When people live with

multiple chronic diseases:

a collaborative approach toan
emerging global challenge




life .needs j
interventions population P,

families nowledee
development l‘Jllk’l l.d'(" management .rlSkSkanmg

education hospital
‘ O I l 1‘ levels a ' ]-emdmL I l l S
CATOLL com IEX model processes mraditional t{’b'gt_cn
approaches P ® cvidence professionals Self-mana ementtleatmerlt
care e
setings programs SUPP'U'T’E1 §
changes COStS feview umtsemces WOL
COIldlthIlS mﬂmultlple e studltlas
SpLrtual
cl&r{mal countries qoc:al fereening o
lapetes - o
community 1ﬂd:]‘-;::(3él§i; pI'eVrEIHrIL(gHﬂ
“”‘L”“”“’ lypatholo
s effectwene poFRatholony
medlc:ne physma]

alliative
information P

Words cloud from chapter sections “Why is this topic important?” and “What do we know?”
[Available at: http://www.wordle.net]









When people live with

multiple chronic diseases:

a collaborative a[l))proach toan
emerging global challenge

EDITED BY
Alejandro R. Jadad
Andrés Cabrera
Renée F. Lyons
Francisco Martos
Richard Smith






When people live with multiple chronic diseases: a collaborative approach to an

emerging global challenge

Editors

Alejandro R. Jadad

Chief Innovator and Founder, Centre for Global
gHealth Innovation

Canada Research Chair in eHealth Innovation

Rose Family Chair in Supportive Care

Professor, Departments of Anesthesia; and Health
Policy, Management and Evaluation; and Dalla Lana
School of Public Health

University Health Network and University of Toronto
Canada

Andrés Cabrera Le6n

Professaor, Statistics and Epidemiology
Andalusian School of Public Health
Spain

Renée F. Lyons

Bridgepoint Chair in Complex Chronic Disease
Research TD Financial Group Scientific Director,
Bridgepoint Collaboratory for Research and
Innovation

Professor (status), Dalla Lana School of

Public Health

University of Toronto and Bridgepoint Health
Canada

Francisco Martos Pérez

Medical Processes Director
Benalméadena High Resolution Hospital,
Public Enterprise Costa del Sol Hospital
Spain

Richard Smith
Director, Ovations Chronic Disease Initiative
United Kingdom

-Contents-

Technical support team

Juan Antonio Castillo Guijarro
Administrative assistant
Andalusian School of Public Health, Spain

Antonio Contreras Sanchez
Computing manager
Andalusian School of Public Health, Spain

Diana Gosalvez Prados
Knowledge manager
Andalusian School of Public Health, Spain

Begona Isac Martinez
Community manager
Andalusian School of Public Health, Spain

Alejandro Lopez Ruiz
Professor, Information and Technology
Andalusian School of Public Health, Spain



Contributors

Christina Almonte
American Society of Complex Therapeutics
United States of America

Manuel Armayones
Open University of Catalonia, Spain

Alirio Arreaza*
American Society of Complex Therapeutics
United States of America

Peter Bailey*
Cambridgeshire Primary Care Trust
United Kingdom

Mario Barbagallo
University of Palermo, Italy

Jackie Bender
University of Toronto, Canada

Rafael Bengoa*
Consumers and Health Department of the Basque
Government, Spain

Maximo Bernabeu Wittel*
University Hospital Virgen del Rocio, Spain

Bob Bernstein
Bridgepoint Health, Canada

Andrés Cabrera Le6n*
Andalusian School of Public Health, Spain

Antonio Contreras Sanchez
Andalusian School of Public Health, Spain

Alejandro Cravioto*
International Centre for Diarrhoeal Disease
Research, Bangladesh

Simon Chapman
University of Sydney, Australia

-Contents-

José Maria de la Higuera Gonzalez*
University Hospital Virgen del Rocio, Spain

Katia De Pinho Campos
University of Toronto, Canada

Ligia Dominguez
University of Palermo, Italy

Murray Enkin
McMaster University and University of Toronto
Canada

Jaime Espin Balbino
Andalusian School of Public Health, Spain

Josephine Fagan
Rowlands Gill Medical Centre, United Kingdom

John Gillies
Institute of Rural Health, United Kingdom

Esther Gil-Zorzo
Ministry of Health and Social Policy, Spain

Diana Gosalvez Prados
Andalusian School of Public Health, Spain

Maria Carmen Grindn Martinez
Open University of Catalonia, Spain

Juan Antonio Guerra de Hoyos
Andalusian Health Service, Andalusian
Government, Spain

