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The Hon Leslie Williams 
Committee on Health Care Complaints Commission  
Parliament House 
Macquarie Street 
SYDNEY NSW 2000 

13 December 2013 

By email chccc@parliament.nsw.gov.au 

PURPOSE OF SUBMISSION AND SCALE OF INQUIRY 

In response to the invitation by the Committee for submissions to the inquiry into the ‘promotion 
of false or misleading health-related information or practices’ we thank you for the opportunity 
for making this submission. 

INTRODUCTION 

We note that the inquiry terms of reference include:  
(1) inquiring into and reporting upon measures to address the promotion of ‘unscientific’ health-

related information or practices that depart from ‘accepted medical practice’ which may be 
detrimental to individual or public health, with focus on individuals and organisations that are 
not ‘recognised’ health practitioners (Terms of Reference (a), (b) and (c)). 

(2) the adequacy of the powers of the Health Care Complaints Commission (HCCC) to 
investigate such individuals or organisations; and  

(3) the capacity, appropriateness and effectiveness of the HCCC to take enforcement action 
against such individuals or organisations. 

We will address the inquiry terms of reference regarding (2) and (3) together below. Before we 
do so, we address point (1) in the section immediately following. 
We understand that the expression ‘unrecognised’ health practitioner (as used in the inquiry 
terms) refers to a health practitioner who is not subject to the registration scheme under the 
Health Practitioner Regulation National Law for the reason that the Law does not specifically 
extend to the services that the practitioner offers.  
A central theme of our submission in relation to the terms of reference points (2) and (3) is that 
health practitioners who are not currently subject to the national scheme are nonetheless 
already accountable under the existing HCCC complaints regime and that vesting the HCCC 
with additional powers specifically directed at complementary health practices and information is 
neither necessary nor desirable. 
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WHO WE ARE 

We are making a submission since each one of us have in our own lives, or in the lives of family 
or friends, witnessed great benefits from modalities that possibly do not, or have not as yet, 
fulfilled so called ‘scientific’ criteria but have support by way of other modes of substantiation 
known in medical circles as ‘experience-based practice’. 
This submission is made by a group of individuals that includes: 

● Medical professionals who advocate that certain complementary health care principles and 
modalities can enhance medical practice, even if that complementary care is not in the 
strictest terms “scientific”; that said, there are scientific understandings that lend support to 
these specific complementary principles and modalities. 

● Practitioners who offer complementary modalities that have not yet fulfilled scientific based 
evaluation, but have ample experience based practice and personal observations to 
indicate that they have a public benefit; and  

● Individuals who have found enormous benefit from those complementary treatments  
  
We do not write as advocates for complementary medicines of every kind. Indeed we 
understand that there have been cases in the field of complementary medicine of excessive 
claims that have posed risks to, and harmed, patients. We observe however that neither is 
western medicine free from such incidents. 

What we advocate for is a regulatory system that upholds a commitment to true health and well-
being in the community, based upon an open inquiry that reflects what we hold are the core 
values of science and medicine, and on the freedom of people to choose their medical care.   
This can never be a single-dimensional approach that insists that there is only one way by 
which advancements in understanding in science and medicine are achieved or that health and 
well-being are exclusively the property of science-based medical practice. For neither is the 
truth. The reality is that health and well-being is infinitely complex.  

‘Unscientific’ and ‘accepted medical practice’ are unreliable standards by which to evaluate 
unrecognised health service providers.  

In the MEDIA RELEASE the Committee’s Chair has stated that the ‘inquiry is not focused on ... 
alternative health care remedies’ used as ‘supplementary health care’  (by which we understand 
the Chair to mean ‘complementary health care’) and that it is not intended to inquire into  
‘legitimate discussions and studies ... about appropriate treatments, along with the diversity of 
health options’.   

Even if there is no intention to examine ‘complementary health care’, the terms of reference are 
sufficiently broad to cover complementary health care practices, since the Committee is asked 
to consider the ‘promotion of unscientific health-related information’ and there are corners of 
medical science that hold the view that all complementary medical practices and information 
(universally) are unscientific. 
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We are concerned that there are special interest groups who are relying upon the influence of 
their membership to lobby government to exclude complementary medicine from university 
education and primary health care. These groups are driving an agenda to ensure that 
complementary health providers are unable to promote their activities on the ground and that 
the theoretical and practical underpinning of such information and practices is ‘unscientific’. 
They are in effect promoting that we should ‘abandon all alternative and complementary 
medicines’ and are seeking to restrict competition under the guise of ‘scientific concern’ in 
patient care.   

Such an agenda is at odds with the widespread use of complementary medicine across the 
community. A study in 2007 showed that 68.9% of Australians use complementary medicines 
and nearly 45% of Australian adults and 24% of people with chronic disease use 
complementary medicine practitioners and products (Xue et al, 2007). A recent national health 
survey, conducted by the Australian Bureau of Statistics, found about a quarter of Australian 
adults affected by one or more of five conditions – diabetes, asthma, arthritis, osteoporosis, 
heart or circulatory problems – regularly used a complementary or alternative therapy 
(Armstrong et al, 2011).  A survey in 2008  of more than 4000 GPs by the National Prescribing 
Service indicated about 90% of GPs had recommended at least one complementary medicine 
in the past 12 months (National Prescribing Service, 2008).  

The Committee’s terms of reference are broad enough to serve this agenda, for instance, the 
Committee is asked to consider  ‘the promotion of health-related activities and/or provision of 
treatment that departs from accepted medical practice which may be harmful…’. This begs the 
question as to the criteria to be applied to assess harm – will it be the same as that applied to 
accepted medical practice where it appears that for a majority of treatments a balance is struck 
between benefits and harms? (BMJ, 2007). 

We would like the Committee to reflect upon the possibility that any recommendations that have 
the aim of restricting the promotion of so-called  ‘unscientific health-related information’ will: 

(1) Inevitably lead to litigation over the nature and meaning of science and the question 
whether particular information or a particular practice is ‘unscientific’; 

(2) Restrict the rights of consumers to choose their own health care services; 

(3) Hinder the positive development of health-care practices and potentially restrict the 
expansion of medicine and science in general; 

(4) Restrict new models of medical care based upon an integrative approach between 
evidence-based practice and experience-based practice; and 

(5) Unintentionally include spiritual care-providers (ministers, priests, chaplains, spiritual 
counsellors etc) as spiritual care is an integral part of health care and their advice and 
counselling also influences health and well-being in ways that can be beneficial or 
detrimental. Their advice may also be deemed ‘unscientific’,  deviating from ‘accepted 
medical practice’ and providing ‘unscientific health related information’.  



 
 

4/17 

Thus we are asking that the Committee consider the nature of ‘accepted medical practice’ and 
also the notion of ‘unscientific health-related information’.  ‘Accepted practice’ is an unreliable 
standard. It begs the questions, ‘accepted by whom and on what grounds?’ It also risks 
concealing the reality that within medicine today there is an emerging recognition of the close 
and ultimately inseparable role played by traditional and complementary medicine. As the call 
for a more integrative approach to healthcare expands, the combination of complementary 
medicine and medicine is gaining pace as evidenced by the high uptake of complementary 
modalities by patients (Xue et al 2007). Furthermore, within medicine itself there can be 
variations in clinical practice, such that even within the profession there can be disagreement 
regarding what is ‘accepted’ and what is not. Given the ever expanding and evolving nature of 
science and medicine, it is clear that to restrict practices to that which is currently ‘accepted’ by 
one body of opinion will impede progress in these fields. Medicine would not be where it is 
today, if this logic had been applied through the ages.   

It is well recognised within the medical field by both clinicians and epidemiologists that the 
reality of clinical practice is infinitely more complex than the linear application of epidemiological 
and clinical trial studies (Feinstein and Horwitz, 1997). The forms of knowledge (or knowing) 
that clinical practice draws upon includes the practitioner’s understanding of the patient and 
involves forms of judgment that are qualitatively different from scientific method. We urge the 
Committee to consider the inadequacy of judging the validity of a treatment merely upon the 
satisfaction of ‘scientific method’.  

CURRENT LEGISLATIVE CONTROLS ARE MORE THAN ADEQUATE 

The provisions of the Health Care Complaints Act 1993 (HCC Act) in our judgment already 
afford an adequate and sufficiently high level of protection of public health and safety and 
available evidence to date has not shown otherwise.  

The pivotal expressions in the Act are ‘health services’ and ‘health service providers’. The 
expression ‘health services’ is widely defined: s 4. In addition to a list of identified services and 
modalities, including Chinese medicine, chiropractic, and acupuncture, the expression includes 
‘services in other alternative health care fields’: (k). This is a catch-all expression, which in its 
generality is perfectly comprehensive and includes both ‘recognised’ and ‘unrecognised’ 
complementary health care services.  

The definition of ‘health service provider’ is equally comprehensive. It includes individuals 
(‘health practitioners’) and bodies (‘health organisations’), whether they are qualified (or not) or 
registered under a health practitioner national law (or not). Accordingly, the existing HCCC 
complaint system already fully responds to complaints concerning (and holds to account) 
registered and unregistered and qualified and unqualified health service providers offering 
‘recognised’ and unrecognised’ complementary health care services. 

Moreover the proper subjects of a complaint under the existing system are also comprehensive 
and have not been shown to be inadequate by a proper case falling outside its scope and 
thereby escaping investigation. 
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Complaints can already be made under the HCC Act concerning:  

(a) The ‘professional conduct’ of an individual health practitioner: s 7(1)(a); 

(b) An alleged breach of s 99 of the Public Health Act 2010 which, importantly for this 
inquiry, proscribes advertising or otherwise promoting complementary health care 
services (‘recognised’ or ‘unrecognised’) in a manner that is false, misleading or 
deceptive or is likely to mislead or deceive, or, even more significantly for this inquiry, in 
a manner that creates or is likely to create an ‘unjustified expectation’ of beneficial 
treatment outcomes: s 7(1)(a); 

(c) An alleged breach of the Code of Conduct for Unregistered Health Practitioners 
(‘Code’), being a code of conduct prescribed under s 100 of the Public Health Act; and 

(d) A health service (including a service that is not a ‘recognised’ health service) which 
‘affects, or is likely to affect’ the clinical management or care of an individual client: [s 
7(1)(b)]. 

We will briefly address each ground of complaint below: 

a) ‘Professional conduct’ of a health practitioner: s 7(1)(a) 

The ground of complaint is extremely broad. It is not limited to complaints concerning 
conduct that, for instance, amounts to ‘unsatisfactory’ professional conduct as is the case 
under legislation regulating other professions. 

The ground extends to matters concerning the knowledge and skill to offer ‘recognised’ and 
‘unrecognised’ complementary health care services: cf Gorman v Health Care Complaints 
Commission [2012] NSWCA 251 (14 August 2012). It also encompasses matters of physical 
and mental capacity. 

What the ground does not encompass is a complaint concerning the validity or otherwise of 
a practitioner’s medical philosophy: Gorman v HCCC. However it would be a different 
matter were the practitioner to seek to rely upon his or her medical philosophy to justify his 
or her management or care of a patient where that philosophy had not been independently 
validated: Gorman v HCCC. In such a situation the practitioner's professional conduct would 
be a proper subject of complaint. 

Accordingly, there is no need to expand the HCCC’s powers. 

b) False or misleading advertising: s 7(1)(a) 

The HCCC’s existing power to respond to complaints about misleading advertising by 
‘unrecognised’ health practitioners is sufficiently broad already. 

The HCCC’s power is relevantly the same as the power of the Therapeutic Goods 
Association under s 4 of the Therapeutic Advertising Code 2007 under s 42BAA of the 
Therapeutic Goods Act 1989.  It is the same as the power vested in the Australian 
Competition and Consumer Commission to respond to consumer complaints under s 18 of 
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the Australian Consumer Law (ACL) and its progenitor (s 52 of the Trade Practices Act 
1974).  And it is the same as the power vested in the National Health Practitioner 
Regulation Agency under s133 of the Health Practitioner Regulation National Law which, as 
well as proscribing misleading and deceptive advertising (s 133(1)(a)), also proscribes 
advertising that creates an ‘unreasonable expectation of beneficial treatment’ (s 133(1)(d)). 

In short, the power that the HCCC currently has to control offending advertising and 
promotional activities is equivalent to that of national regulators. An extension of the 
HCCC’s powers on account that its powers are deficient is not indicated. 

The decisional law on the controls under the ACL, s 18 and its progenitor on false, 
misleading or deceptive advertising in medical and related matters broadly establishes that 
statements of fact will generally not be misleading or deceptive if such statements are not 
objectively verifiable as long as there is no scientific or medical evidence to the contrary. 
Further that a statement of fact is not necessarily misleading or deceptive if it cannot be 
demonstrated to be correct beyond any doubt: Glorie v WA Chio & Pulp Co Pty Ltd (1981) 
39 ALR 67, 82.  

We do not believe that the controls under the HCCC Act would be construed or applied 
differently from the corresponding provision of the ACL. 

Public health and well-being deserve the deepest commitment as it is, in our view, the 
single most important indicator of who we are as a community and how we are living.  The 
regulatory controls that protect the public in this area rightly should reflect the importance of 
this matter.  However, the requirements of certainty in the conduct of affairs and coherency 
in the surrounding legal order mean that a regime for health-related advertising that is 
materially different from advertising in other fields is ultimately undesirable. The 
undesirability of such a development is even more evident where the demarcation between 
activity that is caught by the control and activity that is not, revolves around philosophical 
differences over the nature of science and medicine and what is health care. 

Lastly, the existing controls have not been shown to be incapable of dealing appropriately 
with matters of consumer protection and patient rights in the cases that have come before 
the courts and tribunals to date and there is therefore no evidence for the need for an 
expansion in the HCCC’s powers.  

Accordingly, we do not support the introduction of a regime that applies a different standard 
in the control of health-related advertising. 

