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Jane Frawley

Editor, Australian Journal of Herbal Medicine
PO Box 45 Concord West 2138
editorajhm@nhaa.org.au

Welcome to the last edition of 2013. | have thoroughly

Mr Jason Rainforest, Mr Rob Santich, Dr Jerome Satrris,

HOQMR\HG P\ jUVW \HDU DV (GLWR Ws DaReb SthlEsb, @NMadhiX Sh&tda, \BrKIbishua Smith,
support and feedback | have received since embarking Mr Michael Thompson, Dr Graeme William Tobyn, Dr

on this role. The Editorial Board and | have learnt an
enormous amount about the journal’s readership during

this time and as a result have endeavoured to publish

clinically relevant research and review articles, together
with topical commentary and discussion pieces. | have no
doubt that the journal will continue to evolve throughout
2014 and beyond.

It was evident from the NHAA member surveys
conducted earlier in the year that many practitioners
would like to learn more about writing for publication.
In response to this we delivered a workshop in Sydney
entitled 'Writing for Publication’ which provided a general
overview of preparing a manuscript, with particular focus
on writing case studies. It was clear from the feedback
prior to the event that many members from outside the
Sydney area would also like to attend similar workshops
and we are investigating ways to do this. In the meantime,
please continue to provide input on how we can continue
to make the journal worthwhile and relevant.

| would like to extend a very wholehearted thank you
to all the reviewers who have contributed their expertise
to the journal in 2013. The strength of the journal lies
with the reviewers who give their time and skill to
improve the quality of our publication. Thank you to Dr
Abigail Omolayo Aiyepola, Ms Diana Bowman, Mr lan
Breakspear, Mr David Casteleijn, Mr Greg Connolly,
Mr Rik Danenberg, Dr Michael Evans, Dr Stuart
Glastonbury, Ms Assunta Hunter, Ms Catherine Johnson,
Ms Lisa Marasco, Dr Mradu Gupta, Dr Paulo Moraes,
Ms Annette Morgan, Ms Helen Padarin, Ms Anita
Pierantozzi, Dr Sokcheon Pak, Ms Jeannie Radcliffe,

Kyril Turpaev, Mr Mark Webb, Mr Greg Whitten, Dr
Jenny Wilkinson and Dr Hans WohImuth.

| would also like to extend my personal gratitude to
WKH $VVRFLDWH (GLWRUV ZKR FRQWUI
quality of the journal: Dr Andrew Pengelly, Dr Amie
Steel, Dr Janelle Wheat, Ms Dawn Whitten and Dr Hans
Wohlmuth.

The current issue contains two articles with a historical
IRFXV 7KH ¢UVW E\ -XVWLQ 6LQFODLU
of herbal medicine: spagyric tinctures, elixirs and the
vegetable stone’, discusses the evolution and history of
spagyrics and details the principle steps in manufacturing
the spagyric tinctures, elixirs antapis vegetablis
(vegetable stone). Phillipus Aureolus Theophrastus
von Hohenheim (Paracelsus, 1493-1541CE), often
FRQVLGHUHG D IDWKHU RI PRGHUQ WHF
to write extensively on the subject of spagyrics. The
second article is by Karen McElroy and is entitled
‘Anthroposophic medicine: deepening our understanding
of herbs, healing and the human being’. Anthroposophic
medicine is a philosophy and system of medicine that hails
from Europe and was founded by the Austrian scientist
and philosopher, Rudolf Steiner (1861-1925). Steiner’s
studies varied widely and included the natural sciences,
ERWDQ\ FKHPLVWU\ DQG SK\VLFV +H .
LQAXHQFHG E\ WKH *HUPDQ SKLORVRS
and naturalist, Johann Wolfgang von Goethe (1749-

1832). Steiner devised a framework for understanding the
universe and our distinct interconnectedness to all things.
This system of medicine aims to collate ancient medical
NQRZOHGJH ZLWK FRQWHPSRUDU\ VFLE
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To the Editor

Dear Editor, at Southern Cross University that nursing education
Thank you for publishing the two articles by Dr moved away from the hospital system (vocationally-
John Wardle in last month’s edition of the Australian based education) and into the university system, perhaps

Journal of Herbal Medicine. The article ‘Independent With the goal of fostering critical thinking skills among
registration for naturopaths and herbalists in Australia: nurses. Even legal disciplines adopted alternatives with
the coming of age of an ancient profession,’ was timely the introduction of alternative dispute resolution and a
and provides a comprehensive overview of the past and tiered, user-focused system.

current situations. The primary goal of registration is to So, is the private college education of naturopathic
safeguard the public; however, it does bring benchmark subjects actually better than that of a university? It is
standards to our profession, particularly in relation to possible that presenting the college-based education as
education and practice. It brings a known place within superior is mainly furthering the vested interests of private
the general health care system by removing us from the college owners rather than actually providing excellent
‘unregistered practitioners’ category. It is apparent that education for naturopaths and Western herbalists. What
naturopathic colleges tend to provide vocationally based is the impact on the profession considering that the
TXDOL{FDWLRQV FRPSDUHG WR X Qadycatignof many membesh@sand isvacatioraiybased
which also aim to develop critical thinking skills. It — and critical thinking skills are not developed or valued? It
was interesting to read how private colleges protected is ironic to think that our profession may largely contain
WKHLU RZQ ¢QDQFLDO LQWHUHYVWmagitone thatusg & @echaristiovogatignal gpmach,
fund to resist the development of a degree education for that follow instructions and rules in much the same way
naturopaths and Western herbalists. | wonder how the an apprentice builder learns how to build a house or a
HGXFDWLRQDO EDFNJURXQG R PHpaEgiagser legns hog foxcpl@Ehic Wilg pnly those
collective consciousness of our profession, particularly €xposed to a university education may have learned how
LI PRVW PHPEHUV KDYH REWDLQH Gowtgrpretianalyspand ¢velpaig thrideds aodrmuments
private colleges. Critical thinking is an important skill for ~behind the process —in our case, our practice.

effective debate. A measure of our profession’s capacity for critical

Like many of your members, | obtained my primary thinking could be gauged by our response to the proposed
TXDOL{;FDWLRQ WR SUDFWLFH W KEeRrtxchgnges peesented by Hhe FTiRenapayiticHGoods
back when universities did not offer the Bachelor Administration (TGA) regarding the advertisement of
of Naturopathy. It was in my fourth year (full-time)  Practitioner-only products. The main concern voiced by
that Southern Cross University started their Bachelor the profession was that we will be deprived of a source of
course, and a few teachers made the move to Lismore information. However, that particular concern distracts
to take up lecturing positions. The message from the /URP DQ XQGHUO\LQJ ELJJHU LVVXH
C0||ege was that private education remained better for I|m|ted Capacity for Cl’itical th|nk|ng, that iS, our reliance
the ‘naturopathic’ subjects, as it was less likely to be ©Nn promotional material from supplement manufacturers
VXEMHFWHG WR PDLQVWUHDP pV FioHrofnatop @r ingiriotiadk Although the \grempption
words, a college education had a progressive character©f supplements may occur in an educational context,
WKDW ZDV SDUWLFXODUO\ EHQH ¢ FL 5.t iR eartkaopptiop eRbyshesnandssajgs of
practice ‘alternative medicine’i.e. outside the mainstream Supplements. Private college education is provided with
philosophical medical paradigm (for want of a better much the same goals. The entire purpose of the process
ZRUG XVLQJ DOWHUQDWLYH VFLH ¢vioaftiachagd keiginystudentr, and to increase income

)W LV LQWHUHVWLQJ WR UHAHFRQEZsRBREWY oY SYRRUHEWRUY /LNF
disciplines at the time. Medical schools were thinking many company seminars and gaihed ‘valuable clinical
along the same ‘alternative’ lines with their introduction L Q V_L ‘J,K WV _ﬂ * RZ H YHU ) LW LV D < QH Ol
of patient-centred teaching and problem-solving objective mformgtlon informing practice and persuasive
approaches incorporated into the education of doctors. statemen_ts designed to_ make you feel as though the
Education in health disciplines such as nursing, product, item or agenda is essential and you need to buy
midwifery and women’s health embraced new patient- more. ) ) )
centred models of care where the needs of patients (or "€ question begs for those of us with a private
FOLHQWY ZHUH LGHQWL¢HG DQG P Il chaveverdgvelopad adegydip grigeal
way, incorporating health promotion and prevention thinking skills in order to debate qnd nawgate our own
of disease as well as treatment. Indeed, it was not long W& (0 face our challenges, build our identity as a
before the establishment of the naturopathic degree continued on page 180
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Primum non nocere . Are we really keeping our
patients safe? Interprofessional communication
between CAM and medical practitioners

Anita Pierantozzi 12

! Queensland Health, Redcliffe Hospital, Senior Medical Education Of cer
2 University of Queensland, Northside Clinical School, Adjunct Lecturer

Teamwork and communication failures are the leading
cause of patient safety incidents in health ¢@&anadian
Patient Safety Institute 2011)

Use of complementary and alternative medicine
(CAM) in Australia is considerable (MacLennan 2006,
McCabe 2005, Xue 2007), with more than two-thirds of
the adult population using at least one form of CAM, and
44% reporting visiting a CAM practitioner in the previous
12 months (Xue 2007). The growth of CAM has raised
many issues within the literature, the most common

position statement of the Australian Medical Association
(AMA) further endorses this need, indicating that
“medical practitioners should have access to education
about CAM in their undergraduate, vocational and further
education to provide advice to patientgAustralian

Medical Association 2012). Medical practitioners also
support the need for appropriate education on CAM
(Cohen 2005); however, the current state of CAM
education in Australia is poorly developed, having no
formalised requirement for medical schools to include it

UHODWLQJ WR VDIHW\ HI¢;FDF\ Day astandagisespampment okthe medical curricula. As
ODF/HQQDQ 6KRUR¢ DQG $U E Rnedical pragifoBersgpyopress through the prevocational

and McGrail 2004, Goldman 2008, Wardle 2012, Pinto (postgraduate PGY 1-3+) and vocational (specialist)

2008, Spinks and Hollingsworth 2012). However, despite stages of their training, CAM education is also variable.

this, the Australian public have continued to seek CAM Thus, the onus for acquiring knowledge regarding CAM

as a component of their health care, spending in excess ofrests on the individual (Pierantozzi 2013).

