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Summary

This report presents the findings of a project to establish and evaluate the introduction of an innovative medical herbalism service into general practice.  Results are reported on the clinical evaluation of the first 12 months of use of the service.  These include the use of the service (sources of referral, presenting complaints, service patterns) and clinical outcomes. Some evidence of the impact of the service on the prescription of allopathic medication is also provided.

The clinical evidence shows statistically significant benefits at the end of treatment.  This data is backed up by the views of the practices GPs and staff.  On the basis of this evidence a decision was made to continue the service indefinitely, subject to suitable financial arrangements being in place.

Further evidence of impact is reported based on a second 12 months of service provision.  During this period the broader impact on the clinical team and on the attitudes of the patient group are investigated. It is concluded that the project has had a significant effect on attitudes to health, generating increased confidence to work with patients to promote more interaction in their own health care.

The project can be seen as a concrete and insightful example of the integration of radically different conceptual models of health care under one roof to the benefit of patients.

Introduction

Complementary and Alternative Medicine (CAM) is being increasingly used in the UK and the western world generally.  A recent estimate indicates that some 20% of the adult population of the UK are users of some form of CAM (ref).  However, CAM services still have only very limited availability within the NHS, with a consequence that, for most patients, only those who are able and willing to pay for CAM services are able to receive them.

Foxhill Medical Centre is situated on a council estate with a list of 6,500 largely working class patients.  In a recent survey of health needs in the community the practice serves (‘Foxhill & Parson Cross Community Health Needs Assessment’, April 2000) 40% of respondents were identified as having a chronic illness.  The practice recognises that ill health is very much related to socio-economic factors.  Being based in an area of major economic and social deprivation, the practice sees itself acting in the role of advocate for its patients, trying to work holistically and attempting to identify some strategies that may enable patients to work towards improved health.  

CAM would not normally be available as a choice to the majority of patients for obvious economic reasons.  “As a practice we saw the opportunity to do something about this” (general practitioner).  The Community Health Needs survey (ibid) confirms that access to CAM was welcomed by patients.  When asked about the proposal that “Complementary therapies should be made available”, 82% of respondents supported this, with 37% saying they would use them. 
Early in 1998 the practice decided to spend some of their fund holding savings on employing another therapist. The team already included a pharmacist, physiotherapist and a psychotherapist and it was decided to employ a complementary practitioner. Since there was a physiotherapist it was decided not to employ an osteopath or a chiropractor. There were some acupuncture skills already “in house” so the practice voted between a homeopath and a medical herbalist, deciding to take on the latter.  This was seen as more in line with the communities’ culture, older people having memory of using herbal remedies.  Moreover, homoeopathy was seen by some practice staff as harder to understand and therefore to justify – particularly its apparent lack of an accepted mechanism of action.
An overview of medical herbalism

Herbal medicine is the use of plant remedies in the treatment of disease. Whilst seen as a form of CAM in the UK, herbalism is still the most practised form of medicine worldwide.

Training of herbalists in the UK is now to degree standard and is based around modern medical sciences. Herbal treatment is usually aimed at restoring homeostatic balance to the body by supporting compromised physiological functions and tissues. To help combat infectious illness, for example a herbalist will prescribe medication to increase immune system efficiency rather than a substance to kill the infective agent. Prescribing is intended to be person specific rather than disease specific and will take account of as many factors as possible influencing a person’s health. Patients are usually encouraged to take an active part in their own healing by attention to diet and exercise, and consultations often include an amount of counselling.

Whereas a large number of modern pharmaceutical drugs are based on substances originally derived from plants, herbalists still utilise plants in their raw form as dried herbs or simply processed into tinctures or tablets. This means that a herbal medication will contain a large number of therapeutic chemicals in comparison with a drug derived from that plant. Some of these chemicals act as buffers to possible side effects of other substances within the plant so that, for example the possible stomach irritant action of salicylates in meadowsweet (after the Latin name of which Aspirin was named) are counteracted by tannins and mucilaginous substances also in the plant. This means that many plant medicines are characterised by their low toxicity, lack of side effects and by absence of habituation and withdrawal symptoms.