There are ways in which the HCCC’s existing regulatory functions can be supported.  
Initiatives for enhanced labelling of complementary medicines and The Quality Use of 
Complementary Medicines program set up by Paul Komesaroff, director of the Monash 
Centre for the Study of Ethics in Medicine and Society, in default of an adequate labelling 
regime are examples of such ways.  
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c) Breach of the Code for ‘unrecognised’ practitioners: s 7(1)(a) 

The existing HCCC complaint process extends to the practices of ‘unrecognised’ 
complementary health-care practitioners in important ways already.  

Thus, the provisions of the Code establish standards of conduct specifically for 
‘unrecognised’ practitioners. These include standards for the provision of health services in 
a ‘safe and ethical manner’ (cl 3), and not making ‘claims’ to cure certain serious illnesses 
(cancer or terminal illnesses), though practitioners are permitted to make a claim in relation 
to the alleviation of symptoms of such illness if that claim can be ‘substantiated’ (cl 5). The 
Code’s adoption of a criterion of ‘substantiability’ as opposed to a narrowly rigid ‘scientific 
evidence-based’ criterion is significant. (As to this, see below). 

Most significantly for purposes of this inquiry, the Code already: 

(a) proscribes attempting to dissuade clients from seeking or continuing with treatment by a 
registered medical practitioner: cl 7(1); 

(b) mandates that a health practitioner who has ‘serious concerns’ about the treatment 
provided to any of his or her patients by another health practitioner must refer the matter 
to the HCCC: cl 7(4); 

(c) proscribes financially exploiting clients, among other ways, by providing services that 
are not designed to maintain or improve the clients’ health or wellbeing: cl 10. 

Accordingly, we do not identify a need for expansion of the existing regulatory regime for 
‘unrecognised’ complementary health-care practitioners. 

d) Services affecting, or likely to affect, clinical management or care: s 7(1)(b) 

The power to act on a complaint about a practice affecting the ‘clinical management or care’ 
of a client is extremely broad, more especially since the ground of complaint was expanded 
by amendments commencing on 14 May 2013 in light of the decision in Australian 
Vaccination Network Inc v Health Care Complaints Commission  [2012] NSWSC 110 (24 
February 2012).  

Following the introduction of amendments to s 7(1)(b), the ground of complaint now extends 
to a conduct directed at the general public that has a tendency (‘is likely’) to affect the 
management or care of a particular patient, without proof that such conduct in fact has 
affected the management or care of that patient.  

Further expansion of the ground of complaint is not needed, and certainly not before the 
operation of the only recently expanded ground of complaint can be assessed.  

The standard of ‘substantiability’ 

The existing complaints regime, under the Code, adopts a standard of ‘substantiability’ in 
relation to claims concerning outcomes with particular ‘unrecognised’ health care practices. 

The existing standard (‘substantiability’) was adopted after careful reflection on the nature of 
science and medicine.  It is a significantly more open-textured and ultimately more widely 
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encompassing approach than the rigidly narrow experimental, evidence-based approach 
advocated by the vocal minority mentioned above.  The existing standard of ‘sustainability’ 
acknowledges that “there are many ways of defining what characterises science, but 
reliance on evidence is not one of them”, because science is hardly unique in that all 
systems of knowledge and belief claim to be based on evidence (Komesaroff, 2012, See 
APPENDIX 1).  

The standard of ‘substantiability’ more nearly accommodates this understanding of the 
nature of science and medicine than the doctrinaire slogan of ‘scientific’ or ‘accepted’ 
medical practice advocated by a minority. 

We are not saying there is not a need for regulation – there is a need to prevent 
unscrupulous practices – but the current legislative framework provides adequate 
protection. Also, there is a danger that an extension of the already existing regulatory 
regime will be used proscriptively and inflexibly and thus prevent developments in 
therapeutic practice. 

SCIENTIFIC MODEL 

The inquiry seeks to develop ‘measures to address the promotion of unscientific health-
related information or practices which may be detrimental to individual or public health’. It’s 
important to note that something is not ‘unscientific’ because there is ‘no evidence’ and nor 
is it harmful or potentially harmful because there is ‘no evidence’. 

The process of science is open inquiry; this entails not holding to received wisdom just 
because it is the current view, but constantly probing all questions to arrive at their truth. 
This is a never-ending process because truth is always evolving and hence we need to be 
constantly open to revising our understandings of the world.   

If we judge things within our current paradigm, then wisdom and knowledge does not 
expand: for example, without the courage of Copernicus to think outside the box of 
accepted wisdom then we would still have the false belief of a geocentric view of the solar 
system and without Harvey withstanding the vehement arguments of the medical fraternity 
in the 1800’s we would not now accept as a foundation of medicine that there is a 
circulatory system.  

EVIDENCE ITSELF IS POORLY DEFINED – WHAT CONSTITUTES EVIDENCE AND WHO 
DEFINES IT? 

Evidence only has meaning when interpreted within a system by which it makes sense – for 
example the geocentric universe was accepted for 1500 years in spite of continually 
mounting evidence against this view. The evidence did not count as evidence since there 
was no framework or system of belief within which this counter evidence had meaning and 
furthermore the institutional powers of that period were strongly committed to the geocentric 
universe and did everything within their power to suppress this evidence against their world 
view. Another example is Galileo and the moons of Jupiter seen through his telescope 



 
 

9/17 

where the church representatives said they could not see them. In essence as human 
beings we see what we want to believe, not what we actually see. Therefore, evidence per 
se does not stand alone but has to be recognised and interpreted and that interpretation is 
done within a system that determines its meaning and relevance. We are by nature 
interpretative beings and thus there is in fact no pure and absolute objectivity that has not 
undergone interpretation. It requires humility to recognise that there is often more than one 
way of recognising, interpreting and categorising evidence be it for an academic paper or a 
parliamentary inquiry and mandates judicious use of discernment.  

There are many different methodologies within science and randomised controlled trials are 
not infallible. 

We need to understand that the methodologies of research in science are not all of science 
and that there are many different methodologies within science. There are lobbyists who 
advocate that medical research should only be conducted in terms of their view of double 
blind randomised clinical controlled trials and if research does not strictly adhere to this 
standard then it is ‘unscientific’. This is fallacious. There are other disciplines and ways of 
knowing that could be applied using different methodologies. The lack of research or 
research conducted with other methodologies does not necessarily mean something is 
‘unscientific’ or that it therefore has no benefit or is harming.  Although the double blind 
randomised clinical controlled trials are considered the ‘gold standard’ of evidence-based 
medicine it is also recognised that there can be significant issues with these methodologies.  
Often they are difficult to replicate. In an extensive review of such trials 46 to 50% of 
attempts to replicate results were found to contradict previous findings (Prasad, Cifu and 
Ioannidis, 2012). Furthermore, in a review of randomised trials it was found that 40.2% of 
findings reversed findings that had been established as accepted medical practice (Prasad 
et al, 2013). All of this brings into question the validity of the accepted ‘gold standard’ label.  

The point here is that whilst they are the accepted best practice, there are flaws in current 
scientific methodologies and that there are other ways of performing research, gathering 
evidence and ways of knowing if something is beneficial or not. Rawlins (2008) and 
Cartwright (2007) have elucidated some of these issues concerning evidence based 
medicine and randomised controlled trials -- specifically that the absence of randomised 
double blinded clinical controlled trials, does not indicate a lack of evidence for a modality or 
a technique. 

The charge that complementary medicines are ‘unscientific’ is flawed. 

Complementary medicines have been attacked as ‘unscientific’ by those who wish to 
discredit their use. To determine that a practice is ‘unscientific’ without conducting a full 
evaluation, and to dismiss its use with limited understanding, is entirely ‘unscientific’ in and 
of itself. Medical history in particular is littered with examples of treatments and practices 
that were once deemed ‘harmful’, ‘quackery’, ‘no evidence’ and which today are fully 
incorporated within medical understanding.  

The lobbyists who advocate medical research should only be conducted in terms of the 
double blind randomised clinical controlled trials also make certain assumptions that are 
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themselves ‘unscientific’. For instance, without established ‘evidence’ they assume 
practices are harmful until proven otherwise and this is supported by only permitting certain 
forms of evidence and excluding others. However, the absence of evidence does not mean 
that a paradigm is harmful. Of course, on due reflection, it is obvious that absence of 
evidence of a benefit and evidence of actual harm are different inquiries.  

Furthermore, an assumption that a treatment that has qualified as ‘scientific’ is therefore of 
benefit is also flawed since “accepted medical practice” often fails to pass this threshold. 
Evidence itself does not support the view that because a practice has been scientifically 
studied it will necessarily be of benefit. Instead it clearly shows that research is fallible. For 
example, we attach a copy of a paper that reports on a significant number of evidenced 
based medical practices that have subsequently been shown to be of harm or no benefit 
and raises questions about the validity of much of the ‘evidence’ currently used in ‘accepted 
medical practice’. The paper concludes that the reversal of established medical practice is 
common and occurs across all classes of medical practice (Prasad et al 2013, APPENDIX 
2). A further study found that “slightly more than a third of medical practices are effective or 
likely to be effective; 15% are harmful, unlikely to be beneficial, or a trade-off between 
benefits and harms; and 50% are of unknown effectiveness” (BMJ, 2007).   

Thus it is crucial that the Committee is aware that what is ‘accepted medical practice’ today 
is likely to be shown tomorrow to be of no benefit or even harmful as demonstrated in these 
papers. Furthermore, we have highlighted the fallacy of believing that current day ‘accepted 
medical practice’ is in fact always beneficial and the standard against which all other forms 
of care and healing should be measured. Thus we can see that the narrowly defined 
evidence base of scientific medicine is fallible.  

To restrict models of health practice only to what has satisfied the currently ‘accepted’ 
scientific model unduly affects the development of new treatments that may be of great 
public benefit. It also does not allow for other ways of knowing and understanding the 
human condition, the human body and human experiences obtained through other 
disciplines that are also pertinent to health-care. The provision of ‘whole person’ healthcare 
requires knowledge of the different dimensions of the human being and how they interact 
including the physical, emotional, mental and spiritual. All of these contribute to health and 
wellbeing but not all aspects are subject to scientific study nor would that be appropriate. 
This also needs to be carefully considered before any change to current legislation is 
sought.  

CLINICAL PERSPECTIVES OF PATIENT CARE AND ‘EVIDENCE-BASED PRACTICE 

Modern medical practice is recognising that evidence-based medicine has its flaws and that 
there is much to be gained by learning from experiences obtained through the practice of 
medicine. In addition the value of the individual patient experience, previously dismissed as 
anecdotal, is in some arenas gaining favour (Feinstein and Horwitz, 1997). Feinstein 
recognised many years ago the importance of person-oriented medicine and criticised 
medicine for not recognising that ‘only [people] can suitably observe, evaluate and rate their 
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own health status’ (Thorgaard and Jensen, 2011). It seems that despite other areas of 
progress in medicine, this consideration continues to elude the medical system where the 
experience of the person regarding what has impacted their health and wellbeing is not 
given due credence and the personal experience of the patient is all too often ignored.  

It is perhaps key to the Committee’s deliberations to reflect that a narrow view of scientific-
based evidence cannot alone direct what is appropriate health care when consideration is 
given to the role of the individual patient in determining a course of treatment. 

COMPLEMENTARY HEALTH CARE SHOULD BE JUST THAT, NOT AN ALTERNATIVE TO 
STANDARD MEDICAL PRACTICE 

The Committee’s terms of inquiry refer to the publication of information that ‘encourages 
individuals or the public to unsafely refuse preventative health measures, medical 
treatments, or cures’.  

We envisage that complementary health care should be just that - complementary to the 
current medical system and not alternative. There should be regulation of misleading 
information that suggests that treatments be adopted in preference to sound medical 
treatment. For instance, the regulation of organisations that operate under the guise of 
vaccination education but have an agenda to promote that vaccination is harmful should be 
regulated: Australian Vaccination Network Inc v Health Care Complaints Commission  
[2012] NSWSC 110 (24 February 2012). However, as we have outlined above, the current 
regulatory regime, as amended in May 2013, would more than cover such circumstances 
and there is no need for further change without evidence to show that it is inadequate. 

However, the practice of complementary therapies should not be restricted simply because 
these treatments depart from a benchmark of ‘accepted medical practice’ that ‘may’ pose 
some risk. This imposes a higher standard than that of accepted evidence based practice. 

As we have outlined above, what is ‘accepted practice’ is ever evolving. In 2008 Levine 
(2008) carried out a review of Esoteric Healing (a complementary modality taught by Serge 
Benhayon and Universal Medicine) in which he concluded that whilst it may seem strange 
or unconventional to some, that in some instances, today’s Esoteric practices could be 
tomorrow’s scientifically-accepted medicine. We support this view and there is scientific 
research that supports the principles of Esoteric healing, which has a significant focus on 
self-care and lifestyle. 

Having lived and applied the principles of Esoteric philosophy and healing and undertaken 
its modalities, we have all experienced significant beneficial changes in our own lives, 
health and wellbeing and thus we know for ourselves the benefits of this particular form of 
complementary medicine without the personal need for scientific research, yet we 
appreciate the need for that within the scientific community.  As such we are undertaking a 
number of research projects so that the community at large may become aware of the 
benefits of this form of complementary medicine. In a world where there are rising 
epidemics of obesity, diabetes, mental ill health and where cancer is 1 in 3, the students of 
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Universal Medicine who live the principles of Esoteric healing are going against those trends 
– something that in and of itself is worthy of research and discussion.  

As those ‘on the ground’ we can all testify that Universal Medicine fully supports 
conventional medicine and has led to significant benefits in our own health and wellbeing. 

We are intelligent, highly self-reflective people who have in one way or another all 
experienced health benefits as a result of receiving complementary health care alongside 
what is considered accepted medical treatment. By way of reflection upon the benefits of 
such care that certain groups would label as outside ‘accepted medical practice’ we have 
provided anecdotal case studies of individuals who combined traditional medicine and 
complementary care to great effect and suggest that this is a contribution that can add to 
mainstream science and medicine. See APPENDIX 3. 