$4 billion annually (Xue 2007). $V D OHGLFDO (GXFDWLRQ 2I¢FHU

Parallel to the rise in CAM popularity, Australian in a metropolitan South East Queensland hospital, |

medical practitioners are faced with a greater proporton KDYH ZLWQHVVHG GH¢{FLHQFLHV LQ ¥

of patients who present using conventional and CAM knowledge of CAM and application thereof in patient

FRQFXUUHQWO\ ODF/HQQDQ : Xcere, and have RUgRGuUeDtiR lggen active in implementing

Arbon 2010). In addition to the documented risks that ongoing education sessions for medical students, junior

concomitant use of CAM and conventional medicines doctors and general practice (GP) registrars across

pose to patient safety (Davis 2012, Goldman 2008, Mehta various health services. During these education sessions,

2008, Shalansky 2007), this is further compounded by a doctors indicated through both formal (Pierantozzi

large and increasing body of evidence that indicates that 2013) and informal feedback that routine CAM inquiry

non-disclosure of CAM use by Australian patients is was infrequent and, for some, dependent on the patient.
UHODWLYHO\ KLJK 6KRUR¢ DQG $USURsequently, pduRapingr@dical physicians about the

MacLennan 2006). In hospital settings, non-disclosure importance of clinical inquiry into CAM as a standardised

of CAM use escalates patient safety risks due to known component of the history taking and documentation

interactions between certain CAM therapies and process has been a key theme integrated into the learning

anaesthetic drugs, as well as other pharmaceuticals (Hori objectives of this training package.

2008, Werneke 2004, Wang 2003). Surgical patientspose +RZHYHU D UHFXUUHQW LVVXH LGH

considerable risk due to the possibility of haemorrhage
(Norred 2002a, Norred 2002b, Norred 2000), a risk
further compounded by new oral anticoagulants (e.g.
dibigatran and rivaroxaban) now being utilised in
$XVWUDOLDQ KRVSLWDOV ZKRVH
fully understood (Weightman and Gibbs 2012).

Due to the rapid growth in CAM and its potential to
interact with mainstream medicine, emphasis has been
placed on medical educators to ensure that medical
practitioners have adequate knowledge to effectively and
safely manage patients who utilise CAM. The published

164

sessions by participants has been interprofessional
communication and the lack thereof. GP registrars

indicated that the only communication that they received
from CAM practitioners was via the patient themselves

Whio \piesedtdR it Hd Vist DiUimvedtigationd/ Reqlddted

by the naturopath” without any explanation. As one GP

registrar describes:

“When a patient presents with a list of tests requested
by the naturopath without any explanation as to why they
are even needed, this just leaves a sour taste in my mouth.
If 1 have to converse with another treating physician

© National Herbalists Association of Australia 2013
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the least | do is write a referral letter. It's an integral and practice methods that support the creation of a
component in the continuity of the patients’ care.” patient safety culture; however, this may not necessitate
Therefore, in addition to the emphasis placed on the ‘reinvention of the wheel’. Although a number

appropriate CAM education for medical physicians, of initiatives for improving communication between

should we also be considering the importance of the disciplines have been described in various settings

interprofessional communication? (Nedrow 2007), including suggestions of an appropriate
It is well documented that communication among Mode and content of communication (Schiff 2011), as

health professionals is a highly complex but important an MEO working with medical practitioners on a daily
function in the provision of safe health care, not only basis, the ability to speak ‘the same structured language’
for effective interactions between individuals and their has been a vital skill that | have learnt and utilised in both
health care providers, but also between the health care Written and verbal communications. Language barriers
providers themselves (Schwartz 2010). Communication caused by distinct health philosophies and associated
breakdowns and teamwork failures have been recognisedterminology tend to complicate communication
as key contributing factors in the occurrence of patient (Soklaridis 2009, Allareddy 2007); however, standardised
safety incidents, and were the primary root cause in tools and behaviours from the aviation industry, such as
more than 70% of sentinel events (Leonard 2004). As the Situation-Background-Assessment-Recommendation
Australian public continue to use CAM, communication (SBAR), can greatly enhance safety by helping to
between CAM and medical practitioners should be set expectations for what is communicated and how
emphasised, particularly as the potential for interactions communication is handled (Leonard 2004).
and subsequent patient safety events is increased. As one Originally introduced within the health care domain
GP registrar notes: to help structure communication between nurses
“The communication between doctors and CAM and physicians in acute settings (Leonard 2004),
practitioners is even more important when patients are with positive results including improvement in staff
using herbal medicines and pharmaceuticals together and patient satisfaction, clinical outcomes, team
because we need to ensure that the patient is safe andcommunication, and patient safety culture (Leonard
their management plan is not impacted by interactions. | 2004), the SBAR technique has now been implemented
support patients’ use of CAM but when | don't know what within interprofessional teams (Leonard 2004, McFerran
they are using and | have no communication with the 2005, Uhlig 2002). A recent study found that SBAR
herbal practitioner it’s hard to provide safe and effective use in an interprofessional rehabilitation setting
treatment” enabled participants to communicate their concerns
Although the majority of doctors involved in the in a professional, objective manner with appropriate
CAM education sessions, particularly GP registrars, MXVWL{FDWLRQ VR WKDW WKHLU UHF
indicated a positive attitude towards interprofessional and adopted (Boaro 2010). In Australia, emphasis
communication, informal group discussions thus far has been placed on health service organisations to
reveals that most rarely initiate communication with CAM  implement sustainable, systematic processes for effective
practitioners. This is consistent with published literature communication techniques to support safe patient care.
which indicates that although GPs have a positive attitude This is driven in part by the National Safety and Quality
towards interprofessional communication, low rates are Health Service Standards (NSQHS) published by the
recorded in practice (Ben-Arye 2007). Similar results Australian Commission on Safety and Quality in Health
have been observed across other health care disciplines& DUH $&64+& ZKLFK LQFOXGHV D VW
including midwifery, where a recent Australian study relating to clinical handover which describes the systems
found that despite 83% of midwives supporting the and strategies for effective clinical communication
existence of formal communication, less than one quarter whenever accountability and responsibility for a patient’s
(22%) initiated formal communication with CAM care is transferred (Australian Commission on Safety
practitioners (Diezel 2013). Equally, CAM practitioners  and Quality in Health Care 2011). Subsequently, many
also share responsibility to enquire about their patients’ Australian health care organisations have implemented
conventional care, with survey data indicating that standardised communication methodologies, including
only a small percentage of CAM providers will initiate  the SBAR technique or variations of this tool e.g. ISBAR,
communication with their patients’ physicians (Sherman |ISOBAR. This ‘standardised structured language’ has
2005, Ben-Arye 2007, Schiff 2011). Consequently, a EHHQ LGHQWL¢HG DV VXFK DQ LPSRUW
low patient-disclosure rate of CAM use, coupled with Health staff to acquire that Metro South Hospital and
poor physician-CAM provider communication, combine Health Service have mandated Communication and
to create a “Bermuda Triangle” phenomenon where Patient Safety (CaPS) training, including education and
valuable information disappears (Schiff 2011). application of the SBAR technique, for all clinical and
Efforts to improve teamwork and communication non-clinical staff with great success (Lee 2012). In fact,
between the disciplines must build upon shared values it was in attending this training that | acquired the SBAR

© National Herbalists Association of Australia 2013 165
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Table 1: SBAR (Adapted from (Safer Healthcare 2009, Monroe 2006))

S * Introduce yourself
Describe the SITUATION .
» Describe your concern

¢ | wish to inform you of

for a problem)

Identify the patient and the reason for your call

* The situation | am concerned about is

....(e.g. current treatment/s, management plan and possible
treatment interactions, changes to patient status, referral to assume the care of the patient

B )
Provide BACKGROUND

« Current status

What is the relevant supporting background information
« Chief complaint/presenting symptoms

« Relevant history, examination and/or test results
« Current treatments and/or management plan

A .
Provide client ASSESSMENT

State what you think is going on
¢ The problem seems to be....
« | am not sure what the problem is, but the client/patient is deteriorating

R .
Make RECOMMENDATION .

What should be done?

What is your recommendation?

skills and knowledge to speak ‘the same structured
language’.

So what exactly is SBAR and how could this
communication technique be utlised to improve
interprofessional communication between CAM
and other health care professionals? An overview of
SBAR and the various elements is provided in Table
1. Development of a common language between CAM

and medical practitioners has been shown to be a crucial

Davis EL, Oh B, Butow PN, Mullan BA, Clarke S. 2012. Cancer patient
disclosure and patient-doctor communication of complementary and
alternative medicine use: a systematic reviewcologist17;1475-

81.

'LHJHO + 6WHHO $ :DUGOH - -RKQVWRQH
of interprofessional communication between midwives and CAM
practitioners: a preliminary examination of the perceptions of
midwives.Australian Journal of Herbal Medicin25:2;4-10.

Frenkel M, Ben-Arye E, Geva H, Klein A. 2007. Educating CAM
practitioners about integrative medicine: an approach to overcoming
the communication gap with conventional health care practitioners.

¢UVW VWHS LQ RYHUFRPLQJ WKH FRPPOR ofAteinaliviRagy CpmpismentyeyitPrpeo2.

2007). Although the use of SBAR is not the only solution
to improving interprofessional communication, it may

Goldman RD, Rogovik AL, Lai D, Vohra S. 2008. Potential interactions
of drug-natural health products and natural health products-natural
health products among childrehPediatr152; 521-6, 526 el-4.

DOORZ &3$%0 SUDFWLWLRQHUV FRQ ¢isQmbdioV, BasdoreRd & QikcbubtidibobsQattems of

a professional and objective manner.
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Training the next generation: advanced diplomas
or degrees?

lan Breakspear
Australasian College of Natural Medicine
Email: ianbreakspear@me.com

Abstract: For a little over 10 years the minimum quali cation for entry to the profession of naturopathy and Western herbal medicine
in Australia has been the Advanced Diploma, as described in the Australian Health Training Package. This commentary piece is
drawn from a presentation given at the 8th International Conference of Herbal Medicine. It seeks to pro le the current educational
context in herbal medicine and naturopathy and examine whether or not the Advanced Diploma is an appropriate quali cation level.
The author’s opinion on the future direction of herbal and naturopathic education is presented with justi cation.