Rajeev Gupta
Fortis Escorts Hospital, India

Narcis Gusi Fuertes
University of Extremadura, Spain

Antonia Herraiz Mallebrera
Blog «Salud®@Informacion», Spain



Emilio Herrera Molina*
ES-Health & Wellness Telecom, Spain

Begona Isac Martinez
Andalusian School of Public Health, Spain

Alejandro R. Jadad*
University Health Network and University of Toronto,
Canada

Jennifer Jones
University Health Network and University
of Toronto, Canada

Sara Kreindler
University of Manitoba, Canada

Kerry Kuluski
Canadian Research Network for Care in the
Community, Canada

Angel Lee Onn Kei*

Tan Tock Seng Hospital, Singapore
Yan Lijing

Norhtwestern University

United States of America

Alejandro Lopez Ruiz
Andalusian School of Public Health, Spain

Julio Lorca Gomez*
Institute of Innovation for Human Wellbeing, Spain

Kate R Lorig*
Stanford University School of Medicine
United States of America

Renée F. Lyons
University of Toronto and Bridgepoint Health,
Canada

-Contents-

Beatriz Marcet Champaigne
InterAmerican Heart Foundation
United States of America

Francisco Martos Pérez*
Costa del Sol Hospital, Spain

Patrick McGowan*
University of Victoria, Canada

J. Jaime Miranda
Cayetano Heredia Peruvian University, Peru

Scott A. Murray
University of Edinburgh, United Kingdom

Maria Nabal
University Hospital Arnau de Vilanova, Spain

Tracy Novak
Johns Hopkins Bloomberg School of Public Health
United States of America

Roberto Nufio Solinis*
Basque Institute for Health Innovation (O+Berri)
Spain

Manuel Ollero Baturone*
University Hospital Virgen del Rocio, Spain

Ma Angeles Ortiz*
Clinical Management Unit in primary care of
Camas, Spain

Rafael Pinilla Palleja
Best Quality of Life, Spain

Cristina Rabadan-Diehl*
National Heart, Lung, and Blood Institute
United States of America

Manuel Rincén Gémez*
University Hospital Virgen del Rocio, Spain



Contributors (continued)

Adolfo Rubinstein
Institute of Clinical Effectiveness, Argentina

Manuel Serrano
Global Alliance for Self Management Support, Spain

Mary Ann Sevick
University of Pittsburgh
United States of America

Richard Smith*
Qvations Chronic Disease Initiative, United Kingdom

Carmen Tamayo*
American Society of Complex Therapeutics
United States of America

Pritpal Tamber
Map of Medicine, United Kingdom

Ross Upshur
University of Toronto and Sunnybrook Health
Sciences Centre, Canada

Abraham Wall-Medrano*
Autonomous University of Ciudad Juarez, Mexico

Ong Yew Jin
National Health Group, Singapore

*Main contributor

-Contents-

Acknowledgements

Isabel Alamar Torrd
Casa Escritura, Spain

Carlos Alvarez-Dardet
University of Alicante, Spain

Joseph Ana
Health Science, Nigeria

Robert Anderson
Global Alliance for Self Management Support
United States of America

Juan Carlos Arbonies Ortiz
Basque Health Service, Spain

Neil Arnott
National Health Service, United Kingdom

Julie Barlow
Global Alliance for Self Management Support
United Kingdom

Gerald Bloomfield
Duke University School of Medicine
United States of America

Angela Cejudo
Bellavista-Los Bermejales Primary Care Center
Spain

Ana Claveria
Galician Health Service, Spain

Jane Cooper
Global Alliance for Self Management Support
United Kingdom

Francisca Dominguez Guerrero
Hospital of Jerez, Spain



Giulia Fernandez Avagliano
Andalusian School of Public Health, Spain

Isabel Fernandez Ruiz
Andalusian School of Public Health, Spain

Hermes Florez
Global Alliance for Self Management Support
United States of America

Martha Lucia Garcia Garcia
Human resources manager, Canada

Marina Gémez- Arcas
Hospital of La Linea, Spain

Rodrigo Gutiérrez
Health Service of Castilla-La Mancha
Spain

Camila Higueras Callején
Andalusian School of Public Health
Spain

Anne Kennedy
Global Alliance for Self Management Support
United Kingdom

Svjetlana Kovacevic
Administrative Coordinator, Canada

Doriane Miller
Global Alliance for Self Management Support
United States of America

José Miguel Morales Asencio
Universidad de Malaga, Spain

José Murcia Zaragoza

Global Alliance for Self Management Support, Spain

Jacqueline Ponzo
Center of Excellence for Cardiovascular Health in

South America, Uruguay

-Contents-

Barbara Paterson
University of New Brunswick, Canada

Encarnacion Peinado Alvarez
Health Ministry. Andalusian Government, Spain

Juan José Pérez Lazaro
Andalusian School of Public Health, Spain

Jim Philips
Global Alliance for Self Management Support
United Kingdom

José Luis Rocha
Health Ministry. Andalusian Government, Spain

Anne Rogers
Global Alliance for Self Management Support
United Kingdom

Judith Schaeffer
Global Alliance for Self Management Support
United States of America