Establishing the project

At the Foxhill Medical Centre a three person steering group was set up, comprised of a general practitioner, the practice psychotherapist, and an organisational consultant with experience of evaluating the introduction of CAM services into healthcare.  The post was advertised to all members of the National Institute of Medical Herbalists
 within travelling distance of Sheffield.  It was decided to employ the herbalist on a self-employed contract for 2 half day sessions per week, with a brief to work as part of the clinical team, and to participate in fortnightly clinical meetings. It was considered important that the herbalist should communicate with all staff on matters concerning individual patients and on broader clinical issues, and to keep data whereby their work could be reviewed and audited.

Applicants were interviewed by two members of the steering group (GP and psychotherapist) plus an experienced medical herbalist acting as specialist advisor to the interview panel.  A medical herbalist was appointed and began work in July 1998.

The next stage was to establish an operational service.

An initial problem was encountered when local pharmacists were found to be unwilling to stock herbal medications.  Herbalists usually prescribe medicines in the form of tinctures (hydro/ethanolic extracts) at doses of 100 – 150 ml per patient per week.  They tend to prescribe mixtures of between 4 – 7 herbs and to keep a dispensary with a range of 80 – 200 different tinctures.  They may also prescribe herbs in the form of teas, creams and lotions etc. Pharmacists willing to dispense such medicines have to deal with potentially unfamiliar ingredients, and they have to make the space to shelve them.

A geographically more distant pharmacy was found that was willing to stock what the medical herbalist listed as a core range of tinctures and creams.  They agreed to deliver medicines to the Foxhill practice. A system was developed whereby the herbalist writes the script (on a standard FP10), which is signed by a doctor. The scripts are faxed to the pharmacist who collects the hard copy when they deliver the medicines.  Patients return a couple of days after their appointment to collect their medication. Because legally a prescription can be taken to any pharmacy and should not be directed to a particular one this service needs to be requested by the patient.  A form is signed saying, “I would like my prescription containing herbal medication to be dispensed by ----- signed -----“.

The medical herbalist was asked to identify a list of referral criteria – these included inflammatory and “functional” GIT problems, menstrual and menopausal problems, in particular.  It was agreed that patients could either be referred by any of the practice’s practitioners or could self refer.  Originally a referral form was used which had a discharge/review section to be passed back to the referring clinician.  This was later abandoned in favour of informal verbal communication, when it was perceived by all concerned to be unnecessary paperwork.

In consultation with the reception staff the practice’s computer was used to set up an appointment system for the herbal clinic.  Initial appointments were allocated 40 minutes, with 20 minutes for a follow-up appointment.  It was agreed that there would be up to 6 appointments available to a patient in each course of treatment, though after consultation with a GP it would be possible to provide further treatments if required. 

 An audit system was set up using the practice computer and routinely collected data.  This was supplemented by an outcome measure (MYMOP; Paterson 1996) administered by the herbalist as part of the consultation.

The Medical Herbalism Clinic

Initially referrals were slow to build up, but after 3 months all the available slots each week became fully booked.  Initially there had been a high DNA rate of 21% for both new and follow up appointments.  Several factors were found to contribute to this problem: 

1 General apathy on the part of some patients – not necessarily wishing to attend to see a practitioner to whom they had been referred.

2 Patients in the habit of only visiting the clinic when feeling bad and therefore not used to being given an appointment to return in three to four weeks.

3 A very bad reaction to the taste of the medicines.

The first two of these points were dealt with by preparing a leaflet emphasising the need to return for appointments, and to give the medicine time to work. Patients were asked to phone the surgery if they were not going to attend. With regard to the problem of taste the herbalist commented, “ I was the surprised by the strength of people’s reaction to the taste of the medication. In ten years of private practice a number of people had made adverse comments about the taste of what I was giving them, but nobody had got as angry as this before! I realised that this was a reflection on flavour in local people’s diets being mostly supplied by excess sugar and salt.”  The issue has been dealt with by warning people and apologising in advance for any reaction they may have to the taste. Adjuncts such as mint are often added to children’s medicines.  After this, the proportion of DNAs reduced to from 21% to 15%, the same level as for practice nurses.

