays alternative medicine practitioners are all learning  
Acupuncture and Chinese Herbal Medicine 

Open Day: 15 September & 10 November 2012  

Enrol into Sydney Institute of Tradi-
tional Chinese Medicine (SITCM) 

We are in the city: Level 5, 545 Kent St., Sydney NSW 2000 
Tel: 02 92612289 Email: Administration@sitcm.edu.au  

WWW. Sitcm.edu.au  

28 years since establishment with graduates successfully practicing 
nationally and abroad with employment rate over 90%. 
National TCM registration on 1 July 2012. 
Government support TCM & WM integrated medical centre will 
be  opening in Sydney. 
Limited seat for international students.  

Sydney Institute of Traditional
Chinese Medicine 

CRICOS 01768k                             NTIS 5143 

Delivering practical courses: 

Bachelor Degree of Traditional  
Chinese Medicine  

(double modalities of acupuncture and 
Chinese herbal medicine) 

Approved by AUSTUDY,  
Recognized by major Health Funds and  

 TCM professional associations.

FOR FURTHER INFORMATION CALL
 HEALTH SCHOOLS AUSTRALIA

1800 074 004
www.mentalhealthcourse.com

Post Graduate Diploma
of Nutritional Medicine
(Mental Health) BY HENRY OSIECKI

This Post Graduate Diploma of Nutritional 
Medicine (Mental Health) covers the 
nutritional medicine treatments for mental 
health. It also covers brain neurochemistry and 
neurotransmitter functioning. It better enables 
the practitioner to treat conditions such as ADHD, 
Schizophrenia, Depression and much more. The 
course was put together by the highly respected 
nutritionalist/biochemist Henry Osiecki.
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Continuing Professional Education

Continuing professional education (CPE) is a structured 
program of further education for practitioners in the profes-
sional occupations.

 The ATMS CPE policy is designed to ensure its practi-
tioners 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:

 
geographic location

and design of their individual learning programs

has ATMS accreditation, but also to other practices that are 
relevant to clinical practice which ATMS does not accredit 
(e.g. Ayurveda, yoga)

-
ties associated with managing a small  business 
(e.g. book-keeping, advertising)

points must be of a high standard and encompass both 

by members, especially those in remote areas

account different learning styles and needs

-
mentary medicine associations, teaching  institutions, 
suppliers of therapeutic goods and devices and government 
agencies to offer members the widest possible choice in CPE 
activities

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 docu-
ment as well as the CPE Record. These documents can be 

(02) 9809 7570, or email info@atms.com.au) or downloaded 
from the ATMS website at www.atms.com.au.

5 CPE points can be gained from each issue of this journal. 

practice and/or understanding of complementary medicine 
practice:

Shoulder Pain: A Literature Review

Professionalisation for the Herbal Medicine Occupation?

Dendritic Cells in Primary Foci of Prostate Cancer using 
Fuzhengyiliufa Intergrative Therapy

 
using Homoeopathy

 
NOT Weight Loss

the three articles:

1.  What new information did I learn from this article?

2.  In what ways will this information affect my clinical 

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 
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BioMedica Nutraceuticals
Visit www.biomedica.com.au or call P 1300 884 702 for more information or to locate your nearest distributor. 

NEW

BioActivated  
Calcium 
and D-Complete

Strictly Practitioner Only. 

Always have been, ALWAYS will be. 

The strength and integrity of bone structure is dependent on mineral status, and 

indeed is intimately linked to availability of calcium and vitamin D. BioMedica’s 

BioActivated Calcium and D-Complete are the ideal ‘practitioner only’ supplements 

to provide your patients with the essential vitamins and minerals required to support 

strong, healthy bones. 

BioActivated Calcium is a high potency supplement containing multiple calcium types including 

citrate, hydroxyapatite and phosphorous. As well as calcium and magnesium, each daily serve  

provides 400mg of lysine and synergistic cofactors to enhance calcium absorption. This pleasant  

tasting, low excipient vanilla flavoured powder is the ideal choice for expectant mothers, children, adults 

and the elderly. It is well indicated for the treatment and prevention of osteoporosis. 

D-Complete is a liquid capsule providing 1000 IU of vitamin D and cofactors including magnesium, 

boron and zinc, in a base of olive oil. Among other vital indications such as maintaining immunity and 

blood sugar regulation, vitamin D assists calcium absorption and reduces the risk of bone fractures. 

Trust BioMedica to maintain healthy bones for your patients, from infancy through to their twilight years. 

The secret to  
maintaining strong, 
healthy bones 

Code of CConduuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuucccccccccccccccccccccccccccccccccccccccccccccccccccccccccccccccccccccccccccccccccccccccccccccccccccctttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttt
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Code of Conduct

PREAMBLE
Complementary medicine is a holistic approach to the preven-
tion, diagnosis and therapeutic management of a wide range 
of disorders in the community. Complementary medicine 
practice is founded on the development of a therapeutic rela-
tionship  and the implementation of therapeutic strategies 
based on holistic principles. Complementary medicine encom-
passes a diversity of practices to improve the health status of 
the individual and community for the common good.

 The aim of the Code of Conduct is to make it easier for 
members to understand the conduct which is acceptable to 
ATMS, the complementary medicine profession and to the 
wider community, and to identify unacceptable behaviour. 
The Ethical Principles underpin the standards of professional 
conduct as set out in the Code of Conduct.