Carmen F. Sigler
Transversal Arte y Estrategia, Spain

Warren Todd
Global Alliance for Self Management Support
United States of America

Andy Turner
Global Alliance for Self Management Support
United Kingdom

Sheila Wylie
English language consultant
Spain



Published by ESCUELA ANDALUZA DE SALUD PUBLICA
ISBN: 978-84-693-2470-7

DL: Gr-2653/2010

Printed in Granada: Alsur, S.C.A.

Layout and graphic design: Carmen F. Sigler. www.transversal.tv

How to reference

Jadad AR, Cabrera A, Martos F, Smith R, Lyons RF. When people
live with multiple chronic diseases: a collaborative approach to
an emerging global challenge. Granada: Andalusian School of
Public Health; 2010. Available at: http://www.opimec.org/equipos/
when-people-live-with-multiple-chronic-diseases/

All rights reserved

The responsibility for the content rests with the contributors and does
not necessarily represent the views of Junta de Andalucia or any other
organization participating in this effort

-Contents-



Contents

Foreword

Chapter 1

Chapter 2
Chapter 3
Chapter 4

Chapter 5

Chapter 6

Chapter 7
Chapter 8
Chapter 9

Chapter 10

Chapter 11

Abbreviations

-Contents-

Why Multiple Chronic Diseases? Why now?
What is going on around the world?

The language of polypathology
Prevention and health promotion
Management models

Patient education and self-management
support

Primary care, institutional services
and integrated management processes

Supportive and palliative care
Integrative medicine
Socioeconomic implications

The promise of genomics, robotics,
informatics and nanotechnologies

Dealing with the challenges
of polypathology, together: What's next?

Figures and Tables

Index

39

59

89

143

163

191

229

243

250

251

252






-Contents-

Chapter 8

This chapter is continuously evolving at www.opimec.org

Vignette: How it could be

At age 66, Alice has had her share of health problems: she is a breast cancer survivor, has had
two heart attacks, and now experiences pain in both hips and knees due to severe osteoarthritis.
Once a year she journeys from her home to her local Integrative Medicine Center, where a general
internist, an endocrinologist, a rheumatologist and other specialists monitor her by means of blood
tests, X-rays and bone scans, and adjust her medication. Over the past year, she has been spending
increasing amounts of time with the Center s alternative medicine practitioners, who have taught
her about nutrition, fitness, yoga and tai chi. She feels this comprehensive approach has helped her
to live a more satisfactory and meaningful life.

Summary

* Integrative Medicine is a model of health care based on a systematic approach,
which is designed to bring together the best available knowledge from both
conventional and traditional alternative medicine (TCAM) in order to address the
biological, psychological, social and spiritual aspects of health and illness. It
focuses on respect for the human capacity for healing, promotes collaboration
amongst practitioners, and stresses the importance of the relationship between
the practitioner and the patient and of evidence based health care.

* TCAM incorporates several different approaches and methodologies, including
mind-body medicine (e.g. meditation), manipulative and body based therapies
(e.g. chiropractic); energy medicine (e.g. Reikil, holistic medical systems (e.g. TCM,
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Ayurvedal; and biologically based therapies (e.g. dietary supplements, herbs and
vitamins).

e TCAM in the Western world is a consumer-driven movement in which patients tend
to self-educate, self-diagnose and self-treat themselves using interventions that
may help or may also exacerbate illness.

* The World Health Organization is supporting health care policies designed to
institute TCAM along with conventional medicine around the globe. However, the
broad range of healing philosophies, approaches and therapies embraced by
TCAM continue to generate resistance within mainstream Western medicine. As a
result, TCAM, and, by default Integrative Medicine, is not used, accepted, studied,
understood or made available within most conventional health care institutions
around the world.

* As populations throughout the world continue to age, the concomitant increase
in the prevalence of complex chronic diseases will make Integrative Medicine an
inevitable component of a modern health system.

Why is this topic important?