A year after the service had been established the people attending Foxhill Medical Centre were generally aware that there was a herbalist at Foxhill.  Reaction from the community has been mostly positive and there is now a waiting list of 3-4 weeks for an appointment.

Data on use of the service

Table 1: Analysis of computer data held on the medical herbal clinic for 2nd time period, commencing when the new service had become established.  Comparison data is provided for consultations with the practices nurses and GPs.

FOR PERIOD 1/1/99 to 1/9/99


HERBALIST
NURSES
DOCTORS

Number of appointments
398
4310
15020

Number of non attendances
(15%) 63
(16%) 729
(6%)   912

Number of cancelled or rearranged appointments
(23%) 92
(15%) 672
(8%) 1309

Average length of consultation (mins.)
18.0
12.0
9.4

Average waiting time (mins.)
5.8
15.5
20.5

Average waiting time after scheduled start (mins.)
1.4
8.0
11.0

Table 2: Referrals – an analysis of the source of referrals between 1/9/98 and 1/9/99, where source of referral known.

Source of referral 


No. Patients

GPs




36

Nurses




 4

Psychotherapist 



 6

Self referred



15


Table 3:  Presenting complaint – the primary presenting complaint of each patient at initial consultation 

Presenting complaint



No. Patients






up to 1/9/99
up to 7/7/00 

Nervous system



35

46
Gyne / menopausal



32

41
GIT





27

56
Skin





16

25
Musc/skeletal



13

19
Respiratory




12

18
Chronic fatigue/fibromyalgia

  9

14
Multi-system



  
  7

22
ENT





  5

  6
CVS





  4

  5
Urinary system



 4

  5

TOTAL




 164

257


Figure 1: The frequency of the total number of consultations received by patients in the herbal clinic from 1/9/98 - 1/9/99.  The data includes patients for whom treatment is ongoing.


[image: image1.wmf]0

10

20

30

40

50

1

2

3

4

5

6

7

8

9

10+

Number of consultations received


Cost of medication

Because all herbal scripts are issued on FP10s the cost to patients of herbal medication is the same as any other medicine (and therefore free to most of the herbal clients at Foxhill). The cost to the NHS per person is usually under £2/week (cost of tinctures + dispensing costs).

Integration of medical herbalism into the practice

The herbalist attends meetings where both clinical cases and clinical business are discussed. This means that the effects on the practice of employing a herbalist are felt more widely than by just the patients that he treats.   He says, 

“ It has been very important to me that I don’t just come in, see the patients and slip away again. From the outset I have been treated with respect and have been given a fair amount of autonomy within the practice. I welcome the opportunity to explain what I am doing, and also to get other practitioner’s perspectives on what is happening with particular patients. Despite time constraints with individual clients, my ability to practise in a holistic manner is enhanced by quick and easy consultation with GPs and access to both their knowledge of local families and their social clout”. 

After some time working at the practice the GPs made a request that the herbalist supply them with a number of herbal prescriptions that could be used for common complaints.  Because medical herbalists aim to treat people very individually, rather than having named mixtures for particular conditions, the herbalist was wary of what he would offer.  He felt that it was important for the doctors to have some access to, and experience of, some herbal medicines.  Six mixtures were formulated and guidelines for use issued. For ease of prescription the details were added to the computer system.  Indications included vaginal thrush, insomnia, and depression. A number of scripts have been issued, but in practice the doctors have been keener to refer to the herbalist than to issue herbal scripts themselves.

Foxhill is a teaching practice accommodating both medical students and GP Registrars.  Both have had sessions sitting in with the herbalist. This has proved useful in giving medical students some experience of what a medical herbalist actually does in their work.