 The intention of the Code of Conduct is to identify ethical 
dilemmas and assist ATMS members in resolving them. 
ATMS members are accountable for their clinical decision 
making and have moral and legal obligations for the provision 
of safe and competent practice.

is advisable to seek appropriate advice. If this action does not 
solve the matter, the advice of ATMS should be sought. The 
purpose of the Code of Conduct is to:

complementary medicine profession

ATMS members

ATMS members

The Code of Conduct was established as the basis for ethical 
and professional conduct in order to meet community expecta-
tions and justify community trust in the judgement and integ-
rity of ATMS members. 

 While the Code of Conduct is not underpinned in statute, 
adoption and adherence to it by ATMS members is a condi-
tion of ATMS membership. A breach of the Code of Conduct 
may render an ATMS member liable for removal from the 
Register of Members. 

ETHICAL PRINCIPLES
 Practitioners conduct themselves ethically and professionally 
at all times.

-

patients.

-
sional education to maintain and improve their professional 
knowledge, skills and attitudes.

values, culture and vulnerability in the provision of comple-
mentary medicine treatment.

them to make informed choices in relation to their health-
care, and support patients in their search for solutions to 
their health problems.

engage in any form of exploitation for personal advantage 

for any other reason.

DUTY OF CARE

given to patients.

-
scionable behaviour.

provided with skill, competence, diligence and care.

shall not misrepresent or misuse their skill, ability or 

PROFESSIONAL CONDUCT
-

ments of this Code of Conduct and State, Territory and 
Federal law within the scope of their practice.

with an Australian medical registration board.

or another practitioner use someone else’s membership 
number or tax invoice book for the purposes of issuing a 
health fund rebate tax invoice. The member is responsible 
for the issue of their own tax invoices.

incorrect information regarding health fund rebates, 
WorkCover, ATMS or any other documents.
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any discipline(s) for which they are not accredited 
with ATMS.

healthcare profession.

persons under their employ, whether under contract or not.

Telephone or Internet consultations, without a prior face-to-
face consultation, must not be conducted

-
titioner must be reasonable, avoiding any excess or 
exploitation

RELATIONSHIP BETWEEN PRACTITIONER 
AND PATIENT

age, religion, gender, ethnicity, sexual preference, political 
views, medical condition, socioeconomic status, culture, 
marital status, physical or mental disability.

dignity and discretion towards the 

and honouring the trust in the therapeutic relationship.

PROFESSIONAL BOUNDARY

relationship with a patient.

sexual nature to a patient.

applied to surrounding tissue.

consent of the patient, is regarded as indecent assault which 
is a criminal offence.

declined and a note made in the patient’s record.

PERSONAL INFORMATION AND CONFIDENTIALITY

Territory and Federal privacy and patient record law.

person in the therapeutic relationship.

disclosure, either directly or indirectly, of a patient’s 
personal information.

on or disposed of in accordance with State, Territory and 
Federal patient record law.

patient information provided by facsimile, email, mobile 
telephone or other media shall be secure.

information of a professional standard

when conveying a patient’s information to another health-
care professional.

treatment plan and medicines, and access to their informa-
tion as far as the law permits.

ADVERTISING

must not:

 
of consumers

medical registration board

 
or services

ATMS accreditation if the ATMS logo or name is used. 

Connect
with your community

Join thousands of other practitioners and discover 
Mineral Therapy. Share insights about health, business 
and the industry through online conversations for 
improved clinical results. 

Build your network today at 
professional.blackmores.com.au
Join today and receive a 50% discount voucher off any 
selected Professional training programs on Mineral Therapy.



Bill Pearson’s tribute to Dorothy Hall was omitted in error 
from the June issue of JATMS. Our sincere apologies 
to Bill.

“There are more things in heaven and earth” Hamlet said 
to Horatio, and having recently heard of the passing of the 
founder of ATMS, Dorothy Hall, I acknowledge that on 
earth we were blessed with her presence and now heaven 
will be too. 

Working with Dorothy since 1984 I was aware of the 
passion and commitment this one woman generated. She 
inspired those who came into contact with her we have all 

recognised the enormous contribution that she has made 
not only to ATMS but to the natural medicine profession.

when she accepted her role in the inaugural ATMS Hall 
of Fame. She gave so much. And still does.

She will be long remembered. Long loved. Long revered. 
Always with a place in our hearts and in the history of 
natural medicine worldwide. 

Bill Pearson, Vice President, ATMS

The widespread public use of complementary and alternative 
medicine (CAM) and its endorsement by medical practitioners 

homeopathy and other CAM treatments:

CAM treatments.

CAM treatments to be effective.

part of their national health insurance program.

that provides CAM treatments and mainstream 
medical care.

the population supported the inclusion of homeopathy and 
other CAMs in Switzerland’s national health care insurance 
scheme, CAM became part of the 
government’s constitution.1 

In 2006 the Swiss government’s Health Technology 
Assessment of homeopathic medicine comprehensively 

systematic reviews and meta-analyses up to 2003), outcome 
studies, epidemiological research), “real world effectiveness”, 
safety and cost-effectiveness. The report found that high-
potency homeopathic medicines seemed to induce regulatory 

Swiss Government report on Homoeopathy
changes in cells or living organisms. Results also showed that 
20 of the 22 systematic reviews of clinical research testing 
homeopathic medicines detected at least a trend in favour of 
homeopathy.2,3 Supporting evidence was particularly strong 
for the use of homeopathy for upper respiratory tract infec-
tions and respiratory allergies.

The report has been published in book form in English.4 This 

is both effective and cost-effective and that homeopathic treat-
ment should be reimbursed by Switzerland’s national health 
insurance program.
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