The world is rapidly changing and vast amounts of information are readily and quickly
available, literally at our fingertips. Yet health and disease are concepts that have
evolved slowly, cautiously and incompletely. For more than 200 years, biomedicine has
approached diseases by studying the processes which underlie them (pathogenesis),
inferring causal connections and developing specific approaches to modify these
processes by means of therapies. This pathogenic approach, which is highly successfulin
acute and traumatic conditions, is often ineffective in chronic disease, primarily because
of the complex, multi-factorial nature of most disorders, which does not permit simple
causal, linear inference or standardized therapeutic interventions that view individuals
as cases of malfunctioning organs or systems and undervalue the socio-cultural and
humanistic aspects of care (1). Unfortunately, the surge in technological development,
the increased need for immediate reward and the overestimation of our capacity to deal
with human suffering have driven the medical system even further toward this disease
based approach to health care. The results are a diminishing public faith in the medical
establishment and the rise of alternative medical philosophies and practices. The real
crisis in medicine and healthcare in general today may not really be about economics,
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but about the loss of the fundamental human relationship between the health system
and the public; between health professionals and patients (2). Ancient models of care
are now re-emerging, allowing physicians and other health professionals to refocus on
the unique experience of illness for the individual and the community (3, 4).

Within this context an approach known as Integrative Medicine is evolving. It focuses on
healthand healing through the integration of conventionaland traditional complementary
and alternative medicine (TCAM). Integrative Medicine emphasizes the relationship
between the patient and the health practitioner, and the responsibility of the latter to
enable the patient to benefit from a full array of modalities that can be shown to benefit
our health. It addresses the biological, psychological, social and spiritual aspects of
health and illness and has a strong focus on preventive health (5-8).

At the micro (clinical] and meso (health services) level, IM seeks to harmonize the
treatment methods which characterize conventional biopharmaceutical medical
approaches with the TCAM approaches various cultures have adopted for the
restoration and maintenance of health (9, 10).

At the macro level, Integrative Medicine promotes health care systems that integrate
self-care, lifestyle based interventions and TCAM with conventional medicine through
rational, comprehensive patient evaluation and monitoring. It emphasizes respect
for the human capacity for healing and our awareness of our own health. Promoting
collaboration among practitioners, it also stresses the importance of the relationship
between practitioner and patient, supporting individual behavioral changes focused on
evidence based health care, be it conventional, alternative, or complementary (11, 12).

Given the undisputedly important role that TCAM plays in most cultures around the
globe, the World Health Organization (WHO) has recognized it as a source of culturally
acceptable, affordable and sustainable primary health care services (5). Such services,
according to the WHO, include any health practices, approaches, knowledge or belief
incorporating plant, animal and mineral based medicines, spiritual therapies, manual
techniques and exercises, applied singularly or in combination to treat, diagnose and
prevent illnesses or maintain well-being (6, 7). Such therapies may be used alone, as
an alternative to conventional therapies, or in addition to conventional, mainstream
medicine to treat illnesses and promote wellbeing (5, 13, 14). Another important aspect
of TCAM is that it views the patient holistically, seeking to shift from a disease treatment
approach to addressing patients as individuals with the capacity to contribute to their
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own well-being and choices (15, 16). This emphasis on making sure the patient’s
environment, choices, emotions and spirit are considered becomes ever more relevant
for people living with multiple chronic diseases, whose ill health is caused and fuelled
by the complex interaction of multiple factors (17-19). Such complexity is also taken
into account in relation to efforts to evaluate interventions, as advocates of integrative
medicine call for whole systems research, departing from the linear and reductionist
approaches that pervade the assessment of conventional health interventions (20, 21).

Not surprisingly, the broad range of healing philosophies, approaches and therapies
embraced by TCAM generate resistance within mainstream Western medicine. As
a result, TCAM, and, by default Integrative Medicine, is not used, accepted, studied,
understood or made available within most conventional healthcare institutions around
the world.

What do we know?

Despite the resistance from conventional mainstream health institutions, Integrative
Medicine services for chronic disease prevention and management seem to be growing
at a fast pace, largely mediated, demanded, pursued and sustained by the public (19,
22, 23). A number of surveys indicate that TCAM use has increased around the world,
regardless of socioeconomic status or cultures. However, in developed countries most
users tend to be younger, affluent and well educated people hoping to gain control over
their disease and its management (24-31).

Through its Traditional Medicine Program, the WHO estimated that 80% of the world's
population currently uses TCAM as a primary source of medical treatment (32, 33).
Most people living in Africa, Asia and Latin America use TCAM to help meet some of
their primary healthcare needs. In Africa, up to 80% of the population uses TCAM for
primary health care, while in India the corresponding figure is 70% (34). The percentage
of the population that has used TCAM at least once in the past 10 years in high-income
countries is also significant, the figures being 42% in the US, 48% in Australia, 49% in
France and 70% in Canada (24, 35).