Naturopathic and Western herbal medicine educaton UHTXLUHPHQWY DQG GHOLYHU TXDOL
in Australia has changed considerably over the last 70 one of the National Training Packages.
years, moving from informal apprenticeship training )
to nationally recognised advanced diploma level 2002 — The advanced diploma becomes the
TXDOL{FDWLRQV DQG PRUH UHFHQWiDumpBtakda@iGIXO RI EDFKHORU
degree programmes. Yet the desired outcome remains On December 11 2001, the Australian National
largely the same — to produce effective and safe Training Authority released the Australian Health Training
practitioners of herbal medicine and naturopathy who 3DFNDJH +73 7KH +73 ODLG RXW D V
can work in collaboration with other health professionals standards for a range of disciplines including (but not
within the wider healthcare system. limited to) the complementary medicine disciplines. In
Jean Piaget (1896-1980), a Swiss development WRWD O GLITHUHQW TXDOL¢{¢FDWLRQ
psychologist and philosopher, as quoted in 1988 in ¢UVW YHUVLRQ RI WKH +73 UDQJLQJ
“Education for Democracy”, Proceedings from the Advanced Diploma (training.gov.au).
Cambridge School Conference on Progressive Education, 7KH +HDOWK 7UDLQLQJ 3DFNDJH VSH
stated ... RI TXDOL¢{FDWLRQ IRU WKH GLVFLSOL
“The principle goal of education in the schools is to Western herbal medicine:
create men and women who are capable of doing new ¢« Advanced Diploma of Naturopathy
things, not simply repeating what other generations have « Advanced Diploma of Western Herbal Medicine
done; men and women who are creative, inventive, and  With the acceptance of the HTP, private colleges
discoverers, who can be critical and verify, and notaccept FKDQJHG WKHLU FRXUVH WLWOHV DQC
everything they are offered” (Jervis and Tobier 1988). $GYDQFHG 'LSORPD VSHFL¢{FDWLRQV ¢
The question is not whether this goal is relevant to and applicationin 2002, the HTP has undergone numerous
herbal and naturopathic education — the real question is revisions and the national bodies overseeing education
“does our current educational system achieve this goal?” standards have changed name and scope. Nevertheless, at
In order to answer this question, we need to understand the time of writing this article, advanced diplomas remain
the current state of naturopathic and Western herbal WKH PLQLPXP QDWLRQDOO\ UHFRJQLVI
medicine education in Australia. clinical disciplines of naturopathy and herbal medicine as

i accepted by professional associations.
Setting the scene

Whilst private educational providers have existed What about bachelor degrees?
IRU GHFDGHV WKH TV EURXJKW Bin&HheUReG1980's MorivafeLcplleie® Wave formed
change in the educational landscape across Australia. articulation arrangements with certain universities so
Private providers — including those offering naturopathy that graduates of their courses can upgrade to bachelor
and herbal medicine training — were seeking parity with  OHYHO TXDOL¢{ FDWLRQV ,QGHHG 5721
public institutions. In particular, they desired the same diplomas are now required to demonstrate such an
¢QDQFLDO DVVLVWDQFH ZKLFK ZD Varfiddlat@d pSthivayy Whilst Ge\0pRorVis\aXaBasle), bhly
of public institutions; however, this required far more some advanced diploma graduates choose to upgrade
regulationthan had previously existed. Private educational at this stage and it is not a requirement of entry to the
institutions now needed to become Registered Training profession. In addition, the number of universities
Organisations (RTO’s), meet numerous accountability offering this pathway is decreasing as shown by a
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statement on the University of New England websiie FRPSUHKHQVLYH QODWLRQDO TXDOLyg
observed in April 2013 which read “Please note that $XVWUDOLDQ 4XDOL,FDWLRQV )UDPH?Z
the undergraduate course Bachelor of Health Science 7KH $4) GRHV QRW GLVFXVV VSHFL¢
and Bachelor of Applied Health are no longer offered at rather outlines the standards for the different levels of
UNE” (University of New England n.d). $XVWUDOLDQ TXDOLLFDWLRQV (DFK C

Additionally, some private providers have received GH¢;¢QHV WKH UHODWLYH GHSWK DC
recognition as higher education (HE) providers and expected autonomy of the graduate. The levels and their
KDYH GHYHORSHG DFFUHGLWHG EDHXSESORWLY MDIXD,FIDMWFDRWQWR QW DUH EH
naturopathy and/or Western herbal medicine which they directly from the AQF.
deliver in-house. Whilst these are separate to established .
university degrees, they meet similar standards and Advanced diplomas and degrees — the key
accountability requirements. differences

Finally, a handful of bachelor level clinical Whilst a full analysis of the AQF document is very
TXDOL{FDWLRQV LQ QDWXURSDW K \eDigh®niRd, itisHogyomiahe® $¢Gpe BfLtiiHarkdzy For
been offered at certain universities, including Southern those interested in reading the detail, the AQF, particularly
Cross University, University of Newcastle and the pages 13, 15 and 16, can be reviewed. The document is
University of Western Sydney. However, over the years available freely at http://www.agf.edu.au/wp-content/
these courses have been subject to a number of internaluploads/2013/05/AQF-2nd-Edition-January-2013.pdf
and external pressures and, at the time of writing, none  However, by pulling key themes from the learning
of these clinical courses remain open for new students. outcomes within the AQF descriptors, the primary

. differences between bachelor degrees and advanced

What de nes advanced diplomas or diplomas can be illustrated. This is shown in Table 1 below.
degrees? _ _

7KH GHVFULSWLRQ RI GLIIHUHQwPgRpseassienslei pelessipnaiov vwbuwyv
ZLWK WKH $XVWUDOLDQ 4XDOLy¢ FD¥neRrad the )pastPpyaforng Nssueg kwh advanced
$XVWUDOLDQ 4XDOL{FDWLRQV )UGRSOREPYP UWWPQGWUWKHADQ EH VHHQ |
QDWLRQDO SROLF\ IRU UHJXODWH Garapmfessigb WLRQV LQ $XVWUDOLDQ
HGXFDWLRQ DQG WUDLQLQJ ,W LQ FR pessRritdvildi\a pattictiaraXpedDdf g profésdioRaD V
from each education and training sector into a single task is delegated but who is not licensed to practise as

Figure 1: The AQF levels and quali cations wheel (Australian Quali cations Framework 2013)
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D IXOO\ TXDOL¢{HG SURIHVVLRQD have ZpcR &bepted thel bvih@duthtioral standards.
English 2013). During the early 2000’s, the National Herbalists
Herbalists and naturopaths in clinical practice are Association of Australia (NHAA) commenced a project
primarily self-governing and autonomous in their to update their course accreditation system. During this
practice. Whilst most naturopaths and herbalists work in period | held the position of Coordinating Examiner on
collaboration with other health care providers, they don't the NHAA Board of Directors, and led the project under
generally work in a delegate capacity — they are responsible the oversight of the president and vice-president. The
for the assessment of their patients and treatment decisions¢ UVW VWHS ZDV WR LGHQWLI\ ZKHWKH I
made in conjunction with the patient. As such the term simply adopt the Health Training Package standards as
“paraprofessional” is not truly suitable to describe the minimum course accreditation standard. After careful
naturopaths and herbalists, and thus a training standardreview and discussion amongst the examiners and the

which aims for this outcome is at best questionable. board as a whole, it was decided that the NHAA could not

) o ] in good faith accept the HTP as the minimum standard. We
Volume of learning — “over-delivering” in LGHQWL¢{¢HG FRQVLGHUDEOH ZHDNQHV\
naturopathy and herbal medicine training and the approach of the relevant advanced diplomas, and

Perhaps in recognition of the need to produce graduates realised that to adopt these as the NHAA standards would
who are professionals as opposed to paraprofessionals,be to move away from one of the key goals of the NHAA
most private education providers deliver naturopathy and — ensuring the integrity of the profession.
herbal medicine programs which are 2-3 years full time Unfortunately, this meant that educational providers
in duration. However, the AQF clearly states that the GHOLYHULQJ WKHVH DGYDQFHG GLSOI
“volume of learning of an Advanced Diploma is typically ~ task of juggling the requirements of both the HTP and

\HDUV"™ $XVWUDOLDQ 4XDOL¢ FDpvlessi@nal dddodratiahR BsNwell as their own internal

It is likely that this discrepancy will become more of an business requirements.
issue in the next few years as the Community Services & ] ]
Health Industry Skills Council, as well as the educational |he argument for higher education
providers, will be called upon to justify why these Level It seems that in general there is agreement within the

TXDOL{FDWLRQV LQFOXGH VRPH /pofesgion tHreu@nt g@adraies ¢f matyapathy and

DQG ZK\ WKH\ DUH 3RYHU GHOLY HU Lherbal medion& tFiningtTox DOL ¢ FDWLRQV
« exhibit the characteristics of professionals, not

Professional association standards paraprofessionals;

One of the most telling comments on the suitability < be autonomous clinicians who collaborate with, but
RI WKH DGYDQFHG GLSORPDV VSHdobg heGessh@y vibrK tihder,Hi2 @ivédtion of other
Training Package is the fact that the primary professional  health professionals;
associations (National Herbalists Association of Australia, « be capable of critical reasoning and intellectual
Australian Natural Therapists Association, Australian independence, not just highly skilled work;

Traditional Medicine Society), whilst at various times ¢ have met the standards of professional associations,
FRQVXOWLQJ LQ WKH IRUPDWLRQ D Qubich Br& dfterr Mghvel Bhgh &R soviidvHatdiffdrent to

Table 1: Key themes from the AQF descriptors, illustrating the difference between advanced diploma
and bachelor degree quali cations

Advancea Diplo

Type of work Advanced skilled or paraprofessional work Professional work

Application of Application of specialised and technical Application of specialised and technical knowledge

knowledge & skills knowledge and skill. and skill, but “with depth in the underlying principles
Work “with some direction” when initiative, and concepts in one or more disciplines as a basis of
judgement, planning or management functions | independent lifelong learning”.
are required. “Responsibility and accountability for own learning and

professional practice”.

Critical thinking; solves problems with “intellectual
independence”.

“Well developed judgement and responsibility in contexts
that require self-directed work and learning”.

Works “in collaboration with others”.