INFORMATION THAT ENCOURAGES REFUSAL OF MEDICAL TREATMENT  

We note that the Committee is focused upon the promotion of “unscientific health-related 
information” and seeking to ensure that the regime to regulate misinformation is effective. 
However, equally there should be regulation of misleading claims made by respected 
scientists who have the authority of science behind them, and are able to make 
unsubstantiated claims about complementary therapies. We present by way of example an 
article by Emeritus Professor John Dwyer, ‘When Healing Hands Start Grasping’ 
Australasian Science, May 2013 (APPENDIX 4) 

Dwyer is a well-known figure in the media – he is a long-time friend of the Australian 
Skeptics and founded the Friends of Science in Medicine (FSM). The latter group was 
formed as a lobby group with the purpose of applying pressure on government and 
educational institutions to prohibit funding of complementary medicines. It advocates for the 
eradication of “pseudoscience in medicine” and defines true science within the limited 
parameters of an “experimental, evidence-based approach” (See APPENDIX 1 – 
Komesaroff et. Al., 2012; Flatt, 2013). Dwyer’s views on any form of complementary 
healthcare are predictable and he has consistently provided the media with an assured and 
guaranteed belligerent criticism of anything that is not within the bounds of conventional 
medicine. He conveniently ignores that many of the results achieved in conventional 
medicine are poorly understood in the same way as complementary therapies. In this article 
he appears concerned with the very issue the Committee is considering – the requirement 
for increased regulation of “unscientific” practices that he considers a ‘menace to public 
health’. Indeed he suggests that “adequate consumer protection from misleading and often 
fraudulent practices remains disappointingly inadequate, both at the state and national 
level.” In this article he considers that there has been a failure of legislative control and 
takes umbrage with the fact that the HCCC had not seen fit to intervene to regulate the 
dissemination of information on Esoteric Breast Massage (EBM) (a therapy he describes 
with contempt).  

As we have outlined above the current regulatory framework is entirely adequate to govern 
“misleading and often fraudulent practices” and what is obscured in the presentation is that 
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there was found to be no need for government intervention  because there was no reported 
harm to any patient and that there was nothing for the regulatory bodies to be concerned 
with.   

As noted above Dwyer aims to eliminate pseudo-science, yet there was no scientific rigour 
in his critique of Esoteric Breast Massage. He asserts (with no evidence to back up his 
claims) that the alleged benefits of Esoteric Breast Massage are “ludicrous” and is clear that 
this fits within his directive to attack any complementary therapies that do not satisfy the 
extremely limited paradigm of evidence-based medicine . 

What Dwyer presents are no more than strongly held opinions about complementary 
therapies and there is a complete failure to utilise any of the methodologies of objective 
science. It is actually a paper containing merely conjecture passed off as science.  As we 
have suggested, a complementary therapy is not ‘unscientific’ because it does not exist in 
the contemporary domain of mainstream medicine, nor is it appropriate to make that 
assumption without due rigour. The method of science involves detached observation and 
the steady collection of evidence over time. It does not involve the immediate dismissal of 
all that seems foreign or implausible to the investigator.  

Dwyer had not investigated the Esoteric Breast Massage or applied scientific methodology 
to his theory. He specifically did not: 

● interview women who had received Esoteric Breast Massages; 
● develop a series of case studies on those women who have had Esoteric Breast 

Massage ; 
● develop population studies on the hundreds of women who have had Esoteric Breast 

Massage; 
● analyse the technique himself.  
 
In short, Dwyer’s opinions were not based upon data that he had collected or analysed – 
there was no objective data in his article to be analysed or discussed. The very criticism that 
Dwyer makes, that the complementary therapy discussed is “unscientific”, was itself not 
substantiated by any scientific method.  

There is a growing practice-based experience of the benefits of breast massage. It is 
currently taught at John Flynn Hospital, Tugun and the Mater Hospital, Brisbane with clinical 
tests showing improved lymphatic drainage and reduced mastitis (Clinch, Accessed 2013). 
Dwyer not only failed to investigate the modality he also failed to take into account early 
evidence of health benefits arising from breast massage: 

‘Study of the body's lymphatic system shows that breast tissue contains an abundance of 
lymph vessels. Unlike other areas of the body, however, the breast lacks sources of 
external compression, such as muscles or strong overlying fascia that promote natural 
lymphatic drainage. As a result, fluid has a tendency to stagnate, which may lead to breast 
pathologies (mastopathy). This is where gentle, non-stimulating techniques can be applied 
to aid fluid recirculation.’ (Science Daily, 2012) 
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Personal opinion of Dwyer appeared in his article to be considered “science” whereas in fact 
it involved serious misinformation about a therapy that is considered beneficial according to 
a growing body of practice-based experience. 

The article by Dwyer and its presentation highlight a number of false assumptions about 
which the Committee should be cognizant. First, scientific authority should not be misused; 
second, treatments that have been labelled as ‘unscientific’ may be part of practice-based 
experience that can serve public health and should not be dismissed for not fulfilling 
evidence based criteria. 

Finally, there have been a number of papers critically reviewing the approach (and rhetoric) 
of FSM and Dwyer and we encourage the committee to consider these as highly relevant to 
this inquiry. For example, the attached paper by Komesaroff, Moore and Kerridge (2012) 
(see APPENDIX 1) illuminates the importance of science and medicine remaining open to 
contrary views and the dangers of any one theory or ideology dominating and forcefully 
opposing and squashing all others in the belief that their way is the only right way. The 
attached article by Flatt, 2013 (see APPENDIX 1) observes that FSM ridicules 
complementary medicine and asserts that complementary modalities should be abandoned 
because they are ‘underdeveloped, unsophisticated and absurd’. Furthermore, FSM 
portrays patients of complementary therapies as gullible victims who are ‘naive and 
susceptible to mythology’ and thus in need of greater protection. What appears to elude 
consideration by FSM is that 68.9% of Australians use complementary medicines (Xue et al, 
2007) so that FSM would have us believe that 70% of the population are incapable of 
making informed choices about their own health care. 

Flatt concludes that FSM ‘contradict the literature in their viewpoint on complementary 
medicine and its use’ and that they use a style of language to promote their own beliefs and 
suppress alternative views.  

Of great importance for the Committee’s deliberations is Flatt’s conclusion that ‘[t]he 
statements that FSM use have no respect for complementary medicine or its patients, 
create no potential for the application of science to this healthcare field, and leave no room 
for equitable scholarly debate.’ What is more, “[i]f this type of ideological discourse is 
allowed to flourish unchallenged, the possible consequences for freedom of knowledge and 
unfettered access to healthcare are significant.” We share this view. 

COMPLEMENTARY HEALTH CARE REQUIRES RIGOROUS STANDARDS OF ETHICS 

‘First do no harm’ (primum non nocere) is the foundation of the Hippocratic oath. However, 
this does not just apply to patients but also to doctors and all healthcare professionals. By 
first doing no harm to ourselves by our way of living and being, it becomes automatic to do 
no harm to another. Evidence shows that doctors who look after themselves are better 
doctors and their advice is taken more seriously by their patients. Fraser, Leveritt and Ball 
found that “if a GP was perceived to be healthy, the advice they gave was considered more 
credible” (Fraser, Leveritt and Ball, 2013). The NHS Health and Wellbeing Review by Steve 
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Boorman (Boorman, 2009) also shows that when staff look after themselves there are better 
outcomes for patients.  

Taking its rise from the foundational tenet of the Hippocratic oath we are all accredited with 
the Esoteric Practitioners Association (EPA), an association that holds the health and well-
being of practitioners as paramount in the practice of complementary esoteric healing. The 
EPA takes this foundational principle even further, with an understanding that the way that 
we live affects our health and wellbeing and that by living in a way that is deeply caring for 
ourselves, we are then able to bring that same quality of care to another. Esoteric 
Practitioners are required to invest in their own ongoing personal development, and live in a 
fully self-caring and responsible way, applying care and attention in every aspect of their 
lives, from diet and nutrition, to sleep, and how they conduct their relationships and in 
society. This integrity in living is the foundation of harmlessness. The EPA code of ethics 
requires practitioners to live according to these principles as part of their accreditation.  A 
practitioner living in a healthy and responsible way then knows, by their own quality of living, 
what are healthy lifestyle choices and can advise and inspire others accordingly.   

CONCLUSION  

Human beings are multidimensional beings and as such we require multi-dimensional 
approaches to healthcare that reflect and understand the different facets and dimensions 
that contribute to health and healing which are broader than the purely physical and 
psychological. This necessitates the willingness, the humility and openness of medicine and 
science to consider other disciplines and ways of knowing about the human body and 
human experience in addition to the scientific method. It is imperative that this openness 
and the right of autonomous human beings to have freedom of choice regarding their own 
healthcare is not restricted by pressure from interest groups and vocal minorities who take a 
fundamentalist approach to medicine and science.  

We have the evidence from our own lived experience that living according to the principles 
of Esoteric philosophy as presented by Universal Medicine and undertaking Esoteric healing 
modalities, that our lives, health and wellbeing have significantly improved and can testify to 
the benefits of this form of complementary medicine. This is aligned with the views of 
Feinstein (Thorgaard et al 2011) that people themselves are ideally suited to observe, 
monitor and evaluate their own state of health and wellbeing.  

We are dedicated to living with harmlessness and integrity and to deeply caring for 
ourselves and others in equal measure. Thus we support:  

1) regulations to curtail unscrupulous practices eg advising against medical treatment and 
consider that current legislation is more than adequate in this regard; 

2) conventional medicine in full; 

3) the use of some forms of complementary therapy to work alongside conventional 
medicine in recognition that conventional medicine does not have all the answers to 
humanity’s ills;  
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4) the understanding that there are more disciplines and ways of knowing and gaining 
evidence and interpreting that evidence than those contained within the narrow confines 
of the scientific method. As such we have detailed concerns regarding the reliance on 
evidence purely according to that accepted by science, its interpretation, what is 
considered and not considered to be ‘accepted medical practice’ and who is and is not 
‘unregistered health practitioners’ (eg spiritual care advisors). 

5) the right of autonomous human beings to make choices regarding their healthcare 

In addition, we have brought to your attention independent academic works that expose the 
ideology and force being used by FSM to bring about an end to complementary medical 
practices and the lack of evidence to support their critique.  

It is upon this basis that we are making this submission as we care about the health and 
wellbeing of our community and the ever unfolding understanding of the human body, 
medicine and what it means to live in true well-being. 

We invite the committee to carefully consider our submission.  

We would like to meet in person to discuss any aspects of interest to you.   
In light of the importance of the issues that we have raised, we would also welcome the 
opportunity to give oral evidence before the Committee.  

To contact us, please telephone or email: 
Charles Wilson     or  
Alison Greig  

THANK YOU FOR YOUR CONSIDERATION. 

Eunice J Minford MB ChB,  MA (hons) Dipl Clin Ed (hons) FRCS Ed. Consultant General Surgeon, 
N.Ireland 
Maxine Szramka MBBS (Hons 1), B Med Sci, FRACP, FAMAC pt1 

Samuel Kim MBBS FRACP MPH, Chest Physician & Senior Lecturer in Medicine, University of 
Queensland, Brisbane, QLD, Australia 
Charles Wilson BA LLB (Syd), Barrister-at-Law 
Paula Fletcher BLJS, LLB (Hons) Southern Cross University 
Alison Greig BA LLB(Hons) A.N.U; LLM(Hons) Cambridge; Grad Dip Psych C.S.U.  

Serryn O’Regan LLB(Hons), BA(Economics and Japanese) 

Serge Benhayon 
Anne Cummings BSc University of Melbourne, BA University of Queensland, Advanced Diploma of 
Health Science (Acupuncture) Australian College of Natural Medicine (now Endeavour) 

Professor William A Foley BA(Hons) (Brown); MA PhD (UC, Berkeley); Fellow of the Australian 
Academy of the Humanities 

Jasna Kim BA(Psych) 
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CRITICAL DISCOURSE ANALYSIS OF 
RHETORIC AGAINST COMPLEMENTARY 
MEDICINE

0URPOSE
!is paper aims to critically analyse a selection of the ‘Friends of Science 
in Medicine’ media to determine if power and ideology are linguistically 
structured and deployed in their representation of complementary medicine. 
$ESIGN�METHODOLOGY�APPROACH
!irteen separate media events are collated as a single case and analysed 
by critical discourse analysis. !is research design interrogates discourse 
statements for their constitution and reproduction of power and ideology. 
&INDINGS
!e Friends of Science in Medicine represent complementary medicine 
through a strategy of rhetoric and argumentation that contradicts the litera-
ture. !eir discourse is symbolic and derives from a power-based ideological 
perspective that forms the basis for promoting exclusion of complementary 
medicine from university education and primary health care. 

Keywords: Critical discourse analysis, rhetoric, complementary medicine, 
ideology, power, Friends of Science in Medicine, science, evidence-based 
medicine.
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!is paper presents a critical study of events occurring in Australia in early 2012. 
!ese are the collective discourse of the ‘Friends of Science in Medicine’ (FSM), 
who are a special interest group originating from within biomedicine. !ey ad-
vocate the cessation of university complementary medicine education ‘not based 
on scienti"c principles nor supported by scienti"c evidence’ (Friends of Science 
in Medicine, 2011). FSM formed in late 2011 and as of February 2012 had 
a membership of ‘450 Australian biomedical scientists and clinical academics’ 
(Token Skeptic, 2012). By April 2012 they had widened their focus from uni-
versity education to the clinical practice, use and legitimacy of complementary 
medicine within Australian society. !e six complementary medicine disciplines 
identi"ed within their original criteria had also enlarged to an open-ended listing 
by this time (Friends of Science in Medicine, 2011; Friends of Science in Medi-
cine, 2012). 