A 2002 survey from Harvard University indicated that approximately 72 million US adults
used TCAM mainly to control diseases, such as diabetes, cancer, depression, chronic
liver disease and arthritis, and for pain management. TCAM which is used solely for pain
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relief includes acupuncture, low-level laser therapy, meditation, aromatherapy, dance
therapy, music therapy, massage, herbalism, therapeutic touch, yoga, osteopathy,
chiropractic, naturopathy and homeopathy (25). This study also revealed that the
prevalence of TCAM use appears to have been fairly stable over the years, hovering at
around one in three adults in the country as a whole. These findings were confirmed by
the 2007 National Health Interview Survey (NHIS] in the United States, an annual in-
person survey of Americans health- and illness-related experiences, which indicated
that approximately 38% of adults (about 4 in 10) and also approximately 12% of children
(about 1in 9) are using some form of TCAM. Non-vitamin, non-mineral natural products
are the most commonly used therapies among adults and are likely to be used for
musculoskeletal problems, such as back, neck or joint pain (30).

In patients suffering from severe depression, TCAM use may be higher than 40% and
50% of cancer patients use these methods in conjunction with conventional cancer
treatments (36). A literature review of 26 surveys from 13 countries, including the USA,
Germany, the UK, Norway, Austria, Australia, Taiwan, Italy, Argentina, Finland, Holland,
Switzerland and China, suggested that the use of TCAM amongst cancer patients is
common, with an average prevalence rate across studies of 31% (range 7% to 64%) (37).
More recent studies suggest that the use of TCAM could be considerably higher, with
some studies reporting rates of 83% in an outpatient sample of 453 patients (38), 70%
in a sample of 356 colon, breast and prostate cancer patients (39) and up to 73% in 14
European countries (40).

In paediatric patients the rates seem equally high, ranging from 33% in the UK (41) to
84% in the USA (42).

For cancer herbal medicines and remedies, used together with homeopathy, vitamins/
minerals, medicinal teas, spiritual healing and relaxation techniques, appear to be the
most commonly used TCAM therapies (40, 43). Apart from cancer management, TCAM
use is most often associated with the «chronic disease triad» - arthritis, musculoskeletal
disorders and stroke; with people who experience low satisfaction with care; and with
those who have strong cultural beliefs (44).

The use of TCAM also appears most likely among people who have been diagnosed
with chronic disease (23] and among health conscious people who are interested in
interventions that could help them prevent diseases (45).
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An emphasis on integration does not imply shunning conventional medicine, noris there
the assumption that all modes of TCAM are worthwhile (46). Advocates of TCAM hold
that their interventions and methods are effective in treating a wide range of major and
minor medical conditions, and that integrative medicine interventions encourage positive
behavioral changes in terms of diet, exercise, stress management and emotional well-
being (6, 7, 47). However, most treatments are recommended on the basis of opinion
rather than research. Obviously, opinion and evidence can differ without either of them
necessarily being wrong and an intervention could be recommended without the back-
up of research simply because trials are not yet available. As pointed out by Ernst and
his colleagues, the absence of evidence of effectiveness does not imply the absence of
effectiveness (13).

There is limited evidence, however, about the effectiveness, potential harm and overall
cost of integrating TACM with conventional Western care approaches (22, 48] and
there is concern about Integrative Medicine, particularly when clear definitions and
descriptions for many interventions and terms are lacking (49, 50). There is also a real
need for standardized Integrative Medicine education (8, 51, 52, 53] and more thorough
scientific research into the use and efficacy of TCAM in chronic disease, as well as
the appropriateness, quality, availability and cost of TCAM modalities in the current
healthcare system.

A number of studies and systematic reviews which address the evidence for the efficacy
of TCAM in chronic conditions have been published and recent trials have reported
both positive (54, 55, 56, 57) and negative (58, 59, 60) results for specific interventions.
However, the evidence varies widely in different countries and types of study.

In 2009, an attempt to distil the evidence available from clinical trials and systematic
reviews concluded that only 7.4% of 685 treatment/condition pairings were based on what
the authors considered to be sound evidence (a composite of the weight and direction of
the studies). From this analysis, 51 were characterized as «having maximum <weight> in
terms of evidence as well as being clearly positive» (61). The table below provides a list
of the most widely used TCAM treatment/condition pairings for which there seems to be
sound evidence. Although valuable, this approach must be complemented with a much
deeper analysis of the data that are available before conclusions are drawn in relation to
the management of people living with multiple chronic diseases.
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Integrative medicine

CAM Treatments Based on Sound Evidence*

INTERVENTION DISORDERS

Acupuncture Nausea/vomiting induced by
chemotherapy

Acupuncture Osteoarthritis

African plum

Benign prostatic hyperplasia

Allium vegetables

Cancer prevention

Aromatherapy/massage

Cancer palliation

Biofeedback

Hypertension

Biofeedback

Migraine

Chondroitin Osteoarthritis
Co-enzyme Q10 Hypertension
Diet Rheumatoid arthritis

Ephedra sinica

Obesity

Exercise Cancer prevention
Exercise Cancer palliation
Exercise Chronic fatigue syndrome
Exercise Depression