Course duration 1.5-2years 3 -4 years

Words and phrases in quotes are pulled directly from the AQF (Australian Quali cations Framework Edition. January 2013. p15-
16. http://www.aqf.edu.au Accessed 30 March 2013)
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the HTP standards; In conclusion — where to from here?
* have undergone at least 2 (and many would say 3) 5HAHFWLQJ RQ -HDQ 3LDJHWYV RSL(
years of full time study. education, we come back to the need for graduates to

All of these requirements are far more closely aligned be able to move knowledge forward and do new things,
with Level 7 (bachelor degree) than they are with Level to be critical and verify, and not just repeat the actions
6 (advanced diploma). It is a clear argument for bachelor of others. Our current minimum standard of advanced
GHJUHHV WR EHFRPH WKH PLQLPXBLBSWRRPRBDD® GHE®HMRQLQIWKH $4) IDL
Level 6 in the AQF to meet our profession’s requirements Whilst the long history of over-delivery goes someway
is of course out of the question. It is also likely that to mitigating this failure, it is questionable whether this
continued over-delivery within advanced diplomas will over-delivery will be allowed to continue.
be progressively frowned upon by national educational With professional associations being the only
accrediting bodies such at the Australian Skills Quality real governing bodies in our currently self-regulated
Authority (ASQA). In light of the inherent limitations profession, they are the ultimate determinants of minimum
of the advanced diplomas and their suitability for our educational standards. In my opinion, it is time for those
profession, it seems that the next step is higher education. associations to embrace the AQF and elevate their

] minimal educational requirements to bachelor degree
Changing the status quo level. It cannot be done overnight; it should include

The fact remains that the advanced diploma is still consultation with private educational providers and other
WKH PLQLPXP HQWU\N OHYHO TXD O Istakebolldr} 4pd @ driably iKhdul8 éhtbidde/avt bip@priate
of herbal medicine and naturopathy and it is estimated phased introduction period. But now is the time for our
that only 43% of Australian naturopaths have a bachelor associations to step up and capture the evolutionary
degree (ARONAH 2013). “wind” in herbal and naturopathic education and steer the

There is a great deal invested in the current advanced correct course, ensuring the standards for the professional
diplomas. There are a large number of providers across future we believe in and strive to make a reality.
WKH FRXQWU\ RIITHULQJ WKLV OHYHO.,. | TXDOL:;FDWLR DQG
probably many thousands of students currently enrolled Iyotentlaﬁcon ict (I):% mtefest dECIEragon
in those courses. The administrative systems, compliance _ an currently works as Program Manager — Natural

requirements, teaching staff competencies and delivery $Eerap!es Zt Ntr_ll_e Austra!asmg igllege dofD_NIaturaI
methods of most private colleges have all focused on the erapies (ACNT), managing the Advanced Diplomas

requirements of the Vocational Education & Training of Na:luropathyband f\/t\:]estcern He,rAbdaI_Medlcc:me. '}'? wfas
(VET) sector, currently governed by ASQA. recently a member of the Course Advisory Committee for
Bachelor of Health Science (Naturopathy) and Bachelor of

A move to bachelor degrees as the standard does not

) . . Health Science (Western Herbal Medicine) for Southern
necessarily mean that herbal and naturopathic education School of Natural Therapies (SSNT). Both ACNT and

becomes_the domgln of unl\_/ersn_les only. As an acader’nlc SSNT are owned by the THINK Education Group, whose

who was involved in the U”'Yers'ty of Wgstern Sydney's  pine different colleges offer both vocational and higher
Naturopathy program for six years, it is my personal | s xEDWLR Q TXDOL:{FDWLRQV LQ GLV
opinion that the university sector as it exists today is hegjth and wellness to hospitality, design and business.

the wrong educational and business model for clinical The views presented in this article are those of the
undergraduate courses in naturopathy or herbal medicine. DXWKRU DQG GR QRW QHFHVVDULO\ UF
The recent closure of every single Australian university- of the THINK: Education Group.

EDVHG FOLQLFDO TXDOL¢{(FDWLRQ LQ QDWXURSDWK\ RU KHUEDO

medicine — including some which for years were highly References

regarded within the profession — seems to add weightto $XVWUDOLDQ 4XDOLAFDWLRQV MusbaiahZRUN &R
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SULPDU\ LQVWLWXWLRQV RITHULQ Ardn®H-£1 FUHA x H WA Lpa/in R &V £ R4QMaidkdY supF
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A naturopathic approach to the treatment of
children with autism spectrum disorder: combining
clinical practicalities and theoretical strategies

Belinda Robson
Goulds Naturopathica, Hobart, Tasmania
Email: belindarobson@gmail.com

Abstract: Autism spectrum disorder is affecting an increasing number of children and is multifactorial in its aetiology, pathophysiology
and treatment. Natural medicines to date have limited research in this area. Sound evidence does exist for some natural therapies, but
many others which may have therapeutic application lack speci ¢ research in children with autism. Therapies that have clinical research
in disorders with similar underlying pathophysiology may also be bene cial. Further research is necessary into dietary approaches,
nutritional supplementation and herbal medicines that may have therapeutic bene t for children with autism spectrum disorder.

immunological,  gastrointestinal, = musculoskeletal,
PHWDEROLF SUR LQADPPDWRU\ DQG ¢

condition involving multiple bodily systems. It affects GH¢QLQJ DQ HYLGHQFH EDVHG WUHEL
social interaction, communication, sensory percepton, LQKHUHQW GLI(FXOWLHYV 0DQ\ WKHUI
development, concentration, attentiveness and learning may be useful have yet to be studied. Other therapies
outcomes. At present, it can be considered a disorder that have traditional application for various elements of

which is genetic, neurological, developmenta, WKLV GLVRUGHU ODFN VSHFL¢{F VFLHC

Introduction
Autism spectrum disorder (ASD) is a complex

Table 1: Key therapeutic issues in ASD

Incidence

Incidence of ASD is rapidly increasing at rates
greater than can be explained by improvements in
diagnosis. Current studies suggest this may be as
high as 1-2% (London 2007)

Increased number of children requiring support.

Neuro-transmitters

Hyperserotonaemia in 25-40% of children with ASD;
dopaminergic imbalances are common; reduced
GABA production and down-regulation of GABA
receptors (Aldred 2003, Kidd 2003).

Increased rates of anxiety and depression;
impulsivity; reduced inhibitory responses.

Neurological
differences

Increased number of neurons in the cerebral cortex;
decreased number of neurons in the cerebellum;
decreased activity in temporal lobe; reduced global
connectivity (Wagner 2006, Vaccarino 2009); inability
to Iter out background sensations (Shandley 2010).

Developmental delays; slower processing speed;
transition dif culties; language dif culties; sensory
processing disorder. Enhanced memory or splinter
skills alongside impaired social cognition and
executive function.

Oxidative Stress

Raised markers of oxidative stress; raised levels of
in ammatory cytokines; lower levels of systemic
antioxidants (McGinnis 2004).

Higher rates of gastrointestinal in ammation;
hyperpermeable blood brain barrier; raised

in ammatory mediators in the brain; increased
potential for neurodegeneration and demyelination.

Allergies

42% children with autism have C4B null allele
(Mostafa 2008).

Higher incidence of autoimmune and allergic
disease.

Gastro-intestinal
hyper-permeability

Increased rates in children with ASD

Higher incidence of dietary allergies and intolerances;
raised in ammation.

Lactase de ciency

Lactase de ciency in up to 58% of children with ASD
)5 years old (Kushak 2011).

Lactose intolerance.

Familial patterns

Parents with one ASD child have a 27% chance of
having a subsequent ASD child; neurotypical siblings
are more likely to exhibit language delay, behavioural
dif culties, or some degree of subclinical ASD
symptoms (Tomeny 2012, Constantino 2010).

Family stress levels can be extremely high.
Parental separation is twice as likely with an ASD
child (Hartley 2011, Baeza-Velasco 2013).
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Gluten-free A high incidence of gastrointestinal malabsorption and gastrointestinal symptoms Whiteley 2010

casein-free has been observed in children with ASD. Improvements in core autistic behaviours

(GFCF) diet have been noted in studies with strict adherence to diet over a long period of study
(8-24 months).

Reduced gluten and casein diet did not demonstrate improvement. Harris 2012

3 month elimination of gluten and dairy did not demonstrate improvement. Johnson 2011
A survey based study found that 83% of parents of ASD children implementing a Winburn 2013
GFCF diet at the time of the survey reported improvement.

Authors note: there are inherent dif culties in blinding a GFCF diet, as well as Adams 2008
dif culties with compliance if adequate food substitutes are not provided. This may

contribute to inability to replicate a consistent result.

Vitamin C Pilot study reported reduced symptom severity over 10 week study period, Dolske 1993
consistent with theoretical dopamine potentiating effect of vitamin C.

Multi-vitamin & Demonstrated improvements in sleep outcomes and gastrointestinal symptoms. IAdams 2004

mineral supplement

Vitamin B6 Involved in multiple metabolic pathways and is a co-factor for 113 enzymes. High Adams 2006
dose vitamin B6 (100-600mg/day) has been shown to improve mental and physical Bihari 2006
function in ASD. Pfeifferi 1995

Magnesium & Red blood cell magnesium has been observed to be lower in children with ASD. Meletis 2007

vitamin B6 Magnesium (6mg/kg/d) and B6 (0.6mg/kg/d) in children with ASD demonstrated Meletis 2007
signi cant improvement.

Folate & Reduced methylation capacity and increased oxidative stress have been observed James 2009

vitamin B12 in patients with ASD. 75mcg/kg injected methylcobalamine combined with 400mg Bertoglio 2010
folinic acid daily for 3 months demonstrated signi cant improvement in behavioural
symptoms.

Carnosine Antioxidant; appears to enhance frontal lobe function; neuroprotective. Meletis 2007
800mg L-carnosine per day resulted in signi cant improvement in behaviour, Chez 2002
communication and social ASD traits.

Omega 3 fats EPA and DHA are required for neurological development and neuroplasticity. To Bent 2009
date, studies are variable and those producing a positive result consist of small James 2011
groups. Two meta-analyses have reported that there is little quality evidence to
support the use of omega 3 fats in ASD.

Signi cant improvement was demonstrated in a small pilot study using 840mg Amminger 2007
EPA, 700 mg DHA, 7mg vitamin E. Improvements included reduced inappropriate
speech (39%), stereotypy (72%) and hyperactivity (71%).

Exercise Exercise programs have demonstrated improvements in motor skills, social skills, Bass 2009
communication skills, self-ef cacy, self-con dence, sensory receptivity and Cawley 1994
attentiveness. Studies generally consist of small cohorts, and were not blinded. Pan 2010

Rosenthal-Malek 1997
Sowa 2012
Todd 2010

Acupuncture Meta-analysis demonstrated improvements in secondary outcomes but not primary | Cheuk 2011
outcomes. Secondary outcomes included improved communication, linguistic
ability, cognitive function and global functioning.

Animal assisted Studies have demonstrated that a pet may help a child develop empathy, Adams 2010

therapy consideration of others’ feelings and self-con dence. Prosocial behaviours have Law 1995
been observed upon introduction of a pet to a family with an ASD child. These Grandgeorge 2012
behaviours include offering comfort and offering to share.