A variety of responses emerged as this discourse progressed during the early 
part of 2012. Internet postings generated lengthy debates within comment fo-
rums and scholarly journals published articles that reinforced or disputed the 
FSM position (Norrie, 2012; Novella, 2012; Spedding, 2012). Complementary 
medicine professional associations also responded and expressed concern that 
FSM were using emotive reasoning based in anecdote, inaccurate de"nitions and 
misrepresentation (National Herbalists Association of Australia, 2012; Australian 
Traditional Medicine Society, 2012). In addition, some observers described the 
FSM depiction of complementary medicine as problematic due to political and 
ideological overtones and power-based rhetoric (Komesaro#, 2012; Komesaro# et 
al., 2012; Myers et al., 2012). 

Because they are attempting to impact the education and practice of comple-
mentary medicine in Australia, it is essential FSM are accurate in their interpreta-
tion of the disciplines they are discussing. !e responses described above indicate 
that their argument is contested, and it is suggested that their rendering of com-
plementary medicine is neither accurate nor impartial because of their ideological 
and power-based interests. !is paper will investigate this possibility.

RESEARCH DESIGN, DEFINITIONS, AIM AND LIMITATIONS

None of the publications cited above have systematically examined the FSM dis-
course. As a consequence, in-depth empirical analysis of the objectivity of FSM is 
lacking. !is paper attempts to address this by applying critical discourse analysis 
(CDA) to statements used to portray complementary medicine. CDA is chosen 
for this task because it is able to scrutinise the concepts of power and ideology 
within discourse (Wodak, 2001). As Blackledge (2012) explains, CDA can anal-
yse text for the constitution and reproduction of power because it is through 
language that agents establish unequal power relations and enact discriminatory 
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practices. Power and ideology are selected for review because various commenta-
tors cite their in$uence within the FSM interpretation of complementary medi-
cine. Adams et al (2009) also identify these as strong socio-cultural features of the 
biomedicine - complementary medicine relationship, and as discursive reposito-
ries that characterise debate between these healthcare "elds. 

!ere are a variety of CDA approaches to the analysis of discourse. In Meyer’s 
(2001) review of the theory and method of CDA, he identi"es fourteen tech-
niques that examine power and ideology. Four of these are relevant to this study: 
FRKHUHQFH, which explores statements that signify the immediately observable in-
tention of the discourse; OH[LFDO VW\OH, which considers speci"c words used for more 
subtle intentional meaning; UKHWRULFDO ¿JXUDWLYHQHVV, which examines the use of 
symbolic language to generate persuasive meaning; and SURSRVLWLRQDO VWUXFWXUHV, 
which investigates the use of statements that propose knowledge. In short, this 
choice of analytical techniques explores the meaning, intention, persuasiveness, 
and knowledge propositions within discourse. 

In this paper, discourse is de"ned as ‘meaning-making as an element of the 
social process’ that arises from ‘a way of construing aspects of the world associated 
with a particular social perspective’ (Fairclough, 2012, p. 11). De"nitions of pow-
er and ideology are sourced from the literature discussing biomedical and comple-
mentary medicine relations. In this context, the notion of power derives from 
medical sociology and is concerned with professional dominance of healthcare 
practice, patients, training, and regulation (Broom, 2006). According to Baronov 
(2008), biomedicine has a dominance in these areas that derives from an ideology 
consisting of science, privilege and positivism. He describes these features inter-
acting in various forms to socially express biomedical power. 

Assessing whether this power and ideology are linguistically structured and 
deployed by FSM in their representation of complementary medicine is the aim 
of this paper. To achieve this, a concise paraphrased review of the FSM argu-
ment is presented, followed by a description of the main thematic areas of their 
discourse. Statements illustrating the FSM depiction of complementary medicine 
are extracted from these themes and CDA is applied. !e "ndings from this pro-
cess are aligned to the literature and the presence of power and ideology within 
the discourse is discussed. 

,IMITATIONS
!is paper does not explore the genre, history or intertextuality of the FSM dis-
course. !is refers to the presence of similar arguments within di#erent texts 
through time, and is the analysis of the common goals of a ‘discourse community’ 
(Wodak, 2008, p. 15). While highly relevant to this paper, this area contains a 
considerable amount of rich material that constitutes a separate publication. 
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THE FSM ARGUMENT AGAINST  
COMPLEMENTARY MEDICINE

!e primary contention within the FSM argument is that the tertiary teaching 
of complementary medicine undermines the credibility of Australian universities. 
!ey state that the delivery of these courses represents an invasion of ‘pseudosci-
ence’ into academia that sullies genuine scienti"c teaching and research (MacLen-
nan and Morrison, 2012). !ey claim that complementary medicine university 
health science courses are unscienti"c due to their theoretical groundings, which 
that say are untestable. !ey are ‘distressed’ that these therapies are given scienti"c 
validity and state that healthcare should not be taught or practiced unless it has 
scienti"c evidence (ABC Brisbane, 2012; Science on Top, 2012; Token Skeptic, 
2012; ABC Breakfast, 2012). 

Shortly after their initial media penetration, the FSM discourse moves away 
from a purely university focus. !eir discussion widens to include the clinical 
practice of complementary medicine within Australia, which they claim uses fab-
ricated scienti"c credibility to deceive the public. !e presence of these practi-
tioners in the community, FSM argue, leads to dilution of the health dollar and 
wastes public money (ABC Brisbane, 2012; ABC Central Coast, 2012; !e Skep-
tic Zone, 2012). Incredulity at the willingness of the public to engage with ‘non-
sensical’ medicine is stated, and disbelief at the potential for intelligent people to 
suspend their normal judgment to pursue complementary medicine healthcare 
is present (2SER’s Razors Edge, 2012; ABC Brisbane, 2012; !e Skeptic Zone, 
2012). 

!is indicates that the focus of the FSM argument is not only the cessation 
of university delivery of complementary medicine but also the rejection of the 
practice and use of these healthcare practices within Australian society. !eir dis-
cursive position is summarised within their contentions that ‘... the whole idea 
here is that we should abandon all alternative and complementary medicines’ and 
‘…hopefully eventually getting rid of the whole concept of an alternative system 
…’ (ABC Brisbane, 2012; ABC Breakfast, 2012). 

COLLATING AND ANALYSING THE FSM DISCOURSE 

FSM were active in the Australian media in the "rst four months of 2012 and 
promoted their argument through the 6\GQH\ 0RUQLQJ +HUDOG, the $%&, the 
&RQYHUVDWLRQ, the 0HGLFDO -RXUQDO RI $XVWUDOLD, the $XVWUDOLDQ 'RFWRU, regional ra-
dio stations, and skeptic podcasts. By May of 2012 thirteen separate FSM discur-
sive events were sourced from the public domain and collated as a single case. !is 
fusion of multiple media is able to occur as the discourse creates a uni"ed message 
with thematic saturation. 
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!ree dominant themes emerge from FSM statements focusing on the rep-
resentation of complementary medicine. !ese centre on practice, patients, and 
the demarcation of complementary medicine from scienti"c biomedicine. In the 
following section each of these themes is discussed through a literature-based de-
scription, a selection of relevant FSM statements, and an analysis of their content. 

0RACTICE q A ,ITERATURE�BASED $ESCRIPTION
!e term complementary medicine describes a set of heterogeneous disciplines 
with a taxonomy and public healthcare delivery status that varies between di#er-
ent national and state regulatory systems. Most recognisable are those professions 
and occupations supported by technical literature, professional associations and 
recognised systems of education (Kaptchuk and Eisenberg, 2001). !e practice 
of these disciplines is diverse, descriptions of di#erent clinical methods are pub-
lished, and in Australia practice variations are recognised (Nestler, 2002; Expert 
Committee on Complementary Medicines in the Health System, 2003; Dunne 
et al., 2005; Conway, 2011). 

A cohesive practice method with theories of holism and vitalism is promoted 
within complementary medicine. !is refers to the view that patients have an 
interconnected matter, life, and mind that is ‘more than the sum of its parts’, and 
treatments are prescribed with the aim of augmenting a ‘vital principle distinct 
from physiochemical forces’ (Smuts, 1936, p. 101-102; Morgan, 1998, p. 36). 
However, this proposed unity of method is not evident amongst all practitioners 
and these theories, their de"nition, and their application are contested in the 
complementary medicine literature (Fulder, 2005; Greco, 2009; Evans, 2012). 

4HE &3- 2EPRESENTATION OF 0RACTICE
!e FSM discourse does not clearly de"ne complementary medicine, and states 
‘… terms are very tricky. We ourselves have wondered how to use them’ and ‘(t)
here’s a sort of, there’s a word CAM which amalgamates complementary and al-
ternative medicines, and it’s probably not a very good bracket…’ (Science on Top, 
2012; World News Australia, 2012). !ey describe the historical origins of com-
plementary medicine as ‘spring(ing) fully born into the mind of some German 
peasant or sort of a backwoods bloke in America as a fully blown theory’ (Science 
on Top, 2012). FSM comment on those who might follow these historical origins 
when they say ‘God knows why you should think that people who believe the 
world was $at are wiser than people now’ (Science on Top, 2012). 

FSM describe complementary medicine practice using vitalistic theory. Reill 
(2005) outlines the original eighteenth century description of this as a non-phys-
ical force forming an inde"nable energy. FSM apply this de"nition when they 
state ‘…they’ve gotta have a mysteries energy that no-one can de"ne and no-
one can locate and no-one can identify’, ‘… there’s always a mysterious energy 
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involved’ and ‘…completely fanciful theory of mysterious energies …’ (Token 
Skeptic, 2012; Science on Top, 2012). Practice is described as ine#ective pseu-
doscience because ‘… when you try and test the theory …. you can’t because 
it’s not testable…’ which means ‘… there’s absolutely no evidence and could be 
no evidence to support them…’ (ABC Brisbane, 2012; Token Skeptic, 2012). 
Consequently FSM describe complementary medicine as ‘… a faith, that’s not a 
science, that’s a faith’ (Token Skeptic, 2012).  

Because FSM believe these therapies are unfounded, practice e%cacy is said 
to be due to non-speci"c treatment e#ects. Statements such as ‘(t)here’s a huge 
placebo e#ect for many of these things’ and ‘(h)omeopathy … it’s a total pla-
cebo…’ show that FSM do not believe complementary medicine therapies have 
e#ectiveness (Radio Adelaide, 2012; ABC Central Coast, 2012). !is leads FSM 
to then describe practice as dangerous because patients, they say, are ine#ectively 
treated. !is creates ‘…delays in e#ective treatment, side e#ects, drug interac-
tions, health misinformation and distrust of conventional medicine’ (MacLennan 
and Morrison, 2012, p. 225). Statements accentuating this risk are applied, such 
as ‘... public harm being done to patients’, ‘… there’s a lot of harm being caused 
in women’s and children’s health’, ‘… the threat is to society in general’ and ‘(l)ives 
have been lost over this’ (!e Skeptic Zone, 2012; ABC Brisbane, 2012; 2SER’s 
Razors Edge, 2012).

ØNALYSIS OF THE &3- 2EPRESENTATION OF 0RACTICE
FSM do not clearly de"ne or delineate complementary medicine practice. Subse-
quently, they universalise a wide variety of distinct practices. !is "ctional group-
ing is then subjected to ongoing negative sentiment that has a demeaning inten-
tion. !is is borne out in the lexical style, where copious derogatory statements 
occur. !ese statements act to ridicule and ‘other’ complementary medicine as a 
whole, with the implication that it warrants exclusion because it is underdevel-
oped, unsophisticated and absurd. 

Accompanying this are sweeping statements that describe a mythical practice 
that is unable to be scienti"cally assessed. !ese act as rhetorical accomplishments 
that aim to persuade the audience of the compromised state of complementary 
medicine. FSM reiterate this proposed inadequacy when they assert that these 
practices are dangerous to public health. !ese are propositional statements that 
have a super"cial appearance of logic. However, they are not presented with evi-
dence to underpin their allegations, which undermines their validity.  

0ATIENTS q Ø ,ITERATURE�BASED $ESCRIPTION
Australian public use of complementary medicine occurs across all ages, genders, 
races, and health conditions. It is said that 44 percent of adults and 24 percent of 
those with chronic disease access practitioners and products (Xue et al., 2007; Lin 
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et al., 2009; Armstrong et al., 2011). Research from di#erent regions of the globe 
reveals a higher degree of subjective su#ering for many users, and describes those 
with chronic ill health forming the larger portion of long-term patients (Rossler 
et al., 2006; Grzywacz et al., 2007; Bishop and Lewith, 2008). Use of comple-
mentary medicine increases proportionally with higher levels of educational at-
tainment (Briggs, 2010). 

!is use is associated with a variety of push and pull factors. Push factors 
away from biomedicine include dissatisfaction with the doctor-patient relation-
ship, concern over pharmaceutical side-e#ects, and the perception of a lack of 
e%cacy of treatment. Patients are pulled to complementary medicine due to its 
holistic orientation and their desire for an active role in shared treatment decisions 
within an inter-subjective and caring relationship (Bishop et al., 2010; Berger et 
al., 2012). 

4HE &3- 2EPRESENTATION OF 0ATIENTS
Patients are regarded by FSM as naive and susceptible to mythology. !ey state 
that ‘(p)eople should be free to choose what they like, and they always will’ and 
‘…. if they believe in the mythology, that’s up to them, they can go…’. !ey go 
on to say there is ‘…ill informed choice from patients…’ who are ‘either gullible 
themselves or they are victims…’ (Radio Adelaide, 2012; 2SER’s Razors Edge, 
2012; !e Skeptic Zone, 2012). !ey describe patients lacking in critical thought 
where ‘… when they tell you that they’ve got evidence for their treatment, it usu-
ally means something like, well it helped my grandmother’ and they warn patients 
that ‘…whilst they can keep an open mind about therapies when they "rst inves-
tigate them, their mind should not be so open that their brain falls out’ (Token 
Skeptic, 2012; !e Skeptic Zone, 2012).   