Exercise HIV/AIDS

Fiber Irritable bowel syndrome

Ginkgo biloba

Alzheimer's disease

Ginkgo biloba

Peripheral vascular disease

Glucosamine

Osteoarthritis

Green tea

Cancer prevention

Group behaviour therapy

Smoking cessation

Guar gum Diabetes
Guar gum Hypercholesterolemia
Hawthorn Chronic heart failure

Horse chestnut

Chronic venous insufficiency

Chapter 8
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INTERVENTION (continued)

DISORDERS (continued)

Hypnotherapy Labor pain
Kava Anxiety
Massage Anxiety
Melatonin Insomnia
Music therapy Anxiety

Oat Hypercholesterolemia
Padma 28 Peripheral vascular disease
Peppermint/caraway Non-ulcer dyspepsia
Phytodolor Osteoarthritis

Phytodolor Rheumatoid arthritis
Psyllium Constipation

Psyllium Diabetes

Red clover Menopause

Relaxation Anxiety

Relaxation Insomnia

Relaxation Nausea/vomiting induced by

chemotherapy

S-adenosylmethionine

Osteoarthritis

Saw palmetto

Benign prostatic hyperplasia

Soy Hypercholesterolemia
St John's wort Depression
Stress management HIV/AIDS

Tomato (lycopene]

Cancer prevention

Vitamin C

Upper respiratory tract infection

(treatment)

Water immersion

Labor pain

Yohimbine

Erectile dysfunction

*From Ernst 2009 How Much of CAM is Based on Research Evidence?

-Contents-
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Probably the most widely evaluated approach has been the combination of medicinal
plants with conventional drugs. The WHO estimates that of the 35,000 to 70,000 species
of plants that are used for medicinal purposes around the world, 5,000 have been
submitted to formal biomedical scrutiny (33). Of these, a much smaller number has been
evaluated to confirm either beneficial or adverse effects, particularly those associated
with herb-drug interactions (62-64). Nevertheless, in many countries scientific evidence
of efficacy is beginning to emerge from randomized controlled trials in which herbs
compare favourably with placebo. In addition, a number of studies indicate that herbal
products may in fact complement and improve the efficacy and/or adversely affect the
properties of commonly used drugs (65).

Much work has been done in recent years to increase the credibility and acceptance of
herbal medicines and to comply with new regulations that address quality issues, good
manufacturing practices and science-based research. Government and non-government
institutions around the world are spending considerable resources to facilitate research
in this area and to increase the body of evidence about the value of herbal medicines in
improving human health (66-70).

An important outcome and ultimate goal of Integrative Medicine is to reduce the cost of
medical health care without sacrificing quality of life. Two key principles: Normalization
and Substitution have been identified as critical for this to occur. Normalization enables
self-determination. The principle of substitution involves replacing more costly services
for cheaper services. Within the mainstream health system, this happens when a health
insurance company or a healthcare facility uses generic instead of brand name drugs or
when patients are discharged so that they can go home following a surgical procedure,
armed with the resources they will need to engage in self-care. Ultimately, cost is
reduced while patient empowerment is increased, but without jeopardizing the overall
health outcome, thereby reducing the burden on healthcare workers (71, 72).

In some settings, however, substitution and self-care do not happen by choice. In the
poorest communities in the world, people are forced to rely on traditional systems and
traditional healers, as well as on herbal medicines and concoctions of questionable
quality as substitutes for conventional care, in an effort to compensate for limited access
to appropriate resources. But this limited access is not only due to a lack of money but
also to the lack of access to appropriate medicines. In fact, the WHO reports that less
than 1% of the nearly 1,400 pharmaceutical drugs registered between 1975 and 1999
were for diseases affecting the poorest people in the world (73, 74).
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Although the WHO has instituted plans and centers to help countries integrate traditional
medicine with national health care plans (75), the wealthiest nations in the world continue
to use TCAM as a complement rather than as an alternative to mainstream care. In
the past decade, integrative medicine centers have opened all over the world. In the
US, the American Hospital Association’s 2003 Annual Hospital Survey showed that the
percentage of hospitals that offer TCAM has more than doubled in less than a decade,
increasing from close to 9% in 1998 to almost 20% in 2003. Out of 1,007 respondents, 269
hospitals stated that they offered some CAM services. Their top three reasons for doing
so were: patient demand (83%); organizational mission (69%); and clinical effectiveness
(61%). 24% of the hospitals which are not currently offering TCAM stated that they
planned to do so in the future.