Two illustrative case histories
Mr A

A 55 year old man consulted the herbalist complaining of problems with micturition.  He had mild urinary incontinence coupled with urgency and nocturia needing to get up 2-3 times per night.  He was finding it hard to sleep again after getting up and feeling tired in the daytime.  He was also complaining of weight loss over the last 8 years – from 11 stone down to 9.  He felt generally well apart from occasional aching in his varicose veins.  He had visited a female doctor at the practice who offered a PR examination which had been declined.  He had referred himself for an appointment with the herbalist.  Worried about possible prostate malignancy the herbalist urged him to return to see a male doctor.  His diet was average (ie poor in the herbalist’s eyes).  An infrequent drinker of alcohol he smoked 20 cigarettes a day.  On examination his varicose veins were not very noticeable.

He was prescribed a herbal mixture of 6 plants aimed at improving the efficiency of his digestion, reducing BPH and improving the condition of venous tissue. 

He returned after three weeks saying that he was able to sleep through the night.  He had refused to return for a PR examination.

The same medication was prescribed for a month, at the end of which time he said he was having no problems “with his waterworks”, was sleeping fine, had had no aches in his legs and that his weight was increasing.   He looked much happier and healthier.

Another month’s worth of medicine was prescribed – a slightly different mixture with the same intention.  The patient failed to make an appointment to return.

When followed up and urged to attend another appointment, the patient said that he hadn’t bothered because he felt he was “cured”.  He still looked well and his weight gain had been sustained.  It was stressed that it was important for him to continue treatment for a while after he felt better.  His prescription was for herbs to be taken 5ml bid rather than the initial 5ml tds.

Subsequently his condition remained stable.

Mrs B

This 56 year old woman complained of both a sensation of heartburn and of central chest pain related to ingestion of food.  Her symptoms had been relieved by a course of “triple therapy”, but had returned again.  She also complained of constant headaches, and had a problem with arthritic hip and knee joints.  She was using prescribed Algicon and was self medicating with glucosamine.

She was prescribed a simple mixture of herbs aimed at relieving gastric inflammation and possible ulceration. 

After three weeks she reported feeling better than “for a long time”, still felt the heartburn, but no pain. She was only using the Algicon occasionally.  There was no change with her headaches.  Subsequent herbal prescriptions were altered with the aim of relieving her headaches but failed.  Her gastric symptoms were all cleared, and remained so when the dose of herbal medication was tapered off and stopped.

She returned to the herbalist nine months later when her chest pains had returned.  This was at a time of great stress having been informed of the need for 2 hip replacement operations.  Symptoms were again relieved with herbal medication.

Following her herbal treatment she came off PPI medication (a costly drug) for a whole year and at the most recent review (July 2000) was using low dose PPIs occasionally.

Evaluation of clinical outcomes

The Measure Your Medical Outcome Profile (MYMOP) is a short questionnaire developed by a GP for use in primary care (Patterson, 1996).
  It provides a simple assessment of health using criteria generated by the patient.  By administering it repeatedly, changes in health status over time can be assessed.

For this study, it was agreed this self-assessment form would be given to patients at the 1st, 3rd, 6th and final consultations.  At the date of analysis (1/9/99), 57 patients had completed at least 2 questionnaires enabling a comparison over time to be made.

PATIENT PROFILE

Of the 57 patients, 13 are male, 44 female.  40 have had their presenting complaint for over a year, a further 11 between 3 months and 1 year, the remaining 4, less than 12 weeks.

SYMPTOM RELIEF

Patients were asked to identify the primary and secondary symptoms which they would like to change and then to rate on a 7 point scale how good-bad it was for them (0=as good as it could be; 6=as bad as it could be)

The mean scores at Time1, Time2, Time3 and Time4 (i.e. 1st, 2nd, 3rd, 4th administration of the questionnaire) were:

SYMPTOM1
T1

T2

T3

T4

Mean

4.46

2.28

2.44

2.88

n =

57

57

25

8



Note, the lower number of respondents at T4 indicates only 8 patients have completed the 4th questionnaire to date.  Some patients are discharged prior to the point at which the 4th questionnaire would be administered.