FSM portray patients as uneducated and needing information, protection, 
and guidance. !ey say ‘…the public needs to be educated...’ and authorities 
should be ‘…informing consumers and protecting them’, particularly ‘from what 
has absolutely no chance of helping them’ (!e Skeptic Zone, 2012; ABC Break-
fast, 2012). To validate their viewpoint they quote examples describing negative 
patient experiences and say that ‘…hundreds of emails … have been $ooding 
in…’ describing mistreatment by practitioners (ABC Breakfast, 2012). 

ØNALYSIS OF THE &3- 2EPRESENTATION OF 0ATIENTS
FSM use paternalistic language towards patients, who are belittled and viewed as 
uneducated. !e intention is to describe those using complementary medicine 
as lacking judgment and having underdeveloped critical faculties. !e FSM lexi-
cal style portrays complementary medicine patients in the same way as practice: 
backward and unscienti"c. !roughout this portrayal, the public are rhetorically 
presented as unreasonable in their use of complementary medicine. !e FSM 
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discussion contains propositional statements that assert knowledge and under-
standing of patient’s agency. !ese assertions contradict the literature and are at 
odds with current evidence. 

$EMARCATION q Ø LITERATURE�BASED $ESCRIPTION
Demarcation discourses attempt to di#erentiate and separate practices that fall 
outside speci"ed criteria. !e philosopher of science, Karl Popper (1959), de-
scribes scienti"c demarcation as identifying selected characteristics to distinguish 
science from other kinds of intellectual activities. Various authors identify numer-
ous in$uencing factors in demarcation attempts that include socio-cultural forces 
and contextual elements of culture, language, and history. !ese combine to form 
rhetorical demarcation strategies, notably in the use of evidence as a tool of dif-
ferentiation (Taylor, 1996; Zerbe, 2007). 

Attempts at demarcation of biomedicine from complementary medicine are 
documented. !ese tend to follow similar lines of reasoning, with propositions 
of implausibility and absurdity being commonplace (Sampson and Atwood IV, 
2005; Greasley, 2010). !is reasoning is socio-cultural and ideological, and re-
sides in what Hansen and Kappel (2012, p. 17) term ‘pre-trial belief ’ or ‘be-
liefs held prior to empirical investigation into the e#ectiveness of a particular 
treatment’. !is is further described by Jenicek and Hitchcock (2005, p. 125) as 
the rationale that ‘researchers will justi"ably refuse to accept even positive results 
from apparently impeccable meta-analyses of apparently impeccable randomized 
trials of proposed remedies grounded in scienti"cally false theories’. !is position 
is considered to be problematic for valid review of complementary medicine evi-
dence (Ernst, 2004; Linde and Coulter, 2011; Rutten et al., 2012). 

4HE &3- 2EPRESENTATION OF $EMARCATION
FSM present a clear demarcation strategy within their discourse. !is is expressed 
in their desire to ‘…realise clearly where the line that distinguishes good medicine 
from pseudo medicine is’ and ‘… fundamentally, what lies at the heart of it is not 
whether this university’s good or that university is bad, it’s what exactly does evi-
dence-based mean’ (Token Skeptic, 2012; !e Skeptic Zone, 2012). !ey de"ne 
demarcation criteria when they refer to complementary medicine and say ‘…it’s 
not about knowledge, it’s about the presentation of absolute anti-science… ‘ and 
‘(t)hey are pseudoscience, or at best they are anti-science or non-science’ (ABC 
Breakfast, 2012; Token Skeptic, 2012). 

!is places the FSM interpretation of science as a primary demarcation "x-
ture. However, this position is con$icted because they dismiss the current positive 
complementary medicine evidence-base when they proclaim ‘… don’t tell me it’s 
evidence-based. It’s not!’ (Token Skeptic, 2012). Conversely, they promote re-
search when they say ‘(t)he evidence-base we know can only come from research, 
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no disagreement with that’ because they want to ‘… make sure the public gets 
the very best in the most scienti"c of all ages of evidence-based medicine’ (ABC 
Breakfast, 2012). 

Marginalisation of complementary medicine appears within the demarcation 
strategy when FSM say ‘… there are many alternative practitioners, naturopaths 
and things, who give perfectly sound advice about lifestyle management and the 
like’. !ese types of statements particularly target chiropractic when FSM say ‘(t)
here may be a physiotherapy aspect to chiropractic and backs’ because ‘...there 
is an evidence-base that’s similar to that for physiotherapy’ and ‘…more reason-
able chiropractic performers are doing what is essentially stu# like physiotherapy’ 
(ABC Breakfast, 2012; Radio Adelaide, 2012; ABC Brisbane, 2012; Science on 
Top, 2012).

ØNALYSIS OF THE &3- 2EPRESENTATION OF $EMARCATION
!ese FSM statements intend to di#erentiate between what they describe as sci-
enti"c biomedicine and unscienti"c complementary medicine. !eir lexical style 
consistently references ‘evidence-based’ and they portray complementary medi-
cine as pseudoscienti"c. Statements of non-science status for complementary 
medicine are rife, which contributes to a marginalisation discourse. !e suggested 
lack of evidence compared to biomedicine is referenced to the Cochrane research 
database, where complementary medicine holds a minuscule percentage of to-
tal data. !us, the FSM propositions of demarcation criteria are dubious due to 
severely disproportionate comparisons and pre-trial belief negating impartiality 
towards evidence. 

DISCUSSION

Collating the "ndings from the thematic areas provides an overview of the FSM 
representation of complementary medicine. !ere are three main characteristics 
within the discourse that make up this representation. 

Firstly, FSM universalises distinct complementary medicine disciplines to 
circumvent di#erence. !is strategy has been criticised as responsible for rhetori-
cal constructions rather than factual representations. !ese are said to re$ect an 
ideological attitude as opposed to accurate empirical observation. !is is because 
they create "ctional portrayals that constitute targetable entities for demarcation 
discourse and maintenance of professional dominance (Caspi et al., 2003; Stone 
and Katz, 2005; Shro#, 2011). 

Secondly, demarcation is attempted through what Gieryn (1983, p. 781) 
terms ‘boundary work’. !is is the use of science to di#erentiate practices that 
challenge professional domination. Here FSM apply positive scienti"c qualities 
to biomedicine and negative non-scienti"c qualities to complementary medicine. 
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As Derkatch (2012) says, e#orts to demarcate biomedicine from complementary 
medicine are processes that use constitutive rhetoric, where agents of language 
represent complementary medicine for their own ends. Taylor (1996) also states 
that de"nitions of science within such discourses are intentionally constructed 
to exclude non-scienti"c practices. !is construction is operationalised by FSM 
through interpretations of science and evidence that act to sustain professional 
dominance and power. 

Finally, evidence-based medicine is rhetorically applied to develop normative 
statements for healthcare education and delivery. Numerous authors say this car-
ries an inherent risk of fundamentalism, intolerance of alternative views, and the 
use of evidence as a symbolic weapon (Jadad and Enkin, 2007; Derkatch, 2008). 
!ese comments reveal the rhetorical value of evidence as ideological symbolism, 
and this discourse uses this strategy to forcefully promote a certain type of science. 
However, the inability to provide proof for statements, combined with the pres-
ence of pre-trial belief, undermines this approach. !is is said to be a common 
error in such discourses (Astin, 2002; Ernst, 2004). 

What emerges from these "ndings is a discourse strategy that allows nega-
tive statements to be applied in an attempt to delimit complementary medicine. 
However, because FSM portray their subject matter in a manner contradictory to 
the literature their argument is symbolic rather than factual. !is makes their dis-
course a ‘strategic manipulation of symbols to support a preconceived end’ (Hyde 
and Bineham, 2000, p. 211). !e result is a rhetorical construction of comple-
mentary medicine that is an expression of ideology and power concealed behind 
scienti"c and evidence-based objectivity. !is "nding reinforces the viewpoint of 
those who have previously commented on this discourse. 

CONCLUSION

!e paper has asked whether FSM deploy power and ideology within their dis-
course, and if their portrayal of complementary medicine is accurate and impar-
tial when compared to the literature. CDA techniques have been used to analyse 
a selection of FSM statements across a range of media events, and have explored 
and illuminated underlying motivations for FSM speech acts. !e "ndings have 
shown that FSM contradict the literature in their viewpoint of complementary 
medicine and its use, and manifest ideology and power within their discourse.

!e implications of this are that FSM are using a style of language that pro-
motes their own beliefs to suppress alternative voices. !is leads to FSM having an 
inaccurate understanding of complementary medicine and patients because they 
have an interpretive bias originating from an ideological perspective. !eir un-
derlying desire to maintain power overrides any potential positive outcomes from 
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within their view of complementary medicine, and contributes to a discourse that 
presents as diatribe. 

!e statements that FSM use have no respect for complementary medicine 
or its patients, create no potential for the application of science to this healthcare 
"eld, and leave no room for equitable scholarly debate. !e negative implications 
of the presence of this type of imbalanced argument within the public sphere are 
not limited to the complementary medicine "eld. !e knowledge community 
needs to carefully review these voices and conduct an ongoing critical analysis of 
the expressed demands. If this type of ideological discourse is allowed to $ourish 
unchallenged, the possible consequences for freedom of knowledge and unfet-
tered access to healthcare are signi"cant. 

***

!ank you to my supervisors Dr Judy Humphries and Dr Cary Bennett for assis-
tance with preparation of this article, to the anonymous peer reviewers and their 
invaluable work, and to everyone at the 2012 AQR ‘Discourse Power Resistance 
Down Under’ conference for their support and suggestions. Financial assistance 
for oral presentation of this research was received from the University of New 
England School of Health conference travel support fund. 

Je# Flatt is a PhD candidate at the University of New England. He has experi-
ence in the clinical practice, supervision, education, writing and critical analysis 
of complementary medicine. 

REFERENCES
2SER’s Razors Edge. (2012). Alternative medicine debate, available at: http://2ser.podomatic.com/

enclosure/2012-02-03T20_59_34-08_00.mp3 [accessed 4th February 2012].
ABC Breakfast. (2012). New lobby opposes teaching alternative medicine, available at: http://mpegme-

dia.abc.net.au/rn/podcast/2012/01/bst_20120130_0805.mp3 [accessed 30th January 2012].
ABC Brisbane. (2012). Interview with Dr John Dwyer, available at: http://blogs.abc.net.au/"les/rl-

john-dwyer-air.mp3 [accessed 29th March 2012].
ABC Central Coast. (2012). Interview with Professor Alastair MacLennan, available at: http://blogs.

abc.net.au/"les/prof-alastair-maclennan.mp3 [accessed 23rd January 2012].
Adams, J., Hollenberg, D., Lui, C.-W. & Broom, A. (2009). Contextualizing integration: A critical 

social science approach to integrative health care. Journal of Manipulative and Physiological 
!erapeutics, Vol. 32 No. 9, pp. 792-798.

Armstrong, A., !iebaut, S., Brown, L. & Nepal, B. (2011). Australian adults use complementary 
and alternative medicine in the treatment of chronic illness: A national study. Australian and 
New Zealand Journal of Public Health, Vol. 35 No. 4, pp. 384-90.

Astin, J. (2002). Complementary and alternative medicine and the need for evidence-based criti-
cism. Academic Medicine, Vol. 77 No. 9, pp. 864-868.

Australian Traditional Medicine Society. (2012). Professor Dwyer’s ignorance is on display again, avail-
able at: http://www.atmsblog.com.au/2012/professor-dwyers-ignorance-on-display-again/ 
[accessed 7th March 2012].



68 | #REATIVE ØPPROACHES TO 2ESEARCH | Vol. 6  No. 2, 2013

Baronov, D. (2008). Biomedicine: An ontological dissection. !eoretical Medicine and Bioethics, Vol. 
29 No 4, pp. 235-54.

Berger, S., Braehler, E. & Ernst, J. (2012). !e health professional–patient-relationship in conven-
tional versus complementary and alternative medicine. A qualitative study comparing the per-
ceived use of medical shared decision-making between two di#erent approaches of medicine. 
Patient Education and Counseling, Vol. 88 No. 1. pp. 129-137.

Bishop, F. & Lewith, G. (2008). Who uses CAM? A narrative review of demographic characteristics 
and health factors associated with CAM use. Evidence-based Complementary and Alternative 
Medicine, Vol 7 No. 1, pp. 11-28.

Bishop, F., Yardley, L. & Lewith, G. (2010). Why consumers maintain complementary and alterna-
tive medicine use: A qualitative study. !e Journal of Alternative and Complementary Medicine, 
Vol.16 No. 2, pp. 175-182.

Blackledge, A. (2012). Discourse and power. In: Gee, J. & Handford, M. (eds.) !e Routledge 
Handbook of Discourse Analysis. Routledge, London, pp. 616-627. 

Briggs, J. (2010). Complementary, alternative and integrative medicine. Interdisciplinary Medicine, 
June, pp. 1-15.

Broom, A. (2006). Re$ections on the centrality of power in medical sociology: An empirical test 
and theoretical elaboration. Health Sociology Review, Vol. 15 No. 5, pp. 496-505.

Caspi, O., Sechrest, L., Pitluk, H., Marshall, C., Bell, I. & Nichter, M. (2003). On the de"ni-
tion of complementary, alternative, and integrative medicine: Societal mega-stereotypes vs. the 
patients’ perspectives. Alternative !erapies in Health and Medicine, Vol. 9 No. 6, pp. 58-63.

Conway, P. (2011). !e Consultation in Phytotherapy: !e Herbal Practitioners Approach to the Patient, 
Elsevier, Edinburgh.

Derkatch, C. (2008). Method as argument: Boundary work in evidence-based medicine. Social 
Epistemology, Vol. 22 No. 4, pp. 371-388.