While clinical therapies should have a sound evidence upon research into other conditions. A summary of key
EDVH HLWKHU WUDGLWLRQDO RU térapdugionssyel in MER Hre listed Vn TR HQWLDO W
limit therapeutic outcomes by restricting therapy to this While many herbal medicines, dietary regimes and

ideal. This paper will explore the evidence for therapies QXWULHQWYV ODFN VXI¢FLHQW UHVHD
that may have clinical application in ASD, often drawing in autism spectrum disorder, some have been studied
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extensively. These therapies, however, should by no 2012). A human study conducted in 1996 demonstrated
means be the only treatments used in autism as they do WKDW 6DFFKDURP\FHY ERXODUGLL 6 E
not address all therapeutic concerns. Additionally, some WKH LQWHVWLQDO DUFKLWHFWXUH
therapies studied in autistic children have inconsistent subjects showed an increase in surface area of intestinal
results. A summary of complementary therapies with YLOOL ZKLOH WZHQW\ ¢YH SHUFHQW K
VSHFL{(F UHVHDUFK LQ FKLOGUHQ EALXWK ¥R UG/H UQHF@IXBH ® VLY LW\ ZDV
Table 2. with regard to improved lactase production in subjects

,Q DGGLWLRQ WR WKH DERYH WHOHadDn8dsHrEablg latiake actiity ptiqr B treatment.
HYLGHQFH WR VXSSRUW FOLGQLF D OTHi$ gffeCt was ri@bety&ithlsubjacs Qi halhoptior
the pathophysiology of ASD can be used to explore other lactase activity (Jahn 1996). Furthermore, S.b. has been
WKHUDSLHV WKDW PD\ EH RI EHQH gMwn to promote recovery of the intestinal mucosa,

following Giardia infection when supplemented over

Key issues in autism spectrum disorder a thirty day period (Guillot 1995). This is relevant for
and potential natural therapies children with ASD considering the higher incidence of

. . . . ODFWRVH LQWROHUDQFH LOQWHVWLQI
Gastrointestinal in ammation LQWHVWLQDO DEQRUPDOLWLHYV LGHQW

Gastrointestinal disease occurs with increased
frequency in children with ASD. Russo and Andrews

2010) d trated that autistic child | ¢ to decrease intestinal permeability, reduce intestinal
( )_emonsrae. at autistic children were almos LOQADPPDWLRQ DQG LPSURYH LOWHVWI
seven times more likely to suffer gastro-oesophageal

UHAX[ WZLFH DV OLNHO\ WR VxI1HJ % }?ﬁ]&f‘ P 2043 pRImesien, E)Ol;gv‘%ﬁﬁrmne

. , L L IS” considered® a non-essential amino_acid. as been
times as likely to suffer constipation, and nine times more . . :

: o .~ extensively studied for post-operative recovery, cancer
likely to suffer irritable bowel syndrome (IBS), than their . N oo :

I . cachexia and Crohn’s disease (Benjamin 2012, Miller
non-autistic siblings. Furthermore, Krigsman et al (2010) 9 e there is i arch.to support the
IRXQG LOHDO DQG RU FRORQLF LQRBP '\F/Eﬁf‘% %‘\gﬂ(?ﬂ{g?ﬁ .|_|'§ kPO
of autistic children with gastrointestinal symptoms upon use of glutamine i ASD, it is potentially” useful given
diagnostic ileocolonoscopy. Intestinal hyperpermeability l:N K DW fL %éVDH Vt.W tL QDO KISHUSHUPHDELO
has also been observed in autistic patients (Li 2005, Bihari ey 1ssues for patients.

2006). Identifying and appropriately treating causes of ngbal demulcents  Marshmallow  Qlthaea
JDVWURLQWHVWLQDO LQADPPDWLRR! ¢ FLRMG|nREy sImBnaus Whg HeyEes MyR p
a naturopathic perspective. DOVR EH XVHIXO LQ UHGXFLQJ LQWHVW

'LHWDU\ DOOHUJ\ KDV EHHQ LG RYSNE B8 optlese, agﬁ’?ﬁb'ﬁfi%s@bee” traditionally
cause of gastrointestinal symptoms in autistic children. XVHG 'WR VRRWKH JDVWULF LUULWDWLI

Improvements in gastrointestinal and behavioural 1931). The application of these two herbs in children,
symptoms were observed in autistic children on a gluten- KR Z_ HYHU PD\ EH O LPLWHG E\ LQKHU
free casein-free (GFCF) diet over an eight to twelve COMPliance. Marshmallow and slippery elm as powders
month period (Whitely 2010). Similar improvement was D_E VRUE AXLG DQG EHF R PH D VOLP\ V
not observed for patients on a reduced-gluten diet, nor children who can swallow capsules, this should not be

was improvement observed in a trial of only three months @ Problem. However, in younger children, the texture of
duration (see Table 1) (Harris 2012, Johnson 2011). WKHVH SRZGHUV PD\ SRVH GLI¢FXOWLE

Other dietary allergies and intolerances also need to be Xperiment with different ways of disguising or blending
explored and eliminated. A 2008 study found that 52% of the powder, either in smoothies or mashed into food.
autistic children had at least one type of allergic disease  Nutritional intake Nutritional intake can be quite
and that severity of allergy correlated with severity of limited in children with ASD. Food “fussiness” is
autism (Mostafa 2008). Furthermore, exposure to pollen common, as are dietary allergens (Cermak 2010).
in atopic children with autism has been associated with Nutritional counselling is important with these patients

Glutamine Glutamine has been shown consistently

neurobehavioral regression (Boris 2004). to ensure they have an adequate nutritional intake of
all macro and micronutrients. Whitely et al (2010)

Healing the gastrointestinal tract: potential compared the nutritional intake of ASD children with

therapies in children with ASD neurotypical children and found that macro and micro

Probiotic therapy 7ZR VSHFL¢ F SURE L R WUtFerrRiatake @dra/smilar. However, inadequate dietary
have been demonstrated to enhance recovery of theintake of vitamins A, B6, C and folic acid, as well as the
intestinal epithelium: Lactobacillus rhamnosus GG minerals calcium and zinc, have been reported in other
and Saccharomyces boulardii (Biocodex strain). VWXGLHV ;LD 30DVPD OHYHOV RI
Supplementation with L. rhamnosus GG has been shown children with ASD have been shown to be low, including
WR SURGXFH DQ DQWL LQADPPDWR®it) \aciH, | kidd; \khadd&3iGm, Psel&hiuil Vel vitamins
homeostasis of intestinal epithelial cells (IECs) (Lebeer A, B6, C, E and D (McGinnis 2004). A thorough diet
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history should be taken with these patients, followed by DXWLVWLF FKLOGUHQ ZHUH YLWDPLQ
discussion with the parent as to creative ways to improve ZHUH YLWDPLQ ' LQVXI{FLHQW  $G
nutritional intake. In patients with additional problems LPPXQH DQWLERGLHVY KDYH EHHQ VKR.
of malabsorption, intestinal hyperpermeability and raised in 70% of autistic children and in 90% of children
LQADPPDWLRQ VXSSOHPHQWDWLRQLRX \DHOMRU B HD 2\ UWD QUVRWG/ D | D 9
A comprehensive multivitamin and mineral supplement has also been correlated with increased incidence of
may be a useful adjunct to support the nutritional needs autoimmunity and allergic disease (Jones 2012). Vitamin
of growth and development. D is involved in regulatory mechanisms of the immune
. . V\VWHP DV ZHOO DV WKH SURGXFW
AnX|et_y and depressmh _ ] mediators (Jones 2012). Current research suggests that
_AnX|ety and depression are prevalent in children pxwWR LPP X QH DQWLERGLHV DQG LQA
with ASD. Current research suggests that up 0 84% e inyolved in the pathogenesis of autism in-utero and
of people with autism will experience problems with  ,yppL Q VLIQL,FDQWO\ UDLVHG OLIHO
anxiety (Davis 2011, White 2009) and 50% will suffer ILWDPLQ ' GH¢FLHQF\ LV DOVR DVVRF
depression (Teirney 2004). Furthermore, 45% will meet . . : , ”
incidence of anxiety, depression, lowered cognitive

the criteria for ADHD (Skokauskas 2012) and 10% . o . : I
: o . . : function (Wilkins 2009), psychosis and increased suicide
will meet the criteria for obsessive compulsive disorder . . . .
L risk (Tarig 2011). Supplementation of vitamin D has been
(OCD) (Gjevik 2010). Sensory overload and sensory . . . :
defensiveness contribute to anxiety levels being higher shown to improve mood in seasonal affective disorder
y g g (Lansdowne 1998). Studies examining the relationship

in autistic children than neurotypical children (Curtis bet itamin D | tati 44 ion h
2010). Sensory overload occurs because ASD children etween vitamin 1 supplementation and depression nave

W\SLFDOO\ ODFN WKH DELOLW\ WR'$ WPF?”%%E‘%"EE?QWW'S &052;9%&'0% AN

information and become overwhelmed (Shandley 2012). S bstgntla » Even ;tu les using: comparable amounts

This sensory input involves all of the senses: smell, taste, werg |nc_on5|s_tent (Li 2013). ) ) )

sight, sound, touch and proprioception. Furthermore, Vitamin D is able to cross the blood-brain-barrier (Li

children with ASD may have dysregulated processing of 2013) and is involved with neuronal development and

one or more of these senses. The result of this is that theyconnectivity (Mostafa 2012). Vitamin D has an integral

typically need more time to process information and have roleinkey areas of autistic pathophysiology. While studies

JUHDWHU GLI¢FXOW\ IRUPXODW L Q Jeqaudines supplementatiop |lagh epnsistepew vgsearch

levels may also result in inappropriate responses, violent VXJJHVWYV WKDW YLWDPLQ ' GH¢{¢FLHQF!

outbursts or emotional distress when social interactions autistic presentation and should therefore be addressed.