Statistical analysis (paired t test) shows that there is a highly significant reduction in symptom1 between T1 and T2 (p<0.001), between T1 and T3 (p<0.001) and between T1 and T4 (p<0.02).

Not all patients had a second symptom they wanted to alleviate.  For those who did their mean scores at each time period were:

SYMPTOM2
T1

T2

T3

T4

Mean

4.87

3.02

2.58

3.00

n =

46

46

19

7



Statistical analysis (paired t-test) shows there is significant improvement in symptom2 score between T1 and T2 (p<0.001), between T1 and T3 (p<0.001) and between T1 and T4 (p<0.02).

GENERAL WELLBEING

Patients were asked to rate their general well-being on a 7-point scale (0=as good as it could be; 6=as bad as it could be).

WELLBEING
T1

T2

T3

T4

Mean

3.73

2.33

2.50

2.50

n =

56

55

 22

 8

Statistical analysis shows there is a significant improvement in the well-being score between T1 and T2 (p<0.001), between T1 and T3 (p<0.001) but no significant change between T1 and T4.  This lack of statistical significance is probably due to small sample size at T4.

ACTIVITY

Patients were asked to identify an activity that was limited in some way by their problem and to rate on a 7-point scale the degree of limitation (0=as good as it could be; 6=as bad as it could be).

ACTIVITY
T1

T2

T3

T4

Mean

4.58

2.60

2.35

2.29

n =

40

40

20

 7

Statistical analysis shows there is a significant improvement in the activity score between T1 and T2 (p<0.03), between T1 and T3 (p<0.001) and between T1 and T4 (p<0.05).

CHANGES IN ALLOPATHIC MEDICATION

When asked at the initial consultation how important it was to them to cut down their allopathic medication, 30 replied not important, 10 a bit important, 12 very important.  At the next assessment point (T2), 6 reported ‘not much change’ in their allopathic medication, 6 reported they were ‘taking less medication’.  Of these 6 who were taking less, 5 had previously reported that it was ‘very important’ to cut down their medication.

Views of practice members

What impact do you think the medical herbalism project has had on the practice and its patients?

“Having Bendle (the medical herbalist) around has made me think much more about diet.  For example, a young man who eats erratically and lives off fast food; it’s not surprising he has chronic catarrh.  This is what I would expect given his lifestyle.  This may be more important than giving him nasal sprays and that is why I send him to Bendle – he will look at them holistically and help them understand why their health is the way it is”.  (GP1)

 “A new look to the team.  A different approach to health, diet, herbs.  Time for patients to explore themselves, their health, their bodies.  He’s allowed the staff to look at health care provision from a different angle.

And he’s brought fun, stimulation – intellectually and holistically through input to clinical discussions.  Help with “heart sink” (I hate that word) patients.  He provides a service that usually is “private” and unavailable for most of our patients.  This has many effects on health etc but also gives our patients the feeling that we care and feel answers need to be found “holistically” and beyond the prescription pad.

Also when problems in people’s lives are complex and we (as clinicians – and often the hospitals) feel at a loss …even if he does not have the answer, his narrative with them is useful, and the patient may begin to understand that their problems are complex and may need time to heal.” (GP2)

“The most important thing is that the project has widened out the therapeutic options that are available.  That is a benefit to the clients and a benefit to us.  On a more specific level there are undoubtedly patients who have benefited and he has also provided us with quite a lot of useful information on what herbs can do in a positive way, but also in terms of possible drug interactions – such as the St John’s Wort information that he provided us with that otherwise we wouldn’t have come across.” (GP3)