Derkatch, C. (2012). Demarcating medicine’s boundaries: Constituting and categorizing in the 
journals of the American Medical Association. Technical Communication Quarterly, Vol. 21 
No. 3, pp. 210-229.

Dunne, N., Benda, W., Kim, L., Mittman, P., Barrett, R., Snider, P. & Pissorno, J. (2005). Natu-
ropathic medicine: What can patients expect? Journal of Family Practice, Vol. 94 No. 12, pp. 
1067-1072.

Ernst, E. (2004). !e “improbability” of complementary and alternative medicine. Archives of 
Internal Medicine, Vol. 164 No. 8, pp. 914-915.

Evans, S. (2012). Response to Baer and colleagues: !e politics of holism. Medical Anthropology 
Quarterly, Vol. 26 No. 2, pp. 271-274.

Expert Committee on Complementary Medicines in the Health System (2003). Complementary 
Medicines in the Australian Healthcare System, Canberra, Commonwealth of Australia.

Fairclough, N. (2012). Critical discourse analysis. In: Gee, J. & Handford, M. (eds.) !e Routledge 
Handbook of Discourse Analysis. Routledge, London, pp. 9-20.

Friends of Science in Medicine (2011). Recruitment Letter: Vision Statement, Friends of Science in 
Medicine, Moray"eld.

Friends of Science in Medicine. (2012). What are ‘Complementary and Alternative medicines’ (CAMs)?, 
available at: http://www.scienceinmedicine.org.au/index.php?view=article&catid=11 [accessed 
9th June 2012].

Fulder, S. (2005). Remembering the holistic view. Journal of Alternative and Complementary 
Medicine, Vol. 11 No. 5, pp. 775-776.

Gieryn, T. (1983). Boundary-work and the demarcation of science from non-science: Strains and 
interests in professional ideologies of scientists. American Sociological Review, Vol. 6, 781-795.

Greasley, P. (2010). Is evaluating complementary and alternative medicine equivalent to evaluating 
the absurd? Evaluation and the Health Professions, Vol. 33 No. 2, pp. 127-39.

Greco, M. (2009). !e challenge of vitalism: Classical and contemporary frames of thought. Vis 
Medicatrix Naturae: Stewardship of the Source of Healing. Exploring the New Vitalism Life Uni-
versity, Marietta, pp. 21-28.



Critical Discourse Analysis of Rhetoric Against Complementary Medicine | *EFF &LATT | 69

Grzywacz, J., Suerken, C., Neiberg, R., Lang, W., Bell, R., Quandt, S. & Arcury, T. (2007). Age, 
ethnicity, and use of complementary and alternative medicine in health self-management. 
Journal of Health and Social Behavior, Vol. 48 No. 1, pp. 84-98.

Hansen, K. & Kappel, K. (2012). Pre-trial beliefs in complementary and alternative medicine: 
Whose pre-trial belief should be considered? Medicine, Health Care, and Philosophy, Vol. 15 
No. 1, pp. 15-21.

Hyde, B. & Bineham, J. (2000). From debate to dialogue: Toward a pedagogy of nonpolarized pub-
lic discourse. !e Southern Communication Journal, Vol. 65 No. 2/3, pp. 208-223.

Jadad, A. & Enkin, M. (2007). Randomized Controlled Trials: Questions, Answers and Musings, 
Blackwell Publishing, Oxford.

Jenicek, M. & Hitchcock, D. (2005). Evidence Based Practice: Logic and Critical !inking in 
Medicine, American Medical Association, Chicago.

Kaptchuk, T. & Eisenberg, D. (2001). Varieties of healing. 2: A taxonomy of unconventional heal-
ing practices. Annals of Internal Medicine, Vol. 135 No. 3, pp. 196-201.

Komesaro#, P. (2012). Complementary vs western medicine - both have a role in universities, available 
at: http://theconversation.edu.au/complementary-vs-western-medicine-both-have-a-role-in-
universities-8232 [accessed 21st June 2012].

Komesaro#, P., Moore, A. & Kerridge, I. (2012). Medicine and science must oppose intolerance 
and censorship. Medical Journal of Australia, Vol. 197 No. 2, pp. 82-83.

Lin, V., Mccabe, P., Bensoussan, A., Myers, S. P., Cohen, M., Hill, S. & Howse, G. (2009). !e 
practice and regulatory requirements of naturopathy and western herbal medicine in Australia. 
Risk Management and Health Care Policy, Vol. 2, pp. 21-33.

Linde, K. & Coulter, I. (2011). Systematic reviews and meta-analyses in CAM: Contribution and 
challenges In: Lewith, G., Jonas, W. & Walach, H. (eds.) Clinical Research in Complementary 
!erapies: Principles, Problems and Solutions. Churchill Livingstone, London. pp. 119-134.

Maclennan, A. & Morrison, R. (2012). Tertiary education institutions should not o#er pseudosci-
enti"c medical courses. Medical Journal of Australia, Vol. 196 No. 4, pp. 225-226.

Meyer, M. (2001). Between theory, method, and politics: positioning of the approaches to CDA. 
In: Wodak, R. & Meyer, M. (eds.) Methods of Critical Discourse Analysis. Sage, !ousand Oaks. 
pp. 14-31.

Morgan, L. (1998). Innate intelligence: its origins and problems. !e Journal of the Canadian 
Chiropractic Association, Vol. 42 No. 1, pp. 35-41.

Myers, S., Xue, C. C., Cohen, M., Phelps, K. & Lewith, G. (2012). !e legitimacy of academic 
complementary medicine. Medical Journal of Australia, Vol 197 No. 2, pp. 69-70.

National Herbalists Association of Australia. (2012). Response to Friends of Science in Medicine, 
available at: http://www.nhaa.org.au/index.php?option=com_content&view=article&id=48
1:response-to-friends-of-science-in-medicine&catid=107:nhaa-news&Itemid=273 [accessed 
3rd March 2012].

Nestler, G. (2002). Traditional Chinese medicine. Medical Clinics of North America, Vol. 86 No. 1, 
pp. 63-73.

Norrie, J. (2012). Attack on complementary medicine ‘undermines safety’, available at: http://
theconversation.edu.au/attack-on-complementary-medicine-undermines-safety-8264 
[accessed 18th July 2012].

Novella, S. (2012). Pseudoscience in our universities. Skeptical Inquirer, Vol. 36 No. 3, pp. 24-25.
Popper, K. (1959). !e Logic of Scienti"c Discovery, Routledge, London.
Radio Adelaide. (2012). Interview with Professor Alastair MacLennan, available at: http://

radioadelaidebreakfast."les.wordpress.com/2012/03/daily-iv-fri1.mp3 [accessed 9th March 
2012].

Reill, P. (2005). Vitalizing Nature in the Enlightenment, University of California Press, Berkeley.
Rossler, W., Lauber, C., Angst, J., Haker, H., Gamma, A., Eich, D., Kessler, R. & Ajdacic-Gross, V. 

(2006). !e use of complementary and alternative medicine in the general population: Results 
from a longitudinal community study. Psychological Medicine, Vol. 37 No. 1, pp. 73-84.



70 | #REATIVE ØPPROACHES TO 2ESEARCH | Vol. 6  No. 2, 2013

Rutten, L., Mathie, R. T., Fisher, P., Goossens, M. & Van Wassenhoven, M. (2012). Plausibility 
and evidence: !e case of homeopathy. Medicine, Health Care and Philosophy, Epub ahead of 
print, 1-8.

Sampson, W. & Atwood Iv, K. (2005). Propagation of the absurd: Demarcation of the absurd revis-
ited. Medical Journal of Australia, Vol. 183 No. 11-12, pp. 580-581.

Science on Top. (2012). Friends of Science in Medicine, available at: http://scienceontop.
com/2012/04/sot-special-friends-of-science-in-medicine/ [accessed 28th April 2012].

Shro#, F. (2011). Conceptualizing holism in international interdisciplinary critical perspective: To-
ward a framework for understanding holistic health. Social !eory and Health, Vol. 9 No. 3, 
pp. 244-255.

Smuts, J. (1936) (3rd ed). Holism and Evolution, MacMillan, London.
Spedding, S. (2012). Regulation of conventional and complementary medicine - it is all in the 

evidence. Medical Journal of Australia, Vol. 196 no. 11, pp. 682-683.
Stone, J. & Katz, J. (2005). Can complementary and alternative medicine be classi"ed? In: Heller, 

T., Lee-Treweek, G., Katz, J. & Spurr, S. (eds.) Perspectives on Complementary and Alternative 
Medicine. Routledge, Abingdon, pp. 33-58.

Taylor, C. (1996). De"ning Science: A Rhetoric of Demarcation, !e University of Wisconsin Press, 
Madison.

!e Skeptic Zone. (2012). FSM on the Skeptic Zone, available at: http://tra%c.libsyn.com/
skepticzone/the_skeptic_zone_183_120421.mp3 [accessed 21st April 2012].

Token Skeptic. (2012). On Friends Of Science In Medicine – Interview With Dr Rob Morrison, avail-
able at: http://tokenskeptic.org/2012/02/08/episode-one-hundred-and-six-on-friends-of-sci-
ence-in-medicine-interview-with-dr-rob-morrison/ [accessed 9th February 2012].

Wodak, R. (2001). What CDA is about - a summary of its history, important concepts and its 
developments. In: Wodak, R. & Meyer, M. (eds.) Methods of Critical Discourse Analysis. Sage, 
!ousand Oaks, pp. 1-13.

Wodak, R. (2008). Introduction: Discourse Studies - Important Concepts and Terms. In: Wodak, 
R. & Kryzyzanowski, M. (eds.) Qualitative Discourse Analysis in the Social Sciences. Palgrave 
MacMillan,, Houndmills, pp. 1-29.

World News Australia. (2012). Alternative medicines questioned: extended interview, available at: 
http://www.youtube.com/watch?v=Ju52hWBj3HQ [accessed 5th July 2012].

Xue, C., Zhang, A., Lin, V., Da Costa, C. & Story, D. (2007). Complementary and alternative 
medicine use in Australia: a national population-based survey. !e Journal of Alternative and 
Complementary Medicine, Vol. 13 no. 6, pp. 643-650.

Zerbe, M.(2007). Composition and the Rhetoric of Science: Engaging the Dominant Discourse, South-
ern Illinois University Press, Carbondale.



VIEWPOINT
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IDEALLY, GOOD MEDICAL PRACTICES ARE REPLACED BY BET-
ter ones, based on robust comparative trials in which
new interventions outperform older ones and establish
new standards of care. Often, however, established stan-

dards must be abandoned not because a better replacement
has been identified but simply because what was thought
to be beneficial was not. In these cases, it becomes appar-
ent that clinicians, encouraged by professional societies and
guidelines, have been using medications, procedures, or pre-
ventive measures in vain. For example, percutaneous coro-
nary intervention performed for stable coronary artery dis-
ease and hormone therapy prescribed for postmenopausal
women cost billions of dollars and supported the existence
of entire specialties for many years. Stable coronary artery
disease accounted for 85% of all stenting in the United States
at the time of the Clinical Outcomes Utilizing Revascular-
ization and Aggressive Drug Evaluation (COURAGE) trial.1

Large, well-designed randomized trials that tested whether
these practices improved major patient outcomes revealed
that patients were not being helped. Defenders of these thera-
pies and interventions wrote rebuttals and editorials and
fought for their specialties, but the reality was that the best
that could be done was to abandon ship.

How many established standards of medical care are
wrong? It is not known. Medical practice has evolved out
of centuries of theorizing, personal experiences, bits of evi-
dence, expert consensus, and diverse conflicts and biases.
Rigorous questioning of long-established practices is diffi-
cult. There are thousands of clinical trials, but most deal with
trivialities or efforts to buttress the sales of specific prod-
ucts. Given this conundrum, it is possible that some entire
medical subspecialties are based on little evidence. Their dis-
appearance probably would not harm patients and might
help salvage derailed health budgets. However, it is un-
likely that specialists would support trials testing practices
that constitute their main source of income. Instead, the re-
search community performs studies of modest incremen-
tal value without even knowing whether the basic stan-
dards of care are appropriate.

Rarely, some investigators find the courage to test estab-
lished “truths” with large, rigorous randomized trials. When
this happens, empirical evidence suggests that “medical re-
versals” may be quite common. In an evaluation of 35 trials
that were published in a major clinical journal in 2009 and
that tested an established clinical practice, 16 (46%) re-
ported results consistent with current beneficial practice,
16 (46%) reported evidence that contradicted current prac-
tice and constituted a reversal, and another 3 (9%) were in-
conclusive.2 Perhaps high-profile general medical journals
are more prone to publish unusual results and less in-
clined to defend a clinical practice or specialized turf than
specialty journals. However, it is unlikely that the selec-
tion filter in favor of reversal publications is stronger than
the selection filter favoring the validation of standard of care.
The mere testing of a standard of care generates interest be-
cause many standards of care are never tested. In another
evaluation of trials published in 3 major general medical jour-
nals or high–impact factor specialty journals,3 of the 39 most-
cited randomized trials published in 1990-2003 that found
a significant benefit of a clinical intervention, 9 (23%) found
effects stronger than those found in subsequent studies and
19 (49%) found results replicated in subsequent studies, but
11 (28%) remained largely unchallenged, with no large trial
conducted on the same question.