Patients usually pay out of their own pocket, although some services such as nutritional
counselling, chiropractic treatments and biofeedback are more likely to be reimbursed
by insurance companies (76). A similar survey in 2007 indicated that more than 37% of
US hospitals, up from 26% in 2005, offer one or more TCAM therapies with 67% of survey
respondents stating that clinical effectiveness was the top reason for choosing them
(77).

What do we need to know?

- How should TCAM interventions and Integrative Medicine be evaluated?

One of the biggest challenges in relation to TCAM is the lack of accepted research
methodologies to evaluate complex interventions that aim to treat chronic diseases,
particularly when two or more are present in the same person, or at least to prevent
their progression. As noted in the previous section, little is known about the efficacy
and adverse effect profile of many specific TCAM interventions and practices. Similarly,
there are few guidelines on how to assess the impact of any TCAM interventions on
healthy people.

- What are the socioeconomic implications of Integrative Medicine?

Many socioeconomic challenges also remain unaddressed. Highly developed mass
marketing campaigns invite and entice consumers to return to basics, appealing to the
general public to go back to nature, without taking into consideration the myriad of
differences between the old natural, agricultural peasant society and the technology-
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driven, industrialized distribution chains of today. It is unclear whether existing
government agencies, professional associations and consumer advocacy groups might
play a significant role in protecting the public from unscrupulous TCAM marketeers, at
the same time promoting access to beneficial products.

Another set of challenges is societal in nature. We have become a society in which we
believe that we are entitled to cures for all our diseases, regardless of how we neglect
and misuse our bodies. We are willing to pay for pills and therapies to cure self-inflicted
conditions that result, to a large extent, from our own sedentary and stressful lifestyles
and gluttony. We want quick fixes to our problems, no matter how little we understand
them, butwe are unwilling to take any risks or to participate in research that may improve
our understanding about their benefits or risks. We want protection from unscrupulous
quacks, but then we declare a conspiracy against and show a lack of trust in the very
institutions we created for our protection.

- Could Integrative Medicine promote the demedicalization of multiple chronic
disease management?

We can define medicalization as a process whereby nonmedical problems become
defined and treated as medical problems. It could be argued that childbirth, menopause
and obesity are examples of this. Far less commonly, demedicalization can be defined as
the process whereby a condition or life process under medical jurisdiction is reconsidered
so that it is no longer regarded as a medical problem and therefore no longer requires
the intervention of medical personnel. Historically, homosexuality could be seen in
this context. How about ageing? Even without co-existent chronic disease, the ageing
process brings physical co-morbidities, emotional traumas, such as bereavement, and
social concerns, such as loneliness. Have these issues been medicalized? Are financial
interests leading us to do more harm than good, for example by converting the symptoms
associated with normal ageing processes into new diseases that require treatment?
If so.

- Could Integrative Medicine promote greater acceptance, among patients and
caregivers, of the unavoidable suffering associated with multiple chronic diseases
and the ageing process”?

The literature suggests that there are two types of individual approaches to chronic
diseases: an accepting and progressive approach or a non-accepting and regressive
approach. A study evaluating the life of coronary artery disease patients from their own
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perspective revealed that participants who demonstrated an accepting and progressive
attitude to life achieved a better level of rehabilitation than those with a non-accepting
and regressive attitude (78).

The Judeo-Christian approach to suffering implies acceptance, as well as coping, within
the broader concept of a perfect/higher purpose. Suffering is transient and it has an
eternal perspective.

Accepting chronic diseases as a part of life can impact not only on their management,
but also on the extent to which they are perceived as a burden. A person’s attitude, as
well as his or her spirituality, values and thoughts, influence his experiences of both
health and illness. This depends on factors such as: irreversibility of the condition,
availability of medical technology to improve it, the desire of the individual to live a full
life and a realistic approach to life and death. When confronted with traumatic or chronic
conditions, patients may feel the need to understand their own experiences in the context
of their spiritual views. The incorporation of culturally appropriate spiritual practices,
alongside the administration of medical care, in an integrated and holistic manner may
be needed for a meaningful demedicalization of care.

- How could Integrative Medicine support health promotion efforts at the community
level?

Healthy environments, in particular healthy cities, where most of the world population
live, are currently the focus of WHO programs which aim to recognize that people form
an integral part of the earth’'s ecosystem and that their health is therefore irrefutably
interlinked with the environment.