“There is a slow drip, drip, effect in the community.  People are recognizing there is a different way of seeing themselves and their health.  I often send women with menopausal problems to Bendle.  Initially they would come back after a couple of weeks and say nothing was happening.  Now they recognize they will have to do things themselves – an immediate cure seems less important.  They give feedback to each other to encourage sticking with it.” (Psychotherapist) 

“People are thinking about trying alternative medicines.  It widens their horizons.  They think about self treatment such as vitamins.  If you just look at his appointments you can see how many people are keen to see him.  I’ve heard word of mouth people who have seen him and say he is really good. And his ointments that he gives to staff are marvelous e.g. Bendle’s No. 9 for my eczema.  The disadvantage is that now supply doesn’t meet demand.  People are having to wait for a month.  Perhaps it is a bit psychological to use herbal remedies, but maybe it has allowed people to say I’m not taking normal drugs, they’ve done me no good.” (A group of receptionists)     

“…as allopathic practitioners, we haven’t got all the answers, but need lots of different sorts of ways of getting at things.  This has been really valuable.  But I also think that for me, it’s the first part of a sort of a strategy, which is developing complementary medicine in primary care.  It is a stepping stone for doing the next things, which are to do with healthy living, a wider sense of doing more than just waiting for people to get ill and to come in full of chemicals.

A lot of individual patients have said that they have viewed their illness differently and have got actual help either in terms of symptoms controlled or just feeling very well.  So it’s a success in that sense.  And I think it is also a success as part of team building.  In addition to his work as an individual practitioner, I think his being a part of the team is really important as well – in that people can be exposed to new ideas in a case discussion or just an individual conversation – a completely different way of looking at things, which I think is enormously valuable - people value his opinion and they seek him out for advice.  At both these levels - individual patients who come to see him, and team members, it has been a great success.” (GP4)

Lessons learned and conclusions

There are perhaps three aspects of herbal treatment:

1 The consultation is long enough to accommodate a certain amount of counselling. (Though in his private practice, the herbalist’s appointment durations are 50% longer). 

2 The efficacy of the herbal medication. 

3 There is often diet and lifestyle advice given.  This is usually very patient specific and realistic in terms of what the patient might be able to achieve or to afford.  This is part of a broadening of outlook for patients, and for practice’s staff too – supporting a change in perception about the nature of health interventions.

At this broader level, the medical herbalism project has had an important impact on the practice staff (an aspect of team building, referred to by one of the GPs).  The approach which invites patients to play a more active part in their own health has encouraged other clinicians in the practice to see this strategy as feasible – there is evidence that existing beliefs are being converted into real aspirations and clinical action.

The future

The project has now been recognised widely within the practice as of ongoing value. It is established as a regular service and funding is being sought to maintain it indefinitely.

The changes in organisation of the NHS and implementation of a PCG structure have led to changes in the way the herbalist is paid. The Foxhill practice have argued successfully to be able to keep a percentage of their previous year savings, and are able to fund the herbalist until April 2001.  The herbalist is now paid by Sheffield Health.  Several other practices in the Sheffield area that have employed complementary practitioners have found themselves unable to offer them contracts after April 2000.

Plans for the future include adult education lessons on basics of herbal medication and a guided herb walk for both staff and patients at Foxhill. Despite problems with funding there is a room allocated for complementary practitioners on the plans for the forthcoming Health Living Centre at Foxhill.

As primary care services move towards the formation of PCTs it is important that this innovation, of clinical value as demonstrated by outcome data, patient satisfaction, and clinical practitioner views, be enabled to continue, and to form part of an integrated service.

The bringing together under one roof of practitioners working to radically different conceptual frameworks has had the effect of enhancing the practice of each, to the benefit of the patients they serve.  The project is a clear demonstration that such dialogue and development is both possible and desirable.

� The National Institute of Medical Herbalists is Britain’s oldest and largest body of professional medical herbalists.


� Paterson, C. ‘Measuring outcomes in primary care: a patient generated measure, MYMOP, compared with the SF-36 health survey’, BMJ, 1996; 312: 1016-20 
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