Many medical reversals involve conditions for which the
standard of care has been promoted over the years based
primarily on pathophysiological considerations. Often one
or more trials exist, but they have not tested clinically rel-
evant outcomes or have been biased. For example, verte-
broplasty—the injection of polymethylmethacrylate ce-
ment into fractured bone—gained popularity in the early
2000s for the treatment of osteoporotic fractures. Initial stud-
ies addressed the pathophysiology of this therapy, delin-
eated the technical skills required to optimally perform the
procedure, and furthered the discussion about the benefits
of vertebroplasty. Claims of benefit were strongly contra-
dicted in 2 randomized trials4,5 that included a sham pro-
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cedure, which alone might have been responsible for pain
relief. Trials without sham control might continue to show
benefit, but it is difficult to justify performing invasive, ex-
pensive operations simply to obtain placebo effects. De-
spite the evidence, many specialists will not abandon the
procedure. A study of vertebroplasty utilization at one in-
stitution showed little reduction in referrals after publica-
tion of studies contradicting current practice and in fact even
showed that increasing percentages of referred patients were
offered the procedure.6

Similarly, the results of COURAGE have done little to im-
prove optimal medical management of stable coronary ar-
tery disease prior to invasive intervention. Stenting may not
improve mortality, but the procedure apparently dimin-
ishes angina.7 However, more than 50 years ago, Cobb et
al8 demonstrated that large improvements in pain with in-
ternal mammary artery ligation were comparable to results
obtained with a sham procedure. As is the case with verte-
broplasty, stenting performed in patients with stable dis-
ease is probably widely used as an expensive placebo for pain
control.

The increasing use of surrogate end points and short-
term outcomes has also affected the credibility of clinical
trial results. Reversal of important research findings is more
common when pragmatic clinical outcomes are not used for
initial approval and licensing of interventions. For in-
stance, bevacizumab exploited an accelerated approval pro-
cess for treatment of metastatic breast cancer. Approval was
granted based on preliminary data on disease progression,
an end point that may not necessarily translate into im-
proved life expectancy or quality of life for patients. After
accrual of further data, on November 18, 2011, the US Food
and Drug Administration revoked its prior approval for this
indication.

Because medicine is in part a statistically driven science,
a certain amount of reversal of standards of care is inevi-
table. However, what is currently tolerated is far greater than
the uncertainty of statistics. Reversal of established prac-
tices implies at least 3 grave consequences besides unjusti-
fied cost. First, patients who undergo the therapy during
the years it is in favor receive all the risk of treatment and,
ultimately, no real benefit. Second, contradicting studies do
not immediately force a change in practice; the contra-
dicted practice continues for years.9 Third, contradiction of
mainstream practices undermines trust in the medical
system.

Given the slow rate of abandonment of ineffective medi-
cal practices, the standards governing drug and device ap-
proval must be strengthened. This means that newly pro-
posed innovations should be evaluated in sufficiently large
randomized trials that demonstrate improvement in impor-
tant clinical end points before being widely disseminated.
Such an insistence on well-designed, large studies may be

seen as overly costly during times of financial hardship. How-
ever, the costs of permitting widespread use of ineffective
interventions are much greater. In the case of vertebro-
plasty, a few million dollars used to conduct a proper clini-
cal trial before regulatory approval might have saved nearly
a billion dollars a year over the course of a decade.10 For
unnecessary hormone therapy and coronary stenting, the
cost has been even greater. Large trials of new innovations
should be designed and conducted by investigators with-
out conflicts of interest, under the auspices of noncon-
flicted scientific bodies. Instead of designing, controlling,
and conducting the trials, manufacturers may offer the re-
spective budget to a centralized public pool of funding, keep-
ing the trial design and conduct independent. Asking cor-
porate sponsors to conduct pivotal trials on their own
products is like asking a painter to judge his or her own paint-
ing so as to receive an award. If a manufacturer can be al-
lowed to manipulate the system to create a blockbuster prod-
uct from an ineffective drug, the temptation is hard to resist.

Besides the need for better evidence for new interven-
tions, medical reversals also suggest that reality checks should
be encouraged for established practices that constitute the
core of medical care. Priority should be given to testing prac-
tices having limited or no prior randomized evidence for their
use, reassessing old evidence that may no longer be rel-
evant for current clinical settings, and evaluating therapies
and interventions that are most expensive. If almost half of
these practices are wrong, as empirical studies suggest,2 the
principle of equipoise is fully satisfied and randomization
is indicated.
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APPENDIX 3 
 

Following are testimonials from clients with significant health conditions who have 
experienced treatments with the esoteric healing modalities of Universal Medicine as part 
of their overall treatment program.   

 

1. Dr. Jane Barker 
 

2. Ingrid Langenbruch 
 

3. Paul Moses 
 

4. Denise Morden 
 

5. Lee-Ann Bailey 
 

6. Tony Parkes 
 

7. Judith McIntyre 
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1. Testimonial - Dr. Jane Barker 

Submission for investigation into non evidenced based practice 

I have worked as a medical practitioner for over forty years, 27 years as a GP in 
Australia. Over this period of time I have made certain observations 

• There has been an increased interest in complementary therapies, which are 
considered more natural and less invasive than Western Medicine. 

• Patients expect doctors to respect their choice to use alternative or 
complementary therapies. 

• Patients are attracted to doctors who themselves embrace complementary 
therapies. 

Both the RACGP and The AMA promote the concept of patient centered care. The core 
of this practice is to respect the patient’s ability to make informed choices.  

Independent research into alternative and complementary therapies is necessary to 
investigate their efficacy. However research is expensive and, as the medical profession 
is aware, is not always valid if undertaken by a body with a vested interest in the product 
under investigation. This ultimately means that there are therapies which if independently 
investigated could possibly be effective but do not at present have an evidence base. 

I practice medicine in a very traditional way, but respect patient’s choices to embrace 
complementary therapies, and am willing to monitor their medical progress when asked 
to do so. 

I have acted in such a way for several patients who have been treated by practitioners of 
Universal Medicine. 

I have observed that the Universal Medicine practitioners 

• Respect and value Western Medicine 
• Do not offer an alternative to Western medicine, but rather complement it. 
• Are taught in their training to encourage their clients to seek the assistance of a 

medical practitioner. I have observed patients who had been very reluctant to 
follow what Western Medicine has recommended, change their minds and 
undertake treatment while supported by Universal Medicine modalities. I have 
observed patients who have been refused treatment until such time as they seek 
medical advice-as in the case of a woman with a breast lump. 

• Offer support while their client is undertaking radiotherapy or chemotherapy. 
These patients have tolerated these treatments better than many other patients. 
(This is anecdotal evidence only) 

• Are encouraged to undertake basic research into the efficacy of the modality they 
practice. 

I myself received Chakra-puncture after undergoing radiotherapy with very beneficial 
results. 
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Anecdotal evidence suggests that these modalities are effective beyond any placebo 
effect. While I do understand that these modalities have a strong placebo effect, I believe 
that since this includes the effects of dignity, loving tenderness, respect and being 
valued, this placebo effect is in itself valuable. I look forward to the time when well-
designed research can confirm these effects. 

The improved well-being of several hundreds of people is testimony that the simple 
lifestyle changes recommended can have profound benefit. 

Dr. Jane Barker    
MBChB MRCP MGP Dip Counselling 

12 December 2013 
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2. Testimonial - Ingrid Langenbruch 

Experience as a Cancer Patient 

by Ingrid Langenbruch 

I have lived for 10 years with breast cancer, my 4th recurrence was at the end of 2011. 
Over the first 5 years – till about 2007 - I tried each and every natural, alternative way to 
heal myself. Having experienced 2 severe medical mistakes in my family in Germany and 
having studied natural healing and nutrition for years, I have had no trust or confidence in 
conventional medicine at all since I was a teenager. (I am now 59). 

I was not successful in healing the cancer and chose to have a mastectomy in 2007. By 
then I started going to Serge's presentations, workshops and having esoteric healing 
sessions. Since I felt so 'right' being anti medicine I was surprised to hear Serge saying in 
several presentations that he is pro conventional medicine. Having failed for 5 years with 
my alternative efforts to heal I needed to have a truthful look at my emotionally driven 
aversion to doctors and anything to do with conventional medicine, and esoteric 
counselling has been very helpful with this. Slowly my view of the medical world changed 
and I chose to trust it more. At the end of last year - having the 4th recurrence - I agreed 
for the first time to have radiation therapy. The years before I rejected anything medical 
except surgery. 

The radiation oncologist was wonderful and so was the hospital staff. During the 6 weeks 
of daily radiation treatments I had the most amazing, loving support of Serge and the 
practitioners at the clinic. I had regular (Esoteric Chakra-puncture) sessions from Serge 
to support my body through radiation. I was able to stay at UniMed House opposite of the 
clinic (I live too far away from the hospital in Lismore to drive every day) and was looked 
after also with meals while I was getting very tired and burnt from the radiation. And all 
this support without charging me! 

I healed and recovered very well and quickly from the radiation. 

Serge never tells me what to do. I sometimes wish he would when I find it very difficult to 
make a decision about a medical treatment or medication. But he always said when I 
asked that I have to feel for myself what's right for me. He often stresses this in his 
presentations too, that he never tells us what to do but that we have to feel what's true for 
ourselves. 

I don't know if or when the cancer will come back. I do my best and I am less and less 
worried about it. What I do know is that I have support in a way I never experienced 
before, that I often feel amazing and loving within and with myself and I trust that I can 
hold that state should I have another recurrence. 

With the support of UM I rarely suffer or worry anymore but am learning to love myself 
and my fellow human beings. I feel this is a much better contribution to human life than 
being a victim, suffering, miserable, worried and depressed, all of which I used to be. 

My studies with UM and the esoteric healing sessions have immensely enriched my life. 
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3. Testimonial - Paul Moses 

Testimonial for the NSW Parliamentary Inquiry into the promotion of false or 
misleading health-related information or practices. 

I Paul Moses of Newrybar attest to the following: 

I have lived quite an active life, however at the age of fifty years I started to struggle to 
feel vital. This was confirmed by regular visits to my Physician who measured my 
increasing blood pressure and found that my heart was losing its rhythm. 

I ending up critically ill in hospital which obviously was a full-stop to the way I had been 
living. It also gave me time to contemplate my future and how I had ended up in a cardiac 
ward. 

My wife, who is a doctor, and a friend and acupuncturist who had treated my family for 20 
years had both been involved with Universal Medicine (UM) for more than a decade, but 
that had been their inspiration, not mine. Now, with the time and motivation to enquire, I 
started to see that they were not only vital but over time had become more and more vital 
and healthy and so I began to consider what UM offered more seriously. 

There I found a simplicity that went hand in hand with everyday life and in no way forced 
any set of beliefs onto me or tried to what prescribe what I should or should not do. 

The UM modalities I began to utilise, and still continue to use, offer me support with how I 
choose to live, simple choices around the responsibility I have towards my body and 
others. This certainly involves regular visits to my Physician and other medical 
practitioners as required. It is not an 'either or' situation for me. 

In fact, now at 56 years I have normal blood pressure and heart rhythm, my heart 
chamber size and walls have returned to normal and a faulty valve is no longer leaking 
blood. I have no need to medicate and my vitality has returned in full. All this was 
summed up by my Physician in his words: 'I would call this a miracle but being a doctor I 
cannot. Your choices since hospital and the way you are living are proof in themselves.'  

He and I have had lengthy discussions about 'true' medicine being how you chose to live, 
with conventional medicine and complementary modalities there to support us and allow 
us to live vital, fulfilled lives. 

Paul Moses 

12 December 2013 
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4. Testimonial – Denise Morden 

In the year 2000 I was diagnosed with a severe form of a rare genetic lung condition 
Alpha 1 Anti-trypsin deficiency. 

This disease causes severe emphysema and a wasting away of the lungs and I was told 
by 2 Lung Specialists in Sydney, that I would need a lung transplant within 5 to 10 years 
in order to survive. 

There was not much I could do about this condition except use inhalers, and adapt and 
resign to the constant breathlessness. 

Shortly after I moved to Byron Bay in 2002 I was extremely fortunate also to find an 
amazing Lung specialist who was able to treat me and continues to treat me.  

I also came across the work of Universal Medicine and Esoteric Medicine in the form of 
the modalities they offer, which have been extremely helpful and supportive, in fact 
essential, to dealing with my condition and maintaining a quality of life. 

I have survived for 8 years longer than predicted because of the care that I have received 
from both conventional medicine and complimentary medicine. 

Universal Medicine has always encouraged me to undertake conventional medical 
treatment and works in conjunction with conventional medicine.  

Using a combination of conventional medical expertise and self healing has allowed me 
to live a full and purposeful life in spite of a rare genetic lung disease. My sense of well 
being and health is better than it has ever been.  

For me Esoteric Medicine is a true complementary practice that has helped me to 
maintain my health and well being by making choices that support my body and embrace 
treatment in a way that can maximize the benefits and potential for healing. The self 
responsibility and self empowerment that is offered in addressing my health and my 
issues, allow me to make better choices to heal and sustain my body in a new way of 
being and has also developed a way of living that optimizes my quality of life. 

Denise Morden [60] 

Byron Bay NSW 2481 
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5. Testimonial - Lee-Ann Bailey 

On 30 March 2012 I was diagnosed with breast cancer - invasive ductal carcinoma of the 
right breast.  The type of breast cancer was oestrogen receptor positive and as I was 44 
years of age at diagnosis I was considered pre-menopausal.   

Since March 2012 I have undertaken an extensive surgical/medical/esoteric healing 
regime to treat my cancer beginning with a mastectomy of the right breast. From the date 
of diagnosis to the surgery date of 10 April 2012, the cancer had grown from two lumps 
to a nest of five lumps, confirming the cancer was a rapid growth type. 

The oncologist recommended chemotherapy to follow this surgery and after consultation 
with him and esoteric practitioners from Universal Medicine, in May 2012 I commenced 
treatment consisting of five cycles of Docetaxel and Cyclophosphamide taken 
intravenously at 21 days apart.  This treatment completed in September 2012. 

In October 2012 I underwent a breast reconstruction and as the cancer was oestrogen 
receptive positive I took the advice of the surgeon and oncologist including consultation 
with esoteric practitioners from Universal Medicine and chose to have my ovaries 
removed to avoid recurrence. 