A healthy environment may not only help to prevent chronic complex disease. It may prove
essential in coping with non-drug therapeutic strategies for these pathologies. Most
people with multiple chronic diseases are elderly. Cities could adapt their structures
and services to make themselves more accessible and inclusive for older people and
individuals with disabilities. Community action involving other sectors besides the
health sector is required. Town planning could include more outdoor spaces, adequate
transportation and housing, encouraging social participation and providing health care
facilities with easy access (79).



-Contents-

What innovative strategies could fill the gaps?

A future in which we understand the intrinsic value of integrative approaches, focusing
on the whole person and prescribing effective combinations of TCAM and conventional
interventions to treat and prevent illness, alleviate pain and improve quality of life for
people with complex chronic diseases, will require unprecedented levels of collaboration
between regulators, industry, health care practitioners, researchers and patients/
consumers.

There are some encouraging examples of this type of collaboration (80). For example,
the WHO has issued Guidelines for the Assessment of Herbal Medicines. Based on the
classical paradigm, they follow the traditional approach to validating quality, safety
and efficacy which is used for conventional pharmaceutical products, but with one
major difference. The starting point is to look at the effects of interventions in human
instead of animal models. By taking into account traditional experience with herbal
medicine and viewing commercially based datasets, the apparently uneventful use of
a substance for long periods is taken as evidence of its safety. Manufacturers are then
encouraged to support research which seeks to develop a drug or a derivative, following
good development practices and standard operating procedures based on the initial
identification, collection and processing of plant or natural product materials. However,
major challenges remain, particularly in relation to the marked variations in source
material, the lack of understanding of the synergistic effects of multiple chemical
ingredients and the absence of information on the potency of various formulations.

Given its reach and global role as an overseer and de facto coordinating body for issues
related to human health, the WHO may need to be more aggressive in promoting better
chronic disease management. Indeed, it has already encouraged the publication of
reports proposing several detailed options to facilitate the implementation of Integrative
Medicine services as part of programmed national health care system reforms (22). This
work, which already involves substantial international collaboration, includes valuable
information forthose who areinterested in harmonizing science and traditional medicines
indiagnostics and health education, and who employ complementary treatment methods,
so that they can ensure the optimal quality of CAM products in their own countries. Joint
efforts with other global bodies, such as the World Trade Organization, will be needed to
achieve these goals, with industry and health professional organizations playing a more
prominent role.
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The documentation of the safety and efficacy of TCAM practices and interventions, as
well as innovative methods to develop cheaper, faster and effective medicines, should
be encouraged (74). Nowadays, this is being facilitated by powerful information and
communication technologies that permit the easy tracking of individuals and societies,
tendencies and styles in real time. These technologies could also strengthen our efforts
to gain a much better understanding of the basic sciences, chemistry, physics and
mathematics, underlying the effects of TCAM, enabling us to shed light onto sorcerers’
wisdom and mystical forces and to improve our comprehension of the incredible
complexity of the processes involved in healing.

Other initiatives, such as Integrative Health Coaching at the Duke Integrative Medicine
Center, are currently being implemented at Integrative Medicine Centers (81). This
personalized health planning and coaching program expands conventional behavioral
change models by linking behaviours to personal values in the context of life as a whole
and focuses on the relationship and partnership dynamics between patients and a team
of providers (82). This team includes physicians, TCAM providers and health coaches,
amongst others.

The importance of Integrative Medicine as a means of addressing the mental, emotional
and physical aspects of the healing process and the need for greater patient involvement
in health care was considered in a report by the Institute of Medicine in the US as a spin
off from a Congress on Integrative Medicine in Public Health held in February 2009. The
congress included reviews of the state of the science, assessed its potential and priorities
and began to identify the elements of an agenda to improve our understanding, training,
practice and other actions that might help improve prospects for the contributions of
integrative medicine to better health and health care (83). More gatherings like this
should not only be encouraged but should also be linked to large-scale projects designed
to fill existing gaps.

The gap between knowledge and practice, conventional and traditional, and alternative
and integrative is still wide, despite the fact that health professional associations are
starting to concede value to TCAM interventions, health care professionals are enrolling
in TCAM-related continuing medical education courses and consumers are seeking
information about interventions they believe to be good for them, while at the same
time advocating for more freedom, fewer regulations and better access. Studies on
the delivery, organization and financing of different integrative healthcare models and
medical and public education, which is geared to expanding the reductionist disease-
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oriented model and understanding the changing dynamics of TCAM, should be regarded
as a priority by funders of research and health services.

As populations throughout the world continue to age, the concomitant increase in the
prevalence of poly-pathology will make TCAM an inevitable component of a modern
health system. Now it is our turn to ensure that TCAM is properly integrated with
conventional biomedical options, as part of a relationship with the public that is built
on trust, respect and commitment to achieving optimal levels of well-being. A healing
environment should be the ultimate goal for all.
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