DUH GLI(FXOW XQVXFFHVVIXO RU Hdrbalmedicingsibrlatkiely Mid@e€preSdibieithal

Supporting the nervous system through nutrition and medicines should also be considered as part of the

KHUEDO PHGLFLQHVY VHH 7DEOH tR&tmdat-bf BikigHanB Hép@ssion in autistic children.
Magnesium Magnesium has been studied in the The herbalist, however, must consider taste and other

treatment of anxiety. Magnesium levels have been compliance issues when mixing liquid herbal medicines

observed to be lower in children with ASD (Meletis for children. In older children, tablets or capsules may

2007). Grases et al (2006) examined the relationship be used, although this limits the individualisation of

between exam stress in chemistry students and prescriptions. Table 3 contains a list of herbal medicines

magnesium. This study found that raised anxiety levels that could be considered, along with their potential

correlated with raised magnesium excretion via the WKHUDSHXWLF EHQH,;WV 7KLV OLVW L

kidneys and lower plasma magnesium levels (Grases many other herbal medicines may be used to support

2006). Furthermore, animal research has demonstrated VSHFL;F WKHUDSHXWLF JRDOV RQ D FI

WKDW PDJQHVLXP GH¢FLHQF\ HQKDQFHV DQ[LHW\ UHODWHG

behaviour in response to stressful events (Sartori 2012). Zinc, copper, selenium and heavy metals

Supplemental magnesium has been shown to have a There is research to suggest that zinc levels are

positive effect in 70% children with autism at a dose consistently low in autistic children (Faber 2009,

of 6mg/kg/d combined with vitamin B6 (0.6mg/kg/d) % MRUNOXQG =LQF GH¢FLHQF\ P
OHOHWLV 6LIQL,FDQW FOLQiakbsorptioiPis th& géabtirt€3idal Ract or inadequate

anxiety symptoms has also been demonstrated using GLHWDU\ LQWDNH )XUWKHUPRUH 1]JLQ

magnesium in combination witGrataegus oxyacantha impacts upon appetite and taste perception, which may

and Eschscholtzia californicgdanus 2004). IXUWKHU OLPLW QXWULWLRQDO LQWDN
Vitamin D Serum levels of vitamin D have been LQ WKH pIRRG IXVVLQHVVY DQG IHHGL

REVHUYHG WR EH VLJQL¢;FDQWO\ kyRZaRyJparadts DoK SHildreny with &UKIDO Exdassre

compared to healthy neurotypical children (Meguid copper levels have also been observed in autistic children

2010, Molloy 2010, Mostafa 2012). Mostafa and (Bjorklund 2013). Disordered metallothionein function

Al-Ayadhi (2012) found that 40% of a population of appears to be implicated in abnormal zinc:copper ratios
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Table 3: Potential herbal medicines for the treatment of anxiety and depression in children with ASD

Avena sativa

Oats green

Relaxing nervine, thymoleptic

Mild taste. Caution in coeliac disease or
gluten intolerance

Bacopa monniera

Bacopa; Brahmi

Anxiolytic, improves memory and
concentration

Mild, sweet. Caution: may cause gastric
irritation and diarrhoea

Codonopsis pilosula

Codonopsis

Adaptogen, improves appetite, aids
digestion

Mild and sweet, high dosage range

Eschscholtzia

Californian poppy

Anxiolytic, sedative, anodyne

Unpleasant, but can be disguised by

improves memory and concentration,
antioxidant

Passi ora incarnata 7HZZPVUAVALYSedative, anxiolytic, anodyne Mild tasting
Piper methysticum Kava Anxiolytic, anodyne, sedative, muscle Mild tasting
relaxant
Ro;marinus Rosemary Antioxidant, carminative, improves Aromatic, but not unpleasant tasting
of cinalis memory and concentration, circulatory
stimulant
Scutellaria lateriora | Scullcap Anxiolytic, sedative, nerve tonic Bitter
Valeriana of cinalis Valerian Anxiolytic, sedative, muscle relaxant Pungent taste and smell
Withania somnifera Ashwaghanda; Adaptogen, sedative, anxiolytic Mild tasting
Winter cherry.

VIYZVTL (

californica V[OLY ZALL[LY VY TVYL AH

Hypericum St John’s wort Antidepressant, anxiolytic, nerve tonic Mild taste, easily disguised

perforatum

Lavandula Lavender Antidepressant, anxiolytic, carminative Bitter in isolation, combines well with

angustifolia other aromatic herbs

Leonurus cardiaca Motherwort Anxiolytic, thymoleptic YJPI[LY KPIJ\S[ [V KPZN\PZL [HZ[L J\
unavailable as tablet in Australia

Matricaria recutita Chamomile Anxiolytic, mild sedative, carminative Mildly bitter, aromatic. Pleasant as a tea
diluted with apple juice, combines well
AP[O V[OLY AH]V\YZ

Melissa of cinalis Lemon balm Anxiolytic, thymoleptic, carminative, Mild and pleasant as both tea and

improves memory and concentration tincture; masks taste of less pleasant

herbs

Nepeta cataria Catnip Anxiolytic, sedative, carminative Mildly aromatic, pleasant tasting

Ocimum tenui orum | Tulsi; Holy basil Anxiolytic, thymoleptic, Aromatic, pleasant tasting

(Kidd 2002, Faber 2009). Furthermore, heavy metals cerebrum, fewer neurons in the cerebellum and shows
lead and mercury have been observed to be high in less connectivity between different sections of the brain
children with autism, while magnesium and selenium (wagner 2006, Vaccarino 2009). Neurotransmitter levels

KDYH EHHQ PHDVXUHG WR EH VLJ&d 4P Rbsrablf BiferedD Up/ 6 F4b of people
2011). The presence of raised heavy metals, and lowered,yiin ASD have raised serotonin levels; dopaminergic

zinc, selenium and magnesium appear to be correlated
increased autism severity (Lakshmi
Supplementation of zinc, magnesium and selenium may
therefore be warranted in children with autism.

with

Supporting neurological development.

Many studies have demonstrated that there are
distinctive differences when comparing the brains of
autistic patients with those of neurotypical patients. The
autistic brain has a greater number of neurons in the

176

2011).

imbalances are also common (Kidd 2003). Additionally
the brain is more vulnerable to oxidative damage in
patients with ASD due to having a hyperpermeable blood

brain barrier (BBB) (McGinnis 2004). Studies have
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Essential fatty acids also found a 2000% increase in absorption via oral

Many strategies used in the treatment of autism in administration (Belcaro 2010). This extract may have
children, including speech therapy and occupational EURDGH U. WKHUDSHX W LF D.S S.O LEDWLR
therapy, rely on neuroplasticity. Neurological structure, P€ used alongside most pharmaceutical medications.
function and connectivity are responsive to stimuli, *LYHQ WKH LQADPPDWRU\ QDWXU
activities and training (Mundkur 2005, Doman 2008, Pathophysiology systemically, in the gastrointestinal
Cramer 2011). New neural extensions and connectionscan WUDFW DQG VSHFL¢FDOO\ LQ WKH EUD

EH HQFRXUDJHG E\ VSHFL¢F UHSHWRWMROWADPOH WKIHP BHAWYEWEHQH ¢ W
or behaviours in preference to less desirable activites or FURVV WKH EORRG EUDLQ EDUULHU D¢
behaviours. Omega 3 fatty acids, EPA and particularly neurogenesis and the production of neurotransmitters

DHA, are essential for maintaining high neural membrane norepinephrine, dopamine and serotonin  (Kulkarni
AXLGLW\ ZKLFK LV LGHDO IRU QH x2399s eusyminhes spptentiagrele in the treatment of
However, published research regarding the therapeutic GHSUHYV V LRQ DQ G R W KHU LQ A DPPDWRI
EHQH:;W RI RPHJD IDWW\ DFLGV V! 95bRIZI2 SUBRORIS \REINNGY [P dhgrapies that
UHVXOWV WR GDWH ,QKHUHQW G LUF"*SﬁR%r\ﬂP{aﬁllCEW-\PWWW’@aSL WWW’W‘F_QDJ
H[LVWLQJ UHVHDUFK GXH WR VPDO\(;DH#?W}Q@\W/ CIGH VW &G (LEXERRDYHLODEC
blinding subjects and assessors, and the small doses used!Perine or with phosphatidylcholine in the patented

in many of the trials. According to two meta-analyses, Product Meriva®.

VXI¢FLHQW HYLGHQFH LV FXUUHQWCQ(ME_Ri\I?eFSNé.SQJ WR VXSSRUW WKH XVH

of essential fatty acids in children with ASD (Bent 2009,

James 2011). Oxidative stress may play a key role in the pathogenesis

DQG EHKDYLRXUDO GLI¢FXOWLHYVY SUH\
Turmeric (Curcuma longa) (McGinnis 2004). Oxidative stress occurs when oxidants

exceed the functional capacity of anti-oxidants and

active component irCurcuma longa(turmeric), have -resulj[s in free rad_lca] damage to tls_sues and_ fgnctlonal

been well researched and documented. Curcumin is 'mPairment (Mchn!s 2.004)' Studies examining the

D SRWHQW DQWLR[LGDQW DQG D BRFT2(QESPh B RIFADS prﬁsgga'” gerum of
immune modulating effects (Gupta 2013). Curcumin utistic children have demonstrated lower levels than

KDV EHHQ GHPRQVWUDWHG WR K r?tisﬁXﬁ’g?ﬁ”db’\?#[ﬁ?ﬁg@?ﬁ?@%@\r)(}:cﬁ‘ﬁf"i‘c)'diotlis)'

effect in many gastrointestinal disorders, including -oxidant supplementa ay heip reduce oxidative

A sjress, sh uLd\P B){w/ﬁi_?e_rqgi § i (BHJZNH”I utifsm.
L MO AR At Ao LA s i

LQADPPDWLRQ +DQDL %DOLJD

W KDV DOVR GHPRQVWUDWHG D Q@fhicaoARRRINRIEhsHN biddrivadL Q
FKURQLF LQADPPDWRU\ FRQGLWLRQn\éé/eﬁ%R/H)eYeHZSQ&EQU DUWKULWLYV
cardiovascular disease, uveitis, vitiligo, psoriasis,

atherosclerosis, diabetes and diabetic nephropathy to consider the clinic space and how it might appear

(Gupta 2013). X WR VRPHRQH ZLWK KHLJKWHQHG DQ
&XUFXPLQ UHGXFHV LQADPPDWLEA K kie it WO cuter, sruells

mechanisms, including the down-regulation of anq hackground noises. Awareness alsa of the clinician’s

SURGXFWLRQ RI LQADPPDWRU\ W %@n%%%fdu% &rftiiRe, HRJAINER AN dbfRiffy must

SUR LQADPPDWRU\ FAWRNLQHYV D_QQsd-lyg\éoﬁs%eéf FMhdRE pRddeS QY4 3f Hmiting

stress (Shehzad 2013). Curcumin is safe, non-toxic sensory input may help reduce stress and anxiety for

and well tolerated (Baliga 2012, Gupta 2012, Hanai the autistic patient and be conducive to a therapeutic
2009, Noorafshan 2013, Shehzad 2013). Curcumin has (g|ationship.

very poor bioavailability as it has low gastrointestinal

absorption, is rapidly metabolised and is rapidly excreted Communication

(Gupta 2013). Adjunctive therapies can improve Communication can be quite challenging for children
bioavailability. Piperine, the major alkaloid Riper with autism, even those who are high functioning. Direct
nigrum (black pepper) has been shown to increase communication with the patient will vary based on age
absorption of curcumin by 2000% (Dudhatra 2012). and language competence. The patient may struggle
Clinical caution must be exercised, however, as piperine with a stutter, may rely heavily on echolalia or may be
may also increase the absorption of other nutrients non-verbal. Language interpretation is typically quite
and some medications (Dudhatra 2013). Clinical trials literal, therefore it is important to use clear concise
conducted on Meriva® (Indena S.p.A, Milan), a patented communication and avoid the use of colloquial phrases.
complex combining curcumin with phosphatidylcholine, It is important to monitor the stress levels of the patient

The therapeutic applications of curcumin, the

When treating people with autism, it is important
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and limit the duration of the consultation based on  disorder] Altern Complement MetD:6;1033-9.
individual needs. Positive therapeutic re|ati0nships Adams N. 2010. Review of Animal-assisted interventions for
should foster acceptance of the patient, while being A(;”d'v";‘aa'SBW'tth a:t's(;”'; $>; V‘L'&V P '1?:;]122’?; SH A

. . . ams , burton N. cutress A, amson , cCo y are A,
mindful of I_ndIVIduaI Cha”(_ang?s and talents. (_)ne should Baird G, Le Couteur A. 2008. Development of double blind gluten
be protective of the patient's self-esteem in the way  and casein free test foods for use in an autism dietary trial. The
they are discussed. It is important to praise any progress British Dietetic Association Ltd- + X P 1 X W2W:373+106.