Under the referral of my oncologist I attended at a genetic specialist appointment in 
December 2012.  During this consultation I was informed of my family history having the 
BRCA2 susceptibility gene.  From this consultation my understanding is my family history 
forms the basis of the work of Professor Allan Spigelman and the research facility 
kConFab Australia. Of the families registered with kConFab, my family has the highest 
mortality rate from breast or prostate cancer in Australia.  Genetic testing of my blood 
confirms I have inherited the BRCA2 gene.   

As a result of this information and in consultation with the oncologist, surgeon and 
counselling with esoteric practitioners from Universal Medicine, I chose to undergo a 
mastectomy of my left breast in July 2013 and am scheduled to undergo further 
reconstruction surgery in 2014. 

I have recently been diagnosed with Hypothyroidism and under the care of my GP 
currently take medication and receive esoteric healing sessions to further support this 
condition along with my general well-being. 

As can be seen from above, I have assumed a committed approach to treating my breast 
cancer.  My healing process has been as a result of the professional, dedicated and 
ongoing loving care from my oncologist, surgeon, hospital medical staff, my local GP and 
distinctly, the esoteric practitioners from Universal Medicine. 

Throughout my process I have undertaken regular esoteric healing sessions, initially to 
support the shock and devastation of being a healthy active woman with a clean lifestyle 
being diagnosed with breast cancer.  At our first attendance at the Universal Medicine 
Clinic it was made clear to me and my family that Universal Medicine would do all 
possible to support my medical treatment and ongoing energetic and bodily wellbeing as 
a member of their cancer care program.   
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During this two year period I have received quality and ongoing support and at no time 
felt my health care was compromised by any ill feeling or judgment toward conventional 
medical treatment.   

It is factual that it was I who was preferring to take an idealistic alternative approach at 
various times and as a result of consistent care and discussions with Michael Benhayon 
in particular, along with the insight gained during my healing sessions, I was able to 
commit more to the medical treatment being offered. 

Many of these esoteric healing sessions formed the basis of my capacity to continue 
committing to the emotional, mental and physical trauma of chemotherapy, the many 
ongoing ill side effects of the diagnosis, treatments, related surgeries, life and body 
changing circumstances. 

In spite of the ill side effects I presented with, the oncologist was regularly impressed with 
my pathology results which were clearly as a result of choices I was making relative to 
how deeply I was caring for my body with healthy food choices, no gluten, no dairy, no 
alcohol, no caffeine, deep resting periods, and vigilant attention to prescribed medication. 

There were many times I felt I couldn’t continue with chemotherapy as a result of the 
traumatic symptoms and I recall communicating on two separate occasions to my 
oncologist that I wanted the treatment to cease. It was as a result of the ongoing support 
from practitioners at UM that during my esoteric healing sessions I was able to express 
my fears and discuss at depth the emotional and physical effects I was experiencing 
throughout my treatment.  From these sessions I was able to maintain and build upon my 
sense of wellbeing, clarity and self-understanding. During these healing sessions I 
gained an immense common sense approach relative to accepting my circumstances 
and making the wisest of choices to allow my body its fullest recovery. 

There is no doubt that a cancer diagnosis is a life and body changing event, and as is my 
example, with loving family support, professional quality care from medical staff and other 
health practitioners it is possible to live a more healthy full life from a body that is deeply 
cared for.  The latter mention of deep care, I dedicate to my ongoing wise choices, my 
commitment to a healthy body and the understandings gained from esoteric healing 
sessions. 

Lee-Ann Bailey 

12 December 2013 
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7. Testimonial - Judith McIntyre  

Experience as a Cancer Patient 

by Judith McIntyre 

I understand that certain allegations have been made about Serge Benhayon and 
Universal Medicine, in particular claiming that Serge and the practitioners associated with 
Universal Medicine are in opposition or competition with conventional medical 
practitioners. This completely contradicts my experience as a cancer patient over the 
past year since my diagnosis in early June 2011 and in my association with Serge and 
Universal Medicine since early August 2011. During this past year I have had continuous 
treatment medically and also since early August, weekly sessions with Serge or other 
Universal Medicine practitioners. I am grateful to both my conventional and 
complementary practitioners for the life saving and caring support that I have received. 

Before my diagnosis I had had chronic fatigue and chronic digestive symptoms. I had for 
years sought both medical and complementary advice and treatment. Generally there 
was not much either sphere could do to alleviate my symptoms. I had a strong 
preference for taking good care of myself in terms of diet, exercise, vitamins, regular 
check-ups, as well as massage, acupuncture and healing. I wanted to avoid needing any 
medical treatment if possible. 

After I was diagnosed with breast cancer, I was shocked and terrified. I learned it was 
aggressive and I accepted that I could not avoid major and immediate treatment. I had an 
initial surgery in July which removed all the lymph nodes under my left arm and a lump 
from my left breast. I was advised that I would be needing chemotherapy and 
radiotherapy and hormonal drug treatment as well. When I considered chemotherapy I 
felt that in my debilitated state from years of low energy, that I would suffer more than 
most people. I dreaded it and felt it might be the death of me before the cancer. The first 
surgery did not achieve clear margins around the lump and I was booked for a second 
surgery, a wide excision, in August. 

Before the second surgery, although I rarely went out at this time, I attended the Byron 
Writers Festival for one afternoon. I went into a talk on words and energy by Serge 
Benhayon. He spoke of how people say they love coffee when they mean they need 
coffee. He said that if people were honest and said they needed the coffee then they 
might ask themselves how they were living so that they needed coffee to get through 
their day. They might make better choices to improve their energy. I appreciated his 
reasoning. He also spoke about the rising numbers of women getting breast cancer. I 
became very interested. I had not thought of myself as being part of a cohort. His 
comments about being true to ourselves as a way to be healthy made sense to me. I 
knew I had many times looked after others even when exhausted. 

I saw Serge in early August before the second surgery. I talked to him about death and 
how I had been living my life for others rather than for myself. I could see how I had 
squandered my life energy and made myself vulnerable to cancer in spite of my 'healthy' 
lifestyle. From my first visit with him, the intense, exhausting emotion I had been living 
with reduced dramatically. I told him how I optimistically believed that I wouldn't need a 
mastectomy although the surgeon had warned me that it was possible if the second 
surgery did not get clear margins. The surgeon had said I could choose a mastectomy 
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this time instead of just another excision. I was shocked and said "No!" Serge somehow 
communicated to me a sense that I would be alright, even if a mastectomy was 
necessary. 

He didn't minimize the loss rather he acknowledged the fear and sadness that I felt. He 
helped me to feel that I didn't need the breast. After the second surgery I told him the 
results showed I would need a mastectomy. He told me that he was willing to see me 
throughout my cancer treatment and that other cancer patients who came to him usually 
did very well with their treatment. 

I had also heard this quite independently from a physiotherapist who was recommended 
by the hospital. She said that women who had the esoteric acupuncture treatment along 
with the same medical treatment that I had and would be having, did "remarkably better" 
than those who didn't have this particular complementary treatment. 

She had seen a lot of breast cancer patients and had great respect for Serge and his 
work. She had attended some of his lectures. 

Going into the third surgery, the mastectomy, I was almost calm, certainly accepting and 
even grateful, since my surgeon had told me that provided I had the recommended 
treatment, I had a very good chance of surviving. 

Beforehand I had some thorough cries over my breast. Since I emerged from the 
surgery, I never felt any further need to mourn it. My healing went well, and I was 
amused to have compliments from physios and nurses on my 'beautiful' scar. 

I was given a month to recover from my surgery before I began chemotherapy. I was 
seeing Serge weekly for counselling and esoteric acupuncture and began to feel so well 
physically that I could take longer and more lively walks than I had been able to do for 
many months before my diagnosis. I had also ended a destructive relationship and felt so 
positive that I told Serge that maybe I wouldn't need chemotherapy. He said immediately 
that he would never advise that I not have the chemo. He simply encouraged me to keep 
looking at my life and my choices and feel for myself what was right. I cried over this 
because I definitely didn't want to have chemo and had misunderstood and thought he 
might back that choice. Again, he gave me support through counselling and acupuncture 
and taught me to "rest deeply" as I went into my chemo sessions, fully choosing to be 
there since I had decided that I would have it. 

I have told my oncologist about the esoteric acupuncture sessions and how helpful I find 
them. He has told me several times that I have been doing very well and even said "keep 
up the acupuncture". As with the surgery, I found that I handled the chemo treatments 
well, having generally only fatigue and no vomiting or pain, and minimal side effects. I did 
make a choice after four months of chemo, to stop a little early from the second type 
because of side effects that suddenly got much stronger and could have been 
irreversible. I made this decision with my oncologist who said that I had had a lot of 
chemo and he didn't think that the slighter shorter treatment would affect my life 
expectancy. I told Serge about this decision after I had made it. 

After the chemotherapy treatment, I was due to see a professor of radiotherapy. Yet 
again I hoped that I didn't need to have treatment but he said I did. I live alone and have 
not been well enough to manage without regular help. The radiotherapy treatment was 
nearly an hour's drive from my home, five days a week for five weeks. 
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I didn't know how I could get myself driven back and forth and how I would cope with that 
much travel even if I had a driver. Universal Medicine provided me with a beautiful and 
nurturing space in which to stay within a short distance of the hospital so that I was able 
to drive myself to the treatment even though I was still tired and became more so. This 
accommodation and much of my sessions with Serge have actually been free of charge. 
Again, my treatment went easily and the main nurse who treated me said "you obviously 
heal well". 

At this stage, I am beginning to recover some energy after the radiotherapy but am still 
easily tired probably because of the herceptin infusions that I still have three weekly at 
the chemo ward. I am continuing to have weekly treatments at the UniMed clinic and 
always feel a profound sense of peace and rest at these times. 

I have also had treatment from a physiotherapist at the UniMed clinic, who gave me 
simple exercises that immediately helped and within a couple of weeks completely 
relieved the cording that had developed in my left arm months after the lymph node 
removal. These gentle movements were somewhat different to those shown me by the 
other physiotherapist. The main distinction in her method was that it depended on 
beginning with and developing a deep connection with the body, not just mechanical 
movements while the mind might be elsewhere. 

I hope it is obvious that Serge works very well with conventional medicine and is not at all 
opposed to it. In fact, he has often said that we have never had better medical treatment 
and he has particular praise for surgeons. 

I believe that his work is truly a complement to the conventional methods and when the 
two are combined, the patient is very fortunate indeed. 

One of the most significant things to understand about Serge and other practitioners at 
Universal Medicine is that they first take great care of themselves. They heed the old 
dictum: "Physician, heal thyself." 
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When “Healing Hands” Start Grasping 

By John Dwyer 

Esoteric breast massage claims “to heal many issues such as painful periods, polycystic ovaries, endometriosis, bloating/water retention, 
and pre-menstrual and menopausal symptoms”. 

Much adverse publicity has descended recently on a “New Age” healing service based in Lismore, NSW, called Universal Medicine. Serge 
Benhayon, a one-time tennis coach with no health care qualifications, leads the organisation. 

Perhaps the most sensational therapeutic modality on offer is referred to as “esoteric breast massage”. Even though Benhayon’s claims about 
esoteric breast massage have been examined by the Therapeutic Goods Administration (TGA), the Health Care Complaints Commission (NSW) 
and the Australian Medical Registration Board, Universal Medicine is continuing its unacceptable practices unfettered by any sanctions from 
regulatory bodies. 

What is on offer? Let’s look at a description of the benefits of esoteric breast massage from Benhayon’s website (www.esoteric-breast-
massage.com). 

The Esoteric Breast Massage assists to heal many issues such as painful periods, polycystic ovaries, endometriosis, bloating/water retention, 
and pre-menstrual and menopausal symptoms. 

A woman benefits from a series of EBMs to help clear the imposed ills that come from herself and from those who impose on her. How many 
EBMs are beneficial will depend on how much is in the breasts to be cleared. We recommend at least 10 to 12 to start with, but you may feel it is 
right to have more. It is, after all, a choice to bring the whole of you back to yourself. At the end of the first series of EBMs, we recommend 
having them every 2 to 3 months to maintain clear breasts or whenever a woman feels impulsed [sic] to clear more from her breasts as it has 
been clearly shown that there are many layers to get to and eventually clear. 

It continues: 

... an EBM cream ... has been esoterically designed by Serge Benhayon, the founder of this healing process that is available for women to 
purchase from their EBM practitioner after their fourth massage... It is a self-nurturing gesture to apply this unique cream to your own breasts 
as the EBM cream has been specifically designed to lovingly support this self-nurturing process. 

As if those ludicrous claims were not enough... 

Period pain comes from the lack of stillness and self-nurturing and the ill-quality of spleen energy. The EBM thus plays a vital role in the 
process of healing this widespread ill condition in women. 

On and on it goes. When the TGA was informed that numerous herbal preparations and ”EBM cream” were being sold but had not been “listed” 
with the TGA, it sprang into action, ordering Universal Medicine to list their products and remove therapeutic claims from their promotion of the 
products. This Universal Medicine did, and the TGA patted them on the back for complying. Proof of efficacy was never mentioned! Esoteric 
Breast Cream is still available from that website. 

One former patient became alarmed when Benhayon told her he was having a “psychic consultation with her ovaries”. She complained about 
Universal Medicine to the NSW Health Care Complaints Commission – an organisation charged with overseeing a code of practice for 
unregistered health practitioners – but was told they could not act as they had not received a report of harm to any patient! This same patient 
noted with alarm that six local doctors – registered medical practitioners – were publically supporting the modalities used by Universal Medicine 
and actually referring patients to the service. 

She then complained to both the Health Care Complaints Commission and the National Medical Registration Board, asking if it was not 
unacceptable for doctors to be giving credibility to this nonsense. She was told that individual doctors can express their personal opinions and, 
for the Board to act, patient harm as a consequence of their support would need to be documented. The doctors in question would not even 
receive a reprimand of any kind. 

Adequate consumer protection from misleading and often fraudulent practices remains disappointingly inadequate, both at the state and national 
level. In Australia in 2013, vulnerable patients deserve much better than that.
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