IRU ERWK SDUHQW DQG FKLOG AIRUSAVRIEXD Bragerd MzWapgdRHRA03. LRsRaoAmmo
PLOHVWRQHV DQG WR ¢QG SRVLWL Y LzYﬁwlcjw_‘;%” WY S4B 1T RSP R YV P

. "HY
of the treatment regime. Amminger GP, Berger GE, Schafer M, Klier C, Frierich MH, Feucht M.

2007. Omega-3 fatty acids supplementation in children with autism:
Further research A double-blind randomized, placebo controlled pilot stulliol

Clearly there is need for further research into the  Psychiatry61:4;551-3.
therapeutic potential of herbal medicine dietary Baeza-Velasco C, Michelon C, Rattaz C, Pernon E, Baghdadli A.

. - o . . 2013. Separation of Parents Raising Children with Autism Spectrum
intervention and nutritional supplementation for children Disorders.- 'HY 3K\V 25%BBL20

W!th aUt"Q_’m' Parents seem motivated to participate _m Baliga MS, Joseph N, Venkataranganna MV, Saxena A, Ponemone V,
clinical trials to improve research-based knowledge in  Fayad R. 2012. Curcumin, an active component of turmeric in the
this area (Adams 2008), though parental reluctance has prevention and treatment of ulcerative colitis: preclinical and clinical
been observed with the blinding of these trials (Winburn Obsl\‘;matg’”f ood FEZCBLI;1;:11’331;6‘;8':Tl:'loff’g’tczﬁioog7d't_
: 0 ass MM, Duchowny CA, Llabre MM. . The effect of therapeutic
2013). A s_urvey ba,‘sed study found that ?8/0 Of_ parents horseback riding on social functioning in children with autism.
of ASD children said that they would consider being part ~ gxwLVP 'H39:1P6ARU G
of a randomised controlled trial; of this group, 45% said Belcaro G, Cesarone MR, Dugall M, Pellegrini L, Ledda A, Grossi
they would be more likely to participate if the study was 0* 7RJQL 6 $SSHQGLQR * (IAFDF\ DQG VDI
; : ; PR ; a curcumin-phosphatidylcholine complex, during extended
EOt b“nde.c! (V}llr.]bum 2013)I..fE6:I’|y Intervention m_?u“sm administration in osteoarthritis patienigtern Med Re\5;4:337-44.
as a critical impact on lite- oqg oqtcpmes ( lerney Benjamin J, Makharia G, Ahuja V, Anand Rajan KD, Kalaivani M,
2004, Matson 2009). As such, being within the control or  Gupta SD, Joshi YK. 2012. Glutamine and whey protein improve
placebo group may be seen by these parents as valuable iqtestinal permeab_ility and morphglogy in patients with Crohn’s
therapeutic time lost. Many parents will use the Internet _ disease: arandomized controlled tridl J * L V 58,8:1000-12.
to search for therapies for their children, though they will Bent S: Bertoglio K, Hendren RL. 2009. Omega-3 Fatty Acids for

. " . . Autistic Spectrum Disorder: A Systematic Review. $XWLVP 'HY
often lack the skill to critically assess the information 'L V R39:E145-54.

WKH\ ¢QG W LV DUJXDEO\ XQUHD VBB k QateV, efie] T, i\, HidAdebii 2. \AoYo. WidR

delay potential treatments while we wait for the research ~ Study of the Effect of Methyl B12 Treatment on Behavioral and
to catch up. The clinician can potentially approach Biomarker Measures in Children with AutisthAltern Complement

. . . . Med16:5;555-60.
this dilemma by employing therapies that have clear

WKHUDSHXWLF EHQH:W DQG GHP ROMME WS et i ks, B BT G

disorders with similar underlying pathologies. Bjorklund G. 2013. The role of zinc and copper in autism spectrum
. disordersActa Neurobiol :Exp (Warsj)3:2;225-36.
Conclusion Boris M, Goldblatt A. 2004. Pollen Exposure as a Cause for the

Natural therapists have the potential to support the Deterioration of Neurobehavioral Function in Children with Autism
: DQG $WWHQWLRQ 'HAFL \butniabod NubrifoNal& H 'LVRUG
health, growth, development and learning outcomes Environmental Medicind4:1. 30-45

_Of Ch”dr?n with a_u_tism' This may be t.thQh dietary Cawley R; Cawley D; Retter K. 1994. Therapeutic Horseback Riding
intervention, nutritional supplementation or herbal and Self-Concept in Adolescents with Special Educational Needs.
medicines. With recent increases in the incidence of Anthrozoos: A Multidisciplinary Journal of The Interactions of
DXWLVP UHVHDUFK LQWR WKH H|¢C|i’ﬁ9fes\agﬁzﬁﬁ"‘§3’§%§2?j§‘ibzo% PHGLELQHY

is extremely important. Some natural therapies have “Crmak S Curtin &, Bandini LG. 2010. Food Selectivity and Sensory

. . . . Sensitivity in Children with Autism Spectrum Disorders.$P 'LHW
been extensively studied. Other natural therapies, while  aAssoc110:238-46.

WKHRUHWLFDOO\ XVHIXO KDYH \HWheW RKE kond W XHenLwkG20¥1S Adpinaufe Do £tsml Q
autistic children. Further research into natural medicines  spectrum disorders (ASD) (Review)KH &RFKUDQH &ROODERL
ZLWK GHPRQVWUDWHG FOLQLFDO ﬁv%ﬁiﬁ?ﬂ?ﬁ’\“ﬁﬂ‘gey@ﬂ%%t@wuv ZLWK

. . . . , Buchanan Aimonovitch MC, Becker M, Schaefer K,
similar pathophysmloglcal processes IS therefore Black C, Komen J. 2002. Double-Blind, Placebo-Controlled Study

necessary. of L-Carnosine Supplementation in Children With Autistic Spectrum
Disorders Michael G. Chedpurnal of Child Neurology7:11;833-
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To the editor continued from page 163

FRKHVLYH JURXS DQG ¢(UPO\ HVW yaoeLnwKnsyhtBIOMikiddl StudidKteaghal/ BiHKaren
Australian health care system? | believe there is a strong % ULGJHPDQ
place for naturopaths and Western herbalists and that group of people whose main aim is to be alternative.” It
the Australian public values the service we provide, and is essential that we are able to come together, to sensibly
appreciates and respects our holistic approach. However, debate issues at hand, and to rely on our own resources
unless we can collect ourselves, identify and address as intelligent professionals rather than remain disparate
DUHDV RI GH{FLHQF\ DQG EXLOG Rand viiverditte@lrifaikateerd Witthiel olym\Eobhindfdial
RI EHFRPLQJ REVROHWH DQG VXS HidtérésR XTWalky agaww i¢ BriobniNakdieVibHraishG the
health professions and indeed the retail supplement debate — | appreciate the opportunity to contribute, and

industry move into our territory. Critical thinking and
intelligent debate is fundamental and it starts with
critical thinking about ourselves and our profession. To
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look forward to hearing the views of others.
Susan Arentz
Arncliffe NSW
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Anthroposophic Medicine: deepening our
understanding of herbs, healing and the
human being

Karen McElroy
Noosa Holistic Health, Noosa, Australia
Email: info@karenmcelroy.com.au

Abstract: Anthroposophic Medicine is a European-based model of medicine founded by the Austrian scientist and philosopher,
Rudolf Steiner, around 100 years ago. Anthroposophic medicine aims to increase our understanding of the human being and
medicinal substances and serves to bring together ancient medical wisdom with modern scienti ¢ research. This article will explore
the foundation concepts of this comprehensive and dynamic model of medicine, which are surprisingly relevant and applicable to
the modern setting with particular reference to herbal medicine.

“Real medicine can only exist when it penetrates into to gardening and farming that utilises a number of
knowledge which embraces the human being in respect to preparations indicated by Steiner, some of them made
body, soul and spirit.” from medicinal plants).

Rudolf Steiner The development of a medical tradition of

The evolution of our understanding of the human being anthroposophy was born when Steiner presented a
and the subtle forces that permeate life has been increasingseries of lectures given in 1920 to a group of doctors
in recent years with insights from quantum science. in English, commonly referred to as thést Medical
Historically, many Western practitioners have turned Course As Steiner was not a trained medical doctor,
to the ancient healing traditions such as Ayurveda and he also collaborated with Dutch physician Ita Wegman
Traditional Chinese Medicine to enrich and complement in the development of AM. He also further developed
WKH VFLHQWL¢{F DSSURDFK WR PHWHPEFERHQIXKULUBRPRDNVNHRQIDHO BV LQAXHQ!
short of treating the whole person. Anthroposophic thinkers within medical history, including Paracelsus
Medicine (AM) is a European-based model that may (1493-1541) and Hahnemann (1755-1843). For instance,
deepen our understanding of the human being, herbal Steiner used the Paracelsian alchemical idea offitne
medicine and healing. AM is a comprehensive model prima, comprising of mercury, sulphur and salt. He
that includes both Western and Eastern philosophical endeavoured to understand more deeply the innate nature
principles, bringing ancient medical wisdom together and quality of these substances and how they could be
ZLWK PRGHUQ VFLHQWL¢F UHVHDUUsS& in'deviSng\Wwekedigdd L QJ IRXQGHG
around 100 years ago, it is surprisingly relevant and ~ AM has never aimed to be alternative as it accepts
applicable to the modern setting. Indeed, some of the and works with the mainstream conventional medical
new quantum science discoveries brought to light over pDSSURDFK +RZHYHU LW GRHV QRW \
recent decades are surprisingly similar to what Rudolf model but integrates it with another equally important
6WHLQHU ¢UVW SURSRVHG DW WK HioMh ot kdoléd§eDMalV of dpitkdi*skiénce. Spiritual

Rudolf Steiner (1861-1925) was anAustrian philosopher, VFLHQFH LV WKH DSSOLFDWLRQ RI WK
scientist, spiritual teacher and esotericist. Steiner studied human soul-spiritual dimension and related phenomena
widely including the natural sciences, botany, chemistry that fall outside the physical and sense-perceptible
DQG SK\VLFV +H ZDV LQAXHQFHG E Ww&IR.8Y ifcbrpdritird @MispidtsLoDthethuhvan being it
in developing his original ideas, one of the most notable provides a rich and integrated holistic framework. It thus
being the philosopher and naturalist Goethe (1749-1832). serves to expand our understanding beyond the rational
Rudolf Steiner developed a framework for understanding approach in all aspects of medicine from physiology and
the human being and our unique relationship and pathology to medical treatments and therapies.
interconnectedness to the macrocosm and microcosm of
the universe. This framework is knownaaghroposophy Understanding anthroposophy
Steiner applied the anthroposophic philosophy to a range  To understand how medicines are prepared and
Rl ¢HOGV ZLWK WKH PRVW ZHOO NQXXRZQ DGI3GLIFDWOLRRQHEKUYWLQHHGYV D
WKH ¢HOGV RI HGXFDWLRQ 6WH L Q&hthrdrasopbyOTh& Worevithigiosophyconme® Gom
agriculture (biodynamics — a holistic organic approach anthropos(human being) andophia(wisdom) and can
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be translated as “wisdom of the human being” or “human  Philosophy and approach to
wisdom.” Steiner asserted that there were no limits to Anthroposophic Medicine
human knowledge and he emphasized different ways of With an anthroposophic understanding of the human
knowing and a deepening of observational powers beyond being in place, practitioners view human wellness and
the basic senses. As such his methodology is essentially LOOQHVV DV UHAHFWLRQV RI ELRJUD:
_bas_e_d upon a comb|nqt|on _Of imaginative, inspired, to the body, mind and spirit of each individual. AM also
intuitive and practical intelligences. Fundamentally, 4ims to acquaint the patient with the true nature and
anthroposophy  respects both intuitive insight and 5se of their illness and the deeper destiny and insight
VELHQWL¢F PpWUXWKVS that may be offered through healing. Health is seen
A basic understanding of the dimensions and layers of py WKH DELOLW\ WR DWWDLQ D FHUW
the human being according to anthroposophy is essential resilience throughout life and to grow and learn from
to understand how AM works (Huseman and Wolff 1982). jife’s challenges. With this in mind, AM incorporates a
range of modalities that are suited to each individual and
may include painting therapy, counseling, therapeutic
eurythmy (movement), and massage, along with
nutritional advice, herbal medicine and homoeopathy.
Application of homoeopathic or phytotherapeutic
substances take the form of oral ingestion, injected
forms of medicine and external treatments. (International
Federation of Anthroposophic Medical Associations n.d)
Anthroposophic nursing is also pivotal to many
Three Fold Human aspects of AM practice and often involves hydrotherapy

A further three spheres and related processes are seerr” T0m compresses, wraps and baths to inhalations. It

to govern the functions of the human being. These are IS important to note that in AM there is also a strong
somewhat akin to the “head, heart & hara’ of many emphasis on education being an important part of child
traditions. health. Moreover, an education that nourishes the whole

« Nerve Sense Sphere: process of thinking child is seen to both promote health and be curative for

« Rhythmic (Heart/Lung) Sphere: process of feeling certain health and developmental issues, such as autism

» Metabolic/Limb Sphere: process of willing VSHFWUXP GL V_R UGHUV RU DWWHQWLR
The human being can be seen to be composed of an2002).As such, most Steiner schools have a school doctor

) , . who works with the teachers to address how to best meet

upper pole’that processes nervous and sensory functions

. . . the developmental and health needs of the children.
that are largely conscious processes, and the ‘lower pole
that governs metabolism and parasympathetic processesynderstanding the remedies

that are largely unconscious. The ‘rhythmic system’ ,Q $0 IRXU JURXSV NLQJGRPV RI QD
operating in the middle offers a mediating sphere that 5,4 comprise the mineral, plant, animal and human
serves to balance the catabolism of the nerve sense p°|ekingdoms. Remedies can be chosen from any group and
and the regenerative anabolism of the lower gut and limb 5.6 seento display an ascending complexity. For example,
pole. Itis through the domain of the rhythmic system, the minerals or metals only possess physical matter, whereas
breathing and the circulation that the organism strives to plants contain both physical and etheric substance and
maintain health and homeostasis (Steiner 1920). animals contain physical, etheric and astral qualities.

In an anthroposophic sense, disease is seen in thes Minerals: physical only
context of an imbalance between the interplay of the « Plants: physical & etheric
four bodies or an imbalance in the function of the three « Animals: physical, etheric and astral
spheres/poles. For example, a migraine could be related« Human: all layers, organ remedies
to too much activity in the upper nerve sense pole and an  Medicines are generally taken from the realm of
emphasis of astral (soul) body activity (emotional stress plants, animals and minerals. Medicines are always
and tension). This imbalance gives rise to symptoms devised and prepared according to the intricate inter-
including headache and visual disturbance in the upper relationship between human beings and nature — plant,
sphere and digestive disturbances in the lower metabolic mineral and animal. While conventional diagnostic
pole. The task of the AM practitioner is to determine and prescribing criteria, such asteria medicadrom
which layers need to be strengthened, stimulated or homoeopathic and herbal medicine modalities, are used
moderated to restore harmony in the human being. when determining the best substance, there are also key
7KHUHIRUH UHPHGLHVY DUH VHHQ ditiRctikns. YOne Df@heliffefeicéé \betledhKraditional
the different dimensions of the human being and can natural medicines and AM is in the growing, harvesting
facilitate and restore balance where indicated. and manufacturing principles. Plant remedies are grown

Four Fold Human
According to anthroposophy, the human being is

comprised of four layers:

» Physical (dense, material body)

 Etheric (vital body)

» Astral (soul/emotional body)

* ‘I Am’ principle (spirit/higher body) - sometimes
called ego.

© National Herbalists Association of Australia 2013 183



Australian Journal of Herbal Medicine 2013 25(4)

according to biodynamic principles, harvested with observation. He distinguished between manifestation and
intentionality and according to seasonal, lunar and solar essence, statinglt‘is not our senses which deceive us,

cycles, all of which are thought to help harness additional but our judgmerit(quoted in Van Der Bie, 2003).

life forces for the plant remedies. Remedies may be Goethe wrote the classic bookhe Metamorphosis

further enhanced through a range of dynamic processes.of Plants (1790) and in it he discusses the archetypal

For example, compared with classical homoeopathy, plant known as theX U S A OF@irHhis observation, all
rhythmical rocking rather than succussing (shaking) is plants emerge from the seed, develop a leaf process, then
used to potentise a remedy. The lemniscate or vortex GHYHORS D URRW VSKHUH DQG ARZHU
may also be used to imprint vibrational forces into the of the archetypal ‘plant’ is found in the green sphere of
medicinal substance. the leaf. Steiner applied Goethe’s theories and extended

Both rational knowledge and intuitive insightis needed them, summarising this approach in his b@dethean
when making an assessment and prescribing substancesScience(Steiner, 1883). In turn, Steiner’s application in
for healing. Questions that need to be addressed might relation to medicine and botany was further extended and
include: interpreted by Oskar Schmiedel (1887-1959) and Wilhelm
1. Which of the 3 functional systems (nerve sense, Pelikan (1893-1981). Schmiedel was instrumental in the

rhythmic or metabolic) should primarily be addressed? development of anthroposophic medicines, in particular
2. Which organ is the key? through his work at the natural medicine company, Weleda.
3. Which substance is needed? Pelikan was a pharmacist, AM practitioner and gardener
4. Should the medicine be administered in its natural who applied a Goethean approach to observing and using

state or should it be transformed through a process that plants. He worked closely with Schmiedel at Weleda
establishes a deeper more effective relationship to the and also wrote a book entitlédealing Plants,which is
disorder presenting in the human being? essentially an anthroposophic herfaiteria medica.

In addition, remedies and therapies are given according  The archetypal plant gives us a foundation on which
WR D VSHFL¢(¢F WLPH UK\WKP GHSH Qé&dofphrR &) pfalkt® add QripaHitlilds \herdd. LOBskrving
worked on. For example, the physical body may requirea ZKHWKHU D SODQW KDV D GRPLQDQW
whole year of treatment, while the etheric body responds process or root process will offer insight into the plant’s
best to a monthly treatment rhythm. The astral body is gesture or expression. From a reductionist viewpoint,
given a weekly rhythm in relation to treatments (e.g. art one might predict that a plant will have more of certain
therapy) and the ‘l am’ (higher spiritual process) is given pharmacological constituents if the plant’s process is
a daily dose until a response is elicited (Vademecum of dominant in the root sphere. However, with an AM lens,
Anthroposophic Medicines 2009). we can widen the understanding further to see what else
the plant reveals about its healing potential.

7KH KXPDQ EHLQJ FDQ EH VHHQ WR K
the gesture of the archetypal plant form, but it exists in
meplicinal remedies. Wh_en observing plants one mig_ht a re%/erse polarity. This prsidg down plant is a model
notice that they comprise both physical and etheric . onjivens the way plants can be seen and used for
substances and forces. Plants take earth energy from t_hehuman healing. The root process corresponds to the head
ground and solar energy from the sun and transform it or nerve sense sphere, the leaf process to the rhythmic

into plant energy, food and medicinal substances. Plants EUHDWKLQJ DQG FLUFXODWRU\ V\VW
do not possess a soul, or higher ‘I’ or conscious principle. fruiting process corresponds to the digestive and

From an AM perspective, the astral layers of plants exist reproductive domain of the human being. It is interesting

outside the plant and are not found within the plant. WR QRWH WKDW PDQ\ ARZHUV DQG VHF

The etheric force is easy to witness in a plant when 5nq reproductive disorders, leaves in Iurbg disorders, and
\RX FRQVLGHU KRZ WKH OLIH IRUF by Gll BEWY ERYK WKH VDS ARZ

and the upward growth habit of plants. Both of